Your summary of benefits Anthem @"

Anthem@ Blue Cross Life and Health Insurance Company
Your Plan: SISC (Self Insured Schoots of California); 80-M 340 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 | ho charge
Mental Health & E-uhstartﬂ.a Use Disorder S;aﬂlms No charge
Specialist care |-$4'EI copay per wisit deductible doas nat apply

Costif youuseanin- oo 1 you usea

Covered Medical Benefits Natwark Brovider N1:|T|-_I'¢Ehl.lnrh
Provider
Overall Daductible 33,000 person [ 34,000 person |
| $6,000 family $6.000 family
Overall Qut-of-Pocket Limit ' 34,000 person [ Mo limit person |
. $8.000 family Mo limit family

The family deductible and out-of-pockeat fimit are embedded, meaning the cosl shares of one family member will be applied to
the per person deductible and per person out-of-pocket bmit; 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
aut-of-packet limit

All medical deductibles, copayments and coinsurance apply to the cul-of-pocket limit,
In-Metwork and Mon-Metwork deductinles are combined and accumulate toward each other,

"For services received from an cut-of-network provider, the member may be held responsile for any costs beyand the
permitted amount and the overall charges.

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

Primary Care (PCP) wifual and office | 30 copay per visit for All billed amounts

The copay is waived for the first three office wsils [o a primary care | visits 1-3, then excaeding the

provider per benafit perod | 340 copay per visitfor - maximum allowed
| visits 4+ amount*

Mental Health and Substance Use Disorder Services virfual andoffice | $40 copay per visil Al billed amounts

| deducfible does not exceeding the

apply maximum allowed
amount’
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Cost if you use an In-

Cost if you use a

Covered Medical Benefits : i Non-Network
Network Provider Provider
Specialist Care virfual and office $40 copay per visil All billed amaunts
| ceductible doas not exceeding the
| apply maximum allowad
amount*
Other Practitioner Visits
Routine Matemnity Care (Prenatal and Postnatal Global Care| I 20% colrsurance afler | All billed amaunts
deductible is met extaeding the
maximum allewed
amount’
Retail Health Clinic for routing care and freatment of common Tinesses; | 340 copay per visit All billed amaounits
usually found in major pharmacies or retail stores. deduchble does not axcaeding the
2pply maximum allowed
| amount’
Manipulation Therapy I 20% coinsurance after | Not covared
FPre-authorization review by Amencan Specially Health (ASH) is required | deduchible is met
after the 5th visit of physical, occupationa! or chirpractic care,
Acupuncture 20% coinsurance after | 50% of maximum
Coverage is limifed to 12 visits per benefit period. ceductible is met allowed amount*

Cther Services in an Office

Allergy Testing | 20% coinsurance after  Not covered
| deductibla is met
Prescription Drugs Dispensed in the office | 20% coirsurance afler | All balled amaounts
| deductibie is mel exceeding the
maximum allowed
amount®
sSurgery . 20% coirsurance afler | All billed amounts
| deducfible is mel exceeding the
maximum allowed
amount'
Preventive care | screenings | immunizations Mo charge Mot covered
Preventive Care for Chronic Conditions per IRS guidelines No charge Not covered
Diagnostic Services
Lab
Office | &0% coinsurance after | Not covered
| deduchible is mel
Freestanding Lab | 20% coinsurance after ~ Not covered
| deduchible is met

Page 2 of 10



Covered Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Network
Provider

Cutpatient Hospatal | 20% coinsurance after Mot covered
| ceductibe 15 mel
X-Ray
Office | 20% coinsurance after  Not covered
| deduchible is mel
Freestanding Radology Center 20% colnsurance afler | Not covered
deductible is mel
Outpatient Hospital 20% coinsurance after | Not covered
deductible is met
Advanced Diagnostic Imaging for example: MRY, PET and CAT scans
Office | 20% ooinsurance aftler | Al billed amounts
Coverage for a Non-Network Provider is limifed to S800 maximum perlesf | deductible is met excaeding the lesser of |
the benefit maximum or
maximum allowed
amount®
Freestanding Radiclogy Center 20% coinsurance after | All billed amounts
Coverage for a Non-Network Provider is limited to $800 maximum per tesf | deductible is met exceeding the lesser of
the benafit maximum or |
maximum allowead
amount’
Cutpatient Hospital | 20% coinsurance after Al billed amounts
Coverage for a Non-Network Provider is limited to $800 maximum per test | deductibla is met axcaading the lesser of
the benefit maximumior |
maximum allowed
amount®
Emergency and Urgent Care
Urgent Care includes doclor services. Additional charges may apply $40 copay per visit Al billed amounts
depending on the care provided. ceduciible does not excaading the
apply maximum alklowed
amount’
Emergency Room Facility Services F100 copay per visit Coverad as In-MNetwark
Your copay will be waived if admifted. and 20% coinsurance

|
Emergency Room Doctor and Other Services

Ambulance
Authorized Non-Network non-emaergency ambulance services are limited
fo an Anthem maximurn payment of 350,000 per tnp.

after deductible is met

20% coinsurance after
deductible is met

$100 copay per trip and
205 coinsurance after
deduchbis is met

Coverad as In-MNetwork

Coverad as In-Metwork
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Covered Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Metwork

QOutpatient Mental Health and Substance Use Disorder Services at a
Facility
Facility Fees

Doctor Servicas

Qutpatient §
Facility Fees

Hospital

Services and supphies for the following oufpatient surgeries are subedl o
a benefif fnif f performed in an owpatient hospital selffting. The benefit
limit ooes nof apply If performed in @ Freesfanding Ambufatory Surgical
Centar.

Arthroscopy fimited to §4,500 per procedures

Calaract surgery fmited to §2.000 per procedure

Colonoscopy imited lo §1, 500 per procedure

Upper Gl Endoscopy limited fo §1,000 per procedure

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

Ambulatory Surgical Center
Covarage for a Non-Networi Provider is fimited fo $350 maximum per day.

o= B = R T

Physician and other services including surgeon fees
Hospital

Hospital (Including Maternity, Mental Health and Substance Use

Disorder Services)
Anthem's maximum payment is up fo 3600 per day for non-emergency
inpafient admissians to nan-netwark providers. ,

Facility Fees

| 0% coinsurance after
| deduchible is met

| 20% coinsurance after

| deduchble is mel

| 0% coinsurance after
deductible is met

0% ealnsurance afler
deduchibia is mat

: 20% coirsurance after
| deduchbia is mei

20% coinsurance after
| deduchbie i5 met

Provider

All billed amounts
exceeding the
maximum allowad
amount’

All billed amounts
exceeding the
maximum allowed
amount®

All billed amounts
exceeding the
maximum allowed
amount*

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

All billed amounts
excaeding the
i alkowead
amount*

All billed amounts
exceading the lesser of
the benefit maximum or |
maximum alkowed
amount’
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Cost if you use a
Non-Network
Provider

Cost if you use an In-

Covered Medical Benefits Notiack Provider

Hip/Knee/Spine Surgeries
For inpatient senvices, this benefif is coverad only when parformed ata | 20% coinsurance afler | Not covered
designated Blue Distinction Plus Center for Specialty Care. Subject to | deduchible is met

utilization review.
Physician and other sarvices including surgeon foes | 20% coinsurance afier | All billed ameunts
| deduchible is met exceeding the

maximum allowed
amount*

Home Health Care 0% coinsurance after | All billed amounts

Coverage is imited to 100 visits per benefit period. deductible is met exceeding the lesser of |

Coverage for a Non-Network Prowvider is imifed fo $150 maximum per day the benefit maximum or
maximum allowed
amount’

Rehabilitation and Habilitation services inc/uding plysical, occupational

and speech therapies.

Office | 90% colnsurance afler ~ Not covered

Pre-autharization review by Amencan Specially Health (ASH) [s required | deduchible is met
after the Sth vight of physicsl, occupationa! or chiropractic care,

Cutpatient Hospital : 20% coinsurance after Mot covered
| ceductible is mel
| |
Pulmonary rehabilitation office and outpatient hospital | 20% coinsurance after | All biled amounts
deductible is met exceading the
maximum alklowed
amount
Cardiac rehabilitation office and outpatient hospital | 20% eoingurance after | Mot covered
| deduchbie is met
Dialysis/Hemodialysis office and outpatient hospial 20% coinsurance aftler | All billed amounts
Coverage for a Non-Nelwork Provider is limifed to §350 maximum per visll. | deduchbie is met exceeding the lesser of
the benafit maximum or |
maximum allowed
amount*
Chemo/Radiation Therapy office and aufpalient hospital | 0% coingurance after Al billed amounts
| deduchble is met exceading the
maximum allowed
amount’
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Covered Medical Benefits

Cost if you use an In-

Metwork Provider

Cost if you use a
Non-Metwork

Provider
Skilled Nursing Care (facility) 20% coinsurance after | All billed amounts
Coverage for Inpatient rehabilitation and skilled nursing services is iméed | deductible is met exceeding the lesser of
fo 150 days combined per beneft penod, the benefit maximum or |
Covarage for a Non-Network Provider is Iimited fo 3600 maximum per day, maximum allowed
amount’
Inpatient Hospice | No charge All biled amaunts
exceeding the
maximum alfowed
amount’
Durable Medical Equipment ! 20% coinsurance after | Mot covered
| deductible is met
Prosthetic Devices ' 0% coinsurance after Mot covered
| Deduchble is mef
Hearing Aids 20% coinsurance after | All baled amounts
Coverage is limfted to $700 maximum every 24 Months. deductible is met exceading the lesser of
the benafit maximum or |
maximum allowed
amount’

Notes:

« If you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Qutpatient Facdity (e.g.,
Hospital or Ambulatory Surgical Facilty), benefits for Covered Services will be pald under "Outpatient Facility

Senices’.

» Costs may vary by the site of service, (ther cost shares may apply depending on senvices provided. Check your

Cariificate of Coverage for details.

= The limits for physical, cccupational, and speech therapy, ifany apply to this plan, will not apply if you get care as part

of the: Mental Health and Substance Use Disonder benefil,

« Outpatient Facility tests and freatments are imited to $350 per admission for Non-Network Providers. Includes:

Surgery at Ambulatory Surgical Centers and Hemodiahysis.

« Advanced Diagnostic Imaging is limited to 800 per service for Non-Network Providers.
» Coverage includes standard ferflity preservation services as a basic healthcare service including but are not limited to,
injections, cryopreservation and storage for both make and female members when a medically necessary trealment
may cause iatrogenic infertility. Membar cost share for fertility preservation sarvices i based on provider fype and

senyice rendered.

» The office visit copay is waived for the first three office visits to a Primary Care Physician per benefit perod. The copay
waiver applies 1o the actual office visit and additional cost shares may apply for any other service performed in the
office {i.a., X-ray, lab, surgary), after any applicable deductible. Primary Care Physician is defined as General and
Farnily Pracitioner, Internist, Gynecologist, Obstetric/Gynecology, Pediatrician and Nurse Practitioner. The office visit

copay will apply to all olher provider specialties.
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This summary of benefits is a bnef cutling of coverage, designed to help you with the selecion process. This summary
does nof reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more defails,
importard imitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference

belween this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), wi prevail.

Questions: (B00) BEE-E2EB or vigil us al www.anthem.com'ca
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I..'.l.ngl ge Access Services:

Get help in your language

Curous 0 know what all this savs? We waounld be ton, Here's the Englizh vemsion:
I vou have any r.]unz!-:t'mﬂﬁ about this document, vou have the right to got I-u:lp and information 1 your language ot no
cost. To talk ve an interpreter, call (G00) 836-8265

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.

(I'TY/TDD: 711)

B s e R e o S e L A ) T T
. (BONT, BRH-B2R8 o el cam e
Armenian (huybpBb). Gpb wpu uwnwpgph hbn Quogpdud hapgbp nobibp, guop hpadmbp nmkp

1.ui.1|_|_£1.1.1|1 u1.r'|.1.1.:=|.11,u1_ -::qhmp]mh i mhthlu,lmqmp]mh ﬂ..bp thqnq_-. Ehupqﬂmhﬂi hkwn ]unu'hlnr_ hmdmp
quihquibwipbp hbnbpug hbmohnswhwidupm (B0 8R8-8288:

Chinese(5F32) © MRS ATC I (LA REM - ST HE A S e BN R IEER - MBI EE
55 + SHEIHE(S00) BBB-B28E,

2 ady |y Sas 5 oledhl 48 sypta 1y Ge ol sedgyla Lie Gyl gael pag V5w 45 Syge 2 3 (e LE) Farsi
(BIM1) BEA-B2R8 oglad Ly o alid popiis £y Ly oR508 o)y o 00i€adiygs Gligsole Glyi 4o o) digjs
gk plad

French (Frangais) : 51 vous avez des questions sur ce document, vous avez b possibilivé d*accéder granurement a ces
informations ef 4 une aide dans votre langue. Pour parler 4 un interprete, appelez ke (800) S85-3288.

Haitian Creole (Kreyol Avisven): 51 ou gen nenpor kesyon sou dokiman sa a, ou gen dwa pou pwenn od ak
enfdmasyon nan lang ou gratis, Pou pale ak yoo entéprit, rele (HIHT) HBH-H2EH,

Ltalian (Italiano): In caso di evenmuali domande sal presente documento, ha il dinro di dcevere assistenza ¢
informazon: nella sua hnguia senza aleun costo aggiuntvoe. Per partare con un interprete, chiami il numero (BN BES-
H248,

Japanese (HAFERCO ROV TREOTTHE BN, SEECEHGED ESTEE TREEZM R
HBSHETINGNET. BIRCEETCE. (Bo0) BER-E2ZE8 RS IREE,

Korean (B=0{): £ B M0 O3 o2 BojAbd0(etz UE 37, 750 AH = 7517} Al 85 o2
FEEE A GRE HE H2l7t AUsCh B AL 00k |5ty H(goo) 8882882 BOISHY AL,
Navajo (Diné): Diinaaltsoos bikd’igii tahgo bina idifkidee nd bohdénéedz) ddéd bee ahdot'l” r'3d ni nizaad k' ehj bee nil
fAnthiem Blue Cross Lile and Hedlth Ingurance Comgany 15 an indepandent licensea of (e Blue Cross Assotiabon. ANTHEN s & regisiered tradernsark of

fnthem Insurancs Camparss, Bne. The Blue Cross name aod symbal are magicksrad marks of the Blua Crass Assscialion.

MEASHATRECML D6ME SO G #Co-CO-001

Fage 9 of 10



Language Access Services:
bodocnik t"aadoe bagh ilinigod. At halne’igii k' bich'{” hadeesdsih niniringe koj’ hodiilnih (2] REG-R288,

Polish (polski): W przvpadku jakichkolwick pyran zwiszanych 2 ninicjszym dokumentem masz prawo de bezplatnego
uzyshkania pomocy oraz informacg w swoim jgivke. Aby porozmawiac 2 tlumaczem, zadewon pod numer: {BOF) 358-

B288,

Punjabi (el 3 302 fom ergey o9 391 7eE OF 75 T IUF a8 WeES e wudt e e vew v wreadt
YuF w9 v wiitere 7o O e ooEie o oie J9e oF, (M00) BRA-B28F I @

Russian (Pyccaarii): ecal v Bac £cTh KAKHE- 00 BOOPOCH B OTHOITENHE AGHHOTO A 0ETAEHTS, BRI HMEETE Npaso Ha
CECILASTHOE ODATHOHEE DTDMDIO o m:i:nnpmm HI BAOIEM fEuke U TOOH CERMTECE © TCTHED OEREEOASEEDN,
mosroERTE B0 Tea (S0 B3H-HIRE

Spanish (Espafiol): 5 ticne pregunnas acerca de esie documenio, tene derecho a recibir ayuda ¢ informacion en su
tdicma, sm costos. Para hablar con un inérprete, Hame al (801 B88-8285,

Tagalog (Tagalog): Kung mayroon kang anumang katanangan tungkol sa dokumentong ito, may karapatan kang
humingi ng rulong ar impommasyon sa ivone wika nang waking bavad, Makipag-usap sa isang tagapagpaliwanag,
tawagan ang (800 BEE-RIRE,

Viemamese l:'l'iéng Vigr): Ny guy vi eo bit kv thilc méc nio v& i ligu ndy, qui v G quy &n nhiln sy trg Eup v
thing nin biing ngon ngif clla qui vi hoan toan mien phi. Bé tran d&: vin mir thong dich vien, hiy goi (BOU) S85-R288.

It's important we treat vou fairly

That’s why we follow federal civil nghts bws in our health programs and sctivides. We don’t diseriminate, exchade
people, or trear them differently on the basis of race, color, nadonal ongin, sex, age or disability. Tor people with
disabiliries, 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 aumber on yout 1D card for help ﬂTYfTDD T, vou think we failed o offer these services or
discriminared based on race, color, natonal ongin, age, disability, or sex, you can file a complaint, also known as a
grievance, You can file a complant with our Compliance Coordinatar in writing to Compliance Coardinator, PO,
B 27401, Mail Dwop VA2OO2-MN 160, Richmond, VA 23279, Or you can file s complaing with the U5, Department
of Health and Human Services, Ofhice for Tivil Rights at 20K Indcpcnd{“nﬁ: Avwenue, 5W; Room 500F, HHH Hl.l-ildinl-_';
Washington, D.C. 20201 or by calling 1-800-368-101% [TDD: 1- 8K-537-T697) or online at

hitps:/ focrportal hhs.pov foct/ poral fobby.jsf, Complaint formis are available at

hirpe ! Swwew bl pow /oot office / file Sindex.hrml.

fAnthiem Blue Cross Lile and Hedlth Ingurance Comgany 15 an indepandent licensea of (e Blue Cross Assotiabon. ANTHEN s & regisiered tradernsark of
fnthem Insurancs Camparss, Bne. The Blue Cross name aod symbal are magicksrad marks of the Blua Crass Assscialion.

MEASHATRECML D6ME SO G #Co-CO-001
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ISC NAVITUS

Sel-lnyured Sehoos of Calilomes
et HEALTH SOLUTIONS

Pharmacy Benefit Schedule

PLAN RX 9-35
I S AT
Matwaork Coatco Costoo Mavwitus

Days' Suppdy® an B0 in a0 &0 1]
Genenc 39 A FREE FREE FREE MiA
Brand a5 Y a5 540 80 Mg
Specially MIA MR MR MR MR $35
Qut-of-Pocket Maximum 22,500 Individual / 53,500 Famdly

SIEC urges members to use genenc dregs when available. i you or your phiyzician requests the brand name
when a generic equivalent is available, vou will pay the genenc copay plus the diference in cosi between the
brand and genearic. The difference in cost babween the brand and genenc will not count toward the Annual
Crit-of-Pockst Maximum,

*Members may receive up to 8 30-day andfor up ta 3 90-day supply of medication at parscipating pharmacies.
Some narcotic pain and cough madications are not ncluded in the Costeo Free Ganenc or B0 -day supply
programs, Mavitus contracts with most independent and chain pharmacies; howoever, Walgreans is NOT a
participating phamagy in this network,

Mall Order Service
The Mall Order Service allows you o receive a 30-day supply of maintenance medications, This program |s
part of your pharmacy benefit and is VOLUNTARY.

Specialty Pharmacy

Mavilugs SpecialtyRx helps members who are taking medications for cartain chronic lilnesses or complex
dizeases by providing senvices that offer convenience and support. This program is part of your pharmacy
benefit and 5 MANDATORY,

Far information regarding the Prescription Drug Program call aor visit on-ine;
Mavitus Customer Care 1-B66-333-2T57 [toll-freal TTY [tall frea) T11 wasw navitus. com

The Mavilus Member Portal allows yvou 1o access persenalized pharmacy benefit information anline at
woww . navitus.com. For information specific to your plan, visit tha Navitus Member Portal. Activate your
account online using the Member Login Bnk and an activation smai will be sent 1o you. The sile provides
access 10 prescription benefits, pharmacy kocator, drug search, drug interaction iInformation, medkcation
héstory, and mail order information, The site s available 24 hours & day, seven days a week,

RX 9-35 Rav. 0172024
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