Santa Monica-Malibu Unified School District

Medical Benefits Plan Comparison Sheet

SISC Plan Year: October 1,2023 - September 30, 2024
Active Employees

MEDICAL - Calendar Year Deductibles & Maximums
Individual/Family Deductibles

Individual/Family Out-of-Pocket (OOP Maximum (includes medical
deductibles and co-pays)

PROFESSIONAL SERVICES _

Office Visit Co-pay
Urgent Care_Co-pay -

Specialists/Consultants Co-pay

Prenatal, postnatal Office Visit Co-pay

Scans: CT, CAT, MR, PET, etc...

Diagnostics X-ray & Laboratory Procedures

Infertility (refer to plan guide) g

Preventative Care (includes physicalexams and screenings)

HOSPITAL & SKILLED NURSING FACILITY SERVICES

Emergency Room Visit (co-pay waived if adm itte d)

Inpatient Hospital Co-pay (pre-authorization required)
Outpatient Hospital Co-pay -
Surgery, Outpatient (performed in an ambulatory surgery center)
Surgery, Outpatient (performed in a hospital)

MENTAL HEALTH SERVIES AND SUBSTANCE ABUSE TREATMENT
Inpatient Care - Facility-based care (preauthorization required)

Outpatient Care - Facility-based care (preauthorization required)

OTHER SERVICES
Acupuncture - Limits apply
Ambulance (ground or air)_

Chiropractic - Limits apply

Durable Medica_IEq uipment -
Physical and Occupational Therapy - Limits apply

Hearing Aids

PHARMACY BENEFITS

Pharmacy Benefits Manage_r
Mail Order Pharmacy -
Individual/Family Brand & Specialty Rx Deductibles
Individual/Family Rx Out-of-Pocket Max
deductibles and co-pay s)
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(includes Rx ! I

Anthem PPO AnthemPPO |  AnthemPPO . Anthem HMO Anthem HMO
Full Network Full Network Select Network | | Full Network Select Network
90-G $20 80-G $20 80-GS20 | Premier 10 Premier 10
L 1]

A - | — ——
Membér_Pays [ ~Member Pays_ ’ Member Pays Member Pays Member Pa\_;s*
$500/$1,000 $500/$1,000 | $500/$1,000 $0/50 ~ $0/50

|
$1,000/$3,000 $2,000/$4,000 $2,000/$4,000 $1,000/$2,000 $1,000/$2,000
— |
S0 co-pay first 3 visits, I so co-pay first3 | S0 co-pay first 3 visits, = $10 $10 }
\ ~ then$20 visits, then $20 then $20 |
$20 $20 | $20 ] $10 $10
$20 $20 50 _ 510 s10
$20 | $20 $20 %10 $10
~10% 20% 20% N $100/test $100/test
10% 20% 20% $0 o
___Not covered | Not covered Not covered 50% 50%
0%, ded waived ‘ 0%, ded waived | 0%, ded waived S0 1 S0
S = | =0 - —
10% + $100 co-pay | 20% + $100 co-pay | 20% + $100 co-pay $100 $100
10% 20% 20% S0 - S0
10% 20% | 20% $0 _s0
10% - ‘ 20% 20% %0 f so
Wi 10% | 20% 20% $0 N S0
— | = i | §
10% 1 20% 20% %0 $0
Co-pay applies, ded | Co-pay applies, ded | Co-pay applies, ded 50 s0
| waived waived waived .
i ‘ [
10% \ 20% 20% % 510/30.w5|ts 510/30.VISltS
| [ . wjchiro w/chiro
$100 co-pay + 10% | $100 co-pay +20% | $100 co-pay +20% $100 %100
10% 20% ‘ 20% $10/30 visits wfacu| > 10/30 Visits
‘ - i | ~ w/acu
10% 20% b 20% S0 S0
10% _J 20% | 20% 510 10
10% and cost in excess 2% endrcagtin 20% and cost in excess 30% benefit S0% begat
excess of $700 | - allowance per1 allowance per 1
of $700 allowance per of $700 allowance per R .
. allowance per 24- 1 device per 36 device per36 |
24-month period i 24-month period
o month period S months months
5-20 5-20 5-20 5-20 5-20
|| H= =
~Navitus Navitus Navitus Navitus Navitus
Costco MO Costco MO Costco MO Costco MO Costco MO
None None None None None
$1,500/$2,500 $1,500/52,500 $1,500/$2,500 $1,500/$2,500 $1,500/5$2,500
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Kaiser Network
Kaiser HMO i

$100 ’
S0 |
315 ‘
s1s |
$15

|
—

$15 |

$10/30 visits
w/chiro

S50 |

$10/30 visits |

wlacu |
l, __nocharge |

' every 36 months |

" Custom 5-20 (30

$15

Cost in excess of
$500 allowance

day)

Kaiser
Kaiser MO

None

1 Included w/med [

|

OOP max

Kaiser Network
Kaiser DHMO

Trad HMO $15 | Trad DHMO* $1,000
- *hospital only
-deductble
Member Pays Member Pays
$0/50 | $1,000/$2,000*
$1,500/$3,000 $3,000/5$6,000
$15 l $20
$15 I $20
$15 520
1 S0 $0 _
o 10% up to $50
%0 . $10

j_Co-pay applies

" Co-pay applies |
$0 !

$0, ded waivec

20% after ded
20% after ded
20% after ded
'20% after ded
20% after ded

20% after ded
20% after ded

$10/30 visits w/chiro
$150
$10/30 visits w/chiro

20% after ded
$20

Cost in excess of $500
allowance every 36
months

Custom 5-20 (30 day)

Kaiser
Kaiser MO
~ None
Included w/med OOP
max




$0 at Costco, SS at

| T
Generic Co=pay/30-day supply
eninc . . - B - i | other networks
Brand Co-pay/30-day supply 1 $20 -
) $20 must use
Specialty Co-pay/30-day supply | J Navitus mail
Mail Order (generic-brand co-pay/90 day supply) | ] $0 - $50
- - — —l i —
= ||
TENTHLY PREMIMUM FOR FULL-TIME (EMPLOYER/EMPLOYEE) ) | I
B — N N Single* [
Two-Party 1
— — e -— " +
_ Family

This sheet Is only_a brief St_Jmmary of in-network costs. Out-of-network ' |
services may not be covered. Refer to plan documents for applicable I
detalls, limitations and exclusions. ‘

‘ $0at Costco, $5 at |

__other networks | other networks

s20
$20 must use
Navitus mail

I $0-$50
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$0 at Costco, $S at

$20

$20 must use Navitus

mail

$0-$50

$0 at Costco, S5 at

$0 at Costco, S5 at

_othernetworks | other networks
%20 | %20
$20 must use $20 must use

~ Navitus mail Navitus mail
$0-$50

$0- $50

$5 up to 30 day |

$20upto30day |

$20 up to 30 day

100 day

10up 30days
$30 up to 30 days |
$30 up to 30 days

$10- %40 up to _J $10- $60 up to 100

day




