Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Health Net of CA: Full Network HMO Gold $35 INF

Coverage Period: 01/01/2025-12/31/2025
Coverage for: All Covered Members | Plan Type: HMO

aMn The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the

cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a summary.
For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.healthnet.com or call 1-800-522-0088. For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the

Glossary at https://www.healthcare.gov/sbc-glossary/ or www.healthnet.com or you can call 1-800-522-0088 to request a copy.

Important Questions

Answers

What is the overall

Why This Matters

deductible? $0. See the Common Medical Events chart below for your costs for services this plan covers.
Are there services

covered before you There is no deductible. There is no deductible.

meet your deductible?

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

$7,350 member/$14,700 family per calendar
year.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, infertility treatment and health
care this plan doesn'’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Will you pay less if you
use a network
provider?

Yes. For a list of preferred providers, see
www.healthnet.com/providersearch or call 1-
800-522-0088.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill froma provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you getservices.

Do you need a referral
to see a specialist?

Yes. Requires written prior authorization.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay
In-network Provider
(You will pay the least)

What You Will Pay
Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions & Other
Important Information

Primary care visit to treat o
an injury or fliness $35 copay/visit Not covered None
If you visit a health care | gpecialist visit 55 copay/visit Not covered Requires prior authorization.
provider’s office or SPeCaIs Vis $55 copay. g .
clinic You may have to pay for services that
Preventive care/screening/ aren’t preventive. Ask your provider if the
immunization No charge Not covered services needed are preventive. Then
check what your plan will pay for.
Diagnostic test (x-ray, Lab-$40 copay/visit :
blood work) X-ray-§50 copay/visit Not covered Requires referral.
If you have a test ,
:\ngl)ng (CT/PET scans, $325 copay/procedure Not covered Requires prior authorization.
Generic drugs (Tier 1) %1350 %%W /rrf]:ill grrg:rr Not covered
T M $50 I Supply/order: up to 30 day (retail); 35-90
referred brand drugs (Tier copay/retail order day (mail), except where quantity limits
LTI G D L2 2) $125 copay/mail order Not covered apply. Prior authorization required for
treat your iliness or select drugs
condition. Non-preferred brand drugs $70 copay/retail order Not covered
Wil Tl 2le (Tier 3) $175 copay/mail order
prescription drug
%dﬁfgﬁggme o Supply/order: up to a 30 day supply filled
Specialty drugs (Tier 4) 30% coinsurance up to $250 e . by specialty pharmacy. Prior authorization

per prescription

required for select drugs. Quantity limits
may apply for select drugs.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com.
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Common Medical Event

Services You May Need

What You Will Pay
In-network Provider
(You will pay the least)

What You Will Pay
Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions & Other
Important Information

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery center)

Hospital-$1,200
copay/admission
ASC-$480 copay/admission
Services other than surgery-
30% coinsurance

Not covered

Requires prior authorization.

Physician/surgeon fees

$35 copay/visit

Not covered

None

If you need immediate
medical attention

Emergency room care

Medical, mental health &

substance use disorders-

Facility-$325 copay/visit

Professional services-No
charge

Medical, mental health &

substance use disorders-

Facility-$325 copayjvisit

Professional services-No
charge

Copay waived if admitted into the
hospital. Out-of-network services must
meet the criteria for emergency care.

Emergency medical
transportation

Medical, mental health &
substance use disorders-$325
copay/transport

Medical, mental health &
substance use disorders-$325
copay/transport

Out-of-network services must meet the
criteria for emergency care.

Urgent care

Medical, mental health and
substance use disorders-$35

copay/visit

Medical, mental health and
substance use disorders-$35

copay/visit

Out-of-network services must meet the
criteria for emergency care.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

$750 copay/day
for a maximum of 4 days per
admission

Not covered

Requires prior authorization.

Physician/surgeon fees

No charge

Not covered

None

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

Office-individual therapy
session-$35 copay/visit
group therapy session-$17.50

copay/visit
Other than office-$35

copay/visit

Not covered

Requires prior authorization except for
office visits.

Inpatient services

$750 copay/day
for a maximum of 4 days per
admission

Not covered

Requires prior authorization.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com.

Page 3 of 7



https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#urgent-care
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#preauthorization

What You Will Pay

What You Will Pay
Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions & Other

In-network Provider Important Information

(You will pay the least)

Common Medical Event | Services You May Need

S Prenatal-$35 copay/visit Cost sharing does not apply for

Office visits Postnatal-$35 copay/visit Not covered preventive services.

Childbirth/delivery
If you are pregnant professional services No charge Not covered None

- . " $750 copay/day
ggr'\',?fégh/ delivery facility for a maximum of 4 days per Not covered None
admission
. Limited to 100 visits each calendar year.

Home health care $35 copay/visit Not covered Requires prior authorization.

Rehabilitation services $35 copay/visit Not covered Reaties orior authorizat
If you need help — : — equires prior autnorizaton.
recovering or have Habilitation services $35 copay/visit Not covered
gg;%rsspeclal health Skilled nursing center $25 copay/day Not covered Requires prior authorization.

- - : Corrective footwear is not covered.

Durable medical equipment 30% coinsurance Not covered Requires prior authorization.

Hospice services No charge Not covered Requires prior authorization.

Children’s eye exam No charge Not covered Limited to 1 visit per calendar year.
If your child needs Children’s glasses No charge NG EavEi Provider selected frames; 1 per calendar
dental or eye care year.

Children’s dental check-up No charge Not covered Limited to 1 check-up every 6 months.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Chiropractic care e Long-term care e Private-duty nursing

e Cosmetic surgery e Non-emergency care when traveling outside e Routine foot care

e Dental care (Adult) the U.S. e Weight loss programs-exclusion does not

e Hearing aids apply to preventive care behavioral
interventions

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion-termination of pregnancy and e Bariatric surgery ¢ Routine eye care (Adult)-screenings/eye
related services are covered in full e Infertility treatment-medical benefits are refraction for vision correction purposes
e Acupuncture-covered when medically limited to a lifetime maximum of $8,500;
necessary infertility drugs are limited to a separate

lifetime maximum of $1,500

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health and Human Services, Center for Consumer
Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim,
appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Health Net's Customer Contact Center at
1-800-522-0088, submit a grievance form through www.healthnet.com, or file your complaint in writing to, Health Net Appeals and Grievance Department, P.O. Box
10348, Van Nuys, CA 91410-0348. For information about group health care coverage subject to ERISA, contact the U.S. Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you have a grievance against Health Net, you can also contact the California
Department of Managed Health Care at 1-888-466-2219 or TDD line 1-877-688-9891 for the hearing and speech impaired or www.dmhc.ca.gov. Additionally, a
consumer assistance program can help you file your appeal. Contact the California Department of Managed Health Care at the contact information provided above.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com. Page 5 of 7
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Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-522-0088.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-522-0088.

Chinese (F130): AN AR ZE R SCAYEEB), 1B FTX S8 1-800-522-0088.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-522-0088.

| To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The
valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to
review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com. Page 6 of 7
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About these Coverage Examples:

A This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health

plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

The plan’s overall deductible $0
Specialist copayment $55
Hospital (facility) copayment $750
Other copayment $35

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

The plan’s overall deductible $0
Specialist copayment $55
Hospital (facility) copayment $750
Other copayment $35

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
The plan’s overall deductible $0
Specialist copayment $55
Hospital (facility) copayment $750
Other copayment $35

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost \ $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $1,600 Copayments $1,300 Copayments $1,000
Coinsurance $0 Coinsurance $200 Coinsurance $70
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $1,660 The total Joe would pay is $1,520 The total Mia would pay is $1,070
The plan would be responsible for the other costs of these EXAMPLE covered services.
Page 7 of 7
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Health Net complies with applicable State and Federal civil rights laws and does not
discriminate, exclude people or treat them differently because of race, color, national
origin, age, mental disability, physical disability, sex (including pregnancy, sexual
orientation, and gender identity), religion, ancestry, ethnic group identification, medical
condition, genetic information, marital status, or gender.

Health Net:

e Provides free aids and services to people with disabilities to help them
communicate effectively with us, such as:
¢ Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic
formats, and other formats)
e Provides free language services to people whose primary language is not English,
such as:
e Qualified interpreters
e Information written in other languages

If you need these services, contact the Health Net Customer Contact Center at

Individual & Family Plan (IFP) Members On Exchange/Covered California 1-888-926-
4988 (TTY: 711)

Individual & Family Plan (IFP) Members Off Exchange 1-800-839-2172 (TTY: 711)
Individual & Family Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)

Group Plans through Health Net 1-800-522-0088 (TTY: 711)

Upon request, this document can be made available to you in braille, large print,
audiocassette, or electronic form. To obtain a copy in one of these alternative formats,
please call or write to:

Health Net

Post Office Box 9103, Van Nuys, California 91409-9103

Customer Contact Center 1-800-675-6110 (TTY: 711)

California Relay 711

If you believe that Health Net has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, or sex (including pregnancy,
sexual orientation, and gender identity), mental disability, physical disability, religion,
ancestry, ethnic group identification, medical condition, genetic information, marital status,
or gender you can file a grievance with the 1557 Coordinator.

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, our 1557 Coordinator is available to help you.

e By phone: Call 855-577-8234 (TTY: 711)

e By fax: 1-866-388-1769

e In writing: Write a letter and send it to Health Net 1557 Coordinator, PO Box 31384,
Tampa, FL 33631



Electronically: Send an email to SM_Section1557Coord@centene.com This notice is
available at Health Net website: https://www.healthnet.com/en_us/disclaimers/legal/non-
discrimination-notice.html

If your health problem is urgent, if you already filed a complaint with Health Net and are
not satisfied with the decision or it has been more than 30 days since you filed a
complaint with Health Net, you may submit an Independent Medical Review/Complaint
Form with the Department of Managed Health Care (DMHC). You may submit a
complaint form by calling the DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-
9891) or online at www.dmhc.ca.gov/FileaComplaint.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.
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English

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you
in your language. For help, call the Customer Contact Center at the number on your ID card or call

Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace,

call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).

Arabic
o ol 5l oy o ) B0 sl e Jpumnl linly (3550 155 WSy 558 pm i Sl i o Uiy ilana By gt o
(TTY: 711) 1-800-839-2172 :Alitall 5 31 i1 ko] e il 8l Juai¥) 5f iy e usall 28 )1 e ¢ Seal) da2s S 5
(TTY: 711) 1-888-926-4988 :s5 ) e Alilall 5 2 i) Aol e il 28 1 Juai) a el silS 3 S 5l
e e sl Lhal (TTY: 711) 1-888-926-5133 5 jiall e 5 yiall
(TTY: 711) 1-800-522-0088 aé s Juai¥) a1 <Health Net

Armenian

Ubddwn (Equljub swnwympniutbp: dnip jupnn bp pmbwdnp pupglwithy unwbg:
Ouwunwpnpbpp Jupnn bb jupnu dbp (Eqynyd: Oqunipjut hwdwp quiquhwptp Zugwjunpgubph
uyuuwpluui Jinpnt dkp ID pupuh Jpu tpdws hinwjunuwhwdwpny jud quiquihwpbkp
Individual & Family Plan (IFP) Off Exchange" 1-800-839-2172 htinwijunuwhwdwpny (TTY" 711):
Yuh$npihugh hwdwp quiquhwptp IFP On Exchange'

1-888-926-4988 htinwunuwhwdwpm] (TTY" 711) ud @npp phqukuh hwdwp

1-888-926-5133 hinwjunuwhwdwpny (TTY" 711): Health Net-h ludpwjhtt Spugptph hwdwnp
quiiquhuiplp 1-800-522-0088 htnwunuwhwdwpny (TTY 711):

Chinese

REE SRS ,ﬂ’:_ﬂiﬁ CIEEE RS o BRT5E AR SR 4s EE S e MR Lo S - BeE i YR S

TR - WFERE - FHRITEE 5~ FAVEGESRIS IR PR b LIRS B I T R (RIS 5 iss b

’] Individual & Famlly Plan (IFP) 4% : 1-800-839-2172 (YE[EE 4R : 711) - WEIINEER ST
SRR TIERR (RIg A 7y 1351 TFP 543 1-888-926-4988 (FEfHELE : 711) » d\*”ﬁé%ﬁl T

1-888-926-5133 (PEREERLR © 711) - 41754 Health Net HUSHYEICRETEE - G55

1-800-522-0088 (JEEELL : 711) -

Hindi

ST feeh AT JATT| 37T Teh AT T1F AR Fehol &1 37T STATSH Dl 3T 7197 H Tear
Thd §1 FAGE & foIU, 37U 33T F1S H QU 90 Fa R W ARF TaAT Fg PN Biel B AT Ibard
3R A o (mSTEd) 3T TaEdeT: 1-800-839-2172 (TTY: 711) W ahicd Y| Hfarpifaar
ORI & foIT, 3MSURUT 3T Taasl 1-888-926-4988 (TTY: 711) AT TATe faead
1-888-926-5133 (TTY: 711) WX el &Yl god A & HICIA § YU ol & faw

1-800-522-0088 (TTY: 711) GX &iel HI|

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California ghov chaw kiab
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau

1-800-522-0088 (TTY: 711).



Japanese

BROSHS —CALRIELTBY X, WRE b SHAVEET £, AABE TR EBTAT
HZEBARETT, ~ATRREREEIT, IDV— FICRHEN TV AHE S CRREKEE ¥ —F
TEMWEDbE WL A, Individual & Family Plan (IFP) (AN « FEMIT 75 )

Off Exchange: 1-800-839-2172 (TTY: 711) £ TBEMELZEW, BV 7+ A=TIMD~—4 v |k
7 LA AT DOWTIL, IFP On Exchange 1-888-926-4988 (TTY: 711) F7-!% Small Business
1-888-926-5133 (TTY: 711) ¥ TREFHEL 72 &V, Health Netlic kB 7 V—77F 220 TlE.
1-800-522-0088 (TTY: 711) F TEBEHFHEI X\,

Khmer

ifuhm ﬁmmtﬁﬁﬁ%ﬁigﬂ INAERNGS UM Sijﬁijﬁf‘i}i@ NG iﬂﬂﬁtﬁﬁmﬁ@ﬁiﬁm <l
ﬁm‘ajmnﬁﬁﬁmmﬁmﬁﬁ'jmﬂﬁﬁﬁﬂ ﬁiji'jﬁsm yBIUTIGIES IFIM SHETBANUE ARG SHHE
Sremuinuaitnm SIS’iiﬂj‘Unﬂ Ut masmﬁmﬂﬁﬁﬁ Uiungimnmm Sﬁﬁ?ﬁ Off Exchange
ﬁjﬁjmijtimmnjﬁnn UR SﬁL‘ﬁHLﬁﬁm (IFP) MBIt:iI2¢ 1-800-839-2172 (TTY: 711)9
ﬁJ’LH‘IUQiI’;j‘IﬁE California ﬁgHiUﬁQuiﬁjgimmSﬁ’gﬁﬁ On Exchange iUﬁjﬁi]jti‘lﬁ IFP fuitiy:inue
1-888-926-4988 (TTY: 711) gmmﬁsmﬁiﬁgg}ﬁmmmm:tma 1-888-926-5133 (TTY: 711)4
ﬁj’[,mi:iﬁi[,mﬁm’[ﬁﬁmﬁitﬁt Health Net ﬁgﬁwﬂgiﬁﬁgiMﬁwéimz 1-800-522-0088 (TTY: 711)4

Korean

5 ol A2 ol o £ AT, 4% A 26 o d & slon
3 Al A5} Pt Qlolz ABH U g0l LaSARID Al R WEw
AAAH] 2 Ao AgstA AL A9 2 7= EH(IFP)A 74—;— OffExchange
1-800-839-2172(TTY: 71 0.7 Az}a) F4 A o, W] w10} 2 * BhAE e o] 2=2) A -

IFP On EXChange 1-888-926-4988(TTY: 711), A~ & H] ZY2~0] 79 1-888-926-5133(TTY: 71HH o=

A 35}s] 4 A 2. Health Net2 53 15 Z @< 49 1-800- 522 0088(TTY 7T1IHH O & A 3}s)
FHAL.

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ nd hadiddot’jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t’4a na akddoolniit. Akdt’éego shikd a’doowot ninizingo
Customer Contact Center hoolyéhijj’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikda’ éi doodago koji’ hélne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711).
California marketplace bahigii koji’ hdlne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) éi doodago
Small Business bahigii kojj’ holne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net bahigii éi
koji’ hélne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
60 0l g i 5 Lk a5 g Al 35S o) 93 50 il 5 e 29 80 (AR Sie S il e AT 38 (s Ol Slexd
o Jed 43 IFP) Off Exchange) Sulsila 5538 ¢ s b (i < S (g5 0 ladd 4y Gl s (el S o Ly oSS iy 0
1-888-926-4988 >l IFP On Exchange L «Lisalls 3k ) a8 04 (TTY:711) 1-800-839-2172
Gaob ) 258 b 7k sl a8 i (TTY:711) 1-888-926-5133 Sz 8 IS 5 S L (TTY:711)
2,8 ke (TTY:711) 1-800-522-0088 L <Health Net



Panjabi (Punjabi)

ot fIA B3 T8 I ATl 3A fFF TITie & AT ITHS 99 AT JI IS TAS=H 33 I
9 Uz 9 g=e 7 Hae I&5| Hee 8, WU Weidl 93 3 i3 $9d 3 arax Audd ded § I8 ad
forna3aE3 M3 ufgead Ura (IFP) Wig MaAor ‘3 % a9: 1-800-839-2172 (TTY: 711)| S@ieIadmr
HITSUBH B8, IFP s niaAoH § 1-888-926-4988 (TTY: 711) 7 AXS famdH §

1-888-926-5133 (TTY: 711) ‘3 IS IJ| IBH &< II AHIR USH B,

1-800-522-0088 (TTY: 711) ‘3 IS &I

Russian

BecnuiaTHast oMoIIbL NEepeBOUNKOB. Bl MOKeTe MOMYUYUTh TIOMOILE TIepeBOAYNKa. BaM MOryT npounTaTthb
MOKyMEHTHI Ha Bamem popgaoM si3bike. Eciim Bam HyskHa momolis, 3BoHKUTe 10 Tesedony LlenTpa momorm
KIIMEeHTaM, YKa3aHHOMY Ha Balllell KapTe yJacTHHUKA IJ1aHa. BbI Tak:ke MosKeTe MO3BOHUTH B OT/IEJN TIOMOIL
YYaCTHMKAM He MPEfICTABJICHHBIX Ha (pefiepalbHOM PBIHKE TITAHOB [T YACTHBIX JIUIL ¥ CeMei

(IFP) Off Exchange 1-800-839-2172 (TTY: 711). Yuactauku miaHoB ot California marketplace: 3BonnTe
B OT/IEJI IOMOLLM YYACTHUKAM TPENCTABIEHHBIX Ha (efepanbHoM pbiHKe miaHoB [FP (On Exchange) o
Tenecony 1-888-926-4988 (TTY: 711) unm B oTyes miaHoB Jyist Masioro 6usHeca (Small Business) mo
tenedony 1-888-926-5133 (TTY: 711). YuacTHUKM KOJUIEKTUBHBIX TJIAHOB, MPEOCTABIISIEMbIX Yepe3
Health Net: 3BoHuTE M0 Tenedony 1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, comuniquese con el Centro de Comunicacién con el Cliente
al nimero que figura en su tarjeta de identificacion o llame al plan individual y familiar que no pertenece al
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al
1-888-926-4988 (TTY: 711); para los planes de pequefias empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).

Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai

laifiduimadunmm quanananldduld Qmmmsa‘[ﬁdwmanmﬂﬁﬂ?Lﬂummmaaqm"l@” AINGBINTANNTIE
A Immglmﬁgnﬁ”flé'uw"uﬁ‘vlﬁﬁ%msu,amuuﬂ'ﬂsﬂi:ﬁhé‘maaqm V\%Eliﬂiﬁ’wj’mLLNulqlﬂﬂﬂLLﬂ:ﬂSﬂUﬂ%ﬁ“ﬂmLﬂﬂ“ﬁu
(Individual & Family Plan (IFP) Off Exchange) 71 1-800-839-2172 (Inwa TTY: 711) snsuiwaunanoiiile Tnsm
cj'mme_qlﬂﬂal,l,a:ﬂsam{wao%'g (IFP On Exchange) a7 1-888-926-4988 (Iwwa TTY: 711) w38 cjmgsﬁaﬂummﬁn
(Small Business) 1 1-888-926-5133 (Inuia TTY: 711) §wsLunwLULNgurUmMS Health Net Tns

1-800-522-0088 (lwu@ TTY: 711)



Vietnamese

Cdc Dich Vu Ngon Ngtr Mién Phi. Quy vi ¢6 th€ ¢6 mot phién dich vién. Quy vi ¢6 the yéu ¢ dwoe doc cho
nghe tai liéu bing ngdn ngi cia quy vi. P duoc gitp d, vui 1ong goi Trung TAm Lién Lac Khdch Hang theo
s& dién thoai ghi trén thé ID ctia quy vi hodc goi Chwong Trinh Bao Hiém Cd Nhan & Gia Dinh (IFP) Phi Tép
Trung: 1-800-839-2172 (TTY: 711). D&1 vai thi treong California, vui 10ng goi IFP Tdp Trung
1-888-926-4988 (TTY: 711) hodc Doanh Nghiép Nhé 1-888-926-5133 (TTY: 711). D61 v&i cac Cheong Trinh
Bao Hiém Nhom qua Health Net, vui long goi 1-800-522-0088 (TTY: 711).

CA Commercial On and Off-Exchange Member Notice of Language Assistance
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	Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
	Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
	Your Rights to Continue Coverage: 
	Your Grievance and Appeals Rights: 
	Does this plan provide Minimum Essential Coverage? Yes 
	Does this plan meet the Minimum Value Standards? Yes 

	Language Access Services: 
	About these Coverage Examples: 
	Peg is Having a Baby 
	This EXAMPLE event includes services like: 

	Managing Joe’s Type 2 Diabetes 
	This EXAMPLE event includes services like: 

	Mia’s Simple Fracture 
	This EXAMPLE event includes services like: 






