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Your summary of benefits 

Anthem® Blue Cross 

Your Plan: SISC (Self Insured Schools of California): Classic HMO 

Your Network: California Care HMO 

Anthemi 

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

Overall Deductible $0 person Not covered 

Out-of-Pocket Limit $2,000 single I Not covered 
$4,000 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 I Screening / Immunization No charge Not covered 

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

Virtual Care (!elemedicine I Telehealth Visits) 

Virtual Visits • Online visits with Doctors who also provide services in 
person 

Primary Care (PCP) $20 copay per visit Not covered 

Mental Health and Substance Use Disorder care $20 copay per visit Not covered 

Specialist $40 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 $40 copay per visit Not covered 

Visits in an Office 

Primary Care (PCP) $20 copay per visit Not covered 

An1hcn1 BJuc Cross iS'. t11c m dc na~ o( Blue Cross o( California. Independent liccnstt or thC' Blue Cross As.soci:uion. ® Ai\'!"fHE~1 is. a tcsistcrcd trademark of An1hcm 
lnsur.LOtt Co1npanics, li~c. Tht Blue Cross IUO\C' :i.nd S)"ttlbol ~tt rq:;is1tttd m:uts or the Blue Cross As~a1m. 

Questions: (800) 825-5541 or visit us at www.antbem.com/ca/sjsc 
CA/ LG/ SISC (Self losured Schools of California): Classic HMO/ OLEE/ 10-01-2022 
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Cost if you use an In- Cost if you use a 
Covered Medical Benefits Non-Network Network Provider Provider 

Specialist Care $40 copay per visit Not covered 

Other Practitioner Visits 

Routine Maternity Care (Prenatal and Postnatal) $20 copay per visit Not covered 

Retail Health Clinic $20 copay per visit Not covered 

Manipulation Therapy $20 copay per visit Not covered 
Coverage is limited to 20 visits per benefit period. 

Acupuncture $20 copay per visit Not covered 
Coveraae is limited to 20 visits per benefit period. 

Other Services in an Office 

Allergy Testing $20 copay per visit Not covered 

ChemolRadiation Therapy $40 copay per visit Not covered 

Dialysis/Hemodialysis $40 copay per visit Not covered 

Prescription Drugs Dispensed in the office 30% coinsurance Not covered 
Maximum of $150 member cost share per drug. 

Surgery $20 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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Cost if you use an In- Cost if you use a 
Covered Medical Benefits Non-Network Network Provider Provider 

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

Office $100 copay per service Not covered 

Freestanding Radiology Center $100 copay per service Not covered 

Outpatienl Hospital $100 copay per service Not covered 

Emergency and Urgent Care 

Urgent Care $20 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 

Out11atient Mental Health and Substance Use Disorder 

Doctor Office Visit $20 copay per visit Not covered 

Facility Visit 

Facility Fees No charge Not covered 

Doctor Services No charge Not covered 

Out11atient Surgery 

Facility Fees 

Hospital $125 copay per visit Not covered 

Freestanding Surgical Center $125 copay per visit Not covered 

Doctor and Other Services 

Hospital No charge Not covered 
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Cost if you use an In- Cost if you use a 
Covered Medical Benefits Non-Network Network Provider Provider 

Hos11ital (Including Materni~, Mental Health and Substance Use 
Disorder) 

Facility Fees $250 copay per Not covered 
admission 

Doctor and other services No charge Not covered 

Recovery & Rehabilitation 

Home Health Care $20 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 $20 copay per visit Not covered 

Outpatient Hospital $40 copay per visit Not covered 

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

Office $20 copay per visit Not covered 

Outpatient Hospital $40 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 20% coinsurance Not covered 

Prosthetic Devices No charge Not covered 
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Notes: 
• 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 (EOG), the Evidence of Coverage (EOG), 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 EOG. 
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Get help in your language 
Language Assistance Services 

Curious to know what all this says? We would be too. Here's the English version: 

Anthem.+. 
lll ueCross • 

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. (TTYITDD: 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. Tambien puede 
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTYITDD: 71 1) 

Arabic 
..:t;J..t; .·.c ~l.WJI 1;,. 1. · '- -· 'I W..1"1<5....1...5 '·'• I .i 1 • ...U.,Wt. · ' ._.IM..':11 i.ws...i, 1 • • .11;1 ~lJ....)1,;,. ;.1 .t ~ · 1• · . . .,.- . <r- u,.- - - . 'T" .J" <r- - ~ - ~ (" . ,,. - <>" .f+" 

.(TTY/TDD:711) 1-888-254-2721,J.fa. lj ,,l ~':II er.Ji·~ ..,..i....ll vk J_,......Jl 

Armenian 
Of>CU'1rOt-IOBOI>\,. 4wrnqwlm \u hp J!bph[1Qhl W)U bwuw\jJ!: bph nl, uhbp ljwrnq hbp Ul(lWUW'\(lht pbl-n(l uhljjtb, m[ 

ljoqb)1 :2hq' \jm(llJlUL mill: 4mrnq hbQ bwli miu limum\jJ! :2hq qrw<Jnr mm(lphrwljnl) 1.ll(lWUlUIJ(lht: Ulil)6<ur oqlimp1mli 
uUlwbwtnl bwuW(l ljW(lDJ) hp wuhwutWJ) qwbqwhw(lhl 1-888-254-2721 hhnu1~1nuwhwuwrnl): (TTYITDD: 711 ) 

Chinese 
1ff J!lf.rti : llilm :ri iif~ tt (~ iigil,\g ? ~HI~ !IIi'li 'F 1i4 · f:!t ll'1ftE ~ttA. t'61!1J IW • lli:fi 'iiJ ftE OJ J;Uifil J;J. 1&(0;ili 1\rilii ~ ~<li: w m • jl(] fM !e 
~~l!IJ . mrr.tln&ff1-888-254-2721 . (TTYITDD: 711) 

Farsi 
..,.J >-'-' L....:. "-! I ) .r"-U fo-!--i I ,_3..,...o , ~I ,_;..,....._; ,r$ I \'~ I Y...., I ) "-' U 0--i I ~I ,_;..,...o y i : 14-" 

.;, ) ,..,, "-! I ) "-' W 0--i I ~I ,_;..,-' 0 ! ; !_._, . .1.-i..S .S....S I ) L....:. .._. LJ 0--i I 0 .W I y ) > W ~ 
• ) L....:. Li 'j L> .;,..;....... • 0 ~ I ) .s_,,,_s ,,...; Li) , .s 1 J-1 . -4-J.-S ,:,,_; YJ , 0 L.; , y 0 Li j "-! ..,, ,_;.L 

(TTY/TDD:711).~~ .,.t...._; 1-888-254-2721 

Hindi 

'1l<fCl'{u'1: lRtT 3fltf ~ q;r ~ ~ ~ 3f7R' ~. m l<"1' Jlm>'t ~ ~ * m;a: ~ <l; ~ ~ <f\'1' 3%ldl 

q;<r ~~I 3fltf ~ q;r 3fl1"lt m<U ~ ~&<11;!f * sit l'l'lm1 (<)'~~I f.!t:~ Jic;a: <l; ~. ~ 1-888-

254-2721 <rr ~~<RI (TTY/TDD: 711) 

Hmong 
·rsEEM C.EEB: Koj puas n1uaj pccv X\\fJl'I nyccm tau dai1n nta,vv no? Yog hais tias koj nyccrn tsis tau, pcb 1nuaj pccv X\V1n cia hvm cus 
pab nyccm rau koj ntloog. Tsis tas Ii nta\\•d tcj zaunl koj kuj tsecn1 yuav tau txa is dai1n nta\vv no sau ua koj horn lus thiab. Txog rau kcv 
pab dawb. 1hov hu lam sim no rau tus xov tooj 1-888-254-2721. (TTYITDD: 711) 

Japanese 

Anthem Btue Cross is the trade name of Blue Cross of California. lndepe~ent lioeMee of the Blue Cross Association. ANTHEM is a registered trademar1c 
of Anthem lnsuranoe Companies, Inc:. The Blue Cross name and symbol are registered mar1cs of the Blue Cross Association. 

MCASH4644CML 06/16 DMHC3 OMHCW #CA-DMHC-001# 
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·~ : :.<7.>•ft1!~gf<lb;l:Tt.>' ? t L- &l<lbt.,: L 'il~l:: l;l: , p:j@~l1ll~T 7.>t=<ll><1.>~l.i~~lt7.>;: c tJ(l:!~il:T . il't=, :.<7.>• 
flll~~fil9 7.>!UHl:!•L ' f= t<7.>~ .A.'1'9 7.>;: ct I:!~ il:9. ;1{<7.>lf~l::L ' il'T <' 'lll ili t.., -C. #U~~ll~'Ji:lt-C < t~ ~ L ' • 
1-888-254-2721 (TIY/TDD: 711) 

Khmer 
flir'li• '&i!n1t11Jn1cili1111:1t? ieitJl'lt'' 'W1ut'IOS.Jltf1m1£1il1n1n1~J"' ljllilU'IOtt'URli1111:1ineu"-1N1,ur11ru1.1wufliJ!1111bf$, ,guJ•icuatm1u!.i1'e ~w1tmt1N~~"''~"u1 1-888-2.54-
2721 , (TTY!TDD: 711) 

Korean 

%9.: 01 A1~:; ~o~"" ?]O~L.jJJf? ~o~ ""llt:; 7cj.!jl £~:; c:~ At~OI ~;;;q q Tfapt At§af:: £j0j.5t ~01~ 

Aj~:; 'l,!2~ ?£ ?];;;4q_ .!jlS. £~:; 'l,!0 Al 2H~ '.:;Al 1-888-254-2721.!it ~~af~Al .2. (TTY/TDD: 711) 

Punjabi 
~' cit~ ~ i:t3o ll3(J mre ~ -R n<r . 3' >irn fi!R fi l.Gq fo~ ~ >ree ffi1t focrn fi §CV l1ore' <l' ~ ~ 
i:f3o ~ ~ '1'W fo~ fo~ ~ ~ 1.lqO'l.I (lO'l.I q(J mre ~I~ >ree ffiit. foora>.I' ~ ~ 1-888-254-2721 ~ C!'l'> 

~I (TTY/TDD: 71 1) 

Russian 
BA>KHO. MO)t(eTe JlH Bbl npOYHTaTb AaHHOe OHCbMO? ECJlH HeT, Haw cne4HaJ1HCT nOMO)t(eT BaM B 3TOM. Bbl TalOKe MO)t(eTe 
nonyYHTb AaHHOe nHCbMO Ha eaweM R3b1Ke. AnR nonyYBHHR 6ecnnaTHOi1 noMO~"' 3BOHHT8 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 
1.unm \.l~ 1hA'111: vi1u11111110 i:hu•,m111 u'lll'11U\.lfo 'bl mnvi1u'bl11111110 ii1u•A"1111 u'!ll'111i 
L 1111111110:\'Gl\.l1L-:f1\.l u1 \ll111 i!1U t 1l vi1u'ifo 'Iii vi1U tl'~ il1•t1l L -:f 1\.l\I1 ~ !l1 UL iJ uu • Gl \.l 111 U tu ll1 l:t1 !J il~ vi1u ~ n A 1 U 
mnlfiilM11A1111U1UL\.ltlil1Au'lllllFi1t!l'~1u hlrn1 Vl1AA~il~\.l111ULA!J 1-888-254-2721 (TTY/TDD: 71 1) 

Vietnamese 
QUAN TRQNG: Quy vi c6 th6 doc thll nay hay khOng? NGu khOng , chung tOi c6 th6 b6 tri ng<tCl'i giup quy vj doc thU' nay. 
Ouy vi cOng c6 th~ nh~n thll nay b~ng ngOn ngc; cua quy vj. D~ c:lU'Q'C giup di7 mi~n 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 pr09rams 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: 71 1 ). 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:/locrportal.hhs.gov/ocr/portal/lobbv-isf. Complaint forms are available at 
http:l/www.hhs.gov/ocr/office/file/index.html. 

Anthem Btue Cross is the trade name of Blue Cross of California. lndepe~ent lioeMee of the Blue Cross Association. ANTHEM is a registered trademar1c 
of Anthem lnsuranoe Companies, Inc:. The Blue Cross name and symbol are registered mar1cs of the Blue Cross Association. 

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

Anthem® Blue Cross 

Your Plan: Chiropractic-Manipulative TreatmenUAcupuncture Rider (HMO) 

Your Network: ASH 

Anthem+ 

. . Cost if you use an In- Cost if you use a 
Covered Medical Benefits N tw k P 'd Non-Network 

e or rov1 er Provider 

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: 

• An initial 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 

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

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

Diagnostic Services 
Lab 

Chiropractic labs Covered at the same Not covered 
Covered when prescribed by a chiropractor that is an Jn-network Provider cost share percentage 
and approved as Medically Necessary. as Diagnostic Labs. 

Chiropractic X-Ray Covered at the same Not Covered 
Covered when prescribed by a chiropractor that is an In-network Provider cost share percentage 
and approved as Medically Necessary. as Diagnostic X-ray. 

Durable Medical Equipment $50 maximum of Not Covered 
Chiropractic 

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

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 (EOG). If there is a difference 
between this summary and the Evidence of Coverage {EOG), the Evidence of Coverage {EOG), 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 08/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 EOG. 
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Your summary of benefits Anthem.+. 

Anthem® Blue Cross 

Your Plan: Custom Hearing Aid Benefit (HMO) 

. . Cost if you use an In- Cost if you use a 
Covered Medical Benefits N t k P .d Non-Network 

e wor rov1 er Provider 

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

• 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. 

• Hearing aids (monaural or binaural) including ear mold(s), the hearing aid instrument, batteries, cords, and other 
ancillary equipment. 

• Visits for fitting, counseling, adjustments and repairs for a one-year period after receiving the covered hearing aid. 
• 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 (EOG). 

This summaty of benefits is a brief outline of coverage, designed to help you with the selection process. This summaty 
does not reflect each and evety benefit, exclusion and limitation which may apply to the coverage. For more details, 
important limitations and exclusions, please review the formal Evidence of Coverage (EOG). If there is a difference 
between this summaty and the Evidence of Coverage (EOG), the Evidence of Coverage (EOG), will prevail. 

Anthem OJuc Crc>U U 1hc tNclc n:tme of Uluc Cr.~~ of C:tlifc>mi:A. Anthem Blue Cn;'" :and Anthem Blue Cn»~ ( .ifc 2nd Health lnsunnoe Con1pll\}' :1rc inck~ndcru liarutts c1f 
the Uluc Cl"Q$$ 1~1ic)n. ® 1\ t'-lfHf:..\ I is :a tt,gi.s1cttd trxlcnurk ()f Atuhcm lns.ur.ana: ('.c)lnpanic~. ll'le. ·11K 8J-.ic CR>1'$ tun'c :ind S)"TnboJ :arc rcgit1ttcd nu&s of the Oluc 
Cro!ts A$$<xil1iic>n. 
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Get help in your language 
Language A ssistance Services 

Curious to know what all this says? We would be too. Here's the English version: 

Anthem.+. 
131ucCross • 

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. (TTYITDD: 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, llame de inmediato al 1-888-254-2721. (TTYITDD: 711) 

Arabic 
~t: -'<- ...,1.l..;..)11;,. , '·J 11i.:..,.i..d;S...1..S i..;.1 .i 1 ~W\.. · • l,;\,,;,.,.i)' l~, . 1.., ., ..; 1;1 ~:i.l1...)1>:..>.1 l~ 1• • • • • .,..- . ..,..... _.., - - , - J" .,r- - ,_,.,,,.,.., . C-- r . J" • ..,.. ·~ 

.(TTY/TOD:711 ) 1-888-254-2721ri.J4 1.);i <J,..o;'l'l ..r..>i •l.;.'4-JI o.l<>l...JI ..,Jc. J,,........U 

Armenian 

Ol'CU'lrn1'~01'\,. \twpnqwlm\u hp e\Jphpght Ul)U \Jwuwlje: bph nl, uh\Jp ltwpnq h\Jp t.npwuwqpht Jtbl· np uh4Jlb. nq 
ljoq\J)t ::2hq' ljlUP,'\lUL lUJb: \t<Up.nq hup uwli lUJU liwu<Ulje ::2hq qp.<Uqnp. UllUp.php.wljnq lllp.wulWJJlhL: U\Jq6wp. oq\JmpJnLli 
uUlwbwtnL hwuwr 1tu1pnq hp <Ulihmutw'I qwliqwbwpht 1-888·254-2721 hhnwtunuwbwuwpnq: (TTY!TDD: 7 11 ) 

Chinese 
m ~!Jliti : !/!}jig ~}gtt (iii run.!JJ ? ial~ l/!:;:rn·~ tM ' f.!!11'1 fili ~ttJ... mWl!a: • !/!}:fj"iiJ jig OJ J:.J.1i ~ J:J. li!;l'l'g;J!'f~rilii ~ r'tf$: 1 &i ru • ilD ~ !e 
'l'Cmllh ' iiltli.Gn!!:lff1-888-254-2721 • (TTY!TDD: 71 1) 

Farsi 
..,..J .>-'-' L....:. .u I J ,r-U ~I _,._.:;..,-' , .i..o-J I _,._.:;.,._..; _µI '.i..o-J I .~'-! I J .._. Ll 0-/ I .i..o-J I ~..,-' y i : I'+-' 

.;, J J->D "-! I ) .._. W 0-/ I ~ I _,.,.;""°' <) ! ; '}A' • -W..$ ..s..-S I ) L....:. .._. Ll 0-/ I o-W I y ) > W ~ 

c ; L....:. l...; 'I L> ~ • o ~ I ; ..s..-S .:;,._; y) > .S I .H · "-!-J-S .:Li~) > o Ll > Y o l...; j "-! -,> ,_:i..S.... 

(TTY/TDD:711 ) . .i.~~ c~LLI 1- 888- 254- 2721 

Hindi 

Ai<i'Ci'!,0
1
1: lR1T 3fl'tf ~ q;r ~ ~ t? 3f1R' ~. '(fr Pf ~ ~ ~ * m;c; ~ ~ ~ ~ 1'>'I' 3'Cromf 

~~~I 3fl'tf ~ q;r ~ m'l!T 11' f.:1&<11.:i * sfr l'l'llm ~~~I f.!f:~ m;c; ~ ~. ~ 1-888-

254-2721 tr< ¥n' ~ <f;'t1 (TTY/TDD: 711) 

Hmong 
TSEEM CEEB: Koj puns muaj pcev xwm nyccm iau daim niawv no? Yog hais 1ias koj nycem csis 1au. peb muaj pccv xwm cia lwm 1us 
pab nyeern rau koj 1n1oog. Tsis tas Ii nta\vd tcj zau111 koj kuj lsccm yuav tau txais dain1 nta\\'V no sau ua koj hon1 lus thiab. Txog rau kev 
pab dawb, chov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY!TDD: 71 1) 

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Slue Cross Association. ANTHEM is a registered trademaMt 
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association. 
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Japanese 
•~ : ;: O)•f111~a&?a:9n' ? t 1...~&?t;: L 'llt!.-1:::1<1:. P:i~~11~9 .Q t=&'>O)Jt!i~'i:1t .Q;: .!:: n<-c: ~ a;9. * t=. ;:O)• 
111! ~<'itfR9 .Q a ili-C:•L 'f= tO) ~ .A.f.9.Q;:.!::t1.'~3'9. ~0)3-1}1:: L' 3'9 <''llHi L. "C, l1Ut3il.i~~lt"C < t= ~ L '. 
1-888-254-2721 (TIY/TDD: 711) 

Khmer 
Nai• \£Jjnu·u1H11Ailn11at? 1UYIH'IG10 lW1U11a1tJltntny11\m1nqa~"' 1J_rJi\l(ltt!""Gfr11a:~m11J11J11Ul'ltnMiuMJn-l~:i':l1 ll11JttRJat,m11.~ii.11iiq ~v~ll11t•rU!!5'"'1thA1a 1-888-254-

2721 , (TIY/TDD: 711) 

Korean 

%.R: OI Aj~§ ~.£~ '? 912{JLl7Jl1 ~.£~ '? llt§ ~~ £%§ .S.;gj Af 'MOI 911'tLICI. i'15f7f Af-§5fe ~Of£ ~Oj~ 

A1~-i ~.£~ '?£ 911'tLl c:f. ~S. £%~ ~.2A(2j~ ~Al 1-888·254-2721£ ~§laf{JAl.2.. (TTY/TDD:711) 

Punjabi 
~: <U ~ ft!<J tffiJ tmJ ~ ~? ~ 0<1 • 3' "l'R ft!R ~ ~ fo~ ~ ~ 81lt fo<ffi ~ '§W ~ ~ ~ i:rW! 
tffiJ t ~ 3"f.IT fo~ fo~ ~ ~ 40<)~ (H~ ~ ~ ~( )fi3 ~ ffilt, foC!d1jT ~<?<Jo 1-888-254-2721 3 Q!'l? . " ~ -
~I (TIY/TDD: 711) 

Russian 
BA>KHO. Mo"'ere nH Bbl npoYHrarb AaHHOe nHCbMO? EcnH Her, Haw cne~HanHcr noMo"'er eaM s 3TOM. Bbl ralOKe MO)f(eTe 
nonyYHTb AaHHOe OHCbMO Ha saweM A3b1Ke. AnA nonyYeHHA 6ecnnaTHOi:i OOMOUIH 3BOHHTB 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 
i.UJ1 u L,,, 11 il1 !'\'I\! : vf 1u1111111n ii1u •GI 1'1111 u;nruil\.l'il 'll m nvf 1u '\ ll 1111111n ii 1u 'I GI" 111 u;nruil 
L 11 1111111n-.\' A \.11L;I11'1U1vi111 ii 1U t i.f vf 1UYfo '"' vf 1 u ff~ il 1'lhiL;f1\.1u1 vi Ul IJL ii 1J u 'I Gl" 111 IJ tu 01 lfl ti il~ vf 1 u ~ n ii l IJ 

mn"1ilM11Al111Ul1JLlltiiltG1u'lllllFi1t11'~11J tll1G11vml1G1Giavl\.11l11JL<ltl 1-888-254-2721 (TTY/TDD: 711) 

Vietnamese 
QUAN TRQNG: Quy vj c6 th6 dQc thll nay hay khOng? N~u khOng, chung tOi o6 th6 b6 tri ngU'6'i giup quy vj dQc thU' nay. 
Quy vj cling c6 th~ nh~n thll nay b~ng ngon ngfr cua quy vj. !)~ dlJ'Q'C giup di'Y mien ph'1, vui long gQi 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 (TIY/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 27 401 , Mail Drop VA2002-N 160, 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/oortal/lobby.jsf. Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 

Anthem Blue Cross i:$ the trade name of Blue Cross of California. Independent licensee of the Slue Cross AsSociatk>n. ANTHEM is a registered trademar'k 
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association. 

MCASH4644CML 06116 OMHC3 OMHCW #CA-OMHC-001# 
Page 3 of 3 



SISC 
Self-lnsured Schools of Callfomla 
Schools Ho/ping Sd>ools 

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

PLAN RX 9-35 
Walk-In 

·- -
Mail 

Network Costco Costco Navitus 

Days' Supply" 30 90 30 90 90 30 

Generic $9 NIA FREE FREE FREE NIA 

Brand $35 NIA $35 $90 $90 NIA 

Specialty NIA NIA NIA NIA NIA $35 

Out-of-Pocket Maximum $2,500 Individual I $3,500 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 (loll 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 infonmation. The site is available 24 hours a day, seven days a week. 

2022 RX 9-35 


