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WELCOME  
Each year your group health plan holds an Open Enrollment period.  This is the time of year when the Plan 
communicates any benefit and rate changes that will affect you next year.  During this period we’ll be telling you about 
changes to your plan and premiums for the coming plan year, beginning July 1st.   

Please take the time to review the information in this pamphlet so that you are fully informed of the benefits offered to 
you. More detailed information is available from the Human Resources Department. 

The summaries in this pamphlet contain highlights only. The specific terms of coverage, exclusions and limitations are 
contained in the Plan Documents and insurance certificates.  All coverages and the costs for such coverage for all 
participants are subject to change at any time in the future.  If you have any questions about a specific service or 
treatment, please contact your Human Resources Department or our broker, RealCare at (800) 939-8088. 

OPEN ENROLLMENT  
This is an official Open Enrollment period for your group insurance program for medical, dental and vision coverage.  
Coverage is available eligible employees and dependents.  During Open Enrollment you have the opportunity to: 

• Add or drop your eligible dependents 
• Change plans 
• Enroll in coverage you previously declined 

All changes and additions will be effective July 1, 2017.   

If you do not add or change coverage during this Open Enrollment period, you will not be able to do so until the next 
Open Enrollment unless you experience a qualifying event.  Qualifying events may include, but are not limited to: 

• A change in marital status (marriage, death of spouse, divorce, legal separation) 
• A change in number of dependents (birth, death, adoption, eligibility status, court order for child coverage) 
• A change in employment status for you or your spouse (commencement, termination, leave of absence, full-

time to part-time or vice versa) 
• Special enrollment rights under HIPAA 

Generally, changes in your coverage elections must be made within 31 days of the qualifying event. You are responsible 
for notifying the Human Resources Department of any qualifying event and for requesting information on changing your 
elections. For further information on eligible qualifying events, please contact the Human Resources Department. 

• CHANGES TO YOUR HEALTH PLAN CONTRIBUTIONS WILL BE COMMUNICATED THROUGH THE HUMAN 
RESOURCES DEPARTMENT. 

• IF YOU DON’T SUBMIT A CHANGE FORM OR NEW ENROLLMENT BY THE OPEN ENROLLMENT DEADLINE, YOUR 
CURRENT BENEFIT ENROLLMENT ELECTION WILL AUTOMATICALLY BE CONTINUED AS OF JULY 1, 2017.  

• If you are participating in a Flexible Spending Account (FSA) you may need to complete a new election for the 
coming year.  Please contact your Human Resources Department for instructions.  
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There are no changes to the Plan deductibles, copays, or out of pocket 
costs for the REMIF Self-Funded Medical Plan for next year.  

The City will continue to offer the EPO 250, EPO 500, PPO 500 and HSA 
1300 plans in 2017/18. 

 

REMIF Self-Funded Medical Plan Update 

The Plan is adding some features for members, which are outlined below.  Please review the health plan comparison 
provided by your Human Resources Department.  Your comparison gives you a brief summary of the benefits of your 
health plan.  For more detailed information, please pick up a Benefit Summary form, or request a copy of the 
Summary Plan Description. 

Below you’ll find information on the new LiveHealth Online program and important health plan information and 
reminders. 
 

LiveHealth Online – A convenient 
new way to see a doctor! 
Effective 7/1/17, every REMIF Self-Funded medical plan will feature access to 
LiveHealth Online -  a service offered by Anthem Blue Cross that gives you access to a doctor 24 hours a day, 7 days a 
week.  You can talk face to face through a mobile device or a computer with a webcam.  LiveHealth Online uses two-way 
video to connect you with U.S.-based board-certified doctors. And since it’s an online experience, it’s quick and easy. 
Doctors using LiveHealth Online can answer your questions, assess your condition and even provide prescriptions* if 
needed. 

How much does it cost?   
Most members will pay a $10 Copay for general physician services, and a $20 Copay for mental health services. 
Members covered on an HSA Compatible plan will be required to pay the full cost of the doctor visit (usually $49 for a 
general practitioner or up to $95 for a mental health provider) which will be applied to the deductible.  All payments 
made by members are counted toward the member’s out of pocket maximum. 

How long does it take? 
Members can get access to a general practitioner within about 10 minutes.  Those who need mental health services can 
get an appointment within four days or less.  The visits themselves take about 10-15 minutes for medical and about 50 
minutes for mental health services. 

How does it work? 
Using LiveHealth Online is simple.  Sign up online at 
www.Livehealthonline.com.  Enter your basic information and answer 
some questions about your general health.  Then, choose a doctor and 
start a session.  If you want, you can print a summary of your LiveHealth 
Online session to take to your personal physician.  Your summary is 
available on the LiveHealth Online website, in the message center.  

*Prescription availability is defined by physician judgment and state regulations.  

Talk to a Doctor Online 

http://www.livehealthonline.com/
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AirMedCare Network Air Ambulance  
Applies to eligible REMIF Self-Funded Medical Plan Participants Only 

AMCN Includes:  REACH, CalStar, Cal-Ore and many other affiliates. 

Air ambulance claims generally cost between $40,000 and $90,000 per trip.  The cost depends on the treatment needed, 
length of the trip, etc.  While the REMIF health plan covers air ambulance services, without membership, Plan 
participants would still have to pay the plan deductible and could be responsible for out of pocket costs above the Plan’s 
allowable charge.  With so many REMIF Plan members living in rural areas, it is not uncommon for participants to need 
these services.  To help offset the cost of claims and protect participants from the risk of out of pocket expenses, 
REMIF partnered with AMCN to purchase membership for all eligible REMIF Self-Funded Health Plan participants. 

AMCN membership pays the cost of covered air ambulance services for Plan members and household members.   The 
REMIF Plan and AMCN coordinate payment of covered services* so most Plan members have no out of pocket costs 
for covered services.  Under federal guidelines, members covered under an HSA compatible health plan must pay 
their deductible before covered air ambulance services are paid in full. 

The only REMIF Medical Plan members not eligible for AMCN membership are those living outside of an AMCN 
service area. 

Remember, your AMCN membership covers you, your dependents on the plan, and all household members whether 
they’re on a health plan or not.   

*Payment for covered services is subject to all the terms and conditions of the AMCN/REMIF agreement.  For information about contract terms, 
please contact Nicole Vice at AMCN. 

 

Care Advocate Program 
This program provides assistance to individuals and their families experiencing a complex health condition.  HealthComp’s 
Case Managers can help you understand your benefits and will work with your doctors to coordinate care. If you’re 
eligible for the program you will be assigned a nurse who will contact you to discuss the program and answer your 
questions.  This program is completely free, voluntary, and confidential.  If you choose to participate, your Nurse Case 
Manager will work with you, your doctor(s) and care providers to develop a custom-made care plan, designed specifically 
for you. HealthComp will assist throughout the entire treatment plan to ensure your care is being provided timely, 
appropriately, and safely, while staying within the guidelines of your health plan. Care Advocate provides: 

• Education about your medical condition 
• Continuity of care with providers 
• Ongoing coordination of care with medical 

providers and facilities 

• Assistance with available resources in your 
community 

• Assistance with claim questions 

The advice given is not meant to replace your medical provider, but rather to complement the care being provided. We 
encourage you to establish a relationship with a Primary Care Provider for care based on your age, gender and condition. 

This program is provided at NO COST to you.   
Want more information?  Call HealthComp at (800) 755-7247 6:00 AM to 4:30 PM. 
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Common Specialty 
Medications 

Humira 

Enbrel 

Otezla 

Oxlair 

Harvoni 

Pulmozyme 

Tecfidera 

Stelara 

 

Prescription Medications 
When you enroll in the medical plan, you automatically receive prescription drug 

coverage. For members covered under the REMIF Self-Funded Medical Plan, 
coverage is provided through Envision Rx for retail, mail order and mail order 
Specialty medications.  

Formulary 
The REMIF Medical Plan utilizes the Envision Standard Formulary.  The 

formulary is a list of preferred and non-preferred drugs available to members.  It 
outlines drugs that are available, and those that require Prior Authorization, Quantity Limits, and Step Therapy protocol.  
The formulary is reviewed and updated from time to time by Envision’s Pharmacy and Therapeutics Committee.  The 
committee reviews safety, clinical efficacy, cost, and therapeutic need when considering drugs on the formulary list. 

New-to-Market drugs are not covered under the formulary until a clinical review and tier placement decision has been 
made by the Envision Pharmacy and Therapeutics Committee.  Any new-to-market drug that has not been reviewed by 
Envision will be considered a formulary exclusion. 

Specialty Medications 
Specialty Medications are unique and powerful drugs used to treat chronic diseases and genetic disorders.   Specialty 
drugs are often highly regulated and require special handling, administration and monitoring.  Most are also very 
expensive, and the overall cost of Specialty Medications is increasing at a faster pace than other drugs or medical care.   

All Specialty Medications must be obtained through a mail order pharmacy where strict control of the drug’s inventory 
and distribution can be maintained.   

Often people who take Specialty Medications can get help from drug manufacturers to offset the cost of medication.  
Because of the high cost of many of these drugs, manufacturers often issue coupons and offer other financial assistance 
to members who need it.  The REMIF Self-Funded plan participates with an Envision program that allows the Plan and 
members to take advantage of available manufacturer discounts 
automatically.  Members taking Specialty Medications will automatically be 
given discounts on copays when available.  This program helps decrease 
costs for members and the Plan overall. 

EnvisionSpecialty handles all Specialty Medication prescriptions and will 
assist you and your doctor in obtaining Specialty Medications and setting up 
refills.   

Members who are prescribed a new Specialty Medication will need to 
contact the Envision Pharmacy at (877) 437-9013 to set up the initial 
delivery and refills.   The Envision Pharmacy can advise whether a 
manufacturer discount will apply, and what your copay will be.  
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Kaiser Health Plan 
There are no changes to the plan deductibles, copays, or out of pocket costs for your Kaiser 
plan for next year.  

Kaiser has made some changes to their program to ensure compliance with recent legislation.  These are 
outlined below.   

Limitations on cost sharing for family coverage on HSA plans 
For high deductible health plans with a Health Savings Account (HSA):  The deductible for an individual enrolled in family 
coverage must be equal to either the amount set forth in federal law, or the deductible for an individual enrolled in self-
only coverage in the same plan, whichever is greater.  While the out of pocket maximums don’t change from last year, 
they will be shown differently on your benefit summary.  The 2017/18 amounts will be: 

Amounts Per Accumulation Period Self-Only Coverage 
 

(Family of one Member) 

Family Coverage 
 

Each Member in a 
Family of two or more 

Members 

Family Coverage 
 

Entire Family of two or 
more Members 

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000 
Plan Deductible $1,300 $2,600 $2,600 
Drug Deductible None None None 

Visiting Member Program 
The Kaiser “Visiting Member Services” program allows members to seek care when traveling to another Kaiser region.  In 
2017/18, Kaiser members receiving Visiting Member Services will pay the same cost share for covered services that they 
would have paid in their home region.   

• The cost share may be collected at the time members receive services 
• Members may be billed for the cost share if not paid at the time of service 

Pharmacy Changes for Kaiser Members 
A new Pharmacy and Therapeutics Committee will review Kaiser drug formularies. It is possible that certain drugs could 
be moved from one tier to another.  In addition, Kaiser may impose requirements for prior authorization or step therapy 
for certain drugs.   

Northern California Facility Update 
Kaiser will be opening new medical offices expanding access to behavioral health services for members in the Santa Rosa 
area.  The new offices are currently scheduled to open in November 2017. 
 

Don’t forget! Sign up for Kaiser’s award winning 
Member Services website!   

• Make appointments 
• Email your doctor 
• Refill prescriptions 

http://www.kp.org
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Sutter Health Plus 

New Plans Available 
Beginning July 1st, we’ll offer Sutter Health Plus HMO plans to our eligible employees and retirees.  Many of you already 
use Sutter providers.  The new plans give you the opportunity to use Sutter as your health plan.  Sutter has spent the last 
several years building a network of providers and hospitals, and developing strategies to enhance the member 
experience, improve efficiency, and control costs.   

Sutter Health Plus HMO 
Sutter’s plans are Health Maintenance Organization (HMO) plans.  HMO plans require members to choose a Primary 
Care Physician (PCP) and to coordinate all care through that PCP.  You will have access only to Sutter doctors, hospitals 
and affiliates, except in cases of emergency or referral.  You must see your PCP for routine medical care and for referrals 
to specialists when needed.   

When necessary, Sutter will refer patients to non-Sutter providers or facilities.  Sutter works with over 25 hospitals and 
more than 5,000 providers in their service area.  However, when it is medically necessary, Sutter will refer patients to 
providers or facilities outside the Sutter network.  This means that patients are well covered for any services they need. 

Plan Options 
Your Human Resources Department will provide you with information about the specific Sutter health plans available 
to you.  You will also have access to the Summary of Benefits and Coverage form which will help you compare the 
new Sutter options to your other health plan choices.   

Enrollment 
If you decide to enroll with Sutter, you will need to: 

• Complete your enrollment as directed by your employer 
• Work with your current doctor to: 

o Make sure you have a supply of medication you need to transition to Sutter Health Plus 
 If your medication requires prior authorization, be sure to start this process as soon as you’re 

enrolled 
o Coordinate any current treatment that will need to be approved by or moved to Sutter Health Plus 

• Make an appointment with your new Sutter Health Plus doctor if you haven’t seen him/her before 

 

  

NEW! The City is pleased to offer employees a third health insurance carrier for 2017/18.  
You will have Sutter Health Plus plans available effective 7/1/17. 
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Important Contact Information 
REMIF Medical Plan 
Call HealthComp Member Services for: ........................................................................................ (800) 442-7247 

• Information on medical claims, deductibles or out of 
pocket maximums 

• Replacement medical plan ID Cards (also available at 
www.hconline.healthcomp.com) 

• Eligibility information 
• General medical benefit questions 
• Prior Authorization questions 

 

Care Advocate Program:............................................................................................................... (800) 755-7247 
Call Anthem for: ........................................................................................................................... (800) 274-7767 

• Assistance with Utilization Review and Prior Authorizations 

Call EnvisionRx Member Services for: .......................................................................................... (800) 361-4542 
• Questions about Rx coverage 
• Assistance with prior authorizations 

• Help in finding a pharmacy 

Envision Mail Order Pharmacy: .................................................................................................... (866) 909-5170 
Envision Specialty Pharmacy:  ...................................................................................................... (877) 437-9013 
Call or Visit LiveHealthOnline.com for 24/7 access to a physician for an online visit ................... (855) 603-7985 
Call REACH for immediate Air Ambulance Transportation ...............................................  911 or (800) 793-0010 

Kaiser Medical Plan 
Call Member Services for: ............................................................................................................ (800) 464-4000 

• Information on medical claims, deductibles or out of 
pocket maximums 

• Eligibility Information 

• Replacement ID Cards 
• General medical or Rx benefit questions 
• Prior Authorization questions 

Sutter Health Plus Plan 
Call Member Services for: ............................................................................................................ (855) 315-5800 

• Information on medical claims, deductibles or out of 
pocket maximums 

• Eligibility Information 

• Replacement ID Cards 
• General medical benefit questions 
• Prior Authorization questions 

Call 24 Hour Nurse Advice Line  .................................................................................................... (855) 836-3500 
For Acupuncture/Chiropractic Services  ....................................................................................... (800) 428-6337 
For Pharmacy Services (MedImpact) ............................................................................................ (844) 282-5330 
 

Dental & Vision Plans 
Call Delta Dental for:   .................................................................................................................. (800) 765-6003  

• Information on dental claims and benefits • Help in finding a Delta Dental provider 

Call VSP for:  ................................................................................................................................. (800) 877-7195 
• Information on vision claims and benefits • Help in finding a VSP provider 

RealCare Insurance Brokers  
Call RealCare for  .......................................................................................................................... (800) 939-8088 

• Assistance with medical claims issues 
• Help understanding benefits or eligibility 

• Qualifying event questions 
• Eligibility questions 

http://www.hconline.healthcomp.com/
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2017 Required Notices 
HIPAA Notice of Special Enrollment Rights 

 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health 
insurance or group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or 
your dependents lose eligibility for that other coverage (or if the employer stops contributing towards your or your 
dependents' other coverage). However, you must request enrollment within 31 days after your or your dependents' 
other coverage ends (or after the employer stops contributing toward the other coverage). 

If you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to 
enroll yourself and your dependents. However, you must request enrollment within 31 days after the marriage, birth, 
adoption, or placement for adoption. 

If you decline enrollment for yourself or for an eligible dependent (including your spouse) while Medicaid coverage or 
coverage under a state children's health insurance program is in effect, you may be able to enroll yourself and your 
dependents in this plan if you or your dependents lose eligibility for that other coverage. However, you must request 
enrollment within 60 days after your or your dependents' coverage ends under Medicaid or a state children's health 
insurance program. 

If you or your dependents (including your spouse) become eligible for a state premium assistance subsidy from Medicaid 
or through a state children's health insurance program with respect to coverage under this plan, you may be able to 
enroll yourself and your dependents in this plan. However, you must request enrollment within 60 days after your or 
your dependents' determination of eligibility for such assistance. 

To request special enrollment or obtain more information, contact your Human Resources Department or Benefit 
Administrator. 

Newborns’ and Mothers’ Health Protection Act  
 
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital 
length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal 
delivery, or less than 96 hours following a cesarean section. However, Federal law generally does not prohibit the 
mother's or newborn's attending provider, after consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law, 
require that a provider obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in 
excess of 48 hours (or 96 hours). 

SBC – Summary of Benefits and Coverage 
The Affordable Care Act requires your health plan to provide you with a Summary of Benefits and Coverage (SBC) 
outlining the benefits of all your medical plans.  Your Human Resources Department will provide this informational form 
to you and you will be able to download it from the HealthComp website. 
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Women’s Health and Cancer Rights Act Enrollment Notice 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health 
and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be 
provided in a manner determined in consultation with the attending physician and the patient, for:  

• all stages of reconstruction of the breast on which the mastectomy was performed;  
• surgery and reconstruction of the other breast to produce a symmetrical appearance;  
• prostheses; and  
• treatment of physical complications of the mastectomy, including lymphedema.  

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and 
surgical benefits provided under this plan. Therefore, the deductibles and coinsurance outlined in your benefit summary 
will apply.  

If you would like more information on WHCRA benefits, contact your Human Resources Department or Benefits 
Administrator.   

Continued Coverage Under COBRA 
Under the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), you and your covered dependents may be 
able to continue your medical and dental coverage if you lose your health care coverage as the result of certain 
qualifying events. Contact the Human Resources Department for more information. 

Notice to Employees Regarding Employer Contributions to HSAs 
This notice explains how you may be eligible to receive contributions from your employer if you are covered by a High 
Deductible Health Plan (HDHP), and your employer has agreed to contribute to the Health Savings Account (HSA) of 
each employee who is enrolled in the HSA qualified health plan.  If you are an eligible employee, you must do the 
following in order to receive an employer contribution: 

(1) Establish an HSA with the vendor chosen by your employer and; 

(2) Notify your Human Resources Department or Benefits Administrator that you have established your HSA account  

If you establish your HSA on or before the last day of February in the year after the year for which the contribution is 
being made, and notify your Human Resources or Benefit Administration contact of your HSA account information, you 
will receive your HSA contributions, plus reasonable interest (if established late), for the HSA contribution by April 15 of 
the year after the year for which the contribution is being made.  

If, however, you do not establish your HSA or you do not notify us of your HSA account information by the deadline, 
then the employer is not required to make any contributions to your HSA for the year of the HSA contribution. You may 
notify your employer that you have established an HSA by sending a written notice to your Human Resources contact 
person.  If you have any questions about this notice, please connect with your Human Resources contact person. 
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REMIF Medical Plan Frequently Asked 
Questions 
FAQ 
 

Q1.  Are the medical plans changing? 
A1. There will be no changes to deductibles, copayments or out of pocket maximums.  The Plan has added benefits for 
LiveHealth Online, and AMCN Air ambulance membership for eligible Plan participants.  (See additional information, 
enclosed.) 
 
Q2.  Am I getting new ID Cards this year? 
A2.   Yes, your new ID cards will now contain information on LiveHealth Online.  You will receive two cards in the name 
of the employee or retiree.  If you need additional cards, you can request them online at www.Healthcomp.com or call 
HealthComp at (800) 442-7247.   
 
Q3.  Why do I have to pay more to see a specialist? 
A3.  Specialists are doctors that have completed advanced education and undergone additional clinical training in a 
specific field of medicine.  Examples of specialists include cardiologists, surgeons, dermatologists, gynecologists, 
gastroenterologists, and endocrinologists.  Because of this, specialists’ fees are much higher than those of a Primary 
Care doctor.  A higher copay helps cover the additional cost for services. 
 
Q4.  Do I have to meet my deductible on lab and x-ray? 
A4.  Yes, you must meet your deductible for lab and x-ray services.   
 
Q5.  When does my deductible start? 
A5.  Your Plan has a “Plan Year” deductible that starts on 7/1 each year. 
 
Q6.  How can I keep my costs lower? 
A6.  Using only network providers is one way to keep your costs lower.  Network providers agree to accept a discounted 
rate for services and will not bill you for additional charges.  Other ways to keep costs down include: 

• Use LiveHealth Online to access a doctor – only $10 Copay for general physicians! (HSA members will have to 
pay the full cost of the visit - $49 – toward the cost of the plan deductible.) 

• Using generic drugs whenever possible 
• Utilizing urgent care facilities instead of emergency rooms where available 
• “Shopping” for services by asking providers the cost for procedures, and utilizing resources such as the California 

Healthcare Compare website to compare quality and cost between providers. 
• Talking with your doctor about the most cost effective treatment for your situation.  One size does not fit all!  

What works best for one person may not work best for another.  Be an active consumer of healthcare services. 
 
Q7.  What is Advanced Imaging? 
A7.  Advanced Imaging refers to a number of diagnostic technologies that use digital recordings of physical images to 
help providers with diagnosis and treatment of diseases and conditions.  The term refers to the most “advanced” 

http://www.healthcomp.com/
http://www.cahealthcarecompare.org/search.jsp
http://www.cahealthcarecompare.org/search.jsp
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imaging technology available, and includes CT scans, MRI, PET scans and others.  Advanced Imaging services do require 
prior authorization under the Plan. 
 
Q8.  What do I do if I have to take a specific Brand Name drug for my medical condition and only a generic is 
available? 
A8. If your doctor can show that it is medically necessary for you to take the Brand name version of your drug then 
Envision will provide authorization for you to continue to take the Brand name drug.  Authorizations must be obtained at 
least annually, and sometimes more often, depending on the situation.  Your doctor can initiate the authorization by 
calling Envision. 
 
Q9.  Where can I find the Preferred Drug List? 
A9.  Visit www.EnvisionRx.com.  Click on “Resource Tools” and then choose “Formulary.”  From there, you can click on 
the 2017 Standard Formulary.    
 
Q10.  How do I look up contracted medical providers? 
A10.  Visit www.anthem.com/ca and click on “Find a doctor” on the right hand sidebar.  Then, under “Search as a 
Member” enter the first three letters from your Member ID on your ID card.  That three letter code brings up the correct 
provider directory for you to search.  From there you can search for providers, hospitals and other facilities.   
 
Q11.  What do I pay at Urgent Care? 
A11.  Urgent care centers will cost you the same copay as a Primary Care office visit.  (For those on the HSA plan, the 
deductible will apply.)  
 
Q12.  What if I don’t have an Urgent Care available to me? 
A12.  If you don’t have an Urgent Care facility near you, use LiveHealth Online to access a physician 24/7.  Or, contact 
your personal physician to seek care.  However, in an emergency, please use your local emergency room. 
 
Q13.  How do I know if I’m taking Specialty Medications? 
A13.  Specialty Medications must be obtained through a mail order program.  If you are obtaining your prescriptions at a 
retail pharmacy, your prescription is not considered a Specialty Medication.  For more information, please refer to the 
section on Specialty Medications.  If you have specific questions about your medication please call EnvisionRx Member 
Services at (800) 361-4542 or call RealCare at (800) 939-8088. 
 

http://www.envisionrx.com/
http://www.anthem.com/ca
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