Your summary of benefits Anthem %

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schools of California); 80-E $20 Anthem Classic PPO
Your Network: Prudent Buyer PPO

Cost if you use an In- Costif youusea

Covered Medical Benefits Network Provider Hnn-.l'-.letwnrk
Provider
Overall Deductible $300 person { SE00 family
Overall Out-of-Pocket Limit | 51,000 person [ | Mo limit person /
i £3,000 famiky | Mo limit family

The family deductibie and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and par person out-of-pocket limit; in addition, amounts for all coverad family members apply 1o both
the family deductible and family out-of-pocket fimit. Mo one member will pay mare than the per person deductible or per persan

ouf-of-pocket Hmit.
Your copays, coinsurance and deductible count toward your out-of-pocket limétjs).

In-Metwark and Non-MNetwork deductibles accumulate toward each other; however, In-Network and Non-Network out-of-pocket
limit amounts accumulate separately and do not accumulate toward each other.

“For services received from an out-of-network provider, the member may be held responsible for any costs beyond the
permitted amount and the overall charges.

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

Medical Chats and Virtual Visits for Primary Care from our Onfine Provider K Heaith, through its aflialed Provider groups
are coverad af No Charge.

Virtual Visits from online provider LiveHealth Online for urgant'acute medical and mental health and substance abuse
discrder care via www. vehealthonling com are covered at No charge; and 320 copay per visit deductible does nof apply for

coverad Specialis! Care.
Primary Care (PCP) wirfual and office | 80 copay per visit for All billed amounts
The copay is waived for the first three office visits lo a primary care wisits 1-3, then exceeding the
provider per benefit period. (See footnote 1) | 520 copay per visitfor | maximum allowed
visits 4+, amount.
{See fooinate 1) (See fooinate 2)

Mental Health and Substance Abuse Disorder Gare virtual and office §20 copay per visit All billed amounts
| deductible does not exceeding the

| apply

Arhoon Blue Crees is the mrade neme of Blee Oroees of Califomia Arthermn Bue Ences prad S nohiem Bl Cross Life and Heahh Insurance € TNy ane |1].'|l. ook licienissis nd
tha Bl Cross Assncianon, @ ANTHEM 159 regenened madimnark of Anthem Inseranoe Companes, Inc. The Biue Cross: name and synbol are regeeered marks of the Blue
pviss Aannciacon

Questions: (B0} B25-5541 or visit os at waw.anthem com s

CASLG/STISC (Self Insured Schools of Califorma): 80-E 320 Anthem Classic PPOY4FY/10.01-2023
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Costif youuse a
Non-Network
Provider

Specialist Care virfual and office

er Practitioner Visits

Maternity Care Prenatal and Postnatal Global Cara)

Retail Health Clinic for routine care and freatment of comman flnesses;

usually found in major pharmacies or refail stores.

Manipulation Therapy

Fre-authorization review by Amencan Specially Health (ASH) is required
affer the 5 visi).

Acupuncture

Coverage is imited to 12 visifs per benefit period.

Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office

Surgery

Preventive care | screenings / immunizations

£20 copay per visit
: deductble does nol

| apply

20% coinsurance afier
deductible is met

§20 copay per visit
deductible doas not

apply

20% coinsurance after
deductible i met

20% coinsurance after
deductible is met

| 20% coinsurance after
| deductible i met

[ 20% coinsurance after
| deductible is met

| 20% coinsurance afler
| deductible is met

Mo charge

maximum allowed
amoLEnt.
(See fooinote 2)

All biled amounts
excaeding the
maximum allowed
amount.

(Sea fooinote 2)

All bifled amounts
exceeding the
maximum allowed
amount.

(Sea footnate 2)

All bifled amounts
exceeding the
maximum allowed
amounk,

(See foolnote 2)

Mot covared

0% af maximum
allowed amount
iSee footnote 2}

Mot covered

All bifled amounts
exceeding the
maximum allowed

amount.
(See fooinote 2)

All bifled amounts
excaading the
maximum allowed
amount.

(See foolnate 2)

Mot covered
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Costif youuse a
Non-Network
Provider

Preventive Care for Chronic Conditions per IRS guidelines Mo charge

Diagnostic Sarvices

Lab

Office 20% coinsurance after | Not covered
deductible is mat

Freestanding Lab 20% coinsurance after | Not coverad
deductble i3 met

Outpatient Hospital | 20% coinsurance after | Mot covered
deductble is met

X-Ray

Office 20% coinsurance afler | Nol covered
deductible is met

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

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

Advanced Diagnostic Imaging for example: MR PET and CAT scans

Office 20% coinsurance after | All bifled amounts

Coverage for & Mon-Network Provider is imited to 3800 maximum per lest
{See foctnote 3)

Freestanding Radiclogy Center
Coverage for a Non-Nefwork Provider is imited to 3800 maximum per fest
{See foofnole 3)

Outpatient Hospatal
Coverage for a Non-Nedwork Provider is imited fo 3800 maximum per lesf.
(5ea foofnofe 3)

deductible is mat

20% coinsurance after
deductible is met

20% eoinsurance afler
deductble is meat

exceeding the lessar of
the benafil maximum or
maximum allowed
amount.

1See foolnote 2 and 3)

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

(Sea footnote 2 and 3)

All bifled amounts
exceading the lesser of
the benefit maximum or
maximum allowed
amount

(See foolnote 2 and 3)
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Coverad Medical Benefits

Cost if you use an In-

Metwork Provider

Costif youuse a
Non-Network
Provider

Emergency and Urgent Care

Urgent Care includes doctor senvices. Adaifional charges may appoly
dapending on the care provided.

Emergency Room Facility Services
Copay walved if admitfed.

Emergency Room Doctor and Other Services

Ambulance

Qutpatient Mental Health and Substance Abuse Disorder Care at a
Facil

Facility Fees

Doctor Servicas

Outpatient Surgery

Facility Fees

Hospital

Senvices and supplies for the following awtpatient surgeries are subject fo
a benefil imil if performed in an oulpatient hospital setting. The benedt
limit does nof apply If performed in a Freestanding Ambulatory Surgical

! Arthroscopy limited to $4.500 per procedurs

o Cataract surgery fimited to §2, 000 per procedure

a Colonoscopy imited to 51,500 per procedure

0 Upper GI Endoscopy Imited fo §1,000 per procechire

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

| $20 copay per visit

deductible doas not
apply

§100 copay per wisit
and then 20%
coinsurance after
deductble is met

20% coinsurance afler
deductible iz meat

$100 copay per trip and
20% coinsurance after
deductible iz mat

[ 20% coinsurance after

deductible is met

20% coinsurance afier

deduchbls i met

20% coinsurance after
deductible is met

All bifled amounts
excaeding the
maximum allowed
amounl.

(See footnate 2)

Coverad as In-Network

Coverad as In-Metwork

Coverad as In-Network

Al billed amounts
exceeding the
maximum allowed
amount.

(Sea fontnate 2)

All biled amounts
excaeding the
maximum allowed
amaount.

iSee fostnote 2)

All biled amounts
exceeding the
maximum allowed
amount.

iSea footnote 2}
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Coverad Medical Benefits

Ambulatory Surgical Center
Coverage for a Nan-Network Provider s imited to $350 maximum per day.
(See footnofe 3)

Doctor and Other Services
Hospital

Hospital (Including Maternity, Mental Health and Substance Abuse
Disorder
Coverage is limited to 3600 benefit maximum per day for non-emergency
aomizsion at a Non-Netwark provider. (See foatnofe 3).

Facility Fees

Hip/Knee/Spine Surgeries

For inpatient services, this benefit is covered only when performad at a
designated Blue Distinction Plus Center for Speciatty Care. Subject to
utifizatian review

Physician and other services including surgeon fees.

Home Health Care

Coverage is limited to 100 visits per benefit peniod.

Coverage for & Non-Network Provider is imited fo §150 maximum per day.
[See foctnofe 3)

Rehabilitation Services

Office
Fre-guthorization review by Amencan Specially Health [ASH) is required
affer the 5" wisil).

Cost if you use an In-

Metwork Provider

20% coinsurance after
deductible is mat

20% coinsurance afler
deductible is met

! 20% coinsurance after
| deductible is met

| 20% coinsurance after
| medical deduciibla is
[ met

| 20% coinsurance after
| deductible is met

20% coinsurance after
deductible is meat

' 20% coinsurance after
| deductble is met

Costif youuse a
Non-Network
Provider

All biled amounts
exceeding the lesser of
the benafit maximum or
maximum allowed
amount.

(See fooinate 2 and 3)

All bifled amounts
gxcaading the
maximum allowed
amounkt

(See footnote 2)

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

{See fooinote 2 and 3)

Mot covened

All billed amounts
exceeding the
maximum allowed
amount.

ISee fooinote 2}

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

iSee footnote 2 and 3)

Mot covernsd
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Cost if you use an In-

Costif youuse a

Covered Medical Benefits 2 Non-Network
MNetwark Provider Pravidar
Qutpatient Hospital , 20% coinsurance after | Not covered
| deductible iz meat
I . .
Pulmonary rehabilitation office and outpatient hospital | 20% coinsurance after | Al bifled amounts
deductble is met exceeding the
maximum allowed
amount.
(See fooinate 2)
Cardiac rehabilitation office and oulpatient hospital I 20% coinsurance afier | Mot covered
Coverage is imited fo 36 visits per benefit period, | deductible is meat
Dialysis/Hemodialysis office and outpatient hospital 20% coinsurance after | All biled amounts
Caverage for & Mon-Network Provider is limited to 3350 maximum per visif. | deductible is met exceeding the lesser of
(See footnole 3) the benefit maximum or
maximum sllowed
amount.
(See fooinote 2 and 3)
Chemo/Radiation Therapy office and oufpatient hospital | 20% coinsurance after | All billed amounts
deductble s mat exceading the
maximum allowed
amount
iSae footnote 2)
Skilled Nursing Care (facility) 20% coinsurance after | All biled amounts
Coverage for inpatient rehabilitation and skifed nursing services is imied | deductible is met exceeding the lessear of
fo 150 days combined per banefit panod. the benafit maxamum or
Coverage for a Non-Network Provider is imited to $600 maximum per day. maximum allowed
{See foofnole 3) amount.
(See fooinote 2 and 3)
Inpatient Hospice | No charge All billed amounts
exceading the
maximum allowed
amount
(See fooinate 2)
Durable Medical Equipment 20% coinsurance after | Not covered
deduchblea iz meat
Prosthetic Devices | 20% coinsurance after | Mot covered
| deductible is met
Hearing Aids | 20% coinsurance affer | All billed amounts
Covarage is Iimited to $700 maximum avery 24 months. [See footnofe 3) | deductible i met axcaeding the lessar of

the benefit maxsmum or
mazimum allowed
amount.
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Costif youuse a
Non-Network
Provider

Cost if you use an In-

Covered Medical Benefits Network Provider

(See footnote 2 and 3)

Footnote 1: The office visit copay is waived for the first three office visits 1o a prmary care provider per banefit period, The
copay waiver applies fo the actual office visit and addifional cost shares may apply for any other service perfarmed in the office
{i.g., X-ray, |ab, surgery}, after any applicable deductible. Primary care providers are defined as General and Family
Practitioners, Internists, Gynecologists, Obstetrics/Gynecology, Pediatncians and Murse Practitioners. The office visit copay
will apply to all ather provider specialties.

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

Footnote 3: The plan may pay for the following services and supplias up 1o the maximum number of days or visits andiar dollar
maximum shown. When using non-network providers, the plan will pay the lesser of the benefit maximum or the maximum
allowed amount. If the maximum allowed amount is less than the listed benefit maximum, the plan will not exceed the
maximum allowed amount. Likewise, if the listed benefit maximum is less than the maximum allowed amount, the plan will not
exceed the listed beneft maximum.

Notes:

# Ifyou have an office visit with your Prmary Care Physician, Specialist or Urgent Care al an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Coverad Services will be paid under *Outpatient Facility
Services”

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

« Outpatient Facility tests and freatments are imited o $350 per admission for Non-Netwark Providers. Includes:
Surgery at Ambulatory Surgical Centers and Hemodialysis.

Advanced Diagnostic Imaging is limited to 3800 per service for Non-Network Providers.

s Coverage incledes standard fertility preservation services as a basic healthcare service including but are not limited to,
injections, cryopreservation and storage for both male and female members when a medically necessary treatment
may cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and
service rendered.

« The representations of benefits in this document are subject to California Department of Insurance {DOI) approval and
are subject to change.

This summary of benefils i a baef oulling of coverage, designed fo felp you with the seleclion process. This summary
does not reflect each and every banefit, exclusion and fimitation which may apply fo the coverage. For more dedails,
important limifations and exclusions, please review fthe formal Evidence of Coverage (EOC). If there is a difference
belween Mhis summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.
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Anthem %

Your summary of benefits
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Anthem.
Get help in your language BlueCross .
Notice of Language Assistance

Curious to know what all this saysT We would bs too. Hare's the English version:

Mo Cost Language Services. You can get an interpreter, You can get documenits read to you and some sent (o you In your
language. For help, call us al the number listed on your D card or 1-888-254-2721. For more help call the CA Depl. of
Ingurance at 1-B00-92F=4357. (TTY/TDD: T11)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If you
need a copy of this document in an alternate format, please call the customer
service telephone number on the back of your ID card.

Spanish

Servicios Bngllsticos sin costo, Puede tener un intérprets, Puede soliclar que be lean los documentos v algunos puede
recibirlos an su idioma. Para obtener aywda, lamencs al ndmero gue figura en su tarjeta de identificacion o al 1-B88-254-
2721, Para obtener ayuda adicional, Bame al Departamenta de Sequros de California al 1-800-927-4357 (TTY/TDD: 711

Arabic
Bisbeadt Jo Jpeandl il lpanay Jad g CbaBieai | dang ol | ST i Adaah iy aa fa ARSNGB i a0 A Slasd A Ty
1-BBE-254-2721 A 0 e ol ol fealdl iy ol Uy e gyl ) e 1y
(TTYMDD: 711} .1-800-827-4357 pb il e el L5 ) iS5 oy Jooal o g iamlsall e & e e (] gonall

Arrmanian

wnpiwnph e-np AR, o shwsnwpnpbpp Ylpapgm 2 hooaluop b popaph gpabp 265p ghgdm]; Oqimupnds
wunbimgme hwdwp gubqubwpbp Jbg 26q 10 pupnh g bedus b penoohwdupn pod 1-888-254-2721 haodwpm);
Lpuwgnighy oqumppub hudwp qubguhopbp Yoy hdantfugh wopuhngwgpmpoh o oopopougnl by
hbnwjumemhunlwp m.E' 1-B00-827-4357: (TTY/TDD: T11)

Chinese

ARG - AR E - (RNl A M A ¢t T L AT A i BT AR e - HMIFRTRRE
s T IO - LA SEE ok 55 [ AR5 25 4=2T 2 IIREEE TR I - A5 SRRl « SFSHT-R00-927-4357 BE5CA Dept. of Tnsurance
(TTYTODE 711

I-:sa'm_ll-—.l 1y o lda! daa | ooy cdedif gl et ookt poify o i g s Sy el el LSl 3 Ol
3 edas Suila) s st 2ol Jlepl Gligl g Gl3sss ol 4y s sl gy ol gay Lad
1-E3B-154-2711 Jush j! o 3 b lelid S)ls 33 bl Suwjepd ) bad Jub

aglad i Lotk SIS dacy splal by pdfoy wlyfad adlays gl gy cdoady pplad Lo Ly
(TTY/TDD:711) cuyps @ wiad 1-800-927-4357

Hiridi

Antrerm Blise Gross L#e and Heelth Insursnce Compary Is an indepandent licensea of the Blus Cross Associaton. ANTHEM & a regisicred trademark of
Anthaim Insaranca Companies, Ing, Tha Biue Croas nama aril symbol gre registanad matks ol the Blue Coroes Assooialion

MCASHATERCML D6ME COIE COv NCA-CDI-001
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TaT AT 7 AT BETE| AT AR W S FEA | AT STEET 9IS OFd § 3N 3T aTEE A
HTET AT OO S AR €| Aa ¥ R ER 4 10 ¥ W AEeE AeR WO 1-888-254-27211 WY FiE
Y| ¥UF FEm & AT 1-800-027-4357 o¥ CA #rar Tasmar ®rwle F11 (TTY/TDO: 711)

Hmang

Tsis Xam Tus Mgl Cov Kev Pab Cuam Misig Txopg Hom Lus. Ko g peey swm tau txads 1b s neeg ixhais lus Ko) maag peey xwm
Ll ks ooy ntauh ey mycem v koj hom lus rau koj mbeog thiab yveav xa ib co ntaub ntawy sau ua koj hom s neaj sao kej. Taog rau
ke pab, hu rau peb tus nab npawhb xov too] teey tseg cin nyob rau ndawm koj daim 10 Jos sis 1-B86-254-2721, Txog rou kev pab nix,
b sy soog raw Pab Kas Phass Lab Chasy U Flagg Lwinn CA ws wov 1oog 1-B00-927-4357, (TTYTDD: 711)

Japanese

BEHERY—CX. ARY—CEAERTohzET. HETIBETRXEERALITEY, XWEELH—EALTOETT.
WEFSHFAIZIE. (Dh—FICEBREZh-8%. 1 1-808-254-2721 ICHEEE S0, ¥EOERIT. Y T+L=
FHEER (1-800-927-4357) I—BBE 2L, (TTYTDD: 7T11)

Khrmar
1H1'|.rm.'|llr|hq1 q:rwm‘rq:nmﬁ]:piﬂ R L T LU TG T ] In]-nm."ugl!n:rnn'wn':l:m 1I'sﬂlt-|:n'.l‘:r fpaart| Wl:ﬂhrmmhmnrﬁrﬂim |D rr:n."g_n pha T=
BEB-254-2T21+ ajeyadpornipe pmpaipet CA Depl. of Insurance sees 1-B00-827-4357-(TTY/TDD: T11)

Horean

28 HOf Mu|A HEMS O[E54 = USUICH HEie HOR S50 A4 E RME WolEd = ASLUO =85
Ge A D F=0 7IAE B3 T 1.488.254.2721 2 HOlSHMA|IR CE = 80| YL5A|D 1-800-0927-43572 29
Ca SAof 22 FHAZ. (TTYTDD: 711)

Punjzbi

foma foaA Bag @ 37 Ao g0 S g ugony ooy S Aae ) 38 308 SRFEE YFY F 5 Aee J W2 W 9l
g fo@E FOd 99 AT AER ) WeE B, Ad 30 vl avae @ 3 getda Sed AF1-ge8.250-272 3 @9 &) e
HeE BH, HE fuaeH € s Baig R § 1-800-927-4357 & &8 & (TTY/TDD: 711)

Russian

BEcnnaTHbie AKoBEIE Yonyri. Bo moseTe nonyanTs YENyre YETHOR Nepebod«usa. Bam MoryT MnpouuTaTh SRy MEnTs MM
HEMPEEMTE HEKOTOPLIE M3 HHX HA BalleM A3cike. [NA NoNy4eHHA NoOMOLWKH 3B0HATE HaM No TENShoHY, YXKA3IBHHOMY Ha
BALLEA HOSHTHOUEALMOHHOR KARTE, MK N Horepy 1-B88-254-2721, [lna nonyYeHinA SOnoNHETENBHOR NOMOWLM IB0HHTE B
JenaprameqT cTpadoeasuA wrarta Kanwdopsna no nomepy 1-BO0D-927-4357_ {TTY/TDD: 711}

Tagalog

Mga Libreng Serbigyo para sa Wika Maaar kayong kumuha ng interprefer, Maaarn ninyong ipabasa ang mga dokumenic at
ipadala ang ilan s8 mga o sa inyo sa wikang ginagamit nimyo. Para sa tulong, tawagan kami sa numerong nakalista sa
imyeng 1D card o 52 1-B83-254-2T21. Para sa higit pang tulong, lawagan ang CA Dept. of Insurance sa 1-B00-927-4 357,
(TTY/TDOD: 711)

Thai

ldfiduin s Amdunie s inoalduldnsa s

virud i soeabidwddd wand v ldvudisaziana v adyeazdafiovive Teo Talnsveasvive windaamrarutimuia
'I!.Im'[m‘lﬁ-m"lu“mul,nmﬁi:uﬂljuuﬁn';ﬂf:i‘iﬁumH'luu!'aﬁumum:u 1-888-954-2721 wandasmraruthomSaiudy
TusaTnsfiamuusun CA Dept. of Insurance swuoway 1-800-927-4357 (TTY/TDD: 711)

Antrerm Blise Gross L#e and Heelth Insursnce Compary Is an indepandent licensea of the Blus Cross Associaton. ANTHEM & a regisicred trademark of
Anthaim Insaranca Companies, Ing, Tha Biue Croas nama aril symbol gre registanad matks ol the Blue Coroes Assooialion

MCASHATERCML D6ME COIE COv NCA-CDI-001
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Vielnamase

Cac Dich Wiy Ngdn Ngir MiBn Phi, Guy vi cd thé of thing dich vién. Qui vi cd thé yéu clu Goc tal léu cho quy vi nghe v yéu
cau giri mot s0 tai éu bing ngon ngiF clia guy vi cho guy vj. D& duoc tro gitp. hdy goi cho sd duoee ghi irén the 1D cla quy
vi hodc sd 1-A868-254-2721. Dé duge giap AF thém, hily gol cho 5S¢ Bao Hidm California { California Department of
Insurance) theo sé 1-B00-027-4357, (TTY/TDD: 711)

It’s important we treat you fairly

That's why we follow fedarsl civil rghits laws imowr haglth programs and activities, We don’t discriminate, sxclude people, or
treat them differently on the basis of race, color, natlonal origin, sex, age or disability, For people with disabilites, we offer
free aids and services, For people whose primary language isn't English, we affer free language assistance semvices through
interpreters and oler wirithen languages. Interested in these services? Call the Member Services number on your 1D card for
help (TTY/TDOD: 711), If you think we faited o offer these services or discriminated based on race, color, national origing, age,
disability, or sex, you can e a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator im wrifing o Compliance Coordinator, PO, Box 27401, Mail Drop VYAZ002-N 160, Richmond, WA 23278, Or vou
can file a complaint with the U.S. Department of Health and Human Sendces, Office for Chil Rights at 200 Independence
Avenue, SW, Room 508F, HHH Building; Washingion, D.C. 20201 or by calling 1-200-262-1018 {TDD: 1- 800-537-7687) or
onling at hitps:Yocrpodal bhs goviecrportaliobby js1. Complaint forms are available at

hittp:ffweesw . hha.govlocriofficetfilelind=x. himl.

Antrerm Blise Gross L#e and Heelth Insursnce Compary Is an indepandent licensea of the Blus Cross Associaton. ANTHEM & a regisicred trademark of
Anthaim Insaranca Companies, Ing, Tha Biue Croas nama aril symbol gre registanad matks ol the Blue Coroes Assooialion

MCASHATERCML D6ME COIE COv NCA-CDI-001
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[ 4
A5 NAVITUS

o |- Inguied Sehoos of Calillormia
st HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 7-25
L ] owakn ] WAL
Matwork Caostco Costoo Mavitus

Days' Supply” 30 90 30 a0 &0 a0
Geneanc 3T ) FREE FREE FREE M
Brand 325 A 325 s60 J60 MNiA
Specally [ 12 iy 121 MNiA MR, INSA 525
Qut-of-Pocket Maximum £1,500 Individual / $2,500 Family

SIEC urges members to use genenc drugs when available. If you or yvour physician requests the brand name
when a genernc equivalent is available, you will pay the generc copay plus the diference in cost between the
brand and generc. The difference in cost between the brand and generic will not count toward the Annual
Out-of-Pocket Maxirmum.

“Mambers may recaive up to a 30-day andior up to a #0-day supply of medization at paricipating pharmacies.
Some narcolic pain and cough medications are nol included in the Costeo Free Genare or 90-day supply
programs, Mavitus confracts with most independent and chain phamacies; however, Walgreens s NOT a
participating phamacy in this network,

Mall Order Service
The Mail Order Service aflows you o recelve 3 90-day supply of mamtenance medications, This program |s
part of your phamacy benefit and s VOLUNTARY.

Specialty Pharmacy

Mavitus SpecialiyRx helps members who are taking medicalions for cerain chronic linesses or complex
diseases by providing services that offer convenience and suppor. This program is par of your pharmacy
banafiit and is MANDATORY.

Far infarmation regarding the Prescription Drug Program call ar visit on-ling:
Mavitus Customer Care 1-B86-333-2757 (toll-free} TTY {toll free) 711 wenw navitus.com

The Mavitus Member Portal allows you o access persenalized pharmacy benefit information onfing at
woww.navitus.com. For information specific to your plan, visit tha Mavitus Member Portal. Activate your
account online using the Member Login nk and an activation emad will be sant o you. The sile provides
access 1o prescrption benefits, pharmacy kocator, drug search, drug interaction information, medication
histony, and mail order information. The sita is available 24 hours a day, saven days 3 week.

RX 7-25 Rev. 01/2023


http://www.navitus.com/

http://www.navitus.com/

http://www.navitus.com/


