Your summary of benefits Anthem @

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

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

Primary Care, and medical services for urgentiacute care Mo charge |
Mental Health & Substance Use Disorder Services | No charge |
Specialist care | $30 copay per visit deductible does nat apply |

Cost if you use a

Cost if you use an In- Non-Network

Network Provider

Covered Medical Benefits

Provider
Overall Deductible | 3500 person | $500 person |
| $1,000 famity $1,000 family
Overall Out-of-Pocket Limit . 32.000 person / Mo limit person /
| $4,000 family M limit famiky

The family deduciible and out-of-pocket Bimit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and per person out-cf-pocket mit; in addition, amounts for all covered family members apply to both
the family deductible ard family out-af-pocket limit. Mo one member will pay more than the per person deductible or per person
oul-of-pocket limit

All medical deductibles, copayments and coinsurance apply o the out-of-pocket limil.
In-Network and Non-Network deductibles is combined and accumulate toward each other,

*For services received fram an out-of-network provider, the member may be held responsible for any costs beyond the
permittad amount and the overall charges.

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

Primary Care (PCP) virtual and office | $0 copay per visit for Al billed amounts

The copay is waived for the first three office visits fo a primayy cara | wisits 1-3, then excaading the

provider per benefif period. | 330 copay per visitfor ~ maximum allowed
| visits 4+, amount*

Mental Health and Substance Use Disorder Services vidual and office | 330 copay per visi All billed amounts
| deductible does not exceeding the
| apply maximuem allowed
amount*
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Cost if you use a
Non-Matwaork

Cost if you use an In-

Coverad Medical Benefits Network Provider

Provider
Specialist Care virtual and office . £30 copay per visil All billed amaunts
deductible doas not exceading the
| apply meaximum allowad
amount*
Other Practitioner Visits
Routine Maternity Care (Frenatal and Postnatal Global Carg) | 20% coinsurance after Al billed amounts
| deductibba is mel extaeding the
maximum allowed
amount*
Retail Health Clinic for routine care and freatment of common iinegses; . $30 copay per visil All billed amounts
usually found in major pharmacies or retail stores, | deductible does not exceeding the
| apply maximum allowed
amount”
Manipulation Therapy | 20% coinsurance after | Naot covered
Pre-authorization revisw by Amencan Specialty Health (ASH) is required | deductible is met
affer the 5th wisit of physical, occupationsl or chirpractic cars.
Acupuncture 20% coinsurance after ~ 50% of maximum
Coverage is imiled to 12 visits per benefit period. deductible is met allowed amount*
Other Services in an Office
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 &0% coinsurance afler  All billed amaounts
| deductibbe is met exceading the
maximum allowed
amount®
Preventive care / screenings / immunizations No charge " Not covered
' Preventive Care for Chronic Conditions per RS guidelines No charge Notcovered |
Diagnostic Services
Lab
Office | 20% coinsurance after = Not covered
| deductible is met
Freestanding Lab | 0% coinsurance after ~ Not coverad
| deductible is met
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Matwaork
Provider

Oulpatient Hospital | 20% coinsurance efter  Not covered
| deductibba is met
X-Ray
Office 0% coinsurance afler ~ Not covered
deductible is met
Freestanding Racalogy Center | 20% coinsurance after Mot coverad
| deductibla is met
Qutpatient Hospital 20% coinsurance after ~ Mot covered
deductible is met
Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Oiffice | 20% coinsurance after Al billed amounts

Coverage for @ Mon-Network Prowider s fimiled to $800 maximum per fest

Freestanding Kadiology Center
Coverage for & Non-Network Prowider is imifed o 3800 maximum per fest

Outpatient Hospital
Coverage for a Non-Network Provider is limifed to S800 maximum per test |

Emergency and Urgent Care

Urgent Care inciudes doctor services, Addilional charges may apoly
depending on the care provided.

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

Emergency Room Doctor and Other Services

| deductible is met

| 20% coinsurance after
| deductible is met

[ 20% coinsurance after
deductibba is met

$30 copay per visit
deductible does not

' apply

$1I11 copay per visit
| and 20% coinsurance
after deductible s mel

20% coinsurance after
deductible is met

exceeding the lesser of |
the benefil maximum ar |
maximum allowed
amount*

All billed amaounts
exceeding the lesser of |
the benefil maximum or |
maximum allowed
amount*

All billed amounts
excaeding the besser of |
the benefit maximum or |
maximum allowed
amount’

All billed amaunts
excaeding the
maximum allowed
amount *

Coverad as In-Network

Coverad as In-Nefwork
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Metwork

Provider
Ambulance : $100 copay per trip and = Covered as In-Network |
Authorized Non-Network non-emergency ambulance senvices are fimited | 20% coinsurance after
fo an Anthem maximum payment of $50,000 per tnp. | deductible is met
Outpatient Mental Health and Substance Use Disorder Services at a
Facility
Facility Fees | 20% coinsurance after | All billed amounts
| deductible is met excaeding the
maximum allowed
amount®
Doctor Servicas | 20% coinsurance afler | All billed amounts
| deductible is met exceeding the
maximum allowed
amount*
Outpatient Surgery
Facility Fees
Hospial | 20% coinsurance afler Al billed amounts
Services and supplies for the folfowing owlpatient surgenias are subject fo | deductible is met excaading the
a benefit imif i performed in an oulpabient hospital sefting, The banefit maximum allowed
limit does nof apply if performed in & Freestanding Ambutatory Surgical amount’
Center.
a Arthroscopy imfted to $4,500 per procedura
o Cataract surgery Fmited to 32,000 per procedure
a Calonoscopy fimited fo §7,500 per procedura
] Upper Gf Endoscopy Iimited fo £1.000 per procadure
) Upper GI Endoscopy with biopsy fmited to 7,250 per procedure
Ambulatory Surgical Center | 20% coinsurance after Al billed amounts
Caoverage for a Non-Network Provider is imited to $350 maximum per day. | deductible is met exceeding the lesser of
the benefit maximum or |
maximum allowed
amount*
Physician and other services including surgeon fees
Hospial | 20% coinsurance after Al biled amounts
| deductible is met extaeding the
maximum allowed
amount®
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Cost if you use an In-

Coverad Medical Benefits Network Provider

Cost if you use a
Non-Matwaork
Provider

Hospital (Including Maternity, Mental Health and Substance Use

Disorder Services)
Antherm’s maximum payment (s up fo 600 per day for non-emargency
Inpafient admissions fo non-nefwark providers.

Facility Fees | 20% coinsurance after | All balled amounts
| deduchible is met exceeding the lesser of |
the benafit maximum or |
maximum allowed
amount
Hip/Knee/Spine Surgeries
For inpafient services, this benefit is covered only when performed af a | 20% coinsurance after | Not Covered
dasignated Blue Distincfion Plus Center for Specialty Care. Subject to | deductibbe is met
utilization reviaw.
Physician and other services including surgeon fees | 20% coinsurance after | All billed amounts
| deductible is met exceading the
maximum allawed
amount*
Home Health Care 20% coinsurance after  All billed amounts
Coverage is imiled to 100 wvisits per benefit penod. deductibbe is met exceeding the lesser of
Coverage for a Non-Nelwork Provider s fimited to §150 maximum per day. the benefit maximum or |
maximum alkowed
amount'
Rehabilitation and Habilitation services including physical, occupabonal
and speach therapiss.
Office | 20% colnsurance afler  Not coverad
Pre-authorization review by Amencan Specialfy Health [ASH] is required 5 deductible is met
after the 5* visit of physical, occupational or chiroprachic care,
Qutpatient Hospital | 20% coinsurance after ~ Not covered
| deducfible is mat
Pulmonary rehabilitation office and outpatient hospital i 20% coinsurance after Al billed amounts
deductible is mat excaeding the
maximurmn allowed
amount*
Cardiac rehabilitation office and oulpatient hospital 20% coinsurance after Mot covered
| deductible is mel
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Cost if you use a
Non-Matwaork

Cost if you use an In-

Coverad Medical Benefits Network Provider

Provider
Dialysis/Hemedialysis office and outpatient hospilal I 20% coinsurance after ~ All billed amounts
Cowverage for a Non-Nedwork Provider is fimited to $350 maximum per visit. | deductible is met exceeding the lesser of
the benefit maximum or |
maximum allowed
amount*
Chemo/Radiation Therapy office and oufpatient hospital | 20% coinsurance after Al billed amounts
i deductible is met excaeding the
maximum allowed
amount™
Skilled Mursing Care {facility) I 20% coinsurance after | All balled amounts
Coverage for Inpatient rehabilitation and skifed nursing senvices is fmited | deductible is met exceeding the lesser of |
fo 150 days combined per benefit penod. Anthem's maximum payment is the benefit maximum or |
up to $600 per day for non-emergency Inpatient admissions io non- maximum allowed
nefwork providers. amount’
Inpatient Hospice | Mo charge All billed amounts
excaeding the
maximum allowed
amount®
Durable Medical Equipment | 20% coinsurance after | Mot covered
I deductible is met
Prosthetic Devices | 20% coinsurance afler  Not covered
| deductibbe is mat
Hearing Aids ! 20% coinsurance after Al billed amounts
Coverage is imited to 3700 maximum every 24 months. | deductible is met excaeding the lesser of |
the benefit maximum or |
maximum allowed
amount*
MNotes:

« [fyou have an affice visit with your Primary Care Physician, Specialist or Urgent Care at an Cutpatient Facility (2.9..
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under "Outpatient Facility
Sanaces’.

« Cosls may vary by the site of service. (ther cost shares may apply depending on senices pravided, Check your
Certificate of Coverage for details

« The limits for physical, occupational, and speech therapy, if any apply fo this plan, will not apply if you get care as par
of the Mental Health and Substance Use Disorder benefit.

»  Surgery at Ambulatory Surgical Centers and Hemodialysis are fimited to $350 per admission for Non-Netwaork
Providers,

¢ Advanced Diagnostic Imaging is limited to 5800 per service for Non-Network Providers.

o Coverage includes standard fertility presarvation services as a basic healthcare service including but are not limited 1o,
injections, cryopreservation and storage for both male and female members when a medically necessary treatmeant
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may causa iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and
sefvice rendered.

= The office visit copay is waived far the first three office visils to a Primary Care Physician per benefit perod. The copay
waiver applies lo the actual office visit and additional cost shares may apply for any other service perfarmed 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, Obstetric/Gynecology, Pediatncian and Nurse Practtioner, The office visit
copay will apply to all other provider specialties.

This summary of benefifs is a boef outline of coverage, designed fo help you with the selection process. This summary
does nof reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more defails,
mportant imitations and exclusions, please review the formal Evidence of Coverage (EOC). If there I3 a difference
belween this summary and the Evidence of Coverage (EQC), the Evidence of Coverage (EQC), will prevai.

rghern Plue Ceids s the deade voeme of Wee Cnocs of Caliemate. Acnthen Bue Croseosed AniBem Blae Crons Tik and Healih Insoranee Civmpany ars independess
ligpzmmoes nf th Baue Cies Acsasenithon, B ANTHEM s anpsionad gsdemsek ol Antbem Insoress: Compaisics, Ine The Bluc Ceies naee il sysaibal ae epstenssd

imarki ot dh Blue Cros Assneotion.

Quastions; (800) B25-5541 or visit us at www antham.comica
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Your summary of benefits Anthem &
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Anthem.

Get help in your language BlucCross B,
MNotice of Language Assistance

Curious o know what all this gays? We would be too, Hera's the English version:

Mo Cost Language Services. Youw can get an intarprater. You can get documeants read to you and some sent o you in your
language. For help, call us atl the number listed on your D card of 1-B88-254-2721. For more halp call the CA Dept. of
Insurance at 1-800-827-4357. (TTYITDD: T11)

Separate from our language assistance program, we make documents
available in alternate 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 tener un intérprete, Puede solicitar que 2 lean los documentos y algunos puede
recibifos en su idioma. Para cblener ayuda, Bdmenos al nimero gue figura en su lafela de dentificacidn o al 1-888-254-
2721, Para abtener ayuda adicional, lame sl Departamento de Seguros de Califomia al 1-800-927-4357 (TTYITDD: 711)

Arahic
TS T T PR~ TP I JPRCYE- U IR - P LTI SO e LC T, JF SR PSP EIC Oty
A-BBE-254-2721 A 0 o g ol Lalall byt Ay e syl 80 e Ly
(TTY/TDD: 711) .1-800-827-4357 bl Ll il 1) fiS 5 ol Jsl s sl e 35l panll

Armenian

Frupguubywljul whdduwp swegpnopodibbip: TEbp wpoy Bup Jbq popgiwbsh Swomgngeodbbbp wewewplyby Swpang Bup
inpeefuangply pls-np gL Rk, ] hanmwpnpbpp Yluepgu 2l huabop b Goopaeplhogpaisp 26 bgdad: Oglinepgnid
wentwkranpn hodhwp quibguohapbp dkg 26 1D papon) o pa o ws b feanowihboniogni uood 1-888-254-272 1 hanfuapni];
Lpwgnighs ogmuppuds kuodop quibqubwopbp S hdnmbionh aopehmwgpmeppat ongaapupnepimb hbnhpag
hbEmupnuuhunimpmy) 1-800-927-4357: (TTY/TDD: 711)

Chinase
SRR RS - (CRE M R AR R - IR RIS A PR ¢ e R L SRR S T B R A 20T - e
v GRIET IO TD AR AN Ek 1 -RAS-254-27 1 1SRRI - TR S faiLh - SREET-800-927-4357 BEERCA Dept. of Insurance
(TTY/TDD: 711)

I:sa'mJl—.' ly aldal daal sy Lidl g0 -dojuig o LIS prjds Sy il g0 .l gLl Olads
31 eSSy gl py sagd Jleyl pLigl iy gllags olad by Jad dlbwl #yy s SLidl shy Lad
1-BEE-254-2731 Gayb §1 Ly ¢ HLS slalld Spl€ 30 pad Swzed ejlad 35,6

agbad g LidpdadlS way splal Ly piliy glefas Sdlaye gl g cdopdy wlad L Ly
(TTY/TDD: T11) . et By o lead 1-B00-927-4357

Hindi
fawr et srar @and) wre g T ST RS §| 99 grede goar aed § AN §0 arane ATt
AT M7 A B o Fe §) Ao & v R e D 1 W gdee @97 9T ar 1-888-254-2721 WX S

w1 ¥#few Az & BT 1-800-927-4357 9T CA dr s wif| &4 (TTY/TDD: 711)

At Blue Crass L and Heath Insursnce Company is an indepandent licenses of tha Blue Crogs Assaciafion. ANTHEM it a nsgistenrsd irademark of
At Irsurance Companies, Ing, The Bue Sross name and symbal are megistened marks. of the Blue Cross Associatan
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Hmang

Tuis Xam Tus Ngi Cow Kev Pab Cumnm Misig Taoog Hom Lus. Koj muaj peeyv owm fau txdis ib s neeg ixhais lus. Koj mua) peeyv swm
tau txais coy ntauh mtawsy myeem ua koy hom lus ma koj oboeg thiab yvuay xa ibco ntaub ntasy sanu va koj hom lous o) eee koj. Txog eau
ke pab, T rau peb s nab npawb xov tooj teey tseg cin nyob rau ntawm ko daim 10 Jos sis 1-BEE=-254:2721, Txog rau kev pab nixiv,
b %o By rana Palb Kas Phaes Lob Chaw U Hagg Lwm CA s xow oo 1-800-827-4357, (TTYTDD: 711)

Japanese

BMEERY—EX, ARY—EAZRTohET. RETLIERTHNEEZESLITR-Y, XS EEH—EALORETT.
FREFBFISICIE. Dh=FIZREREAE-8E, Fh-03 1-388-204-2721 zREBE EZ, EEOEME. AU+ 0Z
FHEEE (1-800-027-4357) ICKBE{ &L, (TTYTDD: 711)

Khmer
winmmarnbeigy oo pegroslpeis geeeiparaannengpege Bedomumgmneaesidsee ldeqaisn auenl pedgeedives melnen st D uryn ghaoe 1=

B88-254-2721. shijegariipamign rpntysigrl CA Dept. of Insurance nmas 1*30&92?43‘5?1I:TT\I"1'TDD' 71 1_:|

K.orean

T2 Mo Mu|x HHME 0|5t = UG UCE TR HOE S2E0 &dE BME WOy = AUSLCH 2 8=
Hioi| 2| D20 73| HE = 18082642721 2 MEEIA A2 CIE S 20| TasL|M 1.800-027-43572 B
CA SMH £2 LML (TTYTDD: 711)

Punjabi
foes foan 5913 € T Aee' IR0 f8a gardv Ugon oo 9 A O @9 0% eRTed YE9 d §E AR o W2 @8 3aEl

T o4 30 39 7 AEE 00| WeR B, WS o wilE Sraw Qud nuhd SEa 7 1-588-254-2721 2 T =) fommrer
HEE BH, HE 3WaZHIZ wiE BSEa0n & 1-800-927-4357 3 a8 &1 (TTY/TDD: 711)

Russian

BACIMATHLIE AMEOBLIE YCNYTH. Bbl MOXMETE MONYYATE VENYTH YOTHOM Mepeaodumka. Bau MoryT NpoYETars JOKYMEHTEL KIK
HANPABWTE HEKOTODKIE M3 HHX HA BALUEM A3pke. [LNA NoNyYeHWs NoMOILM 3E0HATE HAM No TENEDoHY, YEAIZHHOMY HA
BAWEA HOSHTWOHKALWOHHOR KARTE, MM NO Hokepy 1-B8E-254-2T21. [Ns NoNy4eHas JoNoiHETensHoR oMo 2e0MuTe 8
AenapTaMeHT CTRaXoEaHWA WTaTa KanwhopHaa no HoMepy 1-800-827-4357. (TTY/TDD; T11)

Tagalog

Moa Libreng Serbisyo para sa Wika. Maaari kayong Bumuha ng inlerpreder. Maaari ninyong ipabasa ang mga dokumenio at
ipadala ang ilan 58 mga o sa inyo sa wikang ginagamit ninye. Para sa tulong, tawagan kami sa numereng nakalista sa
inyong 1D card o sa 1-B88-254-2721. Para sa higit pang tulong, lawagan ang C& Dept. of Insurance sa 1-800-927-4357,
(TTYTDD: 711)

Thai

TLiflduimmfAmdune vuawsomaldulnseuld

vihawoalvid b fd neanavldv s narun ot wssdafovivu Teotdn e woeviy windaemsaethomda
Tl manuaefzuaguuirnlsddmantuntafhioan 1-888-254-2721 windasn e thowdaiuy
Tuse Insfimauwsun CA Dept. of Insurance fvumay 1-B00-927-4357 (TTY/TDD: 711)

Vielnamease

Cac Dich Vi Natn Mok Mign Phi. Quy vi ¢ thé cd thing dich vign. Quy vj oo thé yau cau doc tai liéu cho quy v nghe va yéu
céu gir mat sb tai liéu bing ngon nglr cda quy vi cho quy vi. BE duwgc try giap, hay gol cho sé duee ghi trén thé 1D cia quy
vi hodc sd 1-888-254-2721. E!Igl dugc giip di thém, hiy ooi cho S& Bao Hidém California (California Depariment of
Insurance) theo s& 1-800-827-4357, (TTY/TDD: 711}

At Blue Crass L and Heath Insursnce Company is an indepandent licenses of tha Blue Crogs Assaciafion. ANTHEM it a nsgistenrsd irademark of
At Irsurance Companies, Ing, The Bue Sross name and symbal are megistened marks. of the Blue Cross Associatan
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities, We don't discriminate, exclude peaple, ar
freat them differently on the basis of race. color, national origin, sex, age or disability. For people with disabilifies, we offer
free alds and services. For people whose primary language isn't English, we offer free language assistance services through
interpretars and olher written languages. Interested in these services? Call the Member Services number on your ID card for
hedp (TTY/TOD: T11), i vou think we faled to offer these services or discriminated based on race, color, national origin, age,
disability, or sax, you can file a complaini, also known as a grievance. You can file a complaint with our Compliance
Coordinator in wriling o Compliance Coordinator, P.O. Box 27407, Mail Drop VAZDDZ-N160, Richmaond, WA 23279, Or you
can file a complaint with the U5 Department of Healih and Human Sarvices, Offica for Civil Righis at 200 Indepandence
Avenue, SW, Room S09F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1012 {TDD: 1- 800-537-7697) or
onling at hitps:tocrportal bhs. goviecr portalfobby. 5. Complaint formes are available at

hittp e N Qoviporipfficefileindex: himi.

At Blue Crass L and Heath Insursnce Company is an indepandent licenses of tha Blue Crogs Assaciafion. ANTHEM it a nsgistenrsd irademark of
At Irsurance Companies, Ing, The Bue Sross name and symbal are megistened marks. of the Blue Cross Associatan
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[ 4
A5 NAVITUS

S|l Insured SChoos of Calilamila
Schoals Helping Schook HEALTH SOLUTIONS

Pharmacy Benefit Schedule
PLAN RX 200DED/10-35

Metwork Caostco Costeo Mavitus
Days' Supphy* 30 a0 30 an 5 i)
Genenc $10 MiA FREE FREE FREE MIA
Brand §35 M, $35 S90 3490 MiA
Specialty MiA A M/ NI, HiA £35
Dut-of-Pocket Maximum 52,500 Individual [ 33,500 Family
Brand/Specialty Deductibla** 3200 Individual | £500 Family

SIEC urges members to use generic drugs when available. If you or vour physician requests the brand name
whean & generic equivalent iz availabla, you will pay the generc copay plus the difference in cost babween the
brand and generic, The difference in cost between the brand and generic will not count toward the Annual
Dut-of-Pocket Maximum. Monies paid in the 4™ quarter (Ociober-December) towards the deductible are
camied over to the next calendar YEar,

*Members may receive up to 30 days andlor up 1o 80 days supply of medication at participating phammacies.
Some narcolic pain and cough medications are not included in the Costco Free Genenc or 90day supply
programs. Mavitus confracts with most independent and chain pharmacies; however, Walgreens is HOT &
parlicipating pharmacy in 1his nalwark.

** Deductibbe only appliss to Brand and Specially drugs. Copays apply only after the brand deduclible is met.

Mail Order Service
The Mail Order Service allows you to receive 3 B0-day supply of mainfenance medications. This program is
part of your phamacy benefit and i VOLUNTARY.

Speclalty Pharmacy

Havitus SpecialtyRx helps members who are taking medications for carain chronic iinessas or complax
dissasas by providing servicas that offer convanience and support. This program is part of your pharmacy
banafil and = MANDATORY.

For information regarding the Prescription Drug Program call or visit on-line:
Mavitus Customer Care 1-B86-333-2757 (toll-free] TTY (toll free) 711 werw.navitus.com

The Mavitus Membear Portal allows you (o access perscnalized pharmacy bensfit information ondine &t
waww navitus. com. For information spacific o your plan, visit tha Mavilus Membar Poral. Acthvate your
account online wsing the Member Login bnk and an activation email will be sent o vou, The site provides
access to prescription benefis, pharmacy locator, drug search, drug interaction information, medication
hislory, and mail order information. Tha sita 5 available 24 hours a day, sevan days a waak.

RX 10-35 200-500 DED Rev. 01/2024


http://www.navitus.com/

http://www.navitus.com/

http://www.navitus.com/


