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Benefits at a glance

This is a brief description of your  student health plan 
underwritten  by Anthem Blue Cross (Anthem). If you 
would like more details about  your coverage and costs, 
you can  find the complete terms in the  policy or plan 
document online at www.anthem.com/ca. 
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Law School Students (Sacramento):

All degree seeking Law School students  on the 

Sacramento campus enrolled in  6 or more units 

are required to have  health insurance. You will be 

automatically enrolled in and billed for the Student  

Health Insurance Plan unless proof of comparable 

coverage is received by the published deadline.  

 

 

Undergraduate & Pharmacy 
D Students (Sacramento, San 
Francisco, Stockton):

Undergraduate & Pharmacy D students on all 

campuses enrolled in 9 or more units are required 

to have health insurance. You will be automatically 

enrolled in and billed for the Student Health 

Insurance Plan unless proof of comparable coverage 

is received by the published deadline.

Welcome to Anthem  
Student Advantage
As your new school year begins, it’s important to understand your health care 
benefits and  how they work. Your Anthem Student Advantage plan will help guide 
you through that process with information about who is eligible, what is covered, 
how much it costs, and the best ways  to access care. 

What you need to know about Anthem Student Advantage

Continues
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Graduate/Professional  
Students (Sacramento,  
San Francisco, Stockton):

All Graduate/Professional Students on all campuses 

enrolled in 1 unit or more are required to have 

health insurance. You will be automatically enrolled 

in and billed for the Student Health Insurance Plan 

unless proof of comparable coverage is received by 

the published deadline.

Dental Students (not including 
Dental Hygiene):

All Dental School students on the San Francisco 

campus enrolled in 1 unit or more are required to 

have health insurance. You  will be automatically 

enrolled in and billed for the Student Health 

Insurance Plan unless  proof of comparable 

coverage is received by the published deadline. 

Advanced Education in General 
Dentistry (AEGD) Residents:

All AEGD Residents based out of the San Francisco 

campus and/or practicing in Union City are required 

to have health insurance.  You will be automatically 

enrolled in and billed for the Student Health 

Insurance Plan unless proof of comparable coverage 

is received by the published deadline. 

International Students:

All International students taking 1 or more  

units, regardless of class level and program on all 

campuses are required to have health insurance. 

You will be automatically enrolled in and billed for 

the Student Health Insurance Plan unless proof  

of comparable coverage is received by the 

published deadline.

Students in fully online and external partnership 

programs are not eligible in the Student Health 

Insurance Plan. 

All Campuses:

Students must actively attend classes for at least 

the first 45 days after the effective date of the 

period for which coverage is purchased. Students on 

an approved Leave of Absence 

(LOA) who were enrolled in at least one semester 

immediately preceding their LOA can enroll in a max 

of one semester at the regular semester rate (non-

continuation term). Students may NOT purchase 

coverage for the following semester unless they 

meet University of the Pacific’s  

eligibility requirements.

Only students who graduate, withdraw,  or drop out 

AFTER the first 45 days from  the start of the term, 

can purchase continuation coverage. Students 

should  visit www.gallagherstudent.com/UOP and 

click on ‘Forms & Applications’ to enroll.

Coverage for dependents (spouse/children) is not 

available under this plan.

What you need to know about Anthem Student Advantage continued
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Coverage periods and rates

*The above rates include premiums for the plan and commissions and administrative fees.

*Rates are pending approval with the state and subject to change.

Coverage will become effective at 12:01 a.m., and will end at 11:59 p.m. on the dates shown below.

Costs and dates of coverage, Medical, Dental and Vision Plan

Undergraduate & International Students

Graduate/Professional/Law Students

Dental Students (not including Dental Hygiene)

Annual  
8/1/2023 -7/31/2024

Fall  
8/1/2023–1/31/2024

Spring 
2/1/2024–7/31/2024

Enrollment/ 
Waiver Deadline

9/8/2023 9/8/23
1/31/ 24  

(newly eligible students only)

Student $2,608.00 $1,304.00 $1,304.00

Annual  
8/1/2023-7/31/2024

Fall  
8/1/2023–1/31/2024

Spring 
2/1/2024–7/31/2024

Enrollment/ 
Waiver Deadline

9/8/2023 9/8/23
1/31/ 24  

(newly eligible students only)

Student $3,296.00 $1,648.00 $1,648.00

Annual  
07/1/2023-6/30/2024

Fall  
7/1/2023-12/31/2023

Spring 
1/1/2024-6/30/2024

Enrollment/ 
Waiver Deadline

7/31/23 7/31/23 N/A

Student $3,296.00 $1,648.00 $1,648.00
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Keep in touch  
with your benefits 
information

Student  
Health Center 
STOCKTON 
Location 
1041 Brookside Road 
(across the footbridge 
from the main campus

Hours* 
Monday – Friday 
7:00 am – 5:00 pm

SACRAMENTO 
Location 
Halbert Hall 
3257 5th Avenue 
Sacramento, CA 95817

Hours: 8:00am to 5:00pm 
Mondays, Wednesdays, Thursdays  
& Fridays (closed Tuesdays)

SAN FRANCISCO 
Location 
155 Fifth Street, 5th Floor, Suite 513

Hours* 
Monday 7:30 am - 4:30 pm 
Tuesday 8:30 am - 5:30 pm 
Wednesday 11:30 am - 6:00 pm 
Thursday 7:30 am - 4:30 pm  
Closed on Fridays

* �(Hours subject to change. Visit Visit  
www.pacific.edu/healthservices for  
more information)

Claims  
and coverage
1-800-888-2108 
Anthem Blue Cross Life and 
Health Insurance Company 
P.O. Box 60007 
Los Angeles, CA 90060-0007

General information 
on Benefits, Eligibility 
& Enrollment, ID Cards 
or Service Issues
Gallagher Student Health
& Special Risk 
1-833-233-0764 
www.gallagherstudent.com/uop 
University of the Pacific
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Convenient access  
to care
Access the care you need, when you need it, and in the way that  
works best for you.

Sydney Health app
With the SydneySM Health1 mobile app through 
Anthem Student Advantage, you have instant  
access to:

	◦ Your member ID card.

	◦ The Find a Doctor tool.

	◦ More information about your plan benefits.

	◦ Health tips that are tailored to you.

	◦ LiveHealth Online and 24/7 NurseLine.

	◦ Student support specialists  
(through click-to-chat or by phone).

Access the Sydney Health app
Go to the App StoreSM or Google PlayTM and search  
for the Sydney Health app to download it today.

LiveHealth Online
From your mobile device or computer with  a webcam, 
you can use LiveHealth Online  to visit with a board-
certified doctor,  psychiatrist or licensed therapist 
through  live video.2 To use, go to your Sydney Health 
app or www.livehealthonline.com. You can  also 
download the free LiveHealth Online  app to sign up.

24/7 NurseLine
Call 1-844-545-1429 to speak to a registered
nurse who can help you with health issues like
fever, allergy relief, cold and flu symptoms and
where to go for care. Nurses can also help you
enroll in health management programs if you
have specific health conditions, and remind you
about scheduling important screenings and
exams, and more.

Provider finder
Visit www.anthem.com/ca/find-doctor  
to find the right doctor or facility close to 
where you are. 

Anthem Student Advantage  
University of the Pacific website 
Visit www.anthem.com/studentadvantageca to see 
your health plan information, including providers, 
benefits, claims, covered drugs and more.

1 Sydney Health is a service mark of CareMarket, Inc.

2 �Appointments subject to availability of a therapist. Psychologists or therapists using LiveHealth Online cannot prescribe medications. Online counseling is not appropriate for all kinds of problems. If you are in crisis or have suicidal thoughts, it’s important that you seek help 
immediately. Please call 1-800-784-2433 (National Suicide Prevention Lifeline) or 911 and ask for help. If your issue is an emergency, call 911 or go to your nearest emergency room. LiveHealth Online does not offer emergency services.

LiveHealth Online is the trade name of Health Management Corporation, a separate company, providing telehealth services on behalf of Anthem Blue Cross and Blue Shield.
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Your plan  
details
This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not 
reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations 
and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference between this summary and the 
Evidence of Coverage (EOC), the Evidence of Coverage (EOC) will prevail. Plan benefits are pending approval with the state and 
subject to change.

Anthem Blue Cross and Blue Shield
Student Health Insurance Plan:  
University of the Pacific

Your network:  
Prudent Buyer PPO 

Covered Medical Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Overall Deductible $300 student $300 student

Overall Out-of-Pocket Limit $5,600 student $5,600 student

All medical and prescription drugs deductibles, copayments and coinsurance apply towards the out-of-pocket maximum.  
In-network and out-of-network out-of-pocket maximum amounts are seperate and do not accumulate towards each other. 

Virtual Visits from online provider LiveHealth Online for urgent/acute medical and mental health and substance use disorder 
care vis www.livehealthonline.com are covered No charge. 

Primary Care (PCP) virtual and office 
$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Mental Health and Substance Use Disorder Care  
virtual and  office

$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Specialist Care virtual and office
$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal) 
In-Network routine prenatal office visits and other preventive 
prenatal care and screening are covered  
at 100%.

$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Retail Health Clinic for routine care and treatment of 
common illnesses; usually found in major pharmacies or 
retail stores.

$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Chiropractic Services
$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Acupuncture
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Medical
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Covered Medical Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Other services in an office

Allergy Testing
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Prescription Drugs - Dispensed in the office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Surgery
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Preventive care / screenings / immunizations No charge
40% coinsurance after 

medical deductible is met

Preventive care for Chronic Conditions per IRS guidelines No charge
40% coinsurance after 

medical deductible is met

Diagnostic Services

Lab

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Freestanding Lab
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

X-Ray

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Freestanding Radiology Center
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Advanced Diagnostic Imaging

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Freestanding Radiology Center
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Emergency and urgent care

Urgent Care
$20 copay per visit medical 
deductible does not apply

40% coinsurance after 
medical deductible is met

Emergency Room Facility Services 
Copay waived if addmited. 

$150 copay per visit and 20% 
coinsurance after medical 

deductible is met
Covered as In-Network
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Covered Medical Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Emergency Room Doctor and Other Service
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Emergency Ambulance
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Mental Health and Substance Use Disorder Care at a Facility

Facility Fees
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Doctor Services
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Surgery

Facility Fees 
Hospital

20% coinsurance after 
medical deductible is met

40% coinsurance after 
medical deductible is met

Ambulatory  Surgical Center
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Doctor and Other Services 
Hospital

20% coinsurance after 
medical deductible is met

40% coinsurance after 
medical deductible is met

Ambulatory  Surgical Center
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Hospital (Including Maternity, Mental / Behavioral Health, Substance Abuse)

Facility fees
Coverage for Inpatient Rehabilitation is limited to 100 days 
per benefit period.

20% coinsurance after 
medical deductible is met

40% coinsurance after 
medical deductible is met

Human Organ and Tissue Transplants
Coverage includes acquisition and transplant procedures, 
collection and storage.

20% coinsurance after 
medical deductible is met

Not covered

Doctor and other services

Recovery & Rehabilitation

Home Health Care  
Coverage is limited to 100 visits per benefit period. Limits 
are combined for all home health services.

20% coinsurance after 
medical deductible is met

40% coinsurance after 
medical deductible is met

Rehabilitation service

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Habilitation service

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

11



Covered Medical Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Habilitation services

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Chemo/Radiation Therapy

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Dialysis/Hemodialysis

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Cardiac rehabilitation

Office
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Outpatient Hospital
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Skilled Nursing Care (facility) 
Coverage is limited to 100 days per benefit period.

20% coinsurance after 
medical deductible is met

40% coinsurance after 
medical deductible is met

Hospice
20% coinsurance after 

medical deductible is met
20% coinsurance after 

medical deductible is met

Durable Medical Equipment
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

Prosthetic Devices
20% coinsurance after 

medical deductible is met
40% coinsurance after 

medical deductible is met

12



Covered Prescription Drug Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Pharmacy Deductible Not applicable Not applicable

Pharmacy Out of Pocket Limit
Combined with medical  

out-of-pocket limit
Combined with medical  

out-of-pocket limit

Prescription Drug Coverage 
Network: Base Network  
Drug List: Traditional Open

Day Supply Limits: 
Retail Pharmacy 30 day supply (cost shares noted below) 
Retail 90 Pharmacy 90 day supply (cost shares noted below) 
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below) Maintenance medications are available through 
CarelonRx Mail. 
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply).We may require certain drugs 
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.

Tier 1 - Typically Generic
Each 90 day supply script filled at Retail 90 pharmacies is 
subject fo 3 times the 30 day supply cost share(s) charged at 
In-Network Retail Pharmacies.

$15 copay per prescription 
(retail) and $30 copay per 
prescription (home delivery)

$15 copay plus 50% 
coinsurance up to $250 per 
prescription (retail) and Not 
covered (home delivery)

Tier 2 – Typically Preferred Brand
Each 90 day supply script filled at Retail 90 pharmacies is 
subject fo 3 times the 30 day supply cost share(s) charged 
at In-Network Retail Pharmacies.

$30 copay per prescription 
(retail) and $60 copay per 
prescription (home delivery)

$30 copay plus 50% 
coinsurance up to $250 per 
prescription (retail) and Not 
covered (home delivery)

Tier 3 - Typically Non-Preferred Brands
Each 90 day supply script filled at Retail 90 pharmacies is 
subject fo 3 times the 30 day supply cost share(s) charged 
at In-Network Retail Pharmacies.

$50 copay per prescription 
(retail) and $100 copay per 
prescription (home delivery)

$50 copay plus 50% 
coinsurance up to $250 per 
prescription (retail) and Not 
covered (home delivery)

Tier 4  - Typically Specialty (brand and generic)

20% coinsurance up to  
$250 per prescription(retail) 
and 20% coinsurance up to 
$750 per prescription  
(home delivery)

Not covered  
(retail and home delivery)

Pharmacy
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Covered Vision Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.

Children’s Vision Essential Health Benefits (up to age 19)

Vision exam
Limited to 1 exam per benefit period.

No charge Reimbursed Up to $30

Frames
Limited to 1 unit per benefit period.

No charge Reimbursed Up to $45

Lenses
Limited to 1 unit per benefit period combined with OON  
Coverage. OON Reimbursement: Single Reimbursed 
Up to $25, Bifocal Reimbursed Up to $40, Trifocal 
Reimbursed Up to $55.

No charge Receives Reimbursement

Elective Contact Lenses
Limited to 1 unit per benefit period.

No charge Reimbursed Up to $60

Non-Elective Contact Lenses  
Limited to 1 unit per benefit period.

No charge Reimbursed Up to $210

Covered Dental Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

This is a brief outline of your dental coverage. Only children’s dental services count towards your out of pocket limit.

Children’s Dental Essential Health Benefits (up to age 19)

Children’s Dental Essential Health Benefits 
Diagnostic and preventive  
Limited to 1 visit per 6 months.

No charge No charge

Basic services
20% coinsurance dental 

deductible does not apply
20% coinsurance dental 

deductible does not apply

Major services
50% coinsurance dental 

deductible does not apply
50% coinsurance dental 

deductible does not apply

Medically Necessary Orthodontia services
50% coinsurance dental 

deductible does not apply
50% coinsurance dental 

deductible does not apply

Cosmetic Orthodontia services Not covered Not covered

Adult Dental Not covered Not covered
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Covered Dental Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Annual Benefit Maximum  
Plan Year

Per insured person $1000 $1000

Annual Deductible  
Plan Year

Per insured person $25 $50

Deductible Waived for Diagnostic/Preventive Services Yes Yes

Diagnostic and Preventive Services

Periodic oral exam 2 per 12 months 0% Coinsurance 0% Coinsurance

Teeth cleaning (prophylaxis) 2 per 12 months;  
w/periodontal maintenance

0% Coinsurance 0% Coinsurance

Bitewing X-rays: 1 set per 12 month 0% Coinsurance 0% Coinsurance

Intraoral X-rays 0% Coinsurance 0% Coinsurance

Dental Plan
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Covered Dental Benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Basic Services

Amalgam (silver-colored) Filling 20% Coinsurance 20% Coinsurance

Front Composite (tooth-colored) Filling 20% Coinsurance 20% Coinsurance

Back Composite Filling 20% Coinsurance 20% Coinsurance

Simple Extractions 20% Coinsurance 20% Coinsurance

Endodontics

Root Canal 20% Coinsurance 20% Coinsurance

Periodontics

Scaling and root planing 20% Coinsurance 20% Coinsurance

Oral Surgery

Simple Extractions 
1 per tooth per lifetime

20% Coinsurance 20% Coinsurance

Oral Surgery (Complex)

Surgical Extractions 20% Coinsurance 20% Coinsurance

Major (Restorative) Services

Crowns 50% Coinsurance 50% Coinsurance

Prosthodontics

Dentures and bridges 50% Coinsurance 50% Coinsurance

Dental Implants 50% Coinsurance 50% Coinsurance

Prosthodontic Repairs/Adjustments

Crown, denture, bridge repairs 50% Coinsurance 50% Coinsurance

Denture and bridge adjustments 50% Coinsurance 50% Coinsurance

Orthodontic Services

None Not Covered Not Covered

Additional Limitations & Exclusions. Below is a partial listing of non-covered services under your dental plan. Please see your policy 
for a full list. 

Services provided before or after the term of this coverage - Services received before your effective date or after your coverage 
ends, unless otherwise specified in the dental plan certificate 

Cosmetic dentistry (unless included as part of your dental plan benefits) provided by dentists solely for the purpose of improving the 
appearance of the tooth when tooth structure and function are satisfactory and no pathologic conditions (cavities) exist 

Drugs and medications including intravenous conscious sedation, IV sedation and general anesthesia when performed with 
nonsurgical dental care 

Analgesia, analgesic agents, and anxiolysis nitrous oxide, therapeutic drug injections, medicines or drugs for nonsurgical or 
surgical dental care except that intravenous conscious sedation is eligible as a separate benefit when performed in conjunction with 
complex surgical services.

This is not a contract; it is a partial listing of benefits and services. All covered services are subject to the conditions, limitations, exclusions, terms and provisions of your certificate of coverage. In the event of a discrepancy between the information in this summary and the 
certificate of coverage, the certificate will prevail.
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Blue View Vision plan benefits
Cost if you use an  

In-Network Provider
Cost if you use an  

Out-of-Network Provider

Routine Eye Exam

A comprehensive eye examination once every plan year $10 copay Up to $42 reimbursement

Eyeglass Frames

One pair of eyeglass frames once every two plan years
$130 allowance, then  
20% off any balance

Up to $45 reimbursement

Eyeglass Lenses (instead of contact lenses)

One pair of standard plastic prescription lenses:

Single vision lenses once every plan year $10 copay Up to $40 reimbursement

Bifocal lenses once every plan year $10 copay Up to $60 reimbursement

Trifocal lenses once every plan year $10 copay Up to $80 reimbursement

Contact Lenses1 (instead of eyeglass lenses)

Elective conventional (non-disposable); OR once every 
plan year

$130 allowance,  
then 15% off any balance

Up to $105 reimbursement

Elective disposable; OR once every plan year
$130 allowance  
(no additional discount)

Up to $105 reimbursement

Non-elective (medically necessary)  0nce every plan year Covered in full Up to $210 reimbursement

Adult Vision

1 �Contact lens allowance will only be applied toward the first purchase of contacts made during a benefit period. Any unused amount remaining cannot be used for subsequent purchases in the same benefit period, nor can any unused amount be carried over to the following 
benefit period.
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Additional savings available from in-network providers

Description Member cost

When obtaining covered eyewear from a Blue View Vision provider, members may choose to upgrade their new eyeglass 
lenses at a discounted cost. Costs shown are after any applicable eyeglass lens copayment.

Progressive Lenses

Standard $55

Premium Tier 1 $85

Premium Tier 2 $95

Premium Tier 3 $110

Premium Tier 4 $175

Anti-Reflective Coating

Standard $45

Premium Tier 1 $57

Premium Tier 2 $68

Premium Tier 3 $85

Transitions lenses (Adults) $75

Standard Polycarbonate lenses (Adults) $40

UV Coating $15

Other lens upgrades and add-ons 20% off retail price

Retinal Imaging (obtained at same time as covered eye exam) Up to $39

Standard contact lens fitting and follow-up after comprehensive eye exam Up to $55

Premium contact lens fitting and follow-up after comprehensive eye exam 10% off retail price

Additional supplies of conventional contact lenses after benefits have  
been used

15% off retail price 

Eyeglass materials purchased separately 20% off retail price

Other items including most non-prescription sunglasses, eyewear accessories 
such as lens cleaning supplies, contact lens solutions, eyeglass cases, etc.

20% off retail price

Other discount offers on LASIK surgery and much more are available through our  
SpecialOffers program.

This information is intended to be a brief outline of plan benefits. The most detailed description of benefits, exclusions, and restrictions can be found in the Certificate of Coverage. Discounts are subject to change without notice. Laws in some states may prohibit network 
providers from discounting products and services that are not covered benefits under the plan. Discounts will not apply when a manufacturer has imposed a no discount policy on the item. 

Transitions and the swirl are registered trademarks of Transitions Optical, Inc.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The 
Blue Cross name and symbol are registered marks of the Blue Cross Association..
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Notes:
	◦ Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help the 

member know if the services are considered not medically necessary.

	◦ No charge means no deductible/copayment/coinsurance up to the maximum allowable amount. 0% means no coinsurance 
up to the maximum allowable amount. However, when choosing a Non-network provider, the member is responsible for any 
balance due after the plan payment.

	◦ When using a non-network pharmacy, members are responsible for the stated copay & costs in excess of the prescription drug 
maximum allowed amount. Members will pay upfront and submit a claim form.

	◦ For additional information on limitations and exclusions and other disclosure items that apply to this plan, go to  
https://le.anthem.com/pdi?x=CA SH PP0276470MG01.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not 
reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations 
and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference between this summary and the 
Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health 
Insurance Company are independent licensees of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem 
Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

Questions: (800) 888-2108 or visit us at https://student.anthem.com 
CA/SH/CUSTOM STUDENT HEALTH PLAN WITHOUT STUDENT HEALTH CENTER/0GT7/07-01-2023
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Emergency travel assistance
As a participant in the student health plan, you have access to 
emergency travel services and benefits when you are traveling over 
100 miles from home or outside your home country.

To ensure you have immediate access to assistance if you 
experience a travel-related crisis, Academic HealthPlans has 
included Academic Emergency Services (AES) in your Student 
Health Insurance Plan coverage. AES offers a wide range of services 
and benefits to provide everything you need to prepare for your 
international experience, as well as get the help or information you 
need in a crisis.

Academic Emergency Services phone numbers

◦	 To contact Academic Emergency Services from the U.S or 
Canada, call 855-873-3555.

◦	 To contact Academic Emergency Services from outside the 
U.S. or Canada, dial the country access code followed by the 
collect number: 1-610-263-4660.

Benefits that  
go with you

You can count on medical coverage anywhere worldwide with GeoBlue.1 Access international doctors by phone or 
video, and use our 24/7 help center for emergency health questions.

Your GeoBlue benefits for the 2023-2024 school year 
Use of benefits must be coordinated and approved by GeoBlue.

International telemedicine services2

Global TeleMDTM Confidential access to international doctors by phone or video call.

Coverage outside of the U.S., excluding students home country.

Medical expenses
Maximum benefit up to $250,000 each coverage year, no deductibles or 
copays. Consult coverage certificate for benefit limitations and exclusions.3

Coverage worldwide, except within 100 miles of primary residence for U.S. students. 
Coverage worldwide, excluding home country for international students.

Emergency medical evacuation Unlimited

Repatriation of remains Unlimited

Emergency family travel arrangements Maximum benefit up to $5,000 each coverage year

Political emergency and natural disaster evacuation
(Available only when traveling outside the United States)4

Covered 100% up to $100,000 each person. Subject to a combined 
$5,000,000 limit for each covered event for all people covered under  
the plan.

Accidental death and dismemberment Maximum benefit up to $10,000 each coverage year

1 GeoBlue is the trade name of Worldwide Insurance Services, LLC (Worldwide Services Insurance Agency, LLC in California and New York), an independent licensee of the Blue Cross and Blue Shield Association. GeoBlue is the administrator of coverage provided under insurance 
policies issued by 4 Ever Life International Limited, Bermuda, an independent licensee of the Blue Cross Blue Shield Association. Coverage is not available in all states. Some restrictions apply.

2 Telemedicine services are provided by Teladoc Health, directly to members. GeoBlue assumes no liability and accepts no responsibility for information provided by Teladoc Health and the performance of the services by Teladoc Health. Support and information provided through 
this service does not confirm that any related treatment or additional support is covered under a member’s health plan.

3 These medical expenses are limited and are subject to limitations and exclusions. See full certificate of insurance for a full description of services and coverage of what is and isn’t covered.

4 The Political, Military and Natural Disaster Evacuation Services (PEND) are provided through Crisis24, an independent third party, non-affiliated service provider. Crisis24 does not supply Blue Cross or Blue Shield products or other benefits, and is therefore solely responsible for 
PEND and other collateral services it provides. GeoBlue makes no warranty, express or implied, and accepts no responsibility resulting from the provision or use of Crisis24 PEND or other Crisis24 services.

Visit geobluestudents.com to learn more.

20



Designed with  
you in mind
Offering you healthy support  
and convenient benefits to help  
you stay focused on your  
education and your future. 
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Access help in your language      
If you have questions about this document, you have the right to help and information in your language at no cost.  
To talk to an interpreter, call 1-855-330-1098.

Separate from our language assistance program, we make documents available in alternate formats for members 
with visual impairments. If you need a copy of this document in an alternate format, please call the customer service 
telephone number on the back of your ID card. (TTY/TDD: 711)

It is important we treat you fairly

That is why we follow federal civil rights laws in our health programs and activities. We do not discriminate, exclude people, or treat them differently on the basis 
of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language is not English, 
we offer free language assistance services through interpreters and other written languages. If you are interested in these services, call the Customer Service 
number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age, disability 
or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. 
Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. You can also file a complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.

If you have questions,  
we’re here to help.
 
Call 1-800-888-2108 or visit us at  
www.anthem.com/studentadvantage.


