Your summary of benefits Anthem

Anthem® Blue Cross
Your Plan: SISC (Self Insured Schools of California): Custom Premier HMO
Your Network: Select HMO

Costif youuse a

Cost if you use an In- Non-Network

Network Provider

Covered Medical Benefits

Provider
Overall Deductible $0 person Not covered
Out-of-Pocket Limit $1,000 single / Not covered
$2,000 family

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

Your copays, coinsurance and deductible count toward your out of pocket amount(s).

Preventive Care / Screening / Inmunization No charge Not covered

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

Virtual Care (Telemedicine / Telehealth Visits)

Virtual Visits - Online visits with Doctors who also provide services in

person
Primary Care (PCP) $10 copay per visit Not covered
Mental Health and Substance Use Disorder care $10 copay per visit Not covered
Specialist $10 copay per visit Not covered

Virtual Visits from Online Provider LiveHealth Online via
www.livehealthonline.com; our mobile app, website or Anthem-enabled

device
Primary Care (PCP) and Mental Health and Substance Use Disorder No charge Not covered
Specialist Care $10 copay per visit Not covered

Visits in an Office

Primary Care (PCP) $10 copay per visit Not covered

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. 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
CA/LG/SISC (Self Insured Schools of California): Custom Premier HMO/1XDW/10-01-2022
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Costif youusea
Non-Network

Cost if you use an In-

Covered Medical Benefits Network Provider

Provider
Specialist Care $10 copay per visit Not covered
Other Practitioner Visits
Routine Maternity Care (Prenatal and Postnatal) $10 copay per visit Not covered
Retail Health Clinic $10 copay per visit Not covered
Manipulation Therapy $10 copay per visit Not covered
Coverage is limited to 20 visits per benefit period.
Acupuncture $10 copay per visit Not covered
Coverage is limited to 20 visits per benefit period.
Other Services in an Office
Allergy Testing $10 copay per visit Not covered
Chemo/Radiation Therapy $10 copay per visit Not covered
Dialysis/Hemodialysis $10 copay per visit Not covered
Prescription Drugs Dispensed in the office $10 copay per visit Not covered
Surgery $10 copay per surgery | Not covered
Diagnostic Services
Lab
Office No charge Not covered
Freestanding Lab No charge Not covered
Outpatient Hospital No charge Not covered
X-Ray
Office No charge Not covered
Freestanding Radiology Center No charge Not covered
Outpatient Hospital No charge Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider
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Costif youusea
Non-Network
Provider

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Office
Freestanding Radiology Center

Outpatient Hospital

$100 copay per service
$100 copay per service

$100 copay per service

Not covered

Not covered

Not covered

Emergency and Urgent Care

Urgent Care $10 copay per visit Covered as In-Network
Copay waived if admitted.

Emergency Room Facility Services $100 copay per visit Covered as In-Network
Copay waived if admitted.

Emergency Room Doctor and Other Services No charge Covered as In-Network
Ambulance $100 copay per trip Covered as In-Network
Outpatient Mental Health and Substance Use Disorder

Doctor Office Visit $10 copay per visit Not covered

Facility Visit

Facility Fees No charge Not covered

Doctor Services No charge Not covered
Outpatient Surgery

Facility Fees

Hospital No charge Not covered
Freestanding Surgical Center No charge Not covered

Doctor and Other Services

Hospital No charge Not covered
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Costif youusea
Non-Network
Provider

Cost if you use an In-

Covered Medical Benefits Network Provider

Hospital (Including Maternity, Mental Health and Substance Use

Disorder)
Facility Fees No charge Not covered
Doctor and other services No charge Not covered

Recovery & Rehabilitation

Home Health Care $10 copay per visit Not covered
Coverage is limited to 100 visits per benefit period.

Rehabilitation services

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 40 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20

visits per benefit period.
Office $10 copay per visit Not covered
Outpatient Hospital $10 copay per visit Not covered

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office $10 copay per visit Not covered
Outpatient Hospital $10 copay per visit Not covered
Skilled Nursing Care (facility) No charge Not covered

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

Inpatient Hospice No charge Not covered
Durable Medical Equipment No charge Not covered
Prosthetic Devices No charge Not covered
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Your plan requires the selection of a Primary Care Physician (PCP). Choosing a PCP is an important decision. Call us
at the number on your ID card and we'll help you pick a doctor. Additionally, a referral from your Primary Care
Physician (PCP) is required for Specialist care and most other providers for select covered services.

If you have an office visit with your Primary Care Physician or Specialist 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.

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 HMO benefits are covered only when services are provided or coordinated by the primary care
physician and authorized by the participating medical group or independent practice association (IPA); except OB/GYN
services received within the member's medical group/IPA, and services for mental and nervous disorders and
substance abuse. Benefits are subject to all terms, conditions, limitations, and exclusions of the EOC.
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Get help in your language Anthem. g

BlueCross
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 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
IMPORTANTE: ¢ Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
il U iSa illadd) 138 e J geand) Wyl eliSey LS Lol i e dlaelind Lo (il Gilaiu) LiSad cadaing al 13) 40l 501 038 30 8 liSas o Zaga
(TTY/TDD:711) 1-888-254-272143 L 1 ¢ Juai¥l (2 5 cdulaall Sreludl o Jgaall

Armenian

NhTUALNRE3NRU. Yupnnuin 1 kp pipkpgh] wyu tudwlp: Gpk ns, Ukip jupnn bip wpudwngply hs-np dklhi, ng
ljoquh 2kq Jwpnu) wyl: Ywpnn kup bwb wju twdwlp 2kq gpuynp wwpppulny wpudwnpt): Tid&wp ogintpynil
unwbwnt hwdwp Jupnn bp wthwwwn quiquhwpky 1-888-254-2721 htnwjunuwhwdwpny: (TTY/TDD: 711)

Chinese
EHEEIE - MReEEEEEmE ? NREEARE » IRMEESIHR ARG - EF e ] DUESRLUEHEES M S HAREW - 7R
18 - 5515 1-888-254-2721 - (TTY/TDD: 711)

Farsi
edpma Lol 4y 15 cesd pa il g9 0 edidh g S ad 580 Sad 8l ey 1 dold Gl 4o 5F s o Lsl 3pes
Dy 4 1y dold ool Ll g5 0 gudoxen 0S8 SaS |y Lad 4ol ool g4l 3 Hyo LS paadlS
oolad Ly Y gaas olEL1 ) SaS ablyys ol 4y - a0dS adlyys olises glo) 4y 0siso
(TTY/TDD:711). 0008 s wlas 1-888-254-2721

Hindi

HEcaquT: FAT 31T AF T9 I8 Fehd 67 PR e, dl gH TP IH Gl A Fag F= & fov frdr F 3uarey
T FWFh g1 HT TT 97 et o F or@as 7 of werA @ g 81 e #eg & fAw, Foar 1-888-
254-2721 9T g¥a e HYI (TTY/TDD: 711)

Hmong
TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus

pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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EE: COEBEHOFTIN?LLROBVBEICE, ARZERT IODXEERTEHIENTEFT, £, CDE
BEHRLITISETEVLEINDEAFIDHLLTEFEY ., ROBSICLFTCEBREL T, BHIEEZRTTILESL,
1-888-254-2721 (TTY/TDD: 711)

Khmer
mmgl munmrsnemgma W? 1ﬁﬁamrw 1mhmﬁﬂJmmmnmenﬁeum ﬂnnmﬁwmmsms 1mmm¢1m:mmnn:ummﬁmun tﬂH‘]?DmﬁBmﬁﬁ "Eﬁ nmnmmmnmv'mhmn 1 888 254‘

27214 (TTY/TDD: 711)

Korean
T80 MAZ oM = AL goM 5= g8 42 =22 EE AE0| JAELCH 57t AH85t= A0 E A7
MUZ 2ol =5 JELLCHL B8 =22 B AHH SA| 1-888-254-2721 2 TSt A| 2. (TTY/TDD: 711)

Punjabl
HIZYIS: ot IAD g U39 Uzg AaR J? A &0, 3T wiAD fer § ugg 30 393 ee 88 fugd § 987 Ader of A0 Hee

U39 § windet s fdg fofgem I 2=t ugeny cond 59 AR J1 He3 Hee 88, fuaaur aJd 396 1-888-254-2721 3 9%
FJ1 (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe n1 Bbl NpouMTaTh AaHHOE NUCbMO? Ecnn HET, Hal crneuumanmcT NOMOoXeT BaM B 3TOM. Bbl Takke MoxeTe
nony4nTb JaHHOE MUCbMO Ha BalleM A3blke. [4na nonyyeHns 6ecnnaTHon NnoMoLLy 3BOHUTE No Homepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

nunawaafg: vinugusaaulaninaaduiiniala wnvinwbigusaatuaanunaayduil
EINsaIawIEminANaulvinuiele vinudeanaliidminimhadavaaninaluaisnzasvinudneae
winsasnsauhamdatasbifidnldang 1usainsfasanvunaway 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khéng? Néu khong, chung t6i co tbé bd tri ngudi gitp quy vi doc thw nay.
Quy vi ciing c6 thé nhan thw nay bang ngdn ng clia quy vi. Dé dwoc giup d& mién phi, vui long goi ngay s6 1-888-254-
2721.(TTY/TDD: 711)

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 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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Your summary of benefits Anthem

Anthem® Blue Cross
Your Plan: Chiropractic-Manipulative Treatment/Acupuncture Rider (HMO)
Your Network: ASH

Cost if you use a
Non-Network
Provider

Cost if you use an In-
Network Provider

Covered Medical Benefits

Benefits described in this section are provided through an agreement between Anthem Blue Cross and American Specialty
Health Plans of California, Inc. (ASH Plans). The services described in this section are covered only if provided by a
chiropractor or acupuncturist that is an In-Network Provider. These benefits are in addition to the benefits described in the
“Therapy Services” provision within the Evidence of Coverage (EOC). However, when you are treated by a chiropractor or
acupuncturist that is an In-Network Provider, services will not be covered other than those benefits specifically described in this
section. You may search for chiropractors or acupuncturists that are In-Network Providers using the “Find Care” function on our
website at www.anthem.com/ca and select the HMO Chiropractic/Acupuncture Network (American Specialty Health Plans).

Your First Visit You must make an appointment with a chiropractor or acupuncturist that is an In-Network Provider for an
examination of your condition. You do not need a referral from your Medical Group or Primary Care Physician to see a
chiropractor or acupuncturist that is an In-Network Provider.

Services Must be Approved All services must be approved as Medically Necessary except for:

¢ Aninitial new patient exam by a chiropractor or acupuncturists that are In-Network Provider and the provision or
commencement, during the initial new patient exam, of Medical Necessary services that are chiropractic and
acupuncture services, to the extent services are consistent with professionally recognized, valid, evidence-based
standards of practice; and

e Emergency Services.

If additional services are required after the initial new patient exam and they are approved as Medically Necessary, you are
covered up to the maximum number of visits shown below. All visits will be applied towards the maximum number of visits in a
Benefit Period.

Services Not Approved A chiropractor or acupuncturists that is an In-Network Provider may provide non-Covered Services.
However, you must agree in writing, before receiving non-Covered Services, to pay for them yourself. If a chiropractor or an
acupuncturist that is an In-Network Provider provides non-Covered Services without obtaining your written acknowledgement
prior to providing the non-Covered Services, you will not be financially responsible to pay the provider for such non-Covered
Services.

Visits in an Office & Outpatient

Chiropractic Care $10 copay per visit Not covered
Coverage is limited to 30 visits per benefit period. Benefit limit is for office
and outpatient combined. Benefit maximum is for Chiropractic Care
Services and Acupuncture Services combined.
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Covered Medical Benefits

Cost if you use an In-

Network Provider

57

Cost if you use a
Non-Network
Provider

Acupuncture

Coverage is limited to 30 visits per benefit period. Benefit limit is for office
and outpatient combined. Benefit maximum is for Chiropractic Care
Services and Acupuncture Services combined.

$10 copay per visit

Not covered

Diagnostic Services
Lab

Chiropractic labs
Covered when prescribed by a chiropractor that is an In-network Provider
and approved as Medically Necessary.

Covered at the same
cost share percentage
as Diagnostic Labs.

Not covered

Chiropractic X-Ray
Covered when prescribed by a chiropractor that is an In-network Provider
and approved as Medically Necessary.

Covered at the same
cost share percentage
as Diagnostic X-ray.

Not Covered

Durable Medical Equipment

Chiropractic appliances
Covered when prescribed by a chiropractor that is an In-Network Provider
and approved as Medically Necessary.

$50 maximum of
Chiropractic
Appliances per Benefit
Period.

Not Covered

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 HMO benefits are covered only when services are provided or coordinated by the primary care
physician and authorized by the participating medical group or independent practice association (IPA); except OB/GYN
services received within the member's medical group/IPA, and services for mental and nervous disorders and
substance abuse. Benefits are subject to all terms, conditions, limitations, and exclusions of the EOC.
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Your summary of benefits Anthemn %

Anthem® Blue Cross
Your Plan: Custom Hearing Aid Benefit (HMO)

Cost if you use an In- SIS e 508
Covered Medical Benefits Non-Network

Provider

Network Provider

Hearing Aids 50% coinsurance Not Covered
Coverage is limited to one hearing aid device per ear every 3 years.

The following hearing aids services are covered when provided by or purchased as a result of a written recommendation from
an otolaryngologist or state-certified audiologist at the above cost share and apply above Member benefit Maximum.
o Audiological evaluations to measure the extent of hearing loss and determine the most appropriate make and model of
hearing aid. These evaluations will be covered under Plan benefits for office visits to Physicians.
e Hearing aids (monaural or binaural) including ear mold(s), the hearing aid instrument, batteries, cords, and other
ancillary equipment.
o Visits for fitting, counseling, adjustments and repairs for a one-year period after receiving the covered hearing aid.
e Includes bone-anchored hearing aids.
Benefits will not be provided for charges for a hearing aid, which exceeds specifications prescribed for the correction of hearing
loss, or for more than the benefit maximums found above and in the Evidence of Coverage (EOC).

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.
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Get help in your language Anthem. W

BlueCross
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 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
IMPORTANTE: ¢ Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
tJ.\:_LL\d.auLaa.n 138 Jad}aﬂ\b@ldﬁ.m‘.as Ly;lﬁ&edbﬁudm@b_\uy“_um; ('.\.Hj\oﬂl.u_)l'lalé i:s‘—]_)ﬂn_L\S.udA pee

(TTY/TDD:711) 1-888-254-272148 L 158 Jlai¥) o> 52 cAsilaal) Bacliadl o J ganll

Armenian

NhTUALNRESNRU. Yupnnquin 1 kp phplpgh] wyu twdwlp: Gph ny, Ukip upnn ip wpudwngpt) hbs-np dklhl, nd
Joquh Qtq Jwpnuy wyl: Ywpny kup twb wiu tudwlp 2bq gpudnp nwppbpuyn] npudwunph;: Gid&wp oginpynta
unnwbwynt hwdwp jupng bp wthwwywn quiuquhwply) 1-888-254-2721 htinwjunuwhwdwpny: (TTY/TDD: 711)

Chinese
%EEIE TREEEEFHE NS ? REENE - BMIEIRAGIE - AR DIESLEIEES M ENAG R - WER
18 - 551 5T 1-888-254-2721 - (TTY/TDD: 711)

Farsi
e Lad 4o |y akd pail g S0 cdosl g5 e 381 Saailgny |y 4wl gl a Sl g5 e Lol tpge
Dygwo 4o Py o dawnld ol g S e odoren 008 SeS Ly Law 4ol ol gal oy LS S
oolad Ly Y» guen L8, ) SaS abdlyys ol gy o d0bS ol glises gly) 4 0o
(TTY/TDD:711). 040 08y wles 1-888-254-2721

Hindi

HEcAYUT: FT AT TE I ¢ Fehd 87 IR 61, ol §H IUH 3 g H Hag A & v fhdy Fr 3qerey
O Wk &1 3T TF 97 HGA AT F @a= # ofr were g wahd € Ao Aeg ¥ v, Foar 1-888-
254-2721 9 I el HY1 (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus
pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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Japanese

EE: COEFZHOFEIN?LLEOLBVBEICE. NBEZBBTL-ODOXEERTEIIENTEET, £, J0OE
BERLT OB TEVEIDZAFTISALLTEFT . ROBSICVFITCEFEL T, EBHIBEEZRZFT TSI,
1-888-254-2721 (TTY/TDD: 711)

Khmer
wmds fmnsnedimene 2 Hmnme ENESHAMMANENT ST grfnEe s Eme MR mmANTR AR iesud gmenAnl menlesinmenehs 1-888-254-
AL i AT ) i ALLE] 3 BunmSiaiay

2721, (TTY/TDD: 711)

Korean
S82: 0| MAS AHoH = JUOHLII? oM = QIS 22 =82 EE AMEO| JAELICEH M7 AHESH= A2 A Z
MAS HoM =5 QELICH B8 T2 WOAHDH FA| 1-888-254-2721 2 T3St AL, (TTY/TDD: 711)

Punjabl
HIZYIS: ot IAD fog U39 uzg AsR J? A &a0, 3P wAd oA § uzg f:3g 3973t Hee 3¢ g § 98 Aaer I 3AD mrfee

U39 § windet s 39 ffSemr I ==t ugeny cond 39 AR J1 He3 Hee 89, fuaaur 93a 996 1-888-254-2721 3 %
FJ1 (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe nu Bbl NpoyMTaTh faHHOEe NMCbMO? Ecnu HeT, Hal cneuuanucT NoMoXeT Bam B 3TOM. Bbl Takke MoxeTe
nony4nTb 4aHHOE MUCbMO Ha BalleM A3blke. [4nsa nonyyeHns 6ecnnaTtHon NoMoLLM 3BOHUTE No HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

nnawaadg: vihugunsaawaanunaatuidnia’liy vavinuligusaauaavunaaiudl

& INsaFawIEminAnaulivinuiele vinudvanaliidminnhadauaevunalunisaasvinudnedas
winsasnsauhamdatasbifidnldang Tusalnsfasanvanaway 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong’7 Néu khong, chung toi co the b tri nguoi giup quy vi doc thw nay.
Quy vi ciing c6 thé nhan thw nay béng ngén ngir ctia quy vi. Bé dwoc gitp d& mién phi, vui long goi ngay sb 1-888-254-
2721.(TTY/TDD: 711)

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 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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FY SISC

Self-nsured Schools of Californta
Schools Helping Schools

Selfdnsured Schools of California (SISC) %Vs.!mé
Pharmacy Benefit Schedule

PLAN RX 5-20

Walk-In Mail
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 30 days and/or up to 90 days supply of medication at participating pharmacies.
Some narcotic pain and cough medications are not included in the Costco Free Generic or 90day supply
programs. Navitus contracts with most independent and chain pharmacies with the exception of Walgreens.

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.

2022 RX 5-20
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Disclosure Form Part One

SISC-SELF INSURED SCHOOLS OF CALIFORNIA
Home Region: California

10/1/22 through 9/30/23

Principal benefits for Kaiser Permanente Traditional HMO Plan

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.
Out-of-Pocket Maximums and Deductibles

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation
Period once you have reached the amounts listed below.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period oy g Each Member in a Family of | Entire Family of two or more
(a Family of one Member)
two or more Members Members
Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits .............ccccce.... $15 per visit
Most Physician Specialist ViSitS............coiiciiiiiiiiiii e $15 per visit
Routine physical maintenance exams, including well-woman exams ........................ No charge
Well-child preventive exams (through age 23 months)...........ccccceeveeviiiie e, No charge
Family planning counseling and consultations ... No charge
Scheduled prenatal Care Xams ..........coouviiiiiiiiiee e No charge
Routine eye exams with a Plan Optometrist.............ccoiiriiiiiiiiii e No charge
Urgent care consultations, evaluations, and treatment ...............ccocooiiiiiiiis $15 per visit
Most physical, occupational, and speech therapy ...........ccoovverciiiiecciiicesee, $15 per visit
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures .............ccccceeviiiincieenne $15 per procedure
Allergy antigens (including administration) ...........ccccoveiiiiiie i No charge
Most immunizations (including the vaccing) ... No charge
Most X-rays and laboratory tests...........cuvvriiiiiii No charge
Hospitalization Services You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs .............. No charge
Emergency Health Coverage You Pay

Emergency Department VISItS...........coociiiiiiiiiii e $100 per visit
Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share instead of
the Emergency Department Cost Share (see “Hospitalization Services” for inpatient Cost Share)

Ambulance Services You Pay
AMDUIANCE SEIVICES ......eiiiiiieiie et $50 per trip
Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy ..........cccccooevvieeiceiiieee e
Most generic (Tier 1) refills through our mail-order service ...........ccccccceeevvieeeinneee..
Most brand-name items (Tier 2) at a Plan Pharmacy...........ccccceeeeivieeeiiciieee e
Most brand-name (Tier 2) refills through our mail-order service .............ccceeeeueeee..
Most specialty items (Tier 4) at a Plan Pharmacy ..........cccccovviniiiiiiiincic e

$5 for up to a 30-day supply
$10 for up to a 100-day supply
$20 for up to a 30-day supply
$40 for up to a 100-day supply
$20 for up to a 30-day supply

Durable Medical Equipment (DME) You Pay
DME items as described in the EOC ...........cccoiiiiiiieiie et No charge
Mental Health Services You Pay
Inpatient psychiatric hospitalization ..o No charge
Individual outpatient mental health evaluation and treatment .............c.cccccceeviinnnee $15 per visit
Group outpatient mental health treatment ... $7 per visit
Substance Use Disorder Treatment You Pay
Inpatient detoXifiCation.............cooiiiiii i No charge
Individual outpatient substance use disorder evaluation and treatment..................... $15 per visit
Group outpatient substance use disorder treatment ..............cccooiiiiiiiii i $5 per visit
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period)............cccccvvveiiiiieeennnns No charge

(continues)
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Disclosure Form Part One (continued)
Other You Pay

Hearing aids every 36 MONTNS ..o Amount in excess of $500 Allowance per aid
Skilled nursing facility care (up to 100 days per benefit period) .........c.cccovvveeieennnen.n. No charge

Prosthetic and orthotic devices as described inthe EOC...............ccccvveeiciieeeeeciinn.. No charge

Services to diagnose or treat infertility and artificial insemination (such as the Cost Share you would pay if the Services were

outpatient procedures or laboratory tests) as described in the EOC
Assisted reproductive technology (“ART”) Services

........................ to treat any other condition
Not covered

[ (o] o] ot N o= | PRSP No charge
Chiropractic and Acupuncture Coverage (through ASH Plans) You Pay
Up to a combined total of 30 Chiropractic and Acupuncture visits per year .............. $10 copay per visit

Kaiser Permanente contracts with American Specialty Health Plans (ASH) to provide chiropractic and acupuncture care. Members
must receive all their benefits from ASH Plans participating providers. ASH Plans contracts with Participating Providers and other
licensed providers to provide covered Chiropractic Services (including laboratory tests, X-rays, and chiropractic appliances). ASH
Plans contracts with Participating Providers to provide acupuncture care (including adjunctive therapies, such as acupressure,
moxibustion, or breathing techniques, when provided during the same course of treatment and in conjunction with acupuncture). You
must receive covered Services from a Participating Provider or another licensed provider with which ASH contracts, except for
Emergency Chiropractic Services, Emergency Acupuncture Services, Urgent Chiropractic Services, and Urgent Acupuncture
Services, and Services that are not available from Participating Providers or other licensed providers with which ASH contracts to
provide covered Services that are authorized in advance by ASH Plans.

The list of Participating Providers is available on the ASH Plans website at www.ashlink.com/ash/kp or from the ASH Plans
Customer Service Department at 1-800-678-9133. The list of Participating Providers is subject to change at any time without notice.

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-pocket
maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete explanation, please refer to
the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies).
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