Benefit Booklet

(Referred to as “Booklet” in the following pages)

Anthem PPO Plan
PPO Network
University of California Student Health Insurance Plan

UC SAN DIEGO
Students and Dependents

2023-24

UCSHIP

Coverage for the journey ahead

SPD275958-6 2023-24




Important Numbers

UC San Diego Student Health Services

By Phone: 1-858-534-3300
Appointments: 1-858-534-3300
Counseling and psychological services/Advice Nurse: 1-858-534-3755
Urgent Care: 1-858-534-3302
Insurance Office: 1-858-534-2124
After Hours: 1-858-534-3300
UC SHIP Member Services Number: 1-866-940-8306
Academic Health Plans (AHP): 1-855-428-0730

ucship@ahpservice.com

LiveHealth Online: 1-888-LiveHealth (1-888-548-3432)

Future Moms: 1-866-664-5404

Locations

The insurance office is located at the Student Health Service building on Library Walk, west of the Price
Center, south of Geisel Library

Mailing Address:

UCSD Student Health Insurance
9500 Gilman Dr., MC 0039
La Jolla, CA 92093-0039

UC SHIP website: myucship.org


mailto:ucship@ahpservice.com
https://myucship.org/

Introduction

Dear Plan Member:

This Benefit Booklet gives you a description of your benefits while you and your eligible Dependents are
enrolled under the University of California Student Health Insurance Plan (UC SHIP) (the “Plan”) offered by
your University. You should read this Benefit Booklet carefully to get to know the Plan’s main provisions
and keep it handy for reference. A thorough understanding of your coverage will allow you to use your
benefits wisely. If you have any questions about the benefits shown in this Benefit Booklet, please call your
Student Health Services or UC SHIP Member Services at 1-866-940-8306.

The Plan benefits described in this Benefit Booklet are for eligible Members only during the 2023-24 Plan
year. The health care services are subject to the limitations and exclusions, Copayments, Deductible, and
Coinsurance rules given in this Benefit Booklet.

Many words used in this Benefit Booklet have special meanings (e.g., Covered Services and Medical
Necessity). These words are capitalized and are defined in the "Definitions" section. See these definitions
for the best understanding of what is being stated. Throughout this Benefit Booklet you may also see
references to “we,” “us,” “our,” “you,” and “your.” The words “we,” “us,” and “our” refer to the Claims
Administrator. The words “you” and “your” mean the Member, Insured student and each covered
Dependent.

If you have any questions about your Plan, please be sure to call Member Services at 1-866-940-8306.
Also be sure to check the Claims Administrator's website, www.anthem.com/ca for details on how to locate
a Provider, get answers to questions, and access valuable health and wellness tips.

Important: This is not an insured benefit plan. The benefits described in this Benefit Booklet or any rider
or amendments attached hereto are funded by the University of California Student Health Insurance Plan
who is responsible for their payment. Anthem Blue Cross Life and Health (the Claims Administrator)
provides administrative claims payment services only and does not assume any financial risk or obligation
with respect to claims.

Your University has agreed to be subject to the terms and conditions of Anthem’s provider agreement which
may include Pre-service Review and utilization management requirements, coordination of benefits, timely
filing limits, and other requirements to administer the benefits under this Plan.

Anthem is an independent corporation operating under a license from the Blue Cross and Blue Shield
Association, permitting Anthem to use the Blue Cross and Blue Shield Service Marks in the State of
California. Although Anthem is the Claims Administrator and is licensed in California you will have access
to providers participating in the Blue Cross and Blue Shield Association BlueCard® PPO network across
the country. Anthem has entered into a contract with UC SHIP on its own behalf and not as the agent of
the Association.


http://www.anthem.com/ca

Your Right to Appeals

For purposes of these Appeal provisions, “claim for benefits” means a request for benefits under the Plan.
The term includes both pre-service and post-service claims.

e A pre-service claim is a claim for benefits under the Plan for which you have not received the benefit
or for which you may need to obtain approval in advance.

e A post-service claim is any other claim for benefits under the Plan for which you have received the
service.

If your claim is denied:
e You will be provided with a written notice of the denial; and
e You are entitled to a full and fair review of the denial.

The procedure the Claims Administrator will follow will satisfy the requirements for a full and fair review
under applicable federal regulations.

Notice of Adverse Benefit Determination

If your claim is denied, the Claims Administrator’s notice of the adverse benefit determination (denial) will
include:

e information sufficient to identify the claim involved;
e the specific reason(s) for the denial;

o areference to the specific Plan provision(s) on which the Claims Administrator’s determination is
based;

e adescription of any additional material or information needed to perfect your claim;
e an explanation of why the additional material or information is needed;
e adescription of the Plan’s review procedures and the time limits that apply to them

e information about any internal rule, guideline, protocol, or other similar criterion relied upon in making
the claim determination and about your right to request a copy of it free of charge, along with a
discussion of the claims denial decision;

¢ information about the scientific or clinical judgment for any determination based on Medical Necessity
or experimental treatment, or about your right to request this explanation free of charge, along with a
discussion of the claims denial decision; and

o the availability of, and contact information for, any applicable office of health insurance consumer
assistance or ombudsman who may assist you.

For claims involving urgent/concurrent care:

o the Claims Administrator’s notice will also include a description of the applicable urgent/concurrent
review process; and

¢ the Claims Administrator’'s may notify you or your authorized representative within 24 hours orally and
then furnish a written naotification.



Appeals (Grievances)

You have the right to appeal an adverse benefit determination (claim denial). You or your authorized
representative must file your appeal within 180 calendar days after you are notified of the denial. You will
have the opportunity to submit written comments, documents, records, and other information supporting
your claim. The Claims Administrator’s review of your claim will take into account all information you submit,
regardless of whether it was submitted or considered in the initial benefit determination.

The Claims Administrator shall offer a single mandatory level of appeal and an additional voluntary second
level of appeal which may be a panel review, independent review, or other process consistent with the
entity reviewing the appeal. The time frame allowed for the Claims Administrator to complete its review is
dependent upon the type of review involved (e.g. pre-service, concurrent, post-service, urgent, etc.).

For pre-service claims involving urgent/concurrent care, you may obtain an expedited appeal. You or
your authorized representative may request it orally or in writing. All necessary information, including the
Claims Administrator’s decision, can be sent between the Claims Administrator and you by telephone,
facsimile or other similar method. To file an appeal for a claim involving urgent/concurrent care, you or
your authorized representative must contact the Claims Administrator at 1-866-940-8306 and provide at
least the following information:

¢ the identity of the claimant;

o the date (s) of the medical service;

¢ the specific medical condition or symptom;

e the provider’s name;

¢ the service or supply for which approval of benefits was sought; and

e any reasons why the appeal should be processed on a more expedited basis.

All other requests for appeals should be submitted in writing by the Member or the Member’s
authorized representative, except where the acceptance of oral Appeals (Grievances) is otherwise
required by the nature of the appeal (e.g. urgent care). You or your authorized representative must
submit a request for review to:

Anthem Blue Cross Life and Health Insurance Company
ATTN: Appeals
P.0O. Box 4310, Woodland Hills, CA 91365-4310

You must include your Member Identification Number when submitting an appeal.

Upon request, the Claims Administrator will provide, without charge, reasonable access to, and copies of,
all documents, records, and other information relevant to your claim. “Relevant” means that the
document, record, or other information:

e was relied on in making the benefit determination; or
e was submitted, considered, or produced in the course of making the benefit determination; or

e demonstrates compliance with processes and safeguards to ensure that claim determinations are
made in accordance with the terms of the Plan, applied consistently for similarly-situated claimants; or

e is a statement of the Plan’s policy or guidance about the treatment or benefit relative to your
diagnosis.

The Claims Administrator will also provide you, free of charge, with any new or additional evidence
considered, relied upon, or generated in connection with your claim. In addition, before you receive an
adverse benefit determination on review based on a new or additional rationale, the Claims Administrator
will provide you, free of charge, with the rationale.



For Out of State Appeals (Grievances)

You have to file Provider Appeals with the local Blue Cross and/or Blue Shield Plan in that geographic area
(“Host Blue”). This means Providers must file Appeals with the same plan to which the claim was filed.

Eligibility (Grievances)

Grievances relating to eligibility for coverage under the Plan should be submitted to your campus student
health insurance office in writing, within 60 days of the notification that you are not eligible for coverage.
You should include all information and documentation on which your grievance is based. The student
health insurance office will notify you in writing of its conclusion regarding your eligibility. If the student
health insurance office confirms the determination that you are ineligible, you may request, in writing, that
the University of California Student Health Insurance Plan (UC SHIP) office review this decision. Your
request for review should be sent within 60 days after receipt of the notice from the student health insurance
office confirming your ineligibility and should include all information and documentation relevant to your
grievance. Your request for review should be submitted to: University of California Student Health
Insurance Plan, Risk Services, 1111 Franklin Street, Oakland, CA 94607. The decision of the UC SHIP
Director will be final.

How Your Appeal will be Decided

When the Claims Administrator considers your appeal, the Claims Administrator’s review will not rely upon
the initial benefit determination (claim denial). The review will be conducted by an appropriate reviewer
who did not make the initial determination and who does not work for the person who made the initial
determination.

An additional voluntary second-level review will be conducted by an appropriate reviewer who did not make
the initial determination or the first-level appeal determination and who does not work for the person who
made the initial determination or first-level appeal determination.

If the denial was based in whole or in part on a medical judgment, including whether the treatment is
experimental, investigational, or not Medically Necessary, the reviewer will consult with a health care
professional who has the appropriate training and experience in the medical field involved in making the
judgment. This health care professional will nhot be one who was consulted in making an earlier
determination or who works for the health care professional who was consulted in making an earlier
determination.

Notification of the Outcome of the Appeal

If you appeal a claim involving urgent/concurrent care, the Claims Administrator will notify you of the
outcome of the appeal as soon as possible, but not later than 72 hours after receipt of your request for
appeal.

If you appeal any other pre-service claim, the Claims Administrator will notify you of the outcome of the
appeal within 30 days after receipt of your request for appeal.

If you appeal a post-service claim, the Claims Administrator will notify you of the outcome of the appeal
within 60 days after receipt of your request for appeal.

Appeal Denial

If your appeal is denied, that denial will be considered an adverse benefit determination. The notification
from the Claims Administrator will include all of the information set forth in the above subsection entitled
“Notice of Adverse Benefit Determination.”



Voluntary Second Level Appeals

If you are dissatisfied with the Plan's mandatory first level appeal decision, a voluntary second level appeal
may be available. If you would like to initiate a second level appeal, please write to the Anthem Blue Cross
address listed above. Voluntary appeals (Grievances) must be submitted within 60 calendar days of the
denial of the first level appeal. You are not required to complete a voluntary second level appeal prior to
submitting a request for an independent External Review.

External Review

If the outcome of the mandatory first level appeal is adverse to you and it was based on medical judgment,
you may be eligible for an independent External Review pursuant to federal law. You must submit your
request for External Review to the Claims Administrator within four (4) months of the notice of your final
internal adverse determination.

A request for an External Review must be in writing unless the Claims Administrator determines that it is
not reasonable to require a written statement. You do not have to re-send the information that you
submitted for internal appeal. However, you are encouraged to submit any additional information that you
think is important for review.

For pre-service claims involving urgent/concurrent care, you may proceed with an Expedited External
Review without filing an internal appeal or while simultaneously pursuing an expedited appeal through the
Claims Administrator’s internal appeal process. You or your authorized representative may request it orally
or in writing. All necessary information, including the Claims Administrator’s decision, can be sent between
the Claims Administrator and you by telephone, facsimile, or other similar method. To proceed with an
Expedited External Review, you or your authorized representative must contact the Claims Administrator
at the phone number listed on your Identification Card (1-866-940-8306) and provide at least the following
information:

¢ the identity of the claimant;

o the date (s) of the medical service;

¢ the specific medical condition or symptom;

e the provider’s name;

e the service or supply for which approval of benefits was sought; and

e any reasons why the appeal should be processed on a more expedited basis.

All other requests for External Review should be submitted in writing unless the Claims Administrator
determines that it is not reasonable to require a written statement. Such requests should be submitted by
you or your authorized representative to:

Anthem Blue Cross Life and Health Insurance Company
ATTN: Appeals
P.O. Box 4310, Woodland Hills, CA 91365-4310

You must include your Member Identification nhumber when submitting an appeal.

This is not an additional step that you must take in order to fulfill your appeal procedure obligations
described above. Your decision to seek External Review will not affect your rights to any other benefits
under this health care Plan. There is no charge for you to initiate an independent External Review. The
External Review decision is final and binding on all.



Requirement to file an Appeal before filing a lawsuit

If you are still dissatisfied with the resolution after you have completed the Appeals Procedure, you may
initiate proceedings in a court of law or other forum or file a claim in small claims court, depending on the
amount you are seeking. Any such action must be commenced within three years of the plan's final decision
on the claim or other request for benefits. If the Plan determines an appeal is untimely, the plan's latest
decision on the merits of the underlying claim or benefit request is the final decision date. You must exhaust
the plan's internal Appeals Procedure, other than voluntary level of appeal, before filing a lawsuit or taking
other legal action, including filing a claim in small claims court against the Plan.

The Claims Administrator reserves the right to modify the policies, procedures, and timeframes in
this section in accordance with applicable law.
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Periods of Coverage

E"gzlﬁ;:m Departments Included Early Start Fall Term Winter Term | Spring Term
8/7/23- 9/25/23- 1/3/24- 3/27/24-

ES 1 GPS-Prepl 9/24/23 1/2/24 3/26/24 9/22/24

GPS-Prep 2, 8/21/23- 9/25/23- 1/3/24- 3/27/24-
ES 2 Chem/Biochem-Int'| 9/24/23 1/2/24 3/26/24 9/22/24

English Bridge

Biological Sciences, Ed 8/28/23- 9/25/23- 1/3/24- 3/27/24-

Studies MS2, GPS-Prep3, 9/24/23 1/2/24 3/26/24 9/22/24
ES 3 Political Sci (math boot

camp),Rady PhD,

Neurosciences

Prep4, FT MBA, Rady- 9/24/23 1/2/24 3/26/24 9/22/24

MBA Flex/MPAc/MFin,

SOM-M1, SOM-M2,

Economics, Anthropology,

Bioinformatics, Cogn

Science, CSE-MS, ECE,
ES 4 Latin Amer Studies,

Linguistics, Literature PhD

and MFA, MAE, MAE

PhD, MAS AESE, Math,

Music, Nano Eng, Nano

Chem Eng, Philosophy,

Physics, Psychology, SIO

PhD/MS, Sociology,

Chem/Biochem PhD

9/11/23- 9/25/23- 1/3/24- 3/27/24-

ES 6 CSE-PhD, Structural 9/18/23- 9/25/23- 1/3/24- 3/27/24-

Engineering 9/24/23 1/2/24 3/26/24 9/22/24
ES 1 School of Med-M4 (new 5/8/23- 9/25/23- 1/3/24- 3/27/24-

incoming/returning) 9/24/23 1/2/24 3/26/24 9/22/24

School of Med-M3 (new 5/15/23- 9/25/23- 1/3/24- 3/27/24-
ES 2 incoming/returning) 9/24/23 1/2/24 3/26/24 9122124

EdStudies-MS1, 6/19/23- 9/25/23- 1/3/24- 3/27/24-
ES 3 EdStudies-SS2, Ethnic 9/24/23 1/2/24 3/26/24 9/22/24

Studies, SOMI-CTBS

GPS ESL Prep, MAS- 6/26/23- 9/25/23- 1/3/24- 3/27/24-
ES 4 CLRE, International 9/24/23 1/2/24 3/26/24 9/22/24

Students (G), MAS-MBC,
SIO-PIER PhD, SOM-
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Eg:gfg:rt Departments Included Early Start Fall Term Winter Term | Spring Term
MSTP, MAS-LHO,
Chem/Biochem Rotation1
N 7/3/23- 9/25/23- 1/3/24- 3/27/24-
ES5 CSS-MS, Competitive 9/24/23 112124 3/26/24 9/22/24
Edge
MAS-CSP, Rady-Flex 7/31/23- 9/25/23- 1/3/24- 3/27/24-
== MBA, Rady FT MSBA, 0/24/23 112124 3/26/24 9/22/24
Clinical Psych (JDP),
Chem/Biochem Rotation 2
UG ES g 8/7/23 112124 3/26/24 9/22/24
Summer Engineering, 0/24/23
Group 1
Volleyball (W)
8/14/23- 9/25/23- 1/3/24- 3/27/24-
UG ES Water polo (M), Cross 9/24/23 1/2/24 3/26/24 9/22/24
Group 2 Country (M&W)
8/28/23- 9/25/23- 1/3/24- 3/27/24-
UG ES Golf 9/24/23 1/2/24 3/26/24 9/22/24
Group 3
UG ES International Students (U), 9/4/23- 9/25/23- 1/3/24- 3/27/24-
Group 4 Swim&Dive (M&W) 9/24/23 11224 3/26/24 9/22/24
COVERAGE DATES FOR FULL 2023-2024 ACADEMIC YEAR
Fall 2023 Winter 2024 Spring 2024
Coverage Coverage Coverage
Period Period Period

Undergraduate Students

9/25/23-1/2/24

1/3/24-3/26/24

3/27/24-9/22/24

Graduate Students

9/25/23-1/2/24

1/3/24-3/26/24

3/27/24-9/22/24
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Eligibility and Enroliment — Adding Members

In this section you will find information on who is eligible for coverage under this Plan and when Members
can be added to your coverage. Eligibility requirements are described in general terms below. For more
specific information, please contact your student health services.

Eligible Status

The Insured Student

To be eligible to enroll, individual must be entitled to participate in the benefit Plan.

Insured Students

1. Allregistered domestic and international Students at the University of California, San Diego, including
students who are registered in-absentia, are automatically enrolled in UC SHIP.

Note: A student may waive enrollment in the Plan during the specified waiver period by providing proof
of other coverage that meets benefit criteria specified by the University. A waiver is effective for one
academic year and must be completed again during the waiver period at the start of each fall term of
the academic year. Waiver requests for each academic term within a year are also available.
Information about waiving enroliment in the Plan may be obtained from the student health services.

Eligible Non-Registered Students

1. The following class of individuals may enroll voluntarily as Insured students:

a.

All non-registered filing fee status graduate students of the University of California who are
completing work under the auspices of the University of California, as determined by the campus
but are not attending classes. Students on filing fee status may purchase Plan coverage for a
maximum of one quarter by contacting AHP at 1-855-428-0730 or by email to
ucship@ahpservice.com. The student must have been covered by the Plan in the term immediately
preceding the term for which the student wants to purchase coverage.

All non-registered graduate students of the University of California, as determined by the campus,
who are on an approved leave of absence status. While in this status, students may purchase Plan
coverage for a maximum of two quarters with department approval. The Student must have been
covered by the Plan in the term immediately preceding the term for which the Student wants to
purchase coverage. These students may enroll by contacting AHP at 1-855-428-0730 or by email
to ucship@ahpservice.com.

All former students of the University of California who completed their degree at UC (graduated)
during the term immediately preceding the term for which they want to purchase coverage.
Provided these individuals were enrolled in the Plan in the preceding term, they may purchase the
Plan coverage for a maximum of one semester. These individuals may enroll by contacting AHP at
1-855-428-0730 or by email to ucship@ahpservice.com.
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Dependents

Eligible Dependents

1. The following class of Dependents of Insured students may enroll voluntarily in the Plan:

Spouse: Legally married spouse of the Insured student.

Domestic Partner: The individual designated as an Insured student's Domestic Partner under one
of the following methods: (i) registration of the partnership with the State of California; or (ii)
establishment of a same or opposite sex legal union, other than marriage, formed in another
jurisdiction that is substantially equivalent to a State of California-registered domestic partnership.

Child: The Insured student’s child(ren) as follows:

Biological child under the age of 26.

Stepchild: A stepchild under the age of 26 is a Dependent as of the date the Insured student
marries the child's parent.

Adopted child under the age of 26, including a child placed with the Insured student or the
Insured student’s Spouse or Domestic Partner, for the purpose of adoption, from the moment
of placement as certified by the agency making the placement.

Child of the Insured student’s Domestic Partner: A child of the Insured student’s Domestic
Partner under the age of 26 is a Dependent as of the Effective Date of the domestic partnership.

Foster Child: A foster child under the age of 18 is a Dependent from the moment of placement
with the Insured student as certified by the agency making the placement. In certain
circumstances, the foster child age limit may be extended in accordance with the provision for
a non-minor Dependent, as defined in the California Welfare and Institutions Code Section
11400(v).

A child for whom the Insured student is legally required to provide health insurance in
accordance with an administrative or court order, provided that the child otherwise meets UC
SHIP eligibility requirements.

Dependent Adult Child: A child who is 26 years of age or older and: (i) was covered under the
prior plan, or has six or more months of creditable coverage, (ii) is chiefly dependent on the
student, Spouse or Domestic Partner for support and maintenance, and (iii) is incapable of self-
sustaining employment due to a physical or mental condition. A Physician must certify in writing
that the child is incapable of self-sustaining employment due to a physical or mental condition.
The University may request proof of these conditions in order to continue coverage. The
University must receive the certification, at no expense to the University, within 60 days of the
date the student receives the request. The University may request proof of continuing
dependency and that a physical or mental condition still exists, but, not more often than once
each year after the initial certification. This exception will last until the child is no longer chiefly
dependent on the student, Spouse or Domestic Partner for support and maintenance due to a
continuing physical or mental condition. A Dependent adult child is considered chiefly
dependent for support and maintenance if he or she qualifies as a Dependent for federal
income tax purposes.

Note: If both student parents are covered as Insured students, their children may be
covered as the Dependents of either, but not of both.
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2. Students are required to provide proof of Dependent status when enrolling their dependents in the Plan.
Proof is required once per year in English or with English translation. The following documents will be
accepted:

e For Spouse, a marriage certificate

o For a Domestic Partner, a Certificate of Registered Domestic Partnership issued by the State of
California, or of same or opposite-sex legal union other than marriage formed in another jurisdiction

e For a biological child, a birth certificate showing the student is the parent of the child

e For a stepchild, a birth certificate, and a marriage certificate showing that one of the individuals
listed on the birth certificate is married to the student

e For a biological child of a Domestic Partner, a birth certificate showing the Domestic Partner is the
parent of the child

e For an adopted or foster child, documentation from the placement agency showing that the student
or the Domestic Partner has the legal right to control the child’s health care

e For a child covered under a court order, a copy of the document from the court
e International student dependents must provide a copy of their passport.

To obtain coverage for children, the Plan requires you to give AHP a copy of any legal documents
awarding guardianship of such child(ren) to you. This must be provided or translated into English.

Types of Coverage

The types of coverage available to the Insured students and eligible Dependents are indicated at the time
of enrollment through the Plan Administrator.

When You Can Enroll

We do not require written applications from registered students. The University of California will maintain
records of all students registered each academic term and will automatically enroll all registered students
for coverage under this Plan each academic term. Students who provide proof that they have other health
coverage that meets the University’s requirements may apply to waive enroliment in the Plan.

Students who involuntarily lose their other health coverage during the Coverage Period must notify the
student health services on their campus with an official written letter of termination from the previous health
insurance carrier. These students will be enrolled in UC SHIP as of the date of their involuntary loss of
other coverage if they notify the student health services within 31 days of the loss of their coverage. If the
student does not notify the student health services within the 31 days, coverage will be effective on the date
the student pays the full premium. The premium is not pro-rated for enrollment occurring after the start of
a Coverage Period.

Non-registered students and eligible Dependents enroll on a voluntary basis must submit an
electronic enrollment application for each academic term of coverage. Enrollment applications must
be received within 30 days of the start of the coverage period. The coverage will begin on the first day of
that period. Enrollment will not be continued to the next Coverage Period (academic term) unless a
new electronic application is received. A reminder of re-enroliment will be provided, but it is the
student’s responsibility to make sure their coverage continues to next term by contacting AHP.
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To enroll a Dependent, you may either contact AHP Customer Care Unit 1-855-428-0730 or complete the
online enrollment application found on your campus Student Health Center web page. Your dependents
must meet all Dependent eligibility criteria established by the Plan Administrator, and be one of the
following.

Dependents of covered students may be enrolled, outside of an enroliment period for a particular Coverage
Period, within 31 calendar days of the following events:

1. For Spouse, the date of issuance of the marriage certificate.

2. For a Domestic Partner, the date that the Certificate of Registered Domestic Partnership is filed with
the State of California or other jurisdiction.

3. For a biological child, the date of birth.
4. For an adopted or foster child, the date of placement with the student or Domestic Partner.

5. For any Dependent, the date of loss of other coverage. An official letter of termination from the
insurance carrier must be provided at the time of enroliment in UC SHIP.

6. For a child covered under a court order, the date that the court orders that the child be covered.

Non-registered students and eligible Dependents enroll by contacting AHP at 1-855-428-0730 or
emailing ucship@ahpservice.com.

Important Note Regarding Newborn Children. If the student is already covered, any child born to the
student will be covered under the student’s benefits from the moment of birth, provided Anthem Blue Cross
is notified of the birth within 31 days. Coverage will be in effect for 31 days under the covered parent’s plan
without additional cost to the student. If both parents are UC SHIP members, the newborn coverage will be
assigned to the mother for the first 31 days.

For continued newborn coverage beyond the 31 days described in the preceding paragraph, the parent
must enroll the newborn as a Dependent under UC SHIP within 31 days of the date of birth. The student
must contact AHP at 1-855-428-0730 or complete the electronic enrollment application on your campus
Student Health Center website to enroll the child as a Dependent.

Special Enroliment Periods

If a student or Dependent does not enroll for coverage when they were first eligible, they may be able to
join the Plan if they qualify for Special Enrollment. The student or Dependent must request Special
Enrollment within 31 days of a qualifying event.

Special Enrollment is available for eligible individuals who:
e Lost eligibility under a prior health plan for reasons other than non-payment of premium or due to
fraud or intentional misrepresentation of a material fact.

o Exhausted COBRA benefits or Plan Administrator contributions toward coverage were
terminated.

e Lost employer contributions towards the cost of the other coverage

e Are now eligible for coverage due to marriage, domestic partnership, birth, adoption, or
placement for adoption.

e Non-registered students must have been enrolled the previous term to be eligible for the special
enrollment.
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Nondiscrimination

No person who is eligible to enroll will be refused enroliment based on health status, health care needs,
genetic information, previous medical information, disability, sexual orientation or identity, gender or age.

Statements and Forms
All Members must complete forms or statements that the Plan may reasonably request.

Any rights to benefits under this Plan are subject to the condition that all such information is true, correct,
and complete. Any material misrepresentation by you may result in termination of coverage as provided
in the “Termination and Continuation of Coverage” section. This does not apply, however, to fraudulent

misstatements.

Address or Name Update

Let your Registrar’s office know if you have any changes or updates to your name or address while covered
under the Plan. All correspondence will go to the address provided to the Office of the Registrar. If you
would like to opt to receive communications electronically, log into the Anthem member portal at
www.anthem.com/ca, to select email option and receive the information electronically.
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How Your Plan Works

IF YOU ARE ENROLLED UNDER THIS PLAN AS A STUDENT AND YOU NEED NON-EMERGENCY
OR NON-URGENT MEDICAL CARE, YOU MUST FIRST GO TO OR CONTACT THE STUDENT HEALTH
SERVICES FOR TREATMENT DURING THEIR REGULAR HOURS OF OPERATION. THE STUDENT
HEALTH SERVICES WILL HELP YOU LOCATE PROVIDERS AND ISSUE REFERRALS TO MEDICAL
PROVIDERS WHEN ADDITIONAL CARE OR A SPECIALIST IS NEEDED. COVERED DEPENDENTS
MUST SEEK CARE FROM OFF-CAMPUS PROVIDERS AND DO NOT REQUIRE REFERRALS.

Student Health Services (SHS) is the student’s medical home. You may choose from among SHS providers
for your primary, wellness care, some specialty care, and other services. Your SHS Provider will diagnose
and treat most ilinesses, coordinate all of your health care and provide a Referral if you need care outside
the SHS. With the Referral in hand you choose from UC Family, Network Providers, or Out-of-Network
Providers. Review the benefits listed in this Benefit Booklet to determine your most cost-effective option.

Referrals are made at the sole and absolute discretion of the Student Health Services. The Referral does
not guarantee payment or coverage, and your Deductible, Copayment or Coinsurance may apply. The
services you obtain must be Medically Necessary and a covered benefit under this Plan. Exception: a
referral is not required to seek Emergency care, urgent care, LiveHealth Online, pediatric dental or vision
for members under age 19, or services of a pediatrician, obstetrician, or gynecologist.

IF A STUDENT RECEIVES MEDICAL CARE WITHOUT PRIOR REFERRAL FROM THE STUDENT
HEALTH SERVICES, THE EXPENSES WILL NOT BE COVERED, EXCEPT FOR THE EXCEPTIONS
LISTED ABOVE.

Note: Student Health Services (SHS) on campus does not provide medical, pharmacy, dental and vision
services for covered Dependents. Covered Dependents may seek medical services off campus from any
health care professional or Facility without the need of referral.

Network Services

Your Plan is a PPO plan. The Plan is divided into three sets of benefits: UC Family, Network and Out-of-
Network. If you choose a UC Family Provider or a Network Provider, you will pay less in out-of-pocket
costs, such as Copayments, Deductibles, and Coinsurance. If you use an Out-of-Network Provider, you
will have to pay more in out-of-pocket expenses.

When you use a UC Family Provider, Network Provider or get care as part of an Authorized Service,
Covered Services will be covered at the Network level. The Claims Administrator has final authority to
determine the Medical Necessity of the service. Referrals are required from the Student Health Center to
visit a Network Specialist, including behavioral health Providers. This does not apply to Emergency care,
urgent care, LiveHealth Online, pediatric dental or vision for members under age 19, services of a
pediatrician, obstetrician, or gynecologist.

If you receive Covered Services from an Out-of-Network Provider after we failed to provide you with
accurate information in our Provider Directory, or after we failed to respond to your telephone or web-based
inquiry within the time required by federal law, Covered Services will be covered at the In-Network level.

UC Family is a network comprised of University of California physicians and medical centers and UC
campus student health centers. The five UC Health Systems have agreed to accept discounted rates,
waive the Benefit Year Deductible and accept lower Co-Payments and Co-Insurance for certain services
and supplies.
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Network Providers include various types of "Network Providers" who contract with the Claims
Administrator to care for you. These providers are called "Network Providers" because they have agreed
to participate in the Claims Administrator's preferred provider organization program (PPO), called the
Prudent Buyer Plan. Network Providers have agreed to rates they will accept as reimbursement for
Covered Services. The cost of benefits provided under this Plan will generally be lower for Network
Providers than for Out-of-Network Providers. Referrals are required from the Student Health Center in
order to visit a Network Specialist, including behavioral health Providers. This does not apply to
Emergency care, urgent care, LiveHealth Online, pediatric dental or vision for members under age
19, services of a pediatrician, obstetrician, or gynecologist. The University of California five health
systems, including hospitals, and other medical facilities, and affiliated professional providers have agreed
to special discounted rates for UC SHIP members.

Upon receiving the Referral to see a Doctor, call their office:

e Tell them you are an Anthem Member,

e Have your Member Identification Card handy. The Doctor’'s office may ask you for your group or
Member ID number.

e Tell them the reason for your visit.

When you go to the office, be sure to bring your Member Identification Card with you. You can provide a
copy from your Sydney Health Mobile App from the App Store or Google Play or www.anthem.com/ca.

For services rendered by Network Providers:

1. You will not be required to file any claims. Network Providers will file claims for Covered Services for
you. (You will still need to pay any Coinsurance, Copayments, and/or Deductibles that apply.) You may
be billed by your Network Provider(s) for any non-Covered Services you get or when you have not
followed with the terms of this Benefit Booklet.

2. Precertification will be done by the Network Provider. See the “Getting Approval for Benefits” section
for further details.

Please refer to the “Claims Payment” section for additional information on Authorized Services.

Note: Payment of Emergency room claims is subject to review by the Claims Administrator. The Claims
Administrator makes the final determination regarding whether services were rendered for an Emergency.

Contracting and Non-Contracting Hospitals are another type of service providers. They are different
from a Hospital which is a Network Provider. The Claims Administrator has contracted with most hospitals
in California to obtain certain advantages for patients covered under the Plan. While only some hospitals
are Network Providers, all eligible California hospitals are invited to be Contracting Hospitals and most--
over 90%--accept. For those which do not (called Non-Contracting Hospitals), there is a significant
benefit penalty in your Plan.
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Out-of-Network Services and Benefits

Services which are not obtained from a Network Provider or as part of an Authorized Service will be
considered an Out-of-Network service, unless otherwise indicated in this Benefit Booklet. You must
obtain a Referral from the student health services to seek treatment from an Out-of-Network provider.

For services rendered by an Out-of-Network Provider:

1.

The Out-of-Network Provider can charge you the difference between their bill and the Plan’s
Maximum Allowed Amount, except for Emergency Care, and certain non-Emergency Covered
Services that you receive from an Out-of-Network Provider while you are at an In-Network Facility, as
described under “Member Cost Share” in the “Claims Payment” section, unless your claim involves a
Surprise Billing Claim;

You may have higher cost sharing amounts (i.e., Deductibles, Coinsurance, and/or Copayments),
unless your claim involves a Surprise Billing Claim;

You will have to pay for services that are not Medically Necessary;
You will have to pay non-Covered Services;
You may have to file claims; and

You must make sure any necessary Precertification is done. Please see the “Obtaining Approval for
Benefits” section for further details.

Exceptions to Out-of-Network Services and Benefits:

Preventive services are excluded out-of-network;

Your Co-Insurance for Out-of-Network Providers will be the same as for Network Providers for the
following services. You may be responsible for charges which exceed the Maximum Allowed Amount.

a.

b.

Emergency services provided by other than a Hospital;

The first 48 hours of Emergency services provided by a hospital (the Network Provider Co-Insurance
will continue to apply to an Out-of-Network Provider beyond the first 48 hours if you, in the Claims
Administrator’s judgment, cannot be safely moved);

The services of an Out-of-Network Provider when Anthem approves a referral from a Physician who
is a Network Provider or from the student health services (see the provision AUTHORIZED SERVICE(S)
on page 111);

Charges by a type of Physician not represented in the Prudent Buyer Plan network (for example, an
audiologist);

Clinical Trials; or

The services of an anesthesiologist and assistant surgeon who are Out-of-Network Providers when
the Hospital where the surgery is to be performed, or Ambulatory Surgery Center, AND the operating
Physician are BOTH Network Providers.

Note: Payment of Emergency room claims is subject to review by the Claims Administrator. The Claims
Administrator makes the final determination regarding whether services were rendered for an Emergency.
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Emergency Services Provided by Out-of-Network Providers. Out-of-Network Providers may send
you a bhill and collect for the amount of the Out-of-Network Provider’s charge that exceeds the Maximum
Allowed Amount under this Plan. You are responsible for paying the difference between the Maximum
Allowed Amount and the amount the Out-of-Network Provider charges. This amount can be significant.
If you receive a bill, please contact your campus student health services insurance office at 1-858-534-
2124 for additional information or assistance. Covered Dependents must contact the Claims
Administrator at 1-866-940-8306 for additional information or assistance.

Surprise Billing Claims

Surprise Billing Claims are described in the “Consolidated Appropriations Act of 2021 Notice” at the back
of this Booklet. Please refer to that section for further details.

Connect with Us Using Our Mobile App

As soon as you enroll in this Plan, you should download our Sydney Health mobile app. You can find
details on how to do this on our website, www.anthem.com/ca or contact our Member Services at 1-866-
940-8306.0ur goal is to make it easy for you to find answers to your questions. You can chat with us live
in the app, or contact us on our website, www.anthem.com/ca.

How to Find a Provider in the Network

There are several ways you can find out if a Provider or Facility is in the Claims Administrator’'s network.
You can also find out where they are located and details about their license or training:

e See your Plan’s directory of Network Providers at www.anthem.com/ca, choose a plan/network - UC
SHIP PPO, which lists the Physicians, Providers, and Facilities that participate in this Plan’s network.

e Search for a Provider in our mobile app.

e Contact Member Services to request a list of Physicians and Providers that participate in this Plan’s
network, based on specialty and geographic area.

e Check with your Physician or Provider.

Please note that not all Network Providers offer all services. For example, some hospital-based labs are
not part of our Reference Lab Network. In those cases, you will have to go to a lab in the Reference Lab
Network to get Network benefits. Please call Member Services before you get services for more
information.

If you need details about a Provider’s license or training, or help choosing a Physician who is right for you,
call the Member Services number on the back of your Member Identification Card (1-866-940-8306).
TTY/TDD services also are available by dialing 711. A special operator will get in touch with the Claims
Administrator to help with your needs.

Please note that Anthem has several networks, please make sure to choose the UC SHIP PPO network
when choosing a provider.

Timely Access to Care

Anthem has contracted with health care service providers to provide Covered Services in a manner
appropriate for your condition, consistent with good professional practice. Anthem ensures that its
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contracted provider networks have the capacity and availability to offer appointments within the
following timeframes:

e Urgent Care appointments for services that do not require prior authorization: within forty-
eight (48) hours of the request for an appointment;

e Urgent Care appointments for services that require prior authorization: within ninety-six (96)
hours of the request for an appointment;

¢ Non-Urgent appointments for primary care: within ten (10) business days of the request for an
appointment;

¢ Non-Urgent appointments with specialists: within fifteen (15) business days of the request for
an appointment;

If a Provider determines that the waiting time for an appointment can be extended without a
detrimental impact on your health, the Provider may schedule an appointment for a later time
than noted above.

Anthem arranges for telephone triage or screening services for you twenty-four (24) hours per day,
seven (7) days per week with a waiting time of no more than thirty (30) minutes. If Anthem contracts
with a Provider for telephone triage or screening services, the Provider will utilize a telephone answering
machine and/or an answering service and/or office staff, during and after business hours, to inform you
of the wait time for a return call from the Provider or how the Member may obtain urgent care or
Emergency services or how to contact another Provider who is on-call for telephone triage or screening
services.

If you need the services of an interpreter, the services will be coordinated with scheduled appointments
and will not result in a delay of an appointment with a Network Provider.

The BlueCard Program

Like all Blue Cross and Blue Shield plans throughout the country, the Claims Administrator participates in
a program called "BlueCard," which provides services to you when you are outside the Service Area. For
more details on this program, please see “Inter-Plan Arrangements” in the “Claims Payment” section.

Identification Card

A health app is available that allows UC SHIP Members and their Dependents to access Plan Identification
Cards and benefits information from their mobile devices. To learn more about these services, or if you
would like to order a hardcopy of your ID Card, please call UC SHIP Member Services at 1-866-940-8306
or download the Sydney Health app from the App Store or Google Play or www.anthem.com/ca. Once you
have the app, follow these steps to register:

1. Select “Student ID” from the Identification drop down box, enter your student ID number, date of
birth (mm/dd/yyyy), first name, last name; then go to the next screen.
2. Onthe next screen, you will be prompted to select two security questions and a password.

The Claims Administrator will provide an electronic Identification Card to each Member enrolled in the Plan.
When you get care, you must show your Identification Card. Only covered Members have the right to
receive services under this Plan. If anyone gets services or benefits to which they are not entitled to under
the terms of this Benefit Booklet, he/she must pay for the actual cost of the services.

You may not knowingly permit the use of your Plan Identification Card by someone other than yourself or
your dependents to obtain services.
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Schedule of Benefits

In this section you will find an outline of the benefits included in your Plan and a summary of any
Deductibles, Coinsurance, and Copayments that you must pay. Also listed are any Benefit Year Maximums
or limits that apply. Please read the "What's Covered" for more details on the Plan’s Covered Services.
Read the “What’s Not Covered” section for details on Excluded Services.

All Covered Services are subject to the conditions, exclusions, limitations, and terms of this Benefit Booklet
including any endorsements, amendments, or riders.

To get the highest benefits at the lowest out-of-pocket cost, you must get Covered Services from a
UC Family or Network Provider. Benefits for Covered Services are based on the Maximum Allowed
Amount, which is the most the Plan will allow for a Covered Service. Except for Surprise Billing Claims,
when you use an Out-of-Network Provider you may have to pay the difference between the Out-of-Network
Provider’s billed charge and the Maximum Allowed Amount in addition to any Coinsurance, Copayments,
Deductibles, and non-covered charges. This amount can be substantial. Please read the “Claims Payment”
section for more details.

Certain services require prior authorization in order for benefits to be provided. UC Family and Network
Providers will initiate the review on your behalf. An Out-of-Network Provider may or may not initiate the
review for you. In both cases, it is your responsibility to initiate the process and ask your Physician to
request prior authorization. You may also call Anthem directly. Please see “Getting Approval for Benefits”
for more details.

Deductibles, Coinsurance, and Benefit Year Maximums are calculated based upon the Maximum Allowed
Amount, not the Provider’s billed charges.

Essential Health Benefits provided within this Benefit Booklet are not subject to lifetime or annual
dollar maximums. Certain non-essential health benefits, however, are subject to either a lifetime
and/or dollar maximum.

Essential Health Benefits are defined by federal law and refer to benefits in at least the following
categories:

Ambulatory patient services,

Emergency services,

Hospitalization,

Maternity and newborn care,

Mental Health and Substance Use Disorder services, including behavioral health treatment,
Prescription drugs,

Rehabilitative and habilitative services and devices,

Laboratory services,

Preventive and wellness services, and

Chronic disease management and pediatric services, including oral and vision care.

Such benefits shall be consistent with those set forth under the Patient Protection and Affordable
Care Act of 2010 and any regulations issued pursuant thereto.
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Deductible — Plan Year UC Family Network Out-of-Network

Per Member None $500 $1,000

Per Family — All other Members combined None $1,000 $2,000

All medical services and supplies received outside the student health services or UC Family that are covered
under this Plan are subject to the Benefit Year Deductible, unless otherwise indicated.

The Network and Out-of-Network Deductibles are not combined. The amounts you pay toward the Network
Deductible will not apply toward the Out-of-Network Deductible and amounts you pay toward the Out-of-Network

Deductible will not apply toward the Network Deductible.

When the Deductible applies, you must pay it before benefits begin. See the sections below to find out when
the Deductible applies.

The Deductible does not include penalties for not getting required Precertification.

The Benefit Year Deductible will not apply to benefits for prescription drugs under your OptumRx Prescription
Drug Plan. For additional information contact OptumRx at 1-844-265-1879 or www.optumrx.com.

Pediatric Vision Services are not subject to the Deductible.

There is a separate Pediatric Dental Deductible. Please see “Pediatric Dental Services” for details.

Coinsurance UC Family Network Out-of-Network
Plan Pays 90% 80% 60%
Member Pays 10% 20% 40%

Reminder: Your Coinsurance will be based on the Maximum Allowed Amount, not the Provider’s billed charges.
Except for Surprise Billing Claims, if you use an Out-of-Network Provider, you may have to pay Coinsurance
plus the difference between the Out-of-Network Provider’s billed charge and the Maximum Allowed Amount.

Note: The Coinsurance listed above may not apply to all benefits, and some benefits may have a different
Coinsurance. For example, the coinsurance for ambulance services and psycho-educational testing are based
upon billed charges. Please see the rest of this Schedule for details
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Out-of-Pocket Limit UC Family Network Out-of-Network

Per Member $2,000 $2,500 $5,000

Per Family — All other Members combined $3,000 $3,500 $7,000

The Out-of-Pocket Limit includes all covered medical, prescription drug and pediatric dental Deductibles,
Coinsurance, and Copayments you pay during a Benefit Year, including Coinsurance and Copayments at the
Student Health Services, unless otherwise indicated below. It does not include charges over the Maximum
Allowed Amount or amounts you pay for non-Covered Services. It does not include penalties for not getting
required Precertification.

Once the Out-of- Pocket Limit is satisfied, you will not have to pay any additional Deductibles, Coinsurance, or
Copayments for the rest of the Benefit Year.

The UC Family, Network and Out-of-Network Out-of-Pocket Limits are separate and do not apply toward each
other.

Note: Any Copayments or Coinsurance you pay toward your prescription drug benefit will not apply towards your
Medical Out-of-Pocket Limit. For additional information contact OptumRx at 1-844-265-1879 or
www.optumrx.com.

Important Notice about Your Deductible and Out of Pocket Limit Accrual Balances

The Claims Administrator is required to provide you with the accrual towards your Deductible(s), if any, and
Out of Pocket Limit balance(s) every month in which your benefits were used until the accrual balances
equal the full amount of the Deductible(s) and/or Out of Pocket Limit(s). If you have questions or wish to
opt-out of these mailed accrual notifications and receive the notifications electronically, call the Member
Services humber on the back of your ID card or access Anthem’s website at www.anthem.com/ca.
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Important Notice about Your Cost Shares

For certain Covered Services, and depending on your Plan design, you may be required to pay all or a part
of the Maximum Allowed Amount as your cost share amount (Deductibles, Coinsurance or Copayments).
Your cost share amount may be different depending on whether you received Covered Services from a
Network Provider (including a UC Family Provider) or Out-of-Network Provider. Specifically, you may be
required to pay higher cost-share amounts or may have limits on your benefits when using Out-of-Network
Providers. Please see the “Schedule of Benefits” section for your cost share responsibilities and limitations,
or call the Member Services telephone number (1-866-940-8306) on your Identification Card to learn how
this Plan’s benefits or cost share amount may vary by the type of Provider you use.

The Claims Administrator will not provide any reimbursement for non-Covered Services. You may be
responsible for the total amount billed by your Provider for non-Covered Services, regardless of whether
such services are performed by a Network Provider or Out-of-Network Provider. Non-Covered Services
include services specifically excluded from coverage by the terms of your Plan and services received after
benefits have been exhausted. Benefits may be exhausted by exceeding, for example, Medical Benefit
Maximums or day/visit limits.

In some instances you may only be asked to pay the lower Network Provider cost share percentage when
you use an Out-of-Network Provider. For example, if you go to a Network Hospital or Facility and receive
Covered Services from an Out-of-Network Provider such as a radiologist, anesthesiologist or pathologist
providing services at the Hospital or Facility, you will pay the Network Provider cost share percentage of
the Maximum Allowed Amount for those Covered Services. However, you also may be liable for the
difference between the Maximum Allowed Amount and the Out-of-Network Provider’s charge, called
“Balance Billing.” (Please see above exceptions for Out-of-Network Services and Benefits.)

Emergency Services Provided by Out-of-Network Providers. Out-of-Network Providers may send
you a bill and collect for the amount of the Out-of-Network Provider’s charge that exceeds the Maximum
Allowed Amount under this Plan. You are responsible for paying the difference between the Maximum
Allowed Amount and the amount the Out-of-Network Provider charges. This amount can be significant. If
you receive a bill, please contact your campus student health services insurance office at 1-858-534-2124
for additional information or assistance. Covered Dependents must contact the Claims Administrator at
1-866-940-8306, as listed on their Identification Card, for additional information or assistance.

Reduction of The Maximum Allowed Amount for Non-Contracting Hospitals. A small percentage of
hospitals which are Out-of-Network Providers are also Non-Contracting Hospitals. Except for Emergency
care, the Maximum Allowed Amount is reduced by 25% for all services and supplies provided by a Non-
Contracting Hospital. You will be responsible for paying this amount. You are strongly encouraged to
avoid this additional expense by seeking care from a Contracting Hospital. You can call Member
Services at 1-866-940-8306 to locate a Contracting Hospital.

The tables below outline the Plan’s Covered Services and the cost share(s) you must pay. In many spots
you will see the statement, “Benefits are based on the setting in which Covered Services are received.” In
these cases you should determine where you will receive the service (i.e., in a Doctor’s office, at an
outpatient Hospital Facility, etc.) and look up that location to find out which cost share will apply. For
example, you might get physical therapy in a Doctor’s office, an outpatient Hospital Facility, or during an
Inpatient Hospital stay. For services in the office, look up “Office Visits.” For services in the outpatient
department of a hospital, look up “Outpatient Facility Services.” For services during an Inpatient stay, look
up “Inpatient Services.”
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MEMBER COST SHARE

Benefits UC Family Network Out-of-
Network
Abortion No No 40%
Copayment or Copayment, Coinsurance
Coinsurance Deductible, or after
Coinsurance Deductible
Acupuncture See “Therapy Services”
Allergy Services 10% 20% 40%
Coinsurance Coinsurance Coinsurance
after after
Deductible Deductible
Ambulance Services (Air or Water) No Copayment, Deductible, or Coinsurance

Ambulance services are based upon billed charges.

Important Note: Air ambulance services for non-Emergency Hospital to Hospital transfers must be approved
through Precertification. Please see “Getting Approval for Benefits” for details.

Ambulance Services (Ground) 20% Coinsurance after Network Deductible
The coinsurance for ambulance services is based upon billed charges.
Important Note: All scheduled ground ambulance services for non-Emergency transfers, except transfers from

one acute Facility to another, must be approved through Precertification. Please see “Getting Approval for
Benefits” for det