Your summary of benefits Anthem &

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SI5C (Self Insured Schools of California): 90-C $20 Anthem Classic PPO
Your Metwork: 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 Mo charge
Specialist care _ $20 copay per visit deductible does not apply

Cost if you use an

Costif youuseanin- o o & osork

Metwork Provider

Coverad Medical Benefils

Provider
Owverall Deductible $200 person / 5200 person |
$500 family $500 family
| Overall Qut-of-Pocket Limit - $1,000 person | | MNa limit person |
$3,000 family Mo 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-Metwork and Out-of-Network deductibles are combined and accumulate towards each other.
In-Metwork and Qut-of-Network out-of-pocket imit amounis 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 ni‘ﬂna} You are encouraged fo select a Pnmary Care Physician (PCP).

Primary Care (PCP) virtual and office $0 copay pervisitfor | All billed amounts

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

provider per benefit penod 320 copay per visit for | maximum allowed
visits 4+ amount”

Mental Health and Substance Use Disorder Services virfual and office 320 copay per visit All billed amounts
deduchble doas not exceeding the
apply maximum allowed

amount®
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Specialist Care wirtual and office

' Other Practitioner Visits
Maternity Doctor services (prenatalposinatal care and defivery)

Retail Health Clinic for routine care and treaiment of common ifnesses;

usually found in major pharmacias or refail stores.

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

Acupuncture
Covarage is imited fo 12 visits per benefit pariod.

' Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office

Surgery

' Preventive care [ screenings / Immunizaﬁﬁnes

' Frewniive Care Enr E-l'.llnl-'ll:'l: Eunditiﬁrm per'iﬁ-s gurdaﬂn&s

$20 copay per visit
deductible does nat
apply

10% coinsurance after
deductible is met

$20 copay per visit
deductible doas not
apply

10% coinsurance after
deduciible i met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

- Mo chame

ND 'ﬂ-'lﬂ'gE

All billed amounts
exceeding the
maximum allowed
amount*

All billed amounts
exceeding the
maximum aflowed
amount®

All billed amounts
exceeding the
maximum allowed
amount®

Mot covered

0% of maximum
allowed amount®

Mat coverad

All billed amounts
exceading the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount”

- MNat covered

- ﬁﬂl muered
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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

Freestanding Lab

Cutpatient Hospital

| X-Ray
Office

Freestanding Radiology Center
Qutpatient Hospital

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

Office
Covarage for an Oul-of-Network Provider is fmited to 3800 maximum per
test

Freestanding Radiology Center
Coverage for an Qui-of-Nebwork Provider is Fimited o 3800 maximum per
test

Cutpatient Hospital
Coverage for an Ouf-of-Network Provider is imited to 3800 maximum per
test

: Emergency and Urgent Eara
Urgent Care includes doclor services,
Additional charges may apply depending on the care provided.

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance aftar
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is med

10% coinsurance after
deductible is met

10% coinsurance aftar
deductible is met

$20 copay per visit
deductible does not

apply

Mot covered

Mat covered

Mot covered

Mot covered

Mot covered

Mot covered

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

All billed amounts
exceading the lesser of
the benefit maximum or
maximum allowed
amount’

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

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

' Emergency Room Facility Services
Your copay will be waived if admitfed.

Emergency Reom Doctor and Other Services

Ambulance

Authorized Out-of-Network non-emergency ambulance services ang limited

to an Anthem maximum payment of $50.000 per trip.

| QOutpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees

Doctor Services

' QOutpatient Surgery

Facility

Fees

Hospital

Services and supplies for the following oulpatient surgeries are subject fo

a benefit imit if parformed in an outpatient hospifal setfing. The benefit
limif does not apply if performed in a Freestanding Ambulatory Surgical

Cenler.

L T e = T = )

Arthroscopy limited fo $4,500 per procedure

Calaract surgery limited fo $2,000 per procedurs

Colonoscopy limited to §1,500 per procedure

Upper Gl Endoscapy limited to §1,000 per procedure

Upper GI Endoscopy with biopsy imited to §1,250 per procedure

Ambulatory Surgical Center

Coverage for an Qu-of-Nefwork Provider is limited to $350 maximum per

day.

Cost if you use an In-

Network Provider

$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

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Cost if you use an
Qut-of-Network
Provider

Covered as In-Network

Caovered as In-Netwoark

Covered as In-Network

All billed amounts
exceading the
maximum allowed
amount®

All billed amounts
exceading the
maximum allowed
amount®

All billed amounts
exceading the
maximum aliowed
amount*

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

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network

| Physician and other services including surgeon fees
Hospital

.Hn ital (Including Maternity, Mental Health and Substance Usa

Disorder Services)
Anthem's maximum payment is up to $600 per day for non-emergency
inpatient admissions fo Out-of-Nefwork 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
uftization review.

Physician and other services inciuding surgeon fees

Home Health Care
Coverage is imited fo 700 visits per benafit penod. Coverage far an Out-
of-Network Provider is limied fo $150 maximum per day.

10% coinsurance after
deductible is mat

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after

deductible is met

Provider

All billed amounts
exceeding the
maximum allowed
amount*

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

Mat coverad

Al billed amaunts
exceeding the
maximum allowed
amount®

| All billed amounts

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

Rehabilitation and Habilitation services

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

Outpatient Hospital

| Pulmonary rehabilitation office and oufpatient hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after

deductible is met

Mot covered

Mot covenad

' All billed amounts

exceading the
maximum aliowed
amount*
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Cost if you use an
Out-of-Network

Cost if you use an In-

Covered Medical Benefits Network Provider

Provider
Cardiac rehabilitation office and outpalient hospital 10% coinsurance after | Not covered
deductible is met

' Dialysis/Hemodialysis office and outpatient hospital ' 10% coinsurance after | All billed amounts
Coverage for an Out-of-Nelwork Provider is imited to $350 maximum per | deductible is met exceeding the lesser of
wisit. the baneafit maximum or

maximum aliowed
amount”

| Chemo/Radiation Therapy office and outpatiant hospital | 10% coinsurance after | All billed amounts

deductible is met exceeding the
maximum allowed
amount*

' Skilled Nursing Care (facility) ' 10% coinsurance after | Al billed amounts
Coverage for Inpatient rehabilifation and skilled nursing services is imied | deductible is met exceeding the lesser of
to 150 days combined per benefit period. Coverage far an Oul-of-Network the benefit maximum or
Provider is imited fo $600 maximum per day., maximum aliowed

amount®

' Inpatient Hospice ' No charge ' All billed amounts

axcasding the
maximum allowed
amount*

' Durable Medical Equipment ' 10% coinsurance after | Not covered

deductible is met

' Prosthetic Devices | 10% coinsurance after | Not covered

deductible is met
' Hearing Aids | 10% coinsurance after | All billed amounts
Coverage is imited fo $700 maximum every 24 months. deductible is met exceading the lesser of
the benefit maximum or |
maximum allowed
amount*

Mofes:

» I you have an affice 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™,

= Cosis may vary by the site of services. Other cost shares may apply depending on the 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 pant of
the Mental Health and Substance Use Disorder benefit.
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Outpatient facility lests and treatments done at Ambulatory Surgical Centers or Hemodialysis Centers are limited to a
maximum reimbursement of $350.00 per admission.

Advanced Diagnostic Imaging is limited to 3800 per service for Qut-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 infertiity. Members' cost share for fertility preservation services is based on provider type and senvice
rendarad.

The aoffice 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, Intemist, Gynecologist, Obstetrics/Gynecology, Pediatrician and Nurse Practitioner, The office visit copay wil
apply lo all other provider specialties.

This summary of benefits is a bnef outling of coverage, dasigned to help you with the selection process. This summary
does nol reflect each and every benefit, exclusion and fimitation which may apply to the coverage. For more details,
important imifations and exclusions, please review the formal Evidence of Coverage (EQC). If there is a difference
batween this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EQC), will prevail.

Nnchems Mue Croas i3 the erscde namne of oo Croas of Califormia, fuvhers Tue Cross aead A nibsam Blae Coeoss Life and Healih |r|-.||r.||||:.\,'!'.'.|1|r|-\,|.w. are |r|.|.:p.cf..l,'r||
Bognaces of they Blue Cras Assocerion, ® AMTHEM s & regiseecd ersdemank of Anthom Insorence Comnpanics, Inc, The Blue Cross name and symebd gre regianenesd
mark=s oif che Blup Croas Yassaoanon

Questions: (B00) 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
1D card or 1-888-254-2721. For more help call
the CA Dept. of Insurance at 1-B00-927-4357
(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 puedsa
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. 5i necesita mas ayuda, llame
al Departamento de Seguros de California

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

Arabic
Ay 5 e o pemad) Sy A gl s
iy ) Ly Jo ]y ) | s o pan
iy e g sl ) ey o il e J el
bt Lesall e .-u-l 1-B00-254-2721 5 &b aatal gt
1-800-927-4357 .0 o CA 5 (el oy Lot
(TTY/TDD: 711)

Armenian

Uinwlg wpdbph (Goyuwljwl SwnuwnepncbliGn:
e Guipnn Bp pwlbwnp pwnguwlipy
wnwiliwgg: " Yuipnn Bp uonuwliog
thwuunwipnebn, npnbp Yuwpnmnd Bu dbg
huwwp, huly npnzltpp® nunuwpldnod B dbn
[Equny: Ogunipguwl huwdwn qubiquiwpip dbg
Ao 1D puwpunnud Uadwd hwdwpny Guod
1-888-254-2721 hbnwpunuwhuwwpg:
Lpwgnugh: ogUnuppul hwdwp quibguibwptp
CA Uujwhnywgpnipiwl puwdwbidnilip®
1-B00-927-4357 (TTY/TDD 711)

Chinese
I'-{-? .Erlu.l 1t ‘I"'i 'IH f:l.! ”I 5'&' ill} I L:;t-i”l‘{ ‘I:.j{ IEIJ:I'I.'H_U. .::9:
(s MRS - A TSR SRR - o]
LUt i apea 0 - AR - SRy
1D -FR Pl RS R « oL 1-888-254-2721
B MRS - AXHUIG SR Ieih - ST
1-800-927-4357 (TTY/TDD: 711) £ CA
FRER
Farsi
UL Y. I g PR LTS ROC Ry T Tu PEL
s e Lanes 01 aliidh 2 gy 2l g e 08 Sl g
e Jhos S0 g L s ) a2t el g
g Sygent SIS P m ptlas gl bla o dlaal gl g
riainl 5 1 g a8y ol 1-B88-254-2721 » el
1-800-927-4357 = jec 4 CA a2 b i
g A (TTYITDD: T11)
Hindl

=-er=F s FATT | 3T U AT e &Y
oo &) A9 STOEF HOAT 99T J 929 T g
& 3T T T 3TA AT H GE 7 T T
# 1 wEra F R, saer smgd g o7 o A
AT 9T T 1-888-254-2721 97 £H Fia F1)
T mEraar & e e dar R =t
1-800-927-4357 9T &1 &1 (TTY/TDD: 711)

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 1D los sis 1-888-254-2721. Rau kev pab
ntxiv hu lub CA Tuam Tsev Hauj Lwm nisig txog
Kev Tuav Pov Hwm ntawm 1-800-927-4357
(TTY/TDD: 711)

Japanese

ERORRY—E2, iREEZ L TE
b, A B EARTHER LY A
7=~ I HIELTEET,. Vih— AR
fetiyiy, 1D H— FlzRESh Ty SR

ki1 1-888-254-2T21 £ TG HEw
= BICELOIWERICLTIE, 22U

=THERRETEIVWShEL Sy, §

afige o @ 1-800-927-4357 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company k= an independent licenses of the Blue Cross Association.

Anthem is a reqistered radermark of Antharm Insurance Companies, [ne,

RCACDI-00TR
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Khmner

Eﬂﬁﬁtg&.tmnmmmq HEHNGS SUChSUS
LIRS T HRHNGE SUCSR RN NS BA
aNU Skhmanis: 1EQ_|HH'E‘-1’IH‘II.‘IJ1TUMHH"I
AENUSSW g ginnuRiilinmuiueiEm
H‘lsls‘iﬁmmﬁ D n_um 155 1] 1-888-254-27211
MEd"IUﬂE r.t.n_ua'r.-r mugimmg-imﬁmaﬂ
ALIIE CA SIS 1-800-027-4357
(TTY/TDD: 711)

Korean
S i MUl2,. SHAE HE Al 3H SELICH
SHE ABIHH AUHCE & AD HE MRS
ABIS HHE HYE50 HCE HUYEE
UgLICh =50 EQotAH, Hat2l 1D =0
L% 3le 3o Xe 1-E|Eﬂ 254-2?21 o
Mol =A BHELIGL O B2 &0
ﬂE!::&-MIE CA 255 1-800-927-4357
(TTY/TOD: TH1)= Halol =& A L.

Punjabl

e SET B9 T HEe' AT TR & AT J
FHITAFRA TG U I YUI ST AECE I W3 I%
TS IH €9 FI'G 3 I IB| Hew B, A
Mmm?mm?waﬂw
1-888-254-2721. E‘JT:IHEEHETEAEIT}FEEFEIT?_S
T8 % S 1-800-927-4357 (TTY/TDD: 711)

Russlamn

Noctynke: BecnnatHele ycnyri nepesoaa.

Bel moxeTe BOCNONLI0OBATLCA YCNYTAMK
nepesofuMka. Bam MOryT 3auMTaTb QOKYMEHTHI
BCMYX, 8 HEKOTOPLIE M3 HUX MOTYT BeiTe
QTNRaBNedHbl Bam Ha BalemM R3bIKE, Ecnn sam
HY¥Ha NOMOLLL, NOIBOHKMTE HAM NO HOMEPY,
YEAIAHHOMY Ha Baled WaeHTWPMKaLWOHHOR
KapTe Y4acTHHE2 nnaHa, uny No HoMepy
1-888-254-2721. [Ins nonyyeHus
AONONHWTENBHOR NOMOLK NO3BOHWTE B
NenaprameHT cTpaxoBaHnA 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 1D
card o 1-B88-254-2721. Para sa higit pang
tulong tumawag sa CA Dept. of Insurance
sa 1-B00-927-4357 (TTY/TDD: 711)

Thal

us - nrsrunasuun badua w99 AnEBnse
Suaniiomiumdale AWATNISOSULaNETSILUL
fluauTwdanaa ingolun s uann la
winaaIntsemTiomda TusaTnsn” aaarsianm
winulatis:uuiesUs=adrvasnmuda
1-888-254-2721 winsnanisAutiummia
Wae ™3 TdsaTnsn " aransunisdssAndouma

upa was Tuiulail 1-800-027-4357
(TTY/TDD: 711}

Vietnamese
Dich vy Ngén ngi Mién Phi. Quy vi c6 thé
ducrc bb tri théng dich vién, Quy v cé thé
yéu nﬁu ho doc tai liéu hn&c gl cho n:qll.lji.ur V|
!TI. s tai liéu bﬂng ngén ngtr cla quy vi.
Ela dl:gc trer gidp, hay goi cho chiang toi
dién thoai duge ghi trén the 1D cua
qu'_n,r vi hodc 1-B88-254-2721. Pé ﬂm::nc: trgr
gilip lhem héy goi cho S¢ Bao hiém CA
theo =0 1-800-027-4357 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company k= an independent licenses of the Blue Cross Association.

Anthem is a reqistered radermark of Antharm Insurance Companies, [ne,
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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.Q. Box 27401, Richmond,
WA 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 LS. 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-B00-537-7697) or visit

hitps:/locrportal.hhs.goviocr/portal/lobby . jsf

Anthem Blue Cross Life and Health Insurance Company k= an independent licenses of the Blue Cross Association.
Anthem is a registersd iradermark of Anthem Insurance Companias, Ine, #OACOIDO1E
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H-dn4 I Cali i5
:;;‘ﬂ:mn e HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 5-20
Neatwork Costco Costeo Mavitus
Days' Supphy* KL a0 30 ab a0 30
Generic §5 A, FREE FREE FREE M
Brand 320 A 320 550 350 MY
Specialty M A A MIA MA 520
_Dul-uF-F'ucb;at Maximum 21,500 Individual / $2,500 Family .

SISC urges members to use generic drugs when available. If you or your physician requests the brand name
whan a generic equivalent is availabla, you will pay the generic copay plus the difference in cost betwean tha
brand and generc. The difference in cost between the brand and generic will nol count toward the Annual
Out-of-Pockel Maximum.

*Members may receive up to a 30-day andfor up 1o a 90-day supply of medication at parlicipating pharmacias.
Some narcolic pain and cough medications are nel included in the Costco Free Generc or 90-day supply
programs, Mavitus coniracts with most independent and chain pharmacies; however, Walgreens is NOT a
participating pharmacy in this netwaork.

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.

Speclalty Pharmacy

Mavitus SpecialtyRx helps members who are taking medications for certain chronic linesses or complex
diseases by providing services that offer convenience and suppor. This program is part of your pharmacy
benafit and is MANDATORY.

For information regarding ihe Prescriplion Drug Program call or visif on-line:
Mavitus Customer Care 1-B8668-333-2T57 (toll-frea] TTY (1ol free) 711 wena navilus.com

The Navitus Member Portal allows you lo access personalized pharmacy benefit information online at
woww.navitus.com. For information specific to your plan, visit the Mavitus Member Portal. Activate your
account onling using the Member Login link and an activation email will be sent 1o you. The sile provides
access 1o prescrption benefits, pharmacy kocator, drug search, drug interaction information, medication
histony, and mail order information. Tha site is available 24 hours a day, seven days a week.
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