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PLAN BENEFIT CHARTS

The benefit information shown here is for in-network services. Our HMO plans only include out-of-network benefits for emergency
care, urgent care and services approved in advance by HealthKeepers, Inc. (HealthKeepers).

¢ Anthem HealthKeepers Silver 5300 Online Plus (5JXQ) is only offered in select areas. See page 3 for more information.

All medical plans include embedded pediatric dental and vision benefits. View our embedded pediatric dental and vision charts

here.

Plan name

Network name

Plan includes out-of-network coverage?
Individual deductible’

Individual out-of-pocket limit

Coinsurance (percentage may vary for
some covered services)

Preventive care’
Office visit: primary care physician
(PCP)’ (Other office services may be

subject to deductible and plan
coinsurance)

Office and online visit: specialist (Other
office services may be subject to
deductible and plan coinsurance)

Outpatient diagnostic tests’ (Ex. X-ray,
EKG)

Outpatient advanced diagnostic
tests' (Ex. MRI, CT scan)

Urgent care (Other office services may be
subject to deductible and plan
coinsurance)

Emergency room care
Hospital: inpatient admission® (includes
maternity, mental health / substance use)

Hospital: outpatient surgery hospital
facility’ (includes maternity)

Pharmacy deductible (for tiers with
deductible, cost share applies after
deductible)

Retail pharmacy tier 1°
Retail pharmacy tier 2°
Retail pharmacy tier 3
Retail pharmacy tier 4

Mental health and substance use:
outpatient facility & services'

Please see Medical plans footnotes on page 3.
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Anthem HealthKeepers Bronze
5500 (5JXG)

Pathway X Tiered Hospital

No

$5,500

$8,550

35%

No additional cost to you.
$40 copay

Deductible, then 35% coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible, then 50% coinsurance

$60 copay

Deductible, then 50% coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2, 3, 4: Medical deductible
applies

35% coinsurance
50% coinsurance
50% coinsurance
50% coinsurance
Deductible, then 35% coinsurance

Online Plus (5JXP)

Pathway X Tiered Hospital
No

$5,800

$8,550

30%

No additional cost to you.
$25 copay

Deductible, then 30% coinsurance

Tier 1: Deductible, then 30%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible, then 50% coinsurance

$50 copay

Deductible, then 50% coinsurance

Tier 1: Deductible, then 30%
coinsurance

Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 30%
coinsurance

Tier 2: Deductible, then 50%
coinsurance

Tier 1: No deductible

Tiers 2, 3, 4: Medical deductible
applies

$25 copay

30% coinsurance

50% coinsurance

50% coinsurance

Deductible, then 30% coinsurance

Individual and Family Benefit Charts for Virginia

Anthem HealthKeepers Bronze 5800 Anthem HealthKeepers Bronze
5900 for HSA (5JXF)

Pathway X Tiered Hospital
No

$5,900

$7,000

35%

No additional cost to you.
Deductible,then35% coinsurance

Deductible,then35% coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible,then50% coinsurance

Deductible,then35% coinsurance

Deductible,then50% coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2, 3, 4: Medical deductible
applies

35% coinsurance
35% coinsurance
50% coinsurance
50% coinsurance
Deductible,then35% coinsurance

Anthem HealthKeepers Bronze
8200 (5JXK)

Pathway X Tiered Hospital

No

$8,200

$8,550

40%

No additional cost to you.
Deductible,then40% coinsurance

Deductible,then40% coinsurance

Tier 1: Deductible, then 40%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible,then50% coinsurance

Deductible,then40% coinsurance

Deductible,then50% coinsurance

Tier 1: Deductible, then 40%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 40%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2, 3, 4: Medical deductible
applies

40% coinsurance
40% coinsurance
50% coinsurance
50% coinsurance
Deductible,then40% coinsurance

Anthem HealthKeepers Silver 2200
(5JXM)

Pathway X Tiered Hospital
No

$2,200

$8,550

30%

No additional cost to you.
$35 copay

Deductible, then 30% coinsurance

Tier 1: Deductible, then 30%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible, then 50% coinsurance

$55 copay

Deductible, then 50% coinsurance

Tier 1: Deductible, then 30%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 30%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2: No deductible
Tiers 3, 4: Medical deductible applies

$20 copay

$60 copay

50% coinsurance

50% coinsurance

Deductible, then 30% coinsurance
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Anthem HealthKeepers Silver 5300
Online Plus (5JXQ)¢

Pathway X Tiered Hospital
No

$5,300

$8,550

25%

No additional cost to you.
$20 copay

Deductible, then 25% coinsurance

Tier 1: Deductible, then 25%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible, then 50% coinsurance

$50 copay

Deductible, then 45% coinsurance

Tier 1: Deductible, then 25%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 25%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2: No deductible
Tiers 3, 4: Medical deductible applies

$20 copay

$60 copay

50% coinsurance

50% coinsurance

Deductible, then 25% coinsurance

Anthem HealthKeepers Silver 6250
(5JXL)

Pathway X Tiered Hospital
No

$6,250

$8,550

35%

No additional cost to you.
$35 copay

Deductible, then 35% coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible, then 50% coinsurance

$55 copay

Deductible, then 50% coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 35%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2: No deductible
Tiers 3, 4: Medical deductible applies

$20 copay

$60 copay

50% coinsurance

50% coinsurance

Deductible, then 35% coinsurance
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PLAN BENEFIT CHARTS

The benefit information shown here is for in-network services. Our HMO plans only include out-of-network benefits for emergency
care, urgent care and services approved in advance by HealthKeepers, Inc. (HealthKeepers).

All medical plans include embedded pediatric dental and vision benefits. View our embedded pediatric dental and vision charts

here.

Plan name

Network name

Plan includes out-of-network coverage?
Individual deductible’

Individual out-of-pocket limit

Coinsurance (percentage may vary for
some covered services)

Preventive care’
Office visit: primary care physician
(PCP)’ (Other office services may be

subject to deductible and plan
coinsurance)

Office and online visit: specialist (Other
office services may be subject to
deductible and plan coinsurance)

Outpatient diagnostic tests’ (Ex. X-ray,
EKG)

Outpatient advanced diagnostic
tests’ (Ex. MRI, CT scan)

Urgent care (Other office services may be
subject to deductible and plan
coinsurance)

Emergency room care

Hospital: inpatient admission® (includes
maternity, mental health / substance use)

Hospital: outpatient surgery hospital
facility’ (includes maternity)

Pharmacy deductible (for tiers with
deductible, cost share applies after
deductible)

Retail pharmacy tier 1°
Retail pharmacy tier 2°
Retail pharmacy tier 3
Retail pharmacy tier 4

Mental health and substance use:
outpatient facility & services'

Please see Medical plans footnotes on page 3.
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AnthemHealthKeepersGold2000 Anthem HealthKeepers Catastrophic

(5JXN)

Pathway X Tiered Hospital
No

$2,000

$8,550

20%

No additional cost to you.
$25 copay

Deductible, then 20% coinsurance

Tier 1: Deductible, then 20%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Deductible, then 50% coinsurance

$50 copay

Deductible, then 40% coinsurance

Tier 1: Deductible, then 20%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tier 1: Deductible, then 20%
coinsurance
Tier 2: Deductible, then 50%
coinsurance

Tiers 1, 2: No deductible
Tiers 3, 4: Medical deductible
applies

$10 copay

$40 copay

50% coinsurance

50% coinsurance

Deductible, then 20% coinsurance

8550 (5JXH)

Pathway X Tiered Hospital

No

$8,550

$8,550

0%

No additional cost to you.

$40 copay per visit for the first 3

visits, then deductible and 0%
coinsurance

Deductible, then 0% coinsurance

Deductible, then 0% coinsurance

Deductible, then 0% coinsurance

Deductible, then 0% coinsurance

Deductible, then 0% coinsurance
Deductible, then 0% coinsurance

Deductible, then 0% coinsurance

Tiers 1, 2, 3, 4: Medical deductible
applies

0% coinsurance
0% coinsurance
0% coinsurance
0% coinsurance
Deductible, then 0% coinsurance

Individual and Family Benefit Charts for Virginia

Individual and Family Benefit Charts for Virginia
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MEDICAL PLANS FOOTNOTES

1 The medical plan charts display the individual deductible. Family deductibles are two (2) times the individual amount for most
plans and three (3) times the individual amount for the Gold plan.

2 Nationally recommended preventive care services from in-network providers have no copay, no coinsurance and no deductible
requirement. Preventive and wellness services consist of certain services, including well-child care, immunizations, prostate-specific
antigen (PSA) screenings, Pap tests, mammograms and more, recommended by the United States Preventive Services Task Force.

3 PCP web visits, including LiveHealth Online, have the same PCP office visit cost share listed in the chart, except for Online Plus
plans. Available on the Anthem HealthKeepers Bronze 5800 Online Plus and Anthem HealthKeepers Silver 5300 Online Plus plans,
Online Plus offers unlimited, $10 online PCP office visit copays.

4 Cost share shows Tier 1 / Tier 2 coinsurance for hospitals and facilities in our network, unless cost shares are the same for both
tiers.

5 Home delivery pharmacy cost shares are 3 times the retail copay for Tier 1 drugs and 3 times the retail copay for Tier 2 drugs
when the plan has retail pharmacy copays.

¢ Anthem Healthkeepers Silver 5300 Online Plus (5JXQ) is only available in the following counties/cities - The counties of Albemarle,
Amelia, Amherst, Appomattox, Augusta, Bedford, Campbell, Caroline, Charles City, Chesterfield, Clarke, Culpeper, Dinwiddie,
Fairfax, Fauquier, Fluvanna, Frederick, Gloucester, Goochland, Greene, Halifax, Hanover, Henrico, Isle of Wight, James City, King
George, Loudoun, Louisa, Madison, Mathews, Mecklenburg, Nelson, New Kent, Orange, Page, Pittsylvania, Powhatan, Prince Edward,
Prince George, Prince William, Rockingham, Southampton, Spotsylvania, Stafford, Surry, Sussex, Warren, Westmoreland, and York.
The cities of Charlottesville, Chesapeake, Colonial Heights, Danville, Franklin, Fredericksburg, Hampton, Harrisonburg, Hopewell,
Lynchburg, Manassas, Manassas Park, Newport News, Norfolk, Petersburg, Poquoson, Portsmouth, Richmond, Staunton, Suffolk,
Virginia Beach, Waynesboro, Williamsburg, and Winchester.
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IMPORTANT LEGAL INFORMATION

Before choosing a health benefit plan, please review the following information along with the other materials enclosed.
Eligibility

You can apply for coverage for yourself or with your family. You must be a United States citizen or national; or a lawfully present
non-citizen and a resident of the Commonwealth of Virginia and not entitled to or enrolled in Medicare. Family health coverage

includes you, your spouse or domestic partner and any dependent children. Children are covered to the end of the month in which
they turn age 26.

Our plans are available in all areas except the City of Fairfax, the Town of Vienna and the area east of State Route 123. Anthem
HealthKeepers Silver 5300 Online Plus plan is only offered in select counties and cities. See the benefit chart for more information.

Eligibility for a catastrophic plan
You are eligible for this plan if you:
« are also under age 30 before the plan's effective date; or

« have received certification from the Health Insurance Maketplace (the exchange) that you are exempt from the individual mandate
because you qualify for a hardship exemption or do not have an affordable coverage option

Open enroliment

An annual open enrollment period is provided for enrollees. Individuals may enroll in a plan, and members may change benefit plans
at that time.

Special enrollment and changes affecting eligibility

In addition to open enroliment, an individual can enroll during the special enrollment period. This is a period of time in which eligible
individuals or their dependents can enroll after the open enroliment, typically due to an event such as marriage, birth, adoption, or
other qualifying events as defined by law.

Effective date of coverage

The earliest effective date for the annual open enroliment period is the first day of the following benefit/calendar year. The actual
effective date is determined by the date HealthKeepers receives a complete application with the applicable premium payment.

Managing your care if you need to go to a hospital or get certain medical treatment

If you or a family member need certain types of medical care (for example: surgery, treatment in a doctor’s office, physical therapy,
etc.), you may want to know more about these programs and terms. They may help you better understand your benefits and how
your health plan manages these types of care.

Utilization review

Utilization review (UR) is a program that is part of your health plan. It lets us make sure you are getting the right care at the right
time. Our utilization review team, made up of licensed health care professionals such as nurses and doctors, does medical reviews.
The team goes over the information your doctor has sent us to see if the requested surgery, treatment or other type of care is medically
necessary. The utilization review team checks to make sure the treatment meets certain clinical guidelines set by your health plan.
After reviewing the records and information, the team will approve (cover) or deny (not cover) the treatment. The utilization review
team will let you and your doctor know as soon as possible. Decisions not to approve are put in writing. The written notice will include
information on how to appeal the decision and about your rights to an independent medical review.

Reviewing where services are provided

A service must be medically necessary to be a covered service. The utilization review may include a review of the level of care, type
of setting or place of service where services can be safely given to you. If services are given in a higher level of care or cost setting
when they could be safely given in a lower level place of care or cost setting, they will not be determined to be medically necessary.
The service(s), in that case, are being denied based on the review of where they are provided. When this happens the service(s) can
be requested again in another setting or place of care and will be reviewed again for medical necessity. At times, a different type of
provider or facility may need to be used in order for the service to be considered medically necessary.
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IMPORTANT LEGAL INFORMATION

Examples include, but are not limited to:

» Aservice may be denied on an inpatient basis at a hospital but may be approved if provided on an outpatient basis in a hospital
setting.

« Aservice may be denied on an outpatient basis if taking place in a hospital setting but may be approved at a free-standing imaging
center, infusion center, ambulatory surgical center/facility, or in a physician's office.

» Aservice may be denied at a skilled nursing facility but may be approved in a home setting.
We can do medical reviews like this before, during and after a member’s treatment. Here is an explanation of each type of review:
The pre-service review (done before you get medical care)
We may do a pre-service review before a member goes to the hospital or has other types of services or treatment.
The concurrent review (done during medical care and recovery)

We do a concurrent review when you are in the hospital or are released and need more care related to the hospital stay. This could
mean services or treatment, such as physical therapy or durable medical equipment. The utilization review team looks at the member’s
medical information at the time of the review to see if the treatment is medically necessary.

The post-service review (done after you get medical care)

We do a post-service review when you have already had surgery or another type of medical care. When the utilization review team
learns about the treatment, they look at the medical information the doctor or provider had about you at the time the medical care
was given. The team then can see if the treatment was medically necessary.

Case management

Case management is conducted by a licensed health care professional who works with you and your doctor to help you learn about
and manage your health conditions. They also help you better understand your health benefits.

Precertification

Precertification is the process of getting approval from your health plan before you get services. This process lets you know if we will
cover a service, supply, therapy or drug. We approve services that meet our standards for needed and appropriate treatment. The
guidelines we use to approve treatment are based on standards of care in medical policies, clinical guidelines and the terms of your
plan. As these may change, we review our precertification guidelines regularly. Precertification is a type of pre-service review.

Here is how requesting precertification can help you:

Saving time. Preauthorizing services is a process of verifying, in advance, whether a proposed treatment, service or supply is medically
necessary and/or medically appropriate. The doctors in our network ask for prior authorization for our members.

Saving money. Paying only for medically necessary services helps everyone save. Choosing a doctor who is in our network can help
you get the most for your health care dollar.

What can you do? Choose an in-network doctor. Talk to your doctor about your conditions and treatment options. Ask your doctor
which covered services need prior authorization or call us to ask. The doctor's office will ask for prior authorization for you. Plus,
costs are usually lower with an in-network doctor. It is important to understand that HMO plans do not offer out-of-network coverage,
with the exception of emergency care as described in the Evidence of Coverage or urgent care services received at an urgent care
center or when a service is preapproved. Please review the Evidence of Coverage in order to determine your benefits. Once you are
a member, if you have a question about prior authorization, you can call the Member Service number on the back of your ID card.

In-network providers

In-network providers are the key to providing and coordinating your health care services. Benefits are provided when you obtain
covered services from providers in our Pathway X Tiered Hospital network. It is a good idea to have a primary care doctor (PCP) for
things like checkups and health issues that need ongoing care; but you are not required to select a PCP or get a referral to seek care
from in-network specialty doctors.

Services you obtain from any provider outside of our network are considered out-of-network services and are not covered, with the
exception of emergency care or urgent care, or a service that is authorized in advance by HealthKeepers.
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IMPORTANT LEGAL INFORMATION

The only services covered outside our network are emergency care as described in the Evidence of Coverage and urgent care services
received at an urgent care center. In addition, you will have emergency and urgent care coverage through the Blue Cross and Blue
Shield Association’s BlueCard” program using the Traditional (PAR) network. When you use BlueCard providers in the Traditional
network, you will be protected from balance billing.

Laws and rights that protect you

As a member, you have rights and responsibilities. You have the right to expect the privacy of your personal health information to
be protected, consistent with state and federal laws and our policies. You also have certain rights and responsibilities when receiving
your health care. Visit this link to find more information on our website: http://www.anthem.com/health-insurance/customer-
care/faq.

Limitations - medical plans

The specific limitations are spelled out in the terms of the particular plan, but some of the more common services limited by these
plans are:

« Ambulance services (non-emergency transportation) - $50,000 per occurrence if an out-of-network provider is authorized in
advance by HealthKeepers for use

» Chiropractic - 30 visits for spinal manipulation per member per calendar year for rehabilitation services and 30 visits for spinal
manipulation per member per calendar year for habilitation services

* Home health care - 100 visits per member per calendar year
o Outpatient therapy services

o Physical/Occupational therapy - 30 combined visits per member per calendar year for rehabilitation services and 30 combined
visits per member per calendar year for habilitation services

o Speech therapy - 30 visits per member per calendar year for rehabilitation services and 30 visits per member per calendar
year for habilitation services

e Private duty nursing provided in a home care setting - 16 hours per member per calendar year

Skilled nursing facility - 100 days per stay

Limitations - embedded pediatric dental benefits, Anthem Blue Cross and Blue Shield Dental Family Value, Anthem Blue Cross
and Blue Shield Dental Family and Anthem Blue Cross and Blue Shield Dental Family Enhanced benefits for pediatric members
up to age 19

Diagnostic and preventive services

« Oral exams - covered 2 times every 12 months.

» Radiographs (x-rays) - individual x-rays taken on the same day will be limited to the maximum allowed amount for a full mouth
(complete series).

o Bitewings - covered at 1 series of bitewings per 12 months.
o Full mouth (complete series) - covered 1 time per 60-month period.
o Panoramic - covered 1 time per 60-month period.
o Periapicals and extraorals - covered as needed per diagnaosis.
o Occlusal - 2 radiographs per 12-month period.
« Dental cleaning (prophylaxis) - covered 2 times per 12 months.
« Space maintainers - covered once per 24-month period per tooth per quadrant (unilateral) per arch (bilateral).

Basic restorative services

» Amalgam fillings - covered for permanent and primary posterior (back) teeth.
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IMPORTANT LEGAL INFORMATION

Composite fillings - covered for permanent and primary anterior (front) teeth. If you get a composite restorative on a posterior
(back) tooth, it is considered an optional treatment and will be covered up to the maximum allowed amount for an amalgam
filling. You will be responsible to pay the difference between the maximum allowed amount and the dentist's actual charge. This
is in addition to any applicable deductible and/or coinsurance.

Fillings - covered once per tooth surface per 12-month period.

Endodontic services

Pulp cap (direct and indirect)

Pulpotomies - covered once per tooth per lifetime. Covered for primary teeth only. Will not be covered if billed with root canal
therapy.

Pulpal therapy - covered once per tooth per lifetime. Covered per primary teeth only.
Root canal therapy - covered once per tooth per lifetime.

Retreatment of previous root canal - covered once per tooth per lifetime.
Apicoectomy/periradicular surgery - covered once per tooth per lifetime.
Retrograde filling - covered once per tooth per lifetime.

Apexification - covered once per tooth per lifetime. Coverage includes initial visit, interim medication replacement (limited to
3 treatments) and the final visit.

Periodontal services

Periodontal scaling and root planing - covered once per quadrant per 24 months.

Crown Lengthening - covered once per tooth per lifetime.

Full mouth debridement - covered once per 12 months.

Osseous surgery - covered once per quadrant per 60 months.

Gingivectomy or gingivoplasty - covered once per 24 month-period per quadrant.
Emergency room services provided by dentist - covered only for occlusal orthotic devices.

Oral surgery services

Basic extractions and complex surgical extractions - surgical removal of 3rd molars is only covered if the removal is associated
with symptoms or oral pathology.

Adjunctive general services

o Intravenous and non-intravenous conscious sedation and general anesthesia.
Alveoloplasty - covered once per quadrant per lifetime.
Frenulectomy/frenuloplasty - covered once per lifetime.

Major restorative services

Pre-fabricated, stainless steel, or temporary crown - covered as needed per pathology. Temporary crown not covered if used
during crown fabrication.

Permanent crowns (full cast, titanium, high noble metal, porcelain only, or metal/porcelain) - covered 1 time per 60 months.
Only covered on a permanent tooth.

Labial veneers - covered 1 per 60 months per tooth. This is considered as an alternate treatment to a full restoration for an
endodontically treated tooth.

Prosthodontic services

7

Removable prosthetic services (dentures and partials) - covered 1 time per 60-month period for the replacement of extracted
permanent teeth. If you have an existing denture or partial, a replacement is only covered if at least 60 months have passed and
it cannot be repaired or adjusted.
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IMPORTANT LEGAL INFORMATION

Fixed prosthetic services (bridge) - covered 1 time per 5 years for the replacement of extracted permanent teeth. If you have
an existing bridge, a replacement is only covered if at least 60 months has passed and it cannot be repaired or adjusted. The
plan will cover the least costly, commonly performed course of treatment. If there are multiple missing teeth, the plan may cover
a partial denture instead of the bridge. If you still choose to get the bridge, you will be responsible to pay the difference in cost,
plus any applicable deductible and coinsurance.

Overdentures (complete and partial, upper and lower) - are covered once per 60 months. They will be paid up to the maximum
allowed amount for upper and lower complete dentures and upper and lower cast metal frameworks with resin denture base.
You are responsible to pay for any amount over the maximum allowed amount plus any applicable deductible and coinsurance.

Denture and partial dental adjustments - not covered within 6 months of placement.

Reline denture (chair or laboratory) - covered once per 24 months as long as the appliance (denture, partial or bridge) is the
permanent appliance, not covered within 6 months of placement.

Occlusal orthotic device - covered only for temporomandibular pain, dysfunction or associated musculature.

Orthodontic services

Limited orthodontic treatment;

Interceptive orthodontic treatment;
Comprehensive (Complete) orthodontic treatment;
Removable appliance therapy;

Fixed appliance therapy; and

Complex surgical procedure for orthodontic reason, such as exposing impacted teeth or repositioning of the teeth.

Orthodontic exclusions

We will not pay for services incurred for, or in connection with, any of the items below:

Monthly treatment visits that are inclusive of treatment cost;
Orthodontic retention/retainer as a separate service;
Retreatment and/or services for any treatment due to relapse;

Inpatient or outpatient hospital expenses.

Limitations - Dental Prime plans

Optional treatment plans: If there are alternative treatments that have different costs, the final treatment decision is between
you and your dentist. We will cover the treatment that is the least costly and which is the most commonly performed treatment.
You will be responsible to pay for the difference in cost between the maximum allowed amount for the covered service and the
optional treatment, plus any deductible and/or coverage percentage for the covered benefit.

Reconstructive surgery: Benefits will be provided for reconstructive surgery when dental care is incidental to or follows surgery
resulting from injury, sickness or other diseases of the involved part, or when such dental care is performed on a covered
dependent child because of congenital disease or anomaly, which has resulted in a functional defect as determined by the
attending physician.

Dental orthodontic services not related to the management of the congenital condition of cleft lip and cleft palate is not covered
under the Evidence of Coverage.

Some services are an integral part of another completed covered service by the Evidence of Coverage. If the dentist bills these
procedures separately from the covered service, we will not pay for the separately billed procedures. You will then be responsible
for any charge for the separately billed procedures and must pay your dentist directly.

Diagnostic and preventive services

Oral evaluations - any type of evaluation (checkup or exam) is covered 2 times per calendar year.

Bitewings - covered at 1 series of bitewings per 12-month period for covered persons through the age of 17; 1 series of bitewings
per 24-month period for covered persons age 18 and over.

Full mouth (complete series) or panoramic - covered 1 time per 60-month period.
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IMPORTANT LEGAL INFORMATION

« Periapical(s) - 4 single x-rays are covered per 12-month period.
¢ Occlusal - covered at 2 series per 24-month period.

 Prophylaxis - any combination of this procedure and periodontal maintenance (see Periodontal services) covered 2 times per
calendar year.

« Fluoride treatment (Topical application of fluoride) - covered 1 time per 12-month period for dependent children through the
age of 18.

» Fluoride varnish - covered 1 time per 12-month period for dependent children through the age of 18.

« Sealants or preventive resin restorations - any combination of these procedures is covered 1 time per 12-month period for
permanent first and second molars through the age of 15.

Basic restorative services

« Amalgam restorations - 1 service per tooth surface per 24-month period.
» Composite resin restorations - 1 service per tooth surface per 24-month period.

* Space maintainers - covered 1 time per lifetime on eligible dependent children through the age of 16 for extracted primary
posterior (back) teeth.

« Brush biopsy - covered 1 time every 36 months for covered persons age 20 to 39, covered 1 time per 12 months for covered
persons age 40 and above. (if applicable for the plan)

Endodontic services

« Endodontic therapy on primary teeth
o Pulpal therapy - covered 1 time per tooth per lifetime.
o Therapeutic pulpotomy - covered 1 time per tooth per lifetime.
« Endodontic therapy on permanent teeth
o Root canal therapy - covered 1 time per tooth per lifetime.
o Root canal retreatment - covered 1 time per tooth per lifetime.
Periodontal services

« Periodontal maintenance - any combination of this procedure and dental cleanings (see Diagnostic and preventive services) is
covered 2 times per calendar year.

» Periodontal scaling and root planing - covered 1 time per 36 months if the tooth has a pocket depth of 4 millimeters or greater.
+ Full mouth debridement - covered 1 time per lifetime.

« Complex surgical periodontal care - The following services are considered complex surgical periodontal services under the
Evidence of Coverage. Only 1 complex surgical periodontal service is covered per 36-month period.

o Gingivectomy/gingivoplasty

o Gingival flap

o Apically positioned flap

o Osseous surgery

o Bone replacement graft

o Pedicle soft tissue graft

o Free soft tissue graft

o Subepithelial connective tissue graft

o Soft tissue allograft

o Combined connective tissue and double pedicle graft

o Distal/proximal wedge - covered on natural teeth only
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Oral surgery services

Complex surgical extractions - Surgical removal of 3rd molars are only covered if the removal is associated with symptoms or
oral pathology.

Other complex surgical procedures - the following are covered only when required to prepare for dentures and is a benefit
covered once in a 60-month period:

o Alveoloplasty
o Vestibuloplasty
o Removal of exostosis - per site
o Surgical reduction of osseous tuberosity
Surgical reduction of fibrous tuberosity - covered 1 time per 6-months.

Intravenous conscious sedation, IV sedation and general anesthesia - covered when performed in conjunction with complex
surgical services; will not be covered when performed with non-surgical dental care.

Temporomandibular joint disorder (TMJ) - Dental treatment that is considered surgical and nonsurgical treatment of
temporomandibular joint disorder (TMJ) and craniomandibular disorder, including splints. A pretreatment estimate is recommended.
NOTE: If you or your dependents currently have medical insurance coverage, the claim must be first submitted to that medical
insurance program. Any remaining costs after consideration under your medical insurance may be submitted to us for further
benefit consideration. You must submit a copy of the medical Explanation of Benefits (EOB) along with your claim to us.

If you or your dependents are not eligible for TMJ benefits under another insurance program, either medical or dental, dental
services for TMJ will be covered under the Evidence of Coverage within the noted limitations, maximums, deductibles and coverage
percentages.

Please note:

1.

2.

Reconstructive surgery benefits will be provided for reconstructive surgery when such dental procedures are incidental to or
follow surgery resulting from injury, illness or other diseases of the involved part, or when such dental procedure is performed
on a covered dependent child because of congenital disease or anomaly, which has resulted in a functional defect as determined
by the attending physician.

Dental orthodontic treatment not related to the management of the congenital condition of cleft lip and cleft palate is not covered.

Major restorative services

Gold foil restorations - Receive an amalgam (silver filling) benefit equal to the same number of surfaces and allowances, covered
1 time per 24-month period.

Inlays - Benefit will equal an amalgam (silver) restoration for the same number of surfaces.

Pre-fabricated or stainless steel crown - covered 1 time per 60-month period for eligible dependent children through the age
of 18.

Onlays and/or permanent crowns - covered 1 time per 7-year period per tooth for covered persons age 12 and older.
Recement Inlay, onlay and crowns - covered 6 months after initial placement.
Crown repair - covered 1 time per 12-month period per tooth.

Restorative cast post and core build-up, including 1 post per tooth and 1 pin per surface - covered 1 time per 7-year period.

Prosthodontic services

Tissue conditioning - covered 1 time per 24-month period.
Reline and rebase - covered 1 per 24-month period after 6 months from initial placement.

Repairs, replacement of broken artificial teeth, replacement of broken clasp(s) - covered 1 per 6-month period after 6 months
from initial placement.

Denture adjustments - covered 2 times per 12-month period after 6 months following initial placement.

Partial and bridge adjustments - covered 2 times per 24-month period after 6 months from initial placement.
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« Removable prosthetic services (dentures and partials) - covered 1 time per 7-year period for covered persons age 16 or older.
« Fixed prosthetic services (bridge) - covered 1 time per 7-year period for covered persons age 16 or older.

» Recement fixed prosthetic - covered 1 time per 12 months.

« Single tooth implant body, abutment and crown - covered 1 time per 7-year period for covered persons age 16 and over.

Limitations - embedded pediatric vision benefits

+ Routine eye exam - covered 1 time per calendar year

o The Evidence of Coverage covers a complete routine eye exam with dilation as needed. The exam is used to check all aspects
of your vision.

» Eyeglass lenses - covered 1 time per calendar year

o Standard plastic (CR39) eyeglass lenses up to 55mm are covered, whether they are single vision, bifocal, trifocal (FT 25-28)
or progressive.

o There are a number of additional covered lens options that are available through Blue View Vision providers.
* Frames - covered 1 time per calendar year

o Blue View Vision providers will have a collection of frames for you to choose from. They can tell you which frames are included
at no extra charge — and which ones will cost you more.

* Contact lenses - each year, you get a lens benefit for eyeglass lenses, non-elective contact lenses or elective contact lenses. But,
you can only get 1 of those 3 options in a given year. Blue View Vision providers will have a collection of contact lenses for you
to choose from.

o Elective contact lenses are ones you choose for comfort or appearance.

o Non-elective contact lenses are ones prescribed for certain eye conditions:
= Keratoconus where the patient is not correctable to 20/40 in either or both eyes using standard spectacle lenses
= High ametropia exceeding -12D or +9D in spherical equivalent
= Anisometropia of 3D or more

= For patients whose vision can be corrected three lines of improvement on the visual acuity chart when compared to best
corrected standard spectacle lenses.

» Low vision is when you have a significant loss of vision, but not total blindness. Your plan covers services for this condition when
you go to a Blue View Vision eye care provider who specializes in low vision. They include a comprehensive low vision exam
(instead of a routine eye exam), optical/non optical aids or supplemental testing.

Limitations - Blue View Vision
* Routine eye exam - covered 1 time per calendar year per member
« Standard plastic lenses - 1 set of lenses covered per calendar year per member.
* Frames - 1 frame covered per calendar year per member.
¢ Contact lenses - Elective or non-elective contact lenses are covered 1 time per calendar year per member.
» Low vision - Low vision benefits are only available when received from Blue View Vision providers.
+ Comprehensive low vision exam - covered 1 time per calendar year per member.

« Optical/non-optical aids and supplemental testing - limited to 1 occurrence of either optical/non-optical aids or supplemental
testing per calendar year per member.

Exclusions - Medical plans
This list includes services not covered under the basic provisions of these plans:
« Alternative or complementary medicine

« Artificial insemination, fertilization, infertility drugs or reversal of an elective sterilization
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Bariatric surgery
Benefits covered by Medicare or a governmental program

Breast reduction or augmentation mammoplasty is excluded unless associated with breast reconstruction surgery following a
medically necessary mastectomy resulting from cancer

Care provided by a member of your family

Care received in an emergency room that is not emergency care, except as specified in the Evidence of Coverage

Charges incurred prior to the effective date of coverage or after the termination date of coverage

Charges greater than the maximum allowable amount (charges exceeding the amount HealthKeepers recognizes for services)
Comfort and/or convenience items

Consumer wearable/personal mobile devices (such as a smart phone, smart watch, or other personal tracking devices), including
any software or applications

Cosmetic surgery and/or treatment or prescription drugs that are primarily intended to improve your appearance
Dental, except as described in the Evidence of Coverage

Educational services, except as mandated

Elective abortions

Experimental or investigative treatment or prescription drugs not approved by the FDA

Gynecomastia

Non-skilled care in sub-acute settings or custodial care

Nutritional and dietary supplements, except as described in the Evidence of Coverage

Over-the-counter drugs, devices or products, except as described in the Evidence of Coverage

Routine foot care, corrective shoes and shoe inserts, except as described in the Evidence of Coverage
Sclerotherapy (a medical procedure used to eliminate varicose veins and spider veins)

Services for a condition resulting from direct participation in a riot, civil disobedience, nuclear explosion or nuclear accident
Services we determine are not medically necessary

Travel or transportation, except by professional ambulance services when medically necessary as described in the Evidence of
Coverage

Treatment for illnesses or injuries resulting from complications from non-covered services
Vision, except as described in the Evidence of Coverage
Weight loss programs or treatment of obesity, except as mandated

Workers’ compensation

Your prescription drug benefits do not cover:

Administration charges, except as described in the Evidence of Coverage
Allergenic extracts or vaccines

Compound drugs unless there is at least one ingredient a prescription is needed for, and the drug is not essentially a copy of a
commercially available drug product

Contrary to approved medical and professional standards
Delivery charges

Drugs given at the provider's office / facility

Drugs not approved by the FDA

Drugs over quantity or age limits
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» Drugs over the quantity prescribed or refills after one year
« Drugs prescribed by providers lacking qualifications / registrations / certifications
¢ Drugs that do not need a prescription
» Drugs used for cosmetic purposes
« Drugs used to treat infertility
« Items covered as durable medical equipment (DME)
o Lost or stolen drugs
« Mail service programs other than the Pharmacy Benefit Manager's Home Delivery Mail Service
« Off label use, unless required by law
« Over the counter drugs, devices or products
« Services not medically necessary
« Sexual dysfunction drugs
» Weight loss drugs
Exclusions - embedded pediatric dental benefits
We will not pay for services incurred for, or in connection with, any of the items below:

« Dental care for covered persons age 19 and older. Members turning 19 will receive the benefits listed in the pediatric dental
essential health benefits to the end of the month in which they turn 19.

« Dental services, appliances or restorations that are necessary to alter, restore or maintain occlusion, including increasing vertical
dimension, replacing or stabilizing tooth structure lost by attrition, realignment of teeth, and gnathologic recordings.

« Cytology sample collection.

» Services for the replacement of an existing partial denture with a bridge unless 60 months has passed since initial placement
and the existing partial denture cannot be repaired or adjusted.

« Additional, elective or enhanced prosthodontic procedures including connector bar(s), stress breakers and precision attachments.

« Placement or removal of sedative filling, base or liner used under a restoration when it is billed separately from a restoration
procedure.

« Services or supplies that are medical in nature, including dental oral surgery services performed in a hospital.
« Temporomandibular joint disorder (TMJ).
« Repair or replacement of lost/broken appliances are not a covered service.

« Removal of pulpal debridement, pulp cap, post, pin(s), resorbable or non-resorbable filling material(s) and the procedures used
to prepare and place material(s) in the canals (root).

« Root canal obstruction, internal root repair of perforation defects, incomplete endodontic treatment and bleaching of discolored
teeth.

Exclusions - Anthem Blue Cross and Blue Shield Dental Family Value, Anthem Blue Cross and Blue Shield Dental Family and
Anthem Blue Cross and Blue Shield Dental Family Enhanced benefits for members to the age of 19

We will not pay for services incurred for, or in connection with, any of the items below.

« Dental care for covered persons age 19 and older. Members turning 19 will receive the benefits listed in the pediatric dental
essential health benefits to the end of the month in which they turn 19.

» Dental services which a covered person would be entitled to receive without charge if this coverage were not in force under any
Worker's Compensation Law, or Federal Veteran's Administration program. However, if a covered person receives a bill or direct
charge for dental services under any governmental program, then this exclusion shall not apply. Benefits under the Evidence of
Coverage will not be reduced or denied because dental services are rendered to a policyholder or dependent that is eligible for
or receiving medical assistance.
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Dental services or health care services not specifically covered under the Evidence of Coverage (including any hospital charges,
prescription drug charges and dental services or supplies that are medical in nature).

New, experimental or investigational dental techniques or services may be denied until there is, to our satisfaction, an established
scientific basis for recommendation.

Dental services completed prior to the date the covered person became eligible for coverage.
Services of anesthesiologists.

Intravenous conscious sedation, analgesia, and general anesthesia not covered when given separate from complex surgical
services.

Dental services performed other than by a licensed dentist, licensed physician, his or her employees.

Dental services, appliances or restorations that are necessary to alter, restore or maintain occlusion, including increasing vertical
dimension, replacing or stabilizing tooth structure lost by attrition, realignment of teeth, and gnathologic recordings.

Services or supplies that have the primary purpose of improving the appearance of your teeth. This includes tooth whitening
agents or tooth bonding of the teeth.

Athletic mouth guards, enamel microabrasion and odontoplasty.

Additional treatment necessary to correct or relieve the results of treatment previously benefited under the Evidence of Coverage.
Bacteriologic tests.

Cytology sample collection.

Separate services billed when they are an inherent component of another covered service.

Services for the replacement of an existing partial denture with a bridge unless 60 months has passed since initial placement
and the existing partial denture cannot be repaired or adjusted.

Additional, elective or enhanced prosthodontic procedures including connector bar(s), stress breakers and precision attachments.

Placement or removal of sedative filling, base or liner used under a restoration when it is billed separately from a restoration
procedure.

Services or supplies that are medical in nature, including dental oral surgery services performed in a hospital.
Temporomandibular joint disorder (TMJ).
Repair or replacement of lost/broken appliances are not a covered service.

Removal of pulpal debridement, pulp cap, post, pin(s), resorbable or non-resorbable filling material(s) and the procedures used
to prepare and place material(s) in the canals (root).

Root canal obstruction, internal root repair of perforation defects, incomplete endodontic treatment and bleaching of discolored
teeth.

The following exclusions apply to members age 19 and older (Members turning 19 will receive the benefits listed in the pediatric
dental essential health benefits to the end of the month in which they turn 19.):

Any material grafted onto bone or soft tissue, including procedures necessary for guided tissue regeneration.

Initial installation of an implant(s), full or partial dentures or fixed bridgework to replace a tooth (teeth) which was extracted prior
to becoming a covered person under the Evidence of Coverage. EXCEPTION: This exclusion will not apply for any person who has
been continuously covered for more than 24 months.

Dental implant maintenance or repair to an implant or implant abutment.
Surgical repositioning of teeth.

Occlusal procedures.

Orthodontic services.

Retreatment of endodontic services that have been previously been covered under the Evidence of Coverage, excepting root
canal treatments, which is covered once per tooth, per lifetime.

Exclusions - Dental Prime plans
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We will not pay for services incurred for, or in connection with, any of the items below.

» Dental services which a covered person would be entitled to receive for a nominal charge or without charge if this plan were not
in force under any Worker's Compensation Law, Federal Medicaid program, or Federal Veteran's Administration program. However,
if a covered person receives a bill or direct charge for dental services under any governmental program, then this exclusion will
not apply. Benefits under the Evidence of Coverage will not be reduced or denied because dental services are rendered to a
covered person who is eligible for or receiving medical assistance.

« Dental services or health care services not specifically covered under the Evidence of Coverage (including any hospital charges,
prescription drug charges and dental services or supplies that are medical in nature).

* New or unproven dental techniques or services may be denied until there is an established scientific basis for recommendation.
» Dental services performed for cosmetic purposes.

« Dental services completed prior to the date the covered person became eligible for coverage.

« Services of anesthesiologists.

« Anesthesia services, except by a dentist or by an employee of the dentist when the service is performed in his or her office and
by a dentist or an employee of the dentist who is certified in their profession to provide anesthesia services.

» Analgesia, analgesic agents, anxiolysis nitrous oxide, therapeutic drug injections, medicines, or drugs for non-surgical or surgical
dental care. NOTE: Intravenous conscious sedation is eligible as a separate benefit when performed in conjunction with complex
surgical services.

+ Dental services performed other than by a licensed dentist, licensed physician, his or her employees.

» Dental services, appliances or restorations that are necessary to alter, restore or maintain occlusion, including: increasing vertical
dimension, replacing or stabilizing tooth structure lost by attrition, realignment of teeth, periodontal splinting and gnathologic
recordings.

« Any material grafted onto bone or soft tissue, including procedures necessary for guided tissue regeneration.

» Services or supplies that have the primary purpose of improving the appearance of your teeth. This includes tooth whitening
agents or tooth bonding and veneer covering of the teeth.

« Orthodontic treatment services.
* (Case presentations, office visits and consultations.
¢ Incomplete, interim or temporary services.

« Initial installation of an implant(s), full or partial dentures or fixed bridgework to replace a tooth (teeth) which was extracted prior
to becoming a covered person under the Evidence of Coverage. EXCEPTION: This exclusion will not apply for any person who has
been continuously covered for more than 24 months.

« Corrections of congenital conditions during the first 24 months of continuous coverage under the Evidence of Coverage.
» Athletic mouth guards, enamel microabrasion and odontoplasty.

« Retreatment or additional treatment necessary to correct or relieve the results of treatment previously benefited.

» Procedures designed to enable prosthetic or restorative services to be performed such as a crown lengthening.

¢ Bacteriologic tests.

+ Cytology sample collection.

o Separate services billed when they are an inherent component of another dental service.

« Pediatric removable or fixed prosthetic appliances (dentures, partials or bridges).

« Interim or temporary removable or fixed prosthetic appliances (dentures, partials or bridges).

» Services for the replacement of an existing partial denture with a bridge.

« Additional, elective or enhanced prosthodontic procedures including, connector bar(s), stress breakers and precision attachments.
« Provisional splinting, temporary procedures or interim stabilization.

« Placement or removal of sedative filling, base or liner used under a restoration.
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Services or supplies that are medical in nature, including dental oral surgery services performed in a hospital.
Oral hygiene instruction.

Occlusal procedures.

Any charges that exceed the maximum allowed amount.

Pulp vitality tests.

Adjunctive diagnostic tests.

Diagnostic casts.

Amalgam or composite restorations placed for preventive or cosmetic purposes.
Incomplete root canals.

Cone beam images.

Anatomical crown exposure.

Temporary anchorage devices.

Sinus augmentation.

Restorations placed for preventive or cosmetic purposes.

Inlays, onlays and crowns placed for preventive or cosmetic purposes.

Crowns and indirectly fabricated restorations (inlays and onlays) are not covered unless the tooth is damaged by decay or fracture
with loss of tooth structure to the point it cannot be restored with an amalgam or resin restoration.

Recement space maintainers.
Consultations.

Orthodontic services.

Brush biopsy (if applicable for the plan).

Exclusions - embedded pediatric vision benefits

Vision care for members age 19 and older, unless covered by the medical benefits of the Evidence of Coverage.

For any condition, disease, defect, ailment or injury arising out of and in the course of employment if benefits are available under
the Workers’ Compensation Act or any similar law. This exclusion applies if a member receives the benefits in whole or in part.
This exclusion also applies whether or not the member claims the benefits or compensation. It also applies whether or not the
member recovers from any third party.

To the extent that they are provided as benefits by any governmental unit, unless otherwise required by law or regulation.
For which the member has no legal obligation to pay in the absence of this or like coverage.

For services or supplies prescribed, ordered or referred by, or received from a member of the member's immediate family,
including the member’s spouse or domestic partner, child, brother, sister or parent.

For completion of claim forms or charges for medical records or reports.
For missed or cancelled appointments.

For safety glasses and accompanying frames.

For two pairs of glasses in lieu of bifocals.

For plano lenses (lenses that have no refractive power).

For medical or surgical treatment of the eyes, including inpatient or outpatient hospital vision care, except as specified in the
“What is Covered” section of the Evidence of Coverage.

Lost or broken lenses or frames, unless the member has reached their normal interval for service when seeking replacements.

For services or supplies not specifically listed in the Evidence of Coverage.
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» Cosmetic lenses or options, such as special lens coatings or non-prescription lenses, unless specifically listed in the Evidence
of Coverage.

» For services or supplies combined with any other offer, coupon or in-store advertisement, or for certain brands of frames where
the manufacturer does not allow discounts.

* No benefits are available for frames or contact lenses purchased outside of our formulary.

« Services and materials not meeting accepted standards of optometric practice or services that are not performed by a licensed
provider.

» Blended lenses.
» Oversize lenses.
o For sunglasses.
Exclusions - Blue View Vision
« Services not listed in the “Your Vision Benefits” section of the Evidence of Coverage.
« Sunglasses. Sunglass lenses or accompanying frames.
« Any amounts in excess of the maximum benefits stated in the Evidence of Coverage.
* Premium contact lenses fittings.
» Cosmetic lens options not specifically listed in the “What is Covered” section of the Evidence of Coverage.
« Any non-prescription lenses, eyeglasses or contacts, or plano lenses or lenses that have no refractive power.

« Any diagnostic testing or medical or surgical treatment of the eyes, including any eye surgery solely or primarily for the purpose
of correcting refractive defects of the eye, such as nearsightedness (myopia) and/or astigmatism. We also will not cover any
contact lenses or eyeglasses required as a result of this surgery.

» Any lost or broken lenses or frames, unless you have reached a new benefit period.
« Services received before your effective date or after your coverage ends.

» Services for which you are not legally obligated to pay, for which you are not charged, or for which no charge is made in the
absence of insurance coverage.

* Any condition for which benefits are recovered or can be recovered, either by adjudication, settlement or otherwise, under any
workers' compensation law or similar law, even if you do not claim those benefits. If there is a dispute or substantial uncertainty
as to whether benefits may be recovered for those conditions pursuant to any workers’ compensation law or similar law, we will
provide the benefits of this plan for such condition, subject to our right to a lien or other recovery applicable law.

« Any services actually given to you by a local, state, or federal government agency, or by a public school system or school district,
except when payment under this plan is expressly required by federal or state law. We will not cover payment for these services
if you are not required to pay for them or they are given to you for free.

o Treatment or services rendered by non-licensed providers and treatment or services for which the provider of services is not
required to be licensed.

« Services of relatives.

» Orthoptics or vision training and any associated supplemental testing.

* Missed or cancelled appointments.

» Services or supplies combined with any other offer, coupon or in-store advertisement.

This piece is only one part of your information kit. This piece refers to the Evidence of Coverage form # VA_HMPSHS_(1/21). Schedule
of benefits forms: VA_5JXH_CAT_HMO_01-21, VA_5JXN_GLD_HMO_01-21, VA_5JXK_BRZ_HMO_01-21, VA_5JXM_SVR_HMO_01-21,
VA_5JXG_BRZ_HMO_01-21, VA_5JXP_BRZ_HMO_01-21, VA_5JXQ_SVR_HMO_01-21, VA_5JXF_BRZ_HMO_HSA_01-21,
VA_5JXL_SVR_HMO_01-21. This piece refers to dental policy form #'s: 20-04011.46 13-03281.46 IND 0121.

A high-deductible health plan is not a health savings account (HSA). An HSA is a separate arrangement between an individual and a
qualified financial institution. To take advantage of tax benefits, an HSA needs to be established. This brochure provides general
information only and is not intended to be a substitute for the advice of a qualified tax professional.
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It is important we treat you fairly

That is why we follow federal civil rights laws in our health programs and activities. We do not discriminate, exclude people, or treat
them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and
services. For people whose primary language is not English, we offer free language assistance services through interpreters and
other written languages. Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711). If
you think we failed to offer these services or discriminated based on race, color, national origin, age, disability, or sex, you can file
a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator,
P.0. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by
calling 1-800-368-1019 (TDD: 1-800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.
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Curious to know what all this says? We would be too. Here is the English version:

If you need assistance to understand this document in an alternate language, you may request it at no additional cost by calling the
Member Services number (1-855-330-1108). (TTY/TDD: 711)

Separate from our language assistance program, we make documents available in alternate formats for members with visual
impairments. If you need a copy of this document in an alternate format, please call the Member Services telephone number listed
above.

Spanish

Si necesita ayuda para entender este documento en otro idioma, puede solicitarla sin costo adicional Ilamando al nimero de Servicios
para Miembros (1-855-330-1108). (TTY/TDD: 711)

Amharic

LUTT 1€ AGLET AT TR AC8T T T NEATT PAOA AIAINFT RPCT (1-855-330-1108) novLon LA n&f
@5 eFan: (TTY/TDD: 711)

Arabic

clacVl oloxs ad, JLa¥l WS oo adlio] 4alSs 95 sxcbuall wlls iSad (5,51 a2l Aol 13D pga) 6aclumall | x>l 13|
(1-855-330-1108) (TTY/TDD: 711)

Bassa

O ju ké m dyi gbo-kpa-kpa md b€ m ké cée-dg nia ke muin wd dé baa-wgin wadu do mua ni, m bEin o 233 dyiin dé Meba je
gbo-gmd Kpog ndba nia ke <1-855-330-1108> da da mu. M se widi kako do p€in mu. (TTY/TDD: 711)

Bengali

QB farersl BT @8 O AP - 1[0 G| T SR FRITOIR -8 B3, OIRETC - 1770 -1 SfSfHR© 26 Bl A=
AT T (1-855-330-1108)-t et FT @Aoif @ffxr ez 14 F=rot sl (TTY/TDD: 711)

Chinese
MREBEFEEHBAEUS —BES BB |, BT LR X 8 IR 5715 (1-855-330-1108)FF R e B Bh. (TTY/TDD: 711)
Farsi

uiwd SaS ol 5S> b a aiw cul SHd sy aS g o

LK ol She S cawles ) 1) gl (Lol i ;@ qud g9 wilss o
(TTY/TDD: 711) 2,5 Lwlos 1-855-330-1108 o, lois @ cliac! loss S 40

French

Si vous avez besoin d’aide pour comprendre ce document dans une autre langue, vous pouvez en faire la demande
gratuitement en appelant les Services destinés aux membres au numéro suivant : 1-855-330-1108. (TTY/TDD: 711)

German

Falls Sie Hilfe in einer anderen Sprache bendtigen, um dieses Dokument zu verstehen, kdnnen Sie diese kostenlos anfordern,
indem Sie die Servicenummer fiir Mitglieder anrufen (1-855-330-1108). (TTY/TDD: 711)

Hindi
ST ATTHT A THATAS AFTTh FTOT H THEA & {oIT Tgraar 1 STL3d &, a7 17 9897 Jard /97 (1-855-330-1108) 9T Fid F4ah
FAffad AnTa & foAT T9& forT sty 7 96 g1 (TTY/TDD: 711)

Igho

O buru na i choro enyemaka iji ghota dokumenti a n’asusu di iche, i nwere ike irio ya na akwughi ugwo o bula 0zo site na
ikpo nomba Oru Onye Otu (1-855-330-1108). (TTY/TDD: 711)
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Korean

CHE Qloi2 2 B ME oldHsty| fIsh =20l ERstal B2, &7} HIS ¢io] 3 Mu|A §15(1-855-330-1108) 2 T3HE &
o T2 QLEE = UELICH (TTY/TDD: 711)

Russian

Ecnu Bam HY>XHa nomMoLb, 4YTOObI NOHATL cogepxaHne HacTodAwero JoKyMeHTa Ha Opyrom A3blke, Bbl MOXeTe 6ecnnaTHoO
3anpocuTb ee, MO3BOHUB B oTAen obcnyxuBaHus yyactHmkos (1-855-330-1108). (TTY/TDD: 711)

Tagalog

Kung kailangan ninyo ng tulong upang maunawaan ang dokumentong ito sa ibang wika, maaari ninyo itong hilingin nang
walang karagdagang bayad sa pamamagitan ng pagtawag sa Member Services sa numerong (1-855-330-1108). (TTY/TDD:
711)

Urdu

95 ol A S puzer 090 (S a0 o) S il o5 ju9liws uwl Lo Ol Spwd S oS u|)f/| JB Ly s 9w uo0 -._:JT_93
ot S S canlsss S ol SoSoum S ust o e clxl31 Lol
(1-855-330-1108) (TTY/TDD:711)

Vietnamese

N&u quy vi can hd tro dé hiéu dudc tai liéu nay bang méot ngdn ngir thay thé, quy vi cé thé yéu cau ma khéng tén thém chi
phi b&ng céch goi s6 clia Dich Vu Thanh Vién (1-855-330-1108). (TTY/TDD: 711)

Yoruba

Ti o ba nild iranwd ki akosilé yii le yé o ni &dé miran, o le béré ré laisi afikin owé nipa pipe Nomba Awon ipésé omo-egbé
(1-855-330-1108). (TTY/TDD: 711)
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Anthem. HealthKeepers
Offered by HealthKeepers, Inc.

EXPERIENCE THE HEALTHKEEPERS DIFFERENCE

Start by:
» Calling your sales representative or call us at 1-888-811-2101, 8:30 am to 8:00 pm EST
» Taking a look at the application included with this brochure
« Visiting anthem.com, select Individual and Family, and applying online

You can buy health care plans once a year during open enroliment. For 2021, this period runs from
November 1, 2020 - December 15, 2020. Dates may change and vary by state.

We know that sometimes big life events happen and you may need to make plan changes outside the open enroliment period. To
see if your life event qualifies for a plan change, contact your sales representative or call us at the number above.

When you enroll in one of our plans, you will have access to your Evidence of Coverage that explains the terms and conditions of
coverage, including exclusions and limitations. You will have 10 days to examine your Evidence of Coverage's features. If you are not
fully satisfied during that time, you may cancel your coverage and your premium will be refunded, minus any claims that were already
paid.

Let us help you find a plan that meets your needs. Contact
your sales representative or call us at 1-888-811-2101,
8:30 am to 8:00 pm EST. You can also visit anthem.com
and select Individual and Family.

HealthKeepers, Inc., anindependent licensee of the Blue Cross and Blue Shield Assaciation, serves all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. Anthem is a registered
trademark of Anthem Insurance Companies, Inc.
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http://file.anthem.com/2021/OFF_HIX_VA_2021.pdf

EMBEDDED PEDIATRIC DENTAL BENEFITS

Embedded pediatric dental benefits are included with all of our medical plans for members until the end of the month in which they turn 19. Coverage includes preventive care,
fillings and some other major services like medically necessary orthodontia. The benefit period is the calendar year (January 1 through December 31).

o Shared deductible for medical and dental services
o Shared out-of-pocket limit for medical and dental services

Medical plans’

Catastrophic medical plans

in-network

in-network

Dental network

Dental Prime

Dental Prime

Deductible

All dental services subject to the medical
deductible

All dental services subject to the medical
deductible

Annual maximum (per person)

None

None

Annual out-of-pocket limit

Combined with medical

Combined with medical

Diagnostic and preventive

No waiting period

No waiting period

Cleaning, exams, x-rays

0% coinsurance

0% coinsurance

Basic services

No waiting period

No waiting period

Fillings

40% coinsurance

0% coinsurance

Complex and major services

No waiting period

No waiting period

Endodontic/periodontic/oral surgery

50% coinsurance

0% coinsurance

Major services

50% coinsurance

0% coinsurance

Dentally necessary orthodontia®

50% coinsurance

0% coinsurance

Cosmetic orthodontia

Not covered

Not covered

1 For medical plans where the deductible equals the out-of-pocket limit, any services subject to the deductible have coinsurance of 0% after deductible.

2 Orthodontia is usually considered dentally necessary when a child’s teeth are misaligned (crooked or not spaced correctly) to the point where they don’t work properly. This could cause the child to have trouble
speaking or eating. Some examples would be (1) if a child can't bite into an apple because they can't close their front teeth together or (2) if a child bites into the gum tissue of the palate (roof of the mouth) when they

try to bite down.
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EMBEDDED PEDIATRIC VISION BENEFITS

The following vision care services are covered for members until the end of the month in which they turn 19. Coverage may include eye exams, eye glass lenses, frames and
contact lenses. The benefit period is the calendar year (January 1 through December 31).

o If you purchase a Catastrophic plan, you must meet your medical deductible before pediatric vision benefits are paid.

Benefit frequency Cost share
in-network
Eye exam Once every benefit period $0 copay up to maximum
allowed amount
Lenses (single, biofocal, trifocal and standard Once every benefit period $0 copay up to maximum
progressive) allowed amount
Frames Once every benefit period Anthem formulary'
Contact lenses (Non-elective) Once every benefit period’ Covered in full
Contact lenses (Elective/disposable) Once every benefit period Anthem formulary’
Low vision services (loupes and magnifiers) Once every benefit period $0 copay

(benefits are only available when received from
Blue View Vision providers)

1 A collection of frames and lenses that can be purchased for a $0 copay (may differ by provider).
2 Benefits for contact lenses are in lieu of the eyeglass lens benefit. If you receive contact lenses, no benefit will be available for eyeglass lenses until the next benefit period.
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