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About SISC
SISC stands for “Self-Insured
Schools of California.” Established
in 1979, we operate as a non-profit
Joint Powers Authority (JPA) serving
school districts and their employees.
We are administered by the Kern
County Superintendent of Schools

Our Philosophy: Schools Helping Schools
Pooling resources provides schools with a more stable
long-term insurance solution than purchasing coverage
from commercial insurance companies. Our mission is to
provide a very cost effective rate environment that reflects
our commitment to preventing losses and controlling
expenditures.

Office. Like school districts, SISC

SISC’s unique structure keeps millions of dollars in the

is subject to the Brown Act, which

classroom that would otherwise have been paid out in

provides our membership with

premiums. Ultimately, our goal is to provide the best

transparency into how we operate.

possible coverage and services to our members at the

All of our board meetings are open

lowest possible cost.

to the public and our financial
statements are a matter of public
record.
Our Board of Directors are school
district employees. They are elected
by member districts and all SISC
administrative personnel are employees
of the public school system.
We do not receive sales commissions;
our fiduciary responsibility is to our
membership—not a profit margin.

Important Facts
About SISC

We are the largest schoolfocused purchasing pool in
California…and growing
SISC has tremendous bargaining
leverage with health care vendors.
Our size allows us to obtain the
best benefits at the lowest cost
for our members. We continue
to grow—131 school districts
joined in the last ten years.

We maintain the largest public entity risk pool in the
United States
According to the industry publication Business Insurance, we are the largest
public entity risk pool, with almost three times the contributions as the one
ranked closest to us.

Pool Name

2009 Member
Contributions

1

Self-Insured Schools of California (SISC)

$998,549,889

2

California State Association of Counties Excess
Insurance Authority (CSAC EIA)

$385,777,550

3

New Hampshire Local Government Center (LGC)
Health Trust L.L.C.

$366,094,747

4

Vermont Education Health Initiative

$211,862,041

5

Protected Insurance Program for Schools (PIPS)

$189,625,839

6

Municipal Excess Liability Joint Insurance Fund

$188,282,000

7

Alliance of Schools for Cooperative Insurance
Programs (ASCIP)

$167,889,884

8

Municipal Reinsurance Health Insurance Fund

$160,000,000

9

Texas Municipal League Intergovernmental Risk Pool $152,768,310

10

Texas Association of Counties Health & Employee
Benefits Pool

Rank

$132,417,951

Source: BI survey © copyright 2010 by Crain Communications Inc. All rights reserved.

We provide stability to our membership
Our membership includes 353 educational agencies in 35 counties with 197,951
members. We also take pride in the fact that our member districts enjoy a long
tenure with SISC; 222 have been with us for more than 10 years.
We offer variety which gives districts flexibility
We have a wide range of health benefit plans and options providing coverage
to every corner of the state. This gives our member districts the flexibility to
assemble quality health benefits packages that meet employee needs and fit
budget parameters. Our health benefit options include:
Medical
• Anthem Blue Cross
• Blue Shield
• Kaiser Permanente
Prescription Drug
• Medco Health
Dental
• Delta Dental

Vision
• Vision Service Plan
• Medical Eye Services

We maintain a strong
financial standing
Our claims liability is fully-funded.
No district leaving our statewide
pool has ever had to pay any fee,
penalty or claim run out.
We have a stable PPO
renewal history
Over the last five years, our
renewal average is 6.2%.

Life
• Mutual of Omaha
Wellness — Health Smarts
• Health assessment
• Digital health coaching
• Condition management

Where Does Your Health Care Dollar Go?
Medical Costs 87%

Other Costs 13%
We have low
administrative
costs

A Typical Health
Insurance Plan

Because of our size,
we can spread our
administrative costs and
claims risk over a very
large membership base.

SISC Health
Insurance Plan

Medical Costs 96.7%

Other Costs 3.3%

If your district is considering membership, please contact us at (661) 636-4410.

SISC Health Benefits
Administration and
Account Managers

Nick Kouklis
Chief Executive Officer

John Stenerson
Deputy Executive Officer

Jennifer Bennett
Health Benefits Coordinator

Raquel Acebedo
Account Manager

Lola Nickell
Account Manager

Lauri Phillips
Account Manager

SISC
1300 17th Street
CITY CENTRE
Bakersfield, CA 93301-4533
Phone (661) 636-4410
Fax (661) 636-4156
http://sisc.kern.org

(last updated 7/11)

Guidelines
&
Procedures

GUIDELINES
Any reference to “school district” in this document is meant to include any publicly funded educational organization.
Educational organizations that are not publicly funded are not eligible to join SISC. In order to participate in SISC, a
school district must abide by SISC Underwriting Guidelines. One hundred percent of the school district or one hundred
percent of the employee group of a school district as defined below must enroll in the SISC Medical or HMO Plans
offered in this manual. Any deviation from SISC Underwriting Guidelines must be requested in writing by the school
district and approved in writing by SISC prior to joining. Our contract year is from October 1 through September 30 of
each year. A school district may elect the first of any calendar month to join SISC. Once a member district, they must
remain with their initial selection of benefits for at least 12 consecutive months.
The school district will be sent a SISC III Joint Powers Agreement (JPA) and By-Laws. The JPA document along with
a letter requesting to join SISC III should be signed by the administrator of the school district. The letter should define
the benefits selected by each employee group as well as the effective date. The signed JPA and letter must be
received by SISC at least 60 calendar days prior to the effective date of coverage. The signed and completed
Enrollment Forms must be received by SISC 45 calendar days prior to the effective date. The school district is
responsible for notifying its current carrier of cancellation according to the agreement in place. Additionally, payment
of benefits for claims incurred prior to the effective date of SISC coverage is the responsibility of the school district or
its prior carrier.

EMPLOYEE GROUPS
(e.g. Certificated, Classified or Confidential & Management)
District with 2 through 50 insured employees:
May have two employee groups; Certificated Employees and Classified Employees.
Districts with 50 or more insured employees:
May have three employee groups; Certificated Employees, Classified Employees and Confidential & Management
(Minimum number required. Must have 10 members enrolled in Confidential & Management employee group).
Are Board Members an employee group?
No. Board Members are not an employee group and must enroll in the same benefits as the employee group that they
agree to follow.

NUMBER OF PLAN OPTIONS PER EMPLOYEE GROUP
1) School districts/employee groups with less than 20 insured employees in a PPO plan may offer any
combination of three Preferred Provider Organization (PPO) plans or cancel all PPO coverage and offer one
Health Maintenance Organization (HMO) plan.
2) School districts/employee groups with 20 through 50 insured employees may offer any combination of PPO
plans and HMO plans with a maximum of four plans.
3) School districts/employee groups with 51 or more insured employees may offer any combination of four PPO
plans and HMO plans plus one High Deductible Health Plan and one Kaiser* plan for a maximum of six plans.
*If a district/employee group bargains to offer two Kaiser plans the total maximum plan offering will remain six plans.

Only the medical plans shown in this manual may be offered by a SISC school district. There is no additional cost for
offering more than one PPO; however, if a district offers a Kaiser HMO alongside a PPO plan, the PPO rates will be
adjusted to cover the risk. If you offer a Kaiser HMO, you must call the SISC office to request PPO rates.
School districts/employee groups offering more than one PPO or HMO, must offer the same dental and vision plan for
each active and retiree medical plan.

Rev. 03/01/12
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HEALTH MAINTENANCE ORGANIZATION (HMO) PLANS
If your district elects to offer an HMO plan, they must select a plan from one of the HMO plans offered in the Medical
Plans section of this manual. HMOs are not available in all areas and are not available through SISC outside of
California. Please contact the SISC office to verify the HMO is a viable option for your district. To obtain a rate for one
of the HMO plans offered in this manual, please call the SISC office at (661) 636-4410. If the district offers a PPO plan
alongside a Kaiser plan, the PPO plan is adversely affected and the rates for the PPO plan will need to be adjusted.
Before negotiations are completed, please call the SISC office to obtain correct PPO rates for your district. The
published PPO rates are applicable for districts with 100% of their employees enrolled in a SISC PPO plan and not
applicable for districts that offer a Kaiser plan.

RATE STRUCTURES
What rate structures are available?
SISC offers a composite rate structure (one rate for all contract types; single, two-party, family) or a three-tier rate structure
(a different rate for each contract type; single, two-party, family). Districts must have a uniform rate structure for all medical
plans. This includes any Drug Card program or HMO plan.
When the school district has a three-tier rate for their active employee group, the under 65 retirees will have the same threetier rate as active employees. When a school district has a composite rate for their active employee group, the under 65
retirees will have a three-tier rate structure.

75% PREMIUM OPTION – COMPOSITE RATES
This option is available to districts with a composite rate structure. When both husband and wife/domestic partners
work for the same district and both are covered by a SISC medical plan the district may choose to reduce the cost to
75% of the composite rate. All other products will continue to be paid at 100% of the composite rate. Husband and
wife/domestic partners will still be required to participate at 100% of the cost for vision, dental or life plans through
SISC and must continue to participate according to SISC Participation guidelines. The following criteria must be
followed in order to participate:
Both husband and wife/domestic partners must be:
1) employees of the same district; and
2) enrolled separately in a SISC medical plan with a composite rate; and
3) eligible to participate according to SISC Eligibility Guidelines.
How do I report the 75% option?
To take advantage of the 75% premium option for new enrollments, report the husband and wife/domestic partner at
75% on the SISC Enrollment Form. Should the husband or wife/domestic partner lose eligibility, the cost of coverage
for the member remaining on the plan will increase to 100% the first of the month following the loss of eligibility.
Changes to currently enrolled employees should be reported on the monthly Changes/Transfers MAR. You may find
these forms on the Health Benefits website (http://sisc.kern.org/hw). Retroactive adjustments will not be approved for
the 75% premium option.

BENEFIT CHANGES FOR SCHOOL DISTRICTS AND/OR EMPLOYEE GROUPS
How much notice does SISC require for a benefit change?
Benefit changes will become effective the first day of any month following a 45 calendar day written notification
(CompanionCare requires a minimum 60 calendar day written notice to set up as a new benefit).
How often can a school district/employee group change benefits?
A school district can change benefits at the first renewal period following the effective date of joining SISC. School
districts or employee groups may change benefits once per contract year (October 1 through September 30). All of the
benefits the school district or employee group has elected to change should be changed on the same date. If an
employee group changes benefits, the retirees of that employee group will be changed to the same benefits as the
active employees. It is the responsibility of the school district to notify employees and retirees of changes.

Rev. 03/01/12
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How do we communicate our desired changes to SISC?
School districts must submit the required form signed by an administrator identifying the employee group (Classified,
Certificated & Confidential Management) changing benefits, new benefits selected and the effective date of the
change. An example of the form notifying SISC of a typical change can be found in the Forms and Examples section
of this manual. You may also find these forms on our website (http://sisc.kern.org/hw).
How do we send our desired changes to SISC?
The form must be received by SISC at least 45 calendar days prior to the effective date of the change. Please fax a
copy of the form to the attention to your SISC Account Management Team at (661) 636-4893.
Will the benefit changes create new ID cards for the members?
If the change you make creates new medical group numbers, employees enrolled on these new group numbers will
receive new I.D. cards at their home address. Employees who remain on existing group numbers will not receive new
I.D. cards (unless they are modifying their PPO plan to add or change an office visit co-pay). If you change your
prescription co-pay, the pharmacy system will be changed to reflect your new co-pay and new I.D. cards will not be
generated.
Because the PPO plan’s eligibility and claims system is driven by the I.D. number (Social Security number or Health
Care I.D. number), when a member’s group number changes, claims continue to process using the member’s current
deductible and co-insurance amounts with no processing problems due to the group number change. However, the
Medco Health prescription drug card portion of their coverage is driven by both the I.D.
number and the GROUP NUMBER. If the member neglects to tell the pharmacist that they have a new group number,
the claim will reject as “member not eligible” or “member canceled”.
When will a new Rates-At-A-Glance be posted to the secure website?
The revised Rates-At-A-Glance should be posted to the SISC web site within 15 calendar days of the date SISC
receives the change request. The new group numbers and the plans associated with those group numbers will be
clearly defined on the Rates-At-A-Glance. Plan descriptions are posted to the secure SISC web portal. Please check
the Rates-At-A-Glance to make sure the desired changes and applicable rates are correct.

OPEN ENROLLMENT PERIOD
Current employees may elect a new plan option only during the designated Open Enrollment period for an effective
date of October 1, the Open Enrollment period is determined by the district. It is the district’s responsibility to notify
their members timely of Open Enrollment and allow enough time for the district to submit the Maintenance Activity
Report (MAR) to SISC by September 1 (or the first business day of September). It is highly recommended that the
district keep the activity due date of September 1 in mind when scheduling the Open Enrollment period.

BILLING AND PREMIUM PAYMENTS
When are the monthly SISC statements posted to the secure website?
SISC statements are generally posted the first working day of each month.
What is the SISC statement due date?
Premium is due upon receipt of the statement.
Are there payment penalties?
Yes. Districts are required to pay their monthly SISC statement as billed. If premium is not paid as billed, an additional
one percent (1%) will be attached to any unpaid balance.
Example:

Rev. 03/01/12
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Amount due on July SISC statement
Amount received from district as of July 31st:
st
Unpaid balance as of August 1 :
Penalty amount due with the August premium:
(1% of $780,000)
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$780,000
$0
$780,000
$7,800
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How do I remit payment to SISC?
Please include a copy of the first page of your SISC statement along with your payment to SISC III and mail the
payment to:
SISC Finance
P.O. Box 1808
Bakersfield, CA 93303-1808

COBRA/CalCOBRA/HIPAA ADMINISTRATION
COBRA (Consolidated Omnibus Budget Reconciliation Act) and HIPAA (Health Insurance Portability and
Accountability Act) are federal laws; CalCOBRA is a state law that attaches itself to COBRA. SISC will administer
COBRA and CalCOBRA for district benefits offered through SISC at no additional cost for SISC III Member Districts. If
the member is on Kaiser, CalCOBRA is administered by the medical plan.
District Responsibility
It is the district’s responsibility to send the initial COBRA/CalCOBRA notice to new employees upon commencement of
coverage. It is also the district’s responsibility to send the initial HIPAA notice; this notice must be given to all
employees who are eligible for coverage---even employees who may decline coverage (i.e. 50% employee). HIPAA
requirements may be satisfied with the Declination of Coverage form. Declination of Coverage forms may be found in
the Forms and Examples section of this manual.
You may also find these forms on our website
(http://sisc.kern.org/hw).
The initial COBRA/CalCOBRA notice must be sent upon commencement of coverage by first class mail and
addressed to the employee. If the employee is married, the notice must be addressed to the employee and the
employee’s spouse/domestic partner. If the covered employee adds the spouse/domestic partner to coverage
subsequent to the employee’s initial enrollment, the notice must be sent to the spouse/domestic partner upon
commencement of the spouse/domestic partner’s coverage.
SISC Responsibility
Once an employee and/or dependent lose coverage, SISC prepares and mails the COBRA 14-day notification to the
qualified beneficiary’s last known address. The 14-day notification includes information and rates on all of the products
the qualified beneficiary is enrolled in through SISC immediately preceding the qualifying event (loss of coverage).
th
District activity must be reported by the 15 of each month to meet the COBRA notification requirements. If an
employee or qualified beneficiary inquires about a product that is not offered through SISC, we will direct them back to
the district for rates and enrollment information on that product.
Our district administers COBRA. What is our responsibility?
Districts that administer their own COBRA are responsible for all administrative functions associated with COBRA
pursuant to federal guidelines.
How do we report activity to SISC if we administer our own COBRA?
Please refer to the “Reporting & Procedures” section of this manual.

Rev. 03/01/12
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WHO IS ELIGIBLE
ACTIVE EMPLOYEES
Classified permanent or probationary employees who work a minimum of 20 hours per week; Certificated employees
currently under contract and who work a minimum of 50% of a Certificated job (even though the hours worked may be
less than 20 hours per week) are eligible. School districts may limit coverage to employees who work more than 20
hours per week or more than 50% of the job, but they may not negotiate to cover employees who work less than this
minimum requirement. Active employees (employees who are not on an approved leave of absence) who work less
than the number of hours required or do not receive district paid benefits based on a pro rata share of what is
contributed towards an eight hour or full-time employee are not eligible.
All employees who work 90% or more of the full-time equivalent for the applicable job classification are required to
participate in all health benefits offered by the district. An eligible employee who works less than 90% of the full-time
equivalent for the applicable job classification or receives less than 90% of the amount that is contributed towards an
eight-hour full-time employee may decline coverage. However, if an eligible employee declines coverage he/she may
not enroll until: 1) Open Enrollment, 2) there is an increase in the number of hours worked, or 3) they have Special
Enrollment Opportunity under HIPAA (see Procedures section for details on HIPAA). A part-time employee who
declines coverage may not receive any incentives to opt-out of coverage (i.e. cash in lieu of benefits).

DEPENDENTS
Spouse: The employee’s legally wed spouse as defined by state law. A copy of the marriage certificate that is
witnessed and signed immediately following the ceremony or Certificate of Marriage (legal document from the Hall of
Records) must be submitted to SISC in order to add a spouse.
Domestic Partner: SISC eligibility for Domestic Partners is AB 205 compliant. AB 205 states that if your plan
provides benefits for spouses, you must also provide the same benefits for domestic partners (e.g. dependent children,
health benefits, COBRA, CalCOBRA, AB 528, etc.). Only same sex domestic partners age 18 and older and opposite
sex domestic partners when one or the other is age 62 or older are eligible under AB 205. The employee/retiree must
provide the district with a certified copy of the Declaration of Domestic Partnership that was filed with California
Secretary of State and submit a completed and signed enrollment or change form within 30 calendar days of the date
they register with the state or wait until the next Open Enrollment Period. It is the district’s responsibility to verify
domestic partner eligibility and to submit the documentation timely to SISC. Coverage for Domestic Partners when
they cannot be claimed on the employee’s Federal Income Tax Return is a taxable benefit.
Dependent children of a domestic partnership must meet the same eligibility requirements as a dependent child of a
marriage. If both parties desire that the domestic partnership be terminated, eligibility ends six months following the
filing of the Notice of Termination of Domestic Partnership with the Secretary of State.
School districts or employee groups have the option of covering opposite sex domestic partners ages 18 through 61.
The employee must provide the district a signed affidavit when adding an opposite sex domestic partner age 18
through 61 (affidavit may be obtained from SISC). When one or both domestic partners are 62 years of age or older,
they must register with the state of California. This is a negotiated benefit and you must notify SISC in writing 45
calendar days prior to the requested effective date. Coverage for Domestic Partners when they cannot be claimed on
the employee’s federal Income Tax return is a taxable benefit.
It is the district’s responsibility to obtain proof of eligibility of the spouse or domestic partner and to submit the
documents to SISC in a timely manner. Failure to submit supporting documentation within 30 calendar days of the
qualifying event may result in the spouse or domestic partner being denied coverage.
Child/Child of Domestic Partner: A natural child or step-child from birth to age 26; a legally adopted child or a child
who is in the process of being adopted; a child for whom the member has legal and physical custody/guardianship to
age 18. A child who is in the process of being adopted is considered legally adopted when SISC receives legal
evidence of (i) the intent to adopt; and (ii) the member has either: (a) the right to control the health care of the child; or
(b) assumed a legal obligation for full or partial financial responsibility for the child in anticipation of the child’s
adoption. Proof of eligibility will be required when adding a new dependent for an existing employee and at the time of
hire for a new employee. Failure to submit supporting documentation within 30 calendar days of the qualifying event
may result in the child or child of a domestic partner being denied coverage.
Rev. 03/01/12

5

Guidelines & Procedures

A totally disabled dependent child who is covered up to age 26, is unmarried and dependent for Federal Income Tax
purposes may remain covered after age 26; the member must request a Disabled Dependent Certification form within
30 calendar days of the loss of coverage. The completed and signed form must then be reviewed and approved by
the carrier’s Medical Review board.

SURVIVING SPOUSE/DOMESTIC PARTNER
Are there benefits for surviving spouse/domestic partner of a Certificated employee?
Yes. Per California Education Code 7000 (AB 528) school districts must offer lifetime benefits to the surviving
spouse/domestic partner of a Certificated employee. The law does not address vision coverage or coverage for
dependent children.
Is the district obligated to pay for the coverage?
No. These laws do not obligate the school district to pay for coverage, just to offer the same medical and dental
benefits provided to active Certificated employees. A copy of this legislation is available at: www.cde.ca.gov

APPROVED LEAVE OF ABSENCE
Employees on a Board approved Leave of Absence (LOA) may remain covered the same as an active employee. If
they continue coverage while on an approved LOA, they must remain enrolled in all coverage offered through SISC by
the district. Payments for employees on an approved LOA should be made directly to the district.
They must also be offered the opportunity to continue coverage under COBRA. If they do not wish to pay for dental,
vision or life coverage, the district may terminate their coverage and SISC will offer them continuation of medical
coverage only under COBRA. Dental and vision coverage are optional under COBRA. Life coverage may not be
continued through COBRA.

BOARD MEMBERS AND RETIRED BOARD MEMBERS
Active Board Members may enroll when the district allows participation and contributes at least 50% of the district
contribution for the benefits. Board Members that enroll must participate in all of the health and welfare benefits the
district offers through SISC. Board Members must elect coverage when first eligible. If Board Members do not enroll
when they first become eligible they must wait until the next Open Enrollment period to enroll or they may enroll due to
a HIPAA qualifying event outside of Open Enrollment.
Active Board Members who are retired from a school district or private employer, have Medicare Parts A & B and do
not need to cover their spouse/domestic partner, may save money by enrolling in CompanionCare; however, if they
are an active Board Member of your district, they cannot be enrolled on your district coverage as a retiree unless they
are also an eligible retiree of your district.
Retired Board Members or Board Members not re-elected who have completed one or more terms of office may
continue coverage when the district has a policy that allows retirees to participate at their own cost. The school district
may elect to pay for Retired Board Members who leave after serving three terms (12 years). See Government Code
Section 53201 for further details.

Rev. 04/12
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PARTICIPATION REQUIREMENTS
WHO MUST ENROLL IN COVERAGE
All employees who work 90% or more of the full-time equivalent for the applicable job classification are required to
participate in all health benefits offered by the district.
If the district has a three-tier rate structure, dependent
coverage is optional.

WHO MAY DECLINE COVERAGE
An eligible employee who works less than 90% of the full-time equivalent for the applicable job classification or
receives less than 90% of the amount that is contributed towards an eight-hour full-time employee may enroll when
first eligible or decline coverage. If they enroll, they must enroll in all coverage offered through SISC.
If they decline or terminate coverage, they must complete a Declination of Coverage and decline or terminate all
coverage offered through SISC. An example of the Declination of Coverage for Less Than Full-Time Active
Employees and HIPAA Notification form can be found in the Forms and Examples section of this manual. According to
the Health Insurance Portability and Accountability Act (HIPAA) of 1996, an employee who declines coverage for
himself/herself and his/her eligible dependents because they are covered elsewhere, must be allowed to enroll
immediately upon loss of coverage. He/she must contact you within 30 calendar days of loss of coverage (60 calendar
days if the loss of coverage is under a Medicaid plan or Children’s Health Insurance Program) and submit evidence of
“loss of coverage elsewhere” with the signed and completed enrollment or change form.
Permanent part-time employees, who work less than 90% of the full-time equivalent for the applicable job classification
or receives less than 90% of the amount that is contributed towards an eight-hour full-time employee, may terminate
coverage on the first of the month following a written notification. Retro terminations will not be allowed. Part-time
employees who terminate coverage may not re-enroll until the next Open Enrollment Period, unless they are eligible
for a Special Enrollment Opportunity under HIPAA.
Retirees who decline district coverage may not enroll in any district coverage (medical, dental or vision) at a
subsequent enrollment date. If the retiree elects one of SISC’s Individual Retiree Plans, they may not enroll in district
coverage at any subsequent enrollment date. Dependents are not eligible if the retiree does not enroll. If the retiree
declines or terminates coverage, they must complete a Declination of Coverage for Retirees. An example of the
Declination of Coverage for Retirees form can be found in the Forms and Examples section of this manual.
Employees on a Board Approved Leave of Absence may decline coverage. If they decline coverage for reasons other
than covered elsewhere, they may not re-enroll until they physically return to work from the approved Leave of
Absence or during the next Open Enrollment Period.

Rev. 03/01/12
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REPORTING PROCEDURES
EMPLOYEE ADDITIONS
When should I add a new employee to benefits?
New employees should be added the first of the month following their Date of Hire (DOH). DOH is the first day the
employee works and is paid for that day. If the DOH is the first working day of the month, the employee may be added
the first of that month or the first of the following month. However your district elects to handle this, make certain that
your policy for assigning the effective date of coverage for your employees is consistent; otherwise, you may be
leaving the district open for a discrimination suit. All full-time employees must be added back to the date when they
first became eligible.
If a part time employee changes to full time status or has an increase in hours, can I add them to the benefits
at that time?
Yes. If the employee who works less than full-time subsequently becomes full-time they must enroll the first of the
month following the date of that event. A part time employee that has an increase in the number of hours worked may
enroll the first of the month following the date of the event. If you fail to report a new part-time employee timely, we will
allow you to add up to three months retro. After three months, a part-time employee will only be eligible to enroll at the
next Open Enrollment Period.
If a part time employee previously declined coverage, can they enroll on the benefits outside of Open
Enrollment?
Yes. If a part time employee previously declined coverage because they were covered elsewhere and notifies you
within 30 calendar days of loss of eligibility of that coverage (or 60 calendar days if the loss of eligibility is under a
Medicaid plan or Children’s Health Insurance Program), they can enroll on the benefits at that time. If they did not
decline coverage because they were covered elsewhere or they do not notify you within 30 calendar days of their loss
of eligibility elsewhere (or 60 calendar days if loss of eligibility is under a Medicaid plan or Children’s Health Insurance
Program), they must wait until the next Open Enrollment Period.
What happens if I fail to report a newly eligible employee timely?
It is the district’s responsibility to report activity timely. Late reporting may result in your employee having no benefits
or wrong benefits applied to a claim. Members held responsible for an incorrect out-of-pocket amount, due to the
district not reporting timely, may be the district’s liability.
When should I add a Board Member to the benefits?
When the district has a policy that allows active Board Members to participate, Board Members should be added the
first of the month in which they take office.

DEPENDENT ADDITIONS
When can a covered employee or retiree add a spouse to coverage?
A subscriber can add a spouse to coverage the first of the month following the date of marriage (legal marriage to a
partner of the opposite sex) or during any Open Enrollment period.
When can a covered employee or retiree add a domestic partner to coverage?
A subscriber can add a domestic partner to coverage the first of the month following the date they register with the
State of California or during any Open Enrollment period. Their eligible dependent children must be added at the same
time.
When can a covered employee or retiree add dependent children to coverage?
A subscriber can add a dependent child to coverage during any Open Enrollment period: or
 the date of birth (Blue Shield enrollees will be effective on their date of birth); or
 the first of the month following the date of marriage for new step-children; or
 the date an adoption is in process and the member has fiduciary responsibility or the right to control the health
care; or
 the date guardianship is granted to the employee and/or the employee’s spouse/domestic partner.
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RETIREE ADDITIONS
Refer to the Retiree Plans & Rates section of this manual.

EMPLOYEE PLAN CHANGES
When can an employee change plans?
Current employees may elect a different plan option only during the designated Open Enrollment period for an October
1st effective date.
Does SISC allow retirees to change plans at their retirement?
Yes. When an employee retires, they may elect another plan offered by the district at the time of retirement. All
subsequent plan changes are subject to the rules listed in the Retiree Section of this manual.

SPECIAL ENROLLMENT PERIODS
When can an employee enroll or add dependents outside of Open Enrollment?
In accordance with HIPAA, an employee may enroll outside of Open Enrollment due to the following qualifying events
(part-time employees who may have declined benefits):

Loss of eligibility for coverage elsewhere

New marriage

Birth

Adoption
The employee must notify the district within 30 calendar days of their qualifying event in order to be eligible for the
Special Enrollment (60 calendar days if the qualifying event is loss of eligibility under a Medicaid plan or Children’s
Health Insurance Program).

EMPLOYEE TERMINATIONS
When should I terminate an employee’s coverage?
Employees should be removed at the end of the month in which their termination occurs. A district may not bargain to
extend benefits beyond this date. Less than 12 month employees who have completed their contractual obligation to
teach/work through a given date, may be terminated at the end of the contract. It is the district’s responsibility to report
activity timely. Late reporting may result in the wrong benefits applied to a claim, which could result in additional
liability for the district.
Can a part time employee opt out of benefits at any time?
Yes. A part time employee can opt out of benefits the first of the month following the date that they submit a written
request to terminate. If a part time employee opts out, they will only be able to enroll at the next Open Enrollment
Period or as the result of a qualifying event.
What is the SISC Retroactive Termination policy?
If you fail to report the termination of an employee timely, we will allow you to terminate the employee three months
retro; however, if in the meantime the employee/retiree or the employee’s/retiree’s dependents have incurred claims
and these claims have been paid, we will only allow the retro back to the first of the month following the date the last
claim was paid. HMOs do not allow retroactive terminations.
When can Board Members terminate coverage?
Board members should be removed from coverage at the end of the month in which one of the following events occur:
 They are replaced; or
 Their term ends; or
 The first of the month following written notice.

DEPENDENT TERMINATIONS
What are the employee and district responsibilities regarding dependent terminations?
It is the employee’s responsibility to notify the district of any changes in eligibility status for their spouse/domestic
partner or dependent(s). The district is required to notify SISC in a timely manner of these changes. Paid claims on a
non-eligible spouse/domestic partner or dependent will be recovered.
Rev. 03/01/12
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When should I terminate a dependent’s coverage?
Spouse - At the end of the month in which one of the following events occurs:
 The covered employee/retiree leaves district coverage; or
 They expire; or
 The final divorce decree is reached; or
 The first of the month following the date you receive a completed and signed change form requesting deletion.
Domestic Partners – At the end of the month in which:
 The covered employee/retiree leaves district coverage; or
 They expire; or
 The Notice of Termination of Domestic Partnership or nullity of the domestic partnership is complete.
 The first of the month following the date you receive a completed and signed change form requesting deletion.
Dependent Children - At the end of the month in which one of the following events occur:
 The covered employee/retiree leaves district coverage; or
 They expire; or
 If they are a step-child, when the final divorce is reached; or
 When legal guardianship of the child is terminated (automatically terminates at age 18); or
 When they reach age 26 they are automatically removed. If the dependent is disabled, the member must contact
SISC within 30 calendar days of the date the dependent is removed and request a Disabled Dependent
Certification form. This form will be forwarded to the carrier’s Medical Review Department for approval before the
dependent can be certified and reinstated; or
 The first of the month following the date you receive a completed and signed change form requesting deletion.

RETIREE TERMINATIONS
Refer to the Retiree Plans & Rates section of this manual.

REPORTING
How do I enroll a newly eligible employee on the Health Benefits?
 The employee completes the Applicant Section of the SISC Enrollment Form, and the district completes the
District Section. This form can be found on the SISC website at http://sisc.kern.org/hw
 If the employee is enrolling on an HMO, the Primary Care Provider (PCP) and Medical Group codes are required
on the SISC Enrollment Form. If they are missing or incorrect, the Medical carrier will randomly assign a PCP and
the member will be responsible for making subsequent changes directly with the carrier.
 If the employee is electing dependent coverage, attach the required proof of eligibility (birth cert, marriage
cert,
adoption papers, etc.).
 If the employee is enrolling as the result of a qualifying event, attach the required documentation of the event.
 Once the Enrollment Form and supporting documentation are complete, add the enrollment paperwork to the
monthly batch of activity that is faxed or e-mailed to SISC by the 15th of each month.
 It is no longer necessary to send a MAR when adding new employees.
How do I add a dependent to an employee’s coverage?
 The employee completes and signs a SISC Membership Change Form which can be found on the SISC website.
 If the dependent is enrolling on an HMO, the Primary Care Provider (PCP) and Medical Group codes are required
on the SISC Membership Change Form. If they are missing or incorrect, the member will be randomly assigned a
PCP and will be responsible for making subsequent changes directly with the carrier.
 If the employee is adding a dependent outside of Open Enrollment, attach the required documentation of the
qualifying event (required for all enrollments and re-enrollments):
o Spouse – the legal Certificate of Marriage or officiant issued certificate.
o Domestic Partner – A certified copy of the Declaration of Domestic Partnership that was filed with
California
Secretary of State (once filed, the form is stamped by the state).
o Dependent Child – a copy of the legal birth certificate, hospital certificate, adoption paperwork, or guardianship
paperwork issued by a court (documentation should include both child and parents’ names)
 Once the paperwork is complete, add to your monthly batch of activity to be sent to SISC.
How do I remove a dependent from an employee’s coverage?
The employee must complete and sign a SISC Membership Change Form. If the termination is due to a divorce, a
divorce decree is also required. Once this is complete, add to your monthly batch of activity to be sent to SISC.
Rev. 03/01/12
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How do I report an employee’s premium change or plan change to SISC?
Plan changes or any other change to a subscriber’s premium must be reported on a MAR for Changes/Transfers. This
form can be found on the SISC website. It is the district’s responsibility to indicate the correct premium on the MAR
and attach supporting documentation if necessary. This should be included in the monthly batch of activity to be sent
to SISC.
How do I report a subscriber’s termination of coverage?
Terminations of coverage must be reported to SISC on a MAR for Terminations. This form can be found on the SISC
website.
Where can I find the required SISC forms?
All SISC forms are available at http://sisc.kern.org/hw
Should I send activity to SISC while awaiting supporting documentation?
No. Incomplete activity should not be sent to SISC. Activity is considered incomplete when it does not include all
necessary forms and all supporting documentation. It is the district’s responsibility to review all forms for accuracy and
completeness before sending to SISC.
What happens if the employee or district fails to provide the required documentation?
Failure to submit the supporting documentation (marriage certificate, birth certificate, Medicare card, proof of qualifying
event, etc.) may result in coverage being denied.

LIFE INSURANCE REPORTING
If a newly eligible employee is enrolling on Voluntary Term Life Insurance, do I need to submit a Voluntary
Term Life Enrollment Form to SISC?
Yes. If a newly eligible employee would like to enroll in the Voluntary Term Life Insurance, the employee must
complete the Voluntary Term Life Insurance Enrollment Form within the first 31 calendar days of hire or of becoming
newly eligible. It is the district’s responsibility to keep the original enrollment form in the employee’s personnel file and
fax or securely e-mail a copy to SISC for processing. Drop off activity to SISCHealthActivity@kern.org using the
secure file transfer system at https://filetransfer.kern.org. It should be sent separate from the district activity and
should include “Voluntary Term Life Insurance Activity” in the Short Note to Recipient box. If the district chooses to
submit by fax, the fax cover sheet should clearly indicate “Voluntary Life Insurance Activity”.
How do I report Voluntary Term Life terminations to SISC?
Voluntary Term Life terminations should be submitted in writing via the SISC secure file transfer system at
https://filetransfer.kern.org. It is the district’s responsibility to keep a copy of the employee’s requested termination in
the employee’s personnel file.
How do I report Voluntary Term Life decreases of coverage to SISC?
Requests for decreases of coverage should be submitted in writing via the SISC secure file transfer system at
https://filetransfer.kern.org. It is the district’s responsibility to keep a copy of the employee’s requested changes in the
employee’s personnel file.
How does an employee change a beneficiary?
An employee can complete a beneficiary change form at any time. This form can be found on the SISC website. It is
the district's responsibility to keep this in the employee's personnel file. Do not forward to SISC unless a claim is being
filed.
Do I need to send Life Insurance Beneficiary Change forms to SISC?
No. It is the district’s responsibility to keep any beneficiary change forms in the employee’s personnel file.

DUE DATES AND REPORTING METHODS
What is the due date for activity?
District activity is due to SISC on the 15th of the month prior to the requested effective date. Activity should be sent
complete with all supporting documentation in one monthly batch.
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How can I send my activity to SISC?
Districts will only have two options to submit monthly activity*:
1) Secure fax: 661-636-4094 – the fax cover sheet must note the SISC Billing and Eligibility Technician’s name; or
2) SISC secure file transfer system at https://filetransfer.kern.org – this address is reserved for district activity only.
Instructions for the SISC secure file transfer system may be found at http://sisc.kern.org/hw. Drop off activity to
SISCHealthActivity@kern.org using the secure file transfer system. Please note: Activity containing Protected Health
Information (PHI) which is sent in a non-secure manner violates the HIPAA Privacy & Security law.
*It is the district’s responsibility to review their SISC statement on a monthly basis and verify activity received
by the designated due date was processed.
Should I mail the original once I have chosen one of these two delivery methods?
No. There is no need to mail originals.
How do I know if SISC received my monthly activity?
It is the district’s responsibility to review the SISC monthly statement to ensure that all activity received by the due date
was processed. If the district chooses to send activity using the SISC secure file transfer system a confirmation e-mail
will be sent upon receipt.
What if I don’t provide supporting documentation with enrollments?
Failure to submit supporting documentation within 30 calendar days of the qualifying event may result in coverage
being denied.

SISC WEB PORTAL (HEAR on the Web)
What is the SISC Web Portal?
”The SISC Web Portal” at https://hear.kern.org is the secure resource center for member districts to access
information pertaining to monthly billing, rates, group numbers, Health Benefits manual, etc. Each district must
designate authorized users and their level of access by completing a Registration for the SISC Web Portal form found
in the forms section of this manual. Authorized users will be sent a login ID with a unique password and will receive an
e-mail notification when a document is posted to the secure site by SISC.
What are the reports and menu options?
 Monthly Statements. The monthly SISC Statement will be posted on the first business day of the month. This
report is posted in both a pdf and Excel format so the district can use it for various purposes such as
determining the number of single, two party and family contracts. The Voluntary Life statement can also be
found on the SISC web portal (if offered by the district).
 Medicare Reports. Reports are posted monthly if the district has a member that is turning 65 within the next 3
months. This report will help guide the district to determine which subscribers and/or spouse/domestic partners
are turning 65 and need to provide SISC a copy of their Medicare card and/or Election Form for Kaiser
members.
 Rates-At-A-Glance. This document is a summary of the district’s group numbers, corresponding benefits and
rates.
 Miscellaneous Reports. Reports and items such as Summary Plan Documents or Plan Document Riders.
 Other Reports. Used for miscellaneous reports which do not fall under the above mentioned categories.
SISC globally communicates with our member districts via e-mail from SISCHealth@kern.org. In order for the district to
be aware of important updates and notifications, please make sure the district’s IT staff ensures that responses from
SISCHealth@kern.org are not blocked.
SISC must have a current e-mail address for the Superintendent, Chief Business Official, HR Director, key
contacts, etc.
To add or change the district contact information, please send an e-mail to
SISCHealth@kern.org.
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Medical Plans



Additional Features



PPO Plans



HSA



Blue Shield of California HMO



Anthem Blue Cross HMO



Kaiser Permanente HMO

Additional Features Offered By SISC
ADDITIONAL AD&D LIFE INSURANCE THROUGH ZURICH
Employees and Retirees enrolled under a SISC medical plan are automatically insured for $10,000 Accidental Death &
Dismemberment until age 70. Employees may not designate a beneficiary on this AD&D plan. The benefit is designated to
the employee’s spouse or heirs should the employee expire. The employee’s spouse or heirs must file a claim for the
reimbursement. You may contact the SISC office for claim forms. For more information please refer to the Life Insurance
section of this book.

COBRA/CalCOBRA ADMINISTRATION
COBRA (Consolidated Omnibus Budget Reconciliation Act) is a federal law; CalCOBRA is a state law that attaches itself to
COBRA. SISC will administer COBRA and CalCOBRA at no additional cost for SISC III Member Districts when the district
offers a medical plan through SISC.

DIRECT BILLING SELF-PAY RETIREES
Districts now have the option of SISC managing the monthly billing and collecting of premium for their self-pay retirees on
qualified products. SISC will administer this program for our member districts at no additional cost. For more information
please refer to the Retiree Section of this book.

HEALTH SMARTS – SISC’s HEALTH IMPROVEMENT PROGRAM
Health Smarts is voluntary, confidential and offered at no cost to our members. SISC offers a comprehensive program that
includes an online health assessment, digital health coaching, condition management (administered by the medical carriers)
and on-site health screening events.

24/7 NURSE HOTLINE
SISC Plans offer a 24-hour, 7-day a week health information line staffed by nurses with access to a database of health
information to help answer your questions. Each call is confidential and private and offers access to medical information
beyond your medical office’s regular business hours. You can access this service by calling the toll-free number which is on
the back of your medical I.D. card.

SECTION 125 PLAN “SISC FLEX”
The SISC Flex Plan allows active employees to use pre-tax dollars to pay for certain medical and dependent care expenses. The plan is
divided into three parts: 1) Premium Only Plan (POP) – Employee-paid medical, dental and vision premiums can be made on a pre-tax
basis; 2) Dependent Care Spending Account – Payments for daycare, home care, or child-care for care of a dependent child under age
13, a disabled child of any age, a disabled spouse or a disabled dependent parent can be made on a pre-tax basis through this account;
and 3) Health Care Spending Account – Payments for co-pays, deductibles and many medical, dental and vision expenses that are not
covered by insurance can be made on a pre-tax basis through this account. Additional information is available at: http://sisc.kern.org/flex or
contact the SISC Flex department at (661) 636-4416, or siscflex@kern.org
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SISC’S HEALTH IMPROVEMENT PROGRAM
Health Smarts provides the tools and resources you need to get started living a healthier life. Seventy percent of health
problems can be prevented through how you live. So it is largely up to you. The Health Smarts program gives you
several ways to get and stay healthy:
Condition Management: PPO members meeting certain criteria are contacted by their medical plan regarding issues
related to following chronic conditions:






Asthma
Diabetes
Heart Failure
Coronary Artery Disease
Chronic Obstructive Pulmonary Disease

These members receive educational mailings from time to time and have access to a nurse who can provide support
anytime of the day or night. Some members will receive calls inviting them to participate in the condition management
program. If they agree to enroll, a registered nurse works with them by phone to help set specific goals to improve their
condition and develop a plan to realistically achieve those goals.
Online Health Assessment: This online tool can be accessed by visiting www.sischealth.com. If you are a first time
user you will need to register on the site. The online health assessment will ask the member a variety of questions
regarding their lifestyle. Within minutes of completing the assessment, a confidential report is provided to the member
that identifies their health risks and offers suggestions in areas where they can improve or modify their lifestyle to strive
for better health.
Digital Health Coaching: Digital health coaching is a revolutionary online coaching experience that gives you the lifechanging insights, advice and encouragement you need—whenever you need it most. To access digital health
coaching visit www.sischealth.com, the first step is to complete the online health assessment.
Health Screening Events*: To provide additional support in creating a culture of wellness, SISC has made available
health screening events for member districts that opt to participate. The screening events can be held at the district
office as well as district school sites. SISC will provide an announcement to districts when the screening events are
offered. The screening is free, voluntary, and confidential.
Flu Vaccine Clinics: Each year millions of Americans become ill during flu season. People working in schools are
particularly susceptible. SISC in coordination with OnSite Wellness provides annual flu vaccine clinics. These clinics
will be free of charge to districts as well as members.
Health Smarts is voluntary, confidential and offered at no cost to our members.
Please visit the Health Smarts web page for additional information, www.sischealth.com, or call the SISC office at
(661) 636-4410 and speak to your Account Management Team.
*Minimum participation rules apply. Health screening events are not held every year; please contact your SISC Account Manager for details.
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Hospital Comparison
Anthem Blue Cross and Blue Shield
SISC members can access the quality and outcome data for Anthem Blue Cross and Blue Shield contracted hospitals in their
statewide network. The information is made available through companies that provide comprehensive and independent webenabled health care decision support tools and information to health plans and employers.
This gives our members valuable access to actual data rather than just subjective opinions. SISC wants our members to have
choices and be empowered with information that helps them make informed decisions concerning their health care needs and
services.

Anthem Care Comparison – Anthem Blue Cross
An innovative comparison tool that discloses real price ranges for common services at specified area facilities. Quality
information is also included so you can compare expertise and experience. It is an early step toward health care transparency.
To access Anthem Care Comparison, go to www.anthem.com/ca/sisc and log in using your username and password (or
Register). Click the Compare Facility Cost & Quality icon and drag down.

Find a Provider Performance Profile – Blue Shield
Blue Shield’s Find a Provider Performance Profile tool is located at www.blueshieldca.com in the Find a Provider section.
Based on nationally recognized quality measures, the Performance Profile provides easy, online access to both composite,
and detail quality scores, as well as efficiency indicators, and patient satisfaction scores for HMO medical groups and
hospitals, and high performer designations to individual physicians through the Blue Ribbon program. The tool also gives
members insight about the costs and charges to patients and health plans.
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Employee Assistance Program (EAP)
The SISC medical plans provide an Employee Assistance Program (EAP).
EAP encourages employees and retirees (excluding IRPs) to use services early in the progression of a problem before
situations significantly impact their personal life or work. This is accomplished by promoting service for “normal
problems in living” such as:
 Relationship difficulties
 Marriage/Family situations
 Stress
 Managing Change
 Legal & Financial Problems
 Work-related concerns
 Anxiety & Depression
The EAP also serves more serious concerns such as alcohol and drug problems, family violence and threats of
suicide.
Features of the EAP include:









EAP services are available to all employees and retirees, with SISC medical insurance, and family
members, domestic partners and anyone residing in the employee/retiree’s home.
There is no cost for EAP services; no co-pays or forms required.
Up to 6 sessions are available thru the EAP per problem situation.
Evening appointments, which reduce time off the job.
Emergencies handled by staff members available by phone 24 hours a day on a toll-free basis.
Every effort is made to see clients within 48 hours.
Appointments are scheduled at member’s convenience.
People in crisis are provided same-day service.

Anthem Blue Cross has contracted with licensed mental health professionals to provide Employee Assistance
services. Appointments are available by calling the telephone number listed below. If the presenting problem requires
more lengthy or specialized treatment than the EAP is intended to provide, the EAP will refer you to your medical
carrier to help you locate a participating provider on your health plan.

EAP services are available 24-hour by calling the toll-free number below:

1-800-999-7222
Additional Features of the EAP:




Management Consultations – consultations on how to deal with employee personal problems as they may
impact job performance.
Critical Incident Debriefings – for employees impacted by incidents such as accidents involving injury or death,
armed robberies, hostage situations and natural disasters.
Reduction in Force (RIF) - program is available to Managers who want to consult on a difficult layoff or in
general get information on dealing with survivor issues.

The employee/retiree and all members of the employee/retiree’s household are entitled to up to six evaluation and
counseling sessions per problem situation, with an EAP provider.
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BlueCard WorldWide®
“HOW DO I ACCESS MEDICAL CARE IN A FOREIGN COUNTRY?”
1. Before you leave, contact your Blue Cross Blue Shield Plan for coverage details. Coverage outside the United States
may be different.
2. Always carry your current Blue Cross Blue Shield Plan ID card.
3. In an emergency, go directly to the nearest hospital.
4. If you need to locate a doctor or hospital or need medical assistance services, call the BlueCard Worldwide Service
Center at 1(800) 810-BLUE (2583) or call collect 1(804) 673-1177, 24 hours a day, seven days a week. An
assistance coordinator, in conjunction with a medical professional, will arrange a physician appointment or
hospitalization, if necessary.
5. If you need to be hospitalized, call your Blue Plan for pre-certification or pre-authorization. You can find the phone
number on your Blue Plan ID card. Note: this number is different from the phone number listed above.
6. Call the BlueCard Worldwide Service Center at 1(800) 810-2583 or collect at 1(804) 673-1177 when you need
inpatient care. In most cases, you should not need to pay upfront for inpatient care at participating BlueCard
Worldwide hospitals except for the out-of-pocket expenses (non-covered services, deductible, co-payment and coinsurance) you normally pay. The hospital should submit your claim on your behalf.
7. You will need to pay upfront for care received from a doctor and/or non-participating hospital. Then complete a
BlueCard Worldwide international claim form and send it with the bills(s) to the BlueCard Worldwide Service Center
(the address is on the form). International claim forms are available from your Blue Plan,
www.BCBS.com/bluecardworldwide, or the BlueCard Worldwide Service Center at 1(800) 810-2583 or collect at
1(804) 673-1177.

CLAIM FILING INFORMATION:
1. If the BlueCard Worldwide Service Center arranged your hospitalization, the hospital will file the claim for you; you will
need to pay the hospital for the out-of-pocket expenses you normally pay.
2. For outpatient and doctor care or inpatient care not arranged through the BlueCard Worldwide Service Center, you
will need to pay the healthcare provider and submit an international claim form with original bills to the Service Center.
3. International claim forms are available from your Blue Plan, the Service Center or on-line at
www.bcbs.com/bluecardworldwide.

TO LEARN MORE ABOUT THE BLUECARD WORLDWIDE:
1. Call your Blue Cross Blue Shield Plan.
2. Visit www.BCBS.com/bluecardworldwide.
3. Call the BlueCard Worldwide Service Center at 1(800) 810-2583 or call collect at 1(804) 673-1177.

IMPORTANT:
Call the BlueCard Worldwide Service Center at 1(800) 810-BLUE (2583) or call collect at 1(804) 673-1177 to locate doctors
and hospitals or obtain medical assistance services when outside the United States.

BLUECARD OUT OF STATE
PROTECTION WHEN TRAVELING OR LIVING OUTSIDE YOUR HOME STATE
You and your enrolled dependents may access PPO benefits when you’re traveling or temporarily living outside your
home state with the BlueCard program. The BlueCard also covers enrolled dependents, including students and family
members, who temporarily reside outside your home state. To locate BlueCard providers, call BlueCard Access® at
1(800) 810-BLUE (2583).
BlueCard is not applicable to HMO plans or Medicare Supplement plans.
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100% PPO PLANS
Participating

Services

Providers
Calendar Year Deductible(s)

See Deductible Options Below

Maximum Co-Insurance

Not applicable

Office Visits

Deductible Waived
See office visit co-pays below

Inpatient Hospital
Room, Board & Support Services

100%

(prior authorization required)
$100 co-pay

Emergency Room
Facility Expenses:

100%
100%

Professional Expenses:

$100 co-pay

Accident Care (48 hrs) Emergency Room
Facility Expenses:

100%
100%

Professional Expenses:
Well Baby/Child Preventive Care

Deductible Waived

Routine physical exam/immunizations

100%

Routine Preventive Care-

Deductible Waived

Employee & Spouse/Domestic Partner

100%

Diagnostic X-Ray & Lab

100%

100%
(some limits may apply)

Physical Medicine (PT, OT, Chiro)
Acupuncture

100% up to

12 visits per year

$50 per visit

Durable Medical Equipment
Rental or Purchase of DME

100%

Hearing Aid

100%

(Up to $700 every 24 months)
Hospice

100%

Ambulance (Ground or Air)

100%

Home Health Care
100 4-hour visits/yr (prior authorization req'd)
Psychiatric and Substance Abuse

100%

Inpatient

100%

Outpatient

Deductible Waived - See office visit co-pays below

Outpatient Prescription Drugs
PLANS

See Prescription Drug Plans
A

A

B

C

D

Individual/Family Deductible:

$0

$0

$100/$300

$200/$400

$300/$600

Office Visit Co-pay

$10

$20

$20

$20

$20

The group plan benefits must be communicated without modification to the members. The district may not partially
pay, reimburse or otherwise reduce the member's responsibility for deductibles, copays, coinsurance, etc.
This is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document.
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90% PPO PLANS

Participating

Services

Providers
Calendar Year Deductible(s)

See Deductible Options Below

Maximum Co-Insurance

See Co-Insurance Options Below
Deductible Waived

Office Visits

See office visit co-pays below
Inpatient Hospital
Room, Board & Support Services

90%

(prior authorization required)
Emergency Room
Facility Expenses:

$100 co-pay

Professional Expenses:
Accident Care (48 hrs)Emergency Room
Facility Expenses:

90%
$100 co-pay

90%

90%

Professional Expenses:
Well Baby/Child Preventive Care

90%
Deductible Waived

Routine physical exam/immunizations

100%

Routine Preventive Care-

Deductible Waived

Employee & Spouse/Domestic Partner

100%

Diagnostic X-Ray & Lab

90%

Physical Medicine (PT, OT, Chiro)

90%
(some limits may apply)

Acupuncture

90% up to

12 visits per year

$50 per visit

Durable Medical Equipment

90%

Rental or Purchase of DME
Hearing Aid

90%

(Up to $700 every 24 months)
Hospice

90%

Ambulance (Ground or Air)

90%

Home Health Care

90%

100 visits/yr (prior authorization required)
Psychiatric and Substance Abuse
Inpatient

90%

Outpatient

Deductible Waived - See office visit co-pays below

Outpatient Prescription Drugs
PLANS

See Prescription Drug Plans
A

A

C

Individual//Family Deductible:

$100/$300

$100/$300

$200/$500

Max Individual/Family Co-Insurance:

$300/$900

$300/$900

$300/$900

$20

$30

$30

Office Visit Co-pay

The group plan benefits must be communicated without modification to the members. The district may not
partially pay, reimburse or otherwise reduce the member's responsibility for deductibles, copays, coinsurance,
etc.
This is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document.
Rev. 03/01/12
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80% PPO PLANS
Participating

Services

Providers
Calendar Year Deductible(s)

See Deductible Options Below

Maximum Co-Insurance

See Co-Insurance Options Below

Office Visits

Deductible Waived
See office visit co-pays below

Inpatient Hospital
Room, Board & Support Services

80%

(prior authorization required)
Emergency Room
Facility Expenses:

$100 co-pay
80%
80%

Professional Expenses:
Accident Care (48 hrs)/Emergency Room
Facility Expenses:

$100 co-pay
80%
80%

Professional Expenses:
Surgeon & Anesthetist

80%

Well Baby/Child Preventive Care

Deductible Waived

Routine physical exam/immunizations

100%

Routine Preventive Care-

Deductible Waived

Employee & Spouse/Domestic Partner

100%

Diagnostic X-Ray & Lab

80%

Physical Medicine (PT, OT, Chiro)

80%
(some limits may apply)

Acupuncture

80% up to

12 visits per year

$50 per visit ($30 per visit - HDHP*)

Durable Medical Equipment

80%

Rental or Purchase of DME
Hearing Aid

80%

(Up to $700 every 24 months)
Hospice

80%

Ambulance (Ground or Air)

80%

Home Health Care

80%

100 4-hour visits/yr (prior authorization req'd)
Psychiatric and Substance Abuse
Inpatient

80%

Outpatient

Deductible Waived - See office visit co-pays below

Outpatient Prescription Drugs

See Prescription Drug Plans

PLANS

C

D

D

Indvidual/Family Deductible:

$200/$500

$200/$500

$200/$500

E
$300/$600

G
$500/$1,000

Max Indiv/Fam Co-Insurance:

$500/$1,500

$1,000/$3,000

$1,000/$3,000

$1,000/$3,000

$1,000/$3,000

$20

$20

$30

$30

$20

G
$500/$1,000

J
$750/$1,500

K*
$1,000/$2,000

L*
$2,000/$4,000

M*
$3,500/$7,000

N*
$5,000/$10,000

$1,000/$3,000

$2,000/$6,000

$2,000/$6,000

$3,000/$6,000

$2,500/$5,000

$7,500/$15,000

$30

$30

$30

$30

$40

$40

Office Visit Co-pay:

The group plan benefits must be communicated without modification to the members. The district may not partially pay,
reimburse or otherwise reduce the member's responsibility for deductibles, copays, coinsurance, etc.
This is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document.
Rev. 03/01/12
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HSA Compliant Plans
Participating
Providers
See Deductible Options Below

Services
Calendar Year Deductible(s)
Annual Out-Of-Pocket Maximum
Includes Deductible, co-pays and
co-insurance.
Office Visits

$5,000 Per Individual
$10,000 Per Family
90%

Inpatient Hospital
Room, Board & Support Services
(prior authorization required)
Emergency Room
Facility Expenses:

$100 co-pay
90%

Professional Expenses:
Accident Care (48 hrs)/Emergency Room
Facility Expenses:

90%
$100 co-pay
90%

90%

90%
Deductible Waived
100%
Deductible Waived
100%
90%
90%
(some limits may apply)
90% up to
$30 per visit

Professional Expenses:
Well Baby/Child Preventive Care
Routine physical exam/immunizations
Routine Preventive CareEmployee & Spouse/Domestic Partner
Diagnostic X-Ray & Lab
Physical Medicine (PT, OT, Chiro)
Acupuncture
12 visits per year
Durable Medical Equipment
Rental or Purchase of DME
Hearing Aid
(Up to $700 every 24 months)
Hospice
Ambulance (Ground or Air)
Home Health Care
100 4-hour visits/yr (prior authorization req'd)
Psychiatric & Substance Abuse
Inpatient
Outpatient
Outpatient Prescription Drugs
Administered by medical carrier & subject to deductible
Generic Drugs
Brand Name Drugs
PLANS
Individual/Family
Deductible(s):

90%
90%
90%
90%
90%
90%
90%
Retail - 30 days
$7
$25

Mail - 90 days
$14
$60

A
$1,200/Individual
$2,400/Family

B
$2,500/Individual
$5,000/Family

All enrollees will be subject to the plan design based on Federal guidelines (i.e. deductilbe
accumulator and no last quarter carry over).
The group plan benefits must be communicated without modivication to the members. The district may not partially pay,
reimburse or otherwise reduce the member's responsibility for deductables, copays, coinsurance, etc.

This PPO Plan is offered only with the pharmacy benefit illustrated above.
This is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document.
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HEALTH SAVINGS ACCOUNT (HSA)
The HSA enables tax-free savings for the qualified medical expenses of “eligible individuals” and their dependents.
An “eligible individual” or HSA owner is someone covered under an HSA-compatible, High Deductible Health Plan
(HDHP) and is not covered under a non-HDHP or Medicare and not claimed as a dependent on another’s tax return.
Qualified medical expenses are defined in Internal Revenue Code Section 213 [d]. In general they include specified
deductibles, co-payments and other medical expenses not covered under the HDHP or in any other manner.
HSA Advantages:






HSA contributions are tax-deductible.
Interest on an HSA is tax-deferred.
HSAs are portable and owned by the individual; contributions cannot be taken away.
Unspent balances roll over to the following year and can accumulate over a lifetime to help pay for uncovered
Medicare expenses after retirement.
In the event of the holder’s death, HSA balances pass on free of tax to their designated beneficiaries.

Frequently Asked Questions:
Q: Who can contribute to an HSA?
A: The HSA is funded by contributions from the employee, employer or both.
Q: What is the maximum amount that can be contributed to an HSA?
A: $3,100 per individual and $6,250 per family (2012)
Q: How does the HSA plan work?
A: Money in the HSA can be used to pay for covered qualified medical expenses and prescriptions not paid by
the HDHP. The HSA dollars used apply towards the plan’s annual deductible. If all of the dollars are not
spent, the money remaining in the account will roll over to the following year.
Q: Who do I contact to set up an HSA?
A: Insured banks and credit unions are automatically qualified to handle HSAs. Any bank, credit union or any
other entity that currently meets the IRS standards for being a trustee or custodian for an IRA or Archer
Medical Savings Account (MSA) can be an HSA trustee or custodian. SISC is not qualified to handle HSAs.

SISC offers two HDHP plan options that are HSA compatible. Please contact your SISC Account Manager regarding
plan design details and additional information on the financial component of an HSA by calling (661) 636-4410.

Rev. 03/01/12
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ANTHEM BLUE CROSS - HMO
BENEFIT SUMMARY 2012-2013
Premier
HMO 10

Premier HMO 20
"NEW"

Classic HMO
20/40/250 Admit

Value HMO
30/40/500/3 day

Individual

$1,500

$1,500

$2,000

$3,000

Family

$3,000

$3,000

$4,000

$6,000

$10 co-pay

$20 co-pay

$20 co-pay

$30 co-pay

$0

$0

$125 co-pay

$250 - $500 co-pay

Specialists/Consultants

$10 co-pay

$20 co-pay

$40 co-pay

$40 co-pay

Urgent Care

$10 co-pay

$20 co-pay

$40 co-pay

$40 co-pay

CT, CAT, MRI, PET scans

$100 test

$100 test

$100 test

$100 test

X-ray and Laboratory Procedures

No co-pay

No co-pay

No co-pay

No co-pay

PLANS
OUT OF POCKET MAX

PROFESSIONAL SERVICES
Office Visit co-pay
Ambulatory Surgery Center co-pay

Surgery, Outpatient supplies

No co-pay

No co-pay

No co-pay

$250 Admit

Normal Delivery, Cesarean Section

No co-pay

No co-pay

$250 per admission

$500/day 3 day max

Prenatal, Postnatal Office Visits
Infertility (diagnosis/treatment of causes of infertility)***

$10 visit

$20 visit

$20 visit

$30 co-pay

50% of covered
expense**

50% of covered
expense**

50% of covered
expense**

50% of covered
expenses**

$100.00*

$100.00*

$150.00*

HOSPITAL AND SKILLED NURSING FACILITY SERVICES
Emergency Room

$100.00*

Hospital Inpatient co-pay

$0

$200 per admission

$250 per admission

$500/day 3 day max

Hospital Outpatient co-pay

$0

$100 per admission

$125 per admission

$250 per admission

Skilled Nursing Facility (100 days/year)

No co-pay

No co-pay

No co-pay

No co-pay

Unlimited Days in a Semiprivate Room

No co-pay

No co-pay

$250 Admit **

$500/day 3 day max

MENTAL HEALTH SERVICES AND SUBSTANCE ABUSE
INPATIENT CARE
Facility Based care (preauthorization required)

No co-pay

No co-pay

$250 per admission

$500/day 3 day max

Physician Hospital visit

No co-pay

No co-pay

No co-pay

No co-pay

No co-pay

No co-pay

No co-pay

No co-pay

$10 visit

$20 visit

$20 visit

$30 visit

Acupuncture

$10 visit

$20 visit

$20 visit

$30 visit

Ambulance/Air Ambulance

$100.00

$100.00

$100.00

$100.00

Durable Medical Equipment

20% of charges

20% of charges

20% of charges

50% of charges

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

OUTPATIENT CARE
Facility Based care (preauthorization required)
Outpatient physician visits
(pre-service review required after the 12th visit)

OTHER SERVICES

Hearing Aid Benefit - included on all plans
Home Health Visits (100 visits/CY)
1 visit by a home health aide equals 4 hours or less

Hospice Benefits
Short term PT; OT, Speech & Chiro - when ordered by PCP
(60 day period of care; add'l visits upon approval)
*Emergency room co-pay waived if admitted
**Does not apply to annual co-pay max.

PRESCRIPTION DRUG PLANS

$10.00

$20.00

$20.00

$30.00

No co-pay

No co-pay

No co-pay

No co-pay

$10 visit

$20 visit

$20 visit

$30 visit

*** Co-payments made for infertility services will not be applied to the Maximum Co-payment limit.
****Subject to deductible

Please refer to the prescription drug section of this manual

The following benefit can be added to the medical plan.
CHIROPRACTIC PLANS

CHIRO

Co-pay/visits

$10/30

The group plan benefits must be communicated without modification to the members. The district may not partially pay, reimburse or otherwise reduce the member's responsibility
for deductiblies, copays, coinsurance, etc.
For additional plan information, visit: http://www.anthem.com/ca/sisc/

This chart is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document for each plan.
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BLUE SHIELD OF CALIFORNIA - HMO
BENEFIT SUMMARY 2012-2013

PLANS

10-0

20-250

25-500

30-20% Zero Facility

$10 visit
$30*** visit
No Charge
No Charge
No Charge
No Charge

$20 visit
$30*** visit
No Charge
$100/surgery
$150 surgery
No Charge

$25 visit
$30*** visit
No Charge
$150/surgery
$300/surgery
No Charge

$30 visit
$45*** visit
No Charge
No Charge
No Charge
$30

50% of allowed charges

50% of allowed charges

50% of allowed charges

50% of allowed charges

No Charge
$100 co-pay*
No Charge

$250/Admission
$100 visit*
$100/day

$500/Admission
$100 co-pay*
$100/day

20%
$150 co-pay*
20%

No charge

$250 Admission

$500 Admission

20%

$10 visit

$20

$25 visit

$30 visit

No Charge
$10

$250 Admission
$20

$500 Admission
$25

20%
$30

Ambulatory Surgery
Co-pay applies

Ambulatory Surgery
Co-pay applies

Ambulatory Surgery
Co-pay applies

Ambulatory Surgery
Co-pay applies

$100 co-pay

$100 co-pay

$100 co-pay

$100 co-pay

$10 visit

$25 visit

$25 visit

$20 co-pay

20% of allowed charges

20% of allowed charges

20% of allowed charges

50% of allowed charges

No Charge
No Charge

No Charge
$150/day

No Charge
$250/day

No Charge
$200/day

$1,000
$2,000
N/A

$1,500
$3,000
N/A

$2,000
$4,000
N/A

$1,500 per member
N/A
None

PROFESSIONAL SERVICES
Office Visit/Urgent Care**
Specialists/Consultants*** 1
X-ray and Laboratory Procedures
Surgery, Outpatient (performed in an ASC)****
Surgery, Outpatient (performed in a hospital)
Prenatal, Postnatal Office Visits
Infertility
(diagnosis/treatment of causes of infertility)

HOSPITAL AND SKILLED NURSING FACILITY SERVICES
Unlimited Days in Semiprivate Room
Emergency Room
Skilled Nursing Facility (100 days/year)
MENTAL HEALTH SERVICES AND SUBSTANCE ABUSE
INPATIENT CARE
Inpatient hospital facility services
OUTPATIENT CARE
Outpatient mental health services
Chemical Dependency Services
Inpatient Hospitalization
Inpatient/Outpatient Physician Visit
Partial Hospitalization/Day Treatment

OTHER SERVICES
Ambulance/Air Ambulance
Home Health Visits - 100 visits per cal yr
1

Durable Medical Equipment

Hospice Benefits: Routine home care/inpatient respite care
24 hr continuous home care
MAXIMUM CO-PAYMENT LIABILITY
Individual
Family
Facility
*Waived if admitted directly to the hospital as an inpatient

**$50 co pay for urgent care if facility is located out of member's service area
***Access+Specialist (self-referred office visits with in your medical group are availble for higher copay please refer to your plan description.)
****ASC is Ambulatory Surgery Center
1

Does not apply toward calendar-year copayment maximum

PRESCRIPTION DRUG PLANS 1

Please refer to the prescription drug sectIon of this manual.
The following benefits may be added to the Blue Shield package for an additional cost

CHIROPRACTIC SERVICES
Co-pays/Visits per year

1

$10/30 visits

The group plan benefits must be communicated without modification to the members. The district may not partially pay reimburse or otherwise
reduce the member's responsibility for deductibles, copays, coinsurance, etc.
For additional plan information, visit: https://www.blueshieldca.com/SISC
This chart is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document for each plan.

Rev. 03/01/12

24

Medical Plans

KAISER TRADITIONAL PLAN - HMO
BENEFIT SUMMARY 2012-2013

PLANS

$10 CO-PAY

$20 CO-PAY

$30 CO-PAY

$500 HOSPITAL ONLY
DEDUCTIBLE**

$10 co-pay
$10 co-pay
No charge
$10 co-pay
No charge
50%

$20 co-pay
$20 co-pay
No charge
$20 co-pay
No charge
50%

$30 co-pay
$30 co-pay
No charge
$30 co-pay
No charge
50%

$20 co-pay
$20 co-pay
$10 co-pay
10% per admit/after ded.
No charge
50%

No charge
$100 co-pay*
No charge

No charge
$100 co-pay*
No charge

No charge
$100 co-pay*
No charge

10% per admit/after ded.
10% per admit/after ded.
10% coinsurance

No charge

No charge

No charge

10% per admit/after ded.

$10 visit

$20 visit

$30 visit

$20 visit

No Charge
$10 per visit

No charge
$20 visit

No charge
$30 visit

10% per admit/after ded
$20 visit

$50 per trip
No charge
No charge
20% co-pay

$50 per trip
No charge
No charge
20% co-pay

$50 per trip
No charge
No charge
20% co-pay

$150 per trip
No charge
No charge
20% co-pay

$1,500
$3,000

$1,500
$3,000

$3,000
$6,000

PROFESSIONAL SERVICES
Office Visit/Urgent Care
Specialists/Consultants
X-ray and Laboratory Procedures
Surgery, Outpatient
Prenatal, Postnatal Office Visits
Infertility (diagnosis/treatment of causes of infertility)

HOSPITAL AND SKILLED NURSING FACILITY SERVICES
Unlimited Days in Semi-private Room
Emergency Room
Skilled Nursing Facility (100 days/year)
MENTAL HEALTH AND SUBSTANCE ABUSE
INPATIENT SERVICES
Inpatient psychiatric hospitalization
OUTPATIENT SERVICES
Outpatient individual visits
Chemical Dependency Services
Inpatient detoxification
Outpatient individual visits
OTHER SERVICES
Ambulance/Air Ambulance
Home Health Visits (100 visits per calendar year)
Hospice Benefits
Durable Medical Equipment1

MAXIMUM CO-PAYMENT LIABILITY
Individual
$1,500
Family
$3,000
* Waived if admitted directly to the hospital.
**Deductible applies toward copayment maximum
1

Does not apply toward calendar-year copayment maximum

All medical plans must have a prescription plan co-pay that matches the medical co-pay
PRESCRIPTION DRUG PLANS 1
CO-PAYS/100-DAY SUPPLY

$10
100 day supply

$10 generic
$20 brand
100 day supply

$10 generic
$30 brand
100 day supply

$10 generic
$30 brand
for 30 day supply

The following benefits may be added to the Kaiser health package for an additional cost
VISION PLANS 1
FRAME AND LENSES ALLOWANCE
CHIROPRACTIC PLANS 1
CO-PAY/VISITS

OPTION 164
$150
CHIRO 2
$10/30 vis

The group plan benefits must be communicated without modification to the members. The district may not partially pay,
reimburse or otherwise reduce the member's responsibility for deductibles, copays, coinsurance, etc.
For additional plan information, visit: http://my.kp.org/healthworks/ca/sisc/
This chart is only a brief summary of benefits. For a complete list of benefits, please refer to the plan document for each plan.
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Prescription Drug Plans

 Medco

PRESCRIPTION DRUG INFORMATION
Rising Costs & Proper Use of Generics
Drug spending continues to rise rapidly. One of the major causes of this increased spending is the introduction of new
brand name medications that cost significantly more than established alternatives. Also, as very profitable brand name
drugs are scheduled to go off patent, manufacturers often develop new drugs to replace them and the profits they
generate. These new drugs typically provide a limited difference in effectiveness to the drug going off patent. These
new medications are heavily marketed to both doctors and consumers. Generic medications are, simply stated, former
brand name drugs that have gone off patent. Because they are off patent they are available at much lower costs than
brand name products. Our plans feature co-pay structures that recognize the significantly lower cost of generic
medications and pass the savings associated with using them along to our members.

Deductible Plans (on Brand Name Drugs Only)
Why choose a deductible plan for RX? The deductible plans encourage members to use and/or explore lower cost
generic alternatives since these are not subject to the brand name only deductible. These plans can also help to keep
the cost of the monthly premium down by sharing the cost with the member in the form of a deductible. The deductible
(on brand name drugs only) works the same way as a medical deductible and it is calendar year. This is a good way to
create consumer awareness by the member sharing in the cost and becoming aware of the actual cost of the brand
medication. These plans should be considered by a district when a lower monthly premium is necessary which in turn
shifts some of the monetary responsibility to the member in the form of a deductible. Like most SISC pharmacy plans,
members enrolled in the brand name only deductible Rx plan can enjoy zero co-pays on most generic drugs at Costco.
See next page for details on the Costco program for generic drugs.

Mail Pharmacy Service
All cardholders may use the mail order pharmacy for their maintenance medications. The member may purchase a 90day supply of maintenance medications and have them delivered directly to their home (or alternate address) by paying
the co-pays listed on the next page. Everything a member needs to place an order should be available at the district
office or by calling customer service. Please note: Not all prescriptions can be filled by mail order.

Generic Substitution
All plans have automatic generic substitution. If a brand name medication has a generic available, the pharmacy or mail
order facility will automatically fill the prescription with a generic when the brand name is not medically necessary. If the
physician or member requests to have a brand name medication dispensed when it is not medically necessary, the
member will pay the difference in the cost of the brand and generic medication plus the generic co-pay. There is a
Clinical Review Process through which it is possible to have a determination made as to whether or not a brand name
drug is medically necessary. The member's physician may contact customer service to initiate the review process. If
approved as medically necessary, the member will pay the brand co-pay.

Preferred Drug Step Therapy
Step Therapy is a program that provides safe, effective treatment while keeping member costs as low as possible. Step
Therapy lowers drug spend by focusing on decreasing use of non-preferred products in high volume, high cost drug
classes. Lower cost generics and preferred brands are offered as the inital step alternatives which lead to co-pay
savings for patients and net ingredient cost savings for SISC. As a result of this program, SISC is able to set lower rates
for member districts.
Please refer to the Co-payment Reference Guide or the Evidence of Coverage for additional information regardIng plan
benefits.
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Prescription Drug Plans
2012-2013
2-Tier Plans
3-15

PLANS

Retail

Mail

5-20
Retail

7-25

Mail

Retail

Mail

9-35
Retail

Mail

CO-PAYS
Generic

$3

$3

$5

$10

$7

$14

$9

$18

Brand

$15

$35

$20

$50

$25

$60

$35

$90

Days Supply

30

90

30

90

30

90

30

90

Deductible Plans
PLANS

10-35
*$200/$500
Retail

15-50
*$200/$500

Mail

Retail

Mail

BRAND DEDUCTIBLES
Individual

$200

$200

Family

$500

$500

CO-PAYS
Generic

$10

$25

$15

$40

Brand

$35

$90

$50

$135

Days Supply

30

90

30

90

*The calendar year brand deductible is per individual up to the family maximum. Similar to the medical PPO plans, Rx
plans with a deductible do have a last quarter carryover. Once the deductible has been satisfied, the member will be
responsible for the brand name co-pay.

Costco $0 Co-Pay Program for Generic Drugs
This program is available to SISC members on participating drug plans . To take advantage of the $0 co-pay for generic
drugs you need to do the following: 1) Take your prescription for a generic medication to a Costco Pharmacy, 2) Present
the pharmacist with your insurance card, 3) Get your generic medication with a $0 co-pay (excluding some narcotic pain
medications and some cough medications ). Due to Medicare Part D restrictions, this program does not apply to the
CompanionCare pharmacy benefit.

Generic Co-Pays for Diabetic Supplies
SISC recognizes that diabetic patients use several different diabetic supplies each month. These diabetic supplies are
only available as brand prescriptions and not generic. Therefore, SISC has designed our pharmacy plans to charge the
generic co-payment on these brand only supplies (lancets, test strips and syringes) to help reduce the members monthly
cost.
The group plan benefits must be communicated without modification to the members. The district may not partially pay,
reimburse or otherwise reduce the member's responsibility for deductibles, copays, coinsurance, etc.
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Dental Plans & Rates

 Delta Dental

DELTA DENTAL - PPO INCENTIVE PLAN
Benefit Summary and 2012-13 Monthly Rates
SERVICES

IN-NETWORK

PROVIDER NETWORK

OUT-OF-NETWORK

PPO Dentists

Premier Network Dentists

Non-Delta Dentists

When using a PPO contracted dentist,
the annual maximum will be increased
by $200.

When using a Delta Premier contracted
dentist, Delta will pay up to the Annual
Maximum elected by the district or
bargaining unit.

When using a non-Delta Dentist, Delta
will pay Usual, Customary and
Reasonable up to the Annual Maximum
elected by the district or bargaining unit.

DIAGNOSTIC &
PREVENTATIVE

70% 1st Year

70% 1st Year

70% UCR 1st Year

Exams, X-rays, Cleanings

80% 2nd Year

80% 2nd Year

80% UCR 2nd Year

& Emergency Treatment

90% 3rd Year

90% 3rd Year

90% UCR 3rd Year

100% 4th Year and After

100% 4th Year and After

100% UCR 4th Year and After

OTHER BASIC SERVICES

70% 1st Year

70% 1st Year

70% UCR 1st Year

Oral Surgery, Fillings,

80% 2nd Year

80% 2nd Year

80% UCR 2nd Year

Periodontic Procedures,

90% 3rd Year

90% 3rd Year

90% UCR 3rd Year

Root Canals & Sealants

100% 4th Year and After

100% 4th Year and After

100% UCR 4th Year and After

CROWNS

70% 1st Year

70% 1st Year

70% UCR 1st Year

Crowns, Jackets & Cast

80% 2nd Year

80% 2nd Year

80% UCR 2nd Year

Restorations

90% 3rd Year

90% 3rd Year

90% UCR 3rd Year

100% 4th Year and After

100% 4th Year and After

100% UCR 4th Year and After

50%

50%

50% UCR

PROSTHODONTICS
Dentures, Bridges, and Implants 1

ANNUAL PLAN
MAXIMUM:

$1,000

$1,500

$2,000

Unlimited*

RATES FOR ACTIVE EMPLOYEES ONLY:
Single

$45.00

$54.00

$60.00

$72.00

Two-Party

$93.00

$111.00

$124.00

$148.00

Family

$128.00

$153.00

$170.00

$204.00

Composite

$89.00

$108.00

$120.00

$143.00

RATES FOR ALL RETIREES:
Single

$56.00

$68.00

$75.00

$89.00

Two-Party

$112.00

$136.00

$150.00

$178.00

Family

$147.00

$179.00

$197.00

$234.00

All SISC Incentive Plans were enhanced to inlcude a PPO advantage. As a result, when the member or dentist accesses benefit
information from Delta Dental the subscriber will show active on a PPO plan. This does not mean that their benefits are being reduced in
any way. The title of the plan has been changed to include the PPO indicator for dental network purposes.
.

1

Dental Implants - Plan pays 50% up to annual maximum.

.
The Unlimited plan choice has an annual $2,000 in-network maximum for dental implants.
*If the plan has an Unlimited annual maximum, members will receive 60% coverage for Prosthodontics when using a PPO dentist and 50%
for a Non-PPO dentist.
The group plan benefits must be communicated without modification to the members. The district may not partially pay, reimburse or otherwise reduce the
member's responsibility for deductibles, copays, coinsurance, etc.

Locate a provider at: www.deltadentalins.com

Rev. 03/01/12

28

Dental Plans & Rates

DELTA DENTAL - PPO PLAN
Benefit Summary and 2012-13 Monthly Rates
SERVICES

IN-NETWORK

OUT-OF-NETWORK

PROVIDER NETWORK

PPO Dentists

Premier Network Dentists

Non-Delta Dentists

ANNUAL DEDUCTIBLE

No deductible

$25 per member/$75 per family

$25 per member/$75 per
family

ANNUAL MAXIMUM

Plan maximum selected by
district

Limited to $1,000
regardless of plan maximum

BASIS OF PAYMENT

Participating Fee Allowance

Usual, Customary and Reasonable

100%

50%

50%

100%

50%

50%

100%

50%

50%

50%

50%
See Implant footnote

50%
See Implant footnote

Limited to $1,000
regardless of plan maximum
Usual, Customary and
Reasonable

DIAGNOSTIC &
PREVENTATIVE
Exams, X-rays, Cleanings
& Emergency Treatment
OTHER BASIC SERVICES
Oral Surgery, Fillings,
Periodontic Procedures,
Root Canals & Sealants
CROWNS
Crowns, Jackets & Cast
Restorations

PROSTHODONTICS
Dentures, Bridges, and Implants1

ANNUAL PLAN
MAXIMUM:

$1,500

$2,000

$3,000

Unlimited*

RATES FOR ACTIVE EMPLOYEES ONLY:
Single

$48.00

$51.00

$53.00

$58.00

Two-Party

$99.00

$105.00

$109.00

$119.00

Family

$136.00

$145.00

$151.00

$165.00

Composite

$95.00

$101.00

$106.00

$116.00

RATES FOR ALL RETIREES:
Single

$59.00

$63.00

$66.00

$73.00

Two-Party

$118.00

$126.00

$132.00

$146.00

Family

$155.00

$166.00

$174.00

$192.00

.

The PPO Plan can be offered as a dual choice with one of the Delta Dental PPO Premier Plans.

.

Members may change from the PPO to the PPO Incentive Plan during open enrollment.
If they make this change, their incentive level will start at 70% for the employee and all dependents.

.
.
.

PPO subscribers can use any Delta Specialist (i.e. orthodontist, periodontist, endodontist, oral surgeon).
Dental Implants - Plan pays 50% up to annual maximum. Out-of-Network coverage on Implants is limited to
50% up to $1,000.
The Unlimited plan choice has an annual $2,000 in-network maximum for dental implants. *Out-of-Network implant service
is limited to 50% up to $1,000.

1

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

Locate a provider at: www.deltadentalins.com
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ORTHODONTIC BENEFITS (NON-VOLUNTARY)
FOR ALL DELTA DENTAL PLANS
100% District-Paid Participation
2012-13 Monthly Rates

50/50 Co-Pay
*MAXIMUM:

$500

$1000

$1500

75/25 Co-pay
$2000

$750

$1500

100% Paid

$2250

$1000

$2000

$3000

COVERAGE FOR DEPENDENT CHILDREN ONLY:
Single
Two-Party

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

$0.40

$0.80

$1.00

$1.30

$0.60

$1.20

$1.70

$0.80

$1.70

$2.50

Family

$3.90

$7.50

$10.60

$12.90

$6.00

$11.90

$17.20

$8.30

$17.00

$25.00

Composite

$3.40

$6.70

$9.60

$11.70

$5.30

$10.70

$15.50

$7.50

$15.30

$22.60

$1.20

$0.60

$1.10

$1.50

$0.80

$1.50

$2.20

COVERAGE FOR ADULTS AND DEPENDENT CHILDREN:
Single

$0.40

$0.70

$0.90

Two-Party

$1.00

$2.00

$2.80

$3.40

$1.60

$3.10

$4.50

$2.20

$4.40

$6.50

Family

$4.50

$8.70

$12.50

$15.20

$7.00

$14.00

$20.20

$9.80

$19.90

$29.30

Composite

$4.10

$7.90

$11.40

$13.80

$6.40

$12.80

$18.40

$8.90

$18.10

$26.70

3RD CLEANING:
Single

$1.30

Two-Party

$2.60

Family

$3.90

Composite

$2.60

*Lifetime Maximum per covered individual.
Orthodontia coverage is only offered as an Active employee benefit.
The group plan benefits must be communicated without modification to the members. The district may not partially pay, reimburse or otherwise
reduce the member's responsibility for deductibles, copays, coinsurance, etc.
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Medical Eye Services (MES)



Vision Service Plan (VSP)
 VSP Signature Plan
 VSP Choice Plan

MEDICAL EYE SERVICES (MES)
BENEFIT SUMMARY
SERVICES

BENEFITS

Eligibility

Spouse/domestic partner and dependent children up to age 26.

Benefit Renews

January 1 of each year or every two years depending on the plan chosen by the
district.

Standard Lenses

Covered in full up to 61mm.

Progressive Lenses

Covered up to schedule of allowances under all plans. (Contact MES Vision for
more information.)

Laser Vision Care (Lasik)

As a MES member, you are entitled to a 15% discount through any one of the
TLC Laser Eye Centers in the Nation. For more information on Lasik, the
providers and discounts contact TLCVision at 877-PLAN-TLC (877-752-6852) or
visit their web site at www.tlcvision.com.

Sunglasses

Standard tints (Pink or Rose #1 or #2) covered in full under all plans.

Tinted Lenses

Standard tints (Pink or Rose #1 or #2) covered in full under all plans.

Photosensitive Lenses (transition)

Covered up to schedule of allowances under Plan C only.

Elective Contact Lenses

$105 Cosmetic Contact Lens allowance. Covers daily, weekly, monthly,
disposable, hard or soft contact lenses.

(In Lieu of Frames & Lenses)
Medically Necessary Contact Lenses

Covered in full through participating providers.

Warranty

No specific warranty it varies at each location. Patient concerns are handled
quickly and resolved through the formal appeals & grievance process.

Choice of Frames
Provider Network

Approximately 87% of the frames available statewide are covered in full.
Coverage up to $130 Retail through Participating Providers. Confirm with MES
customer service to confirm allowance with Wholesale providers.
Largest vision network in California. Panel includes over 6,000
Ophthalmologists, Optometrists and Opticians, including Lenscrafters, Sears
Optical, Target Optical, WalMart Vision Center and Sam's Club just to name a
few with over 18,000 participating providers nationwide.

PATIENT OPTIONS
Patients who choose to purchase options (above the vision plan coverage) may do so with a 20% discount at participating
Discount Vision provider locations. Patients should check the MES website (www.mesvision.com) to find the Discount
Participating Provider nearest to them. Examples of discounted options that patients may choose include:
Progressive Lenses (such as no-line or blended type)
Contact Lenses & contact lens fitting (other than noted below)
Custom Tinted Lenses (other than noted above)
Frame amount exceeding retail cost of $130
Oversize Lenses (61mm or greater)

Laminating of Lenses
Scratch Coating
Ultra Violet Coating
Additional pairs of glasses

The discount does not apply to lost or replacement contact lenses, eyewear repairs, medical or surgical treatment of the eyes
(covered under your medical plan) and promotional offers.
PLAN
A
B
C

EXAMINATION
every calendar year
every calendar year
every calendar year

LENSES
every two calendar years*
every calendar year
every calendar year

FRAMES
every two calendar years
every two calendar years
every calendar year

*Plan A provides lenses every 24 months, with new lenses available at a 12 month interval if there is a change in prescription.
Districts / Employee Group may offer only one SISC vision plan option and cannot be offered as a dual choice with VSP.
Locate a provider at: www.mesvision.com
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MEDICAL EYE SERVICES (MES)
Active Employees Only
2012-13 Monthly Rates
Exam & Materials Co-pay

$5

$0

$10

$15

$20

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single

$5.70

$5.10

$4.80

$4.50

$4.00

Two-Party

$11.40

$10.20

$9.60

$9.00

$8.00

Family

$17.10

$15.30

$14.40

$13.50

$12.00

Composite

$12.60

$11.30

$10.60

$10.00

$8.80

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single

$6.40

$5.90

$5.60

$5.20

$5.00

Two-Party

$12.80

$11.80

$11.20

$10.40

$10.00

Family

$19.20

$17.70

$16.80

$15.60

$15.00

Composite

$14.10

$13.20

$12.50

$11.50

$11.00

$8.20

$7.80

$7.40

$7.10

$6.60

Two-Party

$16.40

$15.60

$14.80

$14.20

$13.20

Family

$24.60

$23.40

$22.20

$21.30

$19.80

Composite

$18.30

$17.40

$16.40

$15.80

$14.60

$15

$20

PLAN C (Exam, Lenses and Frames every 12 months)
Single

All Retirees - Under and Over Age 65
Exam & Materials Co-pay

$5

$0

$10

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single

$7.10

$6.30

$6.00

$5.60

$4.90

Two-Party

$14.20

$12.60

$12.00

$11.20

$9.80

Family

$21.30

$18.90

$18.00

$16.80

$14.70

$7.90

$7.40

$7.00

$6.50

$6.20

Two-Party

$15.80

$14.80

$14.00

$13.00

$12.40

Family

$23.70

$22.20

$21.00

$19.50

$18.60

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single

PLAN C (Exam, Lenses and Frames every 12 months)
Single

$10.30

$9.80

$9.20

$8.90

$8.20

Two-Party

$20.60

$19.60

$18.40

$17.80

$16.40

Family

$30.90

$29.40

$27.60

$26.70

$24.60
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VISION SERVICE PLAN (VSP) Signature Plan
BENEFIT SUMMARY
SERVICES

BENEFITS

Eligibility

Spouse/domestic partner and dependent children to age 26.

Benefits Renew

January 1 of each year or every other year depending on the plan.

Standard Lenses

Covered in full up to 61mm.

Progressive Lenses

See Patient Options below

Laser Vision Care (Lasik)

Benefits provided at a discount through VSP approved center. Visit www.vsp.com or contact
VSP's Customer Service for additional information. Note: Your health plan does not provide
benefits for eye surgery solely for the purpose of correcting refractive defects of the eye.

Sunglasses

See Value Added Discounts below

Tinted Lenses

See Patient Options below

Photosensitive Lenses (transition)

Covered up to schedule of allowances under Plan C only

Elective Contact Lenses

$105 paid towards the cost of the contact fitting and evaluation and contact lenses when a member
doctor is used. Current contact wearer's may be eligible for a contact lens care program that
provides the contact exam and packaged pricing for contact lenses (contact a VSP provider or
VSP's customer service for details).
Covered in full with pre-certification (applies to certain medical conditions).

(In Lieu of Frames & Lenses)
Medically Necessary Contact Lenses
Warranty

No specified warranty. If the member is unsatisfied with the services rendered, please contact
VSP's Customer Service Department at 1-800-877-7195.

Choice of Frames

You will receive a $130 allowance toward any frame of your choice plus 20% off any amount over
the allowance.

Provider Network

VSP Signature network includes independent contracted providers nationwide. Member's may
also choose to go outside of the network and use the out of network reimbursement. To find a
provider visit www.vsp.com and select VSP Signature doctor network.

Value Added Discounts

30% off unlimited additional pairs of prescription glasses and/or non-prescription sunglasses,
including lens options (same day as the members eye exam and from the same doctor). Or get
20% off unlimited additional pairs of glasses 12 months from the covered eye exam with any VSP
doctor.

PATIENT OPTIONS
Patients who choose to purchase lens options may do so with a 35 - 40% savings on all non covered lens options. The patient should
check with a VSP participating doctor to verify whether items are covered or are considered options. Examples of options patients may choose
include:
Progressive Lenses
Blended (seamless) Bifocals
Contact Lenses (except as noted)
Oversize Lenses (61mm or greater)
Tinted Lenses
Fashion and Gradient Tinting

Scratch Coating
Laminating of Lenses
A frame that costs more than the plan allowance
Cosmetic Lenses
Ultra Violet Coating

These cosmetic options are not covered in full by VSP; however, due to our agreements with VSP participating doctors and laboratories, these
services are provided at a controlled cost, available only to VSP subscribers.
PLAN

EXAMINATION

LENSES

FRAMES

A

every calendar year

every other calendar year

every other calendar year

B

every calendar year

every calendar year

every other calendar year

Plan A and B cover tinted pink #1 and #2 only. Basic benefits are the same on Plan A and B with the exception of frequency on lenses.
C

every calendar year

every calendar year

every calendar year

Plan C covers all tints and photosensitive (transition lenses).
Districts/Employee Group may offer only one SISC vision plan option and cannot be offered as a dual choice with MES.
Locate a provider at: www.vsp.com
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VISION SERVICE PLAN (VSP) - SIGNATURE
Active Employees Only
2012-13 Monthly Rates
SINGLE CO-PAY PLANS *
Exam & Materials Co-pay

$0

$5

$10

$15

$20

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single
Two-Party
Family
Composite

$8.70
$17.40
$26.10
$19.40

$8.00
$16.00
$24.00
$17.80

$7.70
$15.40
$23.10
$17.00

$7.20
$14.40
$21.60
$16.00

$6.40
$12.80
$19.20
$14.20

$9.30
$18.60
$27.90
$20.60

$9.00
$18.00
$27.00
$19.90

$8.30
$16.60
$24.90
$18.50

$8.00
$16.00
$24.00
$17.70

$12.00
$24.00
$36.00
$26.60

$11.60
$23.20
$34.80
$25.70

$10.90
$21.80
$32.70
$24.30

$10.30
$20.60
$30.90
$22.80

$10
$25

$15
$25

$20
$25

$5.80
$11.60
$17.40
$12.90

$5.50
$11.00
$16.50
$12.20

$4.80
$9.60
$14.40
$10.70

$7.40
$14.80
$22.20
$16.40

$7.30
$14.60
$21.90
$16.10

$6.80
$13.60
$20.40
$15.20

$6.40
$12.80
$19.20
$14.10

Single
$10.90
$10.10
Two-Party
$21.80
$20.20
Family
$32.70
$30.30
Composite
$24.30
$22.40
* Your benefit and co-payment amount renews on January 1.

$9.50
$19.00
$28.50
$21.20

$8.80
$17.60
$26.40
$19.50

$8.60
$17.20
$25.80
$19.10

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single
Two-Party
Family
Composite

$10.10
$20.20
$30.30
$22.40

PLAN C (Exam, Lenses and Frames every 12 months)
Single
Two-Party
Family
Composite

$13.00
$26.00
$39.00
$28.90

DUAL CO-PAY PLANS *
Exam co-pay
Materials co-pay

$0
$25

$5
$25

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single
Two-Party
Family
Composite

$6.80
$13.60
$20.40
$15.00

$6.20
$12.40
$18.60
$13.80

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single
Two-Party
Family
Composite

$8.20
$16.40
$24.60
$18.30

PLAN C (Exam, Lenses and Frames every 12 months)

SUPPLEMENTAL BENEFITS

Single
Two-Party
Family
Composite

Rev. 03/01/12
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2nd Pair of Glasses
$20 Deductible
$1.70
$3.40
$5.10
$3.70
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VISION SERVICE PLAN (VSP) - SIGNATURE
All Retirees - Under and Over Age 65
2012-13 Monthly Rates
SINGLE CO-PAY PLANS *
Exam & Materials Co-pay

$5

$0

$10

$15

$20

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single

$10.90

$10.00

$9.60

$9.00

$8.00

Two-Party

$21.80

$20.00

$19.20

$18.00

$16.00

Family

$32.70

$30.00

$28.80

$27.00

$24.00

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single

$12.60

$11.60

$11.20

$10.40

$9.90

Two-Party

$25.20

$23.20

$22.40

$20.80

$19.80

Family

$37.80

$34.80

$33.60

$31.20

$29.70

PLAN C (Exam, Lenses and Frames every 12 months)
Single

$16.20

$14.90

$14.40

$13.70

$12.80

Two-Party

$32.40

$29.80

$28.80

$27.40

$25.60

Family

$48.60

$44.70

$43.20

$41.10

$38.40

$10
$25

$15
$25

$20
$25

DUAL CO-PAY PLANS*
Exam co-pay
Materials co-pay

$0
$25

$5
$25

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single

$8.40

$7.80

$7.20

$6.90

$6.00

Two-Party

$16.80

$15.60

$14.40

$13.80

$12.00

Family

$25.20

$23.40

$21.60

$20.70

$18.00

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single

$10.30

$9.20

$9.00

$8.50

$7.90

Two-Party

$20.60

$18.40

$18.00

$17.00

$15.80

Family

$30.90

$27.60

$27.00

$25.50

$23.70

PLAN C (Exam, Lenses and Frames every 12 months)
Single

$13.70

$12.60

$11.90

$11.00

$10.70

Two-Party

$27.40

$25.20

$23.80

$22.00

$21.40

Family

$41.10

$37.80

$35.70

$33.00

$32.10

*Your benefit and co-payment amount renews on January 1.

SUPPLEMENTAL BENEFITS
Elective Contact Lenses

2nd Pair of Glasses

$50 Deductible

$20 Deductible

Single

$4.60

Two-Party

$9.20

$4.20

$13.80

$6.30

Family

Rev. 03/01/12
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VISION SERVICE PLAN (VSP) Choice Plan
BENEFIT SUMMARY
SERVICES

BENEFITS

Eligibility

Spouse/domestic partner and dependent children to age 26.

Benefits Renew

January 1 of each year or every other year depending on the plan.

Standard Lenses

Covered in full up to 61 mm

Progressive Lenses

See Patient Options below

Laser Vision Care (Lasik)

Benefits provided at a discount through a VSP approved center. Visit
www.vsp.com or contact VSP's Customer Service for additional information.
Note: Your health plan does not provide benefits for eye surgery solely for the
purpose of correcting refractive defects of the eye.

Sunglasses

See Value Added Discounts below

Tinted Lenses

See Patient Options below

Photosensitive Lenses (transition)

Covered up to schedule of allowances under Plan C only

Elective Contact Lenses

$105 paid towards the cost of the contact fitting and evaluation and contact
lenses when a member doctor is used. Current contact wearer's may be
eligible for a contact lens care program that provides the contact exam and
packaged pricing for contact lenses (contact a VSP provider or VSP's
customer service for details).

(In Lieu of Frames & Lenses)

Medically Necessary Contact Lenses
Warranty

Covered in full with pre-certification (applies to certain medical conditions).
No specified warranty. If the member is unsatisfied with the services rendered,
please contact VSP's Customer Service Department at 1-800-877-7195.

Choice of Frames

You will receive a $130 allowance toward any frame of your choice plus 20%
off any amount over the allowance.

Provider Network

VSP Choice Network is a subset of the Signature network that includes
independently contracted providers nationwide. Member's may also choose to
go outside of the network and use the out of network reimbursement. To find a
provider visit www.vsp.com and select VSP Choice doctor network.

Value Added Discounts

20% off unlimited additional pairs of prescription glasses and/or nonprescription sunglasses, including lens options, from any VSP doctor 12
months from the covered eye exam.

PATIENT OPTIONS
Patients who choose to purchase options may do so with a 20 - 25% savings on all non-covered lens options. The
patient should check with a VSP participating doctor to verify whether items are covered or are considered options.
Examples of options patients may choose include:
Progressive Lenses
Blended (seamless) Bifocals
Contact Lenses (except as noted)
Oversize Lenses (61mm or greater)
Tinted Lenses
Fashion and Gradient Tinting

Scratch Coating
Laminating of Lenses
A frame that costs more than the plan allowance
Cosmetic Lenses
Ultra Violet Coating

These cosmetic options are not covered in full by VSP; however, due to our agreements with VSP participating doctors
and laboratories, these services are provided at a controlled cost, available only to VSP subscribers.
PLAN

EXAMINATION

LENSES

FRAMES

A

every calendar year

every other calendar year

every other calendar year

B

every calendar year

every calendar year

every other calendar year

Plan A and B cover tinted pink #1 and #2 only. Basic benefits are the same on Plan A and B with the exception of
frequency on lenses.
C

every calendar year

every calendar year

every calendar year

Plan C covers all tints and photosensitive (transition lenses).
Districts/Employee Group may offer only one SISC vision plan option and cannot be offered as a dual choice with MES.
Locate a provider at: www.vsp.com
Rev. 03/01/12
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VISION SERVICE PLAN (VSP) - CHOICE
Active Employees Only
2012- 2013 Monthly Rates
Exam & Materials Co-pay

$5

$0

$10

$15

$20

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single

$7.40

$6.80

$6.50

$6.10

$5.40

Two-Party

$14.80

$13.60

$13.00

$12.20

$10.80

Family

$22.20

$20.40

$19.50

$18.30

$16.20

Composite

$16.40

$15.10

$14.40

$13.60

$12.00

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single

$8.60

$7.80

$7.60

$7.10

$6.80

Two-Party

$17.20

$15.60

$15.20

$14.20

$13.60

Family

$25.80

$23.40

$22.80

$21.30

$20.40

Composite

$19.00

$17.40

$16.90

$15.70

$15.00

PLAN C (Exam, Lenses and Frames every 12 months)
Single

$11.00

$10.10

$9.80

$9.30

$8.70

Two-Party

$22.00

$20.20

$19.60

$18.60

$17.40

Family

$33.00

$30.30

$29.40

$27.90

$26.10

Composite

$24.50

$22.50

$21.80

$20.60

$19.30

$15

$20

All Retirees - Under and Over Age 65
Exam & Materials Co-pay

$0

$5

$10

PLAN A (Exam every 12 months, Lenses & Frames every 24 months)
Single

$9.20

$8.50

$8.10

$7.60

$6.70

Two-Party

$18.40

$17.00

$16.20

$15.20

$13.40

Family

$27.60

$25.50

$24.30

$22.80

$20.10

PLAN B (Exam & Lenses every 12 months, Frames every 24 months)
Single

$10.70

$9.80

$9.50

$8.80

$8.40

Two-Party

$21.40

$19.60

$19.00

$17.60

$16.80

Family

$32.10

$29.40

$28.50

$26.40

$25.20

PLAN C (Exam, Lenses and Frames every 12 months)
Single

$13.80

$12.60

$12.20

$11.60

$10.80

Two-Party

$27.60

$25.20

$24.40

$23.20

$21.60

Family

$41.40

$37.80

$36.60

$34.80

$32.40
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Group Life Insurance
Plans & Rates

 Mutual of Omaha

MUTUAL OF OMAHA
LIFE INSURANCE PROGRAM
BASIC GROUP LIFE INSURANCE
What is Basic Group Life Insurance?
The Basic Group Life Insurance is an employer sponsored life insurance coverage that includes Accidental Death and
Dismemberment (AD&D) benefits.
How much coverage can be offered?
Coverage can be offered in increments of $5,000 to a maximum of $100,000. Each employee group can have only one
offering of coverage. Board Members are not an employee group and can only participate in the group life program
with the employee group they agreed to follow.
What are the monthly rates for the Basic Group Life insurance?
Employee Group

Rate per $1,000 of Benefit
Effective 10/1/2012

K-12 School District Employees (excluding Confidential and Management)

$0.085

College and University Employees (excluding Confidential and Management)

$0.143

Confidential and Management Employees

$0.195

Is dependent coverage available?
Yes. Each employee group can elect to add the following dependent coverage for an additional $0.36 per subscriber.
Dependent

Benefit

Spouse/Domestic Partner

$1,500

Each child age 6 months to 2 years

$1,500

Each child age 14 days to 6 months

$100

What are the eligibility guidelines?
One hundred percent participation of full time employees is required. Part time employees that work a minimum of 10
hours per week and Board Members are also eligible to participate. Eligible employees and Board Members can have
coverage with only one district at any one time. Former Board Members and retirees are not eligible.
Can an employee remain covered while on a Board Approved leave of absence?
Yes. Refer to the Guidelines & Procedures section of this manual for more information on this topic.
Will the benefit ever reduce?
Yes. The benefit is reduced by 50% when an employee reaches age 70 and continues to reduce by 50% every five
years until the employee reaches age 80. The benefit reduction will occur in the event of a claim. The benefit is
reduced according to the Age Discrimination in Employment Act (ADEA) chart (see the schedule of benefits section of
the “Basic Group Life” policy).
When is coverage terminated?
Coverage is automatically terminated on the first of the month following the employee's last day of active work or
retirement.
Can Basic Group Life coverage continue for an employee who leaves the district?
Yes. The Basic Group Life Insurance policy allows for conversion to an individual policy with Mutual of Omaha upon
loss of coverage. An employee who loses coverage through the district has 31 calendar days from the loss of
coverage date to convert the plan. The employee/spouse/domestic partner will be subject to rates based on the
industry standard. It is the district’s responsibility to notify the employee of this option immediately upon loss of
coverage. The Conversion form can be found at http://sisc.kern.org/hw/.
Where can I get more detailed information about the Basic Group Life Insurance?
Plan Booklets are posted on the SISC secure web portal and should be referenced for additional information.
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VOLUNTARY TERM LIFE INSURANCE
What is Voluntary Term Life Insurance?
Voluntary Term Life Insurance is an optional life insurance coverage available to employees who are enrolled on the
Basic Group Life Insurance. The policy does not include an AD&D provision.
Who can enroll on the Voluntary Term Life Insurance coverage through SISC?
Employees who apply for coverage within the first 31 calendar days of hire or of becoming newly eligible can purchase
this coverage through SISC without having to provide evidence of good health. After 31 calendar days, an evidence of
insurability will be required and employees will be directed to Mutual of Omaha for enrollment on the Voluntary Term
Life Insurance.
What are the monthly rates?
Employee Age

Rate per $1,000 of Benefit
Effective 10/1/2012

Under 25

$0.05

25 – 29

$0.06

30 – 34

$0.07

35 – 39

$0.08

40 – 44

$0.10

45 – 49

$0.16

50 – 54

$0.24

55 – 59

$0.49

60 – 64

$0.67

65 – 69

$1.14

70 – 74 (active employees only)

$2.16

75 and Over (active employees only)

$3.02

How much coverage can be purchased through SISC?
Employees can purchase up to $200,000 (increments of $10,000) for themselves, up to $50,000 (increments of
$5,000) for a spouse/domestic partner, and $10,000 for each dependent child. If an employee requests higher
amounts of coverage, evidence of insurability will be required and he or she will be directed to Mutual of Omaha for the
additional coverage.
Can a spouse/domestic partner or dependent child’s coverage exceed the employee’s coverage?
No. Coverage for a spouse/domestic partner or dependent children cannot exceed the employee’s benefit.
How are the premiums calculated for spouse/domestic partners?
The rates for a spouse/domestic partner are based upon the age of the employee (see table above).
What is the monthly premium for dependent children?
All dependent children are allowed $10,000 of coverage for a total monthly premium of $1 regardless of the number of
children covered.
Does an employee’s premium increase as they age?
Yes. The premium will increase the January following an employee’s transition into the next age band. A report of
these increases will be available on the SISC secure web portal each December.
Does the Voluntary Term Life benefit ever reduce?
Yes. The benefit and corresponding premium are reduced by 50% when an employee reaches age 70 and continues
to reduce by 50% every five years until the employee reaches age 80. The benefit is reduced according to the Age
Discrimination in Employment Act (ADEA) chart (see the schedule of benefits section of the “Voluntary Term Life”
policy).
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Is there a cash value to this policy?
No.
Can Voluntary Term Life coverage continue for an employee who leaves the district?
Yes. The Voluntary Term Life Insurance policy has the added value of being Portable. This means that an employee
who loses district coverage can port the policy directly with Mutual of Omaha for the same group rates charged to
SISC members up to age 70. Employees must apply for portability within 31 calendar days from the loss of coverage
date. It is the district’s responsibility to notify the employee of this option immediately upon loss of coverage. The
Portability form can be found at http://sisc.kern.org/hw/. Employees over age 70 who lose district coverage may
contact Mutual of Omaha directly for other continuation options.
Who does an employee contact if he or she would like to apply for the Voluntary Term Life Insurance after the
initial enrollment period?
Mutual of Omaha - Phone: 949-475-4550 x 234 this is a dedicated customer service number for SISC employees.
Late entrants are subject to evidence of insurability requirements and a medical evaluation. There may be an
application fee which is the responsibility of the employee and does not guarantee coverage will be approved.
How can I get more detailed information on Voluntary Term Life Insurance?
Plan Booklets are posted on the SISC secure web portal and should be referenced for additional information.

ADDITIONAL LIFE INSURANCE PROVISIONS
Is extended coverage available for disabled employees?
Yes. If an insured employee becomes totally and permanently disabled prior to reaching age 60 and meets other
qualifying conditions, he or she may qualify for extended life insurance coverage without premium if approved by
Mutual of Omaha. SISC encourages employees to apply for this extended coverage as soon as he or she may be
eligible. For more information on this provision, the plan booklet should be referenced.
Is a Living Benefit available?
Yes. In the event that a covered employee is diagnosed with a terminal illness and has less than 12 months to live,
50% of the employee’s Basic Group Life and Voluntary Term Life Insurance benefit is immediately made available. For
more information on this provision, the plan booklet should be referenced.

LIFE INSURANCE REPORTING
How do I enroll a newly eligible employee on the Basic Group Life Insurance?
There are two forms to complete. The employee must complete a SISC Enrollment Form and a Basic Group Life
Enrollment Form. The correct Basic Life Group Number from the Rates-At-A-Glance should be indicated on the SISC
Enrollment Form and submitted with the district’s monthly activity.
Do I need to submit the Basic Life Enrollment Form to SISC?
No. It is the district’s responsibility to keep a copy in the employee’s personnel file. In the event of a claim, the district
will be responsible for providing it.
If a newly eligible employee is enrolling on Voluntary Term Life Insurance, do I need to submit a Voluntary
Term Life Enrollment Form to SISC?
Yes. If a newly eligible employee would like to enroll in the Voluntary Term Life Insurance, the employee must
complete the Voluntary Term Life Insurance Enrollment Form within the first 31 calendar days of hire or of becoming
newly eligible. It is the district’s responsibility to keep the original enrollment form in the employee’s personnel file and
fax or securely e-mail a copy to SISC for processing. Drop off activity to SISCHealthActivity@kern.org using the
secure file transfer system at https://filetransfer.kern.org. It should be sent separate from the district activity and
should include “Voluntary Term Life Insurance Activity” in the Short Note to Recipient box. If the district chooses to
submit by fax, the fax cover sheet should clearly indicate “Voluntary Life Insurance Activity.”
How do I report Voluntary Term Life terminations to SISC?
Voluntary Term Life terminations should be submitted in writing via the SISC secure file transfer system at
https://filetransfer.kern.org. It is the district’s responsibility to keep a copy of the employee’s requested termination in
the employee’s personnel file.
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How do I report Voluntary Term Life decreases of coverage to SISC?
Requests for decreases of coverage should be submitted in writing via the SISC secure file transfer system at
https://filetransfer.kern.org. It is the district’s responsibility to keep a copy of the employee’s requested changes in the
employee’s personnel file.
How does an employee change a beneficiary?
An employee can complete a beneficiary change form at any time. This form can be found on the SISC website. It is
the district's responsibility to keep this in the employee's personnel file. Do not forward to SISC unless a claim is being
filed.
Do I need to send Life Insurance Beneficiary Change forms to SISC?
No. It is the district’s responsibility to keep any beneficiary change forms in the employee’s personnel file.
What is a Primary Beneficiary?
A Primary Beneficiary is a person named to receive an employee's life insurance benefit in the event of a claim. If an
employee wishes to designate more than one primary beneficiary, then percentages totaling 100% should be
indicated.
What is a Secondary Beneficiary?
A Secondary Beneficiary is a person named to receive an employee's benefit in the event that no primary beneficiaries
are alive when a claim is filed. If an employee wishes to designate more than one secondary beneficiary, then
percentages totaling 100% should be indicated.
Can a minor child be a beneficiary?
Yes. Minor children can be beneficiaries. In the event of a claim, the benefit may be released to a legally appointed
guardian or held in a trust with Mutual of Omaha until the child reaches age 18.
What happens if no beneficiaries are named?
If an employee does not name a beneficiary or if no beneficiary survives the employee, benefits will be paid in the
following order:
(1) to a surviving spouse/domestic partner; if none, then
(2) to a surviving natural and/or adopted children; if none, then
(3) to a surviving parent(s); if none, then
(4) to an estate.
Benefits will be paid equally among surviving children or surviving parents.
How do I file a claim?
In the event of a claim, it is the district’s responsibility to request the appropriate forms from SISC.
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ZURICH
ACCIDENTAL DEATH AND DISMEMBERMENT POLICY
What is an Accidental Death and Dismemberment (AD&D) policy?
An AD&D policy provides life insurance coverage in the case of an accidental death or dismemberment of a covered
employee or retiree.
Who is covered?
As an added value to SISC members, all employees and retirees up to age 70 enrolled on a SISC Medical plan are
covered by this policy.
How much coverage does the Zurich AD&D policy provide?
The Zurich policy provides $10,000 of AD&D coverage.
Do employees/retirees need to complete an enrollment form?
No. Enrollment is automatic for employees and retirees up to age 70 who are covered by a SISC Medical plan.
Does the policy cover spouse/domestic partners and/or dependent children?
No. It is an employee/retiree only benefit.
Where can I find more detailed information about this policy?
The plan booklet is available on the SISC web portal and should be referenced for additional information.
How do I file a claim?
It is the district’s responsibility to request the appropriate forms from SISC.
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Retiree Guidelines,
Plans & Rates


Guidelines & Rates for Retirees
with District Coverage <65 & 65+



Blue Shield of California
Blue Shield 65+ HMO Medicare Advantage
Plan



CompanionCare
Medicare Supplement Plan

 Kaiser Permanente
Senior Advantage HMO Medicare Plan



SISC Direct Billing
For Self Pay Retirees



Creditable Coverage –
Notice for Medicare Part D

RETIREES
GUIDELINES FOR RETIREES
Are retirees enrolled on a separate group number?
Yes. Retirees must be enrolled on their own group number. They cannot be enrolled on the same group suffix with active
employees (composite or three-tier rate structures). Retirees must be transferred to a retiree plan the first of the month
following their date of retirement. There can be no lapse in SISC coverage. The district must request a group number from
SISC to enroll retirees if one is not available on the Rates-At-A-Glance.
Is Medicare required for retiree enrollment?
Yes. Retirees and their spouses/domestic partners that are 65 years of age or older are required to provide proof of
Medicare Parts A & B. A copy of the retiree’s and spouse’s/domestic partner’s Medicare card must be sent to SISC

prior to the first of the month in which they turn 65 (or first of the prior month if their birthday is on the 1st). Retirees
must have continuous enrollment in Medicare while enrolled in a SISC retiree plan.
What if the district does not provide proof of enrollment in Medicare Parts A & B?
If proof of Medicare is not provided to SISC, the following illustrates the non-refundable surcharge that will be applied
to the monthly premium to under 65 groups. The surcharge will be applied the first of the month in which the member
turns 65 until the Medicare card is produced. If after 3 months SISC does not receive proof of Medicare, the retiree will
be moved to the appropriately rated over 65 group.
Surcharge

Missing Part A:

$750

Missing Part B:

$600

Missing Part A & B:

$1,150

What if the retiree and/or spouse/domestic partner is missing a part of Medicare?
If the retiree or spouse/domestic partner is under 65 and the other person is over age 65 and is missing one or both
parts of Medicare, the above surcharge will be added to the two party under 65 rate.
If both parties are 65 years of age or older and missing a part of Medicare, they will each be enrolled on a single
contract and the surcharge will be applied to both premiums.
If the retiree is single and missing one or both parts of Medicare, the surcharge will be applied to the single under 65
rate until the retiree obtains the missing parts of Medicare and is moved to the appropriate over 65 group.
The two party contract will not be moved to an over 65 group number until the applicable Medicare card is received.
Who is responsible for getting a copy of the Medicare card from the retiree and/or spouse/domestic partner?
It is the district’s responsibility to get a copy of the Medicare card from the retiree or spouse/domestic partner and
timely furnish a copy to the SISC office. The premium surcharges are non-refundable and are set at a point to help the
plan compensate for paying primary on claims when Medicare should pay primary.
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Options for retiree and/or spouse/domestic partner when one is over age 65 and one is under age 65:
In the case of a retiree two-party contract where one person is over the age of 65 and one is under the age of 65, the
following (excluding Kaiser) enrollment options are available:




Both parties remain enrolled on the group suffix for retirees under age 65 (until both parties turn 65); or
Split the enrollment - the under age 65 person enrolls on an under age 65 group number and the over age 65
person enrolls on an over age 65 group number (different group numbers, same benefits); or
The age 65 person with both parts of Medicare can enroll on a SISC Individual Retiree plan (if offered by the
district) and the under age 65 person can remain on the under age 65 group suffix.

All of the above scenarios require the person who is age 65 or older to provide proof of Medicare enrollment to SISC.
A separate enrollment form completed by the spouse or domestic partner is required if they are enrolling on a separate
group number as they then become a subscriber.
If a retiree or spouse/domestic partner age 65 or older is missing a part of Medicare they will be enrolled on an
appropriately rated group number.
How will I know when a retiree and/or spouse/domestic partner are turning 65?
SISC will notify districts by securely posting a report to the SISC secure web portal approximately three (3) months
prior to the member’s 65th birthday. This will identify the member that is turning 65.
As a courtesy SISC will notify employees that are turning age 65 by mailing a letter to them. This letter will explain to
them about Medicare and when they must enroll.
It will be the district’s responsibility to follow up and contact the member to remind them to submit a copy of their
Medicare card and provide SISC with a copy. The premium charged to the district will be surcharged if the Medicare
card is not provided timely to SISC.
How do I handle a member enrolled in Kaiser who is turning 65?
The district should use the report posted to the SISC Web Portal to determine which members are turning age 65. The
retiree and/or spouse/domestic partner of a retiree turning age 65 are required to assign their Medicare to Kaiser the
first of the month in which they are turning 65 by completing a Kaiser Election form.
Timely submission of the Election Form is important, if delayed the member may not have the requested effective date
for assigning Medicare and Kaiser will surcharge the district a higher premium. This non-refundable surcharge will be
added to the district’s SISC billing for each month the member’s Medicare remains unassigned.
A 45 calendar day advance notice of the member turning age 65 is recommended to avoid missing the requested
effective date. It is the district’s responsibility to make sure that the impacted member assigns their Medicare to Kaiser.
Is there dental and/or vision coverage for retirees?
Yes. All retirees, regardless of age or district contribution, may have the option of the same dental and/or vision benefit
as active employees with a three-tier rate structure. Retirees are not eligible for orthodontia coverage.
Can a retiree decline district coverage?
Yes. Retirees that decline district coverage or enroll in one of SISC’s Individual Retiree Plans cannot enroll in any
district coverage (medical, dental or vision) at a subsequent enrollment date. Dependents of the retiree would not be
eligible to continue district coverage. COBRA benefits would be offered to retirees & dependents who decline
coverage.
If the retiree declines or terminates coverage, they should complete a Declination of Coverage for Retirees. This form
is retained at the district and protects you from the “nobody told me” syndrome. The Declination of Coverage for
Retirees form can be found on the SISC website or in the Forms and Notices section of this manual.
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ELIGIBLITY FOR RETIREES
How to determine if an employee qualifies for retiree benefits:
A retiree must qualify for retirement according to the district’s requirements or the requirements of the State Teachers’
Retirement System (STRS) or the Public Employees’ Retirement System (PERS).
A retiree who does not meet the retirement qualifications of the school district, STRS or PERS is not eligible to
continue coverage as a retiree with the district and will be offered COBRA.
Through STRS, a member may be considered an eligible retiree due to a disability. STRS has two types of disability
elections and only one of the two types qualifies as a disability retirement.
Disability Allowance (STRS Coverage A): A member who previously elected the Disability Allowance Program is
not considered a retiree according to STRS. This member may not continue benefits through the district as a retiree
and would only have the option of COBRA. This member would have the option to stay on an Active plan with a Board
Approved Leave of Absence.
Disability Retirement Program (STRS Coverage B):
A member who elects the Disability Retirement Program,
according to STRS is considered a retiree and may enroll in district retiree benefits.
Are there benefits for Certificated retirees and/or a surviving spouse/domestic partner?
Yes. Per California Education Code 7000 (AB 528) school districts must offer lifetime benefits to Certificated retirees
and their surviving spouse/domestic partner. The law does not address vision coverage or coverage for dependent
children.
Is the district obligated to pay for the coverage?
No. These laws do not obligate the school district to pay for coverage, just to offer the same medical and dental
benefits provided to active Certificated employees. A copy of this legislation is available at: www.cde.ca.gov
Are there benefits for Classified retirees and/or surviving spouse/domestic partner?
There is no law for Classified retirees; however, if the district has a Board policy that allows classified retirees to
continue coverage, they are eligible. SISC must be notified in writing of this policy. If the school district does not have
a policy, the retiree may be entitled to COBRA.
When are retirees allowed to make plan changes?
Retirees are allowed to the same Open Enrollment period as active employees. When an employee retires, they may
also elect another plan offered by the district at the time of retirement.
The only exception to this would be if the retiree is choosing to enroll in the CompanionCare Medicare Supplement
Plan or the Medicare Advantage Plans. They can enroll in these plans with appropriate notice when they turn age 65
and do not have to wait until Open Enrollment.
Are retirees allowed to add dependents?
Yes. At Open Enrollment.
When can a covered retiree terminate coverage?
A retiree can voluntarily terminate coverage the first of the month following a written request to terminate benefits.
Once retiree benefits are terminated, they cannot be reinstated at a future date.
Individual Retiree Plans require 45 calendar day advance notice.
If a retiree fails to pay premium to the district, can the coverage be retroactively terminated?
SISC will allow you to terminate the retiree three months retro for failure to pay premium; however, if in the meantime
the retiree or the retiree’s dependents have incurred claims and these claims have been paid, we will only allow the
retro back to the first of the month following the date the last claim was paid.
HMOs and Individual Retiree Plans do not allow retroactive terminations.
Are there exceptions in the event of a retiree’s death?
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INDIVIDUAL RETIREE PLANS
In addition to district retiree plans SISC offers three Individual Retiree Plan (IRP) options. These are available to
retirees turning age 65 enrolled in Medicare Parts A & B when offered by the district. Once enrolled in these plans the
retiree may not enroll in a district plan at any subsequent enrollment period. Members are required to maintain
continuous coverage of Medicare Parts A & B while enrolled in an over 65 retiree plan.




Blue Shield 65+ HMO Medicare Advantage Plan (BSMA)
CompanionCare a Medicare Supplement plan (COC)
Kaiser Medicare Senior Advantage Plan (KPSA)

All forms will be available either on the SISC website at http://sisc.kern.org/hw or in the Forms & Examples
section of this manual.

Why is a 45 calendar day advance notice required for enrollments and disenrollments?
Centers for Medicare and Medicaid Services (CMS) requires advance notice for enrollments and disenrollments in
order to set up the account.
If the enrollment and/or disenrollment form is not submitted in advance the retiree may not get the effective and/or
termination date that was requested. Members may not have their Medicare restored with the requested effective date
due to an untimely submission of the disenrollment form.

Can retirees enroll in dental and/or vision?
Yes. Retirees on an Individual Retiree Plan have the option to retain their district vision and/or dental coverage but
they must pay the appropriate retiree rate for the dental and/or vision coverage. The spouse/domestic partner of a
retiree is only eligible for the products in which the retiree is currently enrolled.
If Kaiser Senior Advantage retirees enroll in dental, vision or hearing aid benefit directly through Kaiser this will trigger
a termination of their SISC medical coverage.

Are retro enrollments/disenrollments allowed?
No. Retro enrollments and disenrollments are not allowed on the Medicare Advantage Plan or CompanionCare.

Suggestions on how to keep track of your retirees:
Send out an annual letter requesting confirmation of contact information that you have on file.
Website for reference: http://ssdi.rootsweb.com
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BLUE SHIELD 65 PLUS HMO MEDICARE ADVANTAGE PLAN
What is Blue Shield 65 Plus HMO Medicare Advantage?
Blue Shield 65 Plus HMO is a Medicare Advantage Plan that is offered through a Health Maintenance Organization
(HMO) in lieu of Medicare benefits. The HMO contracts with Centers for Medicare and Medicaid Services (CMS) to
provide a wide variety of benefits. Retirees cannot use their Medicare benefits while enrolled in this plan.

Who can enroll?
This plan may be offered to retirees over the age of 65 with Medicare Parts A & B (see www.medicare.gov for
information on Medicare).

Is there dependent coverage?
No. Blue Shield 65 Plus HMO Medicare Advantage Plan is an individual enrollment. If a spouse/domestic partner
qualifies for enrollment in Blue Shield 65+ HMO Medicare Advantage they would enroll on their own contract.

How does a member enroll?
A Blue Shield 65 Plus HMO Medicare Advantage enrollment form must be completed and submitted to SISC along
with a copy of the member’s Medicare card. A 45 calendar day advance notice and proof of enrollment in both
Medicare Part A and Part B is required.

What if the member is missing a part of Medicare or does not assign their Medicare to Blue Shield?
The member would not be eligible. Members enrolled in this plan must have continuous Medicare Part A and Part B
coverage.

How does a member disenroll?
A disenrollment form is required to cancel Blue Shield 65 Plus HMO Medicare Advantage. By disenrolling, the member
will have their Medicare benefits restored. Until the cancellation process is complete, the retiree cannot use their
Medicare benefits.

Does the member need to enroll in Medicare Part D?
No. Retirees enrolling in Medicare Advantage Plans will be automatically enrolled in Medicare Part D for prescription
drug coverage. This automatic enrollment in Medicare Part D through the Medicare Advantage Plan will cause the
retiree to be automatically disenrolled from Medicare Part D coverage through other plans.

Where does a member find a provider?
Members can contact customer service or go to www.blueshieldca.com/findaprovider on Blue Shield’s web site.

How do I find out if I live in a Blue Shield 65 Plus HMO Medicare Advantage (GMA-PD) service area?
Although the HMO coverage for Active employees may be offered in the city/county and ZIP Code of the retiree’s
permanent residence, the Medicare Advantage Plan may not be available in that ZIP Code area. Members must live
in an approved ZIP Code of the Blue Shield of California GMA-PD service area. Please contact the SISC office to
make certain that this benefit is offered in the ZIP Code where the retiree resides. Medicare Advantage Plans are not
available through SISC outside the State of California.
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COMPANIONCARE Medicare Supplement Plan
What is CompanionCare?
CompanionCare plan is a supplement to Medicare. The plan is “claim free” only when a provider accepts assignment
of Medicare Benefits. When the member uses a provider who does not accept assignment of Medicare Benefits, the
provider of service or member must file the claim twice; once for the Medicare payment and then again for the plan
payment.

Who can enroll?
This plan may be offered to retirees over 65 with Medicare Parts A & B (see www.medicare.gov for information on
Medicare) and retirees under age 65 with Medicare for the disabled. In order to be eligible, the member must be
retired and enrolled in both Medicare Part A and Medicare Part B. No Exceptions.

Is there dependent coverage?
No. CompanionCare is an individual enrollment.
If a spouse/domestic partner qualifies for enrollment in
CompanionCare they would enroll on their own contract.

How does a member enroll?
A CompanionCare enrollment form must be completed and submitted to SISC with a copy of the member’s Medicare
card. If the card is not available, enrollment in CompanionCare will be delayed until the card is received.

How does a member disenroll?
A disenrollment form is required to cancel CompanionCare enrollment.

Does the member need to enroll in Medicare Part D?
No. SISC will automatically enroll CompanionCare members in Medicare Part D for prescription medications.
CompanionCare members already enrolled in non-SISC Medicare Part D plan will be automatically disenrolled from
those plans.

What happens if member enrolls in a Medicare Part D plan outside of SISC?
The Centers for Medicare and Medicaid Services (CMS) does not allow a member to be enrolled in two Medicare Part
D plans. The SISC medical and prescription drug benefits will be terminated.

Where does a member find a provider for CompanionCare?
Any provider that accepts Medicare will accept CompanionCare.

Are there benefits outside of California with CompanionCare?
Yes. Medicare is the primary insurance and as long as the provider accepts Medicare, CompanionCare will pay on
allowed charges.
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KAISER MEDICARE SENIOR ADVANTAGE PLAN
What is Kaiser Senior Advantage?
Kaiser Senior Advantage is a Medicare Advantage Plan that is offered through a Health Maintenance Organization
(HMO) in lieu of Medicare benefits. The HMO contracts with Centers for Medicare and Medicaid Services (CMS) to
provide a wide variety of benefits. Retirees are required to assign their Medicare Parts A & B over to Kaiser while
enrolled in this plan and cannot use their Medicare benefits while enrolled.

Who can enroll?
This plan may be offered to retirees over the age of 65 with Medicare Parts A & B (see www.medicare.gov for
information on Medicare).

Is dependent coverage different?
Yes. If the retiree has a dependent under the age of 65, their dependent may continue to participate in the same HMO
plan that they are currently enrolled. However, the retiree’s coverage will be the Senior Advantage benefits which
could be different from the district’s benefit (see the Retiree section of this manual).

How does a member enroll?
A Kaiser Senior Advantage Election Form must be completed and submitted to SISC along with a copy of the
member’s Medicare card showing proof of enrollment in Medicare Parts A & B.
It is now required that the Kaiser Election form be date stamped (top of page one on the form) by the district when the
completed and signed form is received from the member. A District could incur a surcharge if the form is not date
stamped when received. This provides proof of receipt by the district in a timely manner (45 calendar days advance
notice).

What if the member is missing a part of Medicare or does not assign their Medicare to Kaiser?
The member would not be eligible. If a member is missing a part of Medicare or does not assign their Medicare a
surcharge will be assessed and added to the district’s next monthly SISC statement. Members enrolled in this plan
must have continuous Medicare Part A and B coverage.

How does a member disenroll?
A disenrollment form is required to cancel Kaiser Medicare Senior Advantage. By disenrolling, the member will have
their Medicare benefits restored. Until the cancellation process is complete, the retiree cannot use their Medicare
benefits.

Does the member need to enroll in Medicare Part D?
No. Retirees enrolling in Medicare Advantage Plans will be automatically enrolled in Medicare Part D for prescription
drug coverage. This automatic enrollment in Medicare Part D through the Medicare Advantage Plan will cause the
retiree to be automatically disenrolled from Medicare Part D coverage through other plans.

Where does a member find a provider?
Members can contact customer service.

How do I find out if I live in a Kaiser Service area?
Although the HMO coverage for Active employees may be offered in the city/county and ZIP Code of the retiree’s
permanent residence, the Medicare Advantage Plan may not be available in that ZIP Code area. Please contact the
SISC office to make certain that this benefit is offered in the ZIP Code where the retiree resides. Medicare Advantage
Plans are not available through SISC outside the State of California.
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BLUE SHIELD OF CALIFORNIA - NORTHERN REGION
65 PLUS HMO MEDICARE ADVANTAGE PLAN
BENEFIT SUMMARY EFFECTIVE 7/1/2012
BENEFITS

SERVICES
Ambulance

$0 co-pay per trip

Annual Physical Examination
• Includes pap smears

$0 co-pay*
$10 co-pay per visit

Durable Medical Equipment (DME)
Medicare covered services

$0 co-pay

Hospitalization
• Inpatient
• Outpatient hospital services
• Emergency Room

$0 co-pay per admission
$20 co-pay
$50 co-pay/waived if admitted
within 24 hrs for the same condition

Immunizations
• Includes flu injections and all Medicare approved
immunizations

$0 co-pay*

Laboratory Services

No charge

Manual Manipulation of the Spine

$10 co-pay per visit (subject to medical necessity)

Mental Health - Inpatient

No charge for day 1-150
Member pays 100% from day 151 and over

Mental Health - Outpatient unlimited visits

$20 co-pay

Physician Services/Basic Health Services
• Office visits
• Consultation, diagnosis & treatment by a specialist

$20 co-pay
$20 co-pay

Prescription Drugs
Generic
Preferred Brand
Non-Preferred Brand
Injectables
Specialty
30 day supply at Retail and 90 day supply through Mail Order

10/30/50 Three Tiered Plan
$10 Retail, $20 Mail order
$30 Retail, $60 Mail order
$50 Retail, $100 Mail order
20% up to $100 per prescription Retail, $300 Mail order
20% up to $100 per prescription Retail, $300 Mail order

Skilled Nursing Facility

Covered in full for 100 days per benefit period

X-Ray Services
• Includes routine annual mammography

$0 co-pay*

Rates Effective October 1, 2012

Total Cost Per Person

Northern Region: $354.00

A school district's geographic location will determine the applicable rate.
Northern Region includes Monterey, Kings, Tulare, Inyo and all other counties to the north.
* Office visit co-pay may apply
Members must live in an approved Zip Code of the Blue Shield of California GMA-PD Service Area.
Please refer to the Group Benefit Summary or Evidence of Coverage for details
www.blueshieldca.com/SISC
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BLUE SHIELD OF CALIFORNIA - SOUTHERN REGION
65 PLUS HMO MEDICARE ADVANTAGE PLAN
BENEFIT SUMMARY EFFECTIVE 7/1/2012
BENEFITS

SERVICES
Ambulance

$0 co-pay per trip

Annual Physical Examination
• Includes pap smears

$0 co-pay*
$10 co-pay per visit

Durable Medical Equipment (DME)
Medicare covered services

$0 co-pay

Hospitalization
• Inpatient
• Outpatient hospital services
• Emergency Room

$0 co-pay per admission
$20 co-pay
$50 co-pay/waived if admitted
within 24 hrs for the same condition

Immunizations
• Includes flu injections and all Medicare approved
immunizations

$0 co-pay*

Laboratory Services

No charge

Manual Manipulation of the Spine

$10 co-pay per visit (subject to medical necessity)

Mental Health - Inpatient

No charge for day 1-150
Member pays 100% from day 151 and over

Mental Health - Outpatient unlimited visits

$20 co-pay

Physician Services/Basic Health Services
• Office visits
• Consultation, diagnosis & treatment by a specialist

$20 co-pay
$20 co-pay

Prescription Drugs
Generic
Preferred Brand
Non-Preferred Brand
Injectables
Specialty
30 day supply at Retail and 90 day supply through Mail Order

10/30/50 Three Tiered Plan
$10 Retail, $20 Mail order
$30 Retail, $60 Mail order
$50 Retail, $100 Mail order
20% up to $100 per prescription Retail, $300 Mail
20% up to $100 per prescription Retail, $300 Mail

Skilled Nursing Facility

Covered in full for 100 days per benefit period

X-Ray Services
• Includes routine annual mammography

$0 co-pay*

Rates Effective October 1, 2012

Total Cost Per Person

Southern Region: $189.00

A school district's geographic location will determine the applicable rate.
Southern Region includes San Luis Obispo, Kern, San Bernardino and all other counties to the south.
* Office visit co-pay may apply
Members must live in an approved Zip Code of the Blue Shield of California GMA-PD Service Area.
Please refer to the Group Benefit Summary or Evidence of Coverage for details
www.blueshieldca.com/SISC
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COMPANIONCARE/Medicare Supplement Plan
NORTHERN REGION BENEFIT SUMMARY
(Based on Calender Year)

SERVICES

MEDICARE

COMPANIONCARE

2012 Benefits

Based on 2012 Medicare Benefits

Pays all but first $1156 for 1st 60 days

Pays $1156

Pays all but $289 a day for the 61st
to 90th day

Pays $289 a day

Pays all but $578 a day Lifetime
Reserve for 91st to 150th day

Pays $578 a day

Pays nothing after Lifetime Reserve
is used (refer to Evidence of Coverage)

Pays 100% for 151st day to 515th day

Pays 100% for 1st 20 days

Pays nothing

Pays all but $144.50 a day for 21st
to 100th day

Pays $144.50 a day for 21st to 100th day

Pays nothing after 100th day

Pays nothing after 100th day

Deductible (Part B)

$140 Part B deductible per year

Pays $140

Basis of Payment (Part B)

80% Medicare Approved (MA)
charges after Part B deductible

20% MA charges including 100% of Medicare
Part B deductible

Medical Services (Part B)
Doctor, x-ray, appliances & ambulance
Lab

80% MA charges

20% MA charges

100% MA charges

Pays nothing

Physical/Speech Therapy (Part B)

80% MA charges up to the Medicare
annual benefit amount.

20% MA charges up to the Medicare annual
benefit amount. (PT & STh Combined)

Blood (Part B)

80% MA charges after 3 pints

Pays 1st 3 pints unreplaced blood and 20%
MA charges

Travel Coverage
(when outside the US for less
than 6 consecutive months)

Not covered

Pays 80% inpatient hospital, surgery, anesthetist
and in hospital visits for medically necessary
services for 90 days of treatment per lifetime

Inpatient Hospital (Part A)

Skilled Nursing Facilities
(Must be approved by Medicare)

Prescription drug plan enhanced through Medco Health

Outpatient Prescription Drugs
Due to Medicare restrictions the
following programs are not
available with CompanionCare:
Costco & Prilosec $0 co-pay;
Diabetic Supplies for Generic co-pay

Retail Pharmacy:

30 day supply

$9 Generic co-pay

$35 Brand co-pay

Mail Order:

90 day supply

$18 Generic co-pay

$90 Brand co-pay

Prescription drug coverage will be slightly more restrictive eff. 1/1/13. Some exclusions and prior authorizations will be
implemented. Members with questions or concerns should call Medco at 800-596-7986 and choose option 2 after October 1,
2012 to discuss how this may impact their coverage.

COMPANIONCARE is a Medicare Supplement plan that pays for medically necessary services and procedures that are considered a Medicare
Approved Expense. SISC will automatically enroll CompanionCare Members into Medicare Part D. No additional premium required. SISC plans
are NOT subject to the 'doughnut hole'.
Eligibility:

Member must be retired and enrolled in Medicare Part A (hospital) and Medicare Part B (medical) coverage.
Retirees under age 65 with Medicare for the disabled (Parts A&B) may enroll in CompanionCare.

Enrollment:

Enrollment forms and a copy of the Medicare card must be received by SISC 45 calendar days in advance of requested
effective date - NO exceptions. SISC will automatically enroll members in Medicare Part D for outpatient prescription
medications. Members already enrolled in non-SISC Medicare Part D plans will be automatically disenrolled from those
plans.

Disenrollment:

Disenrollment throughout the year requires submission of a disenrollment form to SISC with a 45 calendar day advance
notice of requested effective date. During the annual Med D Open Enrollment members can enroll into Medicare Part D
plans outside of SISC with a January 1 effective date. Enrollment in a Med D plan outside of SISC will terminate the SISC
medical and Rx benefits.

Provider Network: Physicians who accept Medicare Assignment.
For additional Medicare benefit information, please go to www.medicare.gov or call 1-800-medicare (1-800-633-4227).
For additional Medco prescription drug information, please go to www.medco.com or call 1-800-596-7986.

Rate Effective October 1, 2012

Total Cost Per Person

Retirees with Medicare A & B
(SISC will enroll members in part D)

Northern Region:

A school district's geographic location will determine the applicable rate.
Northern Region includes Monterey, Kings, Tulare, Inyo and all other counties to the north.
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$373.00

COMPANIONCARE/Medicare Supplement Plan
SOUTHERN REGION BENEFIT SUMMARY
(Based on Calender Year)

SERVICES
Inpatient Hospital (Part A)

MEDICARE

COMPANIONCARE

2012 Benefits

Based on 2012 Medicare Benefits

Pays all but first $1156 for 1st 60 days

Pays $1156

Pays all but $289 a day for the 61st
to 90th day

Pays $289 a day

Pays all but $578 a day Lifetime
Reserve for 91st to 150th day

Pays $578 a day

Pays nothing after Lifetime Reserve
is used (refer to Evidence of Coverage)

Pays 100% for 151st day to 515th day

Pays 100% for 1st 20 days

Pays nothing

Pays all but $144.50 a day for 21st
to 100th day

Pays $144.50 a day for 21st to 100th day

Pays nothing after 100th day

Pays nothing after 100th day

Deductible (Part B)

$140 Part B deductible per year

Pays $140

Basis of Payment (Part B)

80% Medicare Approved (MA)
charges after Part B deductible

20% MA charges including 100% of Medicare
Part B deductible

Medical Services (Part B)
Doctor, x-ray, appliances & ambulance
Lab

80% MA charges

20% MA charges

100% MA charges

Pays nothing

Physical/Speech Therapy (Part B)

80% MA charges up to the Medicare
annual benefit amount.

20% MA charges up to the Medicare annual
benefit amount. (PT & STh Combined)

Blood (Part B)

80% MA charges after 3 pints

Pays 1st 3 pints unreplaced blood and 20%
MA charges

Travel Coverage
(when outside the US for less
than 6 consecutive months)

Not covered

Pays 80% inpatient hospital, surgery, anesthetist
and in hospital visits for medically necessary
services for 90 days of treatment per lifetime

Skilled Nursing Facilities
(Must be approved by Medicare)

Prescription drug plan enhanced through Medco Health

Outpatient Prescription Drugs
Due to Medicare restrictions the
following programs are not
available with CompanionCare:
Costco & Prilosec $0 co-pay;
Diabetic Supplies for Generic co-pay

Retail Pharmacy:

30 day supply

$9 Generic co-pay

$35 Brand co-pay

Mail Order:

90 day supply

$18 Generic co-pay

$90 Brand co-pay

Prescription drug coverage will be slightly more restrictive eff. 1/1/13. Some exclusions and prior authorizations will be
implemented. Members with questions or concerns should call Medco at 800-596-7986 and choose option 2 after October 1,
2012 to discuss how this may impact their coverage.

COMPANIONCARE is a Medicare Supplement plan that pays for medically necessary services and procedures that are considered a Medicare
Approved Expense. SISC will automatically enroll CompanionCare Members into Medicare Part D. No additional premium required. SISC plans
are NOT subject to the 'doughnut hole'.
Eligibility:

Member must be retired and enrolled in Medicare Part A (hospital) and Medicare Part B (medical) coverage.
Retirees under age 65 with Medicare for the disabled (Parts A&B) may enroll in CompanionCare.

Enrollment:

Enrollment forms and a copy of the Medicare card must be received by SISC 45 calendar days in advance of requested
effective date - NO exceptions. SISC will automatically enroll members in Medicare Part D for outpatient prescription
medications. Members already enrolled in non-SISC Medicare Part D plans will be automatically disenrolled from those
plans.

Disenrollment:

Disenrollment throughout the year requires submission of a disenrollment form to SISC with a 45 calendar day advance
notice of requested effective date. During the annual Med D Open Enrollment members can enroll into Medicare Part D
plans outside of SISC with a January 1 effective date. Enrollment in a Med D plan outside of SISC will terminate the SISC
medical and Rx benefits.

Provider Network: Physicians who accept Medicare Assignment.
For additional Medicare benefit information, please go to www.medicare.gov or call 1-800-medicare (1-800-633-4227).
For additional Medco prescription drug information, please go to www.medco.com or call 1-800-596-7986.

Rate Effective October 1, 2012

Total Cost Per Person

Retirees with Medicare A & B
(SISC will enroll members in part D)

Southern Region:

$347.00

A school district's geographic location will determine the applicable rate.
Southern Region includes San Luis Obispo, Kern, San Bernardino and all other counties to the south.
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KAISER PERMANENTE - NORTHERN REGION
SENIOR ADVANTAGE HMO MEDICARE PLAN
BENEFIT SUMMARY EFFECTIVE 1/1/2012
BENEFITS

SERVICES
Ambulance

$50/Trip

Annual Physical Examination
• Includes pap smears

$10 co-pay per visit

Dental Care (DeltaCare)

Not covered

Hearing Examination

$10 co-pay per visit

Hospitalization
• Inpatient
• Emergency Room

$200/Admit
$50 co-pay/waived if admitted

Immunizations
• Includes flu injections and all Medicare approved
immunizations

No charge
Office visit co-pay may apply if administered as
part of a physician office visit

Laboratory Services

No charge

Manual Manipulation of the Spine

$10 co-pay per visit (subject to medical necessity)

Mental Health - Outpatient unlimited visits

$10 co-pay per individual visit; $5 co-pay per group

Physician Services/Basic Health Services
• Office visits
• Consultation, diagnosis & treatment by a specialist

$10 co-pay per visit
$10 co-pay per visit

Prescription Drugs
Using Kaiser pharmacies

Generic: $10 co-pay for up to a 100 day supply
Brand: $20 co-pay for up to a 100 day supply

Skilled Nursing Facility

Covered in full for 100 days per benefit period

Vision Care
• Examination for eyeglasses
• Glaucoma testing
• Standard frame/lenses every 24 months

$10 per visit
$10 co-pay per visit
$150 frame and lens allowance every 24 months

X-Ray Services
• Includes routine annual mammography

No charge

Rates Effective October 1, 2012
Age 65 and Over with Medicare A & B
Retiree Only
$324.00
Retiree & Spouse/Domestic Partner, one with Medicare*
$940.00
Retiree & Spouse/Domestic Partner, both with Medicare
$648.00
Retiree & Spouse/Domestic Partner, one Medicare, plus dependent children
$1,451.00
Retiree & Spouse/Domestic Partner, two Medicare, plus dependent children
$1,159.00
Under age 65
Retiree Only *
$616.00
Retiree & Spouse/Domestic Partner *
$1,232.00
Retiree & Spouse/Domestic Partner plus dependent children *
$1,743.00
*Under age 65 non-Medicare dependents will have no eyeglasses or manual manipulation of the spine covered.
Members must live in an approved Zip Code of the Kaiser Permanente California Service Area.
www.kp.org
A school district's geographic location will determine the applicable rate.
Northern Region includes Monterey, Kings, Tulare, Inyo and all other counties to the north.
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KAISER PERMANENTE - SOUTHERN REGION
SENIOR ADVANTAGE HMO MEDICARE PLAN
BENEFIT SUMMARY EFFECTIVE 1/1/2012
BENEFITS

SERVICES
Ambulance

$50/Trip

Annual Physical Examination
• Includes pap smears

$10 co-pay per visit

Dental Care (DeltaCare)

Not covered

Hearing Examination

$10 co-pay per visit

Hospitalization
• Inpatient
• Emergency Room

$200/Admit
$50 co-pay/waived if admitted

Immunizations
• Includes flu injections and all Medicare approved
immunizations

No charge
Office visit co-pay may apply if administered as
part of a physician office visit

Laboratory Services

No charge

Manual Manipulation of the Spine

$10 co-pay per visit (subject to medical necessity)

Mental Health - Outpatient unlimited visits

$10 co-pay per individual visit; $5 co-pay per group

Physician Services/Basic Health Services
• Office visits
• Consultation, diagnosis & treatment by a specialist

$10 co-pay per visit
$10 co-pay per visit

Prescription Drugs
Using Kaiser pharmacies

Generic: $10 co-pay for up to a 100 day supply
Brand: $20 co-pay for up to a 100 day supply

Skilled Nursing Facility

Covered in full for 100 days per benefit period

Vision Care
• Examination for eyeglasses
• Glaucoma testing
• Standard frame/lenses every 24 months

$10 per visit
$10 co-pay per visit
$150 frame and lens allowance every 24 months

X-Ray Services
• Includes routine annual mammography

No charge

Rates Effective October 1, 2012
Age 65 and Over with Medicare A & B
$210.00
Retiree Only
$669.00
Retiree & Spouse/Domestic Partner, one with Medicare*
$420.00
Retiree & Spouse/Domestic Partner, both with Medicare
$1,050.00
Retiree & Spouse/Domestic Partner, one Medicare, plus dependent children
$801.00
Retiree & Spouse/Domestic Partner, two Medicare, plus dependent children
Under age 65
Retiree Only *
$459.00
Retiree & Spouse/Domestic Partner *
$918.00
Retiree & Spouse/Domestic Partner plus dependent children *
$1,299.00
*Under age 65 non-Medicare dependents will have no eyeglasses or manual manipulation of the spine covered.
Members must live in an approved Zip Code of the Kaiser Permanente California Service Area.
www.kp.org

A school district's geographic location will determine the applicable rate.
Southern Region includes San Luis Obispo, Kern, San Bernardino and all other counties to the south.
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Direct Billing Self-Pay Retirees
SISC offers this value added service to our member districts at no cost to the retiree or the district. Districts now have the
option of SISC managing the monthly billing and collection of premium.
Acceptable payment methods: Retiree can enroll in the Automatic Payment Program (APP) and SISC will deduct the
monthly premium from their checking account or they can mail in a check or money order.

In order to be eligible for this service the retiree must meet the following guidelines:





The retiree must pay 100% of their medical, dental and vision (no district contribution)
The retiree must be enrolled in one of the following Individual Retiree Plans:
o Blue Shield 65+ HMO Medicare Advantage
o CompanionCare Medicare Supplement
o Kaiser Medicare Senior Advantage
The retiree will have the option of the following dental and/or vision plan:
o VSP C $20
o Delta Dental Premier Incentive Plan $1500

If the district makes any type of monthly contribution toward the retiree’s benefits (health, dental and/or vision) then the
retiree is not eligible for this program. Dental and vision are optional products and do not have to be purchased; however,
the retiree must be currently participating in the dental and/or vision product in order to purchase them from SISC.
If the district elects for SISC to provide this service, the retiree’s benefits will be administered entirely by the SISC Health
Benefits Department and no longer by the individual school district. All communication regarding the retiree’s benefits and
payments will be coming from, and directed to, the SISC office.
Please be assured that this change in process does not affect the retiree’s benefit(s) or the cost. The dental and vision
plans listed above are the only choices offered under this program. If the retiree currently has a different dental or vision
plan with the school district and they wish to continue with one or both of these products, they will have to change to the
plans listed above in order to participate in this program.
If you are interested in this program and would like additional information, please contact the SISC office at (661) 636-4410.
SISC will need a 60 calendar day advance notice to implement this program.
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CREDITABLE COVERAGE DISCLOSURE
Important Notice From SISC About Your Prescription Drug Coverage and Medicare
Please read this notice carefully and keep this notice as your proof of creditable coverage.
No action is needed to keep your current SISC benefits in place.
SISC has determined that the prescription drug coverage through your school district is creditable. This means that
the amount the plan expects to pay on average for prescription drugs for individuals covered by the plan in 2012 is the
same or more than what standard Medicare prescription drug coverage (Medicare D) would be expected to pay on
average.
Creditable coverage is important. It means you can keep your benefits through the school district; and if you leave
SISC and enroll in a Medicare prescription drug plan, you will not have to pay extra for Medicare Part D.
Medicare prescription drug coverage became available in 2006 to everyone with Medicare through Medicare
prescription drug plans and Medicare Advantage plans that offer drug coverage. All Medicare prescription drug plans
will provide at least a standard level of coverage set by Medicare. Some plans might also offer more coverage for a
higher monthly premium.
Because your existing coverage is, on average, as good as or better than standard Medicare prescription drug
coverage, you can keep your existing coverage and not pay extra if you later decide to enroll in a Medicare
prescription drug plan.
Individuals can enroll in a Medicare prescription drug plan when they first become eligible for Medicare and each year
th
th
from October 15 through December 7 . Unless you plan on dropping your existing SISC benefits, it would not be
worthwhile to enroll in a Medicare prescription drug plan through another insurance carrier. The SISC plan and the
Medicare prescription drug plan will not coordinate in any way.
If you decide to enroll in a Medicare prescription drug plan and drop your SISC coverage, be aware that you
cannot come back to SISC coverage at a later date.
You should also know that if you drop or lose your coverage with SISC and do not enroll in a Medicare prescription
drug plan after your current coverage ends, you may pay more to enroll in a Medicare prescription drug plan later. If
you go for 63 calendar days or longer without prescription drug coverage that’s at least as good as Medicare’s
prescription drug coverage, your monthly premium would be at least 1% higher per month for every month you did not
have coverage. For example, if you go 19 months without creditable coverage, your Medicare prescription drug plan
premium would always be at least 19% higher than what other people pay. You’d have to pay this higher premium as
long as you have Medicare prescription drug coverage. In addition, you may have to wait until next October to enroll.
More detailed information about Medicare prescription drug plans is available in the Medicare & You handbook. You’ll
get a copy of the handbook in the mail from Medicare. You may also be contacted directly by Medicare-approved
prescription drug plans. You can also get more information about Medicare prescription drug plans from these places:
●
●
●

Visit www.medicare.gov for personalized help.
Call your State Health Insurance Assistance Program (see your copy of the Medicare & You handbook for
their telephone number).
Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

For people with limited income and resources, extra help paying for a Medicare prescription drug plan is available.
Information about this extra help is available from the Social Security Administration (SSA). For more information
about this extra help, visit SSA online at www.socialsecurity.gov, or call them at
1-800-772-1213 (TTY 1-800-325-0778).
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FORMS & EXAMPLES
Most of the forms and examples in this section can be found on our website http://sisc.kern.org/hw you may access
and print them as needed. Some forms will be interactive and all forms related to activity must be returned to SISC for
processing. Forms noted as 'District Use Only' are to be kept at the district as SISC does not need a copy.
The following forms can be found in this section:


Address Change Form



CompanionCare Application



Blue Shield 65+ HMO Medicare Advantage Enrollment



Declination of Coverage for Less Than Full Time Active Employees and HIPAA Notification –
for district use only



Declination of Coverage for Dependents of Active Employees and HIPAA Notification –
for district use only



Declination of Coverage for Retirees – for district use only



Delta Dental Designation Form – for district use only



Example of Form for District’s making changes – return to SISC



IRP Disenrollment Form



Kaiser Permanente Enrollment Form



Maintenance Activity Report (MAR) Changes and Transfers



Maintenance Activity Report (MAR) Terminations



Member Change Form



Plan Election Form for Districts offering multiple PPO plans – for district use only



SISC Web Portal Registration (HEAR on the Web)



Universal Enrollment Form (excluding Kaiser)

SISC III - Address Change
Return to SISC via Secure File Transfer or Fax.
*Drop-Off to SISCHealthActivity@kern.org using https://filetransfer.kern.org, or
*Fax to (661) 636-4094
Report Prepared by: ____________________________________________

I certify that the information provided is true and correct.

Date: __________________________________________

Phone No. & E-mail Address: _____________________________________

District Name: __________________________________
(Do not abbreviate)
Mail was returned to the SISC office as undeliverable or insufficient address for the following member(s):
Please forward SISC an address correction AS SOON AS POSSIBLE.
Address
Social Security No.
Last Name
First Name
City
State Zip Code

Phone: (661) 636-4410
http://sisc.kern.org/hw
Rev. 03/12

PLEASE MAKE COPIES OF THIS FORM AS NEEDED TO SUBMIT ADDRESS CHANGES.

District Use Only
District Name:

SISC Medicare Supplemental Coverage
CompanionCare Application

Medical Group No.
40003A

Effective Date

Dental Group No.

Vision Group No.

❑ District SISC Bill

❑ Retiree Direct Bill

Continuous Enrollment in Medicare Parts A&B is required
Application Information – Applicant must complete this section.

Name _______________________________________________________ Social Security Number _____________________
(Last)

(First)

❑ Male ❑ Female

(M)

Date of Birth (Month/Day/Year) _______/_______/_______

Home Address _________________________________________________________________________________________
Street, Apt. No., Suite No.

City

State

Zip

Care of/Attention __________________________________________ Home Telephone Number ________________________
Billing Address _________________________________________________________________________________________
(If different from home address)

If transferring from another group or plan, indicate:
I am covered under Medicare for: ❑ Hospital Part A
❑ Medical Part B
I am not currently covered under Medicare Parts A & B

❑ I will be covered effective _____/_____/_____

Medicare Beneficiary ID Number Required ________________________________ (Please attach a photocopy of your Medicare ID card)
I understand that the following conditions apply as a part of this coverage:
1. Health conditions which you may presently have (pre-existing conditions) will be covered immediately.
2. If a retiree/spouse transfers to a SISC Medicare Supplemental Plan, they may not transfer back to a regular SISC plan.
3. If your doctor does not accept Medicare Assignment, you will be responsible for the difference between the Medicare allowable
charge and the doctor’s billed charges.
4. This application form and a copy of the Medicare card MUST be received by SISC 45 days in advance of the requested effective date—No exceptions.
5. To CANCEL this coverage, the Disenrollment form MUST be completed and received by SISC 45 days in advance of the requested termination date—No exceptions. It will also be your responsibility as the applicant to notify Medicare at 1-800-Medicare (1-800-633-4227) within 63 days after coverage ends to select a new Medicare Part D plan.
ARBITRATION AGREEMENT:
I UNDERSTAND THAT ANY AND ALL DISPUTES BETWEEN MYSELF (AND/OR ANY ENROLLED FAMILY MEMBER) AND
SISC III (INCLUDING CLAIMS ADMINISTRATOR OR AFFILIATE) INCLUDING CLAIMS FOR MEDICAL MALPRACTICE,
MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT
OF THE SMALL CLAIMS COURT, AND NOT BY LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS CALIFORNIA
LAW PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. UNDER THIS COVERAGE, BOTH THE
MEMBER AND SISC III ARE GIVING UP THE RIGHT TO HAVE ANY DISPUTE DECIDED IN A COURT OF LAW BEFORE A
JURY. SISC III AND THE MEMBER ALSO AGREE TO GIVE UP ANY RIGHT TO PURSUE ON A CLASS BASIS ANY CLAIM
OR CONTROVERSY AGAINST THE OTHER. (FOR MORE INFORMATION REGARDING BINDING ARBITRATION, PLEASE
REFER TO YOUR EVIDENCE OF COVERAGE BOOKLET.)
Applicant Signature _____________________________________________________ Date _________________________
Since CompanionCare is single coverage a separate application and/or disenrollment form MUST be completed by EACH applicant.
http://sisc.kern.org/hw
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NOTICE OF PRIVACY PRACTICES
FOR THE USE AND DISCLOSURE OF PRIVATE HEALTH INFORMATION
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
Effective Date: April 3, 2006
Anyone has the right to ask for a paper copy of this Notice at any time.
Q. Why are you providing this Notice to me?
A. The SISC Health Benefits Plan is required by federal law, the Health Insurance Portability and Accountability Act (HIPAA), to make sure that your Protected
Health Information (PHI) is kept private. This law applies to the health benefits offered through SISC, including SISC Flex, the Health Reimbursement
Arrangements (SISC HRA) and the Health Savings Account (SISC HSA). We must give you this Notice of our legal duties and Privacy Practices with respect to
your PHI. We are also required to follow the terms of the Notice that is currently in effect. PHI includes information that we have created or received about your
past, present, or future health or medical condition that could be used to identify you. It also includes information about medical treatment you have received and
about payment for health care you have received. We are required to tell you how, when, and why we use and/or share your Protected Health Information (PHI).
Q. How and when can you use or disclose my PHI?
A. HIPAA and other laws allow or require us to use or disclose your PHI for many different reasons. We can use or disclose your PHI for some reasons without
your written agreement. For other reasons, we need you to agree in writing that we can use or disclose your PHI. We describe in this Notice the reasons we may
use your PHI without getting your permission. Not every use or disclosure is listed, but the ways we can use and disclose information fall within one of the
descriptions below.
So you can receive treatment. We may use and disclose your PHI to those who provide you with health care services or who are involved in your care. These
people may be doctors, nurses, and other health care professionals. For example, if you are being treated for a knee injury, we may give your PHI to the people
providing your physical therapy. We may also use your PHI so that health care can be offered or provided to you by a home health agency.
To get payment for your treatment. We may use and disclose your PHI in order to bill and get paid for treatment and services you receive. For example, we
may give parts of your PHI to our billing or claims department or others who do these things for us. They can use it to make sure your health care providers are
paid correctly for the health care services you received under a health plan.
To operate our business. We may use and disclose your PHI in order to administer our health plans. For example, we may use your PHI in order to review and
improve the quality of health care services you receive. We may also provide your PHI to our accountants, attorneys, consultants, and others in order to make
sure we are obeying the laws that affect us. Another time when we may provide PHI to other organizations is when we ask them to tell us about the quality of our
health plans and how we operate our business. Before we share PHI with other organizations, they must agree to keep your PHI private.
To meet legal requirements. We share PHI with government or law enforcement agencies when federal, state, or local laws require us to do so. We also share
PHI when we are required to in a court or other legal proceeding. For example, if a law says we must report private information about people who have been
abused, neglected, or are victims of domestic violence, we share PHI.
To report public health activities. We share PHI with government officials in charge of collecting certain public health information. For example, we may share
PHI about births, deaths, and some diseases. We may provide coroners, medical examiners, and funeral directors information that relates to a person’s death.
For health oversight activities. We may share PHI if a government agency is investigating or inspecting a health care provider or organization.
For purposes of organ donation. Even though the law permits it, we do not share PHI with organizations that help find organs, eyes, and tissue to be donated
or transplanted.
For research purposes. We do not use or disclose your PHI in order to conduct medical research.
To avoid harm. In order to avoid a serious threat to the health or safety of a person or the public, we may provide PHI to law enforcement or people who may be
able to stop or lessen the harm.
For specific government functions. We may share PHI for national security reasons. For example, we may share PHI to protect the president of the United
States. In some situations, we may share the PHI of veterans and people in the military when required by law.
For workers’ compensation purposes. We may share PHI to obey workers’ compensation laws
.
For information about health-related benefits or services. We may use PHI to give you information about other health care treatment services, or benefits.
A plan amendment has been adopted to protect your PHI as required by law. The plan amendment allows PHI to be shared with the plan sponsor (SISC III Board
of Directors) for purposes of treatment, payment, health care operations and for other reasons related to the administration of the SISC Health Benefits Plan.
Other Uses and Disclosures Require Your Prior Written Agreement. In other situations, we will ask for your written permission before we use or disclose your
PHI. You may decide later that you no longer want to agree to a certain use of your PHI for which we received your permission. If so, you may tell us that in
writing. We will then stop using your PHI for that certain situation. However, we may have already used your PHI. If we had your permission to use your PHI when
we used it, you cannot take back your agreement for those past situations.
Q. Will you give my PHI to my family, friends, or others?
A. We may share medical information about you with a friend or family member who is involved in or who helps pay for your medical care when you are present.
For example, if one of our home health nurses or case managers visits you at your home or in the hospital and your mother is with you, we may discuss your PHI
with you in front of her. We will not discuss your PHI with you when others are present if you tell us not to.
In order to enroll you in a health plan, we may share limited PHI with your employer or other organizations that help pay for your membership in the plan.
However, if your employer or another organization that pays for your membership asks for specific PHI about you, we will get your permission before we disclose
your PHI to them.

There may be a situation in which you are not present or you are unable to make health care decisions for yourself. Then we may use or share your PHI if
professional judgment says that doing so is in your best interests. For example, if you are unconscious and a friend is with you, we may share your PHI with your
friend so you can receive care.
Q. What are my rights with respect to my PHI?
A. You have the right to ask that we limit how we use and give out your PHI. You also have the right to request a limit on the PHI we give to someone who is
involved in your care or helping pay for your care, like a family member or friend. For example, you could ask that we not use or disclose information about a
treatment you had. We will consider your request. However, we are not required to agree to the request. If we accept your request, we will put any limits in
writing. We will honor these limits except in emergency situations. You may not limit the ways we use and disclose PHI when we are required to make the use or
disclosure.
You have the right to ask that we send your PHI to you at an address of your choice or to communicate with you in a certain way if you tell us that this is
necessary to protect you from danger. You must tell us in writing what you want and that the reason is you could be put in danger if we do not meet your request.
For example, you may ask us to send PHI to your work address instead of your home address. You may ask that we send your PHI by e-mail rather than regular
mail.
You have the right to look at or get copies of your PHI that we have. You must make that request in writing. You can get a form to request copies or look at your
PHI by calling the SISC Privacy Officer. If we do not have your PHI, we will tell you how you may be able to get it. We will respond to you within 30 days after we
receive your written request. In certain situations, we may deny your request. If we do, we will tell you, in writing, the reasons we are denying your request. We
will also explain your right to have our denial reviewed.
If you ask for a copy of your PHI, we will charge you a reasonable fee based on the cost of copying and postage. We can send you all your PHI, or if you request,
we may send you a summary or general explanation of your PHI if you agree to the cost of preparing and sending it.
You have the right to get a list of instances in which we have given out your PHI. The list will not include: a) disclosures we made so you could get treatment; b)
disclosures we made so we could receive payment for your treatment; c) disclosures we made in order to operate the Plan; d) disclosures made directly to you or
to people you designated; e) disclosures made for national security purposes f) disclosures made to corrections or law enforcement personnel; g) disclosures we
made before we sent you this Notice; or h) disclosures we made when we had your written permission.
We will respond within 60 days of receiving your written request. The list we give you can only include disclosures made after April 14, 2003, the date this Notice
became effective. We cannot provide you a list of disclosures made before this date. You may request a list of disclosures made the six years (or fewer)
preceding the date of your request. The list will include a) the date of the disclosure; b) the person to whom PHI was disclosed (including their address, if known);
c) a description of the information disclosed; and d) the reason for the disclosure. We will give you one list of disclosures per year for free. If you ask for another
list in the same year, we will send you one if you agree to pay the reasonable fee we will charge for the additional list.
You have the right to ask us to correct your PHI or add missing information if you think there is a mistake in your PHI. You must send us your request in writing
and give the reason for your request. You can get a form for making your request by calling the SISC Privacy Officer. We will respond within 60 days of receiving
your written request. If we approve your request, we will make the change to your PHI. We will tell you that we have made the change. We will also tell others
who need to know about the change to your PHI.
We may deny your request if your PHI is a) correct and complete, b) not created by us, c) not allowed to be disclosed, or d) not part of our records. If we deny
your request, we will tell you the reasons in writing. Our written denial will also explain your right to file a written statement of disagreement. You have the right to
ask that your written request, our written denial, and your statement of disagreement be attached to your PHI anytime we give it out in the future.
Q. How may I complain about your Privacy Practices?
A. If you think that we may have violated your Privacy rights, you may send your written complaint to the address shown at the bottom of this notice. You also
may make a complaint to the Secretary of the Department of Health and Human Services. You will not be penalized for filing a complaint about our Privacy
Practices.
Q. How will I know if my rights described in this Notice change?
A. We reserve the right to change the terms of this Notice and our Privacy Policies at any time. Then the new Notice will apply to all your PHI. If we change this
Notice, we will put the new Notice on our website at and mail a copy of the new Notice to our subscribers (but not to dependents).
Q. Who should I contact to get more information or to get a copy of this Notice?
A. For more information about your Privacy rights described in this notice, or if you want another copy of the Notice, please visit our website where you can
download the Notice. You may also write us at Self-Insured Schools of California, 1300 17th Street, Bakersfield, CA 93301. Further information may also be
obtained by calling SISC’s Privacy Officer at (661) 636-4887.
ANNUAL NOTICE: Women's Health and Cancer Rights Act (WHCRA)
Your Plan is required to provide you annually with the following notice, which applies to breast cancer patients who elect to have reconstructive surgery in
connection with a mastectomy.
Under federal law, group health plans, insurers, and HMOs that provide medical and surgical benefits in connection with a mastectomy must provide benefits for
reconstructive surgery, in a manner determined in consultation with the attending physician and the patient, for:
• reconstruction of the breast on which the mastectomy was performed;
• surgery and reconstruction of the other breast to produce a symmetrical appearance; and
• prostheses and treatment of physical complications at all stages of the mastectomy, including lymphedemas.
This coverage is subject to a plan's deductibles, coinsurance or copayment provisions.
If you have any questions about whether your plan covers mastectomies or reconstructive surgery, please contact your Plan Administrator.
Rev. 4/26/11 PPOenrollment.ind

2012 Enrollment Request Form Blue Shield 65 Plus HMO Employer Group/Union Health Plan
This form is for Medicare-eligible retirees who want to enroll in the Blue Shield 65 PlusSM HMO,
a group Medicare Advantage-Prescription Drug Plan.

To enroll, please fill in all the information requested below. Read the terms and conditions
on page 3, and then sign and date.
Employer group or union name _________________ Group or union No. ____________________
(leave blank if not provided by your employer group or union)

Last name

Birth date
(
/

First name

Middle
initial

Mr.
Mrs.
Ms.
Alternate phone number

Home phone number
Sex
M
(
)
(MM /DD / Y Y Y Y)
F
Permanent residence (no P.O. boxes)
Street address
/

)

(

)

City
State
Mailing address (only if different from your permanent residence address)
Street address

ZIP code

City

ZIP code

Emergency contact (optional)

State
Relationship to you (optional)

Phone number (optional)
(
)

E-mail address (optional)
I am willing to receive required plan materials via e-mail (i.e., the Annual Notice of Change
and plan newsletter) in place of mailed printed copies.
I am willing to receive non-required materials via e-mail (i.e., benefit promotions and event
invitations) in place of mailed printed copies.
You may choose to go back to printed materials at any time by calling Member Services at the
number on your plan ID card.

Please provide your Medicare
insurance information
Please take out your Medicare card to
complete this section.
• P
 lease fill in these blanks so they match
your red, white, and blue Medicare card.
- OR • Attach a copy of your Medicare card,
or your letter from Social Security or
the Railroad Retirement Board.
You must have Medicare Part A and Part B
to join a Medicare Advantage plan.

H0504_11_167 09232011

MEDICARE

HEALTH INSURANCE

SAMPLE ONLY

Name:

Medicare Claim Number
-

Sex

-

Is Entitled To

Effective Date

HOSPITAL (Part A)
MEDICAL (Part B)

blueshieldca.com

Please read and answer these important questions

1.	Are you the retiree?

Yes

No

If yes, retirement date (month/date/year) _________________________
If no, name of retiree

2.	Are you covering a spouse or dependent(s) under this employer group or union plan?
Yes

No

If yes, name of spouse* _________________________________________________________________________
Name of dependent(s) _________________________________________________________________________
________________________________________________________________________________________________
*P
 lease ensure both you, your spouse, and dependent(s) each complete and return an
enrollment form.

3.
4.

Do you or your spouse work?

Yes

No

Are you enrolled in your State Medicaid (Medi-Cal) program?

Yes

No

If yes, please provide your Medicaid (Medi-Cal) number

5.

Do you have end-stage renal disease (ESRD)?

Yes

No

If you have had a successful kidney transplant and/or you don’t need regular dialysis anymore, please
attach a note or records from your doctor showing you have had a successful kidney transplant or you
don’t need dialysis, otherwise we may need to contact you to obtain additional information.

6.	Some individuals may have other coverage, including other private insurance, Workers’
Compensation, VA benefits, or State pharmaceutical assistance programs.

	Will you have other prescription drug coverage in addition to Blue Shield 65 Plus?

Yes

No

If yes, please list your other coverage and your identification (ID) number(s) for this coverage.
Prescription drug coverage
Name of other coverage ____________________________________________________________
ID No. for this coverage ____________________ Group No. ____________________
Medical coverage
Name of other coverage ____________________________________________________________
ID No. for this coverage ____________________ Group No. ____________________

7.	Are you a resident in a long-term care facility, such as a nursing home?

Yes

No

If yes, please provide the following information:
Name of institution _____________________________________________________________________________
Address and phone number of institution (number and street) ___________________________________

H0504_11_167 09232011

Please choose a Primary Care Physician (PCP) and affiliated medical group
Your physician choice name
Physician ID No.
Name of medical group affiliated with your physician choice
Are you already a patient of this physician?

Yes

No

Please contact Blue Shield 65 Plus at (800) 776-4466 [TTY (800) 794-1099], 7 a.m. to 8 p.m., seven days
a week, if you need information in another format or language.

Please read and sign below
By completing this enrollment application, I agree to the following:
Blue Shield 65 Plus is a Medicare Advantage plan and has a contract with the Federal government.
I will need to keep my Medicare Parts A and B. I can only be in one Medicare Advantage plan at a
time and I understand that my enrollment in this plan will automatically end my enrollment in another
Medicare health plan. It is my responsibility to inform you of any prescription drug coverage that I
have or may get in the future. Enrollment in this plan is generally for the entire year. Once I enroll,
I may leave this plan or make changes only at certain times of the year if an enrollment period is
available (for example, during your group’s open enrollment period, or during the Annual Enrollment
Period from October 15 – December 7), or under certain special circumstances.
Blue Shield 65 Plus serves a specific service area. If I move out of the area that Blue Shield 65 Plus
serves, I need to notify the plan so I can disenroll and find a new plan in my new area. Once I
am a member of Blue Shield 65 Plus, I have the right to appeal plan decisions about payment
or services if I disagree. I will read the Evidence of Coverage document from Blue Shield 65 Plus
when I get it to know which rules I must follow to get coverage with this Medicare Advantage
plan. I understand that people with Medicare aren’t usually covered under Medicare while out
of the country except for limited coverage near the U.S. border.
I understand that beginning on the date Blue Shield 65 Plus coverage begins, I must get all of my
health care from Blue Shield 65 Plus, except for emergency or urgently needed services or out-ofarea dialysis services. Services authorized by Blue Shield 65 Plus and other services contained in
my Blue Shield 65 Plus Evidence of Coverage document (also known as a member contract or
subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR BLUE SHIELD
65 PLUS WILL PAY FOR THE SERVICES.

H0504_11_167 09232011

Release of information
By joining this Medicare health plan, I acknowledge that Blue Shield 65 Plus will release my
information to Medicare and other plans as is necessary for treatment, payment, and health care
operations. I also acknowledge that Blue Shield 65 Plus will release my information, including my
prescription drug event data, to Medicare, who may release it for research and other purposes
which follow all applicable Federal statutes and regulations. The information on this enrollment
form is correct to the best of my knowledge. I understand that if I intentionally provide false
information on this form, I will be disenrolled from the plan.
I understand that my signature (or the signature of the person authorized to act on my behalf
under the laws of the State where I live) on this application means that I have read and understand
the contents of this application. If signed by an authorized individual (as described above), this
signature certifies that: 1) this person is authorized under State law to complete this enrollment
and 2) documentation of this authority is available upon request from Medicare.

Enrollee signature

Today’s date

If you are the authorized representative (i.e., power of attorney or legal guardian – see description
above), you must provide the following information
Name
Address
Phone number

Please return your completed enrollment form
to your Benefits Administrator or mail to:

Blue Shield 65 Plus HMO
PO Box 927
Woodland Hills, CA 91365

Office use only:
Name/signature of staff member/agent/broker (if assisted enrollment)

Plan ID No.
Effective date of coverage
ICEP/IEP
SEP (type)

H0504_11_167 09232011

AEP
Not eligible

MG00001 (10/11)

)

An Independent Member of the Blue Shield Association

(

Relationship to enrollee

EXAMPLE
DECLINATION OF COVERAGE FOR LESS THAN FULL-TIME
ACTIVE EMPLOYEES AND HIPAA NOTIFICATION
If you work less than full-time and receive less than the amount that is contributed towards a full-time employee, you may
decline coverage. If you decline coverage, you and your dependents will not be allowed to enroll until the Open
Enrollment Period. Members who enroll during the Open Enrollment Period will become effective October 1 of the same
year.
If you decline coverage and subsequently become a full-time employee or begin receiving the same contribution as a
full-time employee, you must enroll in the plan the first of the month following the date of this event. If the number of
hours worked increases or payment of coverage by your school district increases, you may choose to enroll the first of
the month following the date of that occurrence.
If you are declining coverage for you and your dependent(s) because you and/or your dependents have coverage
elsewhere and you subsequently lose coverage, you may enroll yourself or your dependents immediately provided you
notify the district within 30 calendar days of loss of coverage. Effective April 1, 2009 loss of coverage under a Medicaid
plan, loss of coverage under Children’s Health Insurance Program (CHIP) or eligibility to participate in a premium
assistance program under Medicaid or CHIP gives rise to special enrollment rights. You must notify the district within 60
calendar days of loss of coverage or becoming eligible for premium assistance. You must submit a completed and
signed enrollment or change form along with a copy of the Certificate of Coverage from the “coverage elsewhere” or
evidence of loss of coverage elsewhere.
In addition, if you have a new dependent as a result of marriage, birth, adoption, placement for adoption, or placed in
your home as a result of court ordered custody or guardianship, you may enroll yourself and your dependents, provided
you request enrollment within 30 calendar days following the date of this event. Again, you must submit a completed
and signed enrollment or change form.
If you fail to notify your employer that your dependent(s) is no longer eligible for coverage under your plan, they may not
be eligible for continuation coverage under the COBRA or CalCOBRA law.
I have read and understand the above notification. I understand that, if I decline coverage, I will be not be able to enroll
in coverage until the district’s Open Enrollment period for an October 1 effective date or because of one or more of the
events listed above.
I am declining health care coverage due to the following reason(s):
_____________________________________________________________________________________________
____________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

Print Name: ________________________________________________________________________________
Signature: ______________________________________________
Social Security Number: ____________________________________
http://sisc.kern.org/hw
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Date:_____________________________

EXAMPLE
DECLINATION OF COVERAGE FOR DEPENDENTS OF ACTIVE EMPLOYEES
AND HIPAA NOTIFICATION
If you are declining coverage for your dependent(s) because they have coverage elsewhere and they subsequently lose
coverage, you may enroll your dependents immediately provided you notify the district within 30 calendar days of loss of
coverage. Effective April 1, 2009 loss of coverage under a Medicaid plan, loss of coverage under Children’s Health
Insurance Program (CHIP) or eligibility to participate in a premium assistance program under Medicaid or CHIP gives
rise to special enrollment rights. You must notify the district within 60 calendar days of loss of coverage or becoming
eligible for premium assistance. You must submit a completed and signed change form along with a copy of the
Certificate of Coverage from the “coverage elsewhere” or evidence of loss of coverage elsewhere.
In addition, if you have a new dependent as a result of marriage, birth, adoption, placement for adoption, or placed in
your home as a result of court ordered custody or guardianship, you may enroll your dependents, provided you request
enrollment within 30 calendar days following the date of this event. You must submit a completed and signed enrollment
or change form.
If you fail to notify your employer that your dependent(s) is(are) no longer eligible for coverage under your plan, they may
not be eligible for continuation coverage under the COBRA or CalCOBRA law.
I have read and understand the above notification. I understand that, if I decline coverage for my dependents, I will not
be able to enroll them in coverage until the district’s Open Enrollment period for an October 1 effective date or because
of one or more of the events listed above.
I am declining health care coverage for my dependents due to the following reason(s):
_____________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

Print Name: ________________________________________________________________________________
Signature: _______________________________________________
Social Security Number: ____________________________________

http://sisc.kern.org/hw
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Date: __________________________

DECLINATION OF COVERAGE FOR RETIREES
I,

, understand that as a retiree of

________________________________________ School District, I am eligible to continue the same district coverage
that active employees enjoy. If I decline district coverage, I may enroll in one of the SISC Individual Retiree Plans if
offered by my school district. If I enroll in a SISC Individual Retiree Plan, I give up my right to enroll in district coverage
at any subsequent date. If I do not elect SISC coverage, my spouse/domestic partner/dependents may not participate in
any SISC coverage. If I do not enroll in dental and/or vision coverage at the time of my retirement, I may not enroll in
dental and/or vision at any subsequent date.
I have chosen to enroll in the following product(s) and the enrollment form(s) for me and my eligible dependent(s) is/are
attached:

( )

Blue Shield Medicare Advantage

( )

CompanionCare Medicare Supplement

( )

Kaiser Permanente Senior Advantage
Or

( )

Dental and vision only

( )

Dental only

( )

Vision only
Or

( )

I decline any and all coverage offered by SISC

Effective Date:_________________

I understand that by declining district coverage and the individual retiree plan coverage offered through SISC, that I give
up my right to enroll in any SISC coverage at any subsequent date. I further understand that my decision is irrevocable.

Retiree Signature: ______________________________________

Date: ________________________

For district use only. Please do not forward to SISC.

http://sisc.kern.org/hw
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For District Use Only
Group Number
Eff. Date

DELTA DENTAL DESIGNATION FORM
1. DISTRICT NAME:

DISTRICT ID #:

2. PERSONAL INFORMATION:
NAME:

[
[

] MALE
] FEMALE

Last

Street Address

City

Social Security Number

Birthdate

MI

First

State

Zip

Phone

(

)

3. SELECT COVERAGE:
[

] DELTA PREMIER INCENTIVE PLAN

[

] DELTA PPO (DPO) PLAN
By choosing the PPO/DPO Plan I understand that I am responsible for a greater portion of my dental costs
when I use a non-preferred provider. I realize that I cannot change to the Delta Traditional Incentive Plan
until a subsequent Open Enrollment period with an October 1 effective date. I also understand that if I
choose to change to the Incentive Plan during an Open Enrollment, my benefits will start at 70%.

4. SIGNATURE:

Subscriber's Signature

Date

For district use only. Please do not forward to SISC.
http://sisc.kern.org/hw
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Return to: SISC Tech III
Fax: 661-636-4893

Notification of Plan Changes

**Name of School District:

**Date Submitted to SISC:

**Street Address:

SISC Requires a 45 calendar day advance notice for processing

**City, State, Zip Code:

**REQUIRED FIELDS

**Name of Contact Person:

**Effective Date of Changes:

**Telephone of Contact Person:

**Bargaining Unit(s):

**E-Mail Address of Contact:

Special Instructions: (Example: District Adding Direct Bill; Basic Life Product; Splitting Bargaining Units etc.)

The employees of the above mentioned school district have elected to implement the following changes and/or new plan(s) as listed below .
If benefits are not changing there is no need to list on the form.
PRODUCT

SAMPLE

**List
Bargaining
Unit

**List ACTIVE Group numbers
ONLY

Cert, Class, Mgmt

(All corresponding Retiree & COBRA
benefits will also change)

SAMPLE

Medical
RX
Dental - Incentive
Dental - PPO
Vision

Certificated

SAMPLE
40098H - Anthem PPO
7082 1025 - Delta Dental
7082 2055 - Delta Dental
0772121A VSP Signature

**CURRENT PLAN
SAMPLE
80-G $20 co-pay
Rx 7-25
DD 1500
PPO 2000
Plan B $10 Signature

**NEW PLAN

**Expected Monthly
Premium

SAMPLE

SAMPLE

90-A $10 co-pay
Rx 200/10-35
DD 2000
NC
Plan C $20 Choice

$0.00
included in medical rate above

$0.00
$0.00

Medical

$0.00

RX

included in medical rate above

Medical

$0.00

RX

included in medical rate above

$0.00

Medical
RX

included in medical rate above

Medical

$0.00

RX

included in medical rate above

Dental - Incentive

$0.00

Dental - PPO

$0.00

Vision

$0.00

Once this form has been completed and signed, forward to the SISC Tech III either by e-mail or fax to (661) 636-4893. If you have not received
notice that a Rates At A Glance has been posted with your requested changes within 15 calendar days of submission please contact your Account Management Team.

**Please print/type name of Authorized Person

**Title
(Superintendent, HR Director, CBO etc)

http://sisc.kern.org/hw
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**Signature of Authorized Person
(Superintendent, HR Director, CBO etc)

DISENROLLMENT REQUEST – SISC GROUP PLAN
Use to disenroll from the following plans:
BLUE SHIELD 65+ HMO/ Medicare Advantage Plan
COMPANIONCARE / Medicare Supplement Plan or
KAISER SENIOR ADVANTAGE / Medicare Advantage Plan
Member Name: ___________________________________________________________________
Address: ________________________________________________________________________
City: _______________________________State:________Zip:________County:______________
Telephone: (

) ____-______

Date of Birth: ___/____/______

SS#:_________________

Please read carefully and initial next to your request before signing and dating the form.
DISENROLLMENT FROM COMPANIONCARE:
When the medical portion of this plan is terminated then the Medicare Part D prescription drug plan is also
terminated automatically with the same termination date.

_____ I wish to disenroll from CompanionCare/Medicare Supplement (Leave SISC Coverage)
Initial

_____ I wish to disenroll from CompanionCare and enroll in a SISC Medicare Advantage Plan
Initial

(must be offered by district)

DISENROLLMENT FROM MEDICARE ADVANTAGE PLAN:
Blue Shield Medicare Advantage or Kaiser Senior Advantage
Members who have requested to disenroll must continue to receive all medical care from their HMO plan until the
effective date of the disenrollment except for emergencies, out of area urgent care or authorized referrals.

_____ I wish to disenroll from SISC coverage (Returns member to Medicare coverage)
Initial

_____ I wish to disenroll from Kaiser Senior Advantage & enroll with Kaiser direct (Leave SISC Coverage)
Initial

_____ I wish to disenroll from my Medicare Advantage Plan & enroll in CompanionCare
Initial

(must be offered by district)

REQUESTED DISENROLLMENT DATE: ______________________________________
Medicare benefits may only be restored on the first of a month. Disenrollment request requires a 45
calendar day advance notice. NO Exceptions
I understand that by leaving SISC coverage I may not re-enroll at a later date.

Member Signature: _________________________________________Date:_________________
Return to SISC via Secure File Transfer or Fax.
*Drop-Off to SISCHealthActivity@kern.org using https://filetransfer.kern.org or
*fax to (661) 636-4094
http://sisc.kern.org/hw
Rev 03/01/12

Maintenance Activity Report
Changes/Transfers
Report due on the 15th of each month prior to the effective date
Return to SISC via Secure FIle Transfer or Fax
*Drop-Off to SISCHealthActivity@kern.org using https://filetransfer.kern.org, or
*Fax to (661) 636-4094
Report Prepared by: _________________________________________________

Month & Year: ____________________________________

Phone No. & E-mail Address: _________________________________________

District Name: ____________________________________

I certify that the information provided is true and correct.

Social Security No.

Last Name, First Name

Chg
Effective Date Code

Review all adjustments each month on your SISC statement. Retro
terminations will only be processed according to SISC guidelines.
Phone: (661) 636-4410
http://sisc.kern.org/hw
Rev. 03/12

(Do not abbreviate)

Medical Group
No.

Medical
Prem

Dental Group
No.

Dental
Prem

Vision
Prem

Life
Prem

Total
Prem

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0

From

0

To

0
Change Reason Codes
03 Deceased Dependent
05 Subscriber Requested/Termination of Dependent
06 Transfer
12 Divorce

Maintenance Activity Report
Termination of Subscribers Only
Report due on the 15th of each month prior to the effective date
Return to SISC via Secure File Transfer or Fax
*Drop-Off to SISCHealthActivity@kern.org using https://filetransfer.kern.org, or
*Fax to (661) 636-4094
Report Prepared by: ____________________________________________

Month & Year: _________________________________________

I certify that the information provided is true and correct.

Phone No. & E-mail Address: _____________________________________

District Name: _________________________________________
(Do not abbreviate)

LISTING SUBSCRIBERS BELOW WILL REMOVE THEM FROM ALL PRODUCTS.
Term
Social Security No.
Last Name, First Name
Effective Date Code

Review all adjustments each month on your SISC statement. Retro
terminations will only be processed according to SISC guidelines.
Phone: (661) 636-4410
http://sisc.kern.org/hw
Rev. 03/12

Group No.

Explanation if Necessary

Termination Reason Codes
03 Death
07 District Requested Termination/Resignation
11 Never Effective
99 Involuntary Termination
SISC will automatically use a term code of 07 if one is not provided

SISC III MEMBERSHIP CHANGE FORM

PRINT CLEARLY IN BLACK INK OR TYPE

DISTRICT USE ONLY (Required)

SUBSCRIBER CHANGES

NAME OF SUBSCRIBER LAST NAME (PRINT)

FIRST NAME (PRINT)

SOCIAL SECURITY NO.

DISTRICT NAME (Do not abbreviate):

REQUESTED EFFECTIVE DATE:

/

NAME CHANGE

□ Subscriber name only □ Domestic Partner □ Child
OLD NAME(S):

LAST NAME (PRINT)

/

MEDICAL GROUP NO.:

FIRST NAME (PRINT)

NEW NAME(S):

DISTRICT APPROVED
INITIALS: __________

SUBSCRIBER OLD ADDRESS

SUBSCRIBER NEW ADDRESS

Old Address

New Address

City/State/Zip

City/State/Zip

Old Phone No.

New Phone No.

(

)

(

)

SOCIAL SECURITY NO. AND DATE OF BIRTH CHANGES

□ CHANGE SOCIAL SECURITY NO. FOR: ________________________________________________

FROM: _____________________________ TO:

______________________________

□ CHANGE DATE OF BIRTH FOR: ______________________________________________________

FROM: _____________________________ TO:

______________________________

DEPENDENT CHANGES Proof of eligibility required (i.e. birth/marriage/domestic partner certificate).
District Use

□ ADD
□ DELETE
□ MEDICAL
□ DENTAL
□ VISION
□ ADD
□ DELETE
□ MEDICAL
□ DENTAL
□ VISION
□ ADD
□ DELETE
□ MEDICAL
□ DENTAL
□ VISION
□ ADD
□ DELETE
□ MEDICAL
□ DENTAL
□ VISION

□ SPOUSE
□ DOMESTIC

LAST NAME (PRINT)

FIRST NAME (PRINT)

MI

SOCIAL SECURITY NO.

PARTNER

□M□F

□ SPOUSE/DOMESTIC PARTNER IS EMPLOYED AT SAME DISTRICT

DATE OF BIRTH

AGE

________/_______/_______

□ SON
□ DAUGHTER

AGE

________/_______/_______

AGE

________/_______/_______

________/_______/_______

http://sisc.kern.org/hw
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□ YES □ NO

AGE

IPA (HMO ONLY – REQUIRED)

ELIGIBLE FOR
OTHER HEALTH
PLAN?

ENROLLED IN
OTHER HEALTH
PLAN?

□ YES □ NO

□ YES □ NO

IPA (HMO ONLY – REQUIRED)

ENROLLED IN
OTHER HEALTH
PLAN?

□ YES □ NO

□ YES □ NO

IPA (HMO ONLY – REQUIRED)

ENROLLED IN
OTHER HEALTH
PLAN?

□ YES □ NO

□ YES □ NO

MI

SOCIAL SECURITY NO.

PCP (HMO ONLY – REQUIRED)

IS THIS YOUR
CURRENT
PROVIDER?

MI

SOCIAL SECURITY NO.

PCP (HMO ONLY – REQUIRED)

IS THIS YOUR
CURRENT
PROVIDER?

□YES □NO
FIRST NAME (PRINT)

ELIGIBLE FOR
OTHER HEALTH
PLAN?

IS THIS YOUR
CURRENT
PROVIDER?

□YES □NO
FIRST NAME (PRINT)

ELIGIBLE FOR
OTHER HEALTH
PLAN?

PCP (HMO ONLY – REQUIRED)

□YES □NO
FIRST NAME (PRINT)

LAST NAME (PRINT)

DATE OF BIRTH

SUBSCRIBER SIGNATURE

□ YES □ NO

LAST NAME (PRINT)

DATE OF BIRTH

□ SON
□ DAUGHTER

ENROLLED IN
OTHER HEALTH
PLAN?

LAST NAME (PRINT)

DATE OF BIRTH

□ SON
□ DAUGHTER

ELIGIBLE FOR
OTHER HEALTH
PLAN?

IPA (HMO ONLY – REQUIRED)

MI

SOCIAL SECURITY NO.

PCP (HMO ONLY – REQUIRED)

IS THIS YOUR
CURRENT
PROVIDER?

□YES □NO
DATE

MUST BE SUBMITTED WITHIN 30 CALENDAR DAYS OF QUALIFYING EVENT

PLAN ELECTION FORM
ABC SCHOOL DISTRICT
OCTOBER 1, 2012

Employees may choose between one of the following medical plans. Please make your choice by
checking the box under the plan and initial your choice.
Medical Plan:
Individual/Family Deductible(s):
Co-Insurance Maximum:
Hosp, Surg, X-Ray and Lab:
Doctor Visits:
Other Professional:
Out-of-Network Payment:
Prescription Drug Co-pay:
Check one of the boxes to the
right and initial your selection.

100-B
$100/$300
Not Applicable
100%
$10 co-pay
100%
Non-Par Fee
$5-10/$10-20

90-A
$100/$300
$300/$900
90%
$10 co-pay
90%
Non-Par Fee
$5-10/$10-20

Initial

Initial

I understand that the only time that I may change from one medical plan to another plan is during the
district's designated Open Enrollment Period for an effective date of October 1. If I gain a dependent
(i.e. marriage, birth or adoption), I can add those dependents by completing a change form, but I cannot
change from one medical plan to another medical plan at anytime except during the Open Enrollment
Period for an effective date of October 1.

PRINT YOUR NAME CLEARLY

SIGNATURE

DATE

This form will be placed in your personnel file.

For district use only. Please do not forward to SISC.

REGISTRATION FOR ACCESS TO
“SISC Web Portal”
(HEAR on the Web)

Return to SISC via fax or Secure E-mail
E-mail: kacouch@kern.org
Fax: (661) 636-4893

Registration Prepared by: ________________________________________

Date: _______________________________________________

Phone No. : ___________________________________________________

E-mail Address: _______________________________________

District Name: _________________________________________________

District CDS Code:_____________________________________

(Do not abbreviate)

District Address: __________________________________________________________________________www._______________________
(Street)

(City)

(Sate)

(Zip)

(Web Address)

SISC will provide a user name and password for each authorized user. Each authorized user will be sent two separate E-mails, one with their
user name and a second with their password. For a list of current authorized users, please refer to the Rates-At-A-Glance.

AUTHORIZED USERS SECURITY LEVEL

Please check at least one security level box for each user. (CURRENT USERS WILL BE REMOVED IF NOT LISTED ON THS FORM)
Correspondence
Rates At A Glance
Billing
Superintendent:
CHANGE:
Name:
ADD USER
NEW NAME
SECURITY LEVEL
E-MAIL ADDRESS
REMOVE USER
ADD USER
NEW NAME
SECURITY LEVEL
E-MAIL ADDRESS
REMOVE USER

ADD USER
NEW NAME
SECURITY LEVEL
E-MAIL ADDRESS
REMOVE USER

ADD USER
NEW NAME
SECURITY LEVEL
E-MAIL ADDRESS
REMOVE USER

ADD USER
NEW NAME
SECURITY LEVEL
E-MAIL ADDRESS
REMOVE USER

E-mail Address:
This person is replacing (to be removed):

No Change (Current Authorized User)

Billing/Finance Contact:
Name:

Correspondence

Rates At A Glance

E-mail Address:
This person is replacing (to be removed):

No Change (Current Authorized User)

Human Resource Contact::
Name:

Correspondence

Rates At A Glance

Billing

E-mail Address:
This person is replacing (to be removed):

No Change (Current Authorized User)

Broker:
Name:

Correspondence

Rates At A Glance

Billing

E-mail Address:
This person is replacing (to be removed):

No Change (Current Authorized User)

Additional Contact:
Name:

Correspondence

Rates At A Glance

E-mail Address:
This person is replacing (to be removed):

No Change (Current Authorized User)

Authorized Signature (District Administrator):
Signature:

Name and Title:
Date:
http://sisc.kern.org//hw
Rev. 05/12

Billing

PLEASE MAKE COPIES OF THIS FORM AS NEEDED.

Billing

SISC III ENROLLMENT FORM
District Use

□ MEDICAL
□ DENTAL

SECTION I: APPLICANT INFORMATION (Print clearly in black ink)
SOCIAL SECURITY NO.

LAST NAME (PRINT)

FIRST NAME (PRINT)

MI

DATE OF BIRTH
____/___/______

STREET ADDRESS

CITY

STATE

□ MALE
□ FEMALE

ZIP

□ VISION
TELEPHONE NO.

E-MAIL ADDRESS

IPA (HMO ONLY–REQUIRED)

PCP (HMO ONLY–REQUIRED)

CURRENT PROVIDER?

□ YES □ NO

□ LIFE

SECTION II: DEPENDENT INFORMATION Proof of eligibility required (i.e. birth/marriage/domestic partner certificate)

□ MEDICAL
□ DENTAL
□ VISION
□ MEDICAL
□ DENTAL
□ VISION
□ MEDICAL
□ DENTAL
□ VISION
□ MEDICAL
□ DENTAL
□ VISION

Spouse/
Domestic Partner
Gender

LAST NAME (PRINT)

MI

FIRST NAME (PRINT)

SOCIAL SECURITY NO.

□M □F
ELIGIBLE FOR
OTHER HEALTH
PLAN?

□ YES □ NO
□ SON
□ DAUGHTER
ELIGIBLE FOR
OTHER HEALTH
PLAN?

□ YES □ NO
□ SON
□ DAUGHTER
ELIGIBLE FOR
OTHER HEALTH
PLAN?

□ YES □ NO
□ SON
□ DAUGHTER
ELIGIBLE FOR
OTHER HEALTH
PLAN?

□ YES □ NO

ENROLLED IN OTHER
HEALTH PLAN?

DATE OF BIRTH

□ YES □ NO

TOTALLY
DISABLED?

_____/_____/_______

□ YES □ NO

LAST NAME (PRINT)

IPA (HMO ONLY–REQUIRED)

DATE OF BIRTH

□ YES □ NO

TOTALLY
DISABLED?

_____/_____/_______

□ YES □ NO

LAST NAME (PRINT)

MI

IPA (HMO ONLY–REQUIRED)

DATE OF BIRTH

□ YES □ NO

TOTALLY
DISABLED?

_____/_____/_______

□ YES □ NO

LAST NAME (PRINT)

DATE OF BIRTH

□ YES □ NO

TOTALLY
DISABLED?

_____/_____/_______

□ YES □ NO

PCP (HMO ONLY–REQUIRED)

MI

IPA (HMO ONLY–REQUIRED)

IS THIS YOUR
CURRENT PROVIDER?

SOCIAL SECURITY NO.

PCP (HMO ONLY–REQUIRED)

IS THIS YOUR
CURRENT PROVIDER?

□ YES □ NO

FIRST NAME (PRINT)

ENROLLED IN OTHER
HEALTH PLAN?

SOCIAL SECURITY NO.

□ YES □ NO

FIRST NAME (PRINT)

ENROLLED IN OTHER
HEALTH PLAN?

IS THIS YOUR
CURRENT PROVIDER?

□ YES □ NO

FIRST NAME (PRINT)

ENROLLED IN OTHER
HEALTH PLAN?

PCP (HMO ONLY–REQUIRED)

MI

IPA (HMO ONLY–REQUIRED)

SOCIAL SECURITY NO.

PCP (HMO ONLY–REQUIRED)

IS THIS YOUR
CURRENT PROVIDER?

□ YES □ NO

PLEASE ATTACH A SECOND PAGE IF ADDITIONAL SPACE IS REQUIRED







I understand it is my responsibility to notify SISC once a dependent or former dependent is no longer eligible, such as following a divorce or when a dependent child reaches the age of 26
that I may be financially liable to SISC in the event I fail to notify it and the claim of a non-eligible person is paid.
DEDUCTION AUTHORIZATION: If applicable, I authorize my school district to deduct from my wages the required dues.
NON-PARTICIPATING PROVIDER: I understand that I am responsible for a greater portion of my medical costs when I use a non-participating provider.
HIV Testing Prohibited: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance.
EFFECTIVE DATE: The effective date of coverage is subject to SISC III approval.
Any complaints regarding the exemption due to the Knox-Keene Health Care Service Plan Act of 1975 may be directed to the Department of Managed Health Care of the State of California.

SECTION III: SIGNATURE OF UNDERSTANDING – APPLICANT MUST SIGN
I have read and understood the provisions outlined on this form. All information on this form is correct and true. I understand that it is the basis on which coverage may be issued under the plan.
Any misstatements or omissions may result in future claims being denied and/or the policy being rescinded. You are entitled to a copy of this signed authorization for your files.
Additionally, any person who knowingly and with intent to injure, defraud, or deceive the district, SISC, or plan service provider, by filing a statement or claim containing false or misleading
information may be guilty of a criminal act punishable under law.
I attest by signing below that I have reviewed the information provided on this application and to the best of my knowledge and believe, it is true and accurate with no omissions or misstatements.

ARBITRATION AGREEMENT: I UNDERSTAND THAT ANY AND ALL DISPUTES BETWEEN MYSELF (AND/OR ANY ENROLLED FAMILY MEMBER)
AND SISC III (INCLUDING CLAIMS ADMINISTRATOR OR AFFILIATE) INCLUDING CLAIMS FOR MEDICAL MALPRACTICE, MUST BE RESOLVED
BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT OF THE SMALL CLAIMS COURT, AND NOT BY
LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS CALIFORNIA LAW PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. UNDER THIS COVERAGE, BOTH THE MEMBER AND SISC III ARE GIVING UP THE RIGHT TO HAVE ANY DISPUTE DECIDED IN A COURT
OF LAW BEFORE A JURY. SISC III AND THE MEMBER ALSO AGREE TO GIVE UP ANY RIGHT TO PURSUE ON A CLASS BASIS ANY CLAIM OR
CONTROVERSY AGAINST THE OTHER. (FOR MORE INFORMATION REGARDING BINDING ARBITRATION, PLEASE REFER TO YOUR EVIDENCE
OF COVERAGE BOOKLET.)
Applicant Signature

Date

SECTION IV. SELECTED COVERAGE (DISTRICT USE ONLY - REQUIRED)
ENROLLMENT REASON:

□ NEW HIRE □ OPEN ENROLLMENT □ EMPLOYEE STATUS CHANGE □ LOSS OF COVERAGE □ COBRA

QUALIFYING DATE: ____________ EFFECTIVE DATE: ____________ HIRE DATE: _______________ DISTRICT APPROVED INITIALS: ___________
DISTRICT NAME (DO NOT ABBREVIATE)
MEDICAL GROUP NO.

http://sisc.kern.org/hw
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JOB TITLE/CLASSIFICATION
DELTA DENTAL GROUP NO.

HOURS WORKED
PER WEEK
VISION GROUP NO.

□ 75% OPTION - PROVIDE SPOUSE SOCIAL SECURITY NO.
LIFE GROUP NO.

NOTICE OF PRIVACY PRACTICES
FOR THE USE AND DISCLOSURE OF PRIVATE HEALTH INFORMATION
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
Effective Date: April 3, 2006
Anyone has the right to ask for a paper copy of this Notice at any time.
Q. Why are you providing this Notice to me?
A. The SISC Health Benefits Plan is required by federal law, the Health Insurance Portability and Accountability Act (HIPAA), to make sure that your Protected Health
Information (PHI) is kept private. This law applies to the health benefits offered through SISC, including SISC Flex, the Health Reimbursement Arrangements (SISC
HRA) and the Health Savings Account (SISC HSA). We must give you this Notice of our legal duties and Privacy Practices with respect to your PHI. We are also
required to follow the terms of the Notice that is currently in effect. PHI includes information that we have created or received about your past, present, or future health
or medical condition that could be used to identify you. It also includes information about medical treatment you have received and about payment for health care you
have received. We are required to tell you how, when, and why we use and/or share your Protected Health Information (PHI).
Q. How and when can you use or disclose my PHI?
A. HIPAA and other laws allow or require us to use or disclose your PHI for many different reasons. We can use or disclose your PHI for some reasons without your
written agreement. For other reasons, we need you to agree in writing that we can use or disclose your PHI. We describe in this Notice the reasons we may use your
PHI without getting your permission. Not every use or disclosure is listed, but the ways we can use and disclose information fall within one of the descriptions below.
So you can receive treatment. We may use and disclose your PHI to those who provide you with health care services or who are involved in your care. These
people may be doctors, nurses, and other health care professionals. For example, if you are being treated for a knee injury, we may give your PHI to the people
providing your physical therapy. We may also use your PHI so that health care can be offered or provided to you by a home health agency.
To get payment for your treatment. We may use and disclose your PHI in order to bill and get paid for treatment and services you receive. For example, we may
give parts of your PHI to our billing or claims department or others who do these things for us. They can use it to make sure your health care providers are paid
correctly for the health care services you received under a health plan.
To operate our business. We may use and disclose your PHI in order to administer our health plans. For example, we may use your PHI in order to review and
improve the quality of health care services you receive. We may also provide your PHI to our accountants, attorneys, consultants, and others in order to make sure
we are obeying the laws that affect us. Another time when we may provide PHI to other organizations is when we ask them to tell us about the quality of our health
plans and how we operate our business. Before we share PHI with other organizations, they must agree to keep your PHI private.
To meet legal requirements. We share PHI with government or law enforcement agencies when federal, state, or local laws require us to do so. We also share PHI
when we are required to in a court or other legal proceeding. For example, if a law says we must report private information about people who have been abused,
neglected, or are victims of domestic violence, we share PHI.
To report public health activities. We share PHI with government officials in charge of collecting certain public health information. For example, we may share PHI
about births, deaths, and some diseases. We may provide coroners, medical examiners, and funeral directors information that relates to a person’s death.
For health oversight activities. We may share PHI if a government agency is investigating or inspecting a health care provider or organization.
For purposes of organ donation. Even though the law permits it, we do not share PHI with organizations that help find organs, eyes, and tissue to be donated or
transplanted.
For research purposes. We do not use or disclose your PHI in order to conduct medical research.
To avoid harm. In order to avoid a serious threat to the health or safety of a person or the public, we may provide PHI to law enforcement or people who may be able
to stop or lessen the harm.
For specific government functions. We may share PHI for national security reasons. For example, we may share PHI to protect the president of the United States.
In some situations, we may share the PHI of veterans and people in the military when required by law.
For workers’ compensation purposes. We may share PHI to obey workers’ compensation laws
.
For information about health-related benefits or services. We may use PHI to give you information about other health care treatment services, or benefits.
A plan amendment has been adopted to protect your PHI as required by law. The plan amendment allows PHI to be shared with the plan sponsor (SISC III Board of
Directors) for purposes of treatment, payment, health care operations and for other reasons related to the administration of the SISC Health Benefits Plan.
Other Uses and Disclosures Require Your Prior Written Agreement. In other situations, we will ask for your written permission before we use or disclose your
PHI. You may decide later that you no longer want to agree to a certain use of your PHI for which we received your permission. If so, you may tell us that in writing.
We will then stop using your PHI for that certain situation. However, we may have already used your PHI. If we had your permission to use your PHI when we used it,
you cannot take back your agreement for those past situations.
Q. Will you give my PHI to my family, friends, or others?
A. We may share medical information about you with a friend or family member who is involved in or who helps pay for your medical care when you are present. For
example, if one of our home health nurses or case managers visits you at your home or in the hospital and your mother is with you, we may discuss your PHI with you
in front of her. We will not discuss your PHI with you when others are present if you tell us not to.
In order to enroll you in a health plan, we may share limited PHI with your employer or other organizations that help pay for your membership in the plan. However, if
your employer or another organization that pays for your membership asks for specific PHI about you, we will get your permission before we disclose your PHI to
them.
There may be a situation in which you are not present or you are unable to make health care decisions for yourself. Then we may use or share your PHI if
professional judgment says that doing so is in your best interests. For example, if you are unconscious and a friend is with you, we may share your PHI with your
friend so you can receive care.

Q. What are my rights with respect to my PHI?
A. You have the right to ask that we limit how we use and give out your PHI. You also have the right to request a limit on the PHI we give to someone who is
involved in your care or helping pay for your care, like a family member or friend. For example, you could ask that we not use or disclose information about a
treatment you had. We will consider your request. However, we are not required to agree to the request. If we accept your request, we will put any limits in writing. We
will honor these limits except in emergency situations. You may not limit the ways we use and disclose PHI when we are required to make the use or disclosure.
You have the right to ask that we send your PHI to you at an address of your choice or to communicate with you in a certain way if you tell us that this is necessary
to protect you from danger. You must tell us in writing what you want and that the reason is you could be put in danger if we do not meet your request. For example,
you may ask us to send PHI to your work address instead of your home address. You may ask that we send your PHI by e-mail rather than regular mail.
You have the right to look at or get copies of your PHI that we have. You must make that request in writing. You can get a form to request copies or look at your PHI
by calling the SISC Privacy Officer. If we do not have your PHI, we will tell you how you may be able to get it. We will respond to you within 30 days after we receive
your written request. In certain situations, we may deny your request. If we do, we will tell you, in writing, the reasons we are denying your request. We will also
explain your right to have our denial reviewed.
If you ask for a copy of your PHI, we will charge you a reasonable fee based on the cost of copying and postage. We can send you all your PHI, or if you request, we
may send you a summary or general explanation of your PHI if you agree to the cost of preparing and sending it.
You have the right to get a list of instances in which we have given out your PHI. The list will not include: a) disclosures we made so you could get treatment; b)
disclosures we made so we could receive payment for your treatment; c) disclosures we made in order to operate the Plan; d) disclosures made directly to you or to
people you designated; e) disclosures made for national security purposes f) disclosures made to corrections or law enforcement personnel; g) disclosures we made
before we sent you this Notice; or h) disclosures we made when we had your written permission.
We will respond within 60 days of receiving your written request. The list we give you can only include disclosures made after April 14, 2003, the date this Notice
became effective. We cannot provide you a list of disclosures made before this date. You may request a list of disclosures made the six years (or fewer) preceding
the date of your request. The list will include a) the date of the disclosure; b) the person to whom PHI was disclosed (including their address, if known); c) a
description of the information disclosed; and d) the reason for the disclosure. We will give you one list of disclosures per year for free. If you ask for another list in the
same year, we will send you one if you agree to pay the reasonable fee we will charge for the additional list.
You have the right to ask us to correct your PHI or add missing information if you think there is a mistake in your PHI. You must send us your request in writing and
give the reason for your request. You can get a form for making your request by calling the SISC Privacy Officer. We will respond within 60 days of receiving your
written request. If we approve your request, we will make the change to your PHI. We will tell you that we have made the change. We will also tell others who need to
know about the change to your PHI.
We may deny your request if your PHI is a) correct and complete, b) not created by us, c) not allowed to be disclosed, or d) not part of our records. If we deny your
request, we will tell you the reasons in writing. Our written denial will also explain your right to file a written statement of disagreement. You have the right to ask that
your written request, our written denial, and your statement of disagreement be attached to your PHI anytime we give it out in the future.
Q. How may I complain about your Privacy Practices?
A. If you think that we may have violated your Privacy rights, you may send your written complaint to the address shown at the bottom of this notice. You also may
make a complaint to the Secretary of the Department of Health and Human Services. You will not be penalized for filing a complaint about our Privacy Practices.
Q. How will I know if my rights described in this Notice change?
A. We reserve the right to change the terms of this Notice and our Privacy Policies at any time. Then the new Notice will apply to all your PHI. If we change this
Notice, we will put the new Notice on our website at and mail a copy of the new Notice to our subscribers (but not to dependents).
Q. Who should I contact to get more information or to get a copy of this Notice?
A. For more information about your Privacy rights described in this notice, or if you want another copy of the Notice, please visit our website where you can download
the Notice. You may also write us at Self-Insured Schools of California, 1300 17th Street, Bakersfield, CA 93301. Further information may also be obtained by calling
SISC’s Privacy Officer at (661) 636-4887.
ANNUAL NOTICE: Women's Health and Cancer Rights Act (WHCRA)
Your Plan is required to provide you annually with the following notice, which applies to breast cancer patients who elect to have reconstructive surgery in connection
with a mastectomy.
Under federal law, group health plans, insurers, and HMOs that provide medical and surgical benefits in connection with a mastectomy must provide benefits for
reconstructive surgery, in a manner determined in consultation with the attending physician and the patient, for:
• reconstruction of the breast on which the mastectomy was performed;
• surgery and reconstruction of the other breast to produce a symmetrical appearance; and
• prostheses and treatment of physical complications at all stages of the mastectomy, including lymphedemas.
This coverage is subject to a plan's deductibles, coinsurance or copayment provisions.
If you have any questions about whether your plan covers mastectomies or reconstructive surgery, please contact your Plan Administrator.
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TELEPHONE NUMBERS - Who to Contact
Please furnish employees with one of the following phone numbers when they need a new I.D. card or have questions regarding
benefits or claims (phone numbers beginning with 800 or 866 are toll-free):

CLAIMS & CUSTOMER SERVICE
ANTHEM BLUE CROSS (www.anthem.com/ca/sisc) ..………………...…………………………..……………….See I.D. Card
BLUE SHIELD of California (www.blueshieldca.com/SISC) ………………………………………..…………….See I.D. Card
COBRA - Nicole Henry (nihenry@kern.org) ...............………………………………………………..…………...(661) 636-4214
DELTA DENTAL of California (www.deltadentalins.com)…………………………………………………….. (866) 499-3001
EMPLOYEE ASSISTANCE PROGRAM (EAP)
Anthem Blue Cross (EAP) (www.anthem.com/ca/sisc) ......................................................……………...(800) 999-7222
HEALTH MAINTENANCE ORGANIZATION (HMO) PLANS
Blue Shield HMO (www.blueshieldca.com/SISC)....................................................................................(800) 642-6155
Anthem Blue Cross HMO (www.anthem.com/ca/sisc) ...………………………………………...….………..(800) 227-3771
Kaiser Permanente (www.kaiserpermanente.org) ……………………………………...……………….……(800) 464-4000
I.D. CARDS.. ............................................................................................................................................ See Vendor Website
INDIVIDUAL RETIREE PLANS/MEDICARE ADVANTAGE PLANS
Blue Shield 65+ HMO Medicare Advantage ...……………………………………………………………………(800)776-4466
CompanionCare ...…………………………………………………………………………………………………...(800) 825-5541
Kaiser Senior Advantage ...…………………………………………………………………………………………(800) 464-4000
MEDCO (www.medcohealth.com)
Customer Service and Mail Order Service ………………………………………………………..………..…...(800) 987-5241
MEDICAL EYE SERVICES (www.mesvision.com) …………………………………………………………….......(800) 877-6372
SISC DIRECT BILL FOR RETIREES - Julie Gragg (jugragg@kern.org) …………………………..…………...(661) 636-4651
VISION SERVICE PLAN (VSP) (www.vsp.com) ……………………………………………………………………(800) 877-7195

The following SISC phone numbers should be used by district personnel to address questions regarding eligibility or reporting
procedures.

Eligibility Technicians
Fax (661) 636-4094 or Secure e-mail for activity only – https://filetransfer.kern.org
DIRECT LINES
Norma Castro
(nocastro@kern.org).................................................................................................... (661) 636-4508
Cristina De Guzman (crdeguzman@kern.org) ............................................................................................. (661) 636-4869
Maria Pierce
(mapierce@kern.org) .................................................................................................... (661) 636-4397
Bobbie Wellwood (bowellwood@kern.org)................................................................................................. (661) 636-4307

SISC Account Management Teams
Fax (661) 636-4893
Raquel Acebedo
Heather Clark

(raacebedo@kern.org) …………………………………………………………………...…..(661) 636-4713
(heclark@kern.org) ….……………………………………………………………………..... (661) 636-4533

Lola Nickell
Karen Morovich

(lonickell@kern.org) …………………………………………………………………………. (661) 636-4669
(kamorovich@kern.org)…………………………………………………………………...…..(661) 636-4622

Lauri Phillips
Kim Lyon

(laphillips@kern.org) …………………………………………………………………………. (661) 636-4711
(kilyon@kern.org)……………………………………………………………….………..........(661) 636-4626
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CUSTOMER SERVICE PHONE NUMBERS & ADDRESSES FOR
CLAIMS INFORMATION & PROCESSING
The SISC III office does not process medical claims. Our medical claims are processed by one of the offices listed
below. Physicians or subscribers should forward their claim to address on the member’s I.D. card.
ALL CLAIMS SENT TO OUR OFFICE WILL BE RETURNED DIRECTLY TO THE DOCTOR OR THE SUBSCRIBER
WHO SENT IT TO THE SISC OFFICE.

ANTHEM BLUE CROSS PPO PLANS
Foundation for Medical Care of Kern County
PO Box 12020
Bakersfield, CA 93389-2020
5701 Truxtun Avenue #100
Bakersfield, CA 93309
(661) 327-7581/(800) 322-5709

Foundation for Medical Care of Tulare & Kings Counties, Inc.
3335 South Fairway
Visalia, CA 93277
(559) 734-1321/(800) 662-5502
Coastal Healthcare Administrators
Post Office Box 80308
Salinas, CA 93912

(800) 564-7475

Anthem Blue Cross of California
Rancho Cordova
P.O. Box 60007
Los Angeles, CA 90060-0007

(800) 365-0020

ANTHEM BLUE CROSS PPO OR HMO PLANS
Anthem Blue Cross of California
Woodland Hills
Post Office Box 60007
Los Angeles, CA 90060-0007
(800) 825-5541
BLUE SHIELD HMO PLANS
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Blue Shield of California

(800) 642-6155

BLUE SHIELD PPO PLANS
Blue Shield of California
P.O. Box 272550
Chico, CA 95927-2250

(800) 642-6155

