Your summary of benefits Anthem@

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 80-C $20 Anthem Classic PPO
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 $20 copay per visit deductible does not apply

Cost if you use a

Cost if you use an In- Non-Network

Covered Medical Benefits

Network Provider

Provider
Overall Deductible $200 person / $200 person /
$500 family $500 family
Overall Out-of-Pocket Limit $1,000 person / No limit person /
$3,000 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 out-of-pocket limit. 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-Network and Non-Network deductibles are combined and accumulate toward each other; however, In-Network and Non-
Network out-of-pocket limit amounts accumulate separately and do not 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 to select a Primary Care Physician (PCP).

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

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

provider per benefit period. $20 copay per visit for | maximum allowed
visits 4+. amount*

CA/LG/80-C $20 Anthem Classic PPO/04FX/10-01-2024
Page 1 of 11



Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Mental Health and Substance Use Disorder Services virtual and office

Specialist Care virtual and office

$20 copay per visit
deductible does not
apply

$20 copay per visit
deductible does not
apply

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount®

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal Global Care)

Retail Health Clinic for routine care and treatment of common illnesses;
usually found in major pharmacies or retail stores.

Manipulation Therapy
Pre-authorization review by American Specialty Health (ASH) is required
after the 5 visit of physical, occupational or chiropractic care.

Acupuncture
Coverage is limited to 12 visits per benefit period.

20% coinsurance after
deductible is met

$20 copay per visit
deductible does not

apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount®

Not covered

50% of maximum
allowed amount*

Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office.

Surgery

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Not covered

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount®

Preventive care / screenings / immunizations

No charge

Not covered

Page 2 of 11




Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Preventive Care for Chronic Conditions per IRS guidelines

No charge

Not covered

Diagnostic Services
Lab

Office

Freestanding Lab

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Not covered

Not covered

Outpatient Hospital 20% coinsurance after | Not covered
deductible is met

X-Ray

Office 20% coinsurance after | Not covered

Freestanding Radiology Center

Outpatient Hospital

deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Not covered

Not covered

Advanced Diagnostic Imaging for example: MRI, PET, and CAT scans

Office
Coverage for a Non-Network Provider is limited to $800 maximum per test

Freestanding Radiology Center
Coverage for a Non-Network Provider is limited to $800 maximum per test

Outpatient Hospital
Coverage for a Non-Network Provider is limited to $800 maximum per test.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply
depending on the care provided.

$20 copay per visit
deductible does not
apply

All billed amounts
exceeding the
maximum allowed
amount®
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

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

Emergency Room Doctor and Other Services

Ambulance
Authorized Non-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip.

$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

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees

Doctor Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount®

Outpatient Surgery
Facility Fees

Hospital

Services and supplies for the following outpatient surgeries are subject to
a benefit limit if performed in an outpatient hospital setting. The benefit
limit does not apply if performed in a Freestanding Ambulatory Surgical
Center.

0 Arthroscopy limited to $4,500 per procedure

0 Cataract surgery limited to $2,000 per procedure

0 Colonoscopy limited to $1,500 per procedure

0 Upper GI Endoscopy limited to $1,000 per procedure

0 Upper 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.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

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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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Physician and other services including surgeon fees
Hospital

20% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount*

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

Anthem’s maximum payment is up to $600 per day for non-emergency
Inpatient admissions to non-network providers.

Facility Fees

Hip/Knee/Spine Surgeries

For inpatient services, this benefit is covered only when performed at a
designated Blue Distinction Plus Center for Specialty Care. Subject to
utilization review.

Physician and other services including surgeon fees.

20% coinsurance after
deductible is met

20% coinsurance after
medical deductible is
met.

20% coinsurance after
deductible is met

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

Not Covered

All billed amounts
exceeding the
maximum allowed
amount*

Home Health Care
Coverage is limited to 100 visits per benefit period.
Coverage for a Non-Network Provider is limited to $150 maximum per day.

20% coinsurance after
deductible is met

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

Rehabilitation and Habilitation services

Office
Pre-authorization review by American Specialty Health (ASH) is required
after the 5 visit of physical, occupational or chiropractic care.

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Not covered

Not covered

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

All billed amounts
exceeding the
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

maximum allowed
amount*

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

Not covered

Dialysis/Hemodialysis office and outpatient hospital
Coverage for a Non-Network Provider is limited to $350 maximum per visit.

20% coinsurance after
deductible is met

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

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount*

Skilled Nursing Care (facility)

Coverage for Inpatient rehabilitation and skilled nursing services is limited
to 150 days combined per benefit period. Coverage for a Non-Network
Provider is limited to $600 maximum per day.

20% coinsurance after
deductible is met

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

Inpatient Hospice

No charge

All billed amounts
exceeding the
maximum allowed
amount®

Durable Medical Equipment

20% coinsurance after
deductible is met

Not covered

Prosthetic Devices

20% coinsurance after
deductible is met

Not covered

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

20% coinsurance after
deductible is met

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

Notes:

e If 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 Services will be paid under “Outpatient Facility

Services”.

o Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your

Certificate of Coverage for details.

e 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 Health and Substance Use Disorder benefit.
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Your summary of benefits Anthem &
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Anthem. R

Get help in your language BlueCross
Notice of Language Assistance

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 to you and some sent to 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 at 1-800-927-4357. (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 linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, llamenos al numero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic
Baclied) o (Jgemall lialy Lemay Jus i ()5 Claiiedd) mey 1 T 58 0 AlUa ) Gl€ 0y g aa gl Allaiu) 0y (JiEe 50 dall) CHladd i o4y
1-888-254-2721 a8 1 o o ¢l Lalall oy pil) AUy e 39 gall a8 301 o Uy ol
(TTY/TDD: 711) .1-800-927-4357 A8 )il e Oalall L 5 58018 5 jlaly Juai¥l o i cbaebusall (1o 3y 30 o J gl
Armenian

Pupguuiywlut wudfwup swnwympnibttpn: Ukup Jupnn Gup Qtq pupguuish Swnwnipmniiubp wnwewnpll) Yupnn tup
wnpwdwnnl) htg-np UkYht, nd hwunwpnptpp jiuppu Qtq hwdwp b Yniquplh gpubp 2knp 1Eqyny: Oqunipinih
unnwbwnt hudwp quiuquhwpbp dkq 2kq ID pupunh ypu tpdus hinwimuwhwdwpny jud 1-888-254-2721 hwdwpny:
Lpwgnighs ogunipjut hwdwp quuquhwupbp Ywih$nnuhugh wywhnjugpnipjub twppwpwpnipniy hbnbyuyg
htpwnuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

%gﬁg_&?ﬁﬁi& TREER RENES - Wﬁﬁgﬁﬁ?ﬂuwﬂﬁ%_ﬁi@ﬁﬂ’\]ﬁ{ﬁblﬁﬁ HRESERS UERHIRE S 1 BRI ER S - WFEHEN
» FBIETIRAY ID K _EAUSRREEE 1-888-254-272 L R 4& 30 » 2NFEE L1580 » T?*?Tl 800-927-4357 Bt4&CA Dept. of Insurance °
(TTY/TDD. 711)

lfsa'r_s)l—: by sbhhwl waelemy waslhgSon uopfSy oo ldd papfe S LSl pSe0 - Sl gLE2l) oleus
S eSas sl sl g w0l Jlwyl Ul by L0 Glo) 4o a5 sliwl 3 5wl gy Lad
1-888-254-2721 io,b 31 Lo g Uu‘_s__:l_m_._& SyLlS Ho odd owyged oylad Fogb

oolad 4o Lo, ILS day o)lol Ly iy sleSas adlayys ¢l o cagpaf wlas Lo Ly
(TTY/TDD:711) . a8y wlaes 1-800-927-4357

Hindi

faretr wmere 1 19T [aTd| 3T GIIRAT IIod F Hehd E1 HT SFAES UdT TR § HX FO GEAES HTH
ITTHr STST H S ST Hovdd &1 AGE & oI, §H 39+ D HF R FAag 7R 9T IT 1-888-254-2721 T Hied
FY| 3% FAgg & T 1-800-927-4357 4T CA Ft#AT TFsImer Fiepter &I (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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