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Who is eligible for the plan

To be eligible for enrollment in the Policy, you must be one of the following: 

1. A student, visiting faculty, scholar, or other person with a current passport and non-immigrant visa temporarily located 
outside your home country or country of residence who has not been granted permanent residency status in the United States 
while engaged in educational activities through a UC Extension English Language and International Education program. 

2. A student, visiting faculty, scholar, or other person who is a U.S. citizen by birth but resides permanently abroad who is 
engaged in educational activities through a UC Extension English Language and International Education program. 

You are required to be insured under the policy, but the university may grant a waiver to people already insured under other 
government- or embassy-sponsored plans.

Coverage is available up to 30 days prior to the start of your program. Continuation coverage is available between programs and 
up to 8 weeks after your program ends provided that you are lawfully allowed to remain in the U.S. program. 

If you withdraw from school within the first 31 days of a coverage period, or the entire coverage period, whichever is the lesser, 
you will not be covered under the Policy. There are no premium refunds. Please contact your UC Extension program office with 
any questions. Exception: A Covered Person entering the armed forces of any country will not be covered under the Policy as of 
the date of such entry. 

Students engaged in optional practical training (OPT) or Curricular Practical Training (CPT) can also be covered by the policy, 
provided: 1) the student’s OPT/CPT immediately follows a course of study; and 2) the student’s OPT/CPT is no longer than 12 
months in duration. Contact your UC Extension program office. 

Covered students may also enroll their lawful spouse, domestic partner, and their dependent children under age of 26. Eligible 
dependents must be enrolled on the date the student enrolls or within 31 days of birth, adoption, marriage, arrival in the U.S., or 
termination of other coverage (proof of date may be requested). Students who wish to enroll their eligible dependents must 
contact your school. Enrollment and full premium payment for all newly acquired dependents (spouse and/or children) must be 
submitted within 31 days of the attainment of such dependents. Otherwise, enrollment cannot be accepted after the Enrollment 
Deadline. 

For questions about enrollment or to update contact information, such as a change of address, please contact your UC 
Extension program office (not Anthem or Relation). 

For more information, you may visit your school’s webpage:

• UC Berkley - Extension: www.4studenthealth.com/ext-ucb

• UC Davis - Extension: www.4studenthealth.com/ext-ucd

• UC Irvine - Extension: www.4studenthealth.com/ext-uci

• UCLA - Extension:: www.4studenthealth.com/ext-ucla

• UC Riverside - Extension: www.4studenthealth.com/ext-ucr

• UC San Diego - Extension: www.4studenthealth.com/ext-ucsd

• UC Santa Barbara - Extension: www.4studenthealth.com/ext-ucsb

• UC Santa Cruz - Extension: www.4studenthealth.com/ext-ucsc

http://www.4studenthealth.com/ext-ucb
http://www.4studenthealth.com/ext-ucd
http://www.4studenthealth.com/ext-uci
http://www.4studenthealth.com/ext-ucla 
http://www.4studenthealth.com/ext-ucr 
http://www.4studenthealth.com/ext-ucsd 
http://www.4studenthealth.com/ext-ucsb 
http://www.4studenthealth.com/ext-ucsc
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Coverage periods

Coverage periods  

Students: Coverage for all insured students enrolled for coverage in the Plan for the following Coverage Periods. Coverage will 
become effective at 12:01 AM on the Coverage Start Date indicated below, and will terminate at 11:59 PM on the Coverage End 
Date indicated. 

Coverage period Coverage start date Coverage end date 

Annual 1/1/2020 12/31/2020

Eligible dependents: Coverage for dependents eligible under the Plan for the following Coverage Periods. Coverage, will become 
effective at 12:01 AM on the Coverage Start Date indicated below, and will terminate at 11:59 PM on the Coverage End Date 
indicated. Coverage for insured dependents terminates in accordance with the Termination Provisions described in the Certificate 
of Coverage. 

Coverage period Coverage start date Coverage end date 

Annual 1/1/2020 12/31/2020
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Global emergency services

The following services are not part of the Plan underwritten by Anthem Blue Cross Life and Health Insurance Company. These 
value added options are provided by Relation Insurance Services, in partnership with Scholastic Emergency Services (SES). 

Services include but are not limited to emergency medical evacuation, repatriation of remains, emergency trauma counseling, 
interpreters and a full range of services to help students through any difficulty away from home. All services must be arranged 
and provided by SES. No claims for reimbursements will be accepted.

If you require medical assistance and are more than 100 miles from your permanent residence or campus or are in another 
country, contact SES Operations Center at:

Inside the USA: (877) 488-9833

Outside the USA:  +1 (609) 452-8570 

Reference #: 01-SES-SUM-08123

Email: medservices@assistamerica.com. 

You may find more detailed information at www.4studenthealth.com by clicking the Travel Assistance icon in the “Use Your 
Insurance” section on your school’s web page. 
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Important contact information

Insurance company

Anthem Blue Cross and Blue Shield

Claims and coverage questions

Anthem Blue Cross and Blue Shield 
P.O. Box 60007,  
Los Angeles, CA  90060-0007 
1-800-888-2108 

Find a doctor or preferred care provider

PPO Prudent Buyer Plan 
1-800-888-2108 
Online Provider Finder

https://anthem.com/ca/find-care
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Getting started

StudentHealth App

With the StudentHealth app through Anthem Student Advantage, you have instant access to:

	} Your member ID card

	} The Find a Doctor tool

	} More information about your plan benefits

	} Health tips that are tailored to you

	} LiveHealth Online and 24/7 Nurseline

	} Student support specialists (through click to chat or by phone)

Go to The App StoreSM or Google PlayTM and search for the StudentHealth app to download it today. If you are unable to access 
the app, you can also create an account online at www.mobilehealthconsumer. com/studenthealth. To register, enter your first 
name, last name, school-issued student ID and date of birth. (Please note that the first name is limited to 12 characters and last 
name to 16 characters.)

LiveHealth Online

From your mobile device or computer with a webcam, you can use LiveHealth Online to visit with a board-certified doctor, 
psychiatrist or licensed therapist through live video. To use, visit livehealthonline.com. You can also download the free LiveHealth 
Online app to sign up.

24/7 Nurseline

Call 1-844-545-1429 to speak to a registered nurse who can help you with health issues like fever, allergy relief, cold and flu 
symptoms and where to go for care. Nurses can also help you enroll in valuable health management programs if you have 
specific health conditions, remind you about scheduling important screenings and exams, and more.

http://www.mobilehealthconsumer. com/studenthealth
http://www.livehealthonline.com
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Anthem Blue Cross 

Student Health Plan: Anthem Student Advantage Custom Premier PPO 50 

Your Network: Prudent Buyer PPO

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not 
reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations 
and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference between this summary and the 
Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

Student Health Center Benefits: No charge for covered medical expenses. Deductible waived.

Covered medical benefits
Cost if you use an  
In-Network provider

Cost if you use an Out- 
of-Network provider

Overall deductible 
See notes section to understand how your deductible works. $100/person $200/person

Out-of-pocket limit  
When you meet your out-of-pocket limit, you will no longer have 
to pay cost- shares during the remainder of your benefit period. 
See notes section for additional information regarding your out 
of pocket maximum. Combined In-Network and Out-of-Network.

$6,350 student/ $12,700 family

Preventive care/screening/immunization 
In-network preventive care is not subject to deductible, if your 
plan has a deductible.

No charge 50% coinsurance

Doctor home and office services

Primary care visit to treat an injury or illness 
Deductible does not apply to In-Network providers. No charge 50% coinsurance

Specialist care visit 
Deductible does not apply to In-Network providers. No charge 50% coinsurance

Prenatal and post-natal care 
Deductible does not apply to In-Network providers. Breast 
pumps are covered one per pregnancy or as required by law.

No charge 50% coinsurance

Your summary of benefits
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Your summary of benefits

Covered medical benefits Cost if you use an  
In-Network provider

Cost if you use an Out- 
of-Network provider

Other practitioner visits:

Retail health clinic 
Deductible does not apply to In-Network providers. No charge 50% coinsurance

On-line visit 
Deductible does not apply to In-Network providers. No charge 50% coinsurance

Chiropractor services 
Coverage for In-Network Provider and Out-of-Network 
Provider combined is limited to 30 visit limit per benefit 
period. Deductible does not apply to In-Network providers.

No charge 50% coinsurance

Acupuncture 
Deductible does not apply to In-Network providers. No charge 50% coinsurance

Other services in an office:

Allergy testing No charge 50% coinsurance

Chemo/radiation therapy No charge 50% coinsurance

Hemodialysis No charge 50% coinsurance

Prescription drugs 
For the drug itself dispensed in the office thru infusion/
injection

No charge 50% coinsurance

Diagnostic services
Lab:

Office No charge 50% coinsurance

Freestanding lab No charge 50% coinsurance

Outpatient hospital No charge 50% coinsurance

X-ray:

Office No charge 50% coinsurance

Freestanding radiology center No charge 50% coinsurance

Outpatient hospital No charge 50% coinsurance
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Your summary of benefits

Covered medical benefits Cost if you use an  
In-Network provider

Cost if you use an Out-
of-Network provider

Advanced diagnostic imaging  
(for example, MRI/PET/CAT scans): 

Office No charge 50% coinsurance

Freestanding radiology center No charge 50% coinsurance

Outpatient hospital No charge 50% coinsurance

Emergency and urgent care

Emergency room facility services 
Copay waived if admitted. This is for the hospital/facility 
charge only. The ER physician charge may be separate.

$75 copay per visit then  
0% coinsurance Covered as In-Network

Emergency room doctor and other services No charge Covered as In-Network

Ambulance (air and ground) No charge Covered as In-Network

Urgent care (office setting) 
Deductible does not apply to In-Network providers.

No charge 50% coinsurance

Outpatient mental/behavioral health and substance abuse

Doctor office visit 
Deductible does not apply to In-Network providers.

No charge Covered as In-Network

Facility visit 
Facility fees

No charge Covered as In-Network

Outpatient surgery
Facility fees:

Hospital No charge 50% coinsurance

Freestanding surgical center No charge 50% coinsurance

Doctor and other services No charge 50% coinsurance

Hospital stay (all inpatient stays including maternity,  
mental/behavioral health, and substance use)

Facility fees (for example, room and board) No charge 50% coinsurance

Doctor and other services No charge 50% coinsurance
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Your summary of benefits

Covered medical benefits
Cost if you use an  
In-Network provider

Cost if you use an Out- 
of-Network provider

Obesity services

Bariatric Surgery 
Inpatient and outpatient facility and physician services

No charge 50% coinsurance

Surgery Travel 
Travel benefit is a flat dollar amount, no deductible or copay. 
$3000 per surgery.

No charge 50% coinsurance

Recovery and rehabilitation
Home health care 
Coverage for In-Network Provider and Out-of-Network 
Provider combined has unlimited visits.

No charge 50% coinsurance

Rehabilitation and habitation services  
(for example, physical/speech/occupational therapy):

Office 
Costs may vary by site of service. Deductible does not apply 
for In-Network Providers

No charge 50% coinsurance

Outpatient hospital No charge 50% coinsurance

Cardiac rehabilitation

Office No charge 50% coinsurance

Outpatient hospital No charge 50% coinsurance

Skilled nursing care (in a facility) 
Precertification is required. Coverage for In-Network Provider 
and Out-of-Network Provider combined has unlimited visits.

No charge 50% coinsurance

Hospice 
Precertification is required. Deductible does not apply to In-
Network providers combined has unlimited visits. Respite care-
maximum number of respite care limited to 5 consecutive days 
per admission.

No charge 50% coinsurance

Durable medical equipment No charge 50% coinsurance

Prosthetic devices No charge 50% coinsurance

Impacted wisdom teeth removal No charge 0% coinsurance
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Your summary of benefits

Covered medical benefits
In-Network coverage 
when perfomed at a 
CME

Out-of-Network 
coverage

Transplant services

Certain travel expenses incurred by the Insured, up to a 
maximum $10,000. Anthem payment per transplant will be 
covered for the recipient or donor in connection with an 
approved, specified transplant. Procedures are covered only 
when performed in a Center of Medical Excellence (CME). 
Precertification is required.

Up to $10,000 Up to $10,000

Covered prescription drug benefits
Cost if you use an  
In-Network provider

Cost if you use an Out- 
of-Network provider

Pharmacy deductible $0 $0

Pharmacy out-of-pocket
Combined with medical 
out-of-pocket maximum

Combined with medical  
out-of-pocket maximum

Prescription drug coverage

This plan uses a Traditional Drug List. Drugs not on the list are not covered. You pay additional copays or coinsurance on all 
tiers for retail fills that exceed 30 days.

Tier 1 — Typically generic 
Covers up to a 30-day supply (retail pharmacy).

$10 copay

Deductible does not apply. 
50% coinsurance up to $250 
per prescription (retail only).

Tier 2 — Typically preferred/brand 
Covers up to a 30-day supply (retail pharmacy).

$35 copay 
Deductible does not apply. 

50% coinsurance up to $250 
per prescription (retail only).

Tier 3 — Typically non-preferred/specialty drugs 
Covers up to a 30-day supply (retail pharmacy).

$50 copay

Deductible does not apply 
50% coinsurance up to $250 
per prescription (retail only).
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Your summary of benefits

Covered vision benefits
Cost if you use an  
In-Network provider

Cost if you use an Out- 
of-Network provider

Children’s vision essential health benefits 
Limited to covered persons under the age of 19.

Vision exam 
Coverage for In-Network providers and Non-Network 
providers is limited to 1 exam per benefit period.

$0 copay $0 copay (up to $30)

Frames 
Includes one per year $0 copay, formulary $0 copay (up to $45)

Lenses 
CIncludes one per year. Single vision lenses. $0 copay $0 copay (up to $25)

Elective contact lenses  
Includes one per year No charge Reimbursed up to $60

Non-elective contact lenses  
Coverage for In-Network providers and Non-Network 
providers is limited to 1 exam per benefit period.

$0 copay, formulary $0 copay (up to $60)

Covered dental benefits
Cost if you use an  
In-Network provider

Cost if you use an Out- 
of-Network provider

Children’s dental essential health benefits 
Limited to covered persons under the age of 19.

Diagnostic and preventive services 0% coinsurance 0% coinsurance

Basic services 20% coinsurance 20% coinsurance

Major services 50% coinsurance 50% coinsurance
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Notes

• This Summary of Benefits has been updated to comply with federal and state requirements, including applicable provisions of 
the recently enacted federal health care reform laws. As we receive additional guidance and clarification on the new health 
care reform laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, 
we may be required to make additional changes to this Summary of Benefits. This Summary of Benefits, as updated, is subject 
to the approval of the California Department of Insurance and the California Department of Managed Health Care (as 
applicable).

• In addition to the benefits described in this summary, coverage may include additional benefits, depending upon the 
member’s home state. The benefits provided in this summary are subject to federal and California laws. There are some states 
that require more generous benefits be provided to their residents, even if the master policy was not issued in their state. If 
the member’s state has such requirements, we will adjust the benefits to meet the requirements.

• The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be 
applied to the individual deductible and individual out-of-pocket maximum; in addition, amounts for all family members apply 
to the family deductible and family out-of-pocket maximum. No one member will pay more than the individual deductible and 
individual out-of-pocket maximum.

• All medical services subject to a coinsurance are also subject to the annual medical deductible.
• Annual Out-of-Pocket Maximums includes deductible, copays, coinsurance and prescription drug.
• In network and out of network out of pocket maximum are inclusive of each other.
• For plans with an office visit copay, the copay applies to the actual office visit and additional cost shares may apply for any 

other service performed in the office (i.e., X-ray, lab, surgery), after any applicable deductible.
• Preventive Care Services includes physical exam, preventive screenings (including screenings for cancer, HPV, diabetes, 

cholesterol, blood pressure, hearing and vision, immunization, health education, intervention services, HIV testing) and 
additional preventive care for women provided for in the guidance supported by Health Resources and Service Administration.

• For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement is based 
on the reasonable and customary value. Members may be responsible for any amount in excess of the reasonable and 
customary value.

• If your plan includes an emergency room facility copay and you are directly admitted to a hospital, your emergency room 
facility copay is waived.

• If your plan includes out of network benefits and you use a Out-of-Network provider, you are responsible for any difference 
between the covered expense and the actual non-participating providers charge.

• Certain services are subject to the utilization review program. Before scheduling services, the member must make sure 
utilization review is obtained. If utilization review is not obtained, benefits may be reduced or not paid, according to the plan.

• Certain types of physicians may not be represented in the PPO network in the state where the member receives services. If 
such physician is not available in the service area, the member’s copay is the same as for PPO (with and without pre-
notification, if applicable). Member is responsible for applicable copays, deductibles and charges which exceed covered 
expense.

• Additional visits maybe authorized if medically necessary. Pre-service review must be obtained prior to receiving the additional 
services.

• If your plan includes out of network benefits, all services with calendar/plan year limits are combined both in and out of 
network

• Transplants covered only when performed at Centers of Medical Excellence or Blue Distinction Centers.
• Bariatric Surgery covered only when performed at Blue Distinction Center for Specialty Care for Bariatric Surgery.
• Skilled Nursing Facility day limit does not apply to mental health and substance abuse.
• Respite Care limited to 5 consecutive days per admission.
• Freestanding Lab and Radiology Center is defined as services received in a non-hospital based facility.
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Exclusions

Student health plans include custom benefits that may supersede some of the information included in this Exclusions list provided 
here. Please see your Certificate for full details on your covered benefits. This list contains exclusions for medical services, as well as 
those for prescription drugs. Note also that some exclusions will reference other sections. These referenced sections can be found in 
the Certificate.

What Is Not Covered (Exclusions) – Medical

Acts of War, Disasters, or Nuclear Accidents: In the event of a major disaster, epidemic, war, or other event beyond our control, we 
will make a good faith effort to give You Covered Services. We will not be responsible for any delay or failure to give services due to 
lack of available Facilities or staff.

Benefits will not be given for any illness or injury that is a result of service in the armed forces. This exclusion does not apply to acts 
of terrorism.

Administrative Charges
• Charges to complete claim forms,
• Charges to get medical records or reports,
• Membership, administrative, or access fees charged by Physicians or other Providers. Examples include, but are not limited to, 

fees for educational brochures or calling You to give You test results.

After Hours or Holiday Charges: Coverage is not provided for additional charges beyond the Maximum Allowed Amount for basic 
and primary services for services requested after normal Provider service hours or on holidays. This exclusion does not apply to 
Emergency Services or to Urgent Care Services.

Alternative/Complementary Medicine: Coverage is not provided for (services or supplies related to) alternative or complementary 
medicine. Services in this category include, but are not limited to, holistic medicine, homeopathy, hypnosis, aroma therapy, massage 
therapy (unless part of a Physical Therapy treatment plan), reiki therapy, herbal, vitamin or dietary products or therapies, 
naturopathy, thermography, orthomolecular therapy, contact reflex analysis, bioenergial synchronization technique (BEST), iridology-
study of the iris, auditory integration therapy (AIT), colonic irrigation, magnetic innervation therapy, electromagnetic therapy, and 
neurofeedback.

Breast Reduction/Augmentation: Removal or replacement of a breast implant that was initially done for augmentation or for 
cosmetic purposes unless the removal or replacement is due to complications resulting from cosmetic breast augmentation. 
Augmentation mammoplasty is excluded unless associated with breast reconstruction surgery following a Medically Necessary 
mastectomy resulting from cancer. No coverage is provided for surgical treatment of gynecomastia, unless Medically Necessary. 
Breast reduction is covered only if Medically Necessary.

Before Effective Date or After Termination Date: Charges for care You get before Your Effective Date or after Your coverage ends, 
except as written in this Plan.

Charges Over the Maximum Allowed Amount: Charges over the Maximum Allowed Amount for Covered Services.

Cosmetic Services: Treatments, services, Prescription Drugs, equipment, or supplies given for Cosmetic Services. Cosmetic Services 
are meant to preserve, change, or improve how You look. No benefits are available for surgery or treatments to change the texture or 
look of Your skin or to change the size, shape or look of facial or body features (such as Your nose, eyes, ears, cheeks, chin, chest or 
breasts).

This exclusion does not apply to Reconstructive Surgery for breast symmetry after a mastectomy, surgery to correct birth defects and 
birth abnormalities, or any surgery to correct deformities caused by congenital or developmental abnormalities, illness, or injury for 
the purpose of improving bodily function or symptomology or creating a normal appearance.

Counseling Services: religious counseling, marital/relationship counseling, vocational or employment counseling, and sex therapy.
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Exclusions

Court Ordered Care: to include testing or care, unless Medically Necessary and Precertified (see the part GETTING APPROVAL FOR 
BENEFITS for details).

Custodial Care: Coverage is not provided for assistance with activities of daily living (for example: walking, getting in and out of bed, 
bathing, dressing, feeding, toileting and taking medicine). This exclusion does not apply to assistance with activities of daily living 
that is provided as part of covered Hospice Care, Skilled Nursing Facility, inpatient Hospital care, or occupational therapy (see these 
benefits in the provisions “Hospice Care”, “Inpatient Facility Services”, “Skilled Nursing Facility”, and “Therapy Services” in the part 
WHAT IS COVERED--MEDICAL.

Dental implants for Insured age nineteen (19) and over: (material implanted into or on bone or soft tissue) or any associated 
procedure as part of the implantation or removal of implants unless specifically stated as a Covered Service.

Dental Services: Coverage is not provided for:
• Dental care for Insureds age 19 and older except as provided for in the part WHAT IS COVERED – MEDICAL, in the section “Dental 

Services.”
• Hospital services beyond those specified under “Dental Services” in the part WHAT IS COVERED--MEDICAL, Prescription Drug 

charges and Dental Services or supplies that do not have an American Dental Association Dental Procedure Code).
• Dental Services completed prior to the date the Insured became eligible for coverage.
• Analgesia, analgesia agents, medicines and Drugs for surgical or non-surgical care.
• Local anesthetic when billed separately from a Covered Service, as this is included as part of the final service, such as for 

restorative services (fillings, crowns).
• Dental Services performed other than by a licensed dentist, licensed Physician, his or her employees.
• Dental Services or procedures that are not generally accepted standards of dental practice within the organized dental 

community in California.
• Dental Services, appliances or restorations that are necessary to alter, restore or maintain occlusion, including but not limited 

to: increasing vertical dimension, replacing or stabilizing tooth structure lost by attrition, realignment of teeth, periodontal 
splinting and gnathologic recordings. This exclusion does not include Medically Necessary orthodontic care for Insureds up to 
age 19.

• Dental Services provided by dentists solely for the purpose of improving the appearance of the tooth when the tooth structure 
and function are satisfactory and no pathologic conditions (cavities) exist. This includes tooth whitening agents, bonding, and 
veneers or restorations (such as fillings) placed for preventive purposes.

• Incomplete services where the final permanent appliance (denture, partial, bridge) or restoration (crown, filling) has not been 
placed.

• Incomplete endodontic treatment.
• Bleaching of discolored teeth.
• Athletic mouth guards, enamel microabrasion, and odontoplasty.
• Bacteriologic tests. Please refer to Your medical coverage to determine if this is a covered medical benefit.
• Cytology sample collection. Please refer to Your medical coverage to determine if this is a covered medical benefit.
• 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 the partial denture cannot satisfactorily restore 

the case.
• Additional, elective or enhanced prosthodontic procedures including but not limited to, connector bar(s), and precision 

attachments.
• Provisional splinting, temporary procedures or interim stabilization.
• Cone beam images.
• Anatomical crown exposure.
• Temporary anchorage devices.
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Exclusions

• Stress breakers.
• Hemisection.
• Sinus augmentation.
• Amalgam or composite restorations, inlays, onlays and/or crowns placed for preventive purposes.
• Temporomandibular Joint Disorder (TMJ) except as covered under Your medical coverage.
• Root canal obstruction, internal root repair of perforation defects, incomplete endodontic treatment and bleaching of discolored 

teeth.
• Crowns 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.
• The controlled release of therapeutic agents or biologic modifiers used to aid in soft tissue and osseous tissue regeneration.

Dental X Rays, Supplies & Appliances: and all associated expenses, including hospitalization and anesthesia, except as required by 
law or specifically stated as a Covered Service. The only exceptions to this are for any of the following:
• Transplant preparation.
• Initiation of immunosuppresives.
• Direct treatment of acute traumatic injury, cancer, or cleft palate.
• General anesthesia as listed in the part WHAT IS COVERED – MEDICAL in the sections “Dental Services,” “Dental Services – 

Pediatric,” “Inpatient Facility Services,” “Outpatient Facility Services” or “Surgery.”

Devices that are not approved by the federal Food and Drug Administration.

Diagnostic Admissions: Inpatient room and board or any charges in connection with a Hospital stay primarily for diagnostic tests 
which could have been performed safely on an outpatient basis.

Disposable Supplies for home use: Bandages, gauze, tape, antiseptics, dressings, Ace-type bandages, and diapers, underpads, and 
other incontinence supplies.  This exclusion shall not apply to disposable supplies covered in WHAT IS COVERED – MEDICAL in the 
sections “Durable Medical Equipment and Medical Devices, Special Footwear, Orthotics, Prosthetics and Medical and Surgical 
Supplies,” “Home Care Services” and “Hospice Care,” and WHAT IS COVERED – PRESCRIPTION DRUGS.

Drugs, medications or other substances that are:
• Not approved by the federal Food and Drug Administration.
• Dispensed or administered in any setting except as specifically stated in the part WHAT IS COVERED – PRESCRIPTION DRUGS.
• Obtained with a non-prescription chemical and dose equivalent (over the counter Drugs).

Note: Your Prescription Drug benefits are also subject to exclusions. For additional information, refer to the part WHAT IS NOT 
COVERED (Exclusions) – PRESCRIPTION DRUGS.

Durable Medical Equipment, except as specifically stated in the part WHAT IS COVERED – MEDICAL in the section “Durable Medical 
Equipment and Medical Devices, Special Footwear, Orthotics, Prosthetics and Medical and Surgical Supplies”:
• Orthopedic shoes or shoe inserts, except as specifically stated in the part WHAT IS COVERED – MEDICAL in the sections “Diabetes 

Equipment, Education and Supplies” and “Durable Medical Equipment and Medical Devices, Special Footwear, Orthotics, 
Prosthetics and Medical and Surgical Supplies”

• Air purifiers, air conditioners, humidifiers
• Exercise equipment, treadmills
• Pools and spas
• Elevators
• Supplies for comfort, hygiene or beautification
• Correction appliances or support appliances and supplies such as stockings
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Exclusions

Educational Services: Services or supplies for teaching, vocational, or self-training purposes, except as listed in this Plan under the 
part WHAT IS COVERED – MEDICAL, in the section “Diabetes Equipment, Education and Supplies”.

Exams: Related to research screenings that are part of a voluntary research program or testing where the screening or exam would 
be paid for by the research program.

Experimental or Investigational Services: Services or supplies that are Experimental or Investigational. This exclusion applies to 
services related to Experimental/Investigational services, whether You get them before, during, or after You get the Experimental/
Investigational service or supply.

The fact that a service or supply is the only available treatment will not make it a Covered Service if it is Experimental/Investigational.

If the Insured has a life-threatening or seriously debilitating condition and the requested treatment is not a Covered Service because 
it is Experimental or Investigational, the Insured may request an Independent Medical Review. See the part INDEPENDENT MEDICAL 
REVIEW for further details.

This exclusion does not apply to services covered under “Clinical Trials” in the part WHAT IS COVERED – MEDICAL nor to the 
complications that may arise from non-Covered Services such as cosmetic surgery or Experimental Services.

Eyeglasses/Contact Lenses: for Prescription, fitting, or purchase of eyeglasses or contact lenses unless specifically stated as a 
Covered Service in this Plan or as required by law. Items and services such as eye surgery or contact lenses to reshape the eye for 
purposes of correcting refractive defects of the eye such as myopia, hyperopia, or astigmatism. This exclusion does not apply for 
initial prosthetic lenses or sclera shells following intra-ocular surgery, or for soft contact lenses due to a medical condition. This 
exclusion does not apply to Insureds under age 19.

Eye Surgery: Corrective eye surgery to correct errors of refraction. Surgery includes without limitation nearsightedness (myopia), 
astigmatism and/or farsightedness (presbyopia), LASIK, radial keratotomy or keratomileusis, or excimer laser refractive keratectomy.

Foot Care: Coverage is not provided for:
• routine foot care (including the cutting or removal of corns and calluses).
• nail trimming, cutting or debriding.
• hygienic and preventive maintenance foot care.
• cleaning and soaking the feet.
• applying skin creams in order to maintain skin tone.
• other services that are performed when there is not a localized illness, injury or symptom involving the foot.

Hair loss or growth treatment: Items and services for the promotion, prevention, or other treatment of hair loss or hair growth.

Health Club Memberships and Fitness Services: Health club memberships, workout equipment, charges from a physical fitness or 
personal trainer, or any other charges for activities, equipment, or facilities used for physical fitness, even if ordered by a Physician. 
This exclusion also applies to health spas.

Hearing Aids or Tests: Hearing aids, including bone-anchored hearing aids, and hearing tests to determine an appropriate hearing 
aid. Routine hearing tests except as stated in WHAT IS COVERED – MEDICAL in the sections “Hearing Services” and “Preventive Care.” 
This exclusion does not apply to cochlear implants.

Home Care
• Services given by registered nurses and other health workers who are not employees of or working under an approved 

arrangement with a Home Health Care Provider, except for Hospice Care (see the part WHAT IS COVERED – MEDICAL in the 
section “Hospice Care”).

• Food, housing, homemaker services and home delivered meals with the exception of Medically Necessary enteral and parenteral 
formulas.
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Human Growth Hormone for long-term treatment of pediatric patients with growth failure from lack of adequate endogenous growth 
hormone secretion, unless Medically Necessary.

Illegal Occupation: Any claim to which a contributing cause was Your commission of or attempt to commit a felony or to which a 
contributing cause was Your being engaged in an illegal occupation.

Incarceration: Coverage is not provided for care required while incarcerated in a federal, state or local penal institution or required 
while in custody of federal, state or local law enforcement authorities, including work release programs, unless otherwise required by 
law or regulation.

Infertility testing and treatment: For testing or treatment related to fertilization or Infertility such as diagnostic tests performed to 
determine the reason for Infertility and any service billed with an Infertility related diagnosis.

In-vitro Fertilization. Services or supplies for in-vitro fertilization (IVF) or pre-implant genetic diagnosis (PGD) of embryos, regardless 
of whether they are provided in connection with infertility treatment.

Missed or Canceled Appointments.

Non-Authorized Travel Related Expenses: for mileage, lodging and meals costs, and other Insured travel related expenses, except 
as authorized by us or specifically stated as a Covered Service, see the part WHAT IS COVERED MEDICAL in the sections “Center of 
Medical Excellence (CME) for Transplants and Bariatric Surgery” and “Transgender Services”.

Non-Emergency Care Received in an Emergency Room: Coverage is not provided for care received in an Emergency room that is 
not Emergency Care, except as specified in this Plan. This includes, but is not limited to, suture removal in an Emergency room.

Non-Licensed Providers: Treatment or services provided:
• by a non-licensed Provider under the supervision of a licensed Physician, except as stated in the part WHAT IS COVERED – 

MEDICAL in the section “Behavioral Health Treatment for Pervasive Developmental Disorders or Autism.”
• for which a health care Provider license is not required.

Not Medically Necessary: Any services or supplies which are not Medically Necessary.

Nutritional or Dietary Supplements: Nutritional and/or dietary supplements, except as described in this Plan or that we must cover 
by law. This exclusion includes, but is not limited to, nutritional formulas and dietary supplements that You can buy over the counter 
and those You can get without a written Prescription or from a licensed pharmacist.

Orthodontic Services: This includes dental braces, other orthodontic appliances and any related service unless specifically stated 
as a Covered Service. This exclusion does not apply to Insureds up to age 19 or with cleft palate conditions.

Outdoor Treatment Programs and/or Wilderness Programs.

Over the Counter: Coverage is not provided for Drugs, devices, products, or supplies with over the counter equivalents and any 
Drugs, devices, products, or supplies that are therapeutically comparable to an over the counter Drug device, product, or supply, 
unless specifically stated as a Covered Service in this Plan or as required by law. See the part WHAT IS COVERED – MEDICAL in the 
sections “Family Planning Services” and “Preventive Care.” Also see the part WHAT IS COVERED – PRESCRIPTION DRUGS.

Personal Hygiene, Environmental Control or Convenience Items: Coverage is not provided for personal hygiene, environmental 
control, or convenience items including but not limited to:
• Air conditioners, humidifiers, air purifiers;
• Health club membership, and physical fitness equipment such as a treadmill or exercise cycles; charges from a physical fitness 

instructor or personal trainer, or any other charges for activities, equipment, or facilities used for developing or maintaining 
physical fitness, even if ordered by a Physician. This exclusion also applies to health spas or similar facility.
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• Special exercise testing or equipment solely to evaluate exercise competency or assist in an exercise program;
• Charges from a health spa or similar facility;
• Personal comfort and convenience items during an Inpatient stay, including but not limited to daily television rental, telephone 

services, cots or visitor’s meals;
• Charges for non-medical self-care except as otherwise stated;
• Purchase or rental of supplies for common household use, such as water purifiers;
• Allergenic pillows, cervical neck pillows, special mattresses, or waterbeds;
• Infant helmets to treat positional plagiocephaly;
• Safety helmets for Insureds with neuromuscular diseases; or
• Sports helmets.

Physical Exams: Physical exams to sign up for insurance, as a term of employment, for licensing, or for school activities.

Physician/Other Providers’ Charges including:
• Physician or Other Providers’ charges for consulting with Insureds by telephone, facsimile machine, electronic mail systems or 

other consultation or medical management service not involving direct (face-to-face) care with the Insured.
• Surcharges for furnishing and/or receiving medical records and reports.
• Charges for doing research with Providers not directly responsible for Your care.
• Charges from an outside laboratory or shop for services in connection with an order involving devices (e.g., prosthetics, 

orthotics) which are manufactured by that laboratory or shop, but which are designed to be fitted and adjusted by the attending 
Physician.

• For membership, administrative, or access fees charged by Physicians or other Providers. Examples of administrative fees 
include, but are not limited to, fees charged for educational brochures or calling a patient to provide their test results.

• Physician stand-by charges.

Private Duty Nursing: Inpatient or outpatient services of a private duty nurse unless provided by a Home Health Care Provider or a 
Hospice Provider.

Prosthetics: Prosthetics for sports or cosmetic purposes, unless specifically stated as a Covered Service in this Plan or as required 
by law. This includes wigs and scalp hair prosthetics.

Providers Services: You get from a non-covered Provider, as defined in this Plan. Examples of non-covered Providers include, but are 
not limited to, masseurs or masseuses, physical therapist technicians, and athletic trainers.

Reversal of Voluntary Sterilization: Reversal of voluntary sterilization or costs associated with the storage of sperm, eggs, embryos 
and ovarian tissue.

Self-Help Training/Care: For self-help training and other forms of non-medical self-care, except as specifically stated in the part 
WHAT IS COVERED – MEDICAL, in the section “Diabetes Equipment, Education and Supplies” or as required by law.

Services not approved by the federal Food and Drug Administration: Drugs, supplements, tests, vaccines, devices, radioactive 
materials and any other services that by law require federal Food and Drug Administration (FDA) approval in order to be sold in the 
U.S. but are not approved by the FDA. This exclusion applies to services provided anywhere, even outside the U.S.

This exclusion does not apply to any of the following:
• Services covered under the “Emergency Care” and “Urgent Care Services” sections of WHAT IS COVERED - MEDICAL that you 

receive outside the U.S.
• Experimental or investigational services when an investigational application has been filed with the FDA and the manufacturer or 

the other source makes the services available to You or Anthem through an FDA-authorized procedure, except that we do not 
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cover services that are customarily provided by research sponsors free of charge to enrollees in a clinical trial or other 
investigational treatment protocol

• Services covered under “Clinical Trials” in the part WHAT IS COVERED – MEDICAL

Services or Supplies from Family Members: Services prescribed, ordered, referred by or given by a member of Your immediate 
family, including Your spouse, Domestic Partner, child, brother, sister, parent, in-law, or self.

Services You Receive for Which You Have No Legal Obligation to Pay: Services You actually receive for which You have no legal 
obligation to pay or for which no charge would be made if You did not have health plan or insurance coverage, except services 
received at a non-governmental charitable research Hospital. Such a Hospital must meet the following guidelines: a) it must be 
internationally known as being devoted mainly to medical research, and b) at least ten percent of its Yearly budget must be spent on 
research not directly related to patient care, and c) at least one-third of its gross income must come from donations or grants other 
than gifts or payments for patient care, and d) it must accept patients who are unable to pay, and e) two-thirds of its patients must 
have conditions directly related to the Hospital research.

Shock Wave Treatment: Extracorporeal Shock Wave Treatment for plantar fasciitis and other musculoskeletal conditions.

Spinal Decompression Devices: including, but is not limited to, Vertebral Axial Decompression (Vax-D) and DRX9000. Cervical 
traction (over door) equipment is not excluded.

Surrogacy: Services or supplies provided to a person not covered under this Plan in connection with a surrogate pregnancy 
including, but not limited to, the bearing of a child by another woman for an infertile couple.

Teeth (Congenital Anomaly): Treatment of congenitally missing, malpositioned, or super numerary teeth, even if part of a congenital 
anomaly, except as stated in this Plan under the part WHAT IS COVERED – MEDICAL in the sections “Dental Services” or “Dental 
Services – Pediatric” or as required by law. This exclusion does not apply to Insureds under the age 19.

Teeth, Jawbone, Gums: For treatment of the teeth, jawbone or gums that is required as a result of a medical condition except as 
expressly required by law or specifically stated as a Covered Service under the part WHAT IS COVERED – MEDICAL in the sections 
“Dental Services” and “Dental Services – Pediatric.”

Telephone/Internet consultations: For telephone consultations or consultations via electronic mail or internet/website, except as 
required by law, or specifically stated as a Covered Service. See the part WHAT IS COVERED – MEDICAL in the section “”Telehealth.”

Temporomandibular or Craniomandibular Joint Treatment: Fixed or removable appliances which move or reposition the teeth, 
fillings, or prosthetics (crowns, bridges, dentures).

Therapy: Coverage is not provided for services, supplies, and equipment for the following:
• Gastric electrical stimulation.
• Hippotherapy.
• Intestinal rehabilitation therapy.
• Prolotherapy.
• Recreational therapy.
• Sensory integration therapy (SIT).

Vein Treatment: Treatment of varicose veins or telangiectatic dermal veins (spider veins) by any method (including sclerotherapy or 
other surgeries) for cosmetic purposes.

Vision care: We will not pay for services incurred for, or in connection with, any of the items below.
• Vision care for Insured age 19 and older, unless covered by the medical benefits of this Plan.
• For which the Insured has no legal obligation to pay in the absence of this or like coverage.



21

Exclusions

• Prescribed, ordered or referred by, or received from a member of the Insured’s immediate family, including the Insured’s spouse, 
Domestic Partner, child, brother, sister or parent.

• For completion of claim forms or charges for medical records or reports unless otherwise required by law.
• For missed or canceled appointments.
• For services or supplies primarily for educational, vocational or training purposes, except as otherwise specified herein.
• Received from an optical or medical department maintained by or on behalf of a group, mutual benefit association, labor union, 

trust or similar person or group (unless received by a network Provider).
• For safety glasses and accompanying frames.
• For inpatient or outpatient Hospital vision care, unless covered by the medical benefits of this Plan.
• For orthoptics or vision training.
• 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, unless covered by the medical benefits of this Plan.
• Lost or broken lenses or frames, unless the Insured has reached the Insured’s normal interval for service when seeking 

replacements.
• Benefit is not available on certain frame brands in which the manufacturer imposes a no discount policy.
• No benefit is available for frames purchased outside of our formulary.

Waived Copayment, Coinsurance or Deductible: For any service for which You are responsible under the terms of this Plan to pay a 
Copayment, Coinsurance or Deductible and the Copayment, Coinsurance or Deductible is waived by an Out of Network Provider.

Weight Loss Programs: Programs, whether or not under medical supervision, unless listed as covered in this Plan. This exclusion 
includes, but is not limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight Loss) and fasting 
programs.

This exclusion does not apply to Medically Necessary treatments for morbid obesity including bariatric surgery.

What Is Not Covered (Exclusions) – Prescription Drugs

Some exclusions apply only if the Plan covers Home Delivery (Mail Order).

Administration Charges: Charges for the administration of any Drug except for covered immunizations as approved by us or the 
Pharmacy Benefits Manager (PBM).

Note: Administration charges for Drugs administered by a medical provider are covered as a medical service in the part WHAT IS 
COVERED – MEDICAL, in the sections “Hospice Care”, “Office Visits – Additional Services in an Office Setting”, and “Therapy Services”.

An allergenic extract or vaccine.

Note: Allergenic extract or vaccine is covered in the part WHAT IS COVERED – MEDICAL, in the sections “Office Visits” and “Office Visits 
– Additional Services in an Office Setting.”

Compound Drugs: Compounded products unless the Drug is listed on our Drug Formulary or one of the ingredients requires a 
Prescription by law.

Drugs over quantity limits: Drugs in quantities which are over the limits set by Anthem.

Drugs over the quantity prescribed or refills after one (1) Year: Drugs in amounts over the quantity prescribed, or for any refill 
given more than one (1) Year after the date of the original Prescription Order.
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Drugs that do not need a Prescription: Anthem may exclude over the counter Drugs or Prescription Drugs with over the counter 
equivalents except for prescribed contraceptives and over the counter Drugs recommended by the U.S. Preventive Service Task Force 
when prescribed by a health care Provider.

Drugs used for cosmetic purposes.

Items covered as Durable Medical Equipment (DME): Therapeutic DME, devices and supplies except peak flow meters, spacers, 
blood glucose monitors.

Note: Durable Medical Equipment (DME) is covered in the part WHAT IS COVERED – MEDICAL, in the section “Durable Medical 
Equipment and Medical Devices, Special Footwear, Orthotics, Prosthetics and Medical and Surgical Supplies.”

Lost or stolen Drugs: Stolen Drugs or refills of lost Drugs (excluding those from home delivery (mail order) Pharmacy or Specialty 
Pharmacy).

Mail service programs other than the PBM’s home delivery program: Prescription Drugs dispensed by any Mail Service program 
other than the PBM’s home delivery program, unless we must cover them by law.

Non-approved Drugs: Drugs, supplements, tests, vaccines, devices, radioactive materials, and any other services that by law require 
FDA approval in order to be sold in the United States but are not approved by the FDA.

Off label use: Off label use is covered, as long as it meets the following criteria:
1. The drug is FDA-approved;
2. a. The drug is prescribed for the treatment of a life-threatening condition; or 

b. The drug is prescribed for treatment of a chronic and seriously debilitating condition, is medically necessary to treat that 
condition, and is on the formulary. If the drug is not on the formulary, the request for coverage shall be considered pursuant to 
California state Health & Safety Code § 1367.24;

3. The drug has been recognized for treatment of that condition by any of the following: 
a. The American Hospital Formulary Service’s Drug Information; 
b. One of the following compendia, if recognized by the federal Centers for Medicare and Medicaid Services as part of an 
anticancer chemotherapeutic regimen:

i. The Elsevier Gold Standard’s Clinical Pharmacology; 
ii. The National Comprehensive Cancer Network Drug and Biologics Compendium; 
iii. The Thomson Micromedex DrugDex; 
v. Two articles from major peer reviewed medical journals that present data supporting the proposed off- label use or uses 
as generally safe and effective unless there is clear and convincing contradictory evidence presented in a major peer 
reviewed medical journal.

Any medically necessary services associated with the administration of a drug are also covered.

Prescription Drugs prescribed for the purpose of treating infertility, except when medically necessary or prescribed for other 
purposes.

Syringes: Hypodermic syringes except when given for use with insulin and other covered self-injectable Drugs and medicine.

Weight loss Drugs: Weight loss Drugs unless Medically Necessary for treatment of morbid obesity.

Note: Medically Necessary weight loss Drugs are covered in the part WHAT IS COVERED – PRESCRIPTION DRUGS in the section 
“Covered Prescription Drugs.”

AnthemBlueCross is the trade name of BlueCross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are 
independent licensees of the Blue Cross Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.

Questions: 1-800-888-2108 or visit us at www.anthem.com/ca.
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