2026 Summary of Benefits and Coverage

SISC 90-G PPO, 80-G PPO, 80-L PPO, 100-A PPO
Anthem Blue Cross
(800) 825-5541

https://www.anthem.com/ca/mcr/sisc

SISC Platinum+ PPO - Proactive Care Plan
Anthem Blue Cross
(866) 259-5540

https://www.myhealthhub.app

Navitus Rx
(866) 333-2757

WwWwWw.havitus.com




Your summary of benefits

Anthem® Biue Cross Life and Health Insurance Company

Anthem &

Your Plan: SISC (Self Insured Schools of California): 90-G $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

Covered Medical Benefits

Cost if you use an In-
Network Provider

Cost if you use an
Out-of-Network
Provider

Overall Deductible

$500 person /
$1,000 family

$500 person /
$1,000 family

' Overall Out-of-Pocket Limit

$1,000 per_son/
$3,000 family

No limit person /

No limit family

out-of-pocket limit.

permitted amount and the overall charges.

All medical deductibles, copayments and coinsurance apply to the out-of-pocket limit.
In-Network and Out-of-Network deductibles are combined and accumulate towards each other.
In-Network and Out-of-Network out-of-pocket limit amounts are separate 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

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

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

Primary Care (PCP) virfual and office
The copay is waived for the first three office visits to a primary care
provider per benefit period

Mental Health and Substance Use Disorder Services virtual and office

CA/LG/90-G $20 Anthem Classic PPO/1XDZ/10-01-2025

$0 copay per visit for
visits 1-3

$20 copay per visit for
visits 4+

$20 copay per visit
deductible does not
apply

All billed amounts
exceeding the
maximum allowed
amount*

' All billed amounts
exceeding the
maximum allowed
amount*
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Covered Medical Benefits

Specialist Care virtual and office

Cost if you use an In-

Network Provider

$20 copay per visit

deductible does not

apply

Cost if you use an
Out-of-Network
Provider

All billed amounts
exceeding the
maximum allowed
amount*

Other Practitioner Visits—
Maternity Doctor services (prenatal/postnatal care and delivery)

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 5th visit of physical, occupational or chiropractic care.

Acupuncture
Coverage is limited to 12 visits per benefit period.

10% coinsurance after

deductible is met

All billed amounts
exceeding the
maximum allowed
amount*

$20 copay per visit All billed amounts

deductible does not exceeding the

apply maximum allowed
amount*

10% coinsurance after | Not covered

deductible is met

50% of maximum
allowed amount* '

10% coinsurance after
deductible is met

' Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office

10% coinsurance after | Not covered

deductible is met

10% coinsurance after | All billed amounts

deductible is met exceeding the
maximum allowed
amount*
Surgery 10% coinsurance after = All billed amounts
deductible is met exceeding the
maximum allowed
amount*
Preventive care / screenings / immunizations No charge Not covered
Preventive Care for Chronic Conditions per IRS guidelines No charge Not covered
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Cost if you use an In-

Cost if you use an

Covered Medical Benefits Network Provider Out-gf-Network
Provider

Diagnostic Services

Lab

Office 10% coinsurance after | Not covered
deductible is met

Freestanding Lab 10% coinsurance after | Not covered
deductible is met

Outpatient Hospital 10% coinsurance after | Not covered
deductible is met

X-Ray

Office 10% coinsurance after | Not covered
deductible is met

Freestanding Radiology Center 10% coinsurance after | Not covered
deductible is met
10% coinsurance after | Not covered

Outpatient Hospital

deductible is met

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

Office
Coverage for an Out-of-Network Provider is limited to $800 maximum per

test

Freestanding Radiology Center
Coverage for an Out-of-Network Provider is limited to $800 maximum per

test

Qutpatient Hospital
Coverage for an Out-of-Network Provider is limited to $800 maximum per

test

10% coinsurance after
deductibie is met

10% coinsurance after
deductible is met

10% 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*
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Covered Medical Benefits

Emergency and Urgent Care

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

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

Emergency Room Doctor and Other Services

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

Cost if you use an In-

Network Provider

$20 copay per visit
deductible does not
apply

$100 copay per visit
and then 10%
coinsurance after
deductible is met

10% coinsurance after
deductible is met

$100 copay per trip and
10% coinsurance after
deductible is met

Cost if you use an
QOut-of-Network
Provider

All billed amounts
exceeding the
maximum allowed
amount*

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatiént Mental Health and Substance ilse Disorder Services at a
Facility

Facility Fees

Doctor Services

10% coinsurance after
deductible is met

10% 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 Gl Endoscopy limited to $1,000 per procedure

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

10% coinsurance after
deductible is met

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

Ambulatory Surgical Center
Coverage for an Out-of-Network Provider is limited to $350 maximum per
day.

Physician and other services including surgeon fees
Hospital

Cost if you use an In-

Network Provider

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Cost if you use an
Out-of-Network
Provider

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

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 Out-of-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

| 10% coinsurance after
deductible is met

' 10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed I
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 an Out-
of-Network Provider is limited to $150 maximum per day.

10% 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 5th visit of physical, occupational or chiropractic care.

10% coinsurance after
deductible is met

Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Outpatient Hospital

10% coinsurance after
deductible is met

Not covered

Pulmonary rehabilitation office and outpatient hospital

10% coinsurance after

All billed amounts

deductible is met exceeding the
maximum allowed
amount*
Cardiac rehabilitation office and outpatient hospital 10% coinsurance after | Not covered

deductible is met

‘_DialysisIHemodialysis office and outpatient hospital
. Coverage for an Out-of-Network Provider is limited to $350 maximum per
| visit

10% 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

10% coinsurance after
deductible is met

Skilled Nursing Care (facility) )
Coverage for Inpatient rehabilitation and skilled nursing services is limited

All billed amounts
exceeding the
maximum allowed
amount*

10% coinsurancé aftér
deductible is met

All billed amounts
exceeding the lesser of

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

10% coinsurance after

deductible is met

to 150 days combined per benefit period. Coverage for an Out-of-Network the benefit maximum or

Provider is limited to $600 maximum per day. maximum allowed
amount*

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

Durable Medical Equipment i 10% coinsurance after | Notcovered

deductible is met

Prosthetic Devices 10% coinsurance after | Not covered

deductible is met

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

« Costs may vary by the site of services. Other cost shares may apply depending on the 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.

o Outpatient facility tests and treatments done at Ambulatory Surgical Centers or Hemodialysis Centers are limited to a
maximum reimbursement of $350.00 per admission.

o Advanced Diagnostic Imaging is limited to $800 per service for Out-of-Network Providers.

o 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. Members' 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 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 other 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, Internist, Gynecologist, Obstetrics/Gynecology, Pediatrician and Nurse Practitioner. The office visit copay will
apply to all other provider specialties.

This summary of benefits is a brief outline of coverage, designed fo 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.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company ate independent
licensees of the Blue Cross Association. ® ANTHEM is a registered tradematk of Anthem Insurance Companics, Inc. The Blue Cross name and symbol are registered

marks of the Blue Cross Association.

Questions: (800) 825-5541 or visit us at www.anthem.com/ca
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+ Get help in your language
Language Assistance Services
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 alternative
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 solicitar
los servicios de un intérprete. También puede
solicitar que le leamos y le enviemos algunos
documentos en su idioma. Llame al nimero
que figura en su tarjeta de identificacion o al
1-888-254-2721. Si necesita mas ayuda, llame
al Departamento de Seguros de California

al 1-800-927-4357 (TTY/TDD: 711).

Arablc
aumgpcﬂ\g)\gbudwx ‘mwnujgd,.mu
saclall (o 3 3al . 1-800-254-2721 i s dalall 456
1-800-927-4357 a3, e CA 2 cualill aniy Joadl
(TTY/TDD: 711)

Armenian

Unwlg wpdbtph |Ggwlwl swnwjnipejniuubnp:
AnLp Yuwpnn tp pwlwiynp pwpgdwuhy
unnwlwii: nLp Yupnn Gp utnwlwg
thwuwhwpnprtp, npnup Yuwpnned Gl abq
hwdwp, huy npnautpp’ nunuiplyned Gu dtin
lqyny: Ogunipejwl hwdwn quuqwhuwptp Jtiq
atp ID pwpuinud UpJwis hwdwpny Yud
1-888-254-2721 htnwhunuwhwidwpny:
Lpwgnighy oqunipjwl hwdwn quuquwhwntp
CA Uwwhnjwgpnipjwl pwdwldniup®
1-800-927-4357 (TTY/TDD® 711)

Chinese

SHESRE - CEIREORSRD - FTLUEX
HISESIES - PR ITEESRIRRA  HF]
DS (R34 1T - RSB - SAEE TRy
ID RFAFIRTEEESTES - B2 1-888-254-2721
BLER IS - KEUSHAE) - SH3E
1-800-927-4357 (TTY/TDD: 711) £2 CA

TRBRERREES

Farsi
oAl aa yle i) iga Lad adi e s Ol Dlead
\AGQL_\JQLASL;U__\.\L'MI sl iy 2l g8 e 2038 Cusl i j0
R Jlat Ol Lad 0L 49 b (A 5 258 eail 52
b)}i&iﬁ}n‘dﬁ CJJLSJJ/GJALDJLA:!L_ILAL_I t‘;lb.h[)‘_g\)g
daialy gl a8y Ll 1-888-254-2721 o jled
1-800-927-4357 o el 43 CA 4an (A L jidy
% Ll (TTY/TDD: 711)
Hindi
%:aﬁsmﬂa'rﬁr’l mwgmﬁmmw
TFS | 3T SEATS S YT ST H Ugar Wb
& AR Fo 379 AT F ge O ST Fed
¥ ggraar ¥ AT, 39 3 F1E W }w v
a7 9T AT 1-888-254-2721 9T H Fidl |
310 JErar & forw @e A Fsmr s
1-800-927-4357 9T FieT I (TTY/TDD: 711)

Hmong

Tsis Sau Ngi Rau Kev Pab Cuam Txog Lus.

Koj tuaj yeem tau txais tus kws txhais lus. Koj
tuaj yeem tau txais cov ntaub ntawv kom muab
nyeem rau koj mloog thiab kom muab xa rau
koj ua yam lus koj hais. Rau kev pab, hu peb
tus npawb xov tooj muaj nyob ntawm koj daim
npav ID los sis 1-888-254-2721. Rau kev pab
ntxiv hu lub CA Tuam Tsev Hauj Lwm ntsig txog
Kev Tuav Pov Hwm ntawm 1-800-927-4357
(TTY/TDD: 711)

Japanese

BEOFEY—EA, BRREBEDLI L TE
T, XEEFEHSFECHRA LTI, *E
L7z 3526 TEET, VR—-FBLE
e, ID A — FIZEB SN TW L ERFES
7ok 1 -888-254-2721 £ TREHE 2 W
o SHIZEELWEBIZOWTIEZ, # Y 740
=T HRERE TRBEVWEbESIEZEV, &
FEE 5 . 1-800-927-4357 (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.

#CA-CDI-001#
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Khmner

HSANIGUUNMMNISY RHNGSSUCNSHS
UrsTUY Hﬁ“H\GQQﬂJ@ShﬁMJHﬁSQ}HH
any st&hr—mma tﬁajHﬁmmhmumHﬁq
wg:num‘:sm NBSINﬁHﬁIWh?ﬂHIﬂJEIum
msxsﬁr—mmﬁ D Jum—m 1 1-888-254-27214
w]@uﬁsmmsu wusmmsﬁmﬁm@
AU CA senliine 1-800 927-4357
(TTY/TDD: 711)

Korean

& 00 AHIA, ERAIE HZAIAH SEILICL
ZAME AU HHEE 2= AD HE AEE=
Hot2l HHE L6t 2oz HUEE &
S’A(;LIE} S &0I ﬂ'QéMIUJ, Hot2l ID =0
L2 U= 8BS L= 1-888-254-2721 HO =
kol =AID| HILICH O B2 =80
LOSHAIH CAEZE 20 1-800-927-4357
(TTY/TDD: 711)Z &3toll =&AL,

Punjabi

g™ g B3 IH A= ZH TIHIE & AT JI
A TA3<H 3TG UF Y US II AIE I3 IF
3J$St 3 19T 3JG 3 I TS| Hee B, 7S
nm&‘nmma'ag“gﬂﬁrauaaa?awaéﬁr
1-888-254-2721. aa}reeserCAahrE@mg
188 9% &d 1-800-927-4357 (TTY/TDD: 711)

Russian

HoctynHbl 6ecnnartHble ycnyru nepesoga.

Bl moxxeTe Bocnonb3oBarbcs ycnyramu
nepesoayuka. Bam mMoryT 3aunTaTtb 4OKYMEHTBI
BCNYyX, @ HEKOTOpbIE U3 HUX MOTYT ObiTb
oTnpasneHbl BaM Ha BalleM s3bike. Ecrin Bam
HY)XHa NomolLb, NO3BOHWUTE HaM MO HOMepY,
yKkasaHHOMY Ha Batlei naeHTuduKaLnoHHoN
KapTe yyacTHuKa nrana, unu no Homepy
1-888-254-2721. [Ins nonyyeHusi
AONONHUTENBHON NOMOLLY NO3BOHUTE B
HenaprameHT cTtpaxosaHus wrata California
no Homepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

Walang Gastos na mga Serbisyo sa

Wika. Maaari kang kumuha ng interpreter.
Maaari mong ipabasa ang mga dokumento
sa iyo at ipadala sa iyo ang ilan sa nang
nasa wika mo. Para sa tulong, tawagan
kami sa numerong nakalista sa iyong ID
card o 1-888-254-2721. Para sa higit pang
tulong tumawag sa CA Dept. of Insurance
sa 1-800-927-4357 (TTY/TDD: 711)

Thai

usZnsaunsuuy ludoaileane qoudunsn
SuammamIndala gadsasulandlIsuuy
Iyauluwinasdringaulunisaavnoula
ninaaIniIsAINTILMaa TsaTnsalnnaisianu
nunalatisyuuinslsisivanumusie
1-888-254-2721 w1naaIn15AMNTILIRED
ey Tsavsalanansunisdsziuiaum
unadwastiilylain 1-800-927-4357

(TTY/TDD: 711)

Vietnamese

Dich vu Ngén ngl¥ Mién Phi. Quy vi c6 the
dwoc bo tri thong dich vién. Quy vi c6 thé

yéu cau ho doc tai heu hodc guu cho quy Vi
mot s6 tai liu bang ngdn nglr cua quy Vvi.

bé dugc tro giap, hay goi cho ching toi

theo sé dién thoai dwoc ghi trén thé ID cla
quy vi hodc 1-888-254-2721. Dé duoc tro

giup thém, hdy goi cho S& Bao hiém CA
theo sé 1-800-927-4357 (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.

#CA-CDI-001#
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It’'s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don't
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn't English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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. #CA-CDI-001#
Thaown 11 L 11
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Pharmacy Benefit Schedule

PLAN RX 5-20
Network Costco Costco Navitus
Days’ Supply* 30 90 30 90 90 30
Generic $5 N/A FREE FREE FREE N/A
Brand $20 N/A $20 $50 $50 N/A
Specialty N/A N/A N/A N/A N/A $20
Out-of-Pocket Maximum $1,500 Individual / $2,500 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 ilinesses 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 cali 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 5-20 Rev. 01/2025






Your summary of benefits Anthem. &

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 80-G $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 dgductib_le does not apply

Cost if you use an in- N Rrelan

Covered Medical Benefits i Out-of-Network
Network Provider .
Provider
Overall Deductible $500 person / $500 person /
$1,000 family $1,000 family
' Overall Out-of-Pocket Limit $2,000 person / No limit person / i
$4,000 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 Out-of-Network deductibles are combined and accumulate towards each other.
In-Network and Out-of-Network out-of-pocket limit amounts are separate 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 exceeding the

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

Mental Health and Substance Use Disorder Services virtual and office | $20 copay per visit All billed amounts
deductible does not exceeding the
apply maximum allowed

amount*

CA/LG/80-G $20 Anthem Classic PPO/04FZ/10-01-2025
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Covered Medical Benefits

| Specialist Care virtual and office

Cost if you use an In-

Network Provider

| $20 copay per visit
deductible does not
apply

Cost if you use an
Out-of-Network
Provider

' All billed amounts

exceeding the
maximum allowed
amount®

Other Practitioner Visits
Maternity Doctor services (prenatal/postnatal care and delivery)

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

Manipulation Therapy
Pre-authorization review by American Specialty Health (ASH) is required
after the 5th 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

' Preventive care / screenings / immunizations

Not covered

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount*

No charge

Not covered

| Preventive Care for Chronic Conditions per IRS guidelines
|

No charge

Not covered
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Covered Medical Benefits

Cost if you use an In-
Network Provider

Cost if you use an
Out-of-Network
Provider

Diagnostic Services

Lab

Office 20% coinsurance after | Not covered
deductible is met

Freestanding Lab 20% coinsurance after | Not covered
deductible is met

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

| X-Ray

Office 20% coinsurance after | Not covered
deductible is met

Freestanding Radiology Center 20% coinsurance after | Not covered
deductible is met
20% coinsurance after | Not covered

Outpatient Hospital

deductible is met

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

Office
Coverage for an Out-of-Network Provider is limited to $800 maximum per

test

Freestanding Radiology Center
Coverage for an Out-of-Network Provider is limited to $800 maximum per
test

|
Outpatient Hospital
Coverage for an Out-of-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,
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Covered Medical Benefits

Emergency and Urgent Care

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

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

Emergency Room Doctor and Other Services

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

Cost if you use an In-

Network Provider

$20 copay per visit
deductible does not
apply

$100 copay per visit
and then 20%
coinsurance after
deductible is met

20% coinsurance after
deductible is met

$100 copay per trip and
20% coinsurance after
deductible is met

Cost if you use an
Out-of-Network
Provider

All billed amounts
exceeding the
maximum allowed
amount*

Covered as In-Network

Covered as In-Network

Covered as In-Network

_ _Out—gatient Surgery

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

Facility Fees

Hospital

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

Arthroscopy limited to $4,500 per procedure

Calaract surgery limited to $2,000 per procedure

Colonoscopy limited to $1,500 per procedure

Upper GI Endoscopy limited to $1,000 per procedure

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

All billed amounts
exceeding the
maximum allowed
amount*

All billed amounts
exceeding the
maximum allowed
amount*

20% coinsurance after
deductible is met

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

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

- Ambulatory Surgical Center
- Coverage for an Out-of-Network Provider is limited to $350 maximum per
day.

Physician and other services including surgeon fees
Hospital

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
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 Out-of-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 fo
utilization review.

Physician and other services including surgeon fees

' Home Health Care
Coverage is limited to 100 visits per benefit period. Coverage for an Out-
of-Network Provider is limited to $150 maximum per day.

20% coinsurance after

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*

Not covered

All billed amounts
exceeding the
maximum allowed
amount.

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.

20% coinsurance after
deductible is met

Not covered
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Covered Medical Benefits

Outpatient Hospital

Cost if you use an In-
Network Provider

20% coinsurance after
deductible is met

Cost if you use an
Out-of-Network
Provider

Not covered

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

All billed amounts
exceeding the
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 an Out-of-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 an Qut-of-Network
Provider is limited to $600 maximum per day.

20% coinsurance éﬁer
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 E&uipme;lt G 20% coinsurance after | Not covered
deductible is met
Prosthetic Devices 20% coinsurance after | Not covered

deductible is met

.. He;ring 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®
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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”.

e Costs may vary by the site of services. Other cost shares may apply depending on the 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.

o Outpatient facility tests and treatments done at Ambulatory Surgical Centers or Hemodialysis Centers are limited to a
maximum reimbursement of $350.00 per admission.

e Advanced Diagnostic Imaging is limited to $800 per service for Out-of-Network Providers.

e 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. Members' cost share for fertility preservation services is based on provider type and service
rendered.

e 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 other 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, Internist, Gynecologist, Obstetrics/Gynecology, Pediatrician and Nurse Practitioner. The office visit copay will
apply to all other provider specialties.

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.

Anthern 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: (800) 825-5541 or visit us at www.anthem.com/ca
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. Get help in your language

Language Assistance Services

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 alternative
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 lingisticos sin costo. Puede solicitar
los servicios de un intérprete. También puede
solicitar que le leamos y le enviemos algunos
documentos en su idioma. Llame al nimero
que figura en su tarjeta de identificacién o al
1-888-254-2721. Si necesita mas ayuda, llame
al Departamento de Seguros de California

al 1-800-927-4357 (TTY/TDD: 711).

Arabic
iy (558 an Jie Lo d,uu.“d.:&g Al 3y g5l Claad
tﬂudﬂ‘wdhu‘)‘ J\yu\m&c d‘,.aa.“
melpcﬂl@)\dcmd@\ ca.:cL..u.‘J\u.\c Jgasll
Saelal (3o 2 3a) . 1-800-254-2721 5 oy &alall g
1-800-927-4357 il e CA & (nelill aviy Joadh
(TTY/TDD: 711)

Armenian

Unwlug wpdtph iquywl dwnuynipyncultn:
nLp Yupnn tp pwlwynp pwpgdwlhy
unnwiliwig: nLp Jwpnn Gp unwbiwg
thwuwnwpnpbp, npnup Yupnnud G dbq
hwdwp, huly npn2ubpp’ nunwipyunud Gl abp
l5qyny: Oquntpejwl hwdwn quugqwhwptp Ubq
aGp ID pwpunnud Uogws hwdwipny Yud
1-888-254-2721 hbnwhinuwhwdwpny:
Lpwgnighy oqunipjwl hwdwp quiuquihwpbp
CA Uwwhnjwgpnipjwl pwdwldniup®
1-800-927-4357 (TTY/TDD* 711)

Chinese

REASRE - GAEEORRRE - FTLUEX
HHISEITES - FEX PR TR SRR » ]
D (- Er4a 1T - ARG B - SRR
ID RFrFINEEEESRES - BUELE 1-888-254-2721
B MIpEA - VG HEAE) - HHE
1-800-927-4357 (TTY/TDD: 711) B2 CA

Trbg RS

Farsi
oalid aa fle il i Ladi Adjp s OL) Sles
Lad ol 42 Lad (g1 alid e 53 i) gipe i€ Gl j2
29 Jlas gt O 9 Lad Gl 4 iaah (3 5 353 00 2
\Q.\PL;Q}\AQ QJ\SJJ/E)ﬁAAJMthc@m‘)Lg\JQ
hainl )y sl 280 Gl 1-888-254-2721 o e
1-800-927-4357 o lad 4 CA 4 Jiia b Jjidy
2,89 pelas (TTY/TDD: 711)
Hindi
f:eroeF s FaTd| 39 ve g are
Toha ¥ 3T ST Y= 99T & 9eal Hahd
& 3T o =¥ 319l o 3 ge o BT ad
&1 Teraar ¥ fore, 319ey 3ES FE W R e
FaY 9T AT 1-888-254-2721 U §H Hiel |
310 ggraar ¥ faw de diar [Femrar
1-800-927-4357 9T iaT Y (TTY/TDD: 711)

Hmong

Tsis Sau Ngi Rau Kev Pab Cuam Txog Lus.
Koj tuaj yeem tau txais tus kws txhais lus. Koj
tuaj yeem tau txais cov ntaub ntawv kom muab
nyeem rau koj mloog thiab kom muab xa rau
koj ua yam lus koj hais. Rau kev pab, hu peb
tus npawb xov tooj muaj nyob ntawm koj daim
npav ID los sis 1-888-254-2721. Rau kev pab
ntxiv hu lub CA Tuam Tsev Hauj Lwm ntsig txog
Kev Tuav Pov Hwm ntawm 1-800-927-4357
(TTY/TDD: 711)

Japanese

EEIOEEY— VX, BREEDILHTE
¥4, XEAFEHEECHALITED, XE
L0332 bTEET, VYR FDBME
BREE. IDI— NZREIN T L2EEES
F /-1 1-888-254-2721 F TREFHEL T &EW
o SHIZELWVERIZOWTIE, AV 710
=7 MR E BRIV FEWy, &
&S - 1-800-927-4357 (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.

#CA-CDI-001#
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Khmner

HSSHIGHUINManisd HRNTSSUthSHMS
ustuUY Hﬁ:—nmssmmshﬁmsmSQHﬁ
AU Shaanie: 1&2}Hﬁmmmsuwﬂﬁq
wg:nuﬁsm mas:mmammmmazmatwm
‘!:ﬂSIS‘]Fﬂ:&Fﬂﬁ D JLIhJHf'ﬂ‘ 1] 1-888-254-27214
c-ug:ﬂuﬂsmutsa was:mmsﬁﬁﬁmsw
AU CA SuItiiie 1-800-927-4357
(TTY/TDD: 711)

Korean

2o HH MUIA. SEAE A |a1C.=|uu
=ME ASHHAN 2HEE £ A" HE A=
Aot HHE HH6I0H 2oz BEUHWEE £
USLICH =30l 2QotAI™, Aolel ID IFE0
Liet /Y= S L= 1-888-254-2721 HO 2
HM3loH =AIDI HIELICH O 22 =80

L QOIAIH CA 2 & 20 1-800-927-4357
(TTY/TDD: 711)E M3l TAAIQ.

Punjabl

fao Su B3 I A< IAT TIHIE 8 Hae JI

A TH3=W 3IT$ UF Y UI S Aae I w3 9%
Wmm?mm?mﬁﬁf

1-888-254-2721. E)HHEEBETCABMEB‘ETH

188 % J 1-800-927-4357 (TTY/TDD: 711)

Russian

HocrtynHel 6ecnnatHeie ycnyru nepesoaa.

Bbl MoXeTe Bocnonb3oBaTthsCa yenyramm
nepesoa4rka. Bam MoryT saunTtarb 4OKYMEHTLI
BCMNyX, & HeKOTopbie U3 HUX MOryT ObiTb
oTnpasneHsbl Bam Ha Ballem sisbike. Ecnn Bam
HY)KHa MoMOLLb, NO3BOHUTE Ham NO HOMEPY,
yKaszaHHOMY Ha Ballew uaeHTUUKaLUoHHOMN
KapTe yyacTHuKa nnaHa, unm rno Homepy
1-888-254-2721. [Ans nonyvexus
AOMOMHUTENLHOW NOMOLLY NO3BOHUTE B
[JenaprameHT cTpaxoBaHus wrara California
no Homepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

Walang Gastos na mga Serbisyo sa

Wika. Maaari kang kumuha ng interpreter.
Maaari mong ipabasa ang mga dokumento
sa iyo at ipadala sa iyo ang ilan sa nang
nasa wika mo. Para sa tulong, tawagan
kami sa numerong nakalista sa iyong ID
card o 1-888-254-2721. Para sa higit pang
tulong tumawag sa CA Dept. of Insurance
sa 1-800-927-4357 (TTY/TDD: 711)

Thai
us3nsaunisuuy ol Aodusn
SuauatIawmads la anndNnsnsuendlsiul
uwmu‘mmuawm‘lwﬂm‘lumnwmﬂm'lm
winnaINIsANTaaa TusaTnsnanalsiniu
vi:muLammswuuuumiﬂimﬂm‘naoﬂmma
1-888-254-2721 INABINISAIINTILLRRS
RSN TUsaTnsaanansunisdssiuioum
wAaSwasSiilalai 1-800-927-4357

(TTY/TDD: 711)

Vietnamese

Dich vu Ngon nglr Mién Phi. Quy vi ¢6 thé
dwoc bo tri thong dich vién. Quy vi ¢6 thé

yéu cau ho doc tai liéu hodc gtri cho quy vi
mot sé tai liéu bang ngén ngl cta quy vi.

pé dwoc tror giip, hady goi cho chuing toi

theo sb dién thoai dwoc ghi trén thé ID cla
quy vi hoac 1-888-254-2721. Dé dwoc tro

giup them hay goi cho Sé& Bao hiém CA
theo sb 1-800-927-4357 (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.

#CA-CDI-001#
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» It’s important we treat you fairly
We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don'’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn't English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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. #CA-CDI-001#
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SISC :
Self-Insured Schools of California N AV |TU S

Schools Helping Schools HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 5-20
Network Costco Costco Navitus
Days’ Supply* 30 90 30 920 90 30
Generic $5 N/A FREE FREE FREE N/A
Brand $20 N/A $20 $50 $50 N/A
Specialty N/A N/A N/A N/A N/A $20
Out-of-Pocket Maximum $1,500 Individual / $2,500 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 5-20 Rev. 01/2025
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Your summary of benefits

Anthem. @&

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 80-L $30 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 ' $30 copay per visit deductible does not gpgly

Cost if you use an In- e eniesan

Covered Medical Benefits Network Provider Out-c_;f-Network
Provider
Overall Deductible $2,000 person / $2,000 person /
$4,000 family $4,000 family
Overall Out-of-Pocket Limit | T$4,000 person / No limit person /
: $8,000 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 Out-of-Network deductibles are combined and accumulate towards each other.

In-Network and Out-of-Network out-of-pocket limit amounts are separate 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 exceeding the

provider per benefit period. $30 copay per visit for | maximum allowed
visits 4+ amount*

Mental Health and Substance Use Disorder Services virtual and office | $30 copay per visit All biled amounts
deductible does not exceeding the
apply maximum allowed

CA/LG/80-L $30 Anthem Classic PPO/06TE/10-01-2025

amount*
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

| Specialist Care virtual and office

$30 copay per visit
deductible does not
apply

" All billed amounts

exceeding the
maximum atlowed
amount*

' Other Practitioner Visits
Maternity services (Prenatal/Postnatal and delivery)

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 5th visit of physical, occupational or chiropractic care.

Acupuncture
Coverage is limited to 12 visits per benefit period.

20% coinsurance after
deductible is met

$30 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

Preventive Care for Chronic Conditions per IRS guidelines

No charge

Not covered

e D L 11




Covered Medical Benefits

Diagnostic Services

Cost if you use an In-
Network Provider

Cost if you use an
Out-of-Network
Provider

Lab
Office 20% coinsurance after | Not covered
deductible is met
Freestanding Lab 20% coinsurance after | Not covered
deductible is met
Outpatient Hospital 20% coinsurance after | Not covered
deductible is met
' X-Ray g
 Office 20% coinsurance after | Not covered
deductible is met
Freestanding Radiology 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
Coverage for an Qut-of-Network Provider is limited to $800 maximum per
test

Freestanding Radiology Center
Coverage for an Out-of-Network Provider is limited to $800 maximum per
test

Outpatient Hospital
Coverage for an Qut-of-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*

No.. 2 _C11




Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Emergency and Urgent Care

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

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

Emergency Room Doctor and Other Services

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

$30 copay per visit
deductible does not
apply

$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

All billed amounts
exceeding the
maximum allowed
amount®

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatie_nt 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

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 Gl Endoscopy limited to $1,000 per procedure

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

All billed amounts
exceeding the
maximum allowed
amount*

All billed amounts
exceeding the
maximum allowed
amount”

20% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount*
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| Ambulatory Surgical Center

Covered Medical Benefits

Coverage for an Out-of-Network Provider is limited to $350 maximum per
day.

Physician and other services including surgeon fees
Hospital

Cost if you use an In-

Network Provider

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Cost if you use an
Out-of-Network
Provider

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

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 Out-of-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
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 an Out-of-Network Provider is limited to $150 maximum per
day

20% co_insurance 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 5th visit of physical, occupational or chiropractic care.

20% coinsurance after
deductible is met

Not covered
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Covered Medical Benefits

Outpatient Hospital

Cost if you use an
Out-of-Network
Provider

Not covered

Cost if you use an In-
Network Provider

20% caoinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after | All billed amounts

deductible is met exceeding the
maximum allowed
amount®

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after | Not covered

deductible is met

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

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

20% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

All billed amounts
exceeding the
maximum allowed
amount*

20% coinsurance after
deductible is met

mursing Care (facility)

Coverage for Inpatient rehabilitation and skilled nursing services is limited
to 150 days combined per benefit period.

Coverage for an Out-of-Network Provider is limited to $600 maximum per
day

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

20% coﬁsurance after
deductible is met

Inpatient Hospice

All billed amounts
exceeding the
maximum allowed

N(_) i:harge

amount*
' Durable Medical Eqﬁipment 20% coinsurance after | Notcovered
deductible is met
Prosthetic Devices 20% coinsurance after | Not covered

deductible is met

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

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

20% coinsurance after_
deductible is met
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Notes:

o 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’”.

e Costs may vary by the site of services. Other cost shares may apply depending on the 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.

o Outpatient facility tests and treatments done at Ambulatory Surgical Centers or Hemodialysis Centers are limited to a
maximum reimbursement of $350.00 per admission.

e Advanced Diagnostic Imaging is limited to $800 per service for Out-of-Network Providers.

e 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. Members' cost share for fertility preservation services is based on provider type and service
rendered.

e 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 other 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, Interist, Gynecologist, Obstetrics/Gynecology, Pediatrician and Nurse Practitioner. The office visit copay will
apply to all other provider specialties.

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 (EQC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.

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: (800) 825-5541 or visit us at www.anthem.com/ca
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. Get help in your language
Language Assistance Services
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 alternative
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 solicitar
los servicios de un intérprete. También puede
solicitar que le leamos y le enviemos algunos
documentos en su idioma. Llame al nimero
que figura en su tarjeta de identificacién o al
1-888-254-2721. Si necesita mas ayuda, llame
al Departamento de Seguros de California

al 1-800-927-4357 (TTY/TDD: 711).

Arabic

ey 558 pn e o Jgaall Aiay Lilas 3y ol Clans
liady Sl Leammg Jla by ol 188 Colatin e J geaal)
Ay o zoaall @il e Wy Juadl dacluall e Jgeaall
acluall (e 4y 3l L 1-800-254-2721 i ¢l dalall 4y 56l
1-800-927-4357 5,1 e CA 3 Onalill sy Joit
(TTY/TDD: 711)

Armenian

Unwlg wpdtph |Gquwywl SwnwjnipjnLulbp:
“ncp Yuipnn Bp pwlwynp pwpquwlhy
uunnwliwg np Yupnn Gp uwnnwtiwg
thwuthwipnebn, npnup Ywpnnud Gu dbq
hwidwip, huy npngutipp’ nunwipyyned Gu b

lGquny: Oqunipjwl hwdwp quugwhwnpbip dtg

atp ID pwpuninud Up4wd hwdwnpny Yud
1-888-254-2721 htnwhunuwhwdwnpny:
LpwgniLghs oqunipjwl hwdwp quibqwhwpbp
CA Uwwhnywgpniejwl pwdwldniup®
1-800-927-4357 (TTY/TDD" 711)

Chinese

REFRE S AR E - ARSI AR - RIDUEX
IR nEs e RSB SRR » o]
LUEE S A Er4a 1 - AREUSRRED - AT
ID RFRFIHIEESESRHS - BELE 1-888-254-2721
EAER PSR - KEUS EARE) » SHEE
1-800-927-4357 (TTY/TDD: 711) Ei CA
{RBR R RRAE

Farsi
2l ax jie i g e Lad Al ) G50 Ol Gilexa
Lad b 4 Lad (ol aliad sl s 2l 5 e 2008 Gl g2 50
2l Ul Lad Sl 40 Sl A g1 5 2540 00l g5
L_!.)_,a.t:.\g};.ac CJ‘)\S_)JCJMADJLAGDLAlJcG._lm\J‘_gl_)J
wtaial sl a8 ulad 1-888-254-2721 o jlad
1-800-927-4357 s _jed 43 CA 4wy Uiy L jidn
8% o (TTY/TDD: 711)
Hindi
for:q[eep ITST AT | 3T O GHTAT Ao F
Tehd &1 3T SIS YT ST & Ugar Heoha
g 3R Fo FT 9= 3 F Ga 7F Wsrar wF
&1 gerIar & faw, 39e e F1E W v v
HaIT 9T AT 1-888-254-2721 9T §H it Y|
31T wgraar & fore de AT e #r
1-800-927-4357 UT il &Y (TTY/TDD: 711)

Hmong

Tsis Sau Ngi Rau Kev Pab Cuam Txog Lus.
Koj tuaj yeem tau txais tus kws txhais lus. Koj
tuaj yeem tau txais cov ntaub ntawv kom muab
nyeem rau koj mloog thiab kom muab xa rau
koj ua yam lus koj hais. Rau kev pab, hu peb
tus npawb xov tooj muaj nyob ntawm koj daim
npav ID los sis 1-888-254-2721. Rau kev pab
ntxiv hu lub CA Tuam Tsev Hauj Lwm ntsig txog
Kev Tuav Pov Hwm ntawm 1-800-927-4357
(TTY/TDD: 711)

Japanese

BEOFFEY X, BRREETGILLTE
FI, XBEERERSHTHALITZD, EE
L3526 TEEY, YAR—FOLE
7egE. ID — NIZREBEN TV L EFRES
F 713 1-888-254-2721 £ THEFHES 2 W
o SHIZELWERIZOWTIE., BV 7401
=T WHERBRFBE CBRVWELELLEEN, B
iEE = . 1-800-927-4357 (TTY/TDD: 711)

Anthem Blue Lross Lite and Heaith insurance Lompany is an independent licensee of the Blue Lross Association. AN HEM 1S a registered trademark

of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
#CA-CDI-001#
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Khmner

ESARIGIUNMANIST HRINGSSUTNSHMN
U H‘r‘—?HﬁG‘SQﬂJCﬂSbHMJHWSQJHF%
Uy Sahsaus: Iﬁ@JHF—T&’nﬁ‘lhﬂJU?UHFH
RUEUSSW pEgRNUAIHHMUIUSism
ENSISIHHAE [D IURIHS U 1-888-254-27219
m['gmuﬁsmmse U INOISTRSTS
AUIIE CA SNUItinge 1.800-927-4357
(TTY/TDD: 711)

Korean

Fa AU ABIA. SSALE HZBAIHA C:ILIU
=ME AotHIH HHEE 4+ AN HE MFT
Holel A2 AEotH Yoz EUHEE 4+
USLICH =301 2ELotAIH, A6tel ID 3LE0
LI U= ¥S L= 1-888-254-2721 8O 2
H3toll =AD| tHaFLI Ch. 4 &2 =30]

LQOIAIH CAEEE0 1 800 927-4357
(TTY/TDD: 711)2 & gtoll =& AIL.
Punjabi

THo U B3 IH A= FH TIHE & Hale JI
A TA3RA 3T U A YUS ST Aale I w3 I
3ISt 3 18T TG I I TS| HEE BEl, A
WUE WETS! 79 ‘3 HoiET $59 3 IS5 a9 7
1-888-254-2721. I9 HEE BEl CAEhT 1E891 &
88 9% o 1-800-927-4357 (TTY/TDD: 711)

Russian

HocrynHbl 6ecnnaTtHele ycnyru nepesoaa.

Bbl MoxeTe Bocnonb3oBaThLCs yCryramu
nepesoguvka. Bam MoryT 3aunTtarb 4OKYMEHThI
BCMyX, @ HeKoTopble U3 HUX MOTyT BbITh
oTnpasneHsl BaMm Ha BaweM A3blke. Ecnn Bam
HY>XHa NOMOLLb, NO3BOHWUTE HaM Mo HOMepY,
yKasaHHOMY Ha Baluen naeHTudmnKkaLmoHHom
KapTe y4acTHvKa nnaHa, unu no Homepy
1-888-254-2721. ina nonyyeHus
AONONHUTENBHOW NMOMOLLIN MO3BOHNTE B
HenaprameHT cTpaxoBaHus wrara California
no Homepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

Walang Gastos na mga Serbisyo sa

Wika. Maaari kang kumuha ng interpreter.
Maaari mong ipabasa ang mga dokumento
sa iyo at ipadala sa iyo ang ilan sa nang
nasa wika mo. Para sa tulong, tawagan
kami sa numerong nakalista sa iyong ID
card o 1-888-254-2721. Para sa higit pang
tulong tumawag sa CA Dept. of Insurance
sa 1-800-927-4357 (TTY/TDD: 711)

Thai

usZnrsaun s uun iduarl e qaEunen
SuanuRatiumidale ALEINNSOSLLANASILLIL
uwmu‘lwﬂaua:aa‘lwﬂm‘lummmaoﬂm‘lm
nInAaINIsANTIEIMAS TsnTnsnSanalsnaiu
nutasfisyuwinsls=Hsvasnnuse
1-888-254-2721 ¥INMAINISAINAEILLNED
N3N e TnsatanansunistssAuiaume
unaiwasfifiylai 1-800-927-4357

(TTY/TDD: 711)

Vietnamese

Dich vu Ngon ngr Mién Phi. Quy vi c6 thé
dwoc bo tri thoéng dich vién. Quy vi c6 thé
yéu cau ho doc tai liéu hoac gtri cho quy vi
mot so tai liéu bang ngdn ng cua quy vi.
pé dworc trg gilp, hdy goi cho chung t6i
theo s dién thoai dwoc ghi trén thé ID cla
quy vi hodc 1-888-254-2721. Dé duogc trg
giup thém, héy goi cho S& Béo hiém CA
theo sb 1-800-927-4357 (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.

#CA-CDI-001#
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It’'s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn't English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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.
#CA-CDI-001#
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SISC ;
Self-Insured Schools of California N AV ITU S

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. 01/2025
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SISC

Self-insured Schools of California
Schools Helping Schools

Your summary of benefits

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self insured Schools of California): Proactive Care Plan: Platinum+

Your Network: Anthem Prudent Buyer PPO

Visits with Virtual Care-Only Providers Cost if you use an In-Network Provider

Primary Care, and medical services for urgent / acute care| No charge

Mental Health & Substance Use Disorder Services No charge
Covered Medical Benefits Cost if you use an Cost if you use a
In-Network Provider Non-Network Provider
No Deductible S0 person / S0 person* /
S0 Family SO Family*
Overall Out-of-Pocket Limit $1,000 person / No limit per person*/
$3,000 family No limit per family*

There is no deductible. The out-of-pocket limit is embedded, meaning the cost shares of one family member will be
applied to per person out-of-pocket limit; in addition, amounts for all covered family members apply to the family
out-of-pocket limit. No one member will pay more than the per person out-of-pocket limit.

All copayments for covered services with in-network providers apply to the out-of-pocket limit.

*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):
Maximize your Proactive Care benefits when you seek care from a Primary Care Provider (PCP)

Primary Care (PCP) virtual and office 50 Copay All billed amounts
Primary Care Providers (PCPs) are those without exceeding the maximum
specialty certifications, practicing general pediatrics, allowed amount*

internal medicine, family or general practice, or
obstetrics and gynecology.

Urgent Care 50 Copay All billed amounts
exceeding the maximum
allowed amount*

Mental Health and Substance Use Disorder Services S0 Copay All billed amounts
virtual and office exceeding the maximum
allowed amount*
Specialist Care virtual and office $40 copay All billed amounts
Copay applies to the office visit. Additional testing / exceeding the maximum
diagnostic / surgical services are subject to the applicable allowed amount*

copay for those services.
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Other Practitioner Visits

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Routine Maternity Care virtual and office
{Prenatal and Postnatal Global Care)

SO copay

All billed amounts
exceeding the maximum
allowed amount*

Retail Health Clinic for routine care and treatment of S0 copay All billed amounts
common illnesses; usually found in major pharmacies or exceeding the maximum
retail stores. allowed amount*
Manipulation Therapy S0 copay Not covered
Pre-authorization review is required after the 5% visit of

physical, occupational, or chiropractic care.

Acupuncture S0 copay 50% of maximum

Limited to 12 visits per calendar year.

allowed amount*

Other Services in an Office

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Allergy Testing

S0 PCP/$40 Specialist

Not covered

Prescription Drugs
Dispensed in the office

S0 PCP/$35 Specialist

All billed amounts
exceeding the maximum
allowed amount*

Surgery

$0 PCP /$100 Specialist

All billed amounts
exceeding the maximum
allowed amount*

Preventive Care / Screenings / Immunizations

No charge

Not covered

Preventive Care for Chronic Conditions per (RS guidelines

No charge

Not covered

Diagnostic Services - Lab

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Office Lab $0 copay Not covered
Freestanding Lab S0 copay Not covered
Outpatient Hospital Lab $50 copay Not covered

X-Ray

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Office

S0 copay PCP / $25 specialist

Not covered

Freestanding Radiology Center

$25 copay

Not covered

Outpatient Hospital

$75 copay

Not covered
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Advanced Diagnostic Imaging for example: MRI, PET and
CAT scans. Coverage for a Non-Network Provider is limited
to $800 maximum per test.

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Freestanding Radiology Center

$100 copay

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

Outpatient Hospital

$250 copay

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

Emergency Care

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Emergency Room Facility and Doctor Services
Your ER copay will be waived if admitted. Inpatient
Hospital copay(s) apply if admitted.

$300 copay

Covered as In-Network

Emergency - Other Services

Copay applies to visit. Additional testing / diagnostic /
surgical services are subject to the applicable copay for
those services.

Applicable outpatient /
Inpatient copays

Covered as In-Network

Ambulance

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

$300 (ground or air)

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder
Services at a Facility

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Facility Fees
Prior Auth Required

S0 per day

All billed amounts
exceeding the maximum
allowed amount*

Doctor Services

Included in per day Facility
fee.

All billed amounts
exceeding the maximum
allowed amount*

Outpatient Procedures

Cost if you use an In-
Network Provider

Cost if you use a Non-
Network Provider

Outpatient Procedure at an ASC, including surgeon fees $200 copay All billed amounts
exceeding the maximum
allowed amount*

Outpatient Procedure at a Hospital, including surgeon $600 copay All billed amounts

fees

exceeding the maximum
allowed amount*

Inpatient Hospital {Including Maternity, Mental Health,
and Substance Use Disorder Services}

Coverage for non-emergency inpatient admissions to non-
network providers is limited to S600 maximum per day.

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Facility Fees

$200 copay per day

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

Hip / Knee / Spine Surgeries

Please refer to Blue Distinction Center Program Travel
Benefit. If the plan participant’s home is 50 miles or more
from the nearest hip replacement, knee replacement, or
spine Blue Distinction Center — the plan will reimburse
eligible travel expenses (up to 56,000 per surgery). Actual
reimbursement is based on the documented travel costs
and may be less than the maximum.

Carrum Program may provide a $0 cost alternative. Please
refer to Carrum Program.

Included in the $200 per day
copay.

Not Covered

Physician and other services including surgeon fees

Included in the $200 per day
copay.

All billed amounts
exceeding the maximum
allowed amount

Home Health Care

Limited to 100 visits per calendar year.

Coverage for a Non-Network Provider is limited to $150
maximum per day.

$0 copay

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

Rehabilitation and Habilitation Services

Cost if you use an
In-Network Provider

Cost if you use a
Non-Network Provider

Office
Limited to 36 office and outpatient visits per calendar year
combined.

SO copay

Not covered

Outpatient Hospital 50 copay Not covered
Limited to 36 office and outpatient visits per calendar year
combined.
o S0 copay All billed amounts
Pulmonary rehabilitation office and outpatient hospital exceeding the maximum
*
Limited to 36 office and outpatient visits per calendar year allowed amount
combined.
Cardiac rehabilitation office and outpatient hospital 50 copay Not covered
Limited to 36 office and outpatient visits per calendar year
combined.
. . S0 copay All billed amounts
Dialysis Hemodialysis .
aly 1y exceeding the lesser of
Covgrage fora Nqn-Network Provider is limited to $350 the benefit maximum or
maximum per visit. maximum allowed
amount*
S0 copay All billed amounts

Chemo/Radiation Therapy

exceeding the maximum
allowed amount*

Skilled Nursing Care (facility)
Limited to 150 days per calendar year.

$400 copay per admission

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

Inpatient Hospice S0 copay All b|IIe-d amounts .
exceeding the maximum
allowed amount*

Durable Medical Equipment >0 copay Not covered

Pre-certification required for DME in excess of 51,000

purchase / rental price.

Prosthetic Devices >0 copay Not covered

. . S0 copay All billed amounts
H Aid .
earing Alcs exceeding the lesser of the

Limited to S700 per plan participant, per 24-month period. benefit maximum or
maximum allowed
amount*

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
“Primary Care (PCP) virtual and office,” “Specialist Care virtual and office,” or “Urgent Care”
respectively.

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

Check your Plan Benefit Booklet 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 Health and Substance Use Disorder benefit.

*  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.

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 (EOG). If there
is a difference between this summary and the Evidence of Coverage (EOG), the Evidence of Coverage (EOG), will
prevail.

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: (800) 888-8288 or visit us at www.anthem.com/ca
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Get help in your language W

Notice of Language Assistance

The SISC Proactive Care Plan has Spanish bilingual capabilities through customer service employees. LanguageLine Solutions,
which provides interpreters for over 240 languages, is also available to SISC members enrolled on this plan.

Please visit www.languageline.com/interpreting/interpreting-languages for a list of the languages supported. The service is
utilized during standard hours of operation. Additionally, Google Translate enables users to change the language of the
member portal.

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://www.hhs.gov/ocr/office/file/index.html.

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.

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Self insured Schools of California HEALTH SOLUTIONS

Schools Helping Schools

Pharmacy Benefit Schedule

Proactive Care Plan RX 9-35

WALK-IN MAIL
PHARMACY NETWORK | COSTCO | COSTCO | COSTCO NAVITUS
DAYS SUPPLY 30 30 90 90 30
GENERIC $9 FREE FREE FREE
BRAND $35 $35 $90 $90
PREFERRED BRAND (TIER 0) FREE FREE FREE FREE
SPECIALTY $35

OUT-OF-POCKET $2,500 INDIVIDUAL / $3,500 FAMILY

MAXIMUM

PREFERRED ON PREFERRED DRUG LIST

B e S0 FOR THE FOLLOWING MEDICATIONS
PRESCRIBED BY AN IN- ¢ Asthma Inhalers like Qvar, Arnuity Ellipta, Albuterol
NETWORK PRIMARY CARE e  Diabetic medications like Ozempic, Jardiance, Mounjaro, Rybelsus, Trulicity
PROVIDER (INCL. INTERNAL s Insulins like insulin Lispro, Humalog, Semglee
MEDICINE e Anticoagulants like Xarelto, Eliquis
GENERAL/FAMILY e  Specialty Medicines like Dupixent, Xolair
PEDIATRICS, AND OBGYN) e  Biosimilars like Adalimumab-adaz, Hadlima

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.
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Your summary of benefits Anthem @&

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California): 100-A $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

Cost if you use an In- S T R

Covered Medical Benefits Network Provider 0ut-9f-Network
Provider
Overall Deductible $0 person / $0 person /
$0 family $0 family |
Overall Out-of-Pocket Limit _ $1,000 person / No limit person / .
$3,000 family No limit family

The family out-of-pocket limit is embedded, meaning each covered person is capped at his or her per single out-of-pocket limit;
in addition, cost shares for all covered family members apply to the family out-of-pocket limit, yet no one member will pay more
than the per single out-of-pocket limit.

All medical deductibles, copayments and coinsurance apply to the out-of-pocket limit.
In-Network and Out-of-Network out-of-pocket limit amounts are separate 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 sefect a Primary Care Physician (PCP).

Primary Care (PCP) virtual and office $0 copay per visit for All billed amounts
The caopay is waived for the first three office visits to a primary care visits 1-3 exceeding the
provider per benefit period $20 copay per visit for | maximum allowed
visits 4+ amount*
Mental Health and Substance Abuse Disorder Care virtual and office $20 copay per visit All billed amounts
exceeding the

maximum allowed
amount®

CA/LG/100-A $20 Anthem Classic PPO/04FU/10-01-2025
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Covered Medical Benefits

Specialist Care virtual and office

Cost if you use an In-

Network Provider

$20 copay per visit

Cost if you use an
Out-of-Network
Provider

All billed amounts
exceeding the
maximum allowed
amount*

' Other Practitioner Visits

Maternity Doctor services (prenatal/postnatal care and delivery) No charge All billed amounts
exceeding the
maximum allowed
amount*

Retail Health Clinic $20 copay per visit All billed amounts

For routine care and treatment of common ilinesses; usually found in major exceeding the

pharmacies or retail stores. maximum allowed

' amount*

Manipulation Therapy No charge Not covered

Pre-authorization review by American Specialty Health (ASH) is required

after the 51 visit of physical, occupational or chiropractic care.

Acupuncture No charge 50% of maximum

Coverage is limited to 12 visits per benefit period. allowed amount

Other Service; in an Office - a

Allergy Testing No charge Not covered

Prescription Drugs Dispensed in the office No charge All billed amounts
exceeding the
maximum allowed
amount*

Surgery No charge All billed amounts
exceeding the
maximum allowed
amount*

Preventive care / screenings / immunizations No charge Not covered

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

|-mgnostic Services

Lab

Office No charge Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network

Freestanding Lab No charge

Outpatient Hospital No charge
_X-Ray -

Office No charge

Freestanding Radiology Center No charge

Outpatient Hospital No charge
Advanced Diagnostic Imaging for-example: MRI, PET and CAT scans 0 B

Office No charge

Coverage for an Out-of-Network Provider is limited to $800 maximum per

test

Freestanding Radiology Center No charge

Coverage for an Out-of-Network Provider is limited to $800 maximum per

test

Outpatient Hospital No charge

Coverage for an Out-of-Network Provider is limited to $800 maximum per
test

Provider

' Not covered

Not covered

Not covered

Not covered

Not covered

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.

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

Emergency Room Doctor and Other Services

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

$20 copay per visit

$100 copay per visit

No charge

$100 copay per trip

All billed amounts
exceeding the
maximum allowed
amount®

Covered as In-Network

Covered as In-Network

Covered as In-Network
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Covered Medical Benefits

Cost if you use an In-
Network Provider

Cost if you use an
Out-of-Network
Provider

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees No charge All billed amounts
exceeding the
maximum allowed
amount®

Doctor Services No charge All billed amounts
exceeding the
maximum allowed
amount*

| Outpatient Surgery )

Facility Fees

Hospital No charge All billed amounts

Services and supplies for the following outpatient surgeries are subject fo exceeding the

a benefit limit if performed in an outpatient hospital setting. The benefit maximum allowed

limit does not apply if performed in a Freestanding Ambulatory Surgical amount”

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 Gl Endoscopy with biopsy limited to $1,250 per procedure

Ambulatory Surgical Center No charge All billed amounts

Coverage for an Out-of-Network Provider is limited to $350 maximum per exceeding the lesser of

day. the benefit maximum or
maximum allowed
amount”

Physician and other services including surgeon fees

Hospital No charge All billed amounts

exceeding the
maximum allowed
amount*
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Cost if you use an
Out-of-Network
Provider

Cost if you use an In-

Covered Medical Benefits 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
Inpatient admissions to Out-of-Network providers.

Facility Fees No charge All billed amounts
exceeding the lesser of
| the benefit maximum or
maximum allowed
‘ amount*

Hip/Knee/Spine Surgeries No charge ‘ Not covered

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 No charge All billed amounts
exceeding the
maximum allowed
amount*

Home Health Care No charge I All billed amounts

Coverage is limited to 100 visits per benefit period. Coverage for an Out- exceeding the lesser of

of-Network Provider is limited to $150 maximum per day. the benefit maximum or
maximum allowed
amount”

Rehabilitation and Habilitation services

Office No charge Not covered
Pre-authorization review by American Specialty Health (ASH) is required
after the 5 visit of physical, occupational or chiropractic care.

Outpatient Hospital No charge Not covered

Pulmonary rehabilitation office and outbati;nt hospital ' No charge _ | Al billed amounts
exceeding the lesser of

the benefit maximum or
maximum allowed
amount*

|

' Cardiac rehabilitation bfﬁce and outpatient hospital R No charge Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Coverage is limited to $700 maximum every 24 months.

exceeding the lesser of
the benefit maximum or
maximum allowed
amount*

Dialysis/Hemodialysis office and outpatient hospital No charge All billed amounts

Coverage for an Out-of-Network Provider is limited to $350 maximum per exceeding the lesser of

visit. the benefit maximum or
maximum allowed
amount*

Chemo/Radiation Therapy office and outpatient f_7_o_spital No charge All billed amounts
exceeding the
maximum allowed
amount*

' Skilled Nursing Care (facility) No charge Al billed amounts
Coverage for Inpatient rehabilitation and skilled nursing services is limited exceeding the lesser of
to 150 days combined per benefit period. Coverage for an Out-of-Network the benefit maximum or
Provider is limited to $600 maximum per day. maximum allowed |

amount* '
Inpatient Hospice _ " No charge All billed z;mdﬁnts
exceeding the
maximum allowed
amount*
Durable Medical Equipment i | No charge Not covered ]
Prosthetic Devices No charge Not covered S
Hearing Aids ) I No charge | Allbilled amounts

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”.
e Costs may vary by the site of services. Other cost shares may apply depending on the 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.

e Qutpatient facility tests and treatments done at Ambulatory Surgical Centers or Hemodialysis Centers are limited to a

maximum reimbursement of $350.00 per admission.

e Advanced Diagnostic Imaging is limited to $800 per service for Out-of-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
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cause iatrogenic infertility. Members' 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 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 other 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, Internist, Gynecologist, Obstetrics/Gynecology, Pediatrician and Nurse Practitioner. The office visit copay
will apply to all other provider specialties.

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.

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 tradematk of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered
marks of the Blue Cross Association.

Questions: (800) 825-5541 or visit us at www.anthem.com/ca
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Get help in your language

Language Assistance Services

Curious to know what all this says?

We would be too. Here's the English version:
IMPORTANT: Can you read this letter? If not,
we can have somebody help you read it. You
may also be able to get this letter written in
your language. For free help, please call right
away at 1-888-254-2721. (TTY/TDD:711)

Separate from our language
assistance program, we make
documents available in alternative
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

IMPORTANTE: ¢ Puede leer esta carta?

Si no, podemos pedirle a alguien que le
ayude a leerla. También es posible que pueda
solicitar que le enviemos esta carta escrita

en su idioma. Para obtener ayuda gratuita,
llame de inmediato al 1-888-254-2721
(TTY/TDD: 711).

Arabic
LSy «SlIXS )a‘j\ OSa o 1] Al N 03a Bed B aakaid Ja \“L"‘
Oy Wil S 28 Lg_.;\)a@_hmmuwwulhu\
o.)c\.m.nkslc J}\.a;.“ uﬂﬁa.bﬂ_,.\ﬁadb)\ 238 k;‘.c .JJ..A;]‘
Sl el e Juai¥) on p diile
1-888-254-2721. (TTY/TDD: 711)

Armenian

NhcUArNkESARL. Ywpnnwun'wd Gp
Yuwpnuwi wyu bwdwyp: BptE ny, dtup Jupnn
tup wnwewpyty nplt UGYh oqunupjniup® atiq
hwdwp wju Jupnwine hwdwp: e Ywpnn
Bp Lwl wyu Lwdwyp unwlw) d6p JGqyny:
Uuyswp oqunipjwl hwdwn juunpnuwd Gup
wldhpwwbu quluquhuwpt|' 1-888-254-2721.
(TTY/TDD: 711)

Chinese
B TAEBILEDS ? WRTE - HFTTLEHEA
HitE - TETDESUEHES BHILER -

MFEREER) - 551 H1EE 1-888-254-2721.
(TTY/TDD:711)

Farsi
H_,,;\_,.igngp@&\uub?mﬂ;\ﬂ\g‘u
6‘\““"‘-"‘)‘ PAA\J';JJJJJJ‘_,';L)\ML&&‘_S.AS.\:\S
Mui.uc_ulmbuw\uhbuu‘)}.‘.susjmde
Oba i adly po S Lg\_).n_lsl_:‘).xgi.nsdl&_n\_)chl:]b_,sb
o Jtel 1-888-254-2721. (TTY/TDD: 711) i
kY]

Hindi

AGaYUT: AT 3T Ig I U¢ ol &7 TG o761,
AT A TN A T aFa &1 T8
T 31T 379 AT F of formar wae B fevyen
HETAT o T, oA g 1-888-254-2721

G FHidT FY) (EAE/EEE711)

Hmong

TSEEM CEEB: Koj puas nyeem tau daim
ntawv no? Yog tias tsis tau, peb muaj gee

tus neeg pab nyeem nws rau koj. Koj los kuj
yuav tau txais ib daim ntawv sau ua kom yam
lus. Rau kev pab dawb, thov hu tam sim ntawm
1-888-254-2721. (TTY/TDD: 711)

Japanese

BE : ZONFEEHDL I ENTEETN?
MO EMTERVES, ETHIEN
ARETT, F/o. HEAFETRSNEZIDX
EAEHBCRUTRAS LA TEET, EE
DXIEE “HLEDGE . 1-888-254-2721
(TTY/TDD:711) (Z THEE 720,

Khmner

NS ISHAHGHISHUEISICNSIS?
0SS WRasTSyAgwms
HEBIGS U SRIUETISIIIImAa
URHAREIEN MEUSgWishw
SNOARIY uUSiHinESEEIsMULIe
1-888-254-2721. (TTY/TDD: 711)

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.

#CA-DMHC-001#
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Korean

SR:0 HAE HOA £ JOAIQ?
X ROM ZR, 008 AOA £ QUE=E
22 Mol &2 4 USLICH A2
PHHE & HIE QHEOZ 9ol A £
USLICH BACZEZ HEHEsE =80

Z QoA ZBR, 1-888-254-272181C 2 Hi 2
et =4 AIQ. (TTY/TDD: 711)

Punjabi

= gHt fag fgst ug mere 97 Adg &, 3T WA
fond ugs f9 3ot vee a9 e of| 3A
fam fg8t & wruet v Rg & B3y Fare J)
HS3 Hee Bl (o aad 393 oA '3 98
a9 1-888-254-27211 (TTY/TDD: 711)

Russian

BAXHAA NHOOPMALINA: MoxeTe nu
Bbl NpoynTaTh AaHHOE NUcbMo? Ecnu Her,
Hall cneunanuct NoOMoXXeT Bam B 3TOM.
Bbl Takke MmoxeTe nonyuntb AaHHoe
NUCbMO Ha BalleMm a3bike. [1ns nonydeHus

GecnnaTHOM NOMOLLM 3BOHUTE NO HOMEPY
1-888-254-2721. (TTY/TDD: 711)

It’s important we treat you fairly

Tagalog

MAHALAGA: Mababasa mo ba ang

sulat na ito? Kung hindi, mayroon kaming
makakatulong sa iyo na basahin ito.
Maaari mo ring makuha ang sulat na ito
nang nakasulat sa iyong wika. Para sa
libreng tulong, mangyaring tumawag
kaagad sa 1-888-254-2721.

(TTY/TDD: 711)

Thai

dfity: AndEIsaauIauIEil lavda
winqoia mamieil e srawisavaiu
lnsdnAuauamatnle AauamIsnsaITa
e iifidoulunsrvasno latmuiu
wineaIn1saNmudanuy lufian e
TsaTmsuas laviniiii 1-888-254-2721.
(TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi co doc dwoc la thw
nay khéng? Néu khéng, chiing t6i co thé
nhfy ai dé‘git]p quy vi doc. Quy vi cling co
thé yéu cau thu nay viét bang ngdn ngiv
cla quy vi. Dé dwoc tro' giip mién phi,
hay goi ngay dén sb 1-888-254-2721.
(TTY/TDD: 711)

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don'’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn’'t English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-DMHC-001#
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SISC NAVITUS

Self-Insured Schools of California
Schools Helping Schools HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 5-20
Network Costco Costco Navitus
Days' Supply* 30 a0 30 90 90 30
Generic $5 N/A FREE FREE FREE N/A
Brand $20 N/A $20 $50 $50 N/A
Specialty N/A N/A N/A N/A N/A $20
Qut-of-Pocket Maximum $1,500 Individual / $2,500 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

Qut-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.
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