SISC 2026 Plan Comparison - CLASSIFIED

SISC 90-G $20 Anthem

SISC 80-G $20 Anthem

SISC 80-L $35 Anthem

SISC Platinum+ $35 Anthem

SISC 100-A $20 Anthem

Anthem Blue Cross Plan Options: Classic PPO Classic PPO Classic PPO Classic PPO Classic PPO

MEDICAL - PLAN YEAR Deductible & Maximums Member Pays Member Pays Member Pays Member Pays Member Pays
$500 per person $500 per person $2000 per person

Annual Deductible (DED) $1000 family maximum $1000 family maximum $4000 family maximum None None

Out-of-Pocket (OOP) Max includes medical deductibles, $1000 per person $2000 per person $4000 per person $1000 per person $1000 per person

co-insurance and co-pays

$3000 family maximum

$4000 family maximum

$8000 family maximum

$3000 family maximum

$3000 family maximum

PROFESSIONAL SERVICES

Preventive Care 100% Covered 100% Covered 100% Covered 100% Covered 100% Covered
$0 copay first 3 visits; $20 copay |$0 copay first 3 visits; $20 copay|$0 copay first 3 visits; $30 copay| $0 copay first 3 visits; $20
Primary Care Office Visit thereafter thereafter thereafter $0 copay copay thereafter
$0 copay first 3 visits; $30 copay
Specialist/Consultant Visit $20 copay $20 copay thereafter $40 copay $20 copay
Urgent Care $20 copay $20 copay $30 copay 100% covered $20 copay
Diagnostic X-ray & Laboratory Procedures 10% 20% 20% $0/$25 copay 100% Covered
HOSPITAL & SKILLED NURSING FACILITY SERVICES
$100 copay + DED then you pay [ $100 copay + DED then you pay [ $100 copay + DED then you pay
Emergency Room Visit (copay waived if admitted) 10% 20% 20% $300 copay $100 copay
Inpatient Hospital Care DED then you pay 10% DED then you pay 20% DED then you pay 20% $200 copay per day 100% Covered
Outpatient Surgery DED then you pay 10% DED then you pay 20% DED then you pay 20% $600 copay per surgery 100% Covered
MENTAL HEALTH & SUBSTANCE ABUSE TREATMENT
Inpatient Care: Facility Based Care
_(wuthorization required) 10% 20% 20% $200/day 100% covered
Outpatient Care: Facility Based Care Deductible waived; office visit Deductible waived; office visit | Deductible waived; office visit Deductible waived; office visit
(preauthorization required) copay applies copay applies copay applies 100% covered copay applies
OTHER SERVICES
Acupuncture (limits apply) 10% 20% 20% 100% covered 100% covered
Chiropractic (limits apply) 10% 20% 20% 100% covered 100% covered
Durable Medical Equipment (DME) 10% 20% 20% 100% covered 100% covered
Physical & Occupational Therapy (limits apply) 10% 20% 20% 100% covered 100% covered
PHARMACY BENEFITS
Generic* $5 30-day $5 30-day $9 30-day $9 30-day $5 30-day
Non-preferred brand drugs $20 30-day $20 30-day $35 30-day $35 30-day $20 30-day
Specialty $20 30-day $20 30-day $35 30-day $35 30-day $20 30-day
*Free generic medications at any Costco Pharmacy
PAYROLL DEDUCTION - 12THLY 7-8 HOURS
Single $207.56 $133.56 $2.56 $215.56 $320.56
2Party $377.12 $222.12 $0.00 $404.12 $611.12
Family $486.46 $285.46 $0.00 $522.46 $791.46
PAYROLL DEDUCTION - 10THLY 7-8 HOURS
Single $249.07 $160.27 $3.07 $258.67 $384.67
2Party $452.54 $266.54 $0.00 $484.94 $733.34
Family $583.75 $342.55 $0.00 $626.95 $949.75
PAYROLL DEDUCTION - 12THLY 6-6.99 HOURS
Single $299.99 $225.99 $94.99 $307.99 $412.99
2Party $566.98 $411.98 $150.98 $593.98 $800.98
Family $733.78 $532.78 $192.78 $769.78 $1,038.78
PAYROLL DEDUCTION - 10THLY 6-6.99 HOURS
Single $359.99 $271.19 $113.99 $369.59 $495.59
2Party $680.38 $494.38 $181.18 $712.78 $961.18
Family $880.53 $639.33 $231.33 $923.73 $1,246.53
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PAYROLL DEDUCTION - 12THLY 5-5.99 HOURS

Single $392.42 $318.42 $187.42 $400.42 $505.42
2Party $756.84 $601.84 $340.84 $783.84 $990.84
Family $981.10 $780.10 $440.10 $1,017.10 $1,286.10
PAYROLL DEDUCTION - 10THLY 5-5.99 HOURS

Single $470.90 $382.10 $224.90 $480.50 $606.50
2Party $908.21 $722.21 $409.01 $940.61 $1,189.01
Family $1,177.31 $936.11 $528.11 $1,220.51 $1,543.31
PAYROLL DEDUCTION - 12THLY 4-4.99 HOURS

Single $484.85 $410.85 $279.85 $492.85 $597.85
2Party $946.70 $791.70 $530.70 $973.70 $1,180.70
Family $1,228.41 $1,027.41 $687.41 $1,264.41 $1,533.41
PAYROLL DEDUCTION - 10THLY 4-4.99 HOURS

Single $581.82 $493.02 $335.82 $591.42 $717.42
2Party $1,136.04 $950.04 $636.84 $1,168.44 $1,416.84
Family $1,474.10 $1,232.90 $824.90 $1,517.30 $1,840.10

This is a summary only. Please review the benefit summaries or plan booklets at https://www.anthem.com/ca/mcr/sisc for details, limitations, and exclusions.

**% RATES ARE SUBJECT TO CHANGE ***
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