
Isan!_a__ Monica:_M_a!!_b� Unifie�chool District __________ ---r-;----I Medica l Benefits Plan Comparison Sheet 
SISC .!'.!_a�_!ear:_ Octobei:_1, 2023 - Septembe_!:_30,_ZOZ=-4'---------1---+--�--­
Active Emp�yees 

Anthem PPO Anthem PPO Anthem PP2.._____J 
Full Network Full Network Select Networ==

i 90-G $20 80-G $�0 80-G$1Q_ 

MEDICAL - Calendar Year Deductibles & Maximums --- - - --- -- ---------+-+--
1 ndividual/Family De=-d=-=u=-=ct=i=b-'-=lec :s __________ _ 
Individual/Family Out-of-Pocket (OOP Maximum (includes medical 

Member Pays Member Pays Member Pays 
$500/$1,000 $50_9!_$_1000_ $500/$1,0QQ___ 

deductibles�nd co-pays,__) _____ ___________ +---+------ --+------ --+-
$1,000/$3,000 $2,000/$4,000 $2,000/$4,000 

PROFESSIONALSERVICES�---------
-

-- ---f-+
--,

----c-----+---:-::------:--+:-----:-------J
$0 co-pay first 3 visits, 

I 

$0 co-pay first 3 $0 co-pay first 3 visits, Office Visit Co-pay 
th�$20 

�gentCareCo-pay _ __________________ 7�-t---
Specialists/Consultants Co-pay 

1 1 

$20 
$20 

Prenatal, postnatal Office Visit Co-pay -------------+--+----
Scans: CT, CAT, MRIJ'ET, etc"-'. ___ .. ___________ _

$20 

10% 
Diagno�ics X-ray__!!,__Laborato_ry P�o_cedu�es 10% 
Infertility (refer to plan guide'-')--.,..---------,------t--r--::: 
f:reven!ative ca7e""(indu9e�hysical exams and screenings) 

Not covered 
0%, ded waived 

HOSPITAL & SKILLED NURSING FACILITY SERVICES 

visits, then $20 then $20 

-- $20 $20 

$20 $20 
$20 $20 
20% 20% 
20% 20% 

Not covered Not covered 
0%, ded waived 0%, ded waived 

E�erge�cy RoomVi;\t (co-pay waived if adm__!!ted_) __ 10% + $100 co-p��20% + $2_00 co-pay 20% + $100 co-eay_ 
Inpatient Hospita l Co-pay (pre-authorization required) 10J,, 20% __ 20% 

1 
Q:Jtpatient Hospital Co_:pay 10%___ __ 20% 20%_. ___ __,_ 
Surgery, Outpatien_!.j�rformed in an ambul ato�_surgery center) 10% 22% 20% 
Surgery,_ Outpatient (performed in a hospital) 10%___ 20% 20% 

l�ENTAL HEALTH SERVI ES AND SUBSTANCE ABUSE TREAE-1E-:N:-__T,__ __ +---l---------1-------+--------1

I
1ciea_t_�ent CarE:.:_Faci!i_ty-based care (pre�uthorization required) 10% 20% 20% 

Outpatient Care - Facility-based care (preauthorization required) 
Co-pay applies, ded Co-pay applies, ded Co-pay applies, ded 

---!-�---=waived --ji-_ _ wai� waived ___ _, 

OTHER SERVICES ---------
!Acupuncture - Limits apply 10% 20% 

S 100 co-pay+ 10% _Ambulan�(ground or air�) ----------------+---t� $100 co-pay+ 20% 

Chiropractic - Limits apply 10% 20% 

Durable Medical Equipme_nt'-----------------+--;-----

1 
Phys�_Gind Occupatlona_l_!herap\'..:J:i!!)_its apply·---------+--;--

10% 
10% 

20% 

I 20% 

I Hearing Aids 

I PHARMACY BENEFITS

Pharmacy Ben�its Manag _er ___ _ 

10% and cost In excess 
f S excess o 700 

I ,0% aed cosUo 

of $700 allowance per 
allowance er 24_ 24-month period h 

p 
. d mon!._perio 

5-20 5-20

Navitus Navitus 
Mail Order Pharmacy I w,, Individual/Farr!!!)'. Brand & Specialty Rx DeduE!ible_s ________ +-7

r,.,,•co MO 
None 

Costco MO 

I
None 

Individual/Family Rx Out-of-Pocket Max 
deductibles and co-�p_a�y�s) __ __ _ 

(includes Rx $1,500/$2,SOO $ l,500/$2,500 

20% 

$100 co-paY-:_20%_ 

20% 

20% 
20% 

20% and cost in excess 
of $700 allowance per 

24-month period 

5-20 

Navitus
Costco MO 

None 

$1,500/$2,500 

Anthem HMO Anthem HMO 
Full Network Select Network 
Premier 10 Premier 10 

Member Pays Membe<X_?I 
_$0/$0 $0/$0 

$1,000/$2,000 $1,000/$2,000 

s10 I s10 

I 
$10 __ _,__ __ $10 

1 $10__ $10 __ _ I--
20 $10 

1---$100/test $1QO_L�_st_ 
$0 $0 

I-
I 

50% 
I 

50% __ 
$0 $0 

I-

5$100 $100 

$0 - so-
-

$0 -+---'$0- -
so so I 

1 __ so __ _,__ __ s.o __ 

I $0 

I 
$0 __ 

$0 $0 

---
I---

$10/30 visits $10/30 visits 
w/ch� __ w/chiro 

;-SlOO $100 __ 

$10/30 visits w/acu 
$10/30 visits 

w/acu 
so $0 

$10 _Sl_Q 
50% benefit 50% benefit 

allowance per 1 allowance per 1 
device per 36 device per 36 

months months ,___ ----

5-20 5-20 

Navitus Navitus 
Costco MO Costco MO 

None None 

$1,500/$2,500 Sl,500/$2,500 

Kaiser Network 
Kaiser HMO 

Trac!._!:IM0_$15 

I Kaiser Network 
� I Kaiser DHM_O __ E ETr�DH�• $1,

-
00Q__ 

---------'-----'--• hospital only _ 
11--------+----'dc::e=ductible 

�, .. ,,,. 
_ Member Pa_y_s 

0/$0 

0/$3,000 
--+-I 

_s1,0001s2,ooo_· _ 

$3,000/$6,000 

1--------1-----
$15 $20 

$15 $20 
1--$15 $20 __ --

so __ $0 __ ___, 
$0 10% up to S50 _ 
$0 $10 

�� applies_ �o-pa}'__applies 
C----Jo $0,jed waivec_

1 
$100 20% a!(er de<!_ 

SO 20% after ded 

1_
$15 20% after ded 

I- $15 20% after ded 
� _ 20% after ded 

SO I 20% after ded 

$15 20% after ded 

1-----+----

$10/30 visits 
/ h' $10/30 visits w/chiro 1-- w C ir_o __ l------,----
$50 __ $150 __ 

$10/30 visits 
w/acu $10/30 visits w/chiro 

r-----;;;; �harge 20% after ded c_ __ $15__ s20 

Cost in excess of 
I 
Cost in excess of $500 

$500 allowance allowance every 36 
every 36 months months 

Custom 5-20 (30 
Custom 5-20 (30 day) day) __ 

Kaiser Kaiser 
Kaiser MO Kaiser MO 

None None 
Included w/med Included w/med OOP 

OOP max max 



Generic Co-pay / 30..day supply 

Brand Co-pay/30-day supply 

Specialty Co-pay /30-day supply 

Mail Order (generic-brand co-pay /90 day supply) 

TENTHLY PREMIMUM FOR FUU-TIME (EMPLOYER / EMPLOYEE) 
Single 

_Two-Party 
__ __ _ _ __£_amily 

This sheet Is only a brief summary of In-network costs . Out-of-network 
services may not be covered . Refer to plan documents for applicable 
details, limitations and exclusions . 

$0 at Costco, $5 at 
other networks 

_$20 
$20 must use 
Navitus mail 

$0-$50 

$0 at Costco, $5 at 
other networks 
_$20 
$20 must use 
Navitus mail 

$0-$50 

$0 at Costco, $5 at 
other networks 

$20 __ 
--

$20 must use Navitus 
mail 

so-$50 

$0 at Costco , $5 at $0 at Costco, $5 at 
other networks other networks 

__ $20 __ $20 
$20 must use $20 must use 
Navitus mail Navitus mail 

$0-$50 $0-$50 

$5 up to 30 day 10 up 30 days 

$20 up to 30 day $30 up to_30 days 
-

$20 up to 30 day $30 up to 30 days 

$10 -$40 up to $10-$60 up to 100 
lOO_day day 


