HEALTH BENEFITS
BOARD OF DIRECTORS MEETING
JANUARY 21, 2021
1:00 P.M.

AGENDA
*Notice of Teleconferencing Pursuant to Executive Order N-25-20 and Government Code section
54953: In order to mitigate possible impacts relating to the Coronavirus (COVID-19), the Board
will conduct this meeting via teleconference or videoconference, with one or more Board
members participating from remote locations. Members of the public wishing to observe the
meeting or make public comments as authorized under Government Code section 54954.3 may
do so at the following location: 2000 K St., 4th Floor. Bakersfield, CA 93301. Voting at this meeting
shall be by roll call.

I. Consent Agenda
A. Approval of Minutes for December 2020 Board of Directors Meeting

Nick Kouklis

B. Report of Activity for the Month of December 2020 and the Ratification of
Payment as follows:

Nick Kouklis

DELTA DENTAL CLAIMS
DELTA DENTAL ASO
ANTHEM DENTAL CLAIMS
ANTHEM DENTAL ASO

11,388,405.13
665,119.82
164,926.06
6,304.00
TOTAL DENTAL

VSP CLAIMS

1,294,334.79
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12,224,755.01

MES CLAIMS
VSP ASO

104,549.69
143,552.31

MES ASO

13,042.60
TOTAL VISION

ANTHEM BLUE CROSS HEALTH CLAIMS

105,791,781.25

BLUE SHIELD HEALTH CLAIMS
ANTHEM BC COMPANION CARE RETIREE
CLAIMS

25,959,277.38
489,870.61
TOTAL HEALTH CLAIMS

ANTHEM BLUE CROSS ASO
BLUE SHIELD PPO ASO
ANTHEM BC COMPANION CARE RETIREE ASO
FOUNDATION CLMS PROCESSING ASO
TOTAL HEALTH ASO

EXPRESS SCRIPTS CLAIMS
NAVITUS RX CLAIMS
EXPRESS SCRIPTS ASO
NAVITUS RX ASO
RX N GO

INSURED PRODUCTS
ANTHEM BC HMO CLAIMS
ANTHEM BC HMO ADMIN FEE
ANTHEM BC EAP
ANTHEM VIVITY
ANTHEM HMO CAPITATION
BLUE SHIELD HMO CLAIMS
BLUE SHIELD HMO ADMIN FEE
KAISER HMO
SIMNSA
DELTACARE/PMI DENTAL
MES-FULLY INSURED
KAISER SENIOR ADVANTAGE RETIREE PLAN

132,240,929.24
3,649,670.92
590,528.02
110,488.08
600,455.59
4,951,142.61
TOTAL HEALTH

137,192,071.85

7,009,336.04
27,747,494.28
154,323.37
536,791.30
39,565.83
TOTAL RX

35,487,510.82

4,619,072.66
863,736.40
294,911.54
56,300.81
5,047,560.30
2,534,365.87
3,724,109.41
42,653,258.00
331,890.00
18,959.33
73,643.14
267,154.00
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1,555,479.39

BLUE SHIELD MEDICARE ADVANTAGE
LINCOLN FINANCIAL LIFE INSURANCE

28,774.00
303,436.52
TOTAL INSURED

WELLNESS
ALL OTHER

60,817,171.98
938,913.13
1,217,611.57

TOTAL III PAYMENTS

249,433,513.75

Moved____________________2nd_____________________
Yes_____No______Abstain______Roll Call Vote__________

II. Public Comment
III. Action Items
A. Financial Report – Presentation of Financial Statements for the Month
of December 2020 Will Be Submitted for Approval

Kim Sloan

Moved_______________________2nd_____________________
Yes______No______Abstain______Roll Call Vote____________

IV. Information and Discussion Items
A.

Review Monthly Budget-to-Actual through December 2020

John Stenerson

B.

Review Article on Haven Ending Operations

John Stenerson

C.

Review Article on Balance Billing Reform

John Stenerson

D.

Review FDA Alert Regarding Popular COVID-19 Test

John Stenerson

E.

Review of COVID–19 Related Reporting Specific to SISC

John Stenerson

F.

Update on COVID-19 Testing

Nicole Henry

G.

Comments from the Board of Directors Will Be Heard

Nick Kouklis

H.

Next Meeting:
Thursday, February 18, 2021
1:00 p.m.
SISC Board Room, 4th Floor - Larry E. Reider Education Center
2000 K Street, Bakersfield, CA 93301

Nick Kouklis
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I. Adjournment

Nick Kouklis

Moved___________________2nd___________________
Yes______No______Abstain______Roll Call Vote______

Any materials required by law to be made available to the public prior to a meeting of the Governing Board of the SISC III
JPA can be inspected at the following address during normal business hours at:
2000 K Street, Bakersfield, CA. 93301
For more information regarding how, to whom, and when a request for disability-related modification or accommodation,
including auxiliary aids or services, may be made by a person with a disability who requires a modification or
accommodation to participate in the public meeting, please contact Kristy Comstock at 661-636-4682 or
krcomstock@kern.org
*The number of Board Members needed to form a quorum for this meeting is eight
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HEALTH BENEFITS TERMINOLOGY
Adjudication: Refers to the process of paying claims submitted or denying them after comparing claims to the benefit or coverage requirements.
Administrative Services Only (ASO): An arrangement under which an insurance carrier or an independent organization will, for a fee, handle the
administration of claims, benefits and other administrative functions for a self-insured group but does not assume any financial risk for the
payment of benefits.
Balance bill: The amount you could be responsible for (in addition to any co-payments, deductibles or coinsurance) if you use an out-of-network
provider and the fee for the particular service exceeds the allowable charge. Refers to the leftover sum that a provider bills to the patient after
insurance has only partially paid the charge that was initially billed.
Calendar Year Deductible: The dollar amount for covered services that must be paid during the calendar year (January 1 – December 31) by
members before any benefits are paid by the Plan.
Centers of Medical Excellence (CME): Health care providers designated as a selected facility for specified medical services. Providers participating
in a CME network have an agreement to accept an agreed upon amount as payment in full for covered services.
Coinsurance: An arrangement under which the member pays a fixed percentage of the cost of medical care after the deductible has been paid.
For example, an insurance plan might pay 80% of the allowable charge, with the member responsible for the remaining 20%, which is then
referred to as the coinsurance amount.
Condition Care: Helps promote and improve the overall health status and quality of life of members and helps promote and/or prevent disease
progression and avoid and/or prevent the complications associated with the conditions.
Coordination of Benefits: This is the process by which a health insurance company determines if it should be the primary or secondary payer of
medical claims for a patient who has coverage from more than one health insurance policy.
Co-Payment: A specific charge that a health plan may require a member to pay for a specific medical service or supply, after which the insurance
company pays the remainder of the charge.
Deductible: An amount the covered person must pay before payments for covered services begin. The deductible is usually a fixed amount. For
example, an insurance plan might require the insured to pay the first $250 of covered expense during a calendar year.
Dependent: Person, (spouse or child), other than the subscriber who is covered under the subscriber's benefit certificate.
Employee Assistance Program (EAP): A program that is designed to assist in the identification and resolution of productivity problems associated
with personal concerns of employees. The program provides employees and their dependents with access to confidential, short-term counseling
by qualified practitioners, in person or over the phone.
Explanation of Benefits (EOB): A form sent to the covered person after a claim for payment has been processed by the carrier that explains the
action taken on that claim. This explanation might include the amount that will be paid, the benefits available, reasons for denying payment, or
the claims appeal process.
Flexible Spending Account: Accounts that let workers set aside pre-tax money from their paycheck toward premiums or costs not covered by
their health plan, such as co-payments. All the money must be used within the plan year or it is lost.
Health Assessment: More companies are asking workers to fill out such assessments, which give health improvement tips. Companies can give
workers financial incentives to do so.
Health Insurance Portability and Accountability Act (HIPAA): A federal health benefits law passed in 1996, effective July 1, 1997, which among
other things, restricts pre-existing condition exclusion periods to ensure portability of health-care coverage between plans, group and individual;
requires guaranteed issue and renewal of insurance coverage; prohibits plans from charging individuals higher premiums, co-payments, and/or
deductibles based on health status.
Health Maintenance Organization (HMO): A plan that offers a wide range of health care services through a network of providers who agree to
provide services to members at a pre-negotiated rate. Members of an HMO choose a primary care physician who will provide most of the health
care and refer members to HMO specialists as needed.
Health Savings Account: A tax advantaged savings account to be used in conjunction with certain high-deductible (low premium) health
insurance plans to pay for qualifying medical expenses, such as deductibles. Contributions may be made to the account on a tax-free basis. Funds
remain in the account from year to year and may be invested at the discretion of the individual owning the account. Interest or investment returns
accrue tax-free. Penalties may apply when funds are withdrawn to pay for anything other than qualifying medical expenses. Employers can also
fund such plans.
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ID Card/Identification Card: A card issued by a carrier to a covered person, which allows the individual to identify himself or his covered
dependents to a provider for health care services. The card is subsequently used by the provider to determine benefit levels and to prepare billing
statement.
IBNR: An acronym for "incurred but not reported". This is an accounting estimate used by health plans to accrue for care that was provided
"incurred" in one accounting period, but not paid or "reported" until another accounting period.
In-Network: Refers to the use of providers who participate in the carrier's provider network. Many benefit plans encourage covered persons to
use participating (in-network) providers to reduce the individual's out of pocket expense.
Medical Tourism: To have medical care outside the United States.
Medigap: Refers to various private health insurance plans sold to supplement Medicare.
Negotiated Rate: The amount participating providers agree to accept as payment in full for covered services. It is usually lower than their normal
charge. Negotiated rates are determined by Participating Provider Agreements.
Open Enrollment: A time period during which eligible employees can select among the plans offered by their employer as well as make any other
dependent changes.
Out-Of-Network: The use of health care providers who have not contracted with the carrier to provide services. Members are generally not
reimbursed if they go out-of-network except in emergency situations.
Out-Of-Pocket: The most a member would pay for covered medical expenses in a plan year through copays, deductibles and coinsurance
before your insurance plan begins to pay 100 percent of the covered medical expense.
Participating Provider: A physician, hospital, pharmacy, laboratory or other appropriately licensed provider of health care services or supplies,
that has entered into an agreement with a managed care entity to provide such services or supplies to a patient enrolled in a health benefit plan.
Pre-Authorization: A procedure used to review and assess the medical necessity and appropriateness of elective hospital admissions and nonemergency outpatient services before the services are provided.
Preferred Provider Organization (PPO): A type of managed care organization that has a panel of preferred providers who are paid according to
a discounted fee schedule. The enrollees do have the option to go to out-of-network providers at a higher level of cost sharing.
Reasonable and Customary: This refers to the standard or most common charge for a particular medical service when rendered in a particular
geographic area. Also known as Usual, Customary and Reasonable (UCR).
Skilled Nursing Facility: An inpatient healthcare facility with the staff and equipment to provide skilled care, rehabilitation and other related
health services to patients who need nursing care, but do not require hospitalization.
Subscriber: The individual in whose name a contract is issued or the employee covered under an employer's group health contract.
Transparency: The ability for patients to have easy access to understandable information about the cost and quality of their health care options.
They should be able to obtain this information from their health plan and medical providers prior to the time of treatment.
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HEALTH BENEFITS
BOARD OF DIRECTORS MEETING
DECEMBER 17, 2020
1:00 P.M.
MINUTES

The Regular Meeting of the Board of Directors of SISC III Health Benefits Program was called to order by Director
Kouklis at 1:00 p.m. on Thursday, December 17, 2020 in the SISC Board Room on the 4th floor of the Reider Center,
2000 K Street, Bakersfield, California 93301. The following individuals were in attendance:
MEMBERS PRESENT:
Nick Kouklis
Erica Andrews
Mike McGrath
Paul Miller
Ramon Hendrix
Sherry Gladin
Dr. Mike Zulfa
Dena Rhoades
Bill Ridgeway
John Rodriguez
Dr. Doug Kimberly

ALTERNATES PRESENT:
Dr. John Mendiburu
Dr. Julie Boesch
Dan Weirather
Dr. Sheldon Smith
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OTHERS PRESENT:
Kim Sloan
Megan Hanson
Kristy Comstock
Rich Edwards
Fred Bayles
John Stenerson
Nicole Henry
Lola Nickell
Kim Lyon
Armando Cabrera
Lauri Phillips
Cassady Clifton
Carmen Gonzales
Roy Marchetti
Nicole Strauch
Christy Patterson
Jo Anna Todd
Sheila Amiri
Yvonne Trawinski

Kristen Wesley
Annette Charlton
Brent Boyd
Julie Revoir
Monica Matallana
Tara Hernandez
Ryan Neese
Nivalda Pinguet
Tom Sher
Cathy Huynh
M.J. Conway
Shabana Ahmad
Michelle Fifield
Eric Yamashiroy
Ron Herrera

Consent Agenda

Motion was made by Director Kimberly seconded, by Director Andrews and by roll call vote of 13-Yes, 0-No, and
0- Abstention (13-0-0) to approve the Consent Agenda as follows:
DELTA DENTAL CLAIMS
DELTA DENTAL ASO
ANTHEM DENTAL CLAIMS
ANTHEM DENTAL ASO

VSP CLAIMS
MES CLAIMS
VSP ASO
MES ASO

ANTHEM BLUE CROSS HEALTH CLAIMS
BLUE SHIELD HEALTH CLAIMS
ANTHEM BC COMPANION CARE RETIREE
CLAIMS

8,582,335.05
501,194.02
155,536.20
6,264.00
TOTAL DENTAL

9,245,329.27

1,287,455.73
93,523.82
143,490.36
13,024.22
TOTAL VISION

1,537,494.13

89,066,279.15
26,702,547.81
491,903.90
TOTAL HEALTH
CLAIMS

ANTHEM BLUE CROSS ASO
BLUE SHIELD PPO ASO
ANTHEM BC COMPANION CARE RETIREE
ASO
FOUNDATION CLMS PROCESSING ASO

116,260,730.86

3,713,856.04
595,676.07
110,532.89
599,462.68
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TOTAL HEALTH
ASO

EXPRESS SCRIPTS CLAIMS
NAVITUS RX CLAIMS
EXPRESS SCRIPTS ASO
NAVITUS RX ASO
RX N GO

INSURED PRODUCTS
ANTHEM BC HMO CLAIMS
ANTHEM BC HMO ADMIN FEE
ANTHEM BC EAP
ANTHEM VIVITY
ANTHEM HMO CAPITATION
BLUE SHIELD HMO CLAIMS
BLUE SHIELD HMO ADMIN FEE
KAISER HMO
SIMNSA
DELTACARE/PMI DENTAL
MES-FULLY INSURED
KAISER SENIOR ADVANTAGE RETIREE PLAN
BLUE SHIELD MEDICARE ADVANTAGE
LINCOLN FINANCIAL LIFE INSURANCE

5,019,527.68
TOTAL HEALTH

121,280,258.54

7,397,873.48
25,376,158.39
161,319.10
542,118.74
41,443.56
TOTAL RX

33,518,913.27

3,224,244.70
926,103.30
294,543.70
55,695.43
10,045,224.93
1,450,367.43
3,836,160.46
42,440,738.06
331,379.00
35,648.32
108,594.66
276,091.50
29,304.00
307,580.53
TOTAL INSURED

63,361,676.02

TOTAL III PAYMENTS

548,816.51
869,434.16
230,361,921.90

WELLNESS
ALL OTHER

Public Comment
None

Action Items
Financial Report

Kim Sloan reviewed with the Board the Financial Report for the period ending November 30, 2020. Kim reported the
LAIF rate for the month of November 2020 dropped to 0.58% from last month at 0.62%. After discussion, motion was
made by Director Rhoades, seconded by Director Rodriguez and by roll call vote of 13-0-0, approving the Financial
Reports as submitted.
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Request Approval of the 2021 Defined Benefit Plan Budget

Kim Sloan reviewed the 2021 Defined Benefit Plan Budget with the Board, after discussion, motion was made
by Director Smith, seconded by Director Andrews and by roll call vote of 13-0-0, approving the 2021 Defined
Benefit Plan Budget.

Information and Discussion Items
Review Monthly Budget-to-Actual through November 2020

John Stenerson reviewed the monthly budget-to-actual with the Board for the month of November 2020.

Review of COVID-19 Related Reporting Specific to SISC

John Stenerson reviewed COVID-19 data related directly to SISC members with the Board.

Update of COVID-19 Testing

Nicole Henry reviewed the member districts using Quest for their COVID testing service.

Comments from the Board of Directors

Director Kouklis wished everyone a Happy Holiday.

Adjournment

There being no further business to come before the Board, motion was made by Director Smith, seconded by
Director Rodriguez and by roll call vote of 13-0-0, adjourning the meeting at 1:56 p.m.

Next Meeting

The next meeting of the Board of Directors will be held Thursday, January 21st at 1:00 p.m. in the SISC Board
Room, 4th Floor – Larry E. Reider Education Center, 2000 K Street, Bakersfield, CA 93301.
____________________________________________________

Eva Chavez, Secretary
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SISC III
INCOME STATEMENT
DECEMBER 2020
BUDGET

YEAR-TO-DATE

CURRENT MONTH

REVENUES
8660.00

Interest-County Treasurer

8660.03

LAIF

8660.04

Investments

8660.05

Bank

$2,250,000.00

$0.00

$0.00

$28,600.00

$0.00

$0.00

$4,972,665.00

$0.00

$0.00

$240,000.00

$4,651.21

$1,799.70

$1,457,307,867.00

$358,769,967.50

$119,243,670.29

8674.04

Dental

$134,308,358.00

$36,057,105.58

$12,378,551.27

8674.08

Pharmacy

$336,156,933.00

$85,007,121.24

$28,289,000.25

8674.25

Vision

$20,571,558.00

$5,258,515.57

$1,819,133.99

8674.05

HMO

$741,353,022.00

$185,003,224.19

$61,689,638.62

8674.03

Premiums-PPO Medical

8674.06

Life

$3,643,935.00

$929,143.32

$303,451.72

8674.09

Insured Retiree Progams

$3,520,284.00

$900,516.00

$300,187.00

8674.10

Insured Vision

$359,975.00

$216,225.63

$69,909.21

8674.18

Insured Dental

$337,905.00

$95,923.32

$31,978.87

$0.00

$160,235.63

($225,566.51)

8699.00

IRC 125 Flex Plan Contributions

8699.07

Administration Fees

$226,130.00

$56,751.71

$19,000.25

8699.08

Penalities/Late Fees

$140,000.00

$77,675.70

$30,995.32

8699.10

SISC Access Fee

$1,718,581.00

$291,367.33

$82,898.75

$2,707,135,813.00

$672,828,423.93

$224,034,648.73

TOTAL REVENUES
EXPENSES
3900.00

Benefits Paid - IRC 125 Flex Plan

4300.00

Supplies

5200.00

Travel/Conference

5300.00

Dues and Membership

5450.03

E & O Insurance

5450.05

Premiums - HMO

5450.08

Insured Dental

5450.09

Insured Retiree Progams

5450.10

Insured Vision

5450.21

Life

$0.00

$0.00

$0.00

$70,000.00

$794.99

$504.77

$140,000.00

$450.00

$0.00

$15,000.00

$3,000.00

$0.00

$115,000.00

$0.00

$0.00

$651,339,135.00

$157,985,217.34

$53,221,388.23

$337,905.00

$82,677.59

$18,959.33

$3,520,284.00

$894,648.50

$295,930.00

$359,975.00

$214,575.57

$73,643.14

$3,610,907.00

$918,134.31

$303,436.52
$0.00

5800.00

Miscellaneous

$25,000.00

$0.00

5800.02

Audit

$30,425.00

$0.00

$0.00

5800.10

Consulting

$500,000.00

$107,938.30

$38,944.53
$238.87

5800.32

Bank Fees

$260,000.00

$649.35

5800.33

Government Fees

$595,127.00

$0.00

$0.00

5800.35

Admin Fees

$71,232.00

$16,350.60

$5,431.50

5800.40

Wellness Program

$2,000,000.00

$1,559,422.14

$938,913.13

5800.41

Healthcare Specialists

$1,100,000.00

$218,900.00

$84,700.00

5800.50

Administration - KCSOS

$8,135,825.00

$1,746,760.39

$663,655.58

5800.60

Claims - PPO Medical

$1,339,152,567.00

$365,363,913.03

$128,660,162.94

5800.61

Claims - Dental

$123,675,614.00

$30,255,609.13

$11,553,331.19

5800.63

Claims - Vision

$18,372,006.00

$4,216,773.96

$1,397,813.48

5800.64

Claims - HMO Flex

$110,108,358.00

$16,132,343.56

$6,151,746.72

5800.68

Claims - Pharmacy

$314,024,849.00

$79,006,150.83

$26,158,950.15

5800.70

Admin - PPO Medical

$50,565,941.00

$12,558,630.71

$4,246,572.12

5800.71

Admin - Claims Processing

$7,254,469.00

$1,803,249.70

$600,455.59

5800.72

Admin - Dental

$7,222,656.00

$1,755,217.71

$671,423.82

5800.73

Admin - Vision

$1,755,526.00

$468,957.74

$156,594.91

5800.75

Admin - Pharmacy

$8,047,576.00

$2,065,179.22

$673,854.11

5800.79

EAP Expense

$3,176,683.00

$885,386.70

$294,911.54

5800.94

Other Distributions/Contributions

$5,000,000.00

$1,290,533.37

$525,929.97

5800.95

Unpaid Claims Liability Adjustment

$9,180,270.00

$2,295,067.50

$765,022.50

$2,669,762,330.00

$681,846,532.24

$237,502,514.64

TOTAL EXPENSES
CHANGE IN NET ASSETS

$37,373,483.00

($9,018,108.31)

($13,467,865.91)

NET ASSETS - BEGINNING

$683,562,767.82

$683,562,767.82

$688,012,525.42

NET ASSETS - ENDING

$720,936,250.82

$674,544,659.51

$674,544,659.51
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SISC III
BALANCE SHEET
December 31, 2020

October 1, 2020

December 31, 2020

BALANCE

BALANCE

ASSETS
9110.00

Cash in County Treasury

$351,388,948.70

$201,426,335.57

9120.00

Bank Account-Health Claims

$127,183,574.47

$185,780,563.03

9130.00

Revolving Fund

9150.01

Local Agency Investment Fund

9150.03

Investments

9200.00

Accounts Receivable

9330.00

Prepaid Expenditures

$0.00

$0.00

9335.00

Reserve Fund

$29,399,857.00

$29,399,857.00

$893,675,900.03

$880,160,284.91

$46,831,702.69

TOTAL ASSETS

$1,500.00

$1,500.00

$5,725,766.47

$237,925.02

$301,115,964.81

$402,615,964.81

$78,860,288.58

$60,698,139.48

LIABILITIES
9500.00

Current Liabilities

$56,633,486.69

9650.00

Deferred Income

$3,715,521.45

$6,724,731.14

9668.00

Unpaid Claims Liability

$149,764,124.07

$152,059,191.57

TOTAL LIABILITIES

$210,113,132.21

$205,615,625.40

NET ASSETS - Funding Stabilization Reserves

$683,562,767.82

$674,544,659.51

TOTAL LIABILITIES AND NET ASSETS

$893,675,900.03

$880,160,284.91

AUTHORIZED SIGNATURE

PREPARED BY: Nancy Russo
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SISC III
Investments
December 31, 2020
24-HOUR LIQUID FUNDS
SISC III maintains much of its cash in the Kern County Treasury and Local Agency Investment Fund. Both agencies pool these
funds with those of other entities in the state. These pooled funds are carried at cost which approximates market value.

AGENCY

BALANCE

COUNTY OF KERN
LOCAL AGENCY
INVESTMENT FUND

RETURN

PERIOD

DATES

$201,426,335.57

1.30%
1.47%

LAST QUARTER
5 YEAR AVERAGE

JUL-SEP 2020
OCT 2015 - SEP 2020

$237,925.02

0.54%
0.84%
1.44%

CURRENT MONTH
LAST QUARTER
5 YEAR AVERAGE

December, 2020
JUL-SEP 2020
OCT 2015 - SEP 2020

INVESTMENT MANAGEMENT ACCOUNTS
The investment securities portfolio is comprised of securities carried at fair market value.
The fair market value of the investment securities available for sale at September 30, 2020 was:
MARKET
VALUE

QUARTERLY
RETURN

ANNUALIZED
RETURN

REINHART PARTNERS
(SISC INVESTMENT POOL)

$31,207,958.00

0.11%

0.43%
1.76%
0.42%

LAST QUARTER
5 YEAR AVERAGE
YIELD TO MATURITY

JUL-SEP 2020
OCT 2015 - SEP 2020
AS OF SEP 30, 2020

MORGAN STANLEY
(FRED BAYLES)

$136,043,480.78

0.11%

0.43%
1.79%
0.25%

LAST QUARTER
5 YEAR AVERAGE
YIELD TO MATURITY

JUL-SEP 2020
OCT 2015 - SEP 2020
AS OF SEP 30, 2020

WELLS FARGO ADVISORS
(RICH EDWARDS)

$133,864,526.03

0.13%

0.53%
1.58%
0.42%

LAST QUARTER
5 YEAR AVERAGE
YIELD TO MATURITY

JUL-SEP 2020
OCT 2015 - SEP 2020
AS OF SEP 30, 2020

INVESTMENT FIRM

PERIOD

DATES

$301,115,964.81

5-YEAR HISTORY OF RETURNS
Quarter Ending:
9/30/2020
6/30/2020
3/31/2020
12/31/2019
9/30/2019
6/30/2019
3/31/2019
12/31/2018
9/30/2018
6/30/2018
3/31/2018
12/31/2017
9/30/2017
6/30/2017
3/31/2017
12/31/2016
9/30/2016
6/30/2016
3/31/2016
12/31/2015
5-Yr Average

Co of Kern

LAIF

1.30%
1.70%
2.10%
2.13%
2.03%
2.03%
2.12%
1.92%
1.77%
1.69%
1.51%
1.38%
1.32%
1.20%
1.15%
0.97%
0.93%
0.84%
0.73%
0.64%
1.47%

0.84%
1.47%
2.03%
2.29%
2.45%
2.57%
2.55%
2.40%
2.16%
1.90%
1.51%
1.20%
1.07%
0.93%
0.78%
0.68%
0.60%
0.55%
0.46%
0.37%
1.44%

Investment Pool
0.43%
2.89%
8.05%
1.12%
2.85%
4.84%
4.25%
4.30%
1.09%
1.00%
-1.16%
-0.38%
1.01%
1.49%
1.07%
-2.88%
-0.44%
2.87%
5.16%
-2.37%
1.76%13

Fred
Morgan Stanley

Rich
Wells Fargo

Combined Weighted
Average Return

0.43%
2.95%
6.39%
1.63%
2.47%
3.95%
3.79%
3.46%
1.55%
1.06%
-0.89%
-0.41%
1.11%
1.76%
1.58%
-2.07%
0.42%
2.72%
4.92%
-0.93%
1.79%

0.53%
3.26%
5.47%
1.98%
2.51%
5.12%
4.49%
4.65%
0.83%
0.64%
-1.75%
-1.37%
0.69%
1.85%
1.46%
-4.98%
-0.67%
2.61%
6.69%
-2.45%
1.58%

0.91%
2.28%
4.11%
1.93%
2.31%
3.24%
3.10%
2.86%
1.50%
1.32%
0.49%
0.51%
1.15%
1.40%
1.26%
-1.00%
0.38%
1.57%
2.81%
-0.36%
1.59%

SISC DEFINED BENEFIT PLAN and GASB 45 TRUST A
Investment Returns
As of : 9-30-2020
SISC DEFINED BENEFIT PLAN (DBP)
The SISC Defined Benefit Plan was established to provide a retirement benefit for part-time, temporary and seasonal employees.
The Defined Benefit Plan portfolio will focus on growth and income through a balanced account of equities and fixed income.
Funds may be invested with the County Treasurer and Local Agency Investment Fund (LAIF), however a majority of the assets
are in a portfolio managed by Morgan Stanley/Graystone Consulting and held by the trustee, Prudential Retirement.
Investment Consultant: Fredric S. Bayles, III, Executive Director-Institutional Consulting Director, Morgan Stanley
Trustee/Custodian of Assets: Prudential Retirement

Morgan Stanley Return on Investment
(net of all fees & expenses)
Current Quarter:
Calendar Yr-To-Date:
Rolling 4 Quarters:
5-Year History of Returns:

Jul-Sep 2020
Jan-Sep 2020
Oct 2019 - Sep 2020
2019
2018
2017
2016
2015

Benchmark Comparison
Morgan Stanley Moderate Growth & Income
6.20%
2.39%
10.39%

VS.
VS.

5.81%
3.70%

25.08%
-8.53%
18.02%
8.63%
-0.62%

SISC GASB 45 TRUST A
The GASB 45 Trust program was established to provide a mechanism for pre-funding Other Post-Employment (OPEB) liabilities.
The GASB 45 Trust portfolios will focus on growth and income through a balanced account of equities and fixed income.
Funds may be invested with the County Treasurer and Local Agency Investment Fund (LAIF), however a majority of the assets
are in a portfolio managed by Morgan Stanley/Graystone Consulting and held at U.S. Bank.
Investment Consultant: Fredric S. Bayles, III, Executive Director-Institutional Consulting Director, Morgan Stanley
Trustee/Custodian of Assets: U.S. Bank

Morgan Stanley Return on Investment
(net of all fees & expenses)

Current Quarter:
Calendar Yr-to-Date:
Fiscal Year-To-Date:
Rolling 4 Quarters:
5-Year History of Returns:

Jul-Sep 2020
Jan-Sep 2020
Jul-Sep 2020
Oct 2019 - Sep 2020
2019-20
2018-19
2017-18
2016-17
2015-16

Benchmark Comparison
Morgan Stanley Moderate Growth & Income

4.84%
-0.07%
4.84%
4.59%
-0.02%
6.17%
8.36%
11.94%
-1.19%
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VS.
VS.

5.81%
3.70%

SISC III
Comparison of Budget-to-Actual
2020-21

Revenues

Monthly

Expenses

YTD Cumulative

Monthly

Surplus/Deficit

YTD Cumulative

Monthly

Exp/Rev %

YTD Cumulative

YTD Cumulative

Budget
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21

$223,561,099
$223,561,099
$223,561,099
$227,571,523
$225,698,707
$225,698,707
$227,571,523
$225,698,707
$225,698,707
$225,407,283
$223,534,467
$229,572,896

$223,561,099
$447,122,197
$670,683,296
$898,254,819
$1,123,953,525
$1,349,652,232
$1,577,223,755
$1,802,922,461
$2,028,621,168
$2,254,028,451
$2,477,562,918
$2,707,135,814

$213,469,396
$210,701,387
$221,808,208
$227,462,134
$206,401,556
$223,851,687
$223,526,334
$225,448,125
$223,037,667
$234,310,276
$239,369,044
$220,376,517

$213,469,396
$424,170,782
$645,978,990
$873,441,124
$1,079,842,680
$1,303,694,367
$1,527,220,701
$1,752,668,826
$1,975,706,493
$2,210,016,769
$2,449,385,813
$2,669,762,330

$10,091,703
$12,859,712
$1,752,890
$109,389
$19,297,150
$1,847,019
$4,045,189
$250,582
$2,661,040
($8,902,993)
($15,834,576)
$9,196,379

$10,091,703
$22,951,415
$24,704,305
$24,813,694
$44,110,845
$45,957,864
$50,003,053
$50,253,635
$52,914,675
$44,011,682
$28,177,105
$37,373,484

95.5%
94.9%
96.3%
97.2%
96.1%
96.6%
96.8%
97.2%
97.4%
98.0%
98.9%
98.6%

($736,113)
$5,185,871
($13,467,866)
$0

($736,113)
$4,449,758
($9,018,108)
-9018108.31

100.3%
99.0%
101.3%
101.3%

Actual
Oct-20
Nov-20
Dec-20
Jan-21

$223,414,145
$225,379,630
$224,034,649
$0

$223,414,145
$448,793,775
$672,828,424
$672,828,424

$224,150,259
$220,193,759
$237,502,515
$0

$224,150,259
$444,344,018
$681,846,532
$681,846,532
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Why Jeff Bezos, Warren Buffett, and Jamie Dimon gave up on their venture to
disrupt US healthcare
This time, the tapewarm won
QUARTZ - By Annalisa Merelli - January 6, 2021
expert in the field, had little experience running a
company—hobbled the organization’s efforts.

So the CEOs of Amazon, Berkshire Hathaway, and
JPMorgan Chase walked into the largest and least
efficient healthcare market in the world with a plan to
disrupt it—and failed to do so.

But other problems run deeper. These pertain to
Haven’s goals, how they were set up, and whether they
were ever remotely attainable.

Haven, the nonprofit joint venture of the three
companies, will end all operations this coming February,
after three short years of operation. This development
isn’t entirely unexpected, given that most of Haven’s
top talent, including its CEO—doctor and high-profile
healthcare researcher Atul Gawande, who led the
initiative from its inception—had stepped down in the
last several months.

For one thing, Haven had a mission, but never quite a
strategy, as Amitabh Chandra, the director of health
policy research at the Harvard Kennedy School of
Government tweeted. Its goal to “create simpler, highquality healthcare at lower costs” (as the nonprofit’s
site put it) was as vague as it was ambitious—a vision,
rather than a business plan.

Haven’s goal was ambitious: to lower healthcare costs,
first for the three companies’ hundreds of thousands of
employees, and potentially for all Americans. “We’re
able to focus on creating value for families, not
shareholders, since we are free from profit-making
incentives and constraints,” read the organization’s
statement on its now-defunct website.

Then there was the issue of the companies involved.
Amazon, Berkshire Hathaway, and JPMorgan Chase
employ a combined 1.2 million people spread around
the country. This makes it an interesting test group for
solutions to lower healthcare costs around the country.
But that geographic diversity also created a very
challenging group to serve, Brian Marcotte, the CEO of
National Business Group on Health, told Christina Farr in
a conversation on Second Opinion. Healthcare benefits
are dependent on the location of the employee, and
Haven couldn’t introduce the same programs to all local
markets. Instead, it would have to set up plans
wherever they had employees, without the critical mass
to make it a worthwhile endeavor.

The venture’s launch generated panic in the healthcare
sector, with existing companies seeing it as a potential
competitor. But Haven’s birth was cause for
enthusiasm, too: It seemed such a formidable trio was
destined to succeed despite the enormous challenges
facing the US’ muddle of a medical system.
It wasn’t, however. Haven’s goals, organization, and
achievements over the last three years are still murky,
so it’s hard to determine what exactly led to pulling the
plug. But there are hints that point to the natural limits
of the venture, and more concerningly, to those of the
system it sought to disrupt.

Another problem, too, reported CNBC, was a divergence
of interests between the three companies, each of
which is expected to continue pursuing research in
healthcare solutions for its own employees.
Define disrupt

Mission: impossible

Of the individual initiatives that may have accelerated
the disbanding of Haven, Amazon Care is the most
prominent. An initiative for Amazon employees living in
the Seattle area, it seems to offer a product in line with
what might have been devised by Haven.

Despite the secrecy around the venture, some of what
might not have worked can be attributed to its
management, as STAT News has reported. A few
issues—such as a lack of visible progress, difficulties
retaining talent, or the choice of a CEO who, while an

An additional benefit offered to employees who have
signed up to get healthcare coverage from the company
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(through traditional insurance policies), Amazon Care
allows patients to text with their clinicians, have
telehealth visits, get medications delivered, and even
see a nurse at home. It seeks to encourage people to
make fewer expensive visits to the doctor’s office, by
taking care of whatever can be managed without an inperson diagnosis or treatment.

lives than their peers in other countries, while suffering
from an epidemic of bankruptcies related to medical
issues (an estimated 66.5% of all bankruptcy filings are
caused by medical expenses).
Haven never explicitly said it would try to cure the
tapeworm, but it’s telling how many hoped it just might
be able to do so. The bandaids introduced by
Obamacare in 2009 made it obvious that the US
healthcare system is unsustainable, leaving a hunger for
solutions: Perhaps employers could reform what the
government wasn’t able to.

There aren’t yet data on whether Amazon Care is
successfully reducing costs—for the employer and, less
straightforwardly, for employees. But in any case, its
goal is more limited than Haven’s: In the short- to
medium-term, Amazon Care aims to save on existing
policies, which would be a welcome change, but
nowhere near a disruption of the system.

According to a Haven spokesperson who spoke to
CNBC, the company’s team did make progress in
“piloting new ways to make primary care easier to
access, insurance benefits simpler to understand and
easier to use, and prescription drugs more affordable.”
But all of these are small, marginal changes in a system
whose cost is out of control. Even if clearer policies or
transparent pricing reduced costs—which is not a
given, as Chandra notes—the cumulative result would
have a marginal benefit.

Amazon Pharmacy, another healthcare initiative by
Amazon, is much larger in scope. Launched in
November, it’s, well, a large online pharmacy. It offers
discounts (so far, only on drugs purchased without
prescription), and free two-day shipping for Prime
customers. But once again, it’s hard to see it as a
disruption of anything—rather, it looks like Amazon
entering a very lucrative business at a very opportune
moment.

“Haven is yet another cautionary tale to outsiders that
hope to disrupt the industry that their ambition is likely
unrealistic and that solving key industry problems
proves to be far more difficult than most anticipate,”
says Jeff Becker, an analyst at Forrester.

No cure for the tapeworm
“Healthcare is the tapeworm of the American
economy,” Warren Buffett famously told CNBC in 2018,
when presenting Haven. Indeed, the size of the
market—fueled by costs exponentially higher than in
any other country in the world—continues to expand
relentlessly, and is projected to make up 20% of
America’s GDP by 2028. But the results of this spending
are paradoxical: Americans live shorter, less healthy

By folding, Haven reduces hope in the possibility that
private enterprise might fix US healthcare. And it leaves
behind a loaded question: If some of the smartest,
richest, most knowledgeable, well connected, and
ambitious leaders in the room could not find a way to
disrupt American healthcare, then who can?
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How powerful health providers tamed a ‘surprise' billing threat
Hospitals and doctors watered down a solution to payment feuds backed by employers groups and insurers.
POLITICO - By SUSANNAH LUTHI and RACHEL ROUBEIN 12/21/2020 07:44 PM EST
Powerful hospital and physician groups that tied up
Congress for nearly two years on how to end “surprise”
medical bills saw their efforts pay off with the
compromise lawmakers inserted in the giant year-end
spending package.

benchmark payment based on in-network rates insurers
paid for services and procedures. Doctor and hospital
groups quickly raised the specter of “government ratesetting.” Meanwhile, conservatives pounced on the
approach as the equivalent of price controls, saying it
could also be a prelude to “Medicare for All.”

The health care providers — including private-equity
backed physician staffing groups — chipped away at
leading legislative proposals through high-profile
lobbying and tens of millions of dollars worth of attack
ads while promoting a solution that would submit their
payment feuds with insurers to independent mediators.

“There was a great amount of emphasis placed on
making the term government rate-setting a politically
toxic term,” said a consultant to provider groups.
The idea of outside arbitration instead played well with
a vocal contingent of physician-lawmakers in Congress
who backed a federal replica of New York’s own
approach to settling billing disputes — using “baseballstyle arbitration.” Critics say that policy has encouraged
hospitals to charge more for care, which patients
eventually pay for in the form of higher premiums.

The compromise in the year-end package settles what
was supposed to be health care’s “easy fix” in the 116th
Congress and ensures patients will no longer have to
pay huge bills from out-of-network specialists, air
ambulances and other clinicians. But it also underscores
the clout of corporate medicine at a time when the
health system and safety net programs are reeling from
the effects of the pandemic.

Even in the last few days, providers secured changes
from Congress to adjust the arbitration process and
help boost their profits. Technical fixes, obtained
Sunday by POLITICO, prevent independent mediators
from considering the lower rates of Medicare and
Medicaid when deciding how much money providers
should get for their services.

Elizabeth Mitchell, president of the Pacific Business
Group on Health, which represents large employers
including Walmart and major tech companies, predicted
the legislation will yield an “opaque, expensive
bureaucratic process” favoring “those with the
resources to navigate that most effectively.”

Chip Kahn, CEO of the Federation of American Hospitals
representing for-profit chains, said negotiators "came a
long way” in recent days. He said his group could
endorse the final version after it eliminated what he
termed efforts to influence the payments providers get
from the insurers in their network or insurers they're
contracted with. “That wasn’t appropriate,” Kahn said.

“These bills will still end up driving up premiums
overall,” Mitchell said.
Patient advocates and policy experts have framed the
policy battle over these reforms as a microcosm for why
fixes to the U.S. health care system are so hard — and a
grim harbinger for more ambitious overhauls, like
President-elect Joe Biden’s campaign promise to create
a public health insurance option.

Other provider groups like the private equity-backed
physician staffing firm TeamHealth, which spent
millions of dollars attacking the benchmark payment
approach, have praised the agreement — while health
insurer and employer lobbyists see it as a Pyrrhic
victory.

There was always strong bipartisan interest in
addressing the billing issue. The problem was the way it
divided health interests intent on avoiding picking up
the extra cost of holding patients harmless.

One insurance lobbyist said the outcome showed how
private equity-backed physician groups and hospitals
dictate policy, adding,“For consumers, this will mean
higher and higher costs, year over year, forever.”

Last year, leaders of the House Energy and Commerce
and Senate health committees proposed settling
disputes by pegging payments for providers to a federal
18

victory for consumers” since Obamacare for the way it
relieves patients from having to worry about getting
shocked with a huge bill.

The grinding nature of the debate and the tight
congressional schedule also worked in the providers'
favor. House Speaker Nancy Pelosi, tired of infighting
among powerful committee leaders, forced Ways and
Means Chair Richard Neal (D-Mass.) back to the
negotiating table just days after he said he wanted to
punt on addressing sky-high medical bills until next
year, according to multiple sources. Neal's efforts were
essential to making the bill more friendly to doctors and
hospitals.

And though surprise billing headlined a host of patient
protection reforms originally pushed by Senate health
committee Chair Lamar Alexander (R-Tenn.) and ranking
member Patty Murray (D-Wash.), other policy changes
aimed at stopping anti-competitive practices among
health insurers, hospitals, prescription drug middlemen
and the pharmaceutical industry were either watered
down or axed — to the chagrin of employer and patient
groups that badly wanted them.

The fighting won’t end once the legislation is signed.
Since the federal health agencies will have the ultimate
say in how the mediation system works, the special
interest lobbying will turn next to the executive branch,
where the incoming Biden administration will be in
charge of writing the rules. And the legislation still
doesn't bar ground ambulances from sending massive
bills to insured patients.

“They folded on every single issue that mattered to
those of us who actually wanted to lower health care
costs,” one employer lobbyist said.

“Who ultimately wins and loses is something we’ll not
know for years,” said Benedic Ippolito, an economist
with the conservative-leaning American Enterprise
Institute who consulted with key health committees on
the legislation. “And what I worry about is, what does
an arbitration system look like in five to 10 years when
this isn’t under a microscope?”
The spending deal puts guardrails in place. Mediators
can't weigh the sky-high charges providers bill when
settling on the amount insurers will have to pay for
their customers’ out-of-network care. But arbitrators
also can't consider Medicare rates, which employer
groups and others wanted to serve as the price peg in
order to curb costs.
Loren Adler, who also consulted with Congress on the
reforms as associate director for the USC-Brookings
Schaeffer Initiative for Health Policy, is optimistic the
system will work out as envisioned. While an arbiter
adds complexity to the process, he sees the rules
Congress put in place as sufficient to keep costs in
check.
For instance, he noted, providers have to space out
their appeals of settlements, meaning their incomes
would dry up if they fought every payment. “It’s unclear
how a provider can game the process,” Adler said.
House Energy and Commerce Chair Frank Pallone (DN.J.), who helped steer the reforms over the past 18
months, heralded the compromise as “the biggest
19

FDA
Risk of False Results with the Curative SARS-Cov-2 Test for COVID-19: FDA Safety Communication
Date Issued: January 4, 2021
The U.S. Food and Drug Administration (FDA) is alerting
patients and health care providers of the risk of false
results, particularly false negative results, with the
Curative SARS-Cov-2 test. Risks to a patient of a false
negative result include: delayed or lack of supportive
treatment, lack of monitoring of infected individuals
and their household or other close contacts for
symptoms resulting in increased risk of spread of
COVID-19 within the community, or other unintended
adverse events.
To reduce the risk of false negative results, it is
important to perform the test in accordance with its
authorization and as described in the authorized
labeling, e.g., the Fact Sheet for Healthcare Providers.
When the test is not performed in accordance with its
authorization or as described in the authorized labeling,
there is a greater risk that the results of the test may
not be accurate.

Collection of nasal swabs and oral fluid
specimens is limited to symptomatic
individuals within 14 days of COVID-19
symptom onset.

o

Specimen collection must be directly
observed and directed during the
sample collection process by a trained
health care worker at the specimen
collection site.

o

A negative result does not rule out
COVID-19 and should not be used as
the sole basis for treatment or patient
management decisions. A negative
result does not exclude the possibility
of COVID-19.



Patients and caregivers: Talk to your health
care provider if you think you were tested with
the Curative SARS-Cov-2 test (the test name is
displayed on this test’s authorized Fact Sheets
and, generally, the Fact Sheets must be
provided with test result reports) and you have
concerns about your test results.



Report any problems you experience with the
Curative SARS-Cov-2 test to the FDA, including
suspected inaccurate results.

The Curative SARS-Cov-2 Assay is a real-time RT-PCR
test used to detect SARS-CoV-2, the virus that causes
COVID-19. This test is authorized for prescription-only
use. The test is performed by collecting a throat swab,
nasopharyngeal swab, nasal swab, or oral fluid
specimen from an individual suspected of COVID-19 by
their health care provider. Under the Emergency Use
Authorization, the specimen is then to be processed at
the KorvaLabs, Inc., laboratory, and results are returned
to the patient.

Be aware of the important information
regarding the use of the Curative SARS-Cov-2
test, which is described in the test’s authorized
labeling, including the following:
o

Health care providers: Consider retesting your
patients using a different test if you suspect an
inaccurate result was given recently by the
Curative SARS-Cov-2 test. If testing was
performed more than two weeks ago, and there
is no reason to suspect current SARS-CoV-2
infection, it is not necessary to retest.

Device Description

Important Recommendations for Health Care
Providers, Patients, and Caregivers




Consistent with the test’s authorized labeling, collection
of nasal swabs and oral fluid specimens is limited to
individuals who have shown symptoms of COVID-19
within 14 days of onset of the symptoms. Specimen
collection must be directly observed and directed
during the sample collection process by a trained health
care worker at the specimen collection site.
Consistent with the EUA summary, negative results for
SARS-CoV-2 RNA from oral fluid specimens should be
confirmed by testing of another specimen type
authorized for use with this test if clinically indicated.
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FDA Actions
The FDA regularly monitors the post-authorization use
of tests, including reports of problems with test
performance or results, and is providing this
information to help educate patients, caregivers, and
health care providers and reduce the risk of false
results.
The FDA will keep the public informed if significant new
information becomes available.
Reporting Problems with a Medical Device
The FDA encourages stakeholders to report adverse
events or suspected adverse events, including problems
with test performance or results, through MedWatch,
the FDA Safety Information and Adverse Event
Reporting program.
Generally, as specified in a test's EUA, device
manufacturers and authorized laboratories must
comply with applicable Medical Device Reporting (MDR)
regulations.

21

SISC Anthem COVID-19 Summary
Month by Month
Month

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Confirmed Cases
Members Tested

135
1,629

301
2,212

1,085
5,486

775
2,778

515
1,814

430
2,141

788
2,763

2,483
5,595

Confirmed Cases
2,500
2,250
2,000
1,750
1,500
1,250
1,000
750
500
250
0
May

Jun

Jul

Aug

Sep
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Oct

Nov

Dec

SISC Anthem COVID-19 Summary
Month by Month
Month
Inpatient Admissions
Average Length of Stay
Total Inpatient Days
Total Inpatient Paid

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

7

13

17

43

39

21

45

119

7.0

23.0

8.1

4.6

7.2

8.3

7.8

6.1

51
$46,100

299
$339,000

138
$252,000

196
282
175
351
729
$2,126,300 $1,350,000 $2,000,000 $2,233,000 $2,641,000

Total Inpatient Days
800
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0
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Jul
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SISC Anthem COVID-19 Summary
Month by Month
Month
Total Amount Paid
Paid PMPM

May

Jun

Jul

$170,500
$0.75

$1,253,900
$5.55

$932,100
$4.12

Aug

Sep

Oct

Nov

Dec

$2,620,200 $2,395,200 $2,941,900 $3,447,200 $5,466,700
$11.59
$10.65
$13.08
$15.32
$24.30

Total Amount Paid
$6,000,000
$5,000,000
$4,000,000
$3,000,000
$2,000,000
$1,000,000
$0
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SISC Anthem COVID-19 Summary
Month by Month
Month

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Kern

33

101

420

248

90

94

214

636

Tulare

24

47

175

128

138

93

124

485

LA/Orange

16

26

76

60

26

38

69

190

Merced

4

10

107

88

26

21

50

186

Fresno

9

16

75

60

27

24

46

186

Riverside/San Bern

10

25

61

55

36

22

58

169

Santa Barbara

8

19

28

23

20

9

26

90

SLO

4

9

25

29

23

11

20

86

Kings

n/a

n/a

n/a

55

14

9

14

86

Shasta

n/a

n/a

n/a

n/a

n/a

n/a

103

30

Butte

3

6

12

8

10

10

20

52

Imperial

9

22

2

9

6

7

13

24

25

COVID-19 - Adjusted Case Rates - Various Counties
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San Joaquin

COVID-19 Testing - Cost Example for Self-Insured School District

Example District:

(1)
# of EE
on
Medical
Benefits

ADA

300

3,300

(9) X
10 Months
(10)
Testing
Cost
per ADA
for
10 Months

(5) X (1)
(7)

(7) X
10 Months
(8)

Testing
Cost
per
Month

Testing
Cost
for
10 Months

(7) / (2)
(9)
Testing
Cost
per ADA
per
Month

(2)

(4)

(3) X (4)
(5)

Tests
per
Month

Cost
per
Test

Testing
Cost
per EE
per Month

(5) / $1,350
(6)
Testing Cost
as a % of a
$1,350
Monthly
Premium

2

$55.00

$110.00

8%

$33,000

$330,000

$10.00

$100.00

4

$55.00

$220.00

16%

$66,000

$660,000

$20.00

$200.00

(3)
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