
Anthem® Blue Cross 

Your Plan: SISC (Self Insured Schools of California) Anchor Bronze HSA PPO 

Your Network: Prudent Buyer PPO 

Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Anthem.i 

Cost if you use a Non-
Network Provider 

Overall Deductible $5,000 person/ $10,000 family 

Out-of-Pocket Limit $6,350 person / No limit person / 
$12,700 family No limit family 

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

Preventive Care / Screening / Immunization No charge Not covered 

Doctor Home and Office Services 

Primary Care Visit 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Specialist Care Visit 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Prenatal and Post-natal Care 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Other Practitioner Visits: 

Retail Health Clinic 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 
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Covered Medical Benefits 
Cost if you use an In- Cost if you use a Non-
Network Provider Network Provider 

On-line Visit from LiveHealth Online (LHO) $10 copay per visit All billed amounts 
Includes Mental/Behavioral Health and Substance Abuse deductible does not exceeding the maximum 

apply allowed amount. 
(See footnote 1) 

Manipulation Therapy 30% coinsurance after Not covered 
Pre-authorization review by American Specialty Health (ASH) is required deductible is met 
after the 5th visit) . 

Acupuncture 30% coinsurance after 50% of maximum 
Coverage is limited to 12 visits per benefit period. deductible is met allowed amount 

(See footnote 1) 

Other Services in an Office: 

Allergy Testing 30% coinsurance after Not covered 
deductible is met 

Chemo/Radiation Therapy 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Dialysis/Hemodialysis 30% coinsurance after All billed amounts 
Coverage for a Non-Network Provider is limited to $350 maximum per deductible is met exceeding the lesser of 
visit. (See footnote 2) the benefit maximum or 

maximum allowed 
amount. 
(See footnote 1 and 2) 

Prescription Drugs - Dispensed in the office 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Diagnostic Services 
Lab: 

Office 30% coinsurance after Not covered 
deductible is met 

Freestanding Lab 30% coinsurance after Not covered 
deductible is met 

Outpatient Hospital 30% coinsurance after Not covered 
deductible is met 
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Covered Medical Benefits 
Cost if you use an In- Cost if you use a Non-
Network Provider Network Provider 

Ultrasounds: 

Office 30% coinsurance after Not covered 
deductible is met 

Freestanding Radiology Center 30% coinsurance after Not Covered 
deductible is met 

Outpatient Hospital 30% coinsurance after Not Covered 
deductible is met 

X-Ray: 

Office 30% coinsurance after Not covered 
deductible is met 

Freestanding Radiology Center 30% coinsurance after Not covered 
deductible is met 

Outpatient Hospital 30% coinsurance after Not covered 
deductible is met 

Advanced Diagnostic Imaging: 

Office 30% coinsurance after All billed amounts 
Coverage for a Non-Network Provider is limited to $800 maximum per deductible is met exceeding the lesser of 
test. (See footnote 2) the benefit maximum or 

maximum allowed 
amount. 
(See footnote 1 and 2) 

Freestanding Radiology Center 30% coinsurance after All billed amounts 
Coverage for a Non-Network Provider is limited to $800 maximum per deductible is met exceeding the lesser of 
test. (See footnote 2) the benefit maximum or 

maximum allowed 
amount. 
(See footnote 1 and 2) 

Outpatient Hospital 30% coinsurance after All billed amounts 
Coverage for a Non-Network Provider is limited to $800 maximum per deductible is met exceeding the lesser of 
test. (See footnote 2) the benefit maximum or 

maximum allowed 
amount. 
(See footnote 1 and 2) 
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Covered Medical Benefits 
Cost if you use an In- Cost if you use a Non-
Network Provider Network Provider 

Emergency and Urgent Care 

Urgent Care 30% coinsurance after All billed amounts 
Office based urgent care. deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Emergency Room Facility Services $100 copay per visit Covered as In-Network 
Copay waived if admitted. and then 30% (See footnote 1) 

coinsurance after 
deductible is met 

Emergency Room Doctor and Other Services 30% coinsurance after Covered as In-Network 
deductible is met (See footnote 1) 

Ambulance $100 copay per trip and Covered as In-Network 
Emergency transports. then 30% coinsurance (See footnote 1) 

after deductible is met 

Outpatient Mental/Behavioral Health and Substance Abuse 

Doctor Office Visit 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Facility Visit: 

Facility Fees 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Doctor Services 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Outpatient Surgery 

Facility Fees: 

Hospital 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 
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Covered Medical Benefits 
Cost if you use an In- Cost if you use a Non-
Network Provider Network Provider 

Services and supplies for the following outpatient surgeries are 30% coinsurance up to All billed amounts 
subject to a benefit limit if performed in an outpatient hospital benefit limit exceeding the maximum 
setting: allowed amount. 
0 Arthroscopy limited to $4,500 per procedure (See footnote 1) 
0 Cataract surgery limited to $2,000 per procedure 
0 Colonoscopy limited to $1 ,500 per procedure 
0 Upper GI Endoscopy limited to $1 ,000 per procedure 
0 Upper GI Endoscopy with biopsy limited to $1,250 per 
procedure 

Freestanding Surgical Center 30% coinsurance after All billed amounts 
Coverage for a Non-Network Provider is limited to $350 maximum per deductible is met exceeding the lesser of 
day. (See footnote 2) the benefit maximum or 

maximum allowed 
amount. 
(See footnote 1 and 2) 

Doctor and Other Services: 

Hospital 30% coinsurance after All billed amounts 
deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 

Hos~ital {Including Maternit~1 Mental / Behavioral Health1 

Substance Abuse): 

Facility Fees 30% coinsurance after All billed amounts 
Coverage is limited to $600 benefit maximum per day for non- deductible is met exceeding the lesser of 
emergency admission at a Non-Network provider. (See footnote 2) the benefit maximum or 

maximum allowed 
amount. 
(See footnote 1 and 2) 

Hip/Knee/Spine Surgeries 30% coinsurance after Not covered 
For inpatient services, this benefit is covered only when performed at a deductible is met 
designated Blue Distinction Plus Center for Specialty Care. Subject to 
utilization review. 

30% coinsurance after All billed amounts 
Doctor and other services deductible is met exceeding the maximum 

allowed amount. 
(See footnote 1) 
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Covered Medical Benefits 
Cost if you use an In- Cost if you use a Non-
Network Provider Network Provider 

Recovery & Rehabilitation 

Home Health Care 30% coinsurance after All billed amounts 
Coverage is limited to 100 visits per benefit period. deductible is met exceeding the lesser of 
Coverage for a Non-Network Provider is limited to $150 maximum per the benefit maximum or 
day. (See footnote 2) maximum allowed 

amount. 
(See footnote 1 and 2) 

Rehabilitation services: 

Office 30% coinsurance after Not covered 
Pre-authorization review by American Specialty Health (ASH) is required deductible is met 
after the 5th visit). 

Outpatient Hospital 30% coinsurance after Not covered 
deductible is met 

Cardiac rehabilitation 

Office 30% coinsurance after Not covered 
Coverage is limited to 36 visits per benefit period. deductible is met 

Outpatient Hospital 30% coinsurance after Not covered 
Coverage is limited to 36 visits per benefit period. deductible is met 

Skilled Nursing Care (facility) 30% coinsurance after All billed amounts 
Coverage for Inpatient rehabilitation and skilled nursing services is deductible is met exceeding the lesser of 
limited to 150 days combined per benefit period. the benefit maximum or 
Coverage for a Non-Network Provider is limited to $600 maximum per maximum allowed 
day. (See footnote 2) amount. 

(See footnote 1 and 2) 

Hospice No charge All billed amounts 
exceeding the maximum 
allowed amount. 
(See footnote 1) 

Durable Medical Equipment 30% coinsurance after Not covered 
deductible is met 

Prosthetic Devices 30% coinsurance after Not covered 
deductible is met 

Home Infusion Therapy 30% coinsurance after All billed amounts 
Coverage for a Non-Network Provider is limited to $600 per day. Subject deductible is met exceeding the lesser of 
to utilization review. (See footnote 2) the benefit maximum or 
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C d M d. 1 8 f"t Cost if you use an In- Cost if you use a Non-overe e 1ca ene I s . . 
Network Provider Network Provider 

maximum allowed 
amount. 
(See footnote 1 and 2) 

Footnote 1: 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 2: The plan may pay for the following services and supplies up to the maximum number of days or visits 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 
benefit maximum. 

Notes: 
• 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 . 

• 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" which is 
generally coinsurance or coinsurance after your deductible is met. 

• Other cost shares may apply depending on services provided. Check your Benefit Booklet of Coverage for details. 

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 that may apply to the coverage. For more details, 
important limitations and exclusions, please review the Benefit Booklet. If there is a difference between this summary 
and the Benefit Booklet, the Benefit Booklet will prevail. 
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Get help in your language 
Language Assistance Services 

Antheme+. 
BlueCross e 

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 
IMPORT ANTE: lPuede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. Tambien puede 
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, I lame de inmediato al 1-888-254-2721 . (TTY/TDD: 711) 

Arabic 
.ctl:ii.l,, t_;~ y\.b.:, .. H I~ .)c. J_,...,,.,JI ~I~ lAS _¼-3;. I_) .)c. ~.le-~ L. ~ :...;t.u.,,'yl ~ ,~ <"11::iJ "~1....)1 o~ o;.I_) ~ J,i, :M-" 

.(TTY/TDD:711) 1-888-2'54-2721r-3)½ l~j Jt.....,:;':{I w.Y- ,~\_;...JI o.lc-L....JI u-6 J -.,...=Jl 

Armenian 
1ll'-CU'lf'flp.[<}8[1t,.l,_ timpnrpntm\u hp ~urahpgh1 Ul]U UUlUUllJ.~: trah n~, uhup qmpnq hup tnpU1UU1l}ph1pu~-np uhqpu, ml 
qoqup ::2hq' qmp11m1 UlJU: timpnq hup umh Ul]U UU1UU14_~ ::2hq qpmll_np tnmpphpmlJ.ml tnpUlUUll}phr Uull_lmp oqumraimu 
UillUlUUlllll hmump qmpnq hp muhm111m11. qmuqmhmph1 1-888-254-2721 hhnm]unumhmumpnll_: (TTY/TDD: 711) 

Chinese 
*Jf$J~ : f~g5~ti~!1{ti?EJ □,,? :ftD*f~~~ti , iz{J3~g5i~tt)dhhJ:!jJf~ 0 f~lrarnra:r _l;,,JJif~J;Jf~li'J§R§ffiJ~li'J*{*i?El O 3<0®:5£', 
Jftfihl:!jJ , §~iz:~PtitJ1-888-254-2721 ° (TTY/TDD: 711) 

Farsi 
~.)--'L-A ~ Li I J ~U ~ I ~LS""""" , -L..:--J I ~~ ..)-3' 1 ~ -L..:--J I ~ I J "-" L._j ~ I -L..:--J I ~LS""""" L...J T : f'+--" 

u J ~ L) I J "-" L._j ~ I --4-_j I ~LS""""" ~ • J..i..S .S....0...S I J ~ "---" L._j ~ I u J.....j I y J .:i l._j ~ 

o J ~ L) 'j L> u--!:--'--"' , u ~ 1 J .s....o...s ..::,__j L u :i t.5 1 J--! . --L..z-i--5 o._j L u :i u u :i 9 u L) j <I.....! -,.i J-l.5....o 
(TTY/TDD:711 ) . ...1.-:!~ ()i l...o._j 1-888- 254-2721 

Hindi 
Rt(rci'!_Ji: cfm Jrrcr ~ 9';f 9'q; ~ ~? 3fTR" ~ . "ffi ~~~~al~~~~~ en)-~ 

cm ~ t 11 31T9" ~ TT ~ 3.J11!IT al ~&qlrl al 3ft ~ ~ ~ t1 i;t":~~ ~ ~ fi;w°, ~ 1-888-
-3 C. 

254-2721 lR ~ ~ cfitl (TTY/TDD: 711) 
.j 

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 Ii ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj horn !us 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 . 
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~~ : ~ (l)~r,if ~~3'cclb*9t.J,? -t L~clbtc: ~ ,~-g-1::1;:1:, P-l~~IIWtt ~ t.::clb(l);iJJ~~lt ~ ~ c f.J{--C ~ *9 o *t.::, ~ (l)~ 

r.if ~:m-~9 ~ ~ ~fi--C~~ 't.:: -t (l) ~ A~9 ~ ~ c -t--C ~ *9 o 'm.(l)ffi:~I::~ '*9 <•~!! L -C, ~~Gt;RtJ~~ lt-C < t=. ~ ~ ' o 

1-888-254-2721 (TTY/TDD: 711) 

Khmer 
wsiii, 1iii:11mGmaiu§n1a:1g? 1iiiiamG1g 1ai~mGSJ8lruTI1£Uimallf!8!!II~ !!ll~mGgi111iu§n1a:11nru11Jn11J1mmru,1uw1i11u~fo1 , 1~ujgi111diru~nan~ ~u1UT1~1rii~~11~1•1h111s 1-888-254-

2721~ (TTY/TDD: 711) 

Korean 

%.9.: 01 Ait!~ ~~o~ 9 ~Jo~Ll7n? ~~o~ 9 at~ ~q. .!L-@-~ ~'§I A~~0I '.?)~Liq. ,1lo~7~ A~-§-o~'.::: '2!0i£ MQ:jt) 

Ait!~ 'E:!" 0 ~ 4".!L '.?)~Liq. ~li .!L-@-~ 'E:!" 0 Al2~'2:! ~Al 1-888-254-2721£ ~£~O~~Al.2.. (TTY/TDD: 711) 

Punjabi 
~: oft" 3H ~ l.Go 1-f;@" ~ ~? rl ~ ' 3T" )')fR 1EH ii 1-f;@" f:;~ ~ }-{tt ~ f:;ofH ii EfW ~ ci"1" 3H ~ 

::::: .... ::::: ' .... ::::: ..... .... 

l.f3o ii )')fTl.f8 eJT"W fo~ fo~ ~ ~ l..@"Ull..f UU'l..f c«3" ~ ~I ~ }-{tt ~. foqol.JT o@tj ~ 1-888-254-2721 °d cifTc, 
::::: ' ' .... 

~I (TTY/TDD: 711) 

Russian 
BA)KHO. MmKern m1 Bbl npoY111TaTb ,qaHHoe n111cbMo? Ecn111 HeT, Haw cne1..1111an111cT noMO)l(eT BaM B 3TOM . Bbl TaK)l(e MO)l(eTe 
nonyYlllTb ,QaHHOe nlllCbMO Ha BaweM ~3bIKe. An~ nonyYeHl/1~ 6ecnnarnoC1 noMOl.L.1111 3BOHll1Te 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 
Vl:1-.17 £J L Vl&]~lA()j: viTU~l:1-.ll'Hl ellU";:JGl'Vl:1-.17[J..:l1JlJ'il'Vl~el "bj Vil nvi1u'bj ~1:1-.Jl'Hl ellU";:JGl'Vl:1-.17[J..:l1JlJ'il 

L ll ~l:1-.17l£1 ~ Gl'Vll L-;fl'Vl'Ul vl:i..n ellUb i-i'vilU'Wv "li;i' VllUl'.Jv ell ";:j 1 i-f L-;f l'Vl'Ul'lll'li1 [J L ii [JU ";:j Gl'Vl:1-.17 [JbU.flTlfl'lJ elvVllU~ n i;i'1 [J 

mni;i'e:ivnllml:l-.l'li1£JL'Vli1:lelLG1£J"ll.liilii11tl;i1£J '11.hG1LV1lGiG1Gie1vlV1:1-.J1mj;:l'lJ 1-888-254-2721 (TTY/TDD: 711) 

Vietnamese 
QUAN TRQNG: Quy vi c6 the d<;>c thU' nay hay kh6ng? Neu kh6ng, chung t6i c6 the bo trf ngU'O'i giup quy vi d<;>c thU' nay. 
Quy vi cOng c6 the nh~'m thU' nay bang ng6n ngO, cua quy vi. De dU'Q'C giup d& mi~n phf, vui long g9i ngay so 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.qov/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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SISC 
Se-1(-1 sured! 'Schools of Ca llfot 
Sd?ools 1-!e/plsrg Sdrooh 

Self-Insured Schools of California (SISC) 
Pharmacy Benefit Schedule 

PLAN RX 9-35 (MVP) 
Walk-In 

Network Costco Costco 

Days' Supply* 30 90 30 90 90 

Generic $9 N/A FREE FREE FREE 

Brand $35 N/A $35 $90 $90 

Specialty N/A N/A N/A N/A N/A 

Out-of-Pocket Maximum** $6,350 Individual/ $12,700 Family 

Deductible** $5,000 Individual/ $10,000 Family 

Mail 

Navitus 

30 

N/A 

N/A 

$35 

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 90-
day supply programs. Navitus contracts with most independent and chain pharmacies with the exception of 
Walgreens. 

**Both the Deductible and Out-of-Pocket Maximum apply to medical and pharmacy benefits. Free generics 
at Costco will only apply after deductible is satisfied. 

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 yoiyntary. 

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 

Navi-Gate® for Members allows you to access personalized pharmacy benefit information online at 
www nayjtµs com. For information specific to your plan, visit Navi-Gate® for Members. 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. 

2021 RX 9-35 MVP 

http://www.navitus.com/




