Your summary of benefits Aﬂ’[hem @

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 80-G $30 Anthem Classic PPO
Your Metwork: 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 Na charge
Mental Health & Substance Use Disorder Services | No charge
Specialist care _ $30 copay per visit deductible does not apply

Costif you use a

Cost if you use an In- Non-Network

Covered Medical Benefits

Metwork Provider Provider
Overall Deductible §500 person / £500 person /
§1,000 family $1,000 family
Overall Qut-of-Pocket Limit | 82,000 person / Mo limit person /
| 34,000 family Mo limit family

The family deductible and out-of-pocket Emit are embedded, meaning the cost shares of one family member will be applied (o
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 out-of-pocket limil. No one member will pay more than the per person deductible or per person
out-of-pocket limit.

All medical deductibles, copayments and coinsurance apply to the out-of-pocket limit.
In-Metwork and Mon-Network deductibles is combined and accumulate toward each other,

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

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

Primary Care (PCP) virlual and office 80 copay per visit for | All billed amounts

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

provider per benefil period. 530 copay per visit for | maximum allowed
wisits 4+, amount*

Mental Health and Substance Use Disorder Services virfual and office | 330 copay per visil All bifled amaunts
deductble does not exceeding the
apply maximum allowed

amount”
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Cost if you use a
Non-Network

Cost if you use an In-

Coverad Medical Benefits

PR STOG Provider
Specialist Care virfual and office _ 530 copay per visil Al bifled amounts
| deductible does not exceeding the
| apply maximum allowed
amount®
Other Practitioner Visits |
Routine Maternity Care (Prenatal and Postnatal Global Care) , 20% coinsurance after | All billed amounts
| deductible is mel excaeding the
maximum allowed
amount*

Retail Health Clinic for routine care and freatment of common finesses; | $30 copay per visit Al billed amounts

usually found in major pharmacies or refail stores, deductible does not exceeding the
apply maximum allowed
amount”
Manipulation Therapy | 20% coinsurance after | Not covered

Pre-authorization revigw by American Specialty Health (ASH) is required | deductible is met
affer the 5th visit of physical, occupational or chiropraclic care.

Acupuncture | 20% coinsurance after | 50% of maximum
Coverage is limiled 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
deductble is mel gxceading the
maximum allowed
amount”™
surgery 20% coinsurance after | All bifled amounts
deductble is met exceading the
maximum allowed
amount*
Preventive care | screenings / immunizations | No charge Not covered C
Preventive Care for Chronic Conditions per IRS guidelines | Mo charge Not covered
!
Diagnostic Services
Lab
Office 20% coinsurance after = Mot covered
deductible is met
Freestanding Lab 20% coinsurance after | Not covered
deductble is met
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Network
Provider

Outpatient Hospstal 20% coinsurance after
deductible is met
X-Ray |
Office | 20% coinsurance after | Not covered
| deductible is met
Freestanding Radwlogy Center | 20% coinsurance after | Not covered
| deductible is met
Outpatient Hospital | 20% coinsurance after | Not covered
| deductible is met
Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Office 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is limited to $800 maximum per fest | deductible is met exceeding the lesser of
the benefit maximum or
maximum allowed
amount*
Freestanding Radiology Center 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is imited to $800 maximum per test | deductble is met exceeding the lesser of
the benefit maximum or
maximum allowed
amount*
Quipatient Hospital 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is limited to $800 maximum perfest | deductible is met exceeding the lesser of
the benafit maximum ar
maxirmum allowed
amount*
E and Urgent Ca
Urgent Care includes doctor services, Addilional charges may apply §30 copay per visil Al bifled amounts
depending on the care provided. ; deductible does not gxceeding the
| apply maximum aliowed
| amount*
I
Emergency Room Facility Services | $100 copay per visit Covered as In-Network
Your copay will be waived if admitted. | and 20% coinsurance
| after deductible is met
Emergency Room Doctor and Other Services | 20% coinsurance after | Covered as In-Network
| deductible is met
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Cost if youuse a
Non-Network

Cost if you use an In-

Coverad Medical Benefits

Network Provider Provider
Ambulance 5100 copay per lrip and | Covered as In-Nebwork
Authorized Non-Network non-emergency ambulance services are limited | 20% coinsurance after
fo an Anthem maximum payment of $50,000 per tnp. | deductible is met
Outpatient Mental Health and Substance Use Disorder Services ata
Facility
Facility Fees 20% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
amount*
Doctor Servicas 20% coinsurance after | All billed amounts
deductble is met exceeding the
maimum allowed
amount”
Outpatient Surgery '
Facility Fees
Hospital | 20% coinsurance after | All billed amounts
senices and supples for ihe folfowing oulpatient surgeries are subject fo | deduchible is met exceeding the
a benefit limit if performed in an oulpatient hospital sefting. The benefit | maximum allowed
limit does not apply if performed in a Freestanding Ambulatory Surgical | amount®
Cender. |
] Arthroscopy imited to $4,500 per procedure
0 Calaract surgery limited to $2,000 per procedure
0 Colonoscopy limited to 31,500 per procedure
] Upper Gl Endoscopy imited fo 31,000 per procedure |
4] Upper GI Endoscopy with biopsy fimited to $1,250 per procedure
Ambulatory Surgical Center | 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is imited 1o $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
Hospital 20% coinsurance after | All billed amounts
deductible is met exceeding the
' maximum allowed
amount®
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Cost if you use an In-

Covered Medical Benefits Network Provider

Costif youuse a
Non-Network
Provider

Hospital (Including Maternity, Mental Health and Substance Use

Disorder Services)
Anthem's maximum payment is up to $600 per day for non-emergency
Inpafient admissions fo non-nefwork providars.

Facility Fees 20% coinsurance after | All billed amounts
deduchble is met exceading the lesser of
the benefit maximum or
maximum allowed
amount*
Hip/Knee/Spine Surgeries
For inpatient services, this benefit is covered only when perdformed ata | 20% coinsurance after | Not Covered
dasignated Blue Distinction Plus Center for Specially Care. Subject fo deductible is mat
utilization review.
Physician and other services including surgeon fees | 20% coinsurance after | All billed amounts
| deductible is met exceeding the
maximum allowed
amount*
Home Health Care | 20% coinsurance after | Al billed amounts
Coverage is imiled to 100 wvisits per benefil period. | deductible is met exceeding the lesser of
Coverage for a Non-Netwovk Provider is limited to $150 maximum per day. | the benefit maximum or
maximum allowed
amount®
Rehabilitation and Habilitation services
Office 20% coinsurance after = Mot covered
Pre-authorization review by American Specially Health (ASH) is required | deductible is met
after the 5 visit of physical, occupational or chiroprachic care.
Outpatient Hospital 20% coinsurance afler Mot covered
deductible is mel
Pulmonary rehabilitation office and cutpatient hospital | 20% coinsurance after Al billed amounts
| deductble is met exceeding the
maximum allowed
| amount”
Cardiac rehabilitation office and oulpatien! hospifal | 20% coinsurance after | Not covered

deductible is met
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Cost if you use a
Non-Network

Cost if you use an In-

Coverad Medical Benefits

MNetwork Provider Bevidar
Dialysis/Hemodialysis office and cutpatient hospital | 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is limited to $350 maximum per visit. deductible is mel exceeding the lesser of
the benefit masimum or
maximum allowed
amount®
Chemo/Radiation Therapy office and oulpatient hospital | 20% coinsurance after | All billed amounts
deductible is mel exceeding the
maximum allowed
amount*
Skilled Nursing Care (facility) | 20% coinsurance after . All billed amounts
Coverage for Inpatient rehabilitation and skilled nursing services is fimited | deductible is met exceeding the lesser of
to 150 days combined per benefit period. Anthem'’s maximum payment is | the benafit maimum or
up to 8600 per day for non-emergency Inpatient admissions to mon- maximum allowed
nefwork providers. amount®
Inpatient Hospice ' No charge All billed amounts
exceading the
maximum allowed
amount”
Durable Medical Equipment 20% coinsurance after | Mot covered
| deduchible is met
Prosthetic Devices 20% coinsurance after | Not covered
deductible is met
Hearing Aids | 20% coinsurance after | All billed amounts
Coverage is limiled to 5700 maximum every 24 months. | deductible is met | exceeding the lesser of
| the benefit maximum or
maximum allowed
amount®
Notes:

* |f you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Qutpatient Facility (e.g.,
Hospital or Ambuldatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility
Services”,

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

= The limis for physical, occcupational, 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.

* Surgery at Ambulatory Surgical Centers and Hemodialysis are limited to $350 per admission for Non-Network
Providers,

* Advanced Diagnostic Imaging is limited to S800 per service for Non-Network Providers.

Coverage includes standard fertility preservation services as a basic healthcare service including but are not imited fo,
injections, cryopreservation and storage for both male and female members when a medically necessary treatment
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may cause iatrogenic infertility. Member cost share faor fertility preservation services is based on provider type and
service rendered.

= The office visit copay is waived for the first three office visits to a Primary Care Physician per benefit period. The copay
waiver applies to the actual office visit and additional cost shares may apply for any olher 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, Intemist, Gynecologist, Obstetnc/Gynecology, Pediatncian and Nurse Practitioner. The office visit
copay will apply to all other provider specialties.

This summary of benefifs is a boef outline of coverage, dasigned to help you with the sefection process. This summary
does not reflect each and every benefit, exclusion and kmitation which may apply to the coverage. For more detals,
wnportant iimilations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
betwaen this summary and the Evidence of Coverage (EQC), the Ewidence of Coverage (EOQC), will pravail,

Aeahiers Blue Crosd by the frade e of See Cioeo of Califoress,. Anibesn Bae Oy amed A nkeem Blue Ceoss L amd Heshb Insarsnee Commipasy ang iulependons
harmsices aif the Muc Ciiis Assocmston. & ANTHEM B o sopeiiiaad iosdeniatk of Riikbom nsorsse Cosapasics, e The P [ mowin quaeie drud nytbel doie regEiicreel
rrigerkes wif the Hlue Cinss | ssnessum.

Questions: (300) B25-5541 or visit us al www.anthem.comica
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Anthem.

Get help in your language Bluctross .
Notice of Language Assistance

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

Mo Cost Language Services. You can get an interpreter, You can get documents read to you and some sent to you in your
language. For help, call us al the number listed on yvour ID card or 1-888-254-2721. For more halp call the CA Depl. of
Insurance at 1-B00-927-4.357. (TTY/TDD: 711)

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 lnglisticos sin costo. Puede tener un inlérprete. Puede solicitar que le lean los documentos y algunos puede
recibirios an su idioma. Para oblener ayuda, ldmenos al nimero gue figura en su tarjela de identificacidn o al 1-B88-254-
2721. Para obtener ayuda adicional, lame al Departamento de Seguros de California al 1-800-827-4357, (TTYTDD: 711)

Arabic
darbeadl le Jpenadl S5l by oo Oy St a0l AR G aa i ARGV B (AL 0 RAl Zhad el
A-BBB-254-2721 p M e g i alall iy et 35Uy e spn pall 8 )1l U fad
(TTYITDD: 711) .1-800-827-4357 A0 o Jpalall id 5 S 5 iy ool 2 3 sBobbaaadl e 3 ju o J pemall

Armenkan

Frurpguiu byl whfdwp Somempnibiibp: Uiy Yupon bhp 2 pupguiobsh somemepyadibbp woeewpljt) Yapnn bbp
inpastfunpby plbe-np JEL b, mg gounwpnpbpp Ylupnu g hedup b aoguplh gpuabp 2Bp Egfad: Oqhnepgou
vinibin hulep quibguhopbp Jbg 26q 1D parpinh dpa bagwd hbnwpmewhoaiopni] ljud 1-888-254-2721 husduspoa):
Lpwgoughs oglm i hudwp qubguibwpbp S hdanbihogh waguhm]wgpmeppob afeopupneggmeh hkabipog
hbrunuwhwdwnm] 1-800-927-4357: (TTY/TDD: 711)

Chinase

PRI AL - RE R RN A - AR L A AR AR ¢ e TR DL T T B A R O - AR RS
» HETIEN [D & EASRRGEt 5 1-888-254- 272 REER T - AW S5k + SREETI-R00-927-4357 BRERCA Dept. of Insurance

(TTY/TDD: T11)

Farsi
gl 13 2wl daal ghy ol gl dpudy o ldd pr s &g Ll 30 - a5 U Olaas
31 oSS adlyys gl oy coad dleyl LIS by GLiags glu) o b dliel fay g aidl phy Lad
1-88B-254-2721 sk 51 Ls g SLSlelid & LS ya sud Swppd splad guk
aalad g Ladpdotls wany splal Ly piiay glgfas adlyys gl o cdapady plad Lo g
(TTY/TDD: T11) .« ey o L3 1-BOO-927-4357

Hindi
e AT AT AT A/ AT T W BSd £ M9 S0 Jed 94 £ AR 0 gEaae e
HTGHT TT A A S wd g1 AdE & AT § M9 ID FE oF FEes A9 o9 47 1-888-254-2721 W Fi9

F1| s Az & BT 1-800-927-4357 9T CA drr e ®fe &3 (TTY/TDD: 711)

Arilisarm Blua Crass Lis and Haath |HEWME¢W iz @ indepanden! licenses of (e Blue Cross Asspsigtion, ANTHEM iz !!‘Hg.i!-lﬂud Eratemsark of
Anibem Irsurance Companies, Inc. The Biue Cress hame and symbo! arm regislensd marks: of the Blue Cross Association.
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Hmang

Teis Xam Tus Ngi Cov Kev Pab Cuam Nisig Toop Hom Lus. o) muaj peey owm too (xais ib s neeg chais les, Koj mung peey owm
tau txais cov ntaub atawy nycem ua koj hom lus rau koj mioog thinb yeav xa ib co ataub ntawy sauw ua kioj hom bus tunj ran koj. Txog rau
kev paby, hu rou peb s nab npawh xov beoj teev tseg cin myob rau miawm koj daim 10 los s15 1-888-254-2721. Txog rau kev pab nixiv,
hu %o tooj rau Pab Kas Phais Lub Chaw Un Houj Lwm CA tus xov o] 1-800-927-4357, (TTYTDD: 711)

Japanese

MHEEREY—ER, fiRY—EA£RFohET. RETIERTHXEERALIT-Y. XWERSH—EALTARTY.
HEERTLIZEZ. DH—FIZEEEAE-#E, £02 1-808-254-2721 IZEBE( 30, TROEFWEIZ. H) 71 0=
FTHEMR (1-800-027-4357) IZEREB (=L (TTYTDD: 711)

Khmer
wenenenrelelay graraeggraslppds gursipasairesdpsgage badosumgugrosesmenes ddeganloy sl peigendiermenls s D s gl 1-
BBE-254-2721y dfjeyatyamipn nunmpeipet CA Depl. of Insurance sews 1-800-827-4357.(TTY/TDD: 711)

Kaorean

£8 ¢of ML WRAE O|BBH = S UCH #5ie HOE SEE0H fdE BME WOrEY += SUSLUCHL =&
Mol IDFENW 7| TR HE T 1.580-254-2TME MBS AIZ OIE E&0| HE &AM 1-800-092T-43572 B
CA BM0| B2 FHA2 (TTYTDD: 711)

Punjabi
foue foaA g @ FF Al 3R B9 g9 ugeny ooy @9 Aee ) 38 397 eREeE U9 | §E AEE o WE 39 39E

T ol 3ovd 39 v Aee O6) WeE B, FE 302 wlldt Srae @ 3 Hetho Aua T 1-888-250-2721 2 98 &) foamrer
wew Bl @ fayaed 2 Wi omha 7§ 1-800-027-4357 2 w8 &3 (TTY/TOD: 711)

Russian

BocnnatHee AXSKOBEE YENYTH. Bl MOmate nonyuMThs YEMyTH yCTHORD Nepenogurka. Bam MoryT NpoudTaTs QOKYMEHTE WKW
HANPABWTE HENOTOPLIE M3 HWX HE BALWEM A3LIKE. [LNA NONYYEHHA NOMOLIW IB0HWTE HAM N0 TENaoHY, YHEIAHHOMY HE
BALEA WOEHTHIDMKALMOHHOR KAPTE, KNK MO HoMepy 1-B88-254-2721. [Ins monyYeHns ononHATENSHOR NOMOWW 380MKTE B
AenapTaMenT CTRaXcRaHWA WTata KanwhbopHwa no vomMepy 1-800-827-4357. (TTY/TDD; T11)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaan kayong Rumnuha ng interpreter. Maaari ninyong ipabasa ang mga dokurmanio at
ipadala ang ilan sa mga ito sa inyo s5a wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numereng nakalista sa
imyong ID card o sa 1-B88-254-2721. Para sa higit pang tulong, tawagan ang GA Dept. of Insurance sa 1-800-927-4357.
(TTYTDD: 711)

Thai

Tufidudmsfiodune vimusaasovatduinosele
viawmnsabidmbddwaenavsldiuiuasanarunatiessdsfovinTreldnewasvi windasnsaetivwia
Tl rnnmeumnmssfiryaguuianlsddsaniuviafwnoay 1-888-254-2721 windeanirruthnvSaiuiu
TusaTnsfiaauusun CA Dept. of Insurance Wwunoway 1-B00-827-4357 (TTY/TDD: 711)

Vieinamese

Céc Dich Vu Nadn Ngir Mign Phi. Quy vi ¢ thé cd thing dich vidn. Quy vi co thé vau ciu doc 1ai lidu cho quy vj nghe va yéu
cdu giri mdt sb tai lfu bing ngdn ngir cha quy vi cho quy vi. B& dugce try gidp, hiy gol cho sé durge ghi trén thé 1D cla guy
v| hodc sé 1-888-254-2721. Dé dugc gidp d& thém, hiy goi cho Sd& Bao Hidm California (California Department of
Insurance) theo sd 1-800-827-4357, (TTY/TOD: 711)

Arilisarm Blus Crass Lits and Haath Inmrm{'.u-mm-.- i |nd-&|:|undu-|1 licensae of s Blue Cross Asspsaation, ANTHEM i !!‘Hg.i!-l.ﬂ‘d Erindemark of
Anibem Irsummnce Companies, Inc. The Blue Cross name and symbo! are regislensd marks of the Blue Cross Associabion
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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 activithes. We don't discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn't English, we offer free language assislance services through
interpreters and other written languages. Interested in these services? Call the Member Senvices number on your 1D card for
help (TTY/TDD: 711). If vou think we failed to offer these services or discriminated based on race, color, national origin, age,
dizsability, or sex, yvou can file a complaini, also known as a grievance. You can file a complaint with our Compliance
Coordinator in wriling lo Compliance Coordinator, P.O. Bex 27401, Mail Drop VAZD02-N160, Richmond, VA 23279, Or you
can file a complaint with the U.S. Department of Health and Human Sarvices, Office for Civil Rights at 200 Independence
Avenue, SW, Room 509F, HHH Bullding; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at hitps:flocrportal. hhs goviocr portaliobby jsf. Complaint forms are available at

Arilisarm Blos Cross Lis snd Haath rnmmﬂu-mmit Mmdﬁpundnﬂ licensae of tse Biug Cross Asspagtion. ANTHEM r!-!!'ﬂg.i!-lm Erindesmark of
Anibem Irsummnce Companies, Inc. The Blue Cross hame and symbol are regislesd marks of the Blue Cross Associalion
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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. 01/2024


http://www.navitus.com/
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