Your summary of benefits Anthem

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 100-G $20 Anthem Classic PPO
Your Network: Prudent Buyer PPO

Cost if you use a
Non-Network

Cost if you use an In-

Covered Medical Benefits NetWaik Providar

Provider
Overall Deductible $500 person / $1,000 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.

Your copays, coinsurance and deductible count toward your out-of-pocket limit(s).

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).

Medical Chats and Virtual Visits for Primary Care from our Online Provider K Health, through its affiliated Provider groups
are covered at No Charge.

Virtual Visits from online provider LiveHealth Online for urgent/acute medical and mental health and substance abuse
disorder care via www.livehealthonline.com are covered at No charge; and $20 copay per visit medical deductible does not
apply for covered Specialist Care.

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 (See footnote 1) $20 copay per visit for | maximum allowed
visits 4+. amount.
(See footnote 1) (See footnote 2)

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees 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.

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
CA/LG/SISC (Self Insured Schools of California): 100-G $20 Anthem Classic PPO//10-01-2023
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Mental Health and Substance Abuse Disorder Care virtual and office

Specialist Care virtual and office

Other Practitioner Visits

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 5t visit).

Acupuncture
Coverage is limited to 12 visits per benefit period.

$20 copay per visit
deductible does not
apply

$20 copay per visit
deductible does not
apply

0% coinsurance after
deductible is met

$20 copay per visit
deductible does not
apply

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

Not covered

50% of maximum
allowed amount
(See footnote 2)

Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office

Surgery

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

Not covered

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

Preventive care / screenings / immunizations

No charge

Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Preventive Care for Chronic Conditions per IRS guidelines No charge Not covered

Diagnostic Services

Lab

Office 0% coinsurance after Not covered
deductible is met

Freestanding Lab 0% coinsurance after Not covered
deductible is met

Outpatient Hospital 0% coinsurance after | Not covered
deductible is met

X-Ray

Office 0% coinsurance after | Not covered
deductible is met

Freestanding Radiology Center 0% coinsurance after | Not covered
deductible is met

Outpatient Hospital 0% coinsurance after | Not covered

deductible is met

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

Office
Coverage for a Non-Network Provider is limited to $800 maximum per test.
(See footnote 3)

Freestanding Radiology Center
Coverage for a Non-Network Provider is limited to $800 maximum per test.
(See footnote 3)

Outpatient Hospital
Coverage for a Non-Network Provider is limited to $800 maximum per test.
(See footnote 3)

Emergency and Urgent Care

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

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

$20 copay per visit
deductible does not
apply

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

(See footnote 2 and 3)

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

(See footnote 2 and 3)

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

(See footnote 2 and 3)

All billed amounts
exceeding the
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Emergency Room Facility Services
Copay waived if admitted.

Emergency Room Doctor and Other Services

Ambulance

$100 copay per visit
and then 0%
coinsurance after
deductible is met

0% coinsurance after
deductible is met

$100 copay per trip and
0% coinsurance after
deductible is met

maximum allowed
amount.
(See footnote 2)

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Abuse Disorder Care at a
Facility
Facility Fees

Doctor Services

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.
(See footnote 3)

0% coinsurance after
deductible is met

0% coinsurance after

deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Doctor and Other Services
Hospital

0% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

Hospital (Including Maternity, Mental Health and Substance Abuse
Disorder)

Coverage is limited to $600 benefit maximum per day for non-emergency
admission at a non-network provider. (See footnote 3)

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.

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.
(See footnote 3)

0% coinsurance after
deductible is met

0% coinsurance after
medical deductible is
met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

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

(See footnote 2 and 3)

Not Covered

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

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

(See footnote 2 and 3)
Rehabilitation services
Office 0% coinsurance after | Not covered
Pre-authorization review by American Specialty Health (ASH) is required | deductible is met
after the 5% visit).
Outpatient Hospital 0% coinsurance after | Not covered

Pulmonary rehabilitation office and outpatient hospital

deductible is met

0% 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

Cost if you use a
Non-Network
Provider

maximum allowed
amount.
(See footnote 2)

Cardiac rehabilitation office and outpatient hospital
Coverage is limited to 36 visits per benefit period

Dialysis/Hemodialysis office and outpatient hospital
Coverage for a Non-Network Provider is limited to $350 maximum per visit.
(See footnote 3)

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

Not covered

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2 and 3)

Chemo/Radiation Therapy office and outpatient hospital

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. (See footnote 3)

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2 and 3)

Inpatient Hospice No charge All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

Durable Medical Equipment 0% coinsurance after Not covered

deductible is met

Prosthetic Devices 0% coinsurance after Not covered

Hearing Aids
Coverage is limited to $700 maximum every 24 months. (See footnote 3)

deductible is met

0% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2 and 3)

Footnote 1: The office visit copay is waived for the first three office visits to a primary care provider 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.e., X-ray, lab, surgery), after any applicable deductible. Primary care providers are defined as General and Family
Practitioners, Internists, Gynecologists, Obstetrics/Gynecology, Pediatricians and Nurse Practitioners. The office visit copay

will apply to all other provider specialties.
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Footnote 2: When using Non-Network PPO Providers, members are responsible for any difference between the maximum
allowed amount and actual charges, as well as any deductible & percentage copay.

Footnote 3: The plan may pay for the following services and supplies up to the maximum number of days or visits and/or dollar
maximum shown. When using non-network providers, the plan will pay the lesser of the benefit maximum or the maximum
allowed amount. If the maximum allowed amount is less than the listed benefit maximum, the plan will not exceed the
maximum allowed amount. Likewise, if the listed benefit maximum is less than the maximum allowed amount, the plan will not
exceed the listed benefit maximum.

Notes:

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”.

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

Outpatient Facility tests and treatments are limited to $350 per admission for Non-Network Providers. Includes:
Surgery at Ambulatory Surgical Centers and Hemodialysis.

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

Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited 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 representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.
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Your summary of benefits Anthem %
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. Anthem U’V
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 linglisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldamenos al nimero 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
bl o Jgaanll il lemay Jua pi Oy ohiteadl ey ol 8 o AUl i€y an jia Blatu) GbiSay W 50 Galll Clads. apas oy
1-888-254-2721 1 (e 5f ol Lalall iy paall Biay o 353 gall o1 o Uy Josl
(TTY/TDD: 711) .1-800-927-4357 a8l o (jaalill L 58S 5 5laly Juai¥l o i bl (o 33 3e lo J sl

Armenian

Frupquubymljub winjdwp swnwnipnibutp: Ukbp Jupnn Bup 2kq pupguuibish swnuynipmiikp wewgwnpll) Ywpnn khp
wnpudwnnpk) hg-np dkht, ny thwunwpnpbpp Yupgu kg hudwp b niqupyh gpubtp 2tp Eqyny: Ogunipnit
unwbwnt hudwp quiquhwptp Ukq 2kq ID pupinh Jpu tipdws hknwpinuwhwdwpny jud 1-888-254-2721 hwdlwpny:
Lpugnighs ogiimipjult hwlwp quiquhwpkp Yuh$netthugh wywhnjugpnmpyjut twwpupnipinit hnbyayg
htrwunuwhunfwpny' 1-800-927-4357: (TTY/TDD: 711)

Chinese

%Em BTG - THEE SR ENEES - CREESIDEHEESEENSUEANE - IS LURAEE ST S0l 32H: - e
A TR0 1D R L ARSI 1-888-254-2T2 1 BEAR TR AT - MNFEE 2 4i8h » 35155471-800-927-4357 Hi4&CA Dept. of Insurance

(T'TY;‘TDD: 711)

za'ril—.' 1o bl Wl sy LSl 3500~ S a Lid papde SO sl a3 L Sy gLl ) oleas
31 eSS aloys ol g Lok Jlwyl gLl o OL3osd Ola) 49 oS oLkl (Faoy g Wil gy Lad
1-888-254-2721 auub 1 Ly 5 olislaldd osLs 55 dud cused sylad dpb

oylad 40 Loy aa LS aany oylol Lo pidesy slegSas adloyy ¢l 3 %y wlas Lo Ly
(TTY/TDD:711) . uy &y wlas 1-800-927-4357

Hindi

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.

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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foemr amre B e QaTC| T geRAT Wred X Fehd §1 AT GEAES UgAT Hhd ¢ HR FT qraEe A9
MY AT H AT ST Fh €1 Aag & AT, g 39 1D F1E W FElaE FdaR W AT 1-888-254-2721 W Hi
| 3HO% Agg F T 1-800-927-4357 WX CA i fasmar ®rmier {1 (TTY/TDD: 711)

Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

MHERY—ER, BIRY—ERZRITONET, RETIHEBETXELHA LY., XBEEIY—EXLTARTYT,
XBERITBICIK, IDh—FICRBESAEBES. =13 1-888-254-2721 I2HBE &L, XIBOHMIZ. YT+
7 MRIZR (1-800-927-4357) I1ZHBEEL &Ly, (TTY/TDD: 711)

Khmer
hmanafnigs grnaegamrunipnnt grinodpmnennnagenn Endtnanegnhmnannsgny dfjegaigm yunn griguaidismsueiiunenmelidie) ID g yfsee 1-

888-254-27214 lifeguiiguigs npunmyidigse CA Dept. of Insurance nus 1-800-92?-4357%(TTY1’TDD 71 1)

Korean

FE Q0] MH|A HYALE 0|8B5IA 5= UELICE oo A2 %S0 2 El 2AE HOlEA £ USLICL E28
LOA2H ID 720 7| Xl S = 1-888-254-27212 T3}SI4A|Q. CHE = 20| R SIA|H 1-800-927-43572 8l
CA £ M0 &2 FHA|2. (TTY/TDD: 711)

Punjabi
fuerst fos &913 @ 377 ATl 3R g3 Ugo cond 99 Fae J1 38 3Ug THIRH UIY § B AaE I W3 g% 3T

g 39 3T 37 A HelE Ia5| HET BY, IS I3 Wl 93 € 3 Heisy 99 A 1-888-254-2721 3 IS FJ| farmirer
Hee 38, Hie figurgen ¢ We fisid | § 1-800-927-4357 3 &% &31 (TTY/TDD: 711)

Russian

BecnnatHble A3biKoBble yCnyri. Bel MoXeTe nony4uTs ycnyru yCTHOro NepesoAYvka. Bam MoryT npountaTh AOKYMEHTbI Un
HanpaBuTL HEKOTOPbIE W3 HUX Ha Ballem A3bike. [N nony4YeHWs NOMOLLM 3BOHUTE HaM No TenedoHy, ykasaHHOMY Ha
Balen naeHTuUKaLMOHHON kapTe, unu no Homepy 1-888-254-2721. [ina nonyyeHus AONONHUTENBHOW NOMOLLYU 3BOHUTE B
[enaptameHT cTpaxosaHua wrara KanudopHus no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

NiflddmsidmAuaiz vinusansaraldudansanle
vilugusanalildmihdamanastavihulsuazianssuvatroazaedovinulaaldnmuasvinu mnaasMsauhunia
TsaTnsuusauminaaafssyaguuiasdszinduasvinuviadivanaay 1-888-254-2721 windasnsanuhsmdaiuby
Tsainsdiaauunun CA Dept. of Insurance Aivsnaiau 1-800-927-4357 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Assaciation. 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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Vietnamese

Céac Dich Vu Ngdn Ngir Mién Phi. Quy vi c6 thé c6 théng dich vién. Quy vij cé thé yéu ciu doc tai lidu cho quy vi nghe va yéu
cu gtri mot sb tai liéu bang ngfm ngtr clia quy vi cho quy vi. Dé dwoc trg gitp, hdy goi cho sb dwoc ghi trén thé ID ctia quy
vi hodc sb 1-888-254-2721. Bé dugc gitp d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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 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 assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). 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, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with 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 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at hitps://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://mww.hhs.gov/ocr/office/file/index.html.

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.

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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[ 4
AR 2 NAVITUS

Schools Helping Schools HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 9-35
Network Costco Costco Navitus
Days' Supply* 30 90 30 90 90 30
Generic $9 N/A FREE FREE FREE N/A
Brand $35 N/A $35 $90 $90 N/A
Specialty N/A N/A N/A N/A N/A $35
Out-of-Pocket Maximum $2,500 Individual / $3,500 Family

SISC urges members to use generic drugs when available. If you or your physician requests the brand name
when a generic 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
Out-of-Pocket Maximum.

*Members may receive up to a 30-day and/or up to a 90-day supply of medication at participating pharmacies.
Some narcotic pain and cough medications are not included in the Costco Free Generic or 90-day supply
programs. Navitus contracts with most independent and chain pharmacies; however, Walgreens is NOT a
participating pharmacy in this network.

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 benefit and is VOLUNTARY.

Specialty Pharmacy

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

For information regarding the Prescription Drug Program call or visit on-line:
Navitus Customer Care 1-866-333-2757 (toll-free) TTY (toll free) 711 www.navitus.com

The Navitus Member Portal allows you to access personalized pharmacy benefit information online at
www.navitus.com. For information specific to your plan, visit the Navitus Member Portal. Activate your
account online using the Member Login link and an activation email will be sent to you. The site provides
access to prescription benefits, pharmacy locator, drug search, drug interaction information, medication
history, and mail order information. The site is available 24 hours a day, seven days a week.

RX 9-35 Rev. 01/2023



