Out-of-Pocket PH
Maximum Notification Health Net’

A copayment is a fixed out-of-pocket amount members pay for covered services. Use this form to record the
copayments you have paid during the year. Be sure to include copayments for services delivered to you and
members of your family.

Copayments may be required for certain authorized services as noted in your Evidence of Coverage booklet (EOC). There is a
maximum to the amount of copayments which you are required to pay each calendar year. This is called your out-of-pocket
maximum (OOPM).

Refer to your EOC to find the OOPM matching your type of contract: one member, two members, or a family contract. If you
change contract type during the year, copayments made under the prior contract will apply toward your copayment under
the new contract type. When adding up your OOPM, costs for non-covered services do not apply. Please refer to your EOC for
other services which do not apply to the OOPM.

An individual member only needs to satisfy a one-member copayment maximum per calendar year. This is true no matter
what contract type the member has. No further copayments are required for a member as of the date he or she satisfies the
member level maximum copayment liability through the remainder of the calendar year. A family-level OOPM is met by adding
all family members’ copayments. There are examples of these OOPMs on the back of this form.

It is your responsibility to maintain records to validate when your OOPM is reached. As soon as you reach your maximum for
this year, fill out the form below. Attach all receipts, copies of cancelled checks and a copayment history report for these
copayments to this form. Your doctor’s office can provide a copayment history report.

Mail a copy of this form and copies of your proof of payments to the address below.

Health Net

Attn: Claims

PO Box 9103

Van Nuys, CA 91409-9103

(continued)

Health Net of California, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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Subscriber information

Subscriber ID #: Last name: First name: MI:
Residence address:

City: State: ZIP:

Subscriber medical group: Certificate #: Group #:

Record of expenses

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

TProvider of service may include hospital, doctor, lab, ambulance, etc. (continued)



Subscriber information

Subscriber ID #: Last name: First name: MI:
Record of expenses

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

Date of service: Patient name: Provider of service:! Copayment:
Illness or diagnosis: Description of services rendered:

TProvider of service may include hospital, doctor, lab, ambulance, etc. (continued)



The following are examples of the member-level and family-level out-of-pocket (OOPM) calculations.

Example 1

The Jones family is a five-member family. They have paid the following amounts in copayments in a calendar year:

MEMBER COPAYMENTS | Member-level OOPM = $1,500

Member A $1,000 Family-level OOPM = $4,500

Member B $60

Member C $1.500 As of the date that the member-level OOPM ($1,500) is satisfied by members C and D,

Member D $1.500 no additional copayments will be required from these members for the remainder of
the calendar year.

Member E $440
As of the date that the family-level OOPM is satisfied ($4,500), no additional
copayments will be required from any member of the family for the remainder of the

Total amount paid calendar year.

by this family = $4,500

Example 2

The Smith family is a four-member family. They have paid the following amounts in copayments in a calendar year:

MEMBER COPAYMENTS | Member-level OOPM = $1,500
Member A $1.400 Family-level OOPM = $4,500
Member B $1,300
Member C $1,200 As of the date that the family-level OOPM is satisfied ($4,500), no additional
Member D $600 copayments will be required from any member of the family for the remainder of the
calendar year.
Total amount paid
by this family = $4,500
Example 3
The Johnson family is a five-member family. They have paid the following amounts in copayments in a calendar year:
MEMBER COPAYMENTS | Member-level OOPM = $1,500
Member A $1.500 Family-level OOPM = $4,500
Member B $0
Member C $1.500 As of the date that the member-level OOPM ($1,500) is satisfied by members C and D,
Member D $1.500 no additional copayments will be required from these members for the remainder of
the calendar year.
Member E $0
As of the date that the family-level OOPM is satisfied ($4,500), no additional
copayments will be required from any member of the family for the remainder of the
Total amount paid calendar year.
by this family = $4,500




Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents), Health Net
of California, Inc. and Health Net Life Insurance Company (Health Net) comply with applicable federal civil rights laws and do
not discriminate, exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital
status, gender, gender identity, sexual orientation, age, disability, or sex.

HEALTH NET:
« Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign language
interpreters and written information in other formats (large print, accessible electronic formats, other formats).

« Provides free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages.

If you need these services, contact Health Net’s 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)

If you believe that Health Net has failed to provide these services or discriminated in another way based on one of the
characteristics listed above, you can file a grievance by calling Health Net’'s Customer Contact Center at the number above and
telling them you need help filing a grievance. Health Net’s Customer Contact Center is available to help you file a grievance.
You can also file a grievance by mail, fax or email at:

Health Net of California, Inc./Health Net Life Insurance Company Appeals & Grievances
PO Box 10348, Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Members) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

For HMO, HSP, EOA, and POS plans offered through Health Net of California, Inc.: If your health problem is urgent, if you
already filed a complaint with Health Net of California, Inc. and are not satisfied with the decision or it has been more than

30 days since you filed a complaint with Health Net of California, Inc., 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.

For PPO and EPO plans underwritten by Health Net Life Insurance Company: You may submit a complaint
by calling the California Department of Insurance at 1-800-927-4357 or online at https://www.insurance.ca.gov/
01-consumers/101-help/index.cfm.

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex, you can also
file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights (OCR), electronically
through the OCR Complaint Portal, 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, DC 20201,
1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.insurance.ca.gov
http://www.dmhc.ca.gov/FileaComplaint
mailto:Non-Member.Discrimination.Complaints@healthnet.com
mailto:Member.Discrimination.Complaints@healthnet.com

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
e Joal sill oa i U Baebisall e J geanll clinly 350 50 AV 6 of iSayy (558 o e <l s of LiSay Ailae 4 o] il
(TTY: 711) 1-800-839-2172 :alikall 5 o i) dadd o il o )1y Juai¥) 5f iy e Cipnall 8 )11 e oDleall de2a S 5
(TTY: 711) 1-888-926-4988 :xi ,ll e Alially i) Aadl o il 2L Jlai¥) a s by 5allS 3 (ool i
e e senall ladl (TTY: 711) 1-888-926-5133 & _jsiall e 5 )
(TTY: 711) 1-800-522-0088 aé i Jusi¥) o : <Health Net

Armenian

Utud&up (kqujut Swnwympniuttp: nip Jupnn Ep putwynp pupquuithy uinwbig:
Suunwpnpbpp Jupnn bt jupnuy dkp (kqyny: Oqunipjut hwdwp ququhwptp Zugdwnpyutph
uyuuwpluub YEunpnu dkp ID pupwnp Jpu tpgws hinwjunuwhwdwpny jud quiuquhwpbp
Individual & Family Plan (IFP) Off Exchange' 1-800-839-2172 htnwijunuwhwdwpny (TTY" 711):
Yuh$nplhuyh hudwp quiquhwptp IFP On Exchange’

1-888-926-4988 htinwijunuwhudwpny (TTY" 711) ud ®npp phqukup hundwp’

1-888-926-5133 htinwjunuwhwdwpny (TTY" 711): Health Net-h vdpujhtt spwqptph hwudwp
quiquhwptp 1-800-522-0088 htnwjunuwhwiwpny (TTY 711):

Chinese

REFES RS o WA O EIRT « ERTEE AR G P A T e S B HsE =
A - MFBWREN - FBRFTEE B LAVEESHS IR SRS S LB BCE B TR (RS 5 T 5 b
Y Individual & Family Plan (IFP) E£4% : 1-800-839-2172 (JE[EEER4R : 711) -~ AANIMNERERS 5T »
SR TIRERE RES S 2 151 IFP B47 1-888-926-4988 (FEfEE4R « 711) - /NEUARZERIGEREFT
1-888-926-5133 (EfEELLR © 711) o 4157548 Health Net HUSAVE (R - 55HETT

1-800-522-0088 ( JEfEE4% @ 711) -

Hindi

=T foeh HTOT JATT| 31T Teh GHITAT 18 A Fehd €| 31T SEATSI Dl 37T #1607 H gear
Thd & AGE & foIU, 370 IS FE F G 90 AR WX ARS FaT P Pl Bich HL T IRhaTd
3R BN cora (3mSTHd) 3R TEFEeT: 1-800-839-2172 (TTY: 711) W ahicd Y| i
ISR & forw, IMSTwT 379 TFadsl 1-888-926-4988 (TTY: 711) a1 TATA fasad
1-888-926-5133 (TTY: 711) W &l | & A & HAEIH H YU Tolld & forw

1-800-522-0088 (TTY: 711) WX &iel Y|

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

BROSHY—ERAZ2RML TR £, @iRED TAHWELET 3, AARETXELBHRAT
L2 EBARETT, ST BRERE A, IDA— NICRB SN TV o #& 5 CRIFEEE o 2 — &%
TBHEWADEWZZ< A, Individual & Family Plan (IFP) (fEA - FiEAT 77 )

Off Exchange: 1-800-839-2172 (TTY: 711) ¥ THEFE EEW, U 74 =T MO~—4 v K
7 LA ZIZOWCHE, TFP On Exchange 1-888-926-4988 (TTY: 711) F7-1% Small Business
1-888-926-5133 (TTY: 711) ¥ THEFEL 72 &1, Health NetlZ £ 5 7 /—F 75 L ZDN T,
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Khmer

TEONMANTNWRAAMG Y INAHAMNGS UM SHAURURIHMAY INAERNGANUIRM SN
ﬁmajmﬂﬁﬁﬁmmnﬂﬁm’jmﬂﬁﬁm ﬁmﬂﬁfﬁsw mﬁnrngm‘j’mmméﬁgjanﬂmémﬁésﬁﬁﬁ
srsmuiUeiRUnSITUtANUNUgSIUAINALA UUTigiRinigim SHYIN Off Exchange
IURTRRMUEAN: UL SH{AY[EEN (IFP) MBIWIUSS 1-800-839-2172 (TTY: 711)
FUTNUBENIG California fyBiUMIGieiigIMSHYIR On Exchange IRIEIN IFP MBII:INIE
1-888-926-4988 (TTY: 711) U BUISHITIAYSNHEMUIIINIEG 1-888-926-5133 (TTY: 711)

UTNURERNRUMUILS: Health Net AjBiuTIgiadgigimSinig 1-800-522-0088 (TTY: 711)

Korean

T GI0] HUIAY U, S AU2E Wod & AL, A g A aE wed & don

A Au] 2= 7137} FARREE ol 2 AlFE U Ego] AR HAW D sheo] FuE WER
Z

AR 2 Aol AG3AI ALY 71 L 7FS ZAIFP)Q] 7 $- Off Exchange:

1-800-839-2172(TTY: 711)H &= A stal FA4 A Q. ZBe] E Yo} F ulZl & o] 2~ 9] 75

IFP On Exchange 1-888-926-4988(TTY: 711) _/J\_ﬁ"Ei | ZY 2~9] 7d-9- 1-888-926- 5133(TTY: 711HO =2
A3bal F=4 Al Q. Health Nets 53 15 =W 749 1-800-522-0088(TTY: 711)H &= = 5}3
FA 2.

Navajo

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

Persian (Farsi)
(510 .2 5 02l A Gl Lad (3 40 i) € Cal g3 3 il 58 e 80 (ALES s yle S il 5 e AR A (s (L) Ciledd
s kel 43 [FP) Off Exchange) Sy sl 5 538 7k b (il &S (55 o_bedi 4g Ol idia (el 38 e Ly eSS iy o
1-888-926-4988 » Lo IFP On Exchange b b alS )5k sl a8 (s (TTY:711) 1-800-839-2172
Gaob ) a5 8 b 7k ) 2080 Gl (TTY:711) 1-888-926-5133 SasS IS 5 S L (TTY:711)
2,8 o (TTY:711) 1-800-522-0088 L <Health Net



Panjabi (Punjabi)

faat fan Ba3 TS I AT 3A S TIHE & AT IAS 39 Hae JI 3JG TA3"H JIS IH
€9 Uz 3 ge8 7" Ao Ia| Hee B8, WU WiESt 393 3 &3 $99 3 Irgd HUSS ded § I8 & HF
forna a3 W3 ufgead UHa" (IFP) Wig Mo ‘3 a3 &a: 1-800-839-2172 (TTY: 711)| ABIIaMI
HIfICUBH B, IFP W5 WIarAoH § 1-888-926-4988 (TTY: 711) 7 AAS farddn §

1-888-926-5133 (TTY: 711) ‘3 I® | IBH & Il AYIR US B,

1-800-522-0088 (TTY: 711) ‘3 IS J|

Russian

becrnatHas HoMoIIb IepeBOJYMKOB. BBl MoXKeTe Momy4uTh MOMOIIb Iepe®I4rKa. Bam MOryT mpouuTaTh
JIOKYMEHTHI Ha Bamem pogaowm si3sike. Eciim Bam Hy)kHa oMo, 380HUTAIO Tenedony LlenTpa momomtn
KJIMEHTaM, yKa3aHHOMY Ha Balllell KapTe YYaCTHHUKA IUTaHa. Bbl Takke MyKeTe MO3BOHUTD B OT/IEI MTOMOIIH
YYaCTHHKaM He TPE/ICTABICHHBIX Ha (eepaTbHOM PhIHKE IUTAHOB JUTS YQTHBIX JIUI] U CeMEH

(IFP) Off Exchange 1-800-839-2172 (TTY: 711). Yuactauku ruianoB ot California marketplace: 3BonuTe
B OTJIEJI IIOMOIIM YYaCTHUKAM TPEJICTABICHHBIX Ha (enepanbHoM peiHkauiaHoB [FP (On Exchange) o
tenedony 1-888-926-4988 (TTY: 711) wiu B oTaen m1aHOB i1t Majioro 6usHeca (Small Business) o
tenedony 1-888-926-5133 (TTY: 711). YuacTHUKHM KOJUIEKTUBHBIX TUIAHOB, TIPEIOCTABIISIEMbIX Yepe3
Health Net: 3Bonute no 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 Comunicacion con el Cliente
al nimero que figura en su tarjeta de identificacion o llame  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

ldfldusmsmunim qmmmsﬂ%@im”lﬁ qmmmsnslﬁdmtanmﬂﬁwqﬁLﬂummmaaqm"lﬁ WINADINNIANNTIE
AR D ‘[mmquﬂgﬂﬁﬂﬁuﬁuﬂﬁﬁ%mUtamuuu”miﬂi:ﬁ'im”amadﬂm %‘%almmcjwmmuqﬂﬂmm:mam%maaLaﬂ"ﬁu
(Individual & Family Plan (IFP) Off Exchange) 71 1-800-839-2172 (Inu@ TTY: 711) dmsuiwauadnasiily Tnam
s]wLmuqﬂﬂauazmam%maﬁg (IFP On Exchange) 1671 1-888-026-4988 (Inua TTY: 711) n3a c]wmgsﬁwmmﬁn
(Small Business) 71 1-888-926-5133 (lnu@ TTY: 711) FMTUULHULULNGNAIUNI Health Net Ins

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



Vietnamese

Céc Dich Vu Ngon Ngir Mién Phi. Quy vi ¢6 thé c6 mot phién dich vién. Quy vi ¢6 thé yéu cau duoc doc cho
nghe tai liéu bang ngdn ngir cua quy vi. Bé duoc giup dd, vui 1 ong goi Trung Tam Lién Lac Khach Hang theo
s6 dién thoai ghi trén thé ID ciia quy vi hodc goi Chuwong Trinh Bao Hiém Ca Nhéan & Gia Binh (IFP) Phi Tap
Trung: 1-800-839-2172 (TTY: 711). Béi véi thi truong California, vui long goi IFP Tép Trung
1-888-926-4988 (TTY: 711) hodc Doanh Nghiép Nho 1-888-926-5133 (TTY: 711). Déi véi cac Chuong Trinh
Béo 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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