SISC Benefit Plan Options
PPO PLANS

Calendar Year OQut-of-Pocket (O0P) Maximums
Individual/Family Deductibles

Member Pays

PPO 100% PPO 90% PPO 80%

Member Pays | Member Pays

Iindividual/Family Out-of-Pocket Maximums
(includes deductibles and co-pays)

Professional Services
Office Visit'lUrgent Care Co-pay

Specialists/Consultants Co-pay

Sde PPO Options page

Prenatal, Postnatal Office Visit Co-pay

Sde PPO Options page

Scans: CT, CAT, MRI, PET, etc. i 2 10% i
Diagnostic X-ray and Laboratory Procedures 0% 10% 20
Infertility Services (see beanefit booklet for detsils) Mot covered

Preventive Care Services (includes physical exams and screenings)
Hospital and Skilled Mursing Facility Services

¢, Deductible Waived

Emergency Room Visit 5100 co-pay $100 co-pay + | S100 co-pay +
(co-pay waived if admitted) 10% 0%
Inpatient Hospital Co-pay (preauthonzation requined) 0 10% 20
Qutpatient Hospital Co-pay 0% 10% 20
Surgery, Outpatient (performead in an ambulatory surgery center) 0% 10% 0%
Swurgery, Outpatient (performed in a hospital) e 10% 2%

Mental Health Services and Substance Abuse Treatment
Inpatient Care—Facility-based care (preauthorzation required)

i 10% i

Outpatient Care—Facility-based care (preauthorzation required)

Other Services

Acupuncture—Limits apphy i 10% 0%

Ambulance (ground o air} 3100 copay 100 co-pay + | 5100 co-pay +
10% i

Chiropractic—Limits apply 0% 10% 2%

Durable Medical Equipment (DME) 0% 10% 0%

Hearing Aids (5700 benefit allowance per 24-month pericd) Ciosffin excess of allowance

Physical and Occupational Therapy—Limits apphy 0% 10% 20

FPrescription Drug Plans

Geaneric Co-pay/Days Supply

Sea Prescription Drug Plan Chart

Brand Co-pay/Days Supply

Sea Prescription Drug Plan Chart

Mail Order (generic-brand co-pay/days supply)

Sea Prescription Drug Plan Chart

This s Mr & brief Summary of bemefits thal refllects In-Metwork banefits. Please review the benefit semmarias or phl'l booklets for
details, limitations and exclusions. Benefits may be subject to change due te mid-year legislative changes.



PPO PLAN OPTIONS

Calendar Year Deductibles, Out-of-Pocket (OOP) Maximums and Co-pays
Individual/Family OOP

100% Plans

Individual/Family

Deductible

Maximums

Office Visit Co-pay

100-A 310 30730 51,000653,000 310
100-4 520 30730 $1,000/53,000 $20
100-B 20 $100/2300 51,000653,000 520
100-C $20 $200/%400 51,000453,000 520
100-D $20 $300/%600 51,000453,000 520
100-G 520 5500/51,000 §1.000/53,000 %20
90% Plans Individual/Family Individual/Family OOP Dffice Visit Co-pay

Deductible

Maximums

B0-A $20 5100/$300 $1,000/53,000 520
80-C 520 52001500 $1,000/53,000 $20
80-G $20 £500/51,000 £1,000/53,000 §20

80% Plans

Individual/Family

Deductible

Individual/Family OOP

Maximums

Dffice Visit Co-pay

BO-C 520 $200/5500 $1,000/83,000 320
BO-E 820 $300/5600 $1,000/83,000 320
BO-G 320 $500/51,000 52,000/54 000 320
B0-G 530 $500/51,000 52,000/54,000 330
B0-J $30 $750/51,500 $3,000/86,000 30
BO-K 330 $1,000/32 000 $3,000/86,000 30
B0-L 530 $2,000/%4,000 54.,000/58,000 330
B0-M 540 $3,000/%6,000 54.,000/58,000 40

Calendar-year Out-of-Pocket Maximums include plan co-pays, deductible and co-insurance for in-network and emergency services.

Medical Out-of-Pocket Maximums shown are for medical plans only. See Prescription Drug Page for applicable Pharmacy Out-of-
Pocket Maximums.

Plans shown on this page are non-HSA compliant



PRESCRIPTION DRUG PLANS 2021-2022

Free Generic Drugs at Costco as well as through Mail Order
(80% of prescriptions are filled with Generic Drugs)

Costco Pharmacies are open to non-Costco members.

WALK-IN MAIL
NETWORK COSTCO COSTCO COSTCO NAVITUS

DAYS SUPPLY 30 30 20 20 30

Plan 5-20 | Generic 85 FREE FREE FREE N/A
Brand £20 520 §50 §50 M/A
Specialty* N/A MNiA MiA MiA $20
Out-of-Pocket $1,500 Individual/$2,500 Family $1.500 Individual/$2,500 Family M/A
Maxirmum

Plan 7-25 | Generic 57 FREE FREE FREE N/A
Brand $25 525 §60 §60 M/A
Specialty” MNIA MNiA MiA A 525
Out-of-Pocket $1,500 Individual/$2,500 Family $1,500 Individual/$2,500 Family MN/A
Maxirmum

Plan 8-35 | Generic 59 FREE FREE FREE N/A
Brand §35 $35 $90 $90 MN/A
Specialty* MIA MiA MIA N/A $35
Out-of-Pocket $2,500 Individual/$3,500 Family $2,500 Individual/$3,500 Family MN/A
Maxirmum

Plan 200 | Brand/Specialty £200 Individual/$500 Family $200 Individual/$500 Family N/A

10-35 Deductible™
Generic §10 FREE FREE FREE N/A
Brand £35 $35 $90 §90 M/A
Specialty* MNIA MNiA, MiA MiA 535
Out-of-Pocket $2,500 Individual/$3,500 Family $2.500 Individual/$3.500 Family M/A
Maxirmum

Plan 200 | Brand/Specialty $200 Individual/$500 Family $200 Individual/$500 Family M/A

15-50 Deductible™
Generic §15 $5 §15 §15 N/A
Brand £50 $50 $135 $135 M/A
Specialty* MIA MiA MIA N/A $50
Out-of-Pocket $2,500 Individual/$3,500 Family $2,500 Individual/$3,500 Family MN/A
Maxirmum

* Drugs designated as Specialty Drugs are only available in 30-day supplies through the mail from Navitus.
** Rx plans on this page with a deductible include fourth quarter carryover. Once the deductible has been satisfied, the member will be

responsible for the brand name co-pay.

Free Generic Drugs at Costco as well as through Mail Order
# The $200/%15-550 Rx Plan features reduced generic copays at Costco (not free).

= Some narcotic pain and cough medications are not included in the Costco Free Generic or 90-day supply programs.
# Due to Medicare Part D restrictions, this program does not apply to the CompanionCare pharmacy benefit.

Generic Co-Pays for Lancets and Syringes
Generic Co-Pays for Test Strips manufactured by Abbott (Freestyle) and Lifescan (One Touch)



« Diabetic supplies are only available as brand prescriptions and not generic. However, the SISC pharmacy plans charge the
generic co-pay for Lancets and Syringes. In addition, SISC pharmacy plans charge the generic co-pay on Test Strips
manufactured by Abbott (Freestyle) and Lifescan (One touch). The brand co-pay is charged for all test strips from other
manufacturers.

The group plan benefits must be communicated without modification to the members. A district may not partially pay, reimburse or
otherwise reduce the member's responsibility for deductibles, co-pays, coinsurance, etc.



KAISER HMO PLANS

Kaisar W aigar K aigar Kaiser Haigar
Traditicmal Traditional Traditiona Deduciible Deductibba
HMD HMO HMC HMD H MO
F1Ws10 SZNE10-520 230E10-330 | 3500 Hospita 51,000
oMLY Hogpital
DMLY
Calendar Y ear Qut-of-Pocket Member Pays Member Pays = Member Pays = Member Pays | Memiber Pays
(OOF) Max imums
IndividualiFamily Deductibles Z0 0 50 S500SE1.000 51.000/52 000
Individual/Family Out-of-Pocket § 51 500053,000 | 51.500/%3,000 | 31.500/%5,000 | 30000588000 | 53,000/56000

Maxirmums
lincludes dedudiibles and oo-pays)

Professional Services

SCresaarHys)

Office Visit/Urgent Care Co-pay s10 20 £330 520 230
SpecialistsiConsultants Co-pay 510 320 =30 220 ¥l
Prenatal, Postratal Office Visit Sh

Co-pay

Scans: CT. CAT. MRI, PET. eit. 30 0 &0 10%: up o 350 | 10% up 1o &50
Diagnostic X-ray and Laboratory 30 0 =0 =10 310
Procedures

Infertility [see bernefil booklel far Office visil co-pay or hospilalization co-pay apolies

delails)

Preventive Care Services Z0 &0 50 S0, dead 20, ded
(includes physical exams and vearyad waived

Hospital and Skilled Mursing Facil ty Services

{parfformed in a hospital)
Mentsl Health Services and Subst ince Abuse Tre

Emergency Room Visit 100 5100 3100 10% (after ded) | 20% [alter ded)
(co-pay waived il admitied)

Inpatient Hospital Co-pay z0 0 50 10% Jafler ded) | 20% (after dad)
i preautharizatmon reguined)

Ouripatient Hospital Co-pay S10 220 £330 10% (aler ded) | 20% [afber dad)
Surgery, Outpatient {performed n 510 320 =30 10% (after ded) | 20% [alter ded)
an ambulalory surgery cenier)

Surgery, Outpatient 210 220 30 10% Jafer ded) | 20% (after dad)

care (preauibaorizalion reguired)

Orher Services

Inpatient Care—Facility-based 30 0 &0 10% (after ded) | 20% (alter ded)
care (preauibaorizalion reguired)
Duitpatient Care—Facility-based 510 320 =30 10% (after ded) | 20% [alter ded)

(DME])

Acupuncture—Limils apply 510530 wisils

Ambulance {ground of aif) 850 S50 £S5 £150 150
Chiropractic—Limils apply 510530 wisils

Durable Medical Equipment Z0 &0 50 0% (aller ded) | 20% (afer ded)




Hearing Aids

(%500 benefit allowance/device
devicel/ear—2 devices/36-month
penod)

1

Kaiser
Traditional
HMO

$10/510

Kaiser
Traditional
HMO

$20/510-520

Kaiser
Traditional
HMO

$30/$10-530

Kaiser

Deductible

HMO

£500 Hospital

ONLY

Costin excess of allowance

Kaiser
Deductible
HMO
$1,000
Hospital
OMLY

Physical and Occupational
Therapy—Limits apply

510

520

§30

$20

20

Prescription Drug Plans

Generic Co-pay/Days Supply $10/100-day $10/100-day $10/100-day $10/30-day £10/30-day
Brand Co-pay/Days Supply $10/100-day $20/100-day %30/100-day $30/30-day $30/30-day
Mail Order (generic-brand co- $10M100-day $10-20¢ $10-30/ $20-80/ 520-60/
pay/days supply) 100-day 100-day 100-day 100-day

This is only a brief summary of banefits that reflects In-Metwork benefits. Please review the benefit summaries or plan booklets for
details, limitations and exclusions. Benefits may be subject to change due to mid-year legislative changes.




KAISER HSA PLANS

Calendar Year Qut-of-Pocket (00P) Maximums
Individual/Family Deductibles

HSA-A
Kaiser—
Singla

HSA-A
Haiser—
Family

Cowverage Coverage

Member Pays
$1,500v33,000

Member Pays
$2,800%3,000

Member Pays
53,000/%5,950

Individwal/Family Out-of-Pocket Masimums
(includes deductibles and co-pays)

Professional Services

33,000036,000 | $3,000/%6,000

36,0000%1 1,900

(includes physical exams and screenings)
Hospital and Skilled Mursing Facility Services

Office Visit'Urgent Care Co-pay 10% 20%
Specialists/Consultants Co-pay 10% 2%
Prenatal, Postnatal Office Visit Co-pay S0 30
Scans: CT, CAT, MRI, PET, etc. 10% 20
Diagnostic X-ray and Laboratory Procedures 10% 20%
Infertility (see benafit booklet for details) Oiffice visit co-pay or Office visit co-pay
hospitalization co-pay applies ar hospitalization
co-pay applies
Preventive Care Services %, ded waived 0%, ded waivad

Mental Health Services and Substance Abuse Treatment
Inpatient Care—Fadlity-based care (preauthorization required)

Emergency Room Visit (co-pay waived if admitted) 10% 20
Inpatient Hospital Co-pay (preauthorization required) 10% 20%
Qutpatient Hospital Co-pay 10% 20
Surgery, Outpatient {performed in an ambulatory surgery center) 10% 20%
Surgery, Outpatient (performed in 8 hospital) 10% 20

10% after deductible

20% (after ded)

Cutpatient Care—Facility-based care (preauthorization required)
Other Services
Acupuncture—Limits apply

10% after deductible

Limited coverage, if authorzed

20% (after ded)

Limited cowvarage,

Prescription Drug Plans

iff authonized
Ambulance (ground or air) 10% 20%:
Chiropractic—Limits apply Mot covered Mot covered
Durable Medical Equipment {DME) 10% 20%:
Hearing Alds Mot covered Mot covered
Physical and Occupational Therapy—Limits apply 10% 20%:

Generic Co-pay/Days Supply $107°30-day (after ded) $10/30-day
(after ded)

Brand Co-pay/Days Supply 5300 30-day (afier ded) 300 30-day
(after ded)

Mail Order (generic-brand co-pay/day supply) 520-60/100-day (after ded) 520-60/M100-day
{after ded)

This is only a brief summary of benefits that reflects In-Network benefils. Please review the benefit summaries or plan booklets: for
details, limitations and exclusions. Benefits may be subject to change due to mid-year legislative changes.



ANTHEM BLUE CROSS HMO PLANS

Calendar Year Out-of-Pocket (OP) Maximums
individual’Family Deductibles

Anthem
Premier HMO
10

Momber Pays

Anthem

Eremier HMO

P
J-I-I

Member Pays

Anthom
Classic MMO

Mombor Pays

sarsa

Anihom value
HMO
SO0
J dary

Membsr Pays

individual'Family Ot -of-Pociket Maximums
(inoludes deductibles and co-pays)

Profossional Servioos

§1,000552 000

£1,500082, 000

£2/ 000084, 000

£ SO0%5, 000

Facility-based care (preauthonzation required |
Crhepr Sorvicos

AC Lp nactune
 via HMO Plan—=PCP-refermed (limits appiy)
& via Plan Fider—=2sif-refermed (limits apply)

Orfice WisitUrgent Care Co-pay £10 £20 £20 £30
Specialists:Consultants Co-pay £10 £20 £40 Sad
Prenatal, Postnatal Office ¥isit Co-pay £10 f20 £20 £30
Scans: T, AT, MR, PET, obo. £100 per test

Diagnostic X-ray and Laboraiory Procedures 0

infortility (see benefit bookiet for details) B

Praventive Care Sorvices

(indsdess piysical exams and screenings) 0

Hospital and Skilled Mursing Facility Serdcoes

Emergency Room Yisit (co-pay waned if admimed) £100 £100 €100 £180
Inpatient Hospital Co-pay £ £200 £3%0 S500/dary
[preauvthorizasion reguinsd) Hgiay M
Cutpatient Hospital Cospay £0 100 £125 S50
Surgery, Outpationt &0 §100 125 280
[periomned in an amiulatony surgery cenler)

Surgery, Dutpationt (performed ina hospital ) £ S100 125 250
Montal Hoalth Services and Substance Abuse Troatment

Inpatient Care £ L2000 20 S50 gy
Faciiy-based care ([preauinionzabon equred | Ny M
Ouipationt Care 0

w  Cefice visit co-pay
£10/30 wisits combined vath chiroprachc

Amibulanoe (ground or air)

ST

Chiropractc
& Wia HMO Plan—PCP-referred (limits apply)
#  Wia Plan Rider—S%sdf-refesmed (limits apply)

& Crfice visit co-pay
E1030 wisits comiined with acupurnchuee

Durable Medical Equipment (OME) 0% | 2 [ 2w | 5%
Hearing Alds

| B0 benedit allowance!1 device 28 months) Cost in excess of allowanos

Physical and Occupational Therapy=—Limits apply £10 | £20 | £40 | %40




Anthem Anthizm AnkEhem Anihom Valwe

Premier HMO | Premier HMO | Classic HMO HMO
10 a0 2005350 uifE SRS
Admrt 4 dary
Prescription Drug Flans
Fpneric Co-payDays Supply See Frescnpaon Dnag Fan Chanr
Brard Co-payDays Supgly Leg Prescnplon Onag Flan Chanr
Mail Order (genenc-brand co-payidays supply| oee Prescnpion Onag Flan Chanr

This IS ofldy & Bl Susmary of bifssling thal reietts In-Notserk BandliE Pleais Mviey T Banedl summanes oF plin Book it fod
ditals, Emilations and enclusasnd. Banalils say B2 subject b chassse dug 1o med-yoe egslative thangas




BLUE SHIELD HMO PLANS

Calendar Year Dut-of-Focket [(MOP) Maximumes
individual’Family De-ductibles

Blue Shield
HE 10

Blus Shie
HEIO 2

Momber Pays  Member Pays
50750

Mombar Fays

Bluz Shield
HMO
SO0 £ora

Facility

Member Pays

individualiFamily Ouf-of-Pociket Maximumes
(indudes deductibes and co-pays)

Cifice ¥isit'Urgent Care Co-pay

§1, 000052 (k)

£1. 500083 000

§2 000/S4 000

£1. 50083, 000

(inciusdes. pivysical exames and screenings)

Hospital and Skilled Nursing Facility Services

Specialists!Consultants Co-pay 51!3 Hl:l 5?.!: iH-I.I
Prenatal, Postnatal Office Wisit Co-pay &0 §0i &0 £30
Scans: T, AT, MR, PET otc. =l
Diagnostic X-ray and Laboratory Procedures =0
infertility (see benefit booklet for details) B
Preventive Care Services 50

Criteir SorviCcos

Emergency Room Yisit (co-pay wared if admimed) £130 100 £100 S150:
Inpatient Hospital So-pay g4 £280 EA00 20%
(preauvthorafion reguinsd

Cukpationt Hospital Co-pay g4 £280 EA00 £0
Surgery, Outpatiomt &0 §100 £150 &0
|periommed in an amulatony surpsry ceEmler)

Surgery, Outpatient (performed in a hospital) o £150 €00 &0
Mondal Health Sorvices and Substance Abuse Troatment

Inpatient Care £0 S2 80 £800 20%
Faciity:based care (preaushonzation required)

Cutpationt Cane £10 £20 £25 £30
Faciity:based care (preaushonzation required)

‘

AC upu ncitre==L imits. apply £10730 visits combmed with chropraciic

Amibulanos |ground o @ir) =1TH

Chiroprachc—Limes apply £1 0520 wisks combined with aoupunciure
Durable Medical Equipmert (DME) o [ 2w | mwm | 20w
Hearing Aids Cost in exoess of allowanos

(B0 benedt allowance!1 device24 maonths)

Physical and Occupaticnal Thorapy—Limils appd £10 £20 2 £30

Prescripticn Drug Flans

Generic Co-pay'Days Supply See Prescrpaon Dng Pan Chart
See Prescnpaon Dng Pan Chant
Mail Order {generic-brand oo-parydays supply) See Prescipaon Dng Pan Chant

This i& cnly & Beiid sussmary of beesaiies tanl refieors In-Marsork Banedin Plaass myviey B banedh summanes of plan beokles for
ditmls, Bmilations and exclushend. Banalils ey b subper i chafds dus 10 med-yoid geleive changas.

Brand Co-pay/Days Supply




MINIMUM VALUE—ANCHOR BRONZE PLANS

Minimum Value Anchor Bronze
Calendar Year Out-of-Pocket (O0P) Maximums Member Pays
Individual/Family Deductibles S5,0000510, 000
Individual/Family Out-of-Pocket Maximums S6,350/512, 700

(includes deductibles and co-pays)

Professional Services

Office Visit'Urgent Care Co-pay 0% after deductible
Specialists/Consultants Co-pay 0% after deductible
Prenatal, Fostnatal Office Visit Co-Fay 30% after deductible
Scans: CT, CAT, MRI, PET, etc. 0%
Diagnostic X-ray and Laboratory Procedures 0%
Infertility (see benafit booklet for details) Mot coverad
Preventive Care Services (includes physical exams and screenings) ¥, deductible waived
Hospital and Skilled Mursing Facility Services

Emergency Room Visit Co-pay (waived if admitted) 30% after 5100 co-pay
Inpatient Hospital Co-pay (preauthorzation required) 0%
Outpatient Hospital Co-pay 0%
Surgery, Outpatient (performed in an ambulatory surgery center) 0%
Surgery, Dutpatient (performed in & hospital) 30

Mental Health Services and Substance Abuse Treatment
308

Inpatient Care Facility-based care {preauthorization reguired)

Outpatient Care Facility-based care |preauthorzation required) 0%
Acupuncture—Limits apply 0%

Ambulance (ground or air) 30% after S100 co-pay
Chiropractic—Limits apply 0%

Durable Medical Eqguipment (DME) 0%

Hearing Alds (5700 benefit allowance per 24-month period) 30% plus any cost in excess of allowance
Physical and Occupational Therapy—Limits apphy 0%

Generic Co-pay/Days Supply After deductible, $0/30-day

Brand Co-pay/Days Supply After deductibla, 535/ 30-day

Mail Order (generc-brand co-pay/days supply) After deductible, 318-080/20-day

This i= -I!l'ir a briaf Swummary of benefits that refllacts In-Netwaork benefits. Please review the benefit semmaries or pﬂl'l boaklets for
details, limitations and exclusions. Benefits may be subject to change due te mid-year legislative changes.



