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BENEFIT HIGHLIGHTS
AVAILABILITY AND 
HOW TO GET STARTED

24/7 Help with Personal Concerns
SISC Employee Assistance Program  

Access free, confidential resources for help with emotional, marital, 
financial, addiction, legal, or stress issues.

All employees at member 
districts

Call 800-999-7222

Visit anthemEAP.com 
and enter SISC

Expert Medical Opinions 
Teladoc Medical Experts

Get answers to health care questions and second opinions from world-
leading experts.

All members enrolled in a 
SISC medical plan

Call 800-835-2362

Visit teladoc.com/SISC

24/7 Physician Access—Anytime, Anywhere
MDLive

Consult with doctors and pediatricians over the phone or using online video 
for common medical conditions and behavioral health issues. Physicians 
can prescribe medication when appropriate.

Anthem and Blue Shield 
members

Call 888-632-2738

Visit mdlive.com/sisc

Free Generic Medications
Costco

Access most generic medications at no cost through Costco retail and mail 
oder pharmacies. You don’t need to be a Costco member.

Anthem and Blue Shield 
members

Call 800-774-2678 (press 1)

Visit costco.com

Enhanced Cancer Benefit
Contigo Health

Consult experts on initial diagnosis and development of a care plan. Benefit 
includes care coordination services with at home provider, transportation, 
and more.

Anthem and Blue Shield 
PPO members

Call 877-220-3556

Visit sisc.contigohealth.com

Take advantage of no cost  
benefits to help you get and 
stay healthy

Continued 1Per IRS guidelines, HSA members may need to satisfy a deductible when using these programs.

Self-Insured Schools of California
Schools Helping Schools
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BENEFIT HIGHLIGHTS
AVAILABILITY AND 
HOW TO GET STARTED

Hip, Knee, and Spine Surgical Benefit
Carrum Health

Consult top-quality surgeons on hip and knee replacements and certain 
spine surgeries. Benefit covers all related travel and medical bills.

Anthem and Blue Shield 
PPO members

Call 888-855-7806

Visit carrumhealth.com/sisc

Personal Health Coaching
Vida Health

Get one-on-one health coaching, therapy, chronic condition management, 
health trackers and other tools and resources online or via phone.

Anthem and Blue Shield 
members

Call 855-442-5885

Visit vida.com/sisc

Physical Therapy for Back or Joint Pain
Hinge Health

Get access to free wearable sensors and monitoring devices, unlimited 
one-on-one coaching and personalized exercise therapy.

Anthem and Blue Shield 
PPO members

Call 855-902-2777

Visit hingehealth.com/sisc

Per IRS guidelines, HSA members may need to satisfy a deductible when using these programs. 2
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Summary of Benefits 

Self-Insured Schools of California  
Effective October 1, 2020  

PPO Plan 

90% Plan G $20 Copayment 
This Summary of Benefits shows the amount you will pay for Covered Services under this Claims Administrator benefit  
plan. It is only a summary and it is included as part of the Benefit Booklet.1 Please read both documents carefully for 
details.   

 

Medical Provider Network: Full PPO Network 

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this 
network are called Participating Providers. You pay less for Covered Services when you use a Participating Provider 
than when you use a Non-Participating Provider. You can find Participating Providers in this network at 
blueshieldca.com. 

 

   

Calendar Year Deductibles (CYD)2 
A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Claims Administrator 
pays for Covered Services under the Plan. The Claims Administrator pays for some Covered Services before the 
Calendar Year Deductible is met, as noted in the Benefits chart below.   

  
When using a Participating3 or Non-

Participating4 Provider 

Calendar Year medical Deductible Individual coverage $500 

 Family coverage $500: individual 

$1,000: Family 

Calendar Year Out-of-Pocket Maximum5   
An Out-of-Pocket Maximum is the most a Member will pay for 
Covered Services each Calendar Year. Any exceptions are listed  
in the Notes section at the end of this Summary of Benefits. 

 

No Annual or Lifetime Dollar Limit 

 When using any combination of 
Participating3 or Non-

Participating4 Providers 

 Under this Plan there is no annual or lifetime 
dollar limit on the amount Claims Administrator 
will pay for Covered Services.   

Individual coverage $1,000  

Family coverage $1,000: individual 

$3,000: Family 
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Preventive Health Services7     

Preventive Health Services $0  Not covered  

Physician services10     

Primary care office visit $20/visit  50%  

Specialist care office visit $20/visit  50%  

Physician home visit $20/visit  50%  

Physician or surgeon services in an outpatient facility 10%  50%  

Physician or surgeon services in an inpatient facility 10%  50%  

Other professional services10     

Other practitioner office visit $20/visit  50%  

Includes nurse practitioners, physician assistants, 
and therapists. 

    

Acupuncture services 10%  50%  

Up to 12 visits per Member, per Calendar Year.     

Chiropractic services 10%  Not covered  

Up to 20 visits per Member, per Calendar Year.     

Family planning     

• Counseling, consulting, and education $0  Not covered  

• Injectable contraceptive $0  Not covered  

• Diaphragm fitting $0  Not covered  

• Intrauterine device (IUD) $0  Not covered  

• Insertion and/or removal of intrauterine device 
(IUD) 

$0  Not covered  

• Implantable contraceptive $0  Not covered  

• Tubal ligation $0  Not covered  

• Vasectomy 10%  Not covered  

• Diagnosis and Treatment of the Cause of 
Infertility Not covered  Not covered  

Podiatric services $20/visit  50%  

Pregnancy and maternity care7, 10     

Physician office visits: prenatal and postnatal $20/visit  50%  

Physician services for pregnancy termination 10%  Not covered  

Certified nurse midwives 10%  10%  

5



 

3 

Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Emergency services     

Emergency room services $100/visit plus 10%  $100/visit plus 10%  

If admitted to the Hospital, this payment for 
emergency room services does not apply. 
Instead, you pay the Participating Provider 
payment under Inpatient facility services/ Hospital 
services and stay. 

    

Emergency room Physician services 10%  10%  

Urgent care center services10 $20/visit  50%  

Ambulance services 
$100/transport 

plus 10% 
 $100/transport 

plus 10% 
 

This payment is for emergency or authorized transport.     

Outpatient facility services     

Ambulatory Surgery Center 10%  All charges 
above $350 

 

Outpatient Department of a Hospital: surgery 10%  All charges 
above $350 

 

Arthroscopy8 

10%  of up to 
$4,500/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Cataract Surgery8 

10% of up to 
$2,000/procedure 

plus 100% of 
additional 
charges  

 Not covered  

Outpatient Department of a Hospital: treatment of 
illness or injury, radiation therapy, chemotherapy, 
and necessary supplies 

10%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

Inpatient facility services     

Hospital services and stay 10%  All charges 
above $600 

 

Transplant services     

This payment is for all covered transplants except 
tissue and kidney. For tissue and kidney transplant 
services, the payment for Inpatient facility 
services/ Hospital services and stay applies. 

    

• Special transplant facility inpatient services 10%  Not covered  

6
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

• Physician inpatient services 10%  Not covered  

Transplant Travel Benefit: Maximum payment will not 
exceed $10,000 per transplant, (not per lifetime) 
Ground transportation to and from the Center of 
Excellence (COE) when the desig-nated COE is 75 
miles or more from the recipi-ent’s or donor’s place 
of residence.  Coach air-fare to and from the COE 
when the designated COE is 300 miles or more from 
the recipient’s or donor’s residence. 

All charges 
above $10,000/ 

transplant 
 Not covered  

Bariatric surgery services, designated California 
counties     

This payment is for bariatric surgery services for 
residents of designated California counties. For 
bariatric surgery services for residents of non-
designated California counties, the payments for 
Inpatient facility services/ Hospital services and stay 
and Physician inpatient and surgery services apply for 
inpatient services; or, if provided on an outpatient 
basis, the outpatient facility services and Outpatient 
Physician services payments apply. 

    

Inpatient facility services 10%  Not covered  

Outpatient facility services 10%  Not covered  

Physician services 10%  Not covered  

Diagnostic x-ray, imaging, pathology, and laboratory 
services     

This payment is for Covered Services that are 
diagnostic, non-Preventive Health Services, and 
diagnostic radiological procedures, such as CT scans, 
MRIs, MRAs, and PET scans. For the payments for 
Covered Services that are considered Preventive 
Health Services, see Preventive Health Services. 

    

Laboratory services     

Includes diagnostic Papanicolaou (Pap) test.     

• Laboratory center 10%  Not covered  

• Outpatient Department of a Hospital 10%  Not covered  

X-ray and imaging services     

Includes diagnostic mammography.     

• Outpatient radiology center 10%  Not covered  

• Outpatient Department of a Hospital 10%  Not covered  

7
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Other outpatient diagnostic testing     

Testing to diagnose illness or injury such as 
vestibular function tests, EKG, ECG, cardiac 
monitoring, non-invasive vascular studies, sleep 
medicine testing, muscle and range of motion 
tests, EEG, and EMG. 

    

• Office location 10%  Not covered  

• Outpatient Department of a Hospital 10%  Not covered  

Radiological and nuclear imaging services     

• Outpatient radiology center 10%  50%  

• Outpatient Department of a Hospital 10%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

Colonoscopy8  

10% of up to 
$1,500/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Upper GI Endoscopy8 

10% of up to 
$1,000/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Upper GI Endoscopy with Biopsy8 

10% of up to 
$1,250/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Rehabilitative and Habilitative Services     

Includes Physical Therapy, Occupational Therapy, and 
Respiratory Therapy. 

    

Office location 10%  Not covered  

Outpatient Department of a Hospital 10%  Not covered  

Speech Therapy services     

Office location 10%  50%  

Outpatient Department of a Hospital 10%  50%  

Durable medical equipment (DME)     

DME 10%  Not covered  

Breast pump $0  Not covered  

8
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Orthotic equipment and devices 10%  Not covered  

Up to 2 pairs of shoes and 2 inserts for 
therapeutic shoes per Calendar Year. 
Additional 2 pair of orthotics allowed post-
surgery 

    

Prosthetic equipment and devices 10%  50%  

Home health care services 10%  Not covered  

Up to 100 visits per Member, per Calendar Year, by a 
home health care agency. All visits count towards the 
limit, including visits during any applicable Deductible 
period. Includes home visits by a nurse, Home Health 
Aide, medical social worker, physical therapist, 
speech therapist, or occupational therapist, and 
medical supplies. 

    

Home infusion and home injectable therapy services     

Home infusion agency services 10%  Not covered  

Includes home infusion drugs and medical 
supplies. 

    

Home visits by an infusion nurse 10%  Not covered  

Hemophilia home infusion services 10%  Not covered  

Includes blood factor products.     

Skilled Nursing Facility (SNF) services     

Up to 100 days per Member, per Benefit Period, 
except when provided as part of a Hospice program. 
All days count towards the limit, including days during 
any applicable Deductible period and days in 
different SNFs during the Calendar Year. 

    

Freestanding SNF 10%  10%  

Hospital-based SNF 10%  All charges 
above $600 

 

Hospice program services     

Pre-Hospice consultation $0  Not covered  

Routine home care $0  Not covered  

24-hour continuous home care $0  Not covered  

Short-term inpatient care for pain and symptom 
management $0  Not covered  

Inpatient respite care $0  Not covered  

9
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Other services and supplies10     

Diabetes care services     

• Devices, equipment, and supplies 10%  50%  

• Self-management training $20/visit  50%  

Dialysis services 10%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

PKU product formulas and Special Food Products 10%  Not covered  

Allergy serum billed separately from an office visit 10%  50%  

Hearing services     

• Hearing aids and equipment 10%  10%  

Up to $700 combined maximum per 
Member, per 24 months. 

    

• Audiological evaluations $20/visit  50%  

 

Mental Health and Substance Use Disorder Benefits Your payment 

 

When using a 
Participating 

Provider or MHSA 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 
Provider or MHSA 
Non-Participating 

Provider4, 9 
CYD2 

applies 

Outpatient services     

Office visit, including Physician office visit $20/visit  50%  

Intensive outpatient care 10%  50%  

Behavioral Health Treatment in an office setting 10%  50%  

Behavioral Health Treatment in home or other non-
institutional setting 10%  50%  

Office-based opioid treatment 10%  50%  

Partial Hospitalization Program 10%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

Psychological Testing 10%  50%  

Inpatient services     

Physician inpatient services 10%  50%  

10
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Mental Health and Substance Use Disorder Benefits Your payment 

 

When using a 
Participating 

Provider or MHSA 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 
Provider or MHSA 
Non-Participating 

Provider4, 9 
CYD2 

applies 

Hospital services 10%  All charges 
above $600 

 

Residential Care 10%  All charges 
above $600 

 

  

 

Prior Authorization 

The following are some frequently-utilized Benefits that require prior authorization: 

• Radiological and nuclear imaging services • Hospice program services 

• Outpatient mental health services, except 
office visits 

 

• Inpatient facility services  

Please review the Benefit Booklet for more about Benefits that require prior authorization. 

 
 
 

1 Benefit Booklet: 

The Benefit Booklet describes the Benefits, limitations, and exclusions that apply to coverage under this Plan. Please 
review the Benefit Booklet for more details of coverage outlined in this Summary of Benefits. You can request a copy 
of the Benefit Booklet at any time. 

Capitalized terms are defined in the Benefit Booklet. Refer to the Benefit Booklet for an explanation of the terms used 
in this Summary of Benefits. 
 

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before the Claims 
Administrator pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark () in the Benefits chart above. 

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from 
Participating Providers are paid by the Claims Administrator before you meet any Calendar Year medical Deductible. 
These Covered Services do not have a check mark () next to them in the “CYD applies” column in the Benefits chart 
above. 

This benefit Plan has a combined Participating Provider and Non-Participating Provider Calendar Year Deductible.   

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. 
 

Notes 
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Notes 

3 Using Participating Providers: 

Participating Providers have a contract to provide health care services to Members. When you receive Covered 
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar 
Year Deductible has been met. 

"Allowable Amount" is defined in the Benefit Booklet. In addition: 

• Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less. 
• Any charges above the specified Benefit maximum are not covered, do not count towards the Out-of-Pocket 

Maximum, and are your responsibility for payment to the provider.  
 

4 Using Non-Participating Providers: 

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive 
Covered Services from a Non-Participating Provider, you are responsible for: 

• the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and 

• any charges above the Allowable Amount, or 

• any charges above the stated dollar amount, which is the Benefit maximum. 

“Allowable Amount” is defined in the Benefit Booklet. In addition: 

• Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less. 

• Charges above the Allowable Amount or Benefit maximum do not count towards the Out-of-Pocket 
Maximum, and are your responsibility for payment to the provider. This out-of-pocket expense can be 
significant. 
 

• Some Benefits from Non-Participating Providers have the Allowable Amount or Benefit maximum listed in the 
Benefits chart as a specific dollar ($) amount. You are responsible for any charges above the Allowable 
Amount or Benefit maximum, whether or not an amount is listed in the Benefits chart.  

 

5 Calendar Year Out-of-Pocket Maximum (OOPM): 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit  
maximum. 

Essential health benefits count towards the OOPM. 

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year 
Deductible also count towards the Calendar Year Out-of-Pocket Maximum. 

This benefit Plan has a combined Participating Provider and Non-Participating Provider OOPM. However, only the 
following Non-Participating Provider services will accrue to the combined OOPM:  

• Ambulance services; 
• Emergency services;  
• Certified Nurse Midwives;  
• Skilled nursing facilities (SNF) services at a Freestanding SNF; and  
• Hearing aids and equipment.  

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an 
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within 
a Calendar Year. 
 

6 Separate Member Payments When Multiple Covered Services are Received: 

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance) 
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example, 
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Notes 

you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an 
allergy shot. 
 

7 Preventive Health Services: 

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for 
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit, 
you may have a Copayment or Coinsurance for the visit. 
 

8 Outpatient Facility Services 

Services and supplies for the following Outpatient surgeries are subject to a Benefit maximum if performed in the Out-
patient department of a Hospital: athroscopy, cataract surgery, colonoscopy, upper GI endoscopy, and upper GI 
endoscopy with biopsy. The Benefit maximum does not apply when the same services are provided in a participating 
Ambulatory Surgery Center. 
 

9 For Services by Non-Preferred, Non-Participating and MHSA Non-Participating Providers: 

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for 
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit, 
you may have a Copayment or Coinsurance for the visit. 
 

You are responsible for all charges above the Allowable Amount.  However, if the Non-Preferred/Non-Participat-
ing/MHSA Non-Participating Provider is a Hospital based Physician performing Services at a Participating/MHSA Partic-
ipating Provider (in-network) facility; or out of network lab services, when performed by an in-network (participating) 
provider, but sent to a non-participating provider for processing, the Claims Administrator’s payment will be made at 
the Participating Provider copayment level.  

Authorized Referrals for Services by Non-Preferred/Non-Participating//MHSA Non-Participating Providers –  

In some circumstances, the Claims Administrator may authorize participating provider cost share amounts (Deducti-
bles or Co-Payments, if applicable) to apply to a claim for a covered service you receive from a non-participating 
provider. In such circumstance, you or your physician must contact the Claims Administrator in advance of obtaining 
the covered service. It is your responsibility to ensure that the Claims Administrator has been contacted. If the Claims 
Administrator authorizes a participating provider cost share amount to apply to a covered service received from a 
non-participating provider, you also may still be liable for the difference between the maximum allowed amount and 
the non-participating provider’s charge. Please call the customer service telephone number on the back of your ID 
card for authorized referral information or to request authorization.  

Authorized referral occurs when you, because of your medical needs, are referred to a non-participating provider, 
but only when: 

a. There is no participating provider who practices in the appropriate specialty, which provides the required ser-
vices, or which has the necessary facilities within a 50-mile radius of your residence; 

b. You are referred in writing to the non-participating provider by the physician who is a participating provider, and 
c. The referral has been authorized by the Claims Administrator before services are rendered.  You or your physi-cian 

must call the toll-free telephone number printed on the back of your identification card prior to scheduling an 
admission to, or receiving the services of, a non-participating provider.  Such authorized referrals are not available 
for transplant and bariatric surgical services. These services are only covered when performed at a COE. 
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10 First Dollar Coverage: 

This Plan offers first dollar coverage for 3 office visits with Participating Providers. This means the Claims Administrator 
will pay for these Covered Services before you are charged a Copayment.  
 
First dollar coverage is available for office visits with a Participating Physician, for any combination of these Provider 
types: 

• General practice 
• Family practice 
• Internal Medicine 
• Pediatrics 
• Nurse Practitioner 
• Physician’s Assistant 
• Obstetrics 
• Gynecology 

 
After you reach the 3 office visit maximum under the first dollar coverage benefit, additional office visits in the same 
Calendar Year are subject to the applicable Participating Provider office visit Copayment.  
 
Non-Participating Provider office visits are not covered under the first dollar coverage. These services are covered as 
described in the Benefits chart above. 
 

 Plans may be modified to ensure compliance with Federal requirements.  
LG031820 
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Self-Insured Schools of California (SISC)  
Pharmacy Benefit Schedule 
 

2020 RX 3-15 

 

 
 

PLAN RX 3-15 
 Walk-In Mail 

 Network Costco Costco Navitus 

Days’ Supply* 30 90 30 90 90 30 

Generic $3 N/A FREE FREE FREE N/A 

Brand $15 N/A $15 $35 $35 N/A 

Specialty N/A N/A N/A N/A N/A $15 

       
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 90-
day 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 
   
Navi-Gate® for Members allows you to access personalized pharmacy benefit information online at 
www.navitus.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. 

15
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 1   

 

  

 
 
Summary of Benefits 

Self-Insured Schools of California  
Effective October 1, 2020  

HMO Plan 

Custom HMO 10 Zero Admit 
This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It 
is only a summary and it is included as part of the Evidence of Coverage (EOC).1 Please read both documents carefully 
for details.   

 

Medical Provider Network: Access+ HMO Network 

This Plan uses a specific network of Health Care Providers, called the Access+ HMO provider network. Medical 
Groups, Independent Practice Associations (IPAs), and Physicians in this network are called Participating Providers. 
You must select a Primary Care Physician from this network to provide your primary care and help you access 
services, but there are some exceptions. Please review your Evidence of Coverage for details about how to access 
care under this Plan. You can find Participating Providers in this network at blueshieldca.com. 

 

   

Calendar Year Deductibles (CYD)2 
A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for 
Covered Services under the Plan.    

  When using a Participating Provider 3 

Calendar Year medical Deductible Individual coverage $0 

 Family coverage $0: individual 

$0: Family 

Calendar Year Out-of-Pocket Maximum4   
An Out-of-Pocket Maximum is the most a Member will pay for Covered 
Services each Calendar Year. Any exceptions are listed in the EOC. 

 

No Annual or Lifetime Dollar Limit 

 When using a Participating Provider3  Under this Plan there is no annual or 
lifetime dollar limit on the amount Blue 
Shield will pay for Covered Services.   Individual coverage $1,000  

Family coverage $1,000: individual 

$2,000: Family 
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2 

Benefits5 Your payment 

 
When using a 

Participating Provider3 
CYD2 

applies 

Preventive Health Services6   

Preventive Health Services $0  

California Prenatal Screening Program $0  

Physician services   

Primary care office visit $10/visit  

Access+ specialist care office visit (self-referral) $30/visit  

Other specialist care office visit (referred by PCP) $10/visit  

Physician home visit $10/visit  

Physician or surgeon services in an outpatient facility $0  

Physician or surgeon services in an inpatient facility $0  

Other professional services   

Other practitioner office visit $10/visit  

Includes nurse practitioners, physician assistants, and therapists.   

Family planning   

• Counseling, consulting, and education $0  

• Injectable contraceptive; diaphragm fitting, intrauterine 
device (IUD), implantable contraceptive, and related 
procedure. 

$0  

• Tubal ligation $0  

• Vasectomy $0  

Podiatric services $10/visit  

Pregnancy and maternity care6   

Physician office visits: prenatal and postnatal $0  

Physician services for pregnancy termination $0  

Emergency services   

Emergency room services $100/visit  

If admitted to the Hospital, this payment for emergency room 
services does not apply. Instead, you pay the Participating 
Provider payment under Inpatient facility services/ Hospital 
services and stay. 

  

Emergency room Physician services $0  
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3 

Benefits5 Your payment 

 
When using a 

Participating Provider3 
CYD2 

applies 

Urgent care center services $10/visit  

Ambulance services $100/transport  

This payment is for emergency or authorized transport.   

Outpatient facility services   

Ambulatory Surgery Center $0  

Outpatient Department of a Hospital: surgery $0  

Outpatient Department of a Hospital: treatment of illness or injury, 
radiation therapy, chemotherapy, and necessary supplies 

$0  

Inpatient facility services   

Hospital services and stay $0  

Transplant services   

This payment is for all covered transplants except tissue and 
kidney. For tissue and kidney transplant services, the payment for 
Inpatient facility services/ Hospital services and stay applies. 

  

• Special transplant facility inpatient services $0  

• Physician inpatient services $0  

Diagnostic x-ray, imaging, pathology, and laboratory services   

This payment is for Covered Services that are diagnostic, non-
Preventive Health Services, and diagnostic radiological procedures, 
such as CT scans, MRIs, MRAs, and PET scans. For the payments for 
Covered Services that are considered Preventive Health Services, see 
Preventive Health Services. 

  

Laboratory services   

Includes diagnostic Papanicolaou (Pap) test.   

• Laboratory center $0  

• Outpatient Department of a Hospital $0  

X-ray and imaging services   

Includes diagnostic mammography.   

• Outpatient radiology center $0  

• Outpatient Department of a Hospital $0  

Other outpatient diagnostic testing   

Testing to diagnose illness or injury such as vestibular function 
tests, EKG, ECG, cardiac monitoring, non-invasive vascular 
studies, sleep medicine testing, muscle and range of motion tests, 
EEG, and EMG. 

  

• Office location $0  

• Outpatient Department of a Hospital $0  
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4 

Benefits5 Your payment 

 
When using a 

Participating Provider3 
CYD2 

applies 

Radiological and nuclear imaging services   

• Outpatient radiology center $0  

• Outpatient Department of a Hospital $0  

Rehabilitative and Habilitative Services   

Includes Physical Therapy, Occupational Therapy, Respiratory 
Therapy, and Speech Therapy services.   

Office location $10/visit  

Outpatient Department of a Hospital $10/visit  

Durable medical equipment (DME)   

DME $0  

Breast pump $0  

Orthotic equipment and devices $0  

Prosthetic equipment and devices $0  

Home health care services $10/visit  

Up to 100 visits per Member, per Calendar Year, by a home health 
care agency. All visits count towards the limit, including visits during 
any applicable Deductible period. Includes home visits by a nurse, 
Home Health Aide, medical social worker, physical therapist, speech 
therapist, or occupational therapist, and medical supplies. 

  

Home infusion and home injectable therapy services   

Home infusion agency services $0  

Includes home infusion drugs and medical supplies.   

Home visits by an infusion nurse $10/visit  

Hemophilia home infusion services $0  

Includes blood factor products.   

Skilled Nursing Facility (SNF) services   

Up to 100 days per Member, per Benefit Period, except when 
provided as part of a Hospice program. All days count towards the 
limit, including days during any applicable Deductible period and 
days in different SNFs during the Calendar Year. 

  

Freestanding SNF $0  

Hospital-based SNF $0  

Hospice program services $0  

Includes pre-Hospice consultation, routine home care, 24-hour 
continuous home care, short-term inpatient care for pain and 
symptom management, and inpatient respite care. 
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5 

Benefits5 Your payment 

 
When using a 

Participating Provider3 
CYD2 

applies 

Other services and supplies   

Diabetes care services   

• Devices, equipment, and supplies $0  

• Self-management training $10/visit  

Dialysis services $0  

PKU product formulas and Special Food Products $0  

Allergy serum billed separately from an office visit 50%  

Hearing services   

• Hearing aids and equipment 50%  

1 hearing aid per member, per 24 months.   

 

Mental Health and Substance Use Disorder Benefits Your payment 

Mental health and substance use disorder Benefits are provided 
through Blue Shield's Mental Health Service Administrator (MHSA). 

When using a MHSA 
Participating Provider3 

CYD2 
applies 

Outpatient services   

Office visit, including Physician office visit $10/visit  

Other outpatient services, including intensive outpatient care, 
electroconvulsive therapy, transcranial magnetic stimulation, 
Behavioral Health Treatment for pervasive developmental disorder 
or autism in an office setting, home, or other non-institutional facility 
setting, and office-based opioid treatment 

$0  

Partial Hospitalization Program $0  

Psychological Testing $0  

Inpatient services   

Physician inpatient services $0  

Hospital services $0  

Residential Care $0  

  

 
 
 
 

1 Evidence of Coverage (EOC): 

The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this 
Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request a copy 
of the EOC at any time. 

Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of 
Benefits. 

Notes 
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6 

Notes 

 

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before Blue Shield 
pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark () in the Benefits chart above. 
 

3 Using Participating Providers: 

Participating Providers have a contract to provide health care services to Members. When you receive Covered 
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar 
Year Deductible has been met. 
 

4 Calendar Year Out-of-Pocket Maximum (OOPM): 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit  
maximum. 

Essential health benefits count towards the OOPM. 

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an 
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within 
a Calendar Year. 
 

5 Separate Member Payments When Multiple Covered Services are Received: 

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance) 
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example, 
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an 
allergy shot. 
 

6 Preventive Health Services: 

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for 
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit, 
you may have a Copayment or Coinsurance for the visit. 
 

Plans may be modified to ensure compliance with State and Federal requirements.  
LG032520 
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A17273 (1/20) 1

Acupuncture and Chiropractic Services Rider
Group Rider

HMO/POS

Summary of Benefits

This Summary of Benefits shows the amount you will pay for Covered Services under this acupuncture and chiropractic
services Benefit. 

Benefits Your Payment

Covered Services must be determined as
Medically Necessary by American Specialty
Health Plans of California, Inc. (ASH Plans). 

Up to 30 visits per Member, per Calendar
Year. The 30 visit maximum is for acupuncture
and chiropractic services combined. 

Services are not subject to the Calendar Year
Deductible and do count towards the
Calendar Year Out-of-Pocket Maximum. 

When using an ASH
Participating Provider

When using a
Non-Participating Provider

Acupuncture Services

Office visit $ 10/ visit Not covered

Chiropractic Services

Office visit $ 10/ visit Not covered

Chiropractic Appliances All charges above $50 Not covered

Benefit Plans may be modified to ensure compliance with State and Federal Requirements. 
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A17273 (1/20) 2

Introduction

In addition to the Benefits listed in your Evidence of Coverage, your rider provides coverage for acupuncture
and chiropractic services as described in this supplement. The Benefits covered under this rider must be
received from an American Specialty Health Plans of California, Inc. (ASH Plans) Participating Provider. These
acupuncture and chiropractic Benefits are separate from your health Plan, but the general provisions, 
limitations, and exclusions described in your Evidence of Coverage do apply. A referral from your Primary Care
Physician is not required. 

All Covered Services, except for (1) the initial examination and treatment by an ASH Participating Provider; 
and (2) Emergency Services, must be determined as Medically Necessary by ASH Plans. 

Note: ASH Plans will respond to all requests for Medical Necessity review within five business days from receipt
of the request. 

Covered Services received from providers who are not ASH Participating Providers will not be covered except
for Emergency Services and in certain circumstances, in counties in California in which there are no ASH
Participating Providers. If ASH Plans determines Covered Services from a provider other than a Participating
Provider are Medically Necessary, you will be responsible for the Participating Provider Copayment amount. 

Benefits

Acupuncture Services

Benefits are available for Medically Necessary acupuncture services for the treatment of Musculoskeletal and
Related Disorders. 

Benefits include an initial examination, subsequent office visits and the treatment of: 

headaches (tension-type and migraines); 
hip or knee joint pain associated with osteoarthritis (OA); 
other extremity joint pain associated with OA or mechanical irritation; 
other pain syndromes involving the joints and associated soft tissues; 
back and neck pain; and
nausea associated with pregnancy, surgery, or chemotherapy. 

Chiropractic Services

Benefits are available for Medically Necessary chiropractic services for the treatment of Musculoskeletal and
Related Disorders, nausea and pain. 

Benefits include an initial examination, subsequent office visits and the following services: 

spinal and extra-spinal joint manipulation (adjustments); 
adjunctive therapy such as electrical muscle stimulation or therapeutic exercises; 
plain film x-ray services; and
chiropractic supports and appliances. 

Visits for acupuncture and chiropractic services are limited to a per Member per Calendar Year maximum as
shown on the Summary of Benefits. Benefits must be provided in an office setting. You will be referred to your
Primary Care Physician for evaluation of conditions not related to a Musculoskeletal and Related Disorder and
for other services not covered under this rider such as diagnostic imaging (e.g. CAT scans or MRIs). 

Note: You should exhaust the Benefits covered under this rider before accessing the same services through
the "Alternative Care Discount Program," which is a wellness discount program. For more information about
the Alternative Care Discount Program, visit www.blueshieldca.com. 

23



3

See the Grievance Process portion of your EOC for information on filing a grievance, your right to seek
assistance from the Department of Managed Health Care, and your rights to independent medical review. 

Exclusions

Acupuncture services do not include: 

treatment of asthma; 
treatment of addiction (including without limitation smoking cessation); or
vitamins, minerals, nutritional supplements (including herbal supplements), or other similar products. 

See the Grievance Process portion of your EOC for information on filing a grievance, your right to seek
assistance from the Department of Managed Health Care, and your rights to independent medical review. 

Member Services

For all acupuncture and chiropractic services, Blue Shield of California has contracted with ASH Plans to act
as the Plan’s acupuncture and chiropractic services administrator. Contact ASH Plans with questions about
acupuncture and chiropractic services, ASH Participating Providers, or acupunctureand chiropractic Benefits. 

Contact ASH Plans at: 

1-800-678-9133
American Specialty Health Plans of California, Inc. 
P.O. Box 509002
San Diego, CA 92150-9002

ASH Plans can answer many questions over the telephone. 

Definitions

American Specialty Health Plans of
California, Inc. (ASH Plans) 

ASH Plans is a licensed, specialized health care service plan that
has entered into an agreement with Blue Shield of California to
arrange for the delivery of acupuncture and chiropractic services. 

ASH Participating Provider
An acupuncturist or a chiropractor under contract with ASH Plans
to provide Covered Services to Members. 

Musculoskeletal and Related Disorders

Musculoskeletal and Related Disorders are conditions with signs
and symptoms related to the nervous, muscular, and/or skeletal
systems. Musculoskeletal and Related Disorders are conditions
typically categorized as: structural, degenerative, or inflammatory
disorders; or biomechanical dysfunction of the joints of the body
and/or related components of the muscle or skeletal systems
muscles, tendons, fascia, nerves, ligaments/capsules, discs and

synovial structures) and related manifestations or conditions. 
Musculoskeletal and Related Disorders include
Myofascial/ Musculoskeletal Disorders, Musculoskeletal Functional
Disorders and subluxation. 

Please be sure to retain this document. It is not a contract but is a part of your EOC. 
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Blue Shield of California
Notice Informing Individuals about Nondiscrimination

and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, 
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion, 
sex, marital status, gender, gender identity, sexual orientation, age, or disability. 

Blue Shield of California: 
Provides aids and services at nocost to people with disabilities to communicate effectively
with us such as:

Qualified sign language interpreters
Written information in other formats (including large print, audio, accessible electronic
formats, and other formats)

Provides language services at no cost to people whose primary language is not English such as:
Qualified interpreters
Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator. 
If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status, 
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with: 

Blue Shield of California
Civil Rights Coordinator
P.O. Box 629007
El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711) 
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https:// ocrportal.hhs.gov/ocr/portal/ lobby.jsf, 
or by mail or phone at: 

U.S. Department of Health and Human Services
200 Independence Avenue SW. 
Room 509F, HHH Building
Washington, DC 20201
800) 368-1019; TTY: ( 800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/ file/ index.html. 

Blue Shield of California
601 12th Street, Oakland CA 94607
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blueshieldca.com

Notice of the Availability of Language Assistance Services
Blue Shield of California

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 help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198. 

IMPORTANTE: ¿Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla. 
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificación de Blue Shield o al (866) 346-7198. (Spanish) 

Blue ShieldID

866) 346- 7198(

Chinese) QUAN Quý có lá này không? không, chúng tôi có giúp
quý Quý có lá này ngôn quý

phí, vui lòng ngay Ban viên/Khách hàng theo sau ID Blue
Shield quý theo 866) 346- 7198. (

Vietnamese) MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha
ng isang taoupang matulungan kaupang mabasa ito. Maari ka ring makakuha ng sulat
na itonanakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad
sanumerong teleponong Miyembro/Customer Service sa likod ng iyong Blue Shield ID
kard, o (866) 346- 7198. (

Tagalog) Baa’ ákohwiindzindoo7g7: D77 naaltsoos7sh go b77n7ghah? Doo b77n7ghahgóó é7, naaltsoos nich’
8’  yiid0o[tah7g77 nihee hól=. D77 naaltsoos a[d0’ t’11 Din4 k’ehj7 1dooln77[ n7n7zingo b7ighah. Doo b22h
7l7n7g0 sh7k1’ adoowo[ n7n7zing0 nihich’ 8’ b44sh bee hod7ilnih d00 n1mboo 47 d77 Blue Shield bee n47ho’
d7lzin7g7 bine’ d44’ bik11’ 47 doodag0 47 (866) 346-7198 j8’ hod77lnih. (

Navajo) 

Blue Shield ID

866) 346-7198

Korean) 

Blue Shield ID 866) 346-7198

Armenian) 

Blue
Shield, 866) 346- 7198, 

Russian) 

BlueShieldID

866) 346-7198
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blueshieldca.com

Shield

346 )866. Persian) 

Blue ShieldID

866) 346-7198

Punjabi)

Blue Shield 866) 346-7198 (Khmer) 

Shield 346 )866.((
Arabic) TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem

nrhiavibtugneeg
lospab
nyeemnwsrau koj. Tejzaum
koj kuj yuav tau

txaismuab tsab ntawv no sau ua kojhom lus. Rau kev pabtxhais dawb, thovhukiag rau tus xovtooj Kev Pab Cuam TubKoom
Xeeb/TubLag Luam uas nyob rau sab nraum nrob qaum ntawm koj daimnpavBlue Shield ID, los yoghurautus xovtooj (866) 346-

7198. (Hmong) Blue Shield 866) 346-7198 (Thai)
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Self-Insured Schools of California (SISC)  
Pharmacy Benefit Schedule 
 

2020 RX 5-20 

 

 
 

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 90-
day 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 
   
Navi-Gate® for Members allows you to access personalized pharmacy benefit information online at 
www.navitus.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. 
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(continues) 

Disclosure Form 

SISC - Self-Insured Schools of California

Principal benefits for 

Kaiser Permanente Traditional HMO Plan (10/1/20—9/30/21) 

Accumulation Period 

The Accumulation Period for this plan is January 1 through December 31. 

Out-of-Pocket Maximum(s) and Deductible(s) 

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. 

Amounts Per Accumulation Period 
Self-Only Coverage 

(a Family of one Member) 

Family Coverage 
Each Member in a Family of 

two or more Members 

Family Coverage 
Entire Family of two or more 

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 .........................  $10 per visit 
Most Physician Specialist Visits ................................................................................  $10 per visit 
Routine physical maintenance exams, including well-woman exams .......................  No charge 
Well-child preventive exams (through age 23 months) .............................................  No charge 
Family planning counseling and consultations ..........................................................  No charge 
Scheduled prenatal care exams ................................................................................  No charge 
Routine eye exams with a Plan Optometrist .............................................................  No charge 
Urgent care consultations, evaluations, and treatment .............................................  $10 per visit 
Most physical, occupational, and speech therapy .....................................................  $10 per visit 

Outpatient Services You Pay 

Outpatient surgery and certain other outpatient procedures .....................................  $10 per procedure 
Allergy injections (including allergy serum) ...............................................................  No charge 
Most immunizations (including the vaccine) ..............................................................  No charge 
Most X-rays and laboratory tests ...............................................................................  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 ...................................................................................  $100 per visit 
Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see 
"Hospitalization Services" for inpatient Cost Share). 

Ambulance Services You Pay 

Ambulance Services .................................................................................................  $50 per trip 

Prescription Drug Coverage You Pay 

Covered outpatient items in accord with our drug formulary guidelines: 
Most generic items at a Plan Pharmacy or through our mail-order service ...........  $10 for up to a 100-day supply 
Most brand-name items at a Plan Pharmacy or through our mail-order service ....  $10 for up to a 100-day supply 
Most specialty items at a Plan Pharmacy ..............................................................  $10 for up to a 30-day supply 

Durable Medical Equipment (DME) You Pay 

DME items as described in the EOC .........................................................................  No charge 

Mental Health Services You Pay 

Inpatient psychiatric hospitalization ...........................................................................  No charge 
Individual outpatient mental health evaluation and treatment ...................................  $10 per visit 
Group outpatient mental health treatment .................................................................  $5 per visit 

Substance Use Disorder Treatment You Pay 

Inpatient detoxification ..............................................................................................  No charge 
Individual outpatient substance use disorder evaluation and treatment ...................  $10 per visit 
Group outpatient substance use disorder treatment .................................................  $5 per visit 

Home Health Services You Pay 

Home health care (up to 100 visits per Accumulation Period) ..................................  No charge 

Other You Pay 

Hearing aid(s) every 36 months ................................................................................  Amount in excess of $500 Allowance per aid 

231877 SISC - Self-insured Schools of Califor 
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Disclosure Form  (continued) 

4196963.10.1.S000587220

Other You Pay 

Skilled nursing facility care (up to 100 days per benefit period) ................................  No charge 
Prosthetic and orthotic devices as described in the EOC .........................................  No charge 
Services to diagnose or treat infertility and artificial insemination (such as 
outpatient procedures or laboratory tests) as described in the EOC .......................  

the Cost Share you would pay if the Services were 
to treat any other condition 

Assisted reproductive technology ("ART") Services ..................................................  Not covered 
Hospice care .............................................................................................................  No charge 

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). 

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.
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Disclosure Form 

(continues) 

SISC - Self-Insured Schools of California

Principal benefits for 

Kaiser Permanente Deductible HMO Plan (10/1/20—9/30/21) 

Accumulation Period 

The Accumulation Period for this plan is January 1 through December 31. 

Out-of-Pocket Maximum(s) and Deductible(s) 

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. 

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services you receive 
during the Accumulation Period until you reach the deductible amounts listed below. All payments you make toward your 
deductible(s) apply to the Plan Out-of-Pocket Maximum amounts listed below. 

Amounts Per Accumulation Period 
Self-Only Coverage 

(a Family of one Member) 

Family Coverage 
Each Member in a Family of 

two or more Members 

Family Coverage 
Entire Family of two or more 

Members 

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000 

Plan Deductible $500 $500 $1,000 

Drug Deductible None None None 

Professional Services (Plan Provider office visits) You Pay 

Most Primary Care Visits and most Non-Physician Specialist Visits .........................  $20 per visit (Plan Deductible doesn't apply) 
Most Physician Specialist Visits ................................................................................  $20 per visit (Plan Deductible doesn't apply) 
Routine physical maintenance exams, including well-woman exams .......................  No charge (Plan Deductible doesn't apply) 
Well-child preventive exams (through age 23 months) .............................................  No charge (Plan Deductible doesn't apply) 
Family planning counseling and consultations ..........................................................  No charge (Plan Deductible doesn't apply) 
Scheduled prenatal care exams ................................................................................  No charge (Plan Deductible doesn't apply) 
Routine eye exams with a Plan Optometrist .............................................................  No charge (Plan Deductible doesn't apply) 
Urgent care consultations, evaluations, and treatment .............................................  $20 per visit (Plan Deductible doesn't apply) 
Most physical, occupational, and speech therapy .....................................................  $20 per visit (Plan Deductible doesn't apply) 

Outpatient Services You Pay 

Outpatient surgery and certain other outpatient procedures .....................................  10% Coinsurance after Plan Deductible 
Allergy injections (including allergy serum) ...............................................................  No charge (Plan Deductible doesn't apply) 
Most immunizations (including the vaccine) ..............................................................  No charge (Plan Deductible doesn't apply) 
Most X-rays and laboratory tests ...............................................................................  $10 per encounter (Plan Deductible doesn't apply) 
Preventive X-rays, screenings, and laboratory tests as described in the EOC .........  No charge (Plan Deductible doesn't apply) 
MRI, most CT, and PET scans ..................................................................................  10% Coinsurance up to a maximum of $50 per 

procedure (Plan Deductible doesn't apply) 

Hospitalization Services You Pay 

Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs .............  10% Coinsurance after Plan Deductible 

Emergency Health Coverage You Pay 

Emergency Department visits ...................................................................................  10% Coinsurance after Plan Deductible 
Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see 
"Hospitalization Services" for inpatient Cost Share). 

Ambulance Services You Pay 

Ambulance Services .................................................................................................  $150 per trip (Plan Deductible doesn't apply) 

Prescription Drug Coverage You Pay 

Covered outpatient items in accord with our drug formulary guidelines: 
Most generic items at a Plan Pharmacy .................................................................  $10 for up to a 30-day supply (Plan Deductible 

doesn't apply) 
Most generic refills through our mail-order service ................................................  $20 for up to a 100-day supply (Plan Deductible 

doesn't apply) 
Most brand-name items at a Plan Pharmacy .........................................................  $30 for up to a 30-day supply (Plan Deductible 

doesn't apply) 
Most brand-name refills through our mail-order service .........................................  $60 for up to a 100-day supply (Plan Deductible 

doesn't apply) 
Most specialty items at a Plan Pharmacy ..............................................................  $30 for up to a 30-day supply (Plan Deductible 

doesn't apply) 

Durable Medical Equipment (DME) You Pay 

DME items as described in the EOC .........................................................................  20% Coinsurance (Plan Deductible doesn't apply) 

231876 SISC-SELF INSURED SCHOOLS OF CALIFORNI 
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Mental Health Services You Pay 

Inpatient psychiatric hospitalization ...........................................................................  10% Coinsurance after Plan Deductible 
Individual outpatient mental health evaluation and treatment ...................................  $20 per visit (Plan Deductible doesn't apply) 
Group outpatient mental health treatment .................................................................  $10 per visit (Plan Deductible doesn't apply) 

Substance Use Disorder Treatment You Pay 

Inpatient detoxification ..............................................................................................  10% Coinsurance after Plan Deductible 
Individual outpatient substance use disorder evaluation and treatment ...................  $20 per visit (Plan Deductible doesn't apply) 
Group outpatient substance use disorder treatment .................................................  $5 per visit (Plan Deductible doesn't apply) 

Home Health Services You Pay 

Home health care (up to 100 visits per Accumulation Period) ..................................  No charge (Plan Deductible doesn't apply) 

Other You Pay 

Hearing aid(s) every 36 months ................................................................................  Amount in excess of $500 Allowance per aid 
(Allowance not subject to Plan Deductible) 

Skilled nursing facility care (up to 100 days per benefit period) ................................  10% Coinsurance (Plan Deductible doesn't apply) 
Prosthetic and orthotic devices as described in the EOC .........................................  No charge (Plan Deductible doesn't apply) 
Services to diagnose or treat infertility and artificial insemination (such as 
outpatient procedures or laboratory tests) as described in the EOC .......................  

the Cost Share you would pay if the Services were 
to treat any other condition 

Assisted reproductive technology ("ART") Services ..................................................  Not covered 
Hospice care .............................................................................................................  No charge (Plan Deductible doesn't apply) 

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). 

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.
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Provided by American Specialty Health Plans of California, Inc. (ASH Plans)

Your Kaiser Permanente  
CHIROPRACTIC and 
ACUPUNCTURE benefits

When you need chiropractic or acupuncture care, 
follow these simple steps:

1. 	Find an ASH Plans Participating Provider near you:

• 	�Go to ashlink.com/ash/kp, or
• 	�Call 1-800-678-9133 (TTY 711), Monday through Friday,

from 5 a.m. to 6 p.m. Pacific time.

2. Schedule an appointment.

3. Pay for your office visit when you arrive for your appointment.

(See the reverse for more details.)
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Services Cost Sharing and Office Visit Maximums

Chiropractic Services are covered when provided  
by a Participating Provider and Medically Necessary  
to treat or diagnose Neuromusculoskeletal Disorders.  
Acupuncture Services are covered when a  
Participating Provider finds that the Services are 
Medically Necessary to treat or diagnose 
Neuromusculoskeletal Disorders, nausea, or pain.  
You can obtain Services from any ASH Plans 
Participating Providers without a referral from a  
Kaiser Permanente Plan Physician.

Office visit cost share: $10 copay per visit
Office visit limit: Up to a combined total of 30 medically necessary Chiropractic 
and Acupuncture visits per year
Chiropractic appliance benefit: If the amount of the appliance in the ASH Plans fee 
schedule exceeds $50, you will pay the amount in excess of $50, and that payment  
will not apply toward the Plan Deductible or Plan Out-of-Pocket Maximum. Covered 
chiropractic appliances are limited to: elbow supports, back supports, cervical collars, 
cervical pillows, heel lifts, hot or cold packs, lumbar braces and supports, lumbar 
cushions, orthotics, wrist supports, rib belts, home traction units, ankles braces,  
knee braces, rib supports, and wrist braces.

Office visits: Covered Services are limited to Medically Necessary Chiropractic and Acupuncture Services authorized and provided by ASH 
Plans Participating Providers except for the initial examination, emergency and urgent Chiropractic and Acupuncture Services, and Services that 
are not available from Participating Providers or other licensed providers with which ASH contracts to provide covered care. Each office visit 
counts toward any visit limit, if applicable, even if acupuncture or a chiropractic adjustment is not provided during the visit.

X-rays and laboratory tests: Medically Necessary X-rays and laboratory tests are covered at no charge when prescribed as part of covered 
chiropractic care and a Participating Provider provides the Services or refers you to another licensed provider with which ASH contracts for  
the Services.

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 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.

How to Obtain Covered Services

To obtain covered Services, call a Participating Provider to schedule an initial examination. If additional Services are required, verification 
that the Services are Medically Necessary may be required. Your Participating Provider will request any medical necessity determinations. 
An ASH Plan’s clinician in the same or similar specialty as the provider of Services under review will decide whether Services are or were 
Medically Necessary. ASH Plans will disclose to you, upon request, the written criteria it uses to make the decision to authorize, modify, 
delay, or deny a request for authorization. If you have questions or concerns, please contact the ASH Plans Customer Service Department.

Second Opinions

You may request a second opinion in regard to covered Services by contacting another Participating Provider. A Participating Provider may also 
request a second opinion in regard to covered Services by referring you to another Participating Provider in the same or similar specialty.

Your Costs

When you receive covered Services, you must pay your Cost Share as described in the Combined Chiropractic and Acupuncture Services 
Amendment of your Health Plan Evidence of Coverage. The Cost Share does not apply toward the Plan Out-of-Pocket Maximum described in 
the Health Plan Evidence of Coverage (unless you have a plan with an HSA option).

Emergency and Urgent Chiropractic and Acupuncture Services

We cover Emergency Chiropractic Services, Emergency Acupuncture Services, Urgent Chiropractic Services, and Urgent Acupuncture 
Services provided by both Participating Providers and Non–Participating Providers. We do not cover follow-up or continuing care from a 
Non–Participating Provider unless ASH Plans has authorized the services in advance. Also, we do not cover services from a Non–
Participating Provider that ASH Plans determines are not Emergency Chiropractic Services, Emergency Acupuncture Services, Urgent 
Chiropractic Services, or Urgent Acupuncture Services.

Getting Assistance

If you have questions about the Services you can get from an ASH Plans Participating Provider or another licensed provider with which ASH 
contracts, you may call ASH Plans Customer Service Department at 1-800-678-9133 (TTY users call 711), weekdays from 5 a.m. to 6 p.m.  
Pacific time.

YOUR KAISER PERMANENTE COMBINED CHIROPRACTIC AND ACUPUNCTURE BENEFIT
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Grievances

You can file a grievance with Kaiser Permanente regarding any issue. Your grievance must explain your issue, such as the reasons why you 
believe a decision was in error or why you are dissatisfied with Services you received. You may submit your grievance orally or in writing to Kaiser 
Permanente as described in your Health Plan Evidence of Coverage.

Exclusions and Limitations

• Acupuncture Services for conditions other than Neuromusculoskeletal Disorders, nausea, and pain
• Services for asthma or addiction, such as nicotine addiction
• Hypnotherapy, behavior training, sleep therapy, and weight programs
• Thermography
• Experimental or investigational Services
• CT scans, MRIs, PET scans, bone scans, nuclear medicine, and any other types of diagnostic imaging or radiology other than X-rays covered

under the “Covered Services” section of your Combined Chiropractic and Acupuncture Services Amendment
• Ambulance and other transportation
• Education programs, nonmedical self-care or self-help, any self-help physical exercise training, and any related diagnostic testing
• Services for pre-employment physicals or vocational rehabilitation
• Acupuncture performed with reusable needles
• Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies, devices, appliances,

and any other item except those listed as covered in your Combined Chiropractic and Acupuncture Services Amendment
• Drugs and medicines, including non-legend or proprietary drugs and medicines
• Services you receive outside the state of California, except for Emergency Chiropractic Services, Emergency Acupuncture Services, Urgent

Chiropractic Services, or Urgent Acupuncture Services
• Hospital services, anesthesia, manipulation under anesthesia, and related services
• For Chiropractic Services, adjunctive therapy not associated with spinal, muscle, or joint manipulations
• For Acupuncture Services, adjunctive therapies unless provided during the same course of treatment and in conjunction with acupuncture
• Dietary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and similar products
• Massage therapy
• Services provided by a chiropractor that are not within the scope of licensure for a chiropractor licensed in California
• Services provided by an acupuncturist that are not within the scope of licensure for an acupuncturist licensed in California
• Maintenance care (services provided to Members whose treatment records indicate that they have reached maximum therapeutic benefit)

Definitions

Acupuncture Services: The stimulation of certain points on or near the surface of the body by the insertion of needles to prevent or modify the 
perception of pain or to normalize physiological functions (including adjunctive therapies, such as acupressure, cupping, moxibustion, or 
breathing techniques, when provided during the same course of treatment and in conjunction with acupuncture) when provided by an 
acupuncturist for the treatment of your Neuromusculoskeletal Disorder, nausea (such as nausea related to chemotherapy, postsurgical pain,  
or pregnancy), or pain (such as lower back pain, shoulder pain, joint pain, or headaches).

ASH Plans: American Specialty Health Plans of California, Inc., a California corporation.

Chiropractic Services: Services provided or prescribed by a chiropractor (including laboratory tests, X-rays, and chiropractic appliances) for 
the treatment of your Neuromusculoskeletal Disorder.

Emergency Acupuncture Services: Covered Acupuncture Services provided for the treatment of a Neuromusculoskeletal Disorder, nausea, or 
pain, which manifests itself by acute symptoms of sufficient severity (including severe pain) such that a reasonable person could expect the 
absence of immediate Acupuncture Services to result in serious jeopardy to your health or body functions or organs.

Emergency Chiropractic Services: Covered Chiropractic Services provided for the treatment of a Neuromusculoskeletal Disorder which 
manifests itself by acute symptoms of sufficient severity (including severe pain) such that a reasonable person could expect the absence of 
immediate Chiropractic Services to result in serious jeopardy to your health or body functions or organs.

Neuromusculoskeletal Disorders: Conditions with associated signs and symptoms related to the nervous, muscular, or skeletal systems. 
Neuromusculoskeletal Disorders are conditions typically categorized as structural, degenerative, or inflammatory disorders, or biomechanical 
dysfunction of the joints of the body or related components of the motor unit (muscles, tendons, fascia, nerves, ligaments/capsules, discs, and 
synovial structures), and related neurological manifestations or conditions.

Participating Provider: An acupuncturist who is licensed to provide acupuncture services in California and who has a contract with ASH Plans  
to provide Medically Necessary Acupuncture Services to you, or a chiropractor who is licensed to provide chiropractic services in California and 
who has a contract with ASH Plans to provide Medically Necessary Chiropractic Services to you.

YOUR KAISER PERMANENTE COMBINED CHIROPRACTIC AND ACUPUNCTURE BENEFIT
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Urgent Acupuncture Services: Acupuncture Services that meet all of the following requirements:

• �They are necessary to prevent serious deterioration of your health resulting from an unforeseen illness, injury, or complication of an existing
condition, including pregnancy.

• They cannot be delayed until you return to the Service Area.

Urgent Chiropractic Services: Chiropractic Services that meet all of the following requirements: 

• �They are necessary to prevent serious deterioration of your health, resulting from an unforeseen illness, injury, or complication of an existing
condition, including pregnancy.

• They cannot be delayed until you return to the Service Area.

This is a summary and is intended to highlight only the most frequently asked questions about the chiropractic and acupuncture benefit, 
including cost shares. Please refer to the Combined Chiropractic and Acupuncture Services Amendment of the Kaiser Foundation Health Plan, 
Inc., Evidence of Coverage for a detailed description of the chiropractic and acupuncture benefits, including exclusions and limitations, 
Emergency Chiropractic Services, Emergency Acupuncture Services, Urgent Chiropractic Services, or Urgent Acupuncture Services.

Kaiser Foundation Health Plan, Inc. (Health Plan) contracts with American Specialty Health Plans of California, Inc. (ASH Plans) to make the ASH 
Plans network of Participating Providers available to you. You can obtain covered Services from any Participating Provider without a referral from 
a Plan Physician. Your Cost Share is due when you receive covered Services. Please see the definitions section of your Combined Chiropractic 
and Acupuncture Services Amendment of the Kaiser Foundation Health Plan, Inc., Evidence of Coverage for terms you should know.

YOUR KAISER PERMANENTE COMBINED CHIROPRACTIC AND ACUPUNCTURE BENEFIT
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For our SISC Members 

HEARING AID COVERAGE 
Starting October 1, 2018, SISC members (actives and retires) enrolled in Kaiser Permanente 
(KP) will now receive hearing benefits in the amount of $500 Allowance per aid for every 36 
months. * 

Southern California (SCAL) KP Members Hearing services for SCAL KP members are provided together 
with Kaiser Permanente Audiology Department. HEARx West, 
which is a joint venture between Kaiser Permanente and 
HearUSA. HearUSA works with your health plan to provide a 
broad range of affordable hearing care products and services 
in SCAL. HEARX West phone number is 1-800-700-3277, 
Monday through Friday from 5 a.m. to 5 p.m. 

Northern California (NCAL) KP Members Hearing aids for NCAL KP members are provided at 18 Kaiser 
Permanente Hearing Centers in NCAL. Each center offers 
professional hearing aid services, products and accessories. 
Please call KP Member Services at 1-800-464-4000, Monday 
through Friday from 8:00 a.m. to 5:00 p.m. 

*A $500 Allowance for each ear toward the purchase price of a hearing aid every 36 months when prescribed by a Plan Physician or 
by a Plan Provider who is an audiologist. KP will cover hearing aids for both ears only if both aids are required to provide significant 
improvement that is not obtainable with only one hearing aid. KP will not provide the Allowance if KP has provided an Allowance 
toward (or otherwise covered) a hearing aid within the previous 36 months. Also, the Allowance can only be used at the initial point 
of sale. If you do not use all of your Allowance at the initial point of sale, you cannot use it later. 
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Summary of Benefits 

Self-Insured Schools of California  
Effective October 1, 2020  

PPO Plan 

80% Plan M $40 Copayment 
This Summary of Benefits shows the amount you will pay for Covered Services under this Claims Administrator benefit  
plan. It is only a summary and it is included as part of the Benefit Booklet.1 Please read both documents carefully for 
details.   

 

Medical Provider Network: Full PPO Network 

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this 
network are called Participating Providers. You pay less for Covered Services when you use a Participating Provider 
than when you use a Non-Participating Provider. You can find Participating Providers in this network at 
blueshieldca.com. 

 

   

Calendar Year Deductibles (CYD)2 
A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Claims Administrator 
pays for Covered Services under the Plan. The Claims Administrator pays for some Covered Services before the 
Calendar Year Deductible is met, as noted in the Benefits chart below.   

  
When using a Participating3 or Non-

Participating4 Provider 

Calendar Year medical Deductible Individual coverage $3,000 

 Family coverage $3,000: individual 

$6,000: Family 

Calendar Year Out-of-Pocket Maximum5   
An Out-of-Pocket Maximum is the most a Member will pay for 
Covered Services each Calendar Year. Any exceptions are listed  
in the Notes section at the end of this Summary of Benefits. 

 

No Annual or Lifetime Dollar Limit 

 When using any combination of 
Participating3 or Non-

Participating4 Providers 

 Under this Plan there is no annual or lifetime 
dollar limit on the amount Claims Administrator 
will pay for Covered Services.   

Individual coverage $4,000  

Family coverage $4,000: individual 

$8,000: Family 
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Preventive Health Services7     

Preventive Health Services $0  Not covered  

Physician services10     

Primary care office visit $40/visit  50%  

Specialist care office visit $40/visit  50%  

Physician home visit $40/visit  50%  

Physician or surgeon services in an outpatient facility 20%  50%  

Physician or surgeon services in an inpatient facility 20%  50%  

Other professional services10     

Other practitioner office visit $40/visit  50%  

Includes nurse practitioners, physician assistants, 
and therapists. 

    

Acupuncture services 20%  50%  

Up to 12 visits per Member, per Calendar Year.     

Chiropractic services 20%  Not covered  

Up to 20 visits per Member, per Calendar Year.     

Family planning     

• Counseling, consulting, and education $0  Not covered  

• Injectable contraceptive $0  Not covered  

• Diaphragm fitting $0  Not covered  

• Intrauterine device (IUD) $0  Not covered  

• Insertion and/or removal of intrauterine device 
(IUD) 

$0  Not covered  

• Implantable contraceptive $0  Not covered  

• Tubal ligation $0  Not covered  

• Vasectomy 20%  Not covered  

• Diagnosis and Treatment of the Cause of 
Infertility Not covered  Not covered  

Podiatric services $40/visit  50%  

Pregnancy and maternity care7, 10     

Physician office visits: prenatal and postnatal $40/visit  50%  

Physician services for pregnancy termination 20%  Not covered  

Certified nurse midwives 20%  20%  
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Emergency services     

Emergency room services $100/visit plus 20%  $100/visit plus 20%  

If admitted to the Hospital, this payment for 
emergency room services does not apply. 
Instead, you pay the Participating Provider 
payment under Inpatient facility services/ Hospital 
services and stay. 

    

Emergency room Physician services 20%  20%  

Urgent care center services10 $40/visit  50%  

Ambulance services 
$100/transport 

plus 20% 
 $100/transport 

plus 20% 
 

This payment is for emergency or authorized transport.     

Outpatient facility services     

Ambulatory Surgery Center 20%  All charges 
above $350 

 

Outpatient Department of a Hospital: surgery 20%  All charges 
above $350 

 

Arthroscopy8 

20%  of up to 
$4,500/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Cataract Surgery8 

20% of up to 
$2,000/procedure 

plus 100% of 
additional 
charges  

 Not covered  

Outpatient Department of a Hospital: treatment of 
illness or injury, radiation therapy, chemotherapy, 
and necessary supplies 

20%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

Inpatient facility services     

Hospital services and stay 20%  All charges 
above $600 

 

Transplant services     

This payment is for all covered transplants except 
tissue and kidney. For tissue and kidney transplant 
services, the payment for Inpatient facility 
services/ Hospital services and stay applies. 

    

• Special transplant facility inpatient services 20%  Not covered  
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

• Physician inpatient services 20%  Not covered  

Transplant Travel Benefit: Maximum payment will not 
exceed $10,000 per transplant, (not per lifetime) 
Ground transportation to and from the Center of 
Excellence (COE) when the desig-nated COE is 75 
miles or more from the recipi-ent’s or donor’s place 
of residence.  Coach air-fare to and from the COE 
when the designated COE is 300 miles or more from 
the recipient’s or donor’s residence. 

All charges 
above $10,000/ 

transplant 
 Not covered  

Bariatric surgery services, designated California 
counties     

This payment is for bariatric surgery services for 
residents of designated California counties. For 
bariatric surgery services for residents of non-
designated California counties, the payments for 
Inpatient facility services/ Hospital services and stay 
and Physician inpatient and surgery services apply for 
inpatient services; or, if provided on an outpatient 
basis, the outpatient facility services and Outpatient 
Physician services payments apply. 

    

Inpatient facility services 20%  Not covered  

Outpatient facility services 20%  Not covered  

Physician services 20%  Not covered  

Diagnostic x-ray, imaging, pathology, and laboratory 
services     

This payment is for Covered Services that are 
diagnostic, non-Preventive Health Services, and 
diagnostic radiological procedures, such as CT scans, 
MRIs, MRAs, and PET scans. For the payments for 
Covered Services that are considered Preventive 
Health Services, see Preventive Health Services. 

    

Laboratory services     

Includes diagnostic Papanicolaou (Pap) test.     

• Laboratory center 20%  Not covered  

• Outpatient Department of a Hospital 20%  Not covered  

X-ray and imaging services     

Includes diagnostic mammography.     

• Outpatient radiology center 20%  Not covered  

• Outpatient Department of a Hospital 20%  Not covered  
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Other outpatient diagnostic testing     

Testing to diagnose illness or injury such as 
vestibular function tests, EKG, ECG, cardiac 
monitoring, non-invasive vascular studies, sleep 
medicine testing, muscle and range of motion 
tests, EEG, and EMG. 

    

• Office location 20%  Not covered  

• Outpatient Department of a Hospital 20%  Not covered  

Radiological and nuclear imaging services     

• Outpatient radiology center 20%  50%  

• Outpatient Department of a Hospital 20%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

Colonoscopy8  

20% of up to 
$1,500/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Upper GI Endoscopy8 

20% of up to 
$1,000/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Upper GI Endoscopy with Biopsy8 

20% of up to 
$1,250/procedure 

plus 100% of 
additional 
charges 

 Not covered  

Rehabilitative and Habilitative Services     

Includes Physical Therapy, Occupational Therapy, and 
Respiratory Therapy. 

    

Office location 20%  Not covered  

Outpatient Department of a Hospital 20%  Not covered  

Speech Therapy services     

Office location 20%  50%  

Outpatient Department of a Hospital 20%  50%   

Durable medical equipment (DME)     

DME 20%  Not covered  

Breast pump $0  Not covered  
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Orthotic equipment and devices 20%  Not covered  

Up to 2 pairs of shoes and 2 inserts for 
therapeutic shoes per Calendar Year. 
Additional 2 pair of orthotics allowed post-
surgery 

    

Prosthetic equipment and devices 20%  50%  

Home health care services 20%  Not covered  

Up to 100 visits per Member, per Calendar Year, by a 
home health care agency. All visits count towards the 
limit, including visits during any applicable Deductible 
period. Includes home visits by a nurse, Home Health 
Aide, medical social worker, physical therapist, 
speech therapist, or occupational therapist, and 
medical supplies. 

    

Home infusion and home injectable therapy services     

Home infusion agency services 20%  Not covered  

Includes home infusion drugs and medical 
supplies. 

    

Home visits by an infusion nurse 20%  Not covered  

Hemophilia home infusion services 20%  Not covered  

Includes blood factor products.     

Skilled Nursing Facility (SNF) services     

Up to 100 days per Member, per Benefit Period, 
except when provided as part of a Hospice program. 
All days count towards the limit, including days during 
any applicable Deductible period and days in 
different SNFs during the Calendar Year. 

    

Freestanding SNF 20%  20%  

Hospital-based SNF 20%  All charges 
above $600 

 

Hospice program services     

Pre-Hospice consultation $0  Not covered  

Routine home care $0  Not covered  

24-hour continuous home care $0  Not covered  

Short-term inpatient care for pain and symptom 
management $0  Not covered  

Inpatient respite care $0  Not covered  
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Benefits6 Your payment 

 

When using a 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 

Provider4 
CYD2 

applies 

Other services and supplies10     

Diabetes care services     

• Devices, equipment, and supplies 20%  50%  

• Self-management training $40/visit  50%  

Dialysis services 20%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

PKU product formulas and Special Food Products 20%  Not covered  

Allergy serum billed separately from an office visit 20%  50%  

Hearing services     

• Hearing aids and equipment 20%  20%  

Up to $700 combined maximum per 
Member, per 24 months. 

    

• Audiological evaluations $40/visit  50%  

 

Mental Health and Substance Use Disorder Benefits Your payment 

 

When using a 
Participating 

Provider or MHSA 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 
Provider or MHSA 
Non-Participating 

Provider4, 9 
CYD2 

applies 

Outpatient services     

Office visit, including Physician office visit $40/visit  50%  

Intensive outpatient care 20%  50%  

Behavioral Health Treatment in an office setting 20%  50%  

Behavioral Health Treatment in home or other non-
institutional setting 20%  50%  

Office-based opioid treatment 20%  50%  

Partial Hospitalization Program 20%  

50% of up to 
$350/day 

plus 100% of 
additional 
charges 

 

Psychological Testing 20%  50%  

Inpatient services     

Physician inpatient services 20%  50%  
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Mental Health and Substance Use Disorder Benefits Your payment 

 

When using a 
Participating 

Provider or MHSA 
Participating 

Provider3 
CYD2 

applies 

When using a 
Non-Participating 
Provider or MHSA 
Non-Participating 

Provider4, 9 
CYD2 

applies 

Hospital services 20%  All charges 
above $600 

 

Residential Care 20%  All charges 
above $600 

 

  

 

Prior Authorization 

The following are some frequently-utilized Benefits that require prior authorization: 

• Radiological and nuclear imaging services • Hospice program services 

• Outpatient mental health services, except 
office visits 

 

• Inpatient facility services  

Please review the Benefit Booklet for more about Benefits that require prior authorization. 

 
 
 

1 Benefit Booklet: 

The Benefit Booklet describes the Benefits, limitations, and exclusions that apply to coverage under this Plan. Please 
review the Benefit Booklet for more details of coverage outlined in this Summary of Benefits. You can request a copy 
of the Benefit Booklet at any time. 

Capitalized terms are defined in the Benefit Booklet. Refer to the Benefit Booklet for an explanation of the terms used 
in this Summary of Benefits. 
 

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before the Claims 
Administrator pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark () in the Benefits chart above. 

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from 
Participating Providers are paid by the Claims Administrator before you meet any Calendar Year medical Deductible. 
These Covered Services do not have a check mark () next to them in the “CYD applies” column in the Benefits chart 
above. 

This benefit Plan has a combined Participating Provider and Non-Participating Provider Calendar Year Deductible.   

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. 
 

Notes 
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Notes 

3 Using Participating Providers: 

Participating Providers have a contract to provide health care services to Members. When you receive Covered 
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar 
Year Deductible has been met. 

"Allowable Amount" is defined in the Benefit Booklet. In addition: 

• Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less. 
• Any charges above the specified Benefit maximum are not covered, do not count towards the Out-of-Pocket 

Maximum, and are your responsibility for payment to the provider.  
 

4 Using Non-Participating Providers: 

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive 
Covered Services from a Non-Participating Provider, you are responsible for: 

• the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and 

• any charges above the Allowable Amount, or 

• any charges above the stated dollar amount, which is the Benefit maximum. 

“Allowable Amount” is defined in the Benefit Booklet. In addition: 

• Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less. 

• Charges above the Allowable Amount or Benefit maximum do not count towards the Out-of-Pocket 
Maximum, and are your responsibility for payment to the provider. This out-of-pocket expense can be 
significant. 
 

• Some Benefits from Non-Participating Providers have the Allowable Amount or Benefit maximum listed in the 
Benefits chart as a specific dollar ($) amount. You are responsible for any charges above the Allowable 
Amount or Benefit maximum, whether or not an amount is listed in the Benefits chart.  

 

5 Calendar Year Out-of-Pocket Maximum (OOPM): 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit  
maximum. 

Essential health benefits count towards the OOPM. 

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year 
Deductible also count towards the Calendar Year Out-of-Pocket Maximum. 

This benefit Plan has a combined Participating Provider and Non-Participating Provider OOPM. However, only the 
following Non-Participating Provider services will accrue to the combined OOPM:  

• Ambulance services; 
• Emergency services;  
• Certified Nurse Midwives;  
• Skilled nursing facilities (SNF) services at a Freestanding SNF; and  
• Hearing aids and equipment.  

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an 
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within 
a Calendar Year. 
 

6 Separate Member Payments When Multiple Covered Services are Received: 

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance) 
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example, 
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Notes 

you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an 
allergy shot. 
 

7 Preventive Health Services: 

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for 
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit, 
you may have a Copayment or Coinsurance for the visit. 
 

8 Outpatient Facility Services 

Services and supplies for the following Outpatient surgeries are subject to a Benefit maximum if performed in the Out-
patient department of a Hospital: athroscopy, cataract surgery, colonoscopy, upper GI endoscopy, and upper GI 
endoscopy with biopsy. The Benefit maximum does not apply when the same services are provided in a participating 
Ambulatory Surgery Center. 
 

9 For Services by Non-Preferred, Non-Participating and MHSA Non-Participating Providers: 

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for 
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit, 
you may have a Copayment or Coinsurance for the visit. 
 

You are responsible for all charges above the Allowable Amount.  However, if the Non-Preferred/Non-Participat-
ing/MHSA Non-Participating Provider is a Hospital based Physician performing Services at a Participating/MHSA Partic-
ipating Provider (in-network) facility; or out of network lab services, when performed by an in-network (participating) 
provider, but sent to a non-participating provider for processing, the Claims Administrator’s payment will be made at 
the Participating Provider copayment level.  

Authorized Referrals for Services by Non-Preferred/Non-Participating//MHSA Non-Participating Providers –  

In some circumstances, the Claims Administrator may authorize participating provider cost share amounts (Deducti-
bles or Co-Payments, if applicable) to apply to a claim for a covered service you receive from a non-participating 
provider. In such circumstance, you or your physician must contact the Claims Administrator in advance of obtaining 
the covered service. It is your responsibility to ensure that the Claims Administrator has been contacted. If the Claims 
Administrator authorizes a participating provider cost share amount to apply to a covered service received from a 
non-participating provider, you also may still be liable for the difference between the maximum allowed amount and 
the non-participating provider’s charge. Please call the customer service telephone number on the back of your ID 
card for authorized referral information or to request authorization.  

Authorized referral occurs when you, because of your medical needs, are referred to a non-participating provider, 
but only when: 

a. There is no participating provider who practices in the appropriate specialty, which provides the required ser-
vices, or which has the necessary facilities within a 50-mile radius of your residence; 

b. You are referred in writing to the non-participating provider by the physician who is a participating provider, and 
c. The referral has been authorized by the Claims Administrator before services are rendered.  You or your physi-cian 

must call the toll-free telephone number printed on the back of your identification card prior to scheduling an 
admission to, or receiving the services of, a non-participating provider.  Such authorized referrals are not available 
for transplant and bariatric surgical services. These services are only covered when performed at a COE. 
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10 First Dollar Coverage: 

This Plan offers first dollar coverage for 3 office visits with Participating Providers. This means the Claims Administrator 
will pay for these Covered Services before you are charged a Copayment.  
 
First dollar coverage is available for office visits with a Participating Physician, for any combination of these Provider 
types: 

• General practice 
• Family practice 
• Internal Medicine 
• Pediatrics 
• Nurse Practitioner 
• Physician’s Assistant 
• Obstetrics 
• Gynecology 

 
After you reach the 3 office visit maximum under the first dollar coverage benefit, additional office visits in the same 
Calendar Year are subject to the applicable Participating Provider office visit Copayment.  
 
Non-Participating Provider office visits are not covered under the first dollar coverage. These services are covered as 
described in the Benefits chart above. 
 

 Plans may be modified to ensure compliance with Federal requirements.  
LG031820 
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Self-Insured Schools of California (SISC)  
Pharmacy Benefit Schedule 
 

2020 RX 7-25 

 

 
 

PLAN RX 7-25 
 Walk-In Mail 

 Network Costco Costco Navitus 

Days’ Supply* 30 90 30 90 90 30 

Generic $7 N/A FREE FREE FREE N/A 

Brand $25 N/A $25 $60 $60 N/A 

Specialty N/A N/A N/A N/A N/A $25 

       
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 90-
day 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 
   
Navi-Gate® for Members allows you to access personalized pharmacy benefit information online at 
www.navitus.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. 
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	Cover
	ValueAdds
	PPO 90-G $20
	HMO $10-0
	Kaiser Plans
	$10 OV, $10 Rx
	DHMO $500
	KP Chiro and Acu
	KP Hearing Aid Flier

	PPO 80-M $40



