Your summary of benefits Anthem @

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 80-L $30 Anthem Classic PFO
Your Network: Prudent Buyer PPO

Visits with Virtual Care-Only Providers Cost through our mobile app and website

Primary Care, and medical services for urgent/acute care | No charge
Mental Health & Substance Use Disorder Services | No charge
Specialist care | $3ﬂl copay per visit deductible does not apply

Cost if you use an

Cost if you use an In- Out-of-Hetwark

Network Provider

Coversd Medical Banefits

Provider
Overall Deductible §2,000 person / $2,000 person /
$4,000 family $4,000 family
' Overall Out-of-Pocket Limit | $4,000 person / | No limit person /
68,000 family No limit family

The family deductible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and per person out-of-pocket limit; in addition, amounts for all covered family members apply to both
the family deductible and family oul-of-pocket limit. No one member will pay more than the per parson deductible or per parson

oul-of-pocket limit,

All medical deductibles, copayments and coinsurance apply to the out-of-pocket limit.

In-Network and Out-of-Network deductibles are combined and accumulate towards each other.

In-Metwork and Out-of-Network out-of-pocket imit amounts are separate and do not accumislate loward each other.
*For services received from an out-of-network provider, the member may be held responsible for any costs beyond the
permitied amount and the overall charges.

Doctor Visits (virtual and office) You are encouraged fo select a Primary Care Physician (PCP).

Primary Care (PCP) virfual and office S0 copay per visit for All billed amounts

The copay is waived for the first three office visits lo a primary care visits 1-3 exceeding the

provider per benefit period. $30 copay per visit for | maximum allowed
visits 4+ armount®

Mental Health and Substance Use Disorder Services viffual and office | 330 copay per visil All billed amounts
deductible doas not exceeding the
apply maximum allowed

amount®
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Specialist Care virtual and office 30 copay per visil All billed amounts
deductible does not exceading the
apply maximum allowed

amount®
' Other Practitioner Visits

Maternity services (PrenaialPosinatal and delivery) | 20% coinsurance after | All billed amounts

deductible is met exceeding the
' maximum allowed
. amount®

Retail Health Clinic £30 copay per visit All billed amounts

For routine care and freafment of commaon ilnesses; usually found in deductible does not axceading the

major pharmacies or refail sfores. apphy maximum allowed

amount®

Manipulation Therapy 20% coinsurance after |~ Not covered

Pra-authorization review by American Specialty Heaith (ASH) is required | deductible is met

affer the 5th visit of physical occupational or chiropractic care.

Acupuncture 20% coinsurance after ~ 50% of maximum

Coverage is imied fo 12 visits per benefit period. deductible is met allowed amount”

Other ﬁmms in an ﬁ‘l’ﬁm

Allergy Testing 20% coinsurance after | Not covered
deductible is met

Prescription Drugs Dispensed in the office 20% coinsurance after | All billed amounts

. deductible is met exceading the

maximum allowed
amount*

Surgery 20% coinsurance after Al billed amounts
deductible is met exceeding the

maximum alkowed
amount*

Preventive care [ screenings / immunizations ' No charge ' Not covered

' .Fi'i-"H'H'EI'I_IZi'FB ﬁai‘e Eﬁ Eﬁrunln I.':nnd_ﬁlu_ns mrfii's 'gu&'ieﬂnas - Hn ::harge - I'i:':u!'cn'fered
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Covered Medical Benefils

Cost if you use an In-
Network Provider

Cost if you use an
Out-of-Netwark
Provider

Freestanding Lab
Qutpatient Hospital

X-Ray
Office

Freestanding Radiology Center
Oulpatient Hospital

' Advanced I_:Iiagnuatir: Imaging fur-&xam,pm:_hw, PET and CAT scans

Office
Coverage for an Out-of-Network Provider is imited fo 3800 maximum per
test

Freestanding Radiology Center
Coverage for an Qui-of-Network Provider is limited fo $800 maximum per
tes!

Outpatient Hospital
Coverage for an Qui-of-Network Provider is imited fo 3800 maximum per
test

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Z0% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% eainsurance after

deductibbe is met

1
e

20% ecoinsurance after
deductibhe is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is mef

Mot covered

Mot covered

Mot coverad

Mat coverad

Not covered

Mot coverad

All billed amounts
exceading the lesser of
tha benefit maximum or
maximum allowed
amount®

All billed amounts
axceeding the lesser of
the benefit maximum or
maximum allowed
amount*

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum alkowed
amount®
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Covered Medical Benefits

Emergency and Urgent Care

Urgent Care includes doclor senvices.
Additional charges may apply depending on the care provided.

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

Ambulance
Authorized Out-of-Nedwork non-emergency ambulance senvices are
limited to an Anthem maximum payment of $50,000 per trip.

ljutpat:tént Ilaﬁla! Healih and Substance i..lsa I;.'Iisndnlus;&rviﬁs ai a
Facility
Facility Fees

Doctor Services

Outpatient Surgery

Facility Fees

Hospital

Services and supplies for the following oulpatient surgeries are subject fo
a banefil imif if performed in an oulpatient hospital sefting. The benefit
limit does not apply if performed in & Freestanding Ambutatory Surgical
Center.

] Arthrascopy imited fo 54,500 per procedure

o Calaract surgery limited to $2,000 per procedure

0 Colonoscopy limited to $1,500 per procedure

0 Upper GI Endoscopy limited fo §1,000 per procedure

4] Upper GI Endoscopy with biopsy himited to §1, 250 per procedure

Cost if you use an In-

Network Provider

$30 copay per visit
deductible does not

apply

$100 copay per visit
and 20% coinsurance
after deductible is met

20% coinsurance after
deductible is met

$100 copay per trip
and 20% coinsurance
after deductible is met

20% cainsurance after
deductibbe is mef

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Cost if you use an
Out-of-Network
Provider

All billed amounts
exceeding the
maximum allowed
amount®

Covered as In-Network |

Covered as In-Network

Covered as In-Network

All billed amounts
exceeding the
maximum allowed
amount*

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceading the
maximum aliowad
amount®
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of -Network
Provider

Ambulatory Surgical Center
Coverage for an Qui-of-Network Provider is imited fo $350 maximum per
day.

Physician and other services including surgeon fees
Hospital

| Hospital (Including Maternity, Mental Health and Substance Use
Di r

Anthem's maximum payment is up fo 3600 per day for non-emergency
Inpatient admissions fo Qut-of-Network Providers.

Facility Fees

Hip/Knee/Spine Surgeries

For inpalfent services, this benefil is covered only when performed al a
designated Blue Distinction Plus Center for Specially Care, Subiject fo
ufilization revigw.

Physician and other services including surgeon fees

| Home Health Care

Coverage is imited fo 100 wisits per benefit penod.,

Coverage for an Oui-of-Neiwork Provider is limited fo $150 maximum per
day

' Rehabilitation and Habilitation services
Office

Pre-authorzation rewiew by Amencan Specialty Health (ASH) is required
after the 5th visit of physical, occupational or chiropractic care.

| 20% coinsurance after

deductible is met

20% ecoinsurance after

deductible is mel

20% coinsurance after
deductible is mef

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

' 20% ecoinsurance after
| deductible is mel

20% coinsurance after
deductible is met

| amount*

| All billed amounts

All billed amounts
exceading the lesser of
the benefit maximum or
maximum allowed
amount®

All billed amaunts
exceading the
maximum allowed

All billed amounts :
exceeding the lesser of |
the benafit maximum or
maximum allowed
amount®

Mot covered

All billed amounts
exceeding the
maximum allowed
amount®

exceeding the lesser of |
the benefit maximum or
maximum allowed
amount®

Mot covered
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Covered Medical Benefits

Outpatient Hospital

Pulmonary mhahlliinthn office and outpatient hospital

' Cardiac rehabilitation office and outpatient hospital

Dialysis/Hemodialysis office and outpatient hospial
Covarage for an Out-of-Network Provider is imited fo $350 maximum per

' Chemo/Radiation Therapy office and outpatient hospital

Skilled Nursing Care (facility)

Coverage far Inpatient rehabilitation and skifled nursing services is limiled
to 150 days combined per benefit penod.

Coverage far an Qut-of-Network Provider is limited o 3600 maximum per
day

' Ihp'at'iei]t Huiﬁdm

Durable Medical Equipment

Prosthetic Devices

* Hearing Aids
Coverage is limited to $700 maximum every 24 months.

Cost if you use an In-

Network Provider

20% coinsurance after
deductible is met

' Eﬂ".ﬁ; coinsurance after

deductible is mat

20% coinsurance after
deductible is met

' 20% coinsurance after

deductibbe is met

' 20% coinsurance after

deductible is mel

: 0% coinsurance after

deductible is met

' No charge

: 20% coinsurance after

deductible is met

' 20% coinsurance after

deductible is mel

I 20% coinsurance after

deductible is met

Cost if you use an
Out-of -Network
Provider

Mot coverad

' Al billed amounts

exceading the
maximum allowed
amount®

" Not covered

' Al billad amounts

exceeding the lesser of

the benefit maximum or |

maximum aliowed
amount®

| All billed amounts

exceading the
maximum allowed
amaunt®

' All billd amounts

exceading the lesser of
the benefit maximum or
maximum allowed
amount*

| All billed amounts

exceading the
maximum aliowed
amount®

- Mot coverad

' Mot coverad

Al billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount®
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Notes:

» I you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Senvices will be paid under “Outpatient Facility Services”™,

= Costs may vary by the site of services. Other cost shares may apply depending on the services provided. Check your
Certificate of Coverage for details.

» The limits for physical, eccupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of
the Mental Health and Substance Use Disorder benefil.

» QOutpatient facility tests and treatments done al Ambulatory Surgical Centers or Hemodialysis Centers are limited to a
rmaximum reimbursement of $350.00 per admission.

» Advanced Diagnostic Imaging is limited to $800 per sarvice for Qut-of-Network Providers.

= Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited 1o,
injections, cryopreservation and storage for both male and female mambers when a medically necessary treatment may
cause ialrogenic infertiity. Members' cost share for fertility preservabon services is based on provider type and senvice
rendered.

= The office visit copay is waived for the first three office visits to a Primary Care Physiclan per benefit period. The copay
wainver applies to the actual office visit and additional cost shares may apply for any other service performed in the office
(i.e,, X-ray, lab, surgery), after any applicable deductible. Primary Care Physician is defined as General and Family
Practitioner, Internist, Gynecologist, Obstetrics/Gynecology, Pediatrician and Nurse Practitioner. The office visit copay will
apply to all other provider specialties.

This summary of benefils is a bref outline of coverage, designed o help you with the seleclion process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more datails,
important limifations and exclusions, please review the formal Evidence of Coverage (EQC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC). will prevail

Sorhens MMue Cross iv thie ersde namse ol e Crons of Califomis. Sombem e e sl Anthem Bloe Cros Lite amd Health Insursnae Compinsy are mdepondem
leeusees af the Mue Uaoss Assocstn, & ANTHEM = 6 seppiited srademash of Anibesn Proursee € PeFifuIES, s Fibve Bl £ pis nanse anmd syl afe fEgsiereel
miEks ol il Mloe L dsspcidng.

Questions: (800) 825-5541 or visit us at www.anthem.com/ca
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Get help in your language

Language Assistance Services

Curious to know what all this says?

We would be too. Here's the English version:
No Cost Language Services. You can get an
interpreter. You can get documents read (o
you and some sent 1o you in your language.
For help, call us at the number listed on your
ID card or 1-888-254-2721. For more help call
the CA Dept. of Insurance al 1-800-827-4357
(TTY/MDD: 711)

Separate from our language
assistance program, we make
documents available in alternative
formats for members with visual
impairments. If you need a copy of
this document in an alternate
format, please call the customer
service telephone number on the
back of your ID card

Spanish

Servicios linglisticos sin costo, Puede solicitar
los servicios de un intérprete. También puede
solicitar que le leamos y le enviemos algunos
documentas en su idioma, Llame al nimero
que figura en su tarjeta de identificacion o al
1-888-254-2721. 5i necesita mas ayuda, llame
al Departamento de Seguros de California

al 1-800-927-4357 (TTY/TDD: 711).

Arablc
s G e e Jgmmal) Iy Al il s
oty ) Lyminmy oy o) 18 i e J el
Bl e g pall o8 e Uy L el e Jpnall
e Ll a3 3, 1-800-254-2721 5 ol Al 2y 4l
1-800-927-4357 =0 = CA ol oy Lol
(TTY/TDD: 711)

Armenian

Unwlg wndbph |Eadwljwl Swnwincnuilibn:
g Ywnnn bp pwlbwynn puwnpguuwlhy
uunwiligg: “wnup Yuipnn Bp uunwliowg
thwuuwipnebn, npnbp Yuwpnmd Bu Abg
hwidwip, huly npnzlGpn” nuquipldnod B dbn
lEquny: Oglnupjwl huwdwp quibiquihwnbp Ubog
atp 1D pupunnud Lzdusd hwdwpng Guod
1-B88-254-2721 hinwjunuwhwdwipng:
Lpwgnighs ogUnuppul hwdwp quibigubhwpbp
CA Uwjwhmjuwgpnupwl puwdwlidndup®
1-B00-927-4357 (TTY/TDD® 711)

Chinese
of PAH A « el R ENR RS « o] LA L
s R - HE R IR AR A - o]
L fm e or p s 0 - IR IR IEAY - AR A
ID =i Al ek ey - iSras 1-888-254-2721
BELYG MIMpEs - axHUBILAERRED - SR
1-800-927-4357 (TTY/TDD: 711) il CA
(iR ImES
Farsi
e UHAEN PRSP PR UYL TR [Tt PEES
Lo e o L 01 g it gy ol 1 e il g
e I e P I R
By Sygeat SIS P ples pad Lla b glaial; ol g
il 3 o) 8 L 1-BB8-254-2721 « fus
1-800-927-4357 = jal oy CA 4ay Sy L At
i ol (TTYITDD: 711)
Himdi
= 91e=F sTaT FETT | M9 U AT AT &
TFa & AT SEATES AR 6T A 92aT B
& AT Fo F 37 ST A G S erE B
# | wEraa & AT, ae smgEr e oy Rwae
9T 97 AT 1-888-254-2721 U7 &H FId F711
o meraar & fore de e e
1-800-927-4357 9T &I &1 (TTY/TDD: 711)

Hmong

Tsis Sau Ngi Rau Kev Pab Cuam Txog Lus.
Koj tuaj yeem tau txais tus kws txhais lus. Koj
tuaj yeem tau txais cov ntaub ntawv kom muab
nyeem rau koj mloog thiab kom muab xa rau
koj ua yam lus koj hais, Rau kev pab, hu peb
tus npawb xov tooj muaj nyob ntawm koj daim
npav ID los sis 1-888-254-2721. Rau kev pab
nixiv hu lub CA Tuam Tsev Hauj Lwm nisig txog
Kev Tuav Pov Hwm ntawm 1-800-927-4.357
(TTY/TDD: 711)

Japanese
RO A, ERAME L LT
E. TWAHOHRIRTHA Liffs 0, RE
LD Ho kb CREd, Hi— g
R, 1D A — FIZREME ST VSRS
£7-11 1-888-254-2721 £ CHMIFL L EL
X GIZEELVINBRICOVTIE, B Y T
=7 MM £ CHRVSbE EE, &
3 4% : 1-800-927-4357 (TTY/TDD: 711)

ARITHIM B LI5S LA and HEaEn MSUERnce LOmpay 6 an indtpendon! ICensmss O INdr B LI0ss ASSDOSTN, AN HEM B 3 TSR] rasman
of Antham |rsurancs Companies, Inc. Tha Biue Cross name and symbol e mgistaned maks of the Bhee Gross Assoctation
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Khmner

g2AMIgINAMANISY HFRINGS SUCh2HRA
UsiUI YRGS suchahRan NS B
BIU SHaFRAIS: 'I.HEJHHHIF‘F‘IM‘IIUMHH"I
MENUESW g Finngmsiiinmmeiue iz

H‘Iﬂlﬂ‘iﬁmmﬁ 1[: TUMHFI 1] 1-B88-254-27211
mu_nuﬁammau mummgﬁﬂigﬁmm

e CA Fuiwiie 1-800-927-4357
(TTYMTDD: 711)

Karean

Fa HY MU A, BHAME HNEAH SELICH
=AE ASNN HHEE + U HE HEBE
HEl2 HHE H46lH 2Hes BUEE
UsLICH =80 22atAl®, Mot ID 3=
Lig Rl HE F = 1-888-254-2T21 O £
Mool A HIELICKH O B2 =801

Bl O6HAI™ CA 28 20 1-800-927-4357
(TTY/TDD: T11)2 H3loH =& A2,

Punjabl

15 U BETE I AT gA T A 8 fac i
FHI TRI=H FJ7g UF F YUI Sd Aae I w3 §F
TS I 1S9 TG Sl I TS| HET BEL AG
Mwm?mﬂﬂm ITBEIS A
1-888-254-2721. 99 HEE BET CA ENF [=EIC 1K
18 8% 59 1-800-927-4357 (TTY/TDD: 711)

Russlamn

NoctynHe: BecnnaTHee yecnyri nepesoja.

Bul ModKETE BOCNONL3I0BATLCH YCMYTaMu
nepescauuka. Bam mMoryT 3a4UuTaTh AOKYMEHThI
BCNYX, 8 HEKOTOPLIE M3 HUX MOryT BTk
OTNpaBneHsL! Bam Ha Bawem Asbike. Ecnn sam
HY#Ha NOMOLLL, NOIBOHUTE HAM NO HOMEPY,
YES3aHHOMY Ha BaLLEA WAEHTWDWKALWOHHOH
KapTe YHAaCTHWKA NNaHa, WK NO HoMepy
1-888-254-2721. ins nonyveHus
AOTONHWTENEHOR NOMOLLK NO3BOHWTE B
Oenaprament cTpaxosansua wrata California
no Homepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

Walang Gastos na mga Serbisyo sa

Wika. Maaari kang kumuha ng interpreter.
Maaan mong ipabasa ang mga dokumento
sa iyo at ipadala sa iyo ang ilan sa nang
nasa wika mo. Para sa tulong, tawagan
kami sa numerong nakalista sa iyong ID
card o 1-888-254-2721. Para sa higit pang
tulong tuma sa CA Dept. of Insurance
sa 1-800-927-4357 (TTY/TDD: 711)

Thal

s nrsamun Ty bnBoa 1y Andnnsn
Suanmiamuidala AnEMNSHAUENETSILIL
ﬂumu"luﬂaumm‘luq alunisuaRnla
winaasnsAuTIivas TlsaTnan” eanaismiu
wuasisyuwinslsdarvonmmia
1-888-254-2721 winagan sAutiumEa
e u TlsaTnsm” amansunisyssiuioum
uma " was i 1A 1-800-927-4357

(TTYI/TDD: 711)

Vietnamese
Dich vu Ngén ngi¥ Mién Phi. Quy vi cb thé
dugc bb tri théng dich vién. Quy vi co thé
yéu n&u ho doc tai liéu hnﬁc gm cha qufr' v
s6 tai liéu bﬁn-g- ngun nglr cla quy vi.
Pa l:h;gc trer gitp. ha@y goi cho chiang toi
dién thoai duoc ghi trén thé |D clia
quy vi hodc 1-888-254-2721. Bé duoc tror
gitp Ihﬁm héy goi cho Sé& Bao hiém CA
theo so 1-800-927-4357 (TTY/TDD: 711)

Anthem Bivo Cross Lifp and Hoalh insursnce Company s @n indopendent licensas of the Bius Cross Asscoalion, ANTHEM I8 a registened trademsrn
of Aniham Insurancs Gompaniss, inG. Tra Blue Cross name and symbol are registaned marks ol the Blue Gross Assactaticon
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It's important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn't English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to the U.S. Department of Health and Human Services,
Office for Civil Rights at 200 Independence Avenue, SW, Room 509F, HHH Building; Washington,

D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit

Anthem Blug Cross Lifp and Hoalh insurance Company 5 a0 independon licenses of the Blus Cross Asscoiation, ANTHEM i a regishensd trademea
of Amiham Insuranca Gompaniss, inG. Tra Blue Cross name and symbol are registanad marks ol the Blue Gross Assactaticon
RCA-CDI-DO TN
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) SISC 2 NAVITUS

Tl ingyepd Sehendy ol Calllamia
e HEALTH SOLUTIONS

Pharmacy Benefit Schedule
PLAN RX 200DED/10-35

Metwork Costco Costeo Navitus
Days' Suppiy® 30 80 30 a0 90 30
Genenc §10 NI FREE FREE FREE MiA
Brand 835 MIA $35 $90 390 NIA
Specialty NiA N/A, A MIA NIA $35
Cut-of-Pocket Maximum £2,500 Individual | $3,500 Family
Brand/Specialty Deductible*™ $200 Individual | 500 Family

SI5C urges members to use generic drugs when available. I you or vour physician requests the brand name
when a genenc equivalent is available, you will pay the generic copay plus the difference in cost between the
brand and generic. The difference in cost between the brand and generic will not count toward the Annual
Dut-of-Pockat Maximum, Monies paid in the 4% quarter (October-Daecamber) towards the deductible are
camied over to the next calendar year.

*Members may receive up o 30 days andfor up 1o 90 days supply of medication at paricipating pharmacias.
Some narcolic pain and cough medications are not included in the Cosico Free Generic or 90day supply
programs, Mavitus conlracts with most independent and chain pharmacies; however, Walgreens is HOT a
participating pharmacy in this netwark.

** Deductibke only applies to Brand and Specialty diugs. Copays apply only after the brand deduclible s met.

Mail Order Service
The Mail Order Service allows you to receive a 90-day supply of maintenance medications. This program is
part of your pharmacy benafil and is VOLUNTARY.

Speclalty Pharmacy

Mavitus SpecialtyRx helps members who are taking medications for cerlain chronic illnesses or complaex
diseases by providing sernices that offer convensance and support. This program is par of your pharmacy
benafit and i5 MANDATORY.

For information regarding the Prescription Drug Program call or visil on-line:
Mavitus Customer Care 1-B86-333-2T57 (toll-iree) TTY (ioll free) 711 weranavitus.com

The Mavitus Member Portal allows you o access personalized pharmacy benafit imformation online at
wiww.navitus.com. For mformation specific to your plan, visit the Mavitus Member Poral. Activate your
account onling using the Member Login ink and an actvation email will be sent 1o vou. The sile provides
access lo prescription benefils, pharmacy locator, drug search, drug interaction information, medication
history, and mail order informalion. The site is available 24 hours a day, seven days a weak.

RX 10-35 200-500 DED Rev. 01/2025


http://www.navitus.com/

http://www.navitus.com/

http://www.navitus.com/




