Your summary of benefits Aﬂ’[hem @

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 80-M $40 Anthem Classic PPO
Your Network: Select 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 : $40 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 §3,000 person / $3,000 person |
§6,000 family $6,000 family
Overall Out-of-Pocket Limit | $4 000 person [ Mo limit person /
| §8,000 family No limit family

The family deductible and out-of-pocket lmit 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 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 are 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 fo selecf @ Primary Care Physician (PCP).

Primary Care (PCP) wirtval and office 50 copay per visitfor | All billed amounts

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

provider per benefit period 840 copay per visitfor | maximum allowed
visits 4+ amount*

Mental Health and Substance Use Disorder Services virfual and office | 540 copay per visit All billed amounts
deductible does not exceeding the
apply maximum allowed

amount®

CA/LG/B0-M 540 Anthem Classic PPO/SLPO/ 1000 -2024
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Coverad Medical Benefits

Cost if you use an In-

Metwaork Provider

Cost if you use a
Non-Network
Provider

Specialist Care virfual and office

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal Global Care)

Retail Health Clinic for routing care and treatment of comman Wlnesses;
usually found in major pharmacies or refail stores.

Manipulation Therapy
Pre-authorization review by Amerncan Specialty Health (ASH) is required
affer the 5th visit of physical, occupational or chiropraclic care.

Acupuncture
Coverage is limiled to 12 visits per benefit period.

Other Services in an Office
Allergy Testing

Prescription Drugs Dispensed in the office

Surgery

Preventive care | screenings | immunizations
Preventive Care for Chronic Conditions per RS guidsiines

Diagnostic Services
Lab

Office

Freestanding Lab

| Mocharge

| $40 copay per visit
deductible does not
apply

|

| 20% coinsurance after
| deductible is mel

|

| $40 copay per visit
| deductible does not
| apply

| 20% coinsurance after
i deductible is met

| 20% coinsurance after
| deductible is met

20% coinsurance after
deductible is met

20% eqinsurance afler
deductible is met

20% coinsurance after
deductible is meat

| No charge

20% coinsurance after
deductible is mel

20% coinsurance after
| deductble is met

All bifled amounts
exceeding the
maximum allowed

amount®

All bifled amounts
excaeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount”

Not covered

80% of maximum
allowed amount’

Mot covered

All billed amounts
gxceading the
maximum allowed
amount”

All billed amaounts
exceeding the
maximum allowed
amount*

| Not covered

Not covered

Mot covered

Mot covered
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Coverad Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Outpatient Hospital 20% coinsurance afler
deductible is met
X-Ray
Office | 20% coinsurance after | Not covered
| deductible is met
Freestanding Radiology Center i 20% coinsurance after | Not coverad
| 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 & Non-Network Provider is limited to $800 maximum per lest | deductible is met exceeding the lesser of
the benefit maximum or
maximum allowed
amount*
Freestanding Radiology Center 20% coinsurance after | All billed amounts
Covarage for a Non-Network Provider is limited to $800 maximum per fest | deductible is met exceeding the lesser of
' the benaefit madmum or
maximum allowed
amount*
Qutpatient Hospital | 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is imited to $800 maximum per lest | deductible is met exceeding the lesser of
the benefit maximum or
maximum allowed
amount®
Eme and Urgent Care |
Urgent Care includes doctor services. Addifional charges may apply | 840 copay per visit All billed amounts
dapending on the care provided. | deductible does not exceeding the
| apply maximum allowed
| amount*
Emergency Room Facility Services . $100 copay per visit Covered as In-Network
Your copay will be walved if admifted. i and 20% coinsurance
| after deductible is met
Emergency Room Doctor and Other Services i 20% coinsurance after | Covered as In-Network
; deductible is met
Ambulance | §100 copay per trip and | Covered as In-Network
Authorized Non-Network non-emergency ambulance services are limited | 20% coinsurance after
| deductible is met

to an Anthem maximum payment of $50,000 per inp.
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Network
Provider

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees

Doctor Services

Facility Fees

Hospital

Services and supplies for the following oufpatient surgeries are subject fo
a benefit imit if performed in an owlpatient hospital sefting. The beneiit
limit does nof apply if performed in a Freesfanding Ambutatory Surgical
Cenler.

o Arthroscopy limited to $4,500 per procedure

] Cataract surgery himifed to §2,000 per procedure

o Colonoscopy limited fo §1,500 per procedure

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

0 Uppsr GI Endoscopy with biopsy limited to $1,250 per procedure

Ambulatory Surgical Center
Coverage for a Non-Network Provider is limited to $350 maximum per day.

Physician and other services including surgeon fees
Hospital

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services|

Anthem's maximum payment is up fo $600 per day for non-emergency
Inpafient admissions fo non-nefwork providers.

Facility Fees

| 209% coinsurance after
| deductible is met

. 20% coinsurance after

| deductible is met

i 208% coinsurance after
| deductible is met

[ 20% coinsurance affer
deductible is met

| 20% coinsurance after

I deductible is met

20% coinsurance after
deduchbla is met

All bifled amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed

amouni®

Al billed amounts
exceading the
maximum allowed
amount*

All billed amounts
exceeding the lesser of
the benefit maximum ar
maximum allowed
amount*

All billed amounts
exceeding the
maximum allowed

amount®

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount*
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Cost if youuse a
Non-Network
Provider

Cost if you use an In-

Coverad Medical Benefits Metwork Provider

Hip/Knee/Spine Surgeries 20% coinsurance after | Not covered
For inpatient services, this benefit is coverad only when performed al a deductible is met
designated Biue Distinction Plus Center for Specially Care. Subject to

utilization review.
Physician and other services including surgeon faes 20% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
amount*
Home Health Care i 20% coinsurance after | All billed amounts
Caoverage is imiled to 100 wvisits per benefit period. deductible is met exceeding the lesser of
Coverage for a Non-Network Provider is limited to $150 maximum per day | the benefit maxamum or
maximum allowed
| amount
Rehabilitation and Habilitation services
Office 20% coinsurance after | Not covered

Pre-authorzafion review by Amencan Specialty Health (ASH) is required | deductible is met
after the Sth visit of physical, occupational or chiropractic care.

Qutpatient Hospital 20% coinsurance after | Not covered
deductible is met
Pulmonary rehabilitation office and outpatient hospital | 20% coinsurance after | All billed amounts
| deductible is mel exceeding the
maximum allowed
. amount*
Cardiac rehabilitation office and oulpatien! hospital | 20% coinsurance after | Mot covered
deduchble is met
Dialysis/Hemodialysis office and outpafient hospifal | 20% coinsurance after | All bifled amounts
Coverage for a Non-Network Provider is limited to $350 maximum per wisit. | deductible is met exceeding the lesser of
the benefit maximum or
maximum allowed
amount*
Chemo/Radiation Therapy office and oufpatient hospital 20% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
a:munl*
Skilled Mursing Care (facility) | 20% coinsurance afler MI bifled amounts
Coverage for Inpatient rehabilitation and skiled nursing services is limited | deductible is met exceeding the lesser of
lo 150 days combined per benefil parfod. | the benafit masximum or
Coverage for a Non-Network Provider is fimited to S800 maximum per day. | maximum allowed

| amount®
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Cost if you use a
Non-Network

Costif you use an In-

Coverad Medical Benefits Network Provider

Provider
Inpatient Hospice Mo charge All billed amounts
exceeding the
maximum allowed
amount®
Durable Medical Equipment | 20% coinsurance after | Not covered
| deductible is met
Prosthetic Devices | 20% coinsurance afler | Not covered
deductble is met
Hearing Aids | 20% coinsurance after | All biled amounts
Coverage is limited to $700 maximum every 24 Months. deductible is met exceeding the lesser of
the benefit maximum or
maximum allowed
amount*
Notes:

= [fyou 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 Services will be paid under “Outpatient Facility
Services”.

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

* The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part
of the Mental Haalth and Substance Use Disorder benefit.

= Surgery at Ambulatory Surgical Centers and Hemodialysis are limited to $350 per admission for Non-Netwaork
Providers.

Advanced Diagnostic Imaging is limited to $800 per service for Non-Network Providers.

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

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

This summary of benefifs is a bref outline of coverage, dasigned to help you with the selection process. This summary

does not reflect each and every benefit, exclusion and limitation which may apply fo the coverage. For more details,

important imifations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between ihis summary and the Evidence of Coverage (EQC), the Ewdence of Coverage (EQC), will prevail,
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Questons: (800) B25-5541 or visit us at www.anthem.com/ca
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Lu::gmlgu Access Services:

Get help in your language

Curious o know whar all this says? We would be too, Here's the English version:
If you have any guestions about this document, you have the night to get !w]p and information in your language ot no

cost. To talk o an interpreter, call (B00) B25-5541

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.

(TTY/TDD: 711)

oAl Wi e el i el g hasldl e geant) dll agd st b 2l S ) g ald S 1 1A a) Arabic
. (RO} 825-5541 o
Armenian (huykpbl). Gpb wiu hwunmwpnph hbn uoogwd hopgbp mbbp, goup hpundodp mukp

whifdwp vuobiw) oginepoh b wibnEljpundnepimds Akp (Egdn: Pruopgdwlsh bbn juno ko hudap
quibqubwpkp hbwnbyu hmopnuwhadwpny (800) 825-5541:

Chinese(TP3) © MALERA ST (RO REM] - (09 RO H CETas o e W T R RO Al - A0PEE A% B ah
&% * SECAL(BO0) B25-5541,

b Gadey 1) Saf j oledbl 45 Lugls P 3o gl sdupla Lie ol Gl i AV3e A5 S3se ja i (e L) Farsi
(B0() 825-5541 ipbad Lo o dLAE pogis &) Ly o508 o) py L ad € adlyys liggale Gloj 4o ol 4iyie
«dgyady plad

French (Frangais) : 5i vous avez des questons sur ce document, vous avez la possibilité d'accéder granurement i ces
informatons et @ une aide dans votre langue. Pour parler & un interprete, appelez le (B00) 825-5541.

Haitian Creole (Kreyvol Avisyen): 51 ou gen nenpdt kesvon sou dokiman sa a, ou gen dwa pou peenn ed ak
enfomasyon nan lang ou hrra.ris, Pou pale ak yon cnn',"pré:, rele (BOKT) 825-5541,

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il dirito di ricevere assistenza ¢

informazioni nella sua hingua senza alcun costo aggmunovo. Per parlare con un interprete, chiami il numero (800) 825-
3541,

Japanese (B &5y XEBC TR TEAE matfE N, BELLARELOSHTEN TIREFTHHRR
ERaEFINEOEY. BIREEETICE. ®00) 8255541 [CRWEEEAL.

Korcan (B20{): 2 EAM 0| Cisf ojE B BojArgoletz UE EF, AstoAE Fst7t A8 sle RUE
FREE S EEE ¥E A 7 AU CH AL O[0F7 |5t H(gnn) 825-5541 2 B2IBHH AL,

Navajo (Diné): Dii naaltsoos biki'igii hhgo bina'idibkidgo nd bohénéedzi doé bee ahodt'i' t'ad ni nizaad k'ehi bee nil
hodoonih t"dadco bidh ilinigdd. Ata’ halne'igii b' bich'{" hadeesdzih ninizinge koj' hodiilafh (300) 825-5541,
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Language Access Services:

Polish (polski): W prevpadku jakichkolwick pytan zwigzanveh 2 niniejszym dokumentem masz prawo do bexplatnego
uzyskania pomocy oraz informacii w swoim jgzvke. Aby porozmawiac 2 tlumaczem, zadzwori pod numer: (BI4) 825-
5541.

Punjabi (W) & 3072 few evevde 72 39 mere OF 09 Ot 30@ S% was i wudt e il wee wE et
Y3 F9% T mitars g 9 ffe eaHiE os e 5w B, (A00) 625-5541 Famad

Russian (Pyccsaui): ecam 7 Bac ecTs sasate-An0o BONPOCH B OTHOIICHINT AJHHOIC AOKTMCHTY, Bl HMECTC Ipaso B
mmmmmnm@npmmmmmt ‘Ir&wmmtmn&puﬂ;mﬂu,
EoIBoHITE 00 Tea (BN 825-53541.

Spanish (Espafiol): 5i tiene preguntas acerca de este documento, tiene derecho a recibir avada e informacion en su
idipma, sin costos, Para hablar con un inr&rpn:rc, llame al (BO0) B25-5541.

Tagalog (Tagalog): kung mayroon kang anumang karanungan mungkol sa dokumentong ito, may karapatan kang
huming ng tulong at mpormasyon sa vong wika nang walang bavad. Makipag-usap sa isang tagapagpalivanag,
tawagan ang (BO0) 825-5541.

Vietnamese ['l'léng Vigt): MNéu qu1. Vi CO byt ki rhic miic nio v ti ligu niy, quv vi co qu'uén nhin siF g giap vi
théng tin Hinj, ngin nglt ela quy vi hodn 1oin Pt phi. B¢ trao dbi vl mor thang dich vién, hiy goi (B00) 825-5541,

It's important we treat you fairly
That's why we follow federal civil nghts laws in our health programs and activides, We don't disciminate, exclude
people, or treat them differently on the basis of race, color, national ongin, 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
assistance services through interpreters and other written languages. Interested in these services? Call the Member
Services number on your 1D card for help (TTY /TDD: T11). If you think we failed to offer these services or
discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as a
grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, B.O.
Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279, Or vou can file s complaint with the US, Depantment
of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201 or by calling 1-8K1-368-101%9 (TDD: 1- 8-337-7697} or online ar
h_lr_;p_;t __{EMQ_LhMﬂ__'ﬁ(mtm -'_Lﬂ_ﬂm_»;,__” Complaint forms are available ar

b e/
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) SISC 2 NAVITUS

Tell indzieEd Sehends of Calllomia
il HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 9-35
| [CE T |
MNeabwork Costco Coslco Mavitus

Days' Supply® 30 a0 30 a0 a0 30
Generic 89 BIA FREE FREE FREE MIA
Brand 335 MiA 335 580 390 MNUA
Specialty NiA NiA MNA MNIA /A 535
Qut-of-Pocket Maximum 32,500 Individual / 33,500 Family

SI3C urges members to use genenc drugs when avallable, If you or vour physician requests the brand name
when a genernc equivalent is available, you will pay the generic copay plus the difference in cost between the
brand and generc. The difference in cost between the brand and generic will ol count toward the Annual
Cut-of-Pocket Maximum.

*Members may receive up lo a 30-day and/or up ko a 30-day supply of medication at parlicipating pharmacies.
Some narcolic pain and cough medicalions are nol included in the Costco Free Genarc or 90-day supply
programs, Mavitus contracts with most independent and chain phamacies; however, Walgreans is NOT a
participating pharmacy in this network.

Mail Order Service
The Mail Order Service allows you to recesve a 80-day supply of maintenance medications. This program is
part of your pharmacy benefit and is VOLUNTARY.

Specialty Pharmacy

Mavitus SpecialtyRx helps members who are taking medications for certain chronic linesses or complex
diseases by providing services that offer convenience and support, This program is part of your pharmacy
benafit and is MANDATORY.

For infarmation regarding the Prescription Drug Program call or visit on-line;
Mavitus Customer Care 1-B66-333-2757 (toll-free) TTY {toll frea) 711 www.navitus.com

The Mavitus Member Poral allows you lo access personalized pharmacy benefit information onfine at
www.navitus.com. For mformation specific to your plan, visit the NMavitus Member Poral. Activale your
account online using the Member Login link and an actvation email will be sent 1o you. The sie provides
access o prescription benefits, pharmacy kocator, drug search, drug interaction information, medication
higtory, and mail order information. The site is available 24 hours a day, seven days a week,
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