
Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Virtual Care (Telemedicine / Telehealth Visits)   

Virtual Visits - Online visits with Doctors who also provide services in 
person 

  

Primary Care (PCP) 0% 
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Chemo/Radiation Therapy 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Dialysis/Hemodialysis 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Prescription Drugs Dispensed in the office 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Surgery 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Diagnostic Services 
Lab 

  

Office 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Preferred Reference Lab 
 

0% coinsurance after 
deductible is met 
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Ambulance 0% coinsurance after 
deductible is met 

Covered as In-Network 

Outpatient Mental Health and Substance Abuse   

Doctor Office Visit  
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 



  
 

Page 5 of 11 

Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Outpatient Hospital 0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Cardiac rehabilitation   

Office 0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Outpatient Hospital 0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Skilled Nursing Care (facility) 
Coverage for Inpatient rehabilitation and skilled nursing services is limited 
to 100 days combined per admission. Limit is combined In-Network and 
Non-Network. 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Hospice 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Durable Medical Equipment 
 

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Prosthetic Devices 
Coverage for wigs is limited to 1 item after cancer treatment per benefit 
period. Limit is combined In-Network and Non-Network.  

0% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Autism Spectrum Disorder (ASD) 
Therapeutic Care: unlimited physical, occupational and speech 
Therapy 
 
 
 
 
Applied Behavioral Analysis 

0% of the amount 
 the health care 
professionals in our 
network have agreed to 
accept for their 
services 
 
0% of the amount 
 The health care 
professionals in our 
network have agreed to 
accept for their 
services 

40% coinsurance after 
medical deductible is 
met 
 
 
 
 
40% coinsurance after 
medical deductible is 
met  

 
 





  
 

Page 7 of 11 

Covered Vision Benefits 
Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

This is a brief outline of your vision coverage. Only children's vision services count towards your out of pocket limit.  

Children's Vision (up to age 19) 
    

Child Vision Deductible $0 person 
 

$0 person 

Vision exam 
Limited to 1 exam per benefit period. 

$15 copay deductible 
does not apply 

Reimbursed Up to $30 

Adult Vision (age 19 and older)   

Adult Vision Deductible $0 person 
 

$0 person 

Vision exam 
Limited to 1 exam per benefit period. 

$15 copay deductible 
does not apply 

Reimbursed Up to $30 

 
 

 
 

 
 
Notes: 

• The representations of benefits in this document are subject to Division of Insurance approval and are subject to 
change. 

• 
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This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This policy has 
exclusions and limitations to benefits and terms under which the policy may be continued in force or discontinued. For 
costs and complete details of the coverage, contact your insurance agent or contact us. If there is a difference between 
this summary and the contract of coverage, the contract of coverage will prevail. 


