Your summary of benefits

Anthem® Blue Cross Life and Health Insurance Company

Anthem &

Your Plan: SISC (Self Insured Schools of California): HSA $3,400 - Family (HSA Compatible Classic)

Your Network: Prudent Buyer PPO

Visits with Virtual Care-Only Providers

Primary Care, and medical services for urgent/acute care

‘ Cost through our mobile app and website

No charge after deductible is met

Mental Health & Substance Use Disorder Services

No charge after deductible is met

Specialist care

10% coinsurance after deductible is met

Covered Medical Benefits

Overall Deductible

Covered Medical Benefits

Cost if you use In-Network or Out-of-Network Provider

Individual coverage ~ $1,700

$3,400: individual
$3,400: Family

Family coverage

Cost if you use an

Cost if you use an

Overall Out-of-Pocket Limit

In-Network Provider Out-of-Network Provider

$3,400 individual /
$6,800 family

No limit individual /
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 toward each other; however, In-Network and Out-of-
Network out-of-pocket limit amounts accumulate separately and do not accumulate toward each other.

*For services received from an out-of-network provider, the member may be held responsible for any costs beyond the

permitted amount and the overall charges.

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

Primary Care (PCP) and Mental Health and Substance
Use Disorder Services virtual and office

10% coinsurance after
deductible is met

All billed amounts exceeding the
maximum allowed amount*

CA/LG/HSA $1,700- Family (HSA Compatible Classic)/2NQZ/10-01-2026
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Covered Medical Benefits

Specialist Provider virtual and office

Cost if you use In-Network or Out-of-Network Provider

10% coinsurance after
deductible is met

All billed amounts exceeding the
maximum allowed amount*

Other Practitioner Visits

Maternity Doctor services (prenatal/postpartum 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 through American Specialty Health
(ASH) is required for physical, occupational or chiropractic
services

Acupuncture
Coverage is limited to 12 visits per benefit period.

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

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*

Not covered

50% of maximum allowed amount*

Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Not covered

All billed amounts exceeding the
maximum allowed amount*

Surgery 10% coinsurance after | All billed amounts exceeding the
deductible is met maximum allowed amount*
Preventive care / screenings / immunizations No charge Not covered
Preventive Care for Chronic Conditions per IRS guidelines | No charge Not covered
Diagnostic Services
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
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Covered Medical Benefits

Cost if you use In-Network or Out-of-Network Provider

Diagnostic Services X-Ray

Office

Freestanding Radiology Center

Outpatient Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Not covered

Not covered

Not covered

Diagnostic Services 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

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 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.

10% coinsurance after
deductible is met

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

10% coinsurance after
deductible is met

$100 copay per trip and
10% 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
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Covered Medical Benefits

Outpatient Mental Health and Substance Use Disorder
Services at a Facility

Facility Fees

Doctor Services

Cost if you use In-Network or Out-of-Network Provider

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*

QOutpatient Surgery

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.

Arthroscopy limited to $4,500 per procedure

Cataract 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

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

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
maximum allowed amount*

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.

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*
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Covered Medical Benefits

Cost if you use In-Network or Out-of-Network Provider

Physician and other services including surgeon fees

10% coinsurance after
deductible is met

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*

Therapy Services

Rehabilitation and Habilitation services

Office

Pre-authorization review through American Specialty Health
(ASH) is required for physical, occupational or chiropractic
services

Outpatient Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Not covered

Not covered

Pulmonary rehabilitation office and outpatient hospital

10% coinsurance after
deductible is met

All billed amounts exceeding the
maximum allowed amount*.

Cardiac rehabilitation office and outpatient hospital

10% 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.

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

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 Out-of-Network Provider is limited to $600
maximum per day.

10% coinsurance after
deductible is met

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

Inpatient Hospice

No charge after
deductible is met

All billed amounts exceeding the
maximum allowed amount*

Additional Services, Equipment and Devices

Durable Medical Equipment

10% coinsurance after
deductible is met

Not covered
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Covered Medical Benefits

Cost if you use In-Network or Out-of-Network Provider

Prosthetic Devices 10% coinsurance after | Not covered

deductible is met

Wigs 10% coinsurance after | Not covered

Coverage for wigs is limited to 1 item after cancer treatment | deductible is met

per benefit period.

Hearing Aids 10% coinsurance after | All billed amounts exceeding the

Coverage is limited to $700 maximum every 24 months. deductible is met lesser of the 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 “Outpatient Facility Services”.
Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

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

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

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
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 (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 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/sisc
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Anthem &

Your summary of benefits
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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 linguisticos 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 numero
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).

Arabic
AiCay g5 pa e Lo Jpaal) Sli€ay dilan 48] Cilana
sl Sl Lgmay Jlas )5 A1 55 laiisa e J gomal)
ey Lo zoaad) il Ll Uy dsil el Lo Jguasll
sacliud) (3a 2 3al 1-800-254-2721 i <l dualall 3510
1-800-927-4357 31 e CA 3 cuelill aniy o
(TTY/TDD: 711)

Armenian

Unwlg wpdtph |Ggwlwl SwnwjnLejnculbn:
AnLp Jwnpnn Gp pwlbwynp pwpgUdwlhy
utwluw: e Yupnn Gp unnwliwg
thwuwnwpnretn, npnup Yuwpnnud Gu dbg
hwdwn, huly npn2uEpp™ nLnwipyynud Bu éGn
[Gayny: OgunLpjwl hwdwn quugqwhwpbp Jtq
atp 1D pwnunnud Updwd hwdwpny Yud
1-888-254-2721 htinwhunuwhwdJwnpny:
Lpwgnighy ogunipjwu hwdwpn quuqwhwptp
CA Uwwhnqwgpnipjwu pwdwudniup®
1-800-927-4357 (TTY/TDD" 711)

Chinese
RETESARTS - TS R A ARTS - LIS
FIREEIERES - HEXffA ﬂ”E’J;%‘:‘TE’jHEZI: > ]
DI S s R a6 18 - ARHUS ) - s BEEHY
ID KFr% WY BEEESEAS - okEEE 1 888 254-2721
BT AMERAR - AHUSEHARAEN - SRR
1-800-927-4357 (TTY/TDD: 711) g1 CA
PRI AR
Farsi
o2lad an yie il g e Lad a4y e Hen o) Gileda
Ladh (b 4y Lad (o) alicd sl 2 il 5 e S Chal g2 50
RS Jle ol Ol ek 0l 49 ) (& 5 258 eail 52
Lass Cygiae Q8 oz pdlee lad Ll b laial ) 0
dainl 6 1 080 Ll 1-888-254-2721 o jled
1-800-927-4357 ol 43 CA 4an (s Ly iy
2,8 LI (TTY/TDD: 711)
Hindi
%zaﬁmml mwg&nﬁmww
Hord & | 3T STATIS YT AT H Ugar Hahed
g 3N Fo T 39 9T H Ge de [Har Ted
&1 Ferar & fAT, 379e 37EEr e ¥ v e
T IT AT 1-888-254-2721 WX &H FloT Y|
37T ggraar & forw g A Semer i
1-800-927-4357 9T &ieA 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

RO EFEY—E A, WaREZEIZ L LTS
9 Ii%fﬁﬁﬁﬁm Ttk LT 0, #E
L7zd 52 &b TEES, AR — FOKE
Y, ID 1 — FICEEHR S TS ERGE 5
F 7213 1-888-254-2721 £ CEHEHAELZ3W
o SOITFELWEHRIZOWTIZ, B Y 741
=TINERBER E TBRIVWAEDES S, &
hdr e . 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

OISANIYUUNMNISY HRHANGSSUTNSHAN
UmiuUY 5 Hﬁ‘H‘ID‘SQEUEﬂBD‘ﬁ‘MIH‘I B@JHF\‘
Ay sumr—wm:e Iﬁ@JH?‘—Tﬂ]ﬁﬁM‘IJUMHF—T‘I
muﬂwum’sm wammmammmmaimemm
EWBIS‘Tﬁw‘Fﬁ'ﬁ‘ ID JUﬁJJj‘f‘T 4 1-888-254-27214
NNURJWUISY g SIinisTiEAmm
nuId CA shwiusiifue 1-800-927-4357
(TTY/TDD: 711)

Korean

S& A Ml A SHAISE HZAIA Ca'L_ID

FAE AoUHH AHESL 2= UL HE HE

Hotel A &4&otH Yoz EEd #
USLICH =S50l ERotAIH, 2ate ID 2F= 0

LI U= B = 1-888- 254 2721 HO =2

Hatoll =AID UHLICH O 22 &80

Z RotAlH CA 23 S0l 1-800-927-4357

(TTY/TDD: 711)2 M3tah FTAAIL.

Punjabi

g 8 913 3 AT IH TIHE & AT JI

3H TA3RH 3T UG S YUI AT HAS I3 W

3J7ST ITH <Y FIG 3 JIE I&| HEe BT, AG

WUE WElgT 338 B*FIETEP:TESEE’ S’G‘B'EET—F

1-888-254-2721. QH}EEHETCAWEB"HTE;S

98 & 93 1-800-927-4357 (TTY/TDD: 711)

Russian

HocTtynHbl 6ecnnaTtHele ycnyrn nepesoaa.

Bbl MOXxeTe Bocnonb3oBaTbCs ycryramm
nepeeogynka. Bam moryT 3aunTatbe JOKYMEHTHI
BCMyX, @ HEKOTOpbIE U3 HUX MOTYT ObITh
oTnpaeneHbl BaM Ha BalleMm si3bike. Ecnv Bam
HY>XHa MOMOLLb, NO3BOHWUTE HaM MO HOMEpY,
yKazaHHOMY Ha Ballen naeHTUdMKaLnoOHHON
KapTe yyacTHUKa nnaHa, unu no Homepy
1-888-254-2721. [Ina nony4yeHus
AOMONMHUTENBHOW NOMOLLM NO3BOHUTE B
[enaptameHT cTpaxosaHus 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

s> nrsanuneuuy ludoanlsans ALEINISN
SUARMNWATIBLKAD LA AREINISaSULANESILLL
uwmu‘mﬁhLLamm"lwﬂm‘lun'\mmaﬂﬂm'Lm
WINNBINTISANNTIEIKED TUSA TSR SAnNBL516
wmmaﬂmmuuuumﬂﬁmmmmmﬂmma
1-888-254-2721 ¥nnN©adN19AMNTILLNAD
AN ~N TdsaTnsn anansunislszAunLn
unawasiiiiulan 1-800-927-4357

(TTY/TDD: 711)

Viethamese _ .
Dich vu Ngén nglr Mién Phi. Quy vi cé thé
dwoc b tri thdng dich vién. Quy vi co thé

yéu cau ho doc tai liéu hodc giri cho quy vi
mét s6 tai liéu bang ngdn ngr cua quy vi.

Dé duogc tro giup, hay goi cho chung toi

theo so dién thoai dugc ghi trén thé ID cla
quy vi hoac 1-888-254-2721. bé dugc tr¢
gitp thém, hay goi cho S& Bao hiem CA

theo s6 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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3ISC NAVITUS

Self-Insured Schools of California
Schools Helping Schools HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 9-35 (HSA $1700 FAMILY)

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 $3,400 Individual / $6,800 Family
Deductible** $3,400 Individual / $3,400 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.

** Deductible applies to both medical and pharmacy benefits. Copays and free generics at Costco apply only
after the deductible is met.

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.havitus.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 HSA 1700 FAMILY Rev. 01/2026


http://www.navitus.com/
http://www.navitus.com/
http://www.navitus.com/
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