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Your health is everything.
Help protect it with Health Net!
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Hello!

We'd like to introduce ourselves. We're Health Net of California, Inc. and

Health Net Life Insurance Company (Health Net). We provide affordable,

quality health coverage. Through our local doctor networks, we help people

get the care they need through every stage of their lives and health.

We live and work in California, just like you.

You can enroll in our plans through Covered California.™

Take a look inside to see what
Health Net can do for you.
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Words to know

Sometimes it seems like health coverage comes with its own language!
Use our mini-dictionary as you read this guide and consider your choices.

EENENENEIENE LB The health care services that are covered by the plan.
Covered services)

Coinsurance Your share of the costs of a covered health care service. It is calculated as a percentage. Let's
say the coinsurance is 20% and the medical bill is $100. You would pay $20 and the health plan
would pay the rest.

Copayment Your share of the costs of a covered health care service, set at a fixed amount. For a doctor visit
(also called Copay) that might cost $150, you would pay $15 and the health plan pays the rest.

Cost-sharing The share of costs covered by your health coverage plan that you pay out of your own pocket.
This term includes deductibles, coinsurance and copayments.

Deductible The amount you owe for some covered health care services before your health plan begins to
pay for certain services. For example, if your deductible is $1,000, you have to pay for the health
care services you use up to this amount. The deductible may not apply to all services.

Dependents Spouse, Domestic Partner, or children of the primary member.

Excluded services Health care services that your health coverage doesn't pay for or cover.

The person who receives benefits under the plan.

Network The doctors, hospitals and other health care providers that your health plan has contracted with
to provide health care services.

Out-of-pocket The most you pay during a policy period (usually a calendar year). After you pay the out-of-
maximum pocket maximum, your health plan will begin to pay 100% of the allowed amount for covered
services. This limit never includes your premium or health care charges for services your health
plan doesn't cover.

The amount you pay every month for health care coverage.

Preventive care Routine health care that includes screenings, checkups and patient counseling to prevent
illnesses, disease or other health problems.

Primary care A doctor who gives or coordinates health care services for a patient. A PCP can be a medical
physician (PCP) doctor (M.D.) or Doctor of Osteopathic Medicine (D.O.).

Subscriber The name of the primary member.




Your health
is priceless.
Health coverage

can help protect it.

=

The Value of
Health Coverage

Did you know a three-day hospital stay can cost as much as $30,000?!
Unexpected medical expenses can go up fast.

Costs like these are what make buying health coverage worth your hard-
earned money. Health coverage helps you:

¢ Pay for major medical costs if you get sick or hurt. Costs related to an
accident or illness can quickly add up. And cost is the last thing you want
to worry about if an emergency comes up.

* Stay healthy with checkups, vaccines and health screenings. It also helps
cover the cost of prescription drugs.

Plus, having health coverage means you won't have to pay a tax penalty.
The Affordable Care Act says that most people have to buy minimum
essential coverage. There’s a tax penalty to pay when you file your taxes
if you choose not to get coverage. Some people can get an exemption.
You can learn about exemptions at www.CoveredCA.com.

thttps://www.healthcare.gov/why-coverage-is-important/protection-from-high-medical-costs/.
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Tip!
Changing health
plans for 20177

Sign up by

December 15, 2016,

to have coverage
start on

January 1, 2017.

Tip!

Make your first
premium payment
when you enroll to

save time later.

2017 open enrollment

You can sign up or change your coverage during open enrollment.

First day to enroll for 2017: November 1, 2016.

Last day to enroll: January 31, 2017.

If you sign up: Your health coverage starts’...

On or before December 15, 2016 January 1, 2017.

Example: Sign up on November 20 and your
coverage will start January 1, 2017.

February 1, 2017.

Between December 16, 2016, and
January 15, 2017

Example: Sign up on January 10, 2017, and your
coverage will start February 1, 2017.

March 1, 2017.

Between January 16, 2017, and
January 31, 2017

Example: Sign up on January 20, 2017, and your
coverage will start March 1, 2017.

After January 31, 2017...

...you can enroll or make a change only if you qualify for a special enrollment period.

Examples of events that qualify are: @ Job loss, loss of coverage

* Had a baby or adopted
a child

e Marriage or divorce

¢ Move outside a service area

2Payment is required to start coverage.

3 ways to enroll

When you are ready to sign up for Health Net coverage, we are here to help make it easy!

Q
2 Go to www.CoveredCA.com. E

3 Visit a broker or a Covered California
certified enrollment counselor.

1 Call the Health Net sales
team at 1-877-609-8711.




Your costs and coverage levels

There are two parts to what you pay:

1 Monthly premium Copayment or
This is the cost you coinsurance
I\ pay for your health This is the amount you
E!$"$ coverage. You pay it to pay when you use health

your health coverage services. You pay it directly
A company. You pay it to the doctor, pharmacy
or other provider (e.g., lab,

monthly, whether or

not you use services. hospital).

Some health plans have a deductible. A deductible is the amount you owe for some
covered health care services before your health plan begins to pay for certain services.

The right level of coverage for you depends on
your health care needs. It also depends on your Sam is in his early 50s and sees the
budget and how you like to plan. doctor often for high blood pressure.
) He has had a couple of surgeries
There is a tradeoff between the monthly
i 1¢h . N and may need another.
premium and the amount you pay when you Sam chooses a plan
need medical care. . .
with a higher monthly
premium to keep his

You can choose: costs lower for the

services he uses.
q
‘ l.r + '

Zac is 27 and rarely ill. He wants a
Lower monthly Highlt(artout-c:f- health plan without having to spend
premium I a lot of money each month. He picks

a low premium

Or: -
| plan. He plans to
« ' T ut money aside
‘ .; + t - P y

in case he needs
~ more health care

Higher monthly Lower out-of- - | services than he
premium pocket costs

LOASE expects.




Financial help through Covered California

The government is giving financial help to people who qualify. The lower
your income, the less you pay. There are two kinds of help:

Premium assistance

You have to buy Here is an example.

lowers the cost
health coverage

you pay every Kate is 40 years old and buying health

b e el care for herself and her three kids.
Because she makes about $45,000

a year, she can get both kinds of

through Covered

California to care coverage.

get premium ) )
financial help.
assistance and/

Cost-sharing

or cost-sharing

1 First, she’ll get help with her

reductions lower premium that will lower the

reductions.
what you pay for amount she has to pay each

services like month for coverage.

doctor visits.

2 Second, Kate qualifies for an

enhanced silver plan that comes
Both kinds of help are based on your annual with cost-sharing reductions.

household income and family size. ,
For example, Kate's copayment for a

If you qualify, you can get premium assistance doctor visit might be $5 instead of $45.

with any level of coverage. Cost-sharin
.Y g ; & Kate will get help with her monthly
reductions only come with silver-level plans .
) premium no matter what metal-level
that are called Enhanced Silver. There are .
B . . plan she picks. But she wants to know
not “enhanced” versions of platinum, gold or :
b 1 she will spend less when she uses
ronze plans. ' : :
P services. With three kids, she sees the

doctor more often. So Kate decides
that an enhanced silver-level plan is
right for her.

You can find out what you will pay based on your age, ZIP code, income,
and the number of people in your family. Use Covered California’s online
Shop and Compare tool at www.CoveredCA.com to do this.

You can also call Health Net at 1-877-609-8711, and we will help you find

the coverage level that fits you best.




We are your Health Net.™

Health Net gives you a choice of health plans — and a whole lot more.

Take care with Health Net

When you choose Health Net, you can count on:

« Doctor visits when you need care.

o Prescription drug coverage.

o Flu shots. Mammograms. Vaccines for kids.

 Medical advice anytime of day or night and on weekends.

« Urgent care and hospital services when you need them.




Talk to a nurse anytime

Health Net is here for your health with licensed
nurses available 24/7 by phone or online chat to
answer your questions. Our nurses can help you

figure out what to do next about:

« caring for minor injuries and illnesses
like fevers and the flu,

« urgent health situations,

« preparing for doctor visits, and

o other health questions. /

Get an online account

With Health Net, you also get a free online account. Having an online account is one way we help

you build healthy habits. It is also an easy way to get things done!

o Order ID cards. « Change your doctor.
« See your plan details. « Use online programs for weight

« View pharmacy benefits or find a management, stopping smoking and more.

pharmacist near you. « Know when to get health screenings.

Health Net Mobile

Health Net Mobile is an easy way to connect to your
HealthNet.com online account. You can get:

¢ Benefit information.
e A mobile ID card.
¢ Directions to the doctor’s office.

Available for Apple, Android, Blackberry, and other
web-enabled devices.?

3May not be compatible with all operating systems.



When you have
Health Net,

you have more
than an ID card.
You have a health
coverage team
focused on

your health.

You'r -Health Net
Plan Choices

We are one of California’s oldest health plan companies. For decades,

e
B

Californians have counted on us for health coverage that fits their
health and budget.

You can enroll in Health Net plans through Covered California.

We hope to be part of your health coverage team in 2017. We are
here to help you choose. Just call 1-877-609-8711.



Covered California — Choices by location

You deserve health coverage you can count on. That's where Health Net
comes in. We offer a choice of plans through Covered California. You can
enroll in any of the plans we offer in your location. The details of each

one follow.
Region Plan name
Region 1 PureCare HSP
Nevada County* .

e Health Net Platinum 90 HSP

Region 3
El Dorado?, Placer?, Sacramento, and Yolo counties * Health Net Gold 80 HSP
Region 7 ® Health Net Silver 70 HSP
Santa Clara County* ¢ Health Net Silver 94 HSP
Region 11 * Health Net Silver 87 HSP

4 . .
Fresno®, Kings and Madera counties « Health Net Silver 73 HSP

® Health Net Bronze 60 HSP
e Health Net Minimum Coverage HSP

Region 2 PureCare One EPO

Marin, Napa, Solano, and Sonoma counties )
® Health Net Platinum 90 EPO

® Health Net Gold 80 EPO

Region 4
San Francisco County

Region 5 e Health Net Silver 70 EPO
Contra Costa County ¢ Health Net Silver 94 EPO
Region 8 ¢ Health Net Silver 87 EPO

£ W=D S, « Health Net Silver 73 EPO

¢ Health Net Bronze 60 EPO
¢ Health Net Minimum Coverage EPO

Region 9
Santa Cruz County

Region 10
Merced, San Joaquin, Stanislaus, and Tulare counties

Region 14 CommunityCare HMO
Kern County* .
¢ Health Net Platinum 90 HMO

Region 15

Los Angeles County: ZIP codes starting with * Health Net Gold 80 HMO
906-912, 915, 917, 918, 935. ¢ Health Net Silver 70 HMO
Region 16 ¢ Health Net Silver 94 HMO
Los Angeles County: ZIP codes not in Region 15 o Health Net Silver 87 HMO
Region 17 .

Riverside and San Bernardino? counties * Health Net Silver 73 HMO
Region 18 PureCare HSP
O ey + Health Net Bronze 60 HSP
Region 19

Sorn g Cauiiy ¢ Health Net Minimum Coverage HSP

4Partial county - not all ZIP codes available.
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HMO plans through Covered California

Our CommunityCare plans are HMO plans.
They are easy to use and make health care
affordable. It works like this:

« You choose a main doctor - called a primary
care physician - from our local network of
expert doctors. The network is called the

CommunityCare HMO network.

Health Net CommunityCare HMO
— in the silver level has some of the
lowest premiums in Kern,
SS" Los Angeles, San Bernardino,

%

“gpen’

Riverside, and Orange counties.’
So you can spend less on premiums
and out-of-pocket costs.

5Based on preliminary rates released by Covered California
on July 19, 2016.

How your HMO plan works

—>

You Your PCP

e Find the name of your CommunityCare
HMO network primary care physician
(PCP) on your ID card. Your PCP provides

and coordinates your medical care.

e Contact your PCP first if you need
specialized care or other services. Ask
your PCP for a referral to a specialist.
Then make sure the specialist is in the

CommunityCare HMO network.

11

« Your doctor helps you stay healthy and takes
care of you when you are sick. You always
call or see your doctor first. If you have a
medical emergency, please go straight to the

nearest hospital.

o If you need to see a specialist, your doctor
will refer you to one. If you need to go to the
hospital for care other than in an emergency,

your doctor will arrange it for you.

« Except for emergencies, you have to use doctors
and facilities, like labs, in the CommunityCare
HMO network. Other than emergency care
or if Health Net gives the okay, there is no
coverage for services you get from out-of-

network providers.

« You have to pay a fixed amount for most services
you use. This is your copayment. Knowing

how much you’ll pay means you can plan.

9 / B
L
é el

In-network
services and
specialists

* Your health plan does not pay for services
you receive from out-of-network doctors
except for emergency care, urgently
needed care and services approved by
Health Net.

H .
® In a medical emergency, go
straight to the nearest hospital.



HMO plans and your share of costs

The amounts shown here are what you would pay for the services you use, depending on the plan you choose. With
Gold 80 HMO, for example, your cost for a doctor visit is $30. Reminder! Your share of costs is in addition to the

monthly premium you pay for your health coverage.

Platinum 90 HMO Gold 80 HMO Silver 70 HMO

Deductible

For one person / for family $0/$0 $0/ %0 $2,500 / $5,000
Out-of-pocket maximum

For one person / for family $4,000 / $8,000 $6,750/ $13,500 $6,800 / $13,600
Doctor office visit $15 $30 $35!

Specialist $40 $55 $70!

Hospital stay $25072 facility / $40 physician | $6002 facility / $55 physician | 20%

Outpatient surgery $250 facility / $40 physician | $600 facility / $55 physician | 20%!

Urgent care $15 $30 $35!

Emergency care? $150 facility / $0 physician | $325 facility / $0 physician | $350 facility* / $0 physician!
Prescription drugs

Tier 1 (most generics and $5/%$15/%25 $15/$55/ %75 $15%/ $55 / $80
low-cost preferred brands) / Prescription drug calendar
Tier Il (non-preferred generics year deductible is $250 per
and preferred brands) / member / $500 per family
Tier Il (non-preferred brands

only)

This is a summary only. The HMO disclosure in the back has plan overviews with more details about what services are
covered with our HMO plans. The deductible applies unless otherwise noted. Pediatric vision and dental coverage for
children up to age 19 is included with our health plans available through Covered California.

Your medical deductible does not apply to these services.
2Per day, up to five days.
3You do not pay the copayment if you are admitted to the hospital.

4Your prescription drug calendar year deductible does not apply.

_ CVS/pharmacy brand items include cough
and cold remedies, and pain and allergy
relief products. You get the same quality

Our HMO plans also come

with the CVS Caremark ExtraCare®
Health Card. With it, you can save
20% on CVS/pharmacy brand health-
related items purchased at CVS/

as national brands but generally pay less.
When you use your ExtraCare Health Card,
you can save up to an additional 20% on
medicine for you and your family. Plus,

you get all of the benefits of the ExtraCare

pharmacy or online at CVS.com. Loyalty Program.
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Enhanced Silver Plans: your share of costs

Some people qualify for extra help paying for the health services they use. Instead of paying $35 to visit the doctor, the
cost could be as low as $5. The extra help comes with silver-level plans that are called Enhanced Silver. Individuals with

income between 138 percent and 250 percent of the federal poverty level qualify for Enhanced Silver.

Silver 94 HMO Silver 87 HMO Silver 73 HMO

Deductible

For one person / for family $75/%$150 $650/ $1,300 $2,200 / $4,400
Out-of-pocket maximum

For one person / for family $2,350/ $4,700 $2,350/ $4,700 $5,700/ $11,400
Doctor office visit' $5 $10 $30

Specialist! $8 $25 $55

Hospital stay 10% 15% 20%

Outpatient surgery! 10% 15% 20%

Urgent care' $5 $10 $30

Emergency care"? $50 facility / $0 physician | $100 facility / $0 physician | $350 facility / $0 physician
Prescription drugs

Tier 1 (most generics and $3/$10/$15 $5°/$20/$35 $15°/ $50/ $75
low-cost preferred brands) / Prescription drug calendar Prescription drug calendar
Tier Il (non-preferred generics year deductible is $50 per year deductible is $250 per
and preferred brands) / member / $100 per family member / $500 per family

Tier Ill (non-preferred brands only)

This is a summary only. The HMO disclosure in the back has plan overviews with more details about what services are
covered with our HMO plans. The deductible applies unless otherwise noted. Pediatric vision and dental coverage for
children up to age 19 is included with our health plans available through Covered California.

Your deductible does not apply to these services.

2You do not pay the copayment if you are admitted to the hospital.

3Your prescription drug calendar year deductible does not apply.
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HSP plans through Covered California

Health Net’s Health Care Service Plans - or * You can go directly to any doctor or specialist
HSPs - are similar to an HMO but with more in the PureCare HSP network without first
flexibility. Our HSP plans come with our seeing your PCP.

PureCare network. « You have to use doctors and facilities, like

labs, in the PureCare HSP network. These

plans do not cover any services you get

* You pick a primary care physician (PCP)

from our PureCare HSP network.
from out-of-network providers, except for

emergency and urgent care or if Health Net
gives the OK.

How your HSP plan works

Your PCP
You ) In-network
services and
specialists
e Find the name of your PureCare HSP * Your health plan does not pay for services
network primary care physician (PCP) you receive from out-of-network doctors
on your ID card. except for emergency care, urgently

needed care and services approved by

e Contact any doctor or specialist in the
Health Net.

PureCare HSP network if you need
H
specialized care or other services. You m ® In a medical emergency, go

do not need a referral from your PCP. straight to the nearest hospital.

14



HSP plans and your share of costs

The amounts shown here are what you would pay for the services you use, depending on the plan you choose. With

Bronze 60 HSP, for example, your cost for a doctor visit is $75. Reminder! Your share of costs is in addition to the

monthly premium you pay for your health coverage.

. Platinum 90 . Minimum

generics and preferred
brands) /

Tier Ill (non-preferred
brands only)

deductible is $250
per member /
$500 per family

Deductible
For one person / for family | $0 / $0 $0/ $0 $2,500/ $5,000 | $6,300/$12,600 | $7,150/ $14,300
Out-of-pocket maximum
For one person / for family | $4,000 / $8,000 | $6,750 / $13,500 | $6,800 / $13,600 | $6,800 / $13,600 | $7,150/ $14,300
Doctor office visit $15 $30 $35° $75° 0%’
Specialist $40 $55 $70? $105° 0%
Hospital stay 10% 20% 20% 100% 0%
Outpatient surgery 10% 20% 20%?2 100% 0%
Urgent care $15 $30 $352 $75° 0%?°
Emergency care* $150 facility / | $250 facility / | $325 facility?/ | 100% facility / 0% facility /
$0 physician $0 physician $0 physician? $0 physician? $0 physician?
Prescription drugs
Tier 1 (most genericsand | $5/$15/$25 | $15/$55/$75 | $15°/$55/$80 | 100% up to 0%°
low-cost preferred brands) / Prescription drug | $500/script (after
Tier Il (non-preferred calendar year Rx deductible)

Prescription drug
calendar year
deductible is $500
per member /
$1,000 per family

This is a summary only. The HSP disclosure in the back has plan overviews with more details about what services are
covered with our HSP plans. The deductible applies for medical services and prescription drugs. Pediatric vision and
dental coverage for children up to age 19 is included with our health plans available through Covered California.

IMinimum coverage plans are available to individuals who are under age 30. You may also be eligible for this plan if you are age 30 or older and are exempt from the
federal requirement to maintain minimum essential coverage. Once you are enrolled, you must re-apply for a hardship exemption from the Marketplace and re-submit

the Marketplace notice showing your exemption certificate number to Health Net every year - by January 1 - in order to remain on this plan.

2Your deductible does not apply to these services.

3You get coverage for visits 1-3 before you pay your deductible. You just pay the copayment. For visits 4 and more, you pay the full cost until you have paid your deductible.

4You do not pay the copayment if you are admitted to the hospital.

5Your prescription drug calendar year deductible does not apply.

6Your medical deductible applies to prescription drugs for all tiers.
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Enhanced Silver Plans: your share of costs

Some people qualify for extra help paying for the health services they use. Instead of paying $35 to visit the doctor, the
cost could be as low as $5. The extra help comes with silver-level plans that are called Enhanced Silver. Individuals with

income between 138 percent and 250 percent of the federal poverty level qualify for Enhanced Silver.

Silver 94 HSP Silver 87 HSP Silver 73 HSP

Deductible

For one person / for family $75/%$150 $650/ $1,300 $2,200 / $4,400
Out-of-pocket maximum

For one person / for family $2,350/ $4,700 $2,350/ $4,700 $5,700/ $11,400
Doctor office visit' $5 $10 $30

Specialist! $8 $25 $55

Hospital stay 10% 15% 20%

Outpatient surgery' 10% 15% 20%

Urgent care' $5 $10 $30

Emergency care"? $50 facility / $0 physician | $100 facility / $0 physician | $350 facility / $0 physician
Prescription drugs

Tier 1 (most generics and $3'/$10t /7 $15¢ $53/$20/ $35 $153/$50/ $75
low-cost preferred brands) / Prescription drug calendar Prescription drug calendar
Tier Il (non-preferred generics year deductible is $50 per year deductible is $250 per
and preferred brands) / member / $100 per family member / $500 per family

Tier Ill (non-preferred brands only)

This is a summary only. The HSP disclosure in the back has plan overviews with more details about what services are
covered with our HSP plans. The deductible applies for medical services and prescription drugs. Pediatric vision and
dental coverage for children up to age 19 is included with our health plans available through Covered California.

Your deductible does not apply to these services.

2You do not pay the copayment if you are admitted to the hospital.

3Your prescription drug calendar year deductible does not apply.

\®
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EPO insurance plans through Covered California

Health Net offers Exclusive Provider
Organization (EPO) insurance plans in
Northern California. Our EPO insurance
plans work a lot like our HMO plans but with
more flexibility. Our EPO insurance plans also

come with our PureCare One EPO network.

* You pick a primary care physician (PCP)
from the PureCare One EPO network to be

your main doctor.

How your EPO plan works

N

Your PCP

S

+ You can go directly to any doctor or specialist
in the PureCare One EPO network without
first seeing your PCP.

« You get all covered services from providers
who participate in our PureCare One
EPO network. These plans do not cover
any services you get from out-of-network
providers, except for emergency and urgent
care or if Health Net gives the OK.

¢ Find the name of your PureCare One EPO
network primary care physician (PCP) on

your ID card.

e Contact any doctor or specialist in the
PureCare One EPO network if you need
specialized care or other services. You

do not need a referral from your PCP.

17
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) In-network
services and
specialists

* Your health plan does not pay for services
you receive from out-of-network doctors
except for emergency care, urgently
needed care and services approved by

Health Net.
H

m ® In a medical emergency, go
straight to the nearest hospital.



EPO insurance plans and your share of costs

The amounts shown here are what you would pay for the services you use, depending on the plan you choose. With

Gold 80 EPO, for example, your cost for a doctor visit is $30. Reminder! Your share of costs is in addition to the monthly

premium you pay for your health coverage.

Bt Platinum 90 | Gold 80 Silver 70 Bronze 60 | nium

EPO EPO EPO EPO >rag
EPO
Deductible
For one person / for family $0/ %0 $0/ %0 $2,500 / $5,000 | $6,300/ $7,150/
$12,600 $14,300

Out-of-pocket maximum

For one person / for family $4,000 / $6,750/ $6,800 / $6,800 / $7,150/
$8,000 $13,500 $13,600 $13,600 $14,300

Doctor office visit $15 $30 $352 $75° 0%’

Specialist $40 $55 $702 $105° 0%

Hospital stay 10% $30 20% 100% 0%

Outpatient surgery 10% 20% 20% 100% 0%

Urgent care $15 $30 $352 $753 0%>

Emergency care* $150 facility / | $325 facility / | $350 facility? / | 100% facility / | 0% facility /
$0 physician $0 physician $0 physician? $0 physician® | $0 physician®

Prescription drugs

Tier 1 (most generics and $5/%$15/%$25 | $15/$55/%$75 | $15°/$55/$80 | 100% up to 0%°

low-cost preferred brands) / Prescription drug | $500/script

Tier Il (non-preferred generics
and preferred brands) /
Tier Il (non-preferred brands

only)

calendar year
deductible is $250
per member /
$500 per family

Prescription

drug calendar
year deductible
is $500 per
member / $1,000
per family

This is a summary only. The EPO disclosure in the back has plan overviews with more details about what services are
covered with our EPO insurance plans. Pediatric vision and dental coverage for children up to age 19 is included with
our health plans available through Covered California.

IMinimum coverage plans are available to individuals who are under age 30. You may also be eligible for this plan if you are age 30 or older and are exempt from the
federal requirement to maintain minimum essential coverage. Once you are enrolled, you must re-apply for a hardship exemption from the Marketplace and re-submit
the Marketplace notice showing your exemption certificate number to Health Net every year - by January 1 - in order to remain on this plan.

2Your deductible does not apply to these services.

3You get coverage for visits 1-3 before you pay your deductible. You just pay the copayment. For visits 4 and more, you pay the full cost until you have paid your deductible.

4You do not pay the copayment if you are admitted to the hospital.

5Your prescription drug calendar year deductible does not apply.

6Your medical deductible applies to prescription drugs for all tiers.
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Enhanced Silver Plans: your share of costs

Some people qualify for extra help paying for the health services they use. Instead of paying $35 to visit the doctor, the
cost could be as low as $5. The extra help comes with silver-level plans that are called Enhanced Silver. Individuals with
income between 138 percent and 250 percent of the federal poverty level qualify for Enhanced Silver.

Silver 94 EPO Silver 87 EPO Silver 73 EPO

Deductible

For one person / for family $75/ %150 $650/ $1,300 $2,200 / $4,400
Out-of-pocket maximum

For one person / for family $2,350/ $4,700 $2,350/ $4,700 $5,700/ $11,400
Doctor office visit' $5 $10 $30

Specialist! $8 $25 $55

Hospital stay 10% 15% 20%

Outpatient surgery' 10% 15% 20%

Urgent care' $5 $10 $30

Emergency care"? $50 facility / $0 physician | $100 facility / $0 physician | $350 facility / $0 physician
Prescription drugs

Tier 1 (most generics and $3'/$10t/ $15¢ $53/$20/ $35 $153/$50/ $75
low-cost preferred brands) / Prescription drug calendar Prescription drug calendar
Tier | (non_preferred generics year deductible is $50 per year deductible is $250 per
and preferred brands) / member / $100 per family member / $500 per family

Tier Ill (non-preferred brands only)

This is a summary only. The EPO disclosure in the back has plan overviews with more details about what services are
covered with our EPO insurance plans. The deductible applies unless otherwise noted. Pediatric vision and dental
coverage for children up to age 19 is included with our health plans available through Covered California.

Your deductible does not apply to these services.

2You do not pay the copayment if you are admitted to the hospital.

3Your prescription drug calendar year deductible does not apply.
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After you enroll

4 to-dos and you're good to go!

Step 1: Visit our Welcome Center
® Go to www.healthnet.com/welcome.
® Register for your online account.

* Pick your primary care physician. Our HMO plans use the CommunityCare HMO provider network.
Our HSP plans use the PureCare HSP provider network. Enrolled in an EPO through Covered
California? Pick your primary care physician from the PureCare One EPO network.

Step 2: Watch for your Notice of Acceptance
* Health Net will mail your Notice of Acceptance to you.

* |t takes about 2 weeks after you enroll for the notice to arrive.

* This letter tells you what else to do to finish your enrollment.

Step 3: Pay your premium by the first of every month

Health Net gives you four easy ways to pay, including online! Find out how to pay at
www.healthnet.com. Click Make a payment for all the details and to set up automatic payments.

Step 4: Show your ID card to use services
* We will send you an ID card in the mail after we get your payment.
® Make sure you show your ID card when you go to the doctor.
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Important facts



Individual & Family
Exchange HMO and
HSP Plans

Available through Covered California™

This document is only a summary of your health coverage. You have the right to view the plan’s
Plan Contract and Evidence of Coverage (EOC) prior to enrollment. To obtain a copy of this
document, contact your authorized Health Net agent or your Health Net sales representative at
1-877-609-8711. The plan’s Plan Contract and EOC, which you will receive after you enroll, contains
the terms and conditions, as well as the governing and exact contractual provisions, of your

Health Net coverage. It is important for you to carefully read this document and the plan’s Plan
Contract and EOC thoroughly once you receive them, especially all sections that apply to those with
special health care needs. Health benefits and coverage matrices are included in this document to

help you compare coverage benefits.

The coverage described in this Disclosure Form shall be consistent with the Essential Health
Benefits coverage requirements in accordance with the Affordable Care Act (ACA). The Essential
Health Benefits are not subject to any annual dollar limits.

The benefits described under this Disclosure Form do not discriminate on the basis of race,
ethnicity, color, nationality, ancestry, gender, gender identity, gender expression, age, disability,
sexual orientation, genetic information, marital status, domestic partner status, or religion, and

are not subject to any pre-existing condition or exclusion period.

Please read the following information so you will know from whom or what group of providers

health care may be obtained.



Please read this important notice about the
Health Net HMO CommunityCare Network
health plan service area and obtaining services
from CommunityCare Network physicians and
hospital providers

Except for emergency care, benefits for you may only use a physician or hospital who
physician and hospital services under is in the CommunityCare Network, and you
this Health Net HMO CommunityCare must choose a CommunityCare Network
Network (“CommunityCare Network”) primary care physician (PCP). You may

plan are only available when you live in the obtain ancillary, pharmacy or behavioral
CommunityCare Network service area and health covered services and supplies from any
use a CommunityCare Network physician Health Net participating ancillary, pharmacy
or hospital. When you enroll in this or behavioral health provider.

CommunityCare Network plan,

Obtaining covered services under the Health Net HMO
CommunityCare network plan

Type of Hospital Physician Ancillary Pharmacy |Behavioral
provider health
Available 10nly 10only All Health Net | All All Health Net
from CommunityCare CommunityCare contracting Health Net contracting
Network Network ancillary participating | behavioral
hospitals physicians providers pharmacies health providers

The benefits of this plan for physician and hospital services are only available for covered services received
from a CommunityCare Network physician or hospital, except for (1) urgently needed care outside a 30-mile
radius of your physician group and all emergency care; (2) referrals to non-CommunityCare Network providers
are covered when the referral is issued by your CommunityCare Network physician group; and (3) covered
services provided by a non-CommunityCare Network provider when authorized by Health Net.

The CommunityCare Network service area and Note: Not all physicians and hospitals who

a list of its physicians and hospital providers contract with Health Net are CommunityCare
are shown in the Health Net CommunityCare Network providers. Only those physicians and
Network Provider Directory which is available hospitals specifically identified as participating
online at www.healthnet.com. You can in the CommunityCare Network may provide
also contact Health Net’s Customer Contact services under this plan, except as described in
Center at 1-877-609-8711 to request provider the chart above.

information. The Health Net CommunityCare
Network Provider Directory is different from
other Health Net provider directories.



Unless specifically stated otherwise, use of the » Network
following terms in this brochure solely refers « Provider Directory

to the CommunityCare Network as explained _
bove. If you have any questions about the
CommunityCare Network service area,
 Health Net choosing your Community Care Network PCP,
« Health Net service area how to access specialist care or your benefits,
please contact the Health Net Customer

» Hospital
Contact Center at 1-877-609-8711.

o Member physician, participating physician
group, primary care physician, physician,
participating provider, contracting physician

groups, and contracting providers



Please read this important notice about the
Health Net PureCare HSP network health plan
service area and obtaining services from PureCare

Network physicians and hospital providers

Except for emergency and urgently needed

care, benefits for physician and hospital services
under this Health Net PureCare HSP (“PureCare
Network”) plan are only available when you live
in the PureCare HSP Network service area and
use a PureCare Network participating physician
or hospital. When you enroll in this PureCare

Network plan, you may only use a participating

physician or hospital who is in the PureCare
Network and you are required to choose a
PureCare primary care physician (PCP). You
may obtain ancillary, pharmacy or behavioral
health covered services and supplies from any
Health Net participating ancillary, pharmacy or
behavioral health provider.

Obtaining covered services under the Health Net PureCare HSP
network plan

Type of Hospital Physician Ancillary Pharmacy |Behavioral health

provider

Available 10nly PureCare | 1Only PureCare | All Health Net All Health Net | All Health Net

from Network Network contracting participating contracting behavioral
hospitals physicians ancillary providers | pharmacies health providers

IThe benefits of this plan for physician and hospital services are only available for covered services received
from a PureCare Network participating physician or hospital, except for emergency and urgently needed care.

The PureCare Network service area and a list of
its participating physicians and hospital providers
are shown in the Health Net PureCare HSP
Network Provider Directory, which is available
online at our website www.healthnet.com.

You can also contact the Health Net Customer
Contact Center at 1-877-609-8711 to request
provider information. The Health Net PureCare
HSP Network Provider Directory is different from
other Health Net provider directories.

Note: Not all physicians and hospitals who
contract with Health Net are PureCare
Network participating providers. Only those
physicians and hospitals specifically identified
as participating providers in the PureCare
Network may provide services under this plan,
except as described in the chart above.

Unless specifically stated otherwise, use of the
following terms in this brochure solely refers to
the PureCare Network as explained above.

« Health Net

« Health Net service area

« Hospital

« Primary care physician, participating
physician, physician, participating provider,
and contracting providers

» Network

« Provider Directory

If you have any questions about the PureCare
Network service area, choosing a PCP, how to
access care or your benefits, please contact the
Health Net Customer Contact Center at
1-877-609-8711.




Health Net Individual & Family coverage for

you and your family

Health Net offers the following
health care coverage options to
individuals and families:

HMO - Our Individual & Family Plan Health
Maintenance Organization (HMO) plans are
designed for people who would like one doctor
to coordinate their medical care at predictable
costs. You are required to choose a main
doctor - called a primary care physician (PCP)
— from our CommunityCare HMO network.
Your PCP oversees all of your health care and
provides referral/authorization if specialty care
is needed. When you choose one of our HMO
plans, you may only use a physician or hospital
that is in the Health Net CommunityCare
Network.

HSP - Our Individual & Family Plan Health
Care Service Plan (HSP) plans are designed
for people who want to see any participating
physician or health care professional without
first obtaining a referral. You are required

to choose a PCP from our PureCare HSP
network, but you can go directly to any
participating provider in our network at any
time with no need for a referral. When you
choose one of our HSP plans, you may only use
a participating provider who is in the

Health Net PureCare Network.

Is an HMO right for you?

With our HMO plans, you are required to
choose a PCP. Your PCP will provide and
coordinate your medical care. You have the
right to designate any PCP who participates

in our Health Net CommunityCare network,
has an office close enough to your residence

to allow reasonable access to medical care and
who is available to accept you or your family
members, subject to the requirements of the
physician group. For children, a pediatrician
may be designated as the PCP. Until you make
your PCP designation, Health Net designates
one for you. Information on how to select a
PCP and a listing of the participating PCPs

in the Health Net CommunityCare service area
are available on the Health Net website

at www.healthnet.com. You can also call
1-877-609-8711 to request provider information,

or contact your Health Net authorized broker.

Your PCP oversees all your health care and
provides the referral/authorization if specialty
care is needed. PCPs include general and
family practitioners, internists, pediatricians,
and OB/GYNs. Many services require only a
fixed copayment from you. To obtain health
care, simply present your ID card and pay the

appropriate copayment.

Your PCP must first be contacted for initial
treatment and consultation before you receive
any care or treatment through a hospital,
specialist or other health care provider,

except for OB/GYN visits, as set out below.

All treatments recommended by such providers
must be authorized by your PCP.



You do not need prior authorization (HMO)

or prior certification (HSP) from Health Net or
from any other person (including a PCP)

in order to obtain access to obstetrical

or gynecological care from a health care
professional in our network who specializes

in obstetrics or gynecology. The health care
professional, however, may be required to
comply with certain procedures, including
obtaining prior authorization (HMO) or

prior certification (HSP) for certain services,
following a pre-approved treatment plan, or
procedures for making referrals. A listing

of participating health care professionals

who specialize in obstetrics or gynecology is
available on the Health Net website at
www.healthnet.com. You can also call
1-877-609-8711 to request provider information
or contact your Health Net authorized broker.
Refer to the “Mental disorders and chemical
dependency Services” section in this document
for information about receiving care for mental

disorders and chemical dependency.

Your PCP belongs to a larger group of health care
professionals, called a participating physician
group. If you need care from a specialist, your

PCP refers you to one within this group.

Is an HSP right for you?

With the Health Net HSP, you may go directly
to any PureCare HSP participating provider.
Simply find the provider you wish to see in the
Health Net PureCare HSP Participating Provider
Directory and schedule an appointment.
Participating providers accept a special rate,
called the contracted rate, as payment in full.
Your share of costs is based on that contracted
rate. All benefits of an HSP plan (except
emergency and urgently needed care) must be
provided by a participating provider in order to

be covered.

We believe maintaining an ongoing
relationship with a physician who knows you
well and whom you trust is an important

part of a good health care program. That’s
why with PureCare HSP, you are required to
select a PCP for yourself and each member of
your family. When selecting a PCP, choose a
participating physician close enough to your
residence to allow reasonable access to medical
care. Information on how to select a PCP and
a listing of the participating physicians in the
Health Net PureCare HSP service area are
available on the Health Net website at
www.healthnet.com. You can also call
1-877-609-8711 to request provider information
or contact your Health Net authorized broker.
PCPs include general and family practitioners,
internists, pediatricians, and obstetricians/

gynecologists.

Some of the covered expenses under

the PureCare HSP plan are subject to a
requirement of certification in order for a
noncertification penalty to not apply. See the
“Certification requirements for HSP plans

only” on the next page.

Calendar year deductible
For some HMO and HSP plans, a calendar year

deductible is required for certain services and is
applied to the out-of-pocket maximum. See the
benefit grids for specific information. You must
pay an amount of covered expenses for noted
services equal to the calendar year deductible
before the benefits are paid by your plan. After
the deductible is satisfied, you remain financially
responsible for paying any other applicable
copayments until you satisfy the individual or
family out-of-pocket maximum. If you are a
member in a family of two or more members,
you reach the deductible either when you meet

the amount for any one member or when your



entire family reaches the family amount. Family
deductibles are equal to two times the individual
deductible.

Out-of-pocket maximum
Copayments and deductibles that you or your

family members pay for covered services and
supplies apply toward the individual or family
out-of-pocket maximum (OOPM). The family
OOPM is equal to two times the individual
OOPM. After you or your family members meet
your OOPM, you pay no additional amounts
for covered services and supplies for the
balance of the calendar year. Once an individual
member in a family satisfies the individual
OOPM, the remaining enrolled family
members must continue to pay the copayments
and deductibles until either (a) the aggregate of
such copayments and deductibles paid by the
family reaches the family OOPM or (b) each
enrolled family member individually satisfies
the individual OOPM. You are responsible

for all charges related to services or supplies
not covered by the health plan. Payments for
services or supplies not covered by this plan
will not be applied to this yearly OOPM. For
the HSP plans, penalties paid for services which
were not certified as required do not apply

to the yearly OOPM (see the “Certification
requirements for HSP plans only” on this page).
For the family OOPM to apply, you and your

family must be enrolled as a family.

Certification requirements for
HSP plans only

For the HSP plans, certain covered services
require Health Net’s (medical) or the
administrator’s (mental disorders or chemical
dependency) review and approval, called
certification, before they are obtained. If
these services are not certified before they are
received, you will be responsible for paying a
$250 noncertification penalty. These penalties

do not apply to your out-of-pocket maximum.

We may revise the prior certification list from
time to time. Any such changes, including
additions and deletions from the prior
certification list, will be communicated to
participating providers and posted on the
www.healthnet.com website. Certification is
NOT a determination of benefits. Some of these
services or supplies may not be covered under
your plan. Even if a service or supply is certified,
eligibility rules and benefit limitations will still
apply. See the Individual & Family Plan Plan
Contract and EOC for details.

Services that require certification include:

1. Inpatient admissions!

Any type of facility, including but not
limited to:

« Acute rehabilitation center
« Substance abuse facility

» Hospice

« Hospital

» Behavioral health facility

o Skilled nursing facility

2. Abdominal paracentesis (when performed at

a hospital)

ICertification is not required for the length of a hospital stay for reconstructive surgery incidental to a mastectomy (including lumpectomy)

or for renal dialysis. Certification is also not required for the length of stay for the first 48 hours following a normal delivery or 96 hours
following cesarean delivery or for behavioral health treatment for pervasive developmental disorder or autism.



3.
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11.

12.

13.
14.
15.
16.

17.

Ambulance: non-emergency air or ground
ambulance services

. Applied behavioral analysis (ABA) and other

forms of behavioral health treatment (BHT)
for autism and pervasive developmental
disorders.

« Requires notification, certification of
diagnosis and treatment plan for the
first 6 months; after 6 months, prior
certification is required for determination

of ongoing medical necessity

. Back surgery

. Bariatric procedures

. Blepharoplasty (includes brow ptosis)

. Breast reductions and augmentations

. Carpal tunnel (when performed at a hospital)

10.

Cataract surgery (when performed at a
hospital)

Chondrocyte implants

Cleft palate reconstruction, including
dental and orthodontic services

Clinical trials

Cochlear implants

Custom orthotics

Dermatology - inpatient procedures

« Skin injections and implants

o Dermabrasion/chemical peel
 Laser treatment

« Chemical exfoliation and electrolysis
Durable medical equipment:

« Bone growth stimulator

» Continuous positive airway pressure
(CPAP)

o Custom-made items
« Hospital beds
o Power wheelchairs

« Scooters

18.
19.

21.

24.
25.

29.

30.

31.

32.

Enhanced external counterpulsation (EECP)

Elective caesarean section

. Excision, excessive skin and subcutaneous

tissue (including lipectomy and
panniculectomy) of the abdomen, thighs,
hips, legs, buttocks, forearms, arms, hands,
submental fat pad, and other areas

Experimental/Investigational services and
new technologies

. Genetic testing

23.

Hernia repair (when performed at a
hospital)

Liposuction

Liver biopsy (when performed at a
hospital)

. Mastectomy for gynecomastia
27.
28.

Neuro or spinal cord stimulator

Occupational and speech therapy (includes
home setting)

Medically necessary dental or orthodontic
services that are an integral part of
reconstructive surgery for cleft palate
procedures. Cleft palate includes cleft
palate, cleft lip or other craniofacial
anomalies associated with cleft palate.

Orthognathic procedures (includes TMJ
treatment)

Otoplasty

Outpatient diagnostic procedures:

« Cardiac catheterization

o CT (computerized tomography)

« Echocardiography

« MRA (magnetic resonance angiogram)
« MRI (magnetic resonance imaging)

o Nuclear cardiology procedures, including
SPECT (single photon emission
computed tomography)

« PET (positron emission tomography)



o Sleep studies
33. Outpatient pharmaceuticals
« Self-injectables

o Certain physician-administered drugs,
whether administered in a physician office,
free-standing infusion center, ambulatory
surgery center, outpatient dialysis center,
or outpatient hospital. Refer to the
Health Net website, www.healthnet.com,
for a list of physician-administered drugs
that require certification.

34. Outpatient physical therapy and
acupuncture (exceeding 12 visits, includes
home setting).

35. Prosthesis items exceeding $2,500 in billed
charges

36. Radiation therapy
37. Rhinoplasty

38. Septoplasty

39. Tonsillectomy and adenectomy (when
performed at a hospital)

40. Total joint replacements (hip, knee,
shoulder, and ankle)

41. Transplant-related services
42. Transgender services
43. Treatment of varicose veins

44. Upper and lower gastrointestinal (GI)
endoscopy (when performed at a hospital)

45. Urologic procedures (when performed at a
hospital)

46. Uvulopalatopharyngoplasty (UPPP) and
laser-assisted UPPP

47. Vermilionectomy with mucosal
advancement

48. Vestibuloplasty
49. X-STOP

Timely access to non-emergency health

care services

The California Department of Managed
Health Care (DMHC) has issued regulations
(Title 28, Section 1300.67.2.2) with
requirements for timely access to non-

emergency health care services.

You may contact Health Net at the number
shown on the back cover, 7 days a week,

24 hours a day, to access triage or screening
services. Health Net provides access to covered

health care services in a timely manner.

For further information, please refer to the
Individual & Family Plan HMO or HSP
Exchange Plan Contract and EOC or contact
the Health Net Customer Contact Center at the

phone number on the back cover.



Plan Overview — Health Net Platinum 90 HMO

CommunityCare HMO is available through Covered California in Los Angeles, Orange and San Diego counties, and
parts of Kern, Riverside and San Bernardino counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!

Unlimited lifetime maximum

Plan maximums
Calendar year deductible None

Out-of-pocket maximum (Payments for services and supplies not covered by | $4,000 single / $8,000 family
this plan will not be applied to this calendar year out-of-pocket maximum.)

Professional services

Office visit copay? $15

Specialist visit? $40

Other practitioner office visit (including medically necessary acupuncture)3 $15

Preventive care services> $0

X-ray and diagnostic imaging $40

Laboratory tests $20

Imaging (CT, PET scans, MRIs) $150

Rehabilitation and habilitation therapy $15

Outpatient services Outpatient surgery $250 facility / $40 physician

Hospital services

Inpatient hospital facility (includes maternity) $250/day (up to 5 days) facility / $40° physician
Skilled nursing care $150/day up to 5 days6

Emergency services

Emergency room services (copays waived if admitted) $150 facility / $0 physician

Urgent care $15

Ambulance services (ground and air) $150

Mental/Behavioral Health/Substance use disorder services’

Mental/Behavioral health/Substance use disorder (inpatient) $250/day (up to 5 days) facility / $40 physician
Mental/Behavioral health/Substance use disorder (outpatient) $15 office visit / $0 other than office visit
Home health care services (100 visits per calendar year) $20

Other services

Durable medical equipment 10%

Hospice service $0

Self-injectables (other than insulin)8 10% up to $250/script

Prescription drug coverage9:10.1L,12
(up to a 30-day supply obtained through a participating pharmacy)

Tier | (most generics and low-cost preferred brands) $5

Tier Il (non-preferred generics and preferred brands) $15

Tier Il (non-preferred brands only) $25

Tier IV (Specialty drugs)’? 10% up to $250/script
Pediatric dentall4 Diagnostic and preventive services $0

Pediatric visionl> Routine eye exam $0

Glasses (limitations apply) 1 pair per year




This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this plan for items or services that are
Essential Health Benefits if the items or services are provided by a provider

of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization,

or Urban Indian Organization, or through referral under contract health
services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles. In addition, an American Indian or Alaskan
Native who is enrolled in a zero cost-sharing plan variation (because your
expected income has been deemed by the Exchange as being at or below 300%
of the Federal Poverty Level), has no cost-sharing obligation for Essential
Health Benefits when items or services are provided by any participating
provider.

2Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

3Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

4Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

50nly one inpatient physician/surgeon services copayment applies per
inpatient hospital stay. The inpatient physician/surgeon services copayment
will be collected at the same time as the inpatient hospital facility services
copayment. No additional copayment after the first 5 days of a continuous
hospital stay.

6No additional copayment after the first 5 days of a continuous skilled nursing
facility stay.
7Benefits are administered by MHN Services, an affiliate behavioral health

administrative services company which provides behavioral health services.

8Self-injectable drugs (other than insulin) are considered specialty drugs and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

90rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

10If the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

HPreventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

12The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that
are not excluded or limited from coverage are covered. Some drugs that
are not listed on the list do require prior authorization from Health Net.
Health Net will approve a drug not on the list at the Tier III copayment if
the member’s physician demonstrates medical necessity. Urgent requests
from physicians for authorization are processed as soon as possible, not to
exceed 24 hours, after Health Net’s receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make the
determination. Routine requests from physicians are processed in a timely
fashion, not to exceed 72 hours, as appropriate and medically necessary,
for the nature of the member’s condition after Health Net’s receipt of the
information that is reasonably necessary and requested by Health Net to
make the determination. For a copy of the Essential Rx Drug List, call
Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

13Tjer IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP,” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Gold 80 HMO

CommunityCare HMO is available through Covered California in Los Angeles, Orange and San Diego counties, and
parts of Kern, Riverside and San Bernardino counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!

Unlimited lifetime maximum

Plan maximums
Calendar year deductible None

Out-of-pocket maximum (Payments for services and supplies not covered by this | $6,750 single / $13,500 family
plan will not be applied to this calendar year out-of-pocket maximum.)

Professional services

Office visit copay2 $30

Specialist visit? $55

Other practitioner office visit (including medically necessary acupunc‘cure)3 $30

Preventive care services>? $0

X-ray and diagnostic imaging $55

Laboratory tests $35

Imaging (CT, PET scans, MRIs) $275

Rehabilitation and habilitation therapy $30

Outpatient services Outpatient surgery $600 facility / $55 physician

Hospital services

Inpatient hospital facility (includes maternity) Facility: $600/day up to 5 days; Physician: $55°
Skilled nursing care $300/day up to 5 days6

Emergency services

Emergency room services (copays waived if admitted) $325 facility / $0 physician

Urgent care $30

Ambulance services (ground and air) $250

Mental/Behavioral Health/Substance use disorder services’

Mental/Behavioral health/Substance use disorder (inpatient) Facility: $600/day up to 5 days; Physician: $55
Mental/Behavioral health/Substance use disorder (outpatient) Office vist: $30 / Other than office visit: $0
Home health care services (100 visits per calendar year) $30

Otbher services

Durable medical equipment 20%

Hospice service $0

Self-injectables (other than insulin)8 20% up to $250/script

Prescription drug COVerage9’10’1 1,12

(up to a 30-day supply obtained through a participating pharmacy)

Tier | (most generics and low-cost preferred brands) $15

Tier Il (non-preferred generics and preferred brands) $55

Tier Il (non-preferred brands only) $75

Tier IV (Specialty drugs)® 20% up to $250/script
Pediatric dental'* Diagnostic and preventive services $0

Pediatric vision!® Routine eye exam $0

Glasses (limitations apply) 1 pair per year




This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this plan for items or services that are
Essential Health Benefits if the items or services are provided by a provider

of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization,

or Urban Indian Organization, or through referral under contract health
services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles. In addition, an American Indian or Alaskan
Native who is enrolled in a zero cost-sharing plan variation (because your
expected income has been deemed by the Exchange as being at or below 300%
of the Federal Poverty Level), has no cost-sharing obligation for Essential
Health Benefits when items or services are provided by any participating
provider.

2Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

3Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

4Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

50nly one inpatient physician/surgeon services copayment applies per
inpatient hospital stay. The inpatient physician/surgeon services copayment
will be collected at the same time as the inpatient hospital facility services
copayment. No additional copayment after the first 5 days of a continuous
hospital stay.

6No additional copayment after the first 5 days of a continuous skilled nursing
facility stay.
7Benefits are administered by MHN Services, an affiliate behavioral health

administrative services company which provides behavioral health services.

8Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

90rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

10If the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

HPreventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

12The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that
are not excluded or limited from coverage are covered. Some drugs that
are not listed on the list do require prior authorization from Health Net.
Health Net will approve a drug not on the list at the Tier III copayment if
the member’s physician demonstrates medical necessity. Urgent requests
from physicians for authorization are processed as soon as possible, not to
exceed 24 hours, after Health Net’s receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make the
determination. Routine requests from physicians are processed in a timely
fashion, not to exceed 72 hours, as appropriate and medically necessary,
for the nature of the member’s condition after Health Net’s receipt of the
information that is reasonably necessary and requested by Health Net to
make the determination. For a copy of the Essential Rx Drug List, call
Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

13Tjer IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP,” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 70 HMO

CommunityCare HMO is available through Covered California in Los Angeles, Orange and San Diego counties, and

parts of Kern, Riverside and San Bernardino counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.

Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible?

$2,500 single / $5,000 family

Out-of-pocket maximum (Payments for services and supplies not covered by this
plan will not be applied to this calendar year out-of-pocket maximum.)

$6,800 single / $13,600 family

Professional services
Office visit copay®

$35 (deductible waived)

Specialist visit? $70 (deductible waived)
Other practitioner office visit (including medically necessary ac:upunc‘cure)4 $35 (deductible waived)
Preventive care services>” $0 (deductible waived)
X-ray and diagnostic imaging $70 (deductible waived)
Laboratory tests $35 (deductible waived)
Imaging (CT, PET scans, MRIs) $300 (deductible waived)
Rehabilitation and habilitation therapy $35 (deductible waived)
Outpatient services 20% (deductible waived)
Outpatient surgery (includes facility fee and physician/surgeon fees)

Hospital services

Inpatient hospital facility (includes maternity) 20%

Skilled nursing care 20%

Emergency services
Emergency room services (copay waived if admitted)

$350 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $35 (deductible waived)
Ambulance services (ground and air) $250
Mental/Behavioral Health/Substance use disorder services®

Mental/Behavioral health/Substance use disorder (inpatient) 20%

Mental/Behavioral health/Substance use disorder (outpatient)

Office visit: $35 (ded. waived)
Other than office visit: 20% up to $35 (ded. waived)

Home health care services (100 visits per calendar year)

$45 (deductible waived)

Other services
Durable medical equipment

20% (deductible waived)

Hospice service

$0 (deductible waived)

Self—injectables7 (other than insulin)

20% up to $250/script (Rx ded. applies)

Prescription drug <:overage8’9’10’11’12

Prescription drugs (up to a 30-day supply obtained through a participating pharmacy)
Prescription drug calendar year deductible

$250 single / $500 family

Tier | (most generics and low-cost preferred brands)

$15 (Rx deductible waived)

Tier Il (non-preferred generics and preferred brands)

$55 (Rx deductible applies)

Tier Il (non-preferred brands only)

$80 (Rx deductible applies)

Tier IV (Specialty c:lrugs)13

20% up to $250/script after Rx deductible




Benefit description Member(s) responsibility!

Pediatric dental'* Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'> Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this plan for items or services that are
Essential Health Benefits if the items or services are provided by a provider
of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization,
or Urban Indian Organization, or through referral under contract health
services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles. In addition, an American Indian or Alaskan
Native who is enrolled in a zero cost-sharing plan variation (because your
expected income has been deemed by the Exchange as being at or below 300%
of the Federal Poverty Level), has no cost-sharing obligation for Essential
Health Benefits when items or services are provided by any participating
provider.

2For certain services and supplies under this plan, a calendar year deductible
applies, which must be satisfied before these services and supplies are covered.
Such services and supplies are only covered to the extent that the covered
expenses exceed the deductible. The calendar year deductible applies, unless
specifically noted above.

3Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

4Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

SPreventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

6Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

7Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

80rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

9If the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

10The prescription drug deductible does not apply to Tier I prescription drugs.
For all other prescription drugs, the prescription drug deductible (per calendar
year) must be paid before Health Net begins to pay. If you are a member in a
family of two or more members, you reach the prescription drug deductible
either when you meet the amount for any one member, or when your entire
family reaches the family amount. The prescription drug deductible does not
apply to peak flow meters, inhaler spacers used for the treatment of asthma,
diabetic supplies and equipment dispensed through a participating pharmacy
and preventive drugs and women’s contraceptives. Prescription drug-covered
expenses are the lesser of Health Net’s contracted pharmacy rate or the
pharmacy’s retail price for covered prescription drugs.

11Preventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

12The Essential Rx Drug List is the approved list of medications covered for
illnesses and conditions. It is prepared by Health Net and distributed to
Health Net contracted physicians and participating pharmacies. Some drugs
on the list may require prior authorization from Health Net. Drugs that are not
listed on the list (previously known as non-formulary) that are not excluded or
limited from coverage are covered. Some drugs that are not listed on the list do
require prior authorization from Health Net. Health Net will approve a drug
not on the list at the Tier III copayment if the member’s physician demonstrates
medical necessity. Urgent requests from physicians for authorization are
processed as soon as possible, not to exceed 24 hours, after Health Net’s
receipt of the request and any additional information requested by Health Net
that is reasonably necessary to make the determination. Routine requests
from physicians are processed in a timely fashion, not to exceed 72 hours, as
appropriate and medically necessary, for the nature of the member’s condition
after Health Net’s receipt of the information that is reasonably necessary and
requested by Health Net to make the determination. For a copy of the Essential
Rx Drug List, call Health Net’s Customer Contact Center at the number listed on
the back of your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

13Tier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP,” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc. and
administered by Dental Benefit Providers of California, Inc. (DBP). DBP is a
California licensed specialized dental plan and is not affiliated with Health Net.
Additional pediatric dental benefits are covered. See the Individual & Family
Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 94 HMO

CommunityCare HMO is available through Covered California in Los Angeles, Orange and San Diego counties, and
parts of Kern, Riverside and San Bernardino counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility’

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible?

$75 single / $150 family

Out-of-pocket maximum (Payments for services and supplies not covered by
this plan will not be applied to this calendar year out-of-pocket maximum.)

$2,350 single / $4,700 family

Professional services
Office visit <:opay3

$5 (deductible waived)

Specialist visit®

$8 (deductible waived)

Other practitioner office visit (including medically necessary acupunc‘cure)4

$5 (deductible waived)

Preventive care services>”

$0 (deductible waived)

X-ray and diagnostic imaging

Laboratory tests

)
$8 (deductible waived)

Imaging (CT, PET scans, MRlIs)

$50 (deductible waived)

Rehabilitation and habilitation therapy

(
(
(
(
$8 (deductible waived
(
0
(

$5 (deductible waived)

Outpatient services

(Outpatient surgery) (includes facility fee and physician/surgeon fees) 10% (deductible waived)
Hospital services

Inpatient hospital facility (includes maternity) 10%

Skilled nursing care 10%

Emergency services
Emergency room services (copay waived if admitted)

$50 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $5 (deductible waived)
Ambulance services (ground and air) $30
Mental/Behavioral Health/Substance use disorder services®

Mental/Behavioral health/Substance use disorder (inpatient) 10%

Mental/Behavioral health/Substance use disorder (outpatient)

Office visit: $5 (ded. waived)
Other than office visit: 10% up to $5 (ded. waived)

Home health care services (100 visits per calendar year)

$3 (deductible waived)

Other services
Durable medical equipment

10% (deductible waived)

Hospice service

$0 (deductible waived)

Self—injectables7 (other than insulin)

10% up to $150/script (Rx ded. waived)

Prescription drug coverage8’9’10’11’12

Prescription drugs (up to a 30-day supply obtained through a participating
pharmacy)

Prescription drug calendar year deductible None
Tier | (most generics and low-cost preferred brands) $3 (deductible waived)
Tier Il (non-preferred generics and preferred brands) $10 (deductible waived)

Tier Il (non-preferred brands only)

$15 (deductible waived)

Tier IV (Specialty drugs)®®

10% up to $150/script (ded. waived)




Benefit description Member(s) responsibility!

Pediatric dental'* Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'> Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this plan for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2For certain services and supplies under this plan, a calendar year deductible
applies, which must be satisfied before these services and supplies are covered.
Such services and supplies are only covered to the extent that the covered
expenses exceed the deductible. The calendar year deductible applies, unless
specifically noted above.

3Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

4Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

SPreventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

6Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

7Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

80rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

91f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

10The prescription drug deductible does not apply to Tier I prescription drugs.
For all other prescription drugs, the prescription drug deductible (per calendar
year) must be paid before Health Net begins to pay. If you are a member in a
family of two or more members, you reach the prescription drug deductible

either when you meet the amount for any one member, or when your entire
family reaches the family amount. The prescription drug deductible does not
apply to peak flow meters, inhaler spacers used for the treatment of asthma,
diabetic supplies and equipment dispensed through a participating pharmacy
and preventive drugs and women’s contraceptives. Prescription drug-covered
expenses are the lesser of Health Net’s contracted pharmacy rate or the
pharmacy’s retail price for covered prescription drugs.

11Preventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

12The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that
are not excluded or limited from coverage are covered. Some drugs that
are not listed on the list do require prior authorization from Health Net.
Health Net will approve a drug not on the list at the Tier III copayment if
the member’s physician demonstrates medical necessity. Urgent requests
from physicians for authorization are processed as soon as possible, not to
exceed 24 hours, after Health Net’s receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make the
determination. Routine requests from physicians are processed in a timely
fashion, not to exceed 72 hours, as appropriate and medically necessary,
for the nature of the member’s condition after Health Net’s receipt of the
information that is reasonably necessary and requested by Health Net to
make the determination. For a copy of the Essential Rx Drug List, call
Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

13Ter IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP,” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.




Plan Overview — Health Net Silver 87 HMO

CommunityCare HMO is available through Covered California in Los Angeles, Orange and San Diego counties, and
parts of Kern, Riverside and San Bernardino counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility’

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums

Calendar year deductible? $650 single / $1,300 family
Out-of-pocket maximum (Payments for services and supplies not covered by | $2,350 single / $4,700 family
this plan will not be applied to this calendar year out-of-pocket maximum.)

Professional services

Office visit <:opay3 $10 (deductible waived)

Specialist visit? $25 (deductible waived)

Other practitioner office visit (including medically necessary acupunc‘cure)4 $10 (deductible waived)

Preventive care services>” $0 (deductible waived)

X-ray and diagnostic imaging $25 (deductible waived)

Laboratory tests $15 (deductible waived)

Imaging (CT, PET scans, MRlIs) $100 (deductible waived)

Rehabilitation and habilitation therapy $10 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 15% (deductible waived)

Hospital services

Inpatient hospital facility (includes maternity) 15%

Skilled nursing care 15%

Emergency services

Emergency room services (copay waived if admitted) $100 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $10 (deductible waived)

Ambulance services (ground and air) $75

Mental/Behavioral Health/Substance use disorder services®

Mental/Behavioral health/Substance use disorder (inpatient) 15%

Mental/Behavioral health/Substance use disorder (outpatient) Office visit: $10 (ded. waived)
Other than office visit: 15% up to $10 (ded. waived)

Home health care services (100 visits per calendar year) $15 (deductible waived)

Other services

Durable medical equipment 15% (deductible waived)

Hospice service $0 (deductible waived)

Self—injectables7 (other than insulin) 15% up to $150/script (Rx ded. applies)

Prescription drug coverage8’9’w’ll’12

Prescription drugs (up to a 30-day supply obtained through a participating
pharmacy) $50 single / $100 family
Prescription drug calendar year deductible

Tier | (most generics and low-cost preferred brands) $5 (Rx deductible waived)
Tier Il (non-preferred generics and preferred brands) $20 (Rx deductible applies)
Tier lll (non-preferred brands only) $35 (Rx deductible applies)

Tier IV (Specialty clrugs)13 15% up to $150/script after Rx deductible




Benefit description ember(s) responsibility!

|14

Pediatric dental™* Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision' Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this plan for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2For certain services and supplies under this plan, a calendar year deductible
applies, which must be satisfied before these services and supplies are covered.
Such services and supplies are only covered to the extent that the covered
expenses exceed the deductible. The calendar year deductible applies, unless
specifically noted above.

3Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

4Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

SPreventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

6Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

7Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

80rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

9If the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

10The prescription drug deductible does not apply to Tier I prescription drugs.
For all other prescription drugs, the prescription drug deductible (per calendar
year) must be paid before Health Net begins to pay. If you are a member in a

family of two or more members, you reach the prescription drug deductible
either when you meet the amount for any one member, or when your entire
family reaches the family amount. The prescription drug deductible does not
apply to peak flow meters, inhaler spacers used for the treatment of asthma,
diabetic supplies and equipment dispensed through a participating pharmacy
and preventive drugs and women’s contraceptives. Prescription drug-covered
expenses are the lesser of Health Net’s contracted pharmacy rate or the
pharmacy’s retail price for covered prescription drugs.

HPreventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

12The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that
are not excluded or limited from coverage are covered. Some drugs that
are not listed on the list do require prior authorization from Health Net.
Health Net will approve a drug not on the list at the Tier III copayment if
the member’s physician demonstrates medical necessity. Urgent requests
from physicians for authorization are processed as soon as possible, not to
exceed 24 hours, after Health Net’s receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make the
determination. Routine requests from physicians are processed in a timely
fashion, not to exceed 72 hours, as appropriate and medically necessary,
for the nature of the member’s condition after Health Net’s receipt of the
information that is reasonably necessary and requested by Health Net to
make the determination. For a copy of the Essential Rx Drug List, call
Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

13Tier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP,” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.




Plan Overview — Health Net Silver 73 HMO

CommunityCare HMO is available through Covered California in Los Angeles, Orange and San Diego counties, and
parts of Kern, Riverside and San Bernardino counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible? $2,200 single / $4,400 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for $5,700 single / $11,400 family
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

Professional services

Office visit copay3 $30 (deductible waived)

Specialist visit? $55 (deductible waived)

Other practitioner office visit (including medically necessary acupuncture)4 $30 (deductible waived)

Preventive care services>” $0 (deductible waived)

X-ray and diagnostic imaging $65 (deductible waived)

Laboratory tests $35 (deductible waived)

Imaging (CT, PET scans, MRlIs) $300 (deductible waived)

Rehabilitation and habilitation services $30 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 20% (deductible waived)

Hospital services

Inpatient hospital stay (includes maternity) 20%

Skilled nursing care 20%

Emergency services

Emergency room services (copays waived if admitted) $350 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $30 (deductible waived)

Ambulance services (ground and air) $250

Mental/Behavioral Health / Substance use disorder services®

Mental/Behavioral health / Substance use disorder (inpatient) 20%

Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $30 (deductible waived)
Other than office visit: 20% up to $30 (ded. waived)

Home health care services (100 visits per calendar year) $40 (deductible waived)

Other services

Durable medical equipment 20% (deductible waived)

Hospice service $0 (deductible waived)

Self—injectables7 (other than insulin) 20% up to $250/script (after Rx deductible)

Prescription drug coverage8’9’w’u’12

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)

Prescription drug calendar year deductible $250 single / $500 family

Tier | (most generics and low-cost preferred brands) $15 (Rx deductible waived)
Tier Il (non-preferred generics and preferred brands) $50 (Rx deductible applies)
Tier Il (non-preferred brands only) $75 (Rx deductible applies)

Tier IV (Specialty drugs)13 20% up to $250/script (after Rx deductible)




Benefit description

Pediatric dental* Diagnostic and preventive services

Member(s) responsibility’
$0 (deductible waived)

Pediatric vision'® Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this plan for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2For certain services and supplies under this plan, a calendar year deductible
applies, which must be satisfied before these services and supplies are covered.
Such services and supplies are only covered to the extent that the covered
expenses exceed the deductible. The calendar year deductible applies, unless
specifically noted above.

3Prenatal, postnatal and newborn care office visits for preventive care, including
preconception visits, are covered in full. See copayment listing for “Preventive
care services.” If the primary purpose of the office visit is unrelated to a
preventive service, or if other non-preventive services are received during the
same office visit, a copayment will apply for the non-preventive services.

4Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

SPreventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

6Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

7Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

80rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

91f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

10The prescription drug deductible does not apply to Tier I prescription drugs.
For all other prescription drugs, the prescription drug deductible (per calendar
year) must be paid before Health Net begins to pay. If you are a member in a

family of two or more members, you reach the prescription drug deductible
either when you meet the amount for any one member, or when your entire
family reaches the family amount. The prescription drug deductible does not
apply to peak flow meters, inhaler spacers used for the treatment of asthma,
diabetic supplies and equipment dispensed through a participating pharmacy
and preventive drugs and women’s contraceptives. Prescription drug-covered
expenses are the lesser of Health Net’s contracted pharmacy rate or the
pharmacy’s retail price for covered prescription drugs.

HPreventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

12The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that
are not excluded or limited from coverage are covered. Some drugs that
are not listed on the list do require prior authorization from Health Net.
Health Net will approve a drug not on the list at the Tier III copayment if
the member’s physician demonstrates medical necessity. Urgent requests
from physicians for authorization are processed as soon as possible, not to
exceed 24 hours, after Health Net’s receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make the
determination. Routine requests from physicians are processed in a timely
fashion, not to exceed 72 hours, as appropriate and medically necessary,
for the nature of the member’s condition after Health Net’s receipt of the
information that is reasonably necessary and requested by Health Net to
make the determination. For a copy of the Essential Rx Drug List, call
Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

13Tjer IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP,” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Platinum 90 HSP

PureCare HSP is available through Covered California in Kings, Madera, Sacramento, and Yolo counties, and parts of
El Dorado, Fresno, Nevada, Placer and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility’-

Unlimited lifetime maximum.

Plan maximums
Calendar year deductible None

Out-of-pocket maximum (Payments for services and supplies not covered by | $4,000 single / $8,000 family
this plan will not be applied to this calendar year out-of-pocket maximum.)

Professional services

Office visit copay® $15
Specialist visit? $40
Other practitioner office visit (including medically necessary acupunc‘cure)4 $15
Preventive care services™ $0
X-ray and diagnostic imaging $40
Laboratory tests $20
Imaging (CT, PET scans, MRIs) 10%
Rehabilitation and habilitation services $15
Outpatient services
Outpatient surgery (includes facility fee and physician/surgeon fees) 10%
Hospital services
Inpatient hospital stay (includes maternity) 10%
Skilled nursing care 10%
Emergency services
Emergency room services (copays waived if admitted) $150 facility / 10% physician
Urgent care $15
Ambulance services (ground and air) $150
Mental/Behavioral Health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient) 10%
Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $15
Other than office visit: 10% up to $15
Home health care services (100 visits per calendar year) 10%
Other services
Durable medical equipment 10%
Hospice service $0
Self-injectables’ (other than insulin) 10% up to $250/script

Prescription drug coverage®®101!

Prescription drugs (up to a 30-day supply obtained through a participating

pharmacy)

Tier | (most generics and low-cost preferred brands) $5
Tier Il (non-preferred generics and preferred brands) $15
Tier Il (non-preferred brands only) $25

Tier IV (Specialty drugs)!? 10% up to $250/script




Benefit description Member(s) responsibility’-
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Pediatric dental™” Diagnostic and preventive services

$0

Pediatric vision'* Routine eye exam

$0

Glasses (limitations apply)

1 pair per year

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider
of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization,
or Urban Indian Organization, or through referral under contract health
services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles. In addition, an American Indian or Alaskan
Native who is enrolled in a zero cost-sharing plan variation (because
your expected income has been deemed by the Exchange as being at or
below 300% of the Federal Poverty Level), has no cost-sharing obligation
for Essential Health Benefits when items or services are provided by any
participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3 Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

4Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic
services are not covered. Acupuncture services are provided by Health Net.
Health Net contracts with American Specialty Health Plans of California, Inc.
(ASH Plans) to offer quality and affordable acupuncture coverage.

5Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

6 Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

7 Self-injectable drugs (other than insulin) are considered specialty drugs and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

8 Orally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

91f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

10 Preventive drugs and women’s contraceptives that are approved by the Food
and Drug Administration are covered at no cost to the member. Preventive
drugs are prescribed over-the-counter drugs or prescription drugs that
are used for preventive health purposes per the U.S. Preventive Services
Task Force A and B recommendations. Covered contraceptives are FDA-
approved contraceptives for women that are either available over the counter
or are only available with a prescription. If a brand-name preventive drug
or women’s contraceptive is dispensed and there is a generic equivalent
commercially available, you will be required to pay the difference in cost
between the generic and brand-name drug. However, if a brand-name
preventive drug or women’s contraceptive is medically necessary and the
physician obtains prior authorization from Health Net, then the brand-
name drug will be dispensed at no charge. Vaginal, oral, transdermal,
and emergency contraceptives are covered under the prescription drug
benefit. IUD, implantable and injectable contraceptives are covered (when
administered by a physician) under the medical benefit.

UThe Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that
are not excluded or limited from coverage are covered. Some drugs that
are not listed on the list do require prior authorization from Health Net.
Health Net will approve a drug not on the list at the Tier III copayment if
the member’s physician demonstrates medical necessity. Urgent requests
from physicians for authorization are processed as soon as possible, not to
exceed 24 hours, after Health Net’s receipt of the request and any additional
information requested by Health Net that is reasonably necessary to make the
determination. Routine requests from physicians are processed in a timely
fashion, not to exceed 72 hours, as appropriate and medically necessary,
for the nature of the member’s condition after Health Net’s receipt of the
information that is reasonably necessary and requested by Health Net to
make the determination. For a copy of the Essential Rx Drug List, call
Health Net’s Customer Contact Center at the number listed on the back
of your Health Net ID card or visit our website at www.healthnet.com.
Generic drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

12Tjer IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP}” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy vendor to be covered.

13The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

14 The pediatric vision services benefits are provided by Health Net of
California, Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision
services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Gold 80 HSP

PureCare HSP is available through Covered California in Kings, Madera, Sacramento, and Yolo counties, and parts of
El Dorado, Fresno, Nevada, Placer and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!-

Unlimited lifetime maximum.

Plan maximums
Calendar year deductible None

Out-of-pocket maximum (Payments for services and supplies not covered by | $6,750 single / $13,500 family
this plan will not be applied to this calendar year out-of-pocket maximum.)

Professional services

Office visit copay® $30
Specialist visit® $55
Other practitioner office visit (including medically necessary acupunc‘cure)4 $30
Preventive care services™ $0
X-ray and diagnostic imaging $55
Laboratory tests $35
Imaging (CT, PET scans, MRIs) 20%
Rehabilitation and habilitation services $30
Outpatient services
Outpatient surgery (includes facility fee and physician/surgeon fees) 20%
Hospital services
Inpatient hospital stay (includes maternity) 20%
Skilled nursing care 20%
Emergency services
Emergency room services (copays waived if admitted) $325 facility / $0 physician
Urgent care $30
Ambulance services (ground and air) $250
Mental/Behavioral Health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient) 20%
Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $30
Other than office visit: 20% up to $30
Home health care services (100 visits per calendar year) 20%
Other services
Durable medical equipment 20%
Hospice service $0
Self-injectables’ (other than insulin) 20% up to $250/script

Prescription drug coverage®®101!

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)

Tier | (most generics and low-cost preferred brands) $15
Tier Il (non-preferred generics and preferred brands) $55
Tier Il (non-preferred brands only) $75

Tier IV (Specialty drugs)!? 20% up to $250/script




Benefit description Member(s) responsibility!-

|13

Pediatric dental™” Diagnostic and preventive services

$0

Pediatric vision'* Routine eye exam

$0

Glasses (limitations apply)

1 pair per year

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,

have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income has
been deemed by the Exchange as being at or below 300% of the Federal Poverty
Level), has no cost-sharing obligation for Essential Health Benefits when items
or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

4Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

SPreventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

6Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

7Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

80rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

91f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

l0Preventive drugs and women’s contraceptives that are approved by the Food
and Drug Administration are covered at no cost to the member. Preventive
drugs are prescribed over-the-counter drugs or prescription drugs that are
used for preventive health purposes per the U.S. Preventive Services Task
Force A and B recommendations. Covered contraceptives are FDA-approved
contraceptives for women that are either available over the counter or are only
available with a prescription. If a brand-name preventive drug or women’s
contraceptive is dispensed and there is a generic equivalent commercially
available, you will be required to pay the difference in cost between the
generic and brand-name drug. However, if a brand-name preventive drug or
women’s contraceptive is medically necessary and the physician obtains prior
authorization from Health Net, then the brand-name drug will be dispensed
at no charge. Vaginal, oral, transdermal, and emergency contraceptives are
covered under the prescription drug benefit. IUD, implantable and injectable
contraceptives are covered (when administered by a physician) under the
medical benefit.

UThe Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that are
not excluded or limited from coverage are covered. Some drugs that are not
listed on the list do require prior authorization from Health Net. Health Net
will approve a drug not on the list at the Tier III copayment if the member’s
physician demonstrates medical necessity. Urgent requests from physicians for
authorization are processed as soon as possible, not to exceed 24 hours, after
Health Net’s receipt of the request and any additional information requested
by Health Net that is reasonably necessary to make the determination. Routine
requests from physicians are processed in a timely fashion, not to exceed 72
hours, as appropriate and medically necessary, for the nature of the member’s
condition after Health Net’s receipt of the information that is reasonably
necessary and requested by Health Net to make the determination. For a copy
of the Essential Rx Drug List, call Health Net’s Customer Contact Center at the
number listed on the back of your Health Net ID card or visit our website at
www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs, including Specialty Drugs, that
have a generic equivalent at the Tier II, Tier III or Tier IV (Specialty Drugs)
copayment, when determined to be medically necessary.

LTjer IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

3The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

14The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.




Plan Overview — Health Net Silver 70 HSP

PureCare HSP is available through Covered California in Kings, Madera, Sacramento, and Yolo counties, and parts of
El Dorado, Fresno, Nevada, Placer and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!-

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible? $2,500 single / $5,000 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for $6,800 single / $13,600 family
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

Professional services

Office visit copay4 $35 (deductible waived)
Specialist visit® $70 (deductible waived)
Other practitioner office visit (including medically necessary acupunc‘cure)5 $35 (deductible waived)
Preventive care services™® $0

X-ray and diagnostic imaging $70 (deductible waived)
Laboratory tests $35 (deductible waived)
Imaging (CT, PET scans, MRIs) $300 (deductible waived)
Rehabilitation and habilitation services $35 (deductible waived)
Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 20% (deductible waived)
Hospital services

Inpatient hospital stay (includes maternity) 20%

Skilled nursing care 20%

Emergency services
Emergency room services (copays waived if admitted) $350 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $35 (deductible waived)
Ambulance services (ground and air) $250
Mental/Behavioral Health / Substance use disorder services’
Mental/Behavioral health / Substance use disorder (inpatient) 20%
Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $35 (deductible waived)
Other than office visit: 20% up to $35 (deductible waived)
Home health care services (100 visits per calendar year) $45 (deductible waived)
Other services
Durable medical equipment 20% (deductible waived)
Hospice service $0 (deductible waived)
Self-injectables® (other than insulin) 20% up to $250/script (after Rx deductible)

Prescription drug coverageg’lo’u’u’13

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)

Prescription drug calendar year deductible $250 single / $500 family
Tier | (most generics and low-cost preferred brands) $15 (Rx deductible waived)
Tier Il (non-preferred generics and preferred brands) $55 (Rx deductible waived)

Tier lll (non-preferred brands only) $80 (Rx deductible applies)




Benefit description Member(s) responsibility!-

Tier IV (Specialty clrugs)14 20% up to $250/script (after Rx deductible)
Pediatric dental® Diagnostic and preventive services $0 (deductible waived)
Pediatric vision'® Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income has
been deemed by the Exchange as being at or below 300% of the Federal Poverty
Level), has no cost-sharing obligation for Essential Health Benefits when items
or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3For certain services and supplies under this plan, including prescription
drugs, a calendar year deductible applies, which must be satisfied before these
services and supplies are covered. Such services and supplies are only covered
to the extent that the covered expenses exceed the deductible. The calendar
year deductible applies, unless specifically noted above.

4Prenatal, postnatal and newborn care office visits for preventive care, including
preconception visits, are covered in full. See copayment listing for “Preventive
care services.” If the primary purpose of the office visit is unrelated to a
preventive service, or if other non-preventive services are received during the
same office visit, a copayment will apply for the non-preventive services.

SIncludes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

6Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

7Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

8Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

90rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

101 the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

IThe prescription drug deductible does not apply to Tier I prescription
drugs. For all other prescription drugs, the prescription drug deductible
(per calendar year) must be paid before Health Net begins to pay. If you are
a Member in a Family of two or more Members, you reach the Prescription
Drug Deductible either when you meet the amount for any one Member, or
when your entire Family reaches the Family amount. The prescription drug
deductible does not apply to peak flow meters, inhaler spacers used for the
treatment of asthma, diabetic supplies and equipment dispensed through a
participating pharmacy and preventive drugs and women’s contraceptives.
Prescription drug covered expenses are the lesser of Health Net’s contracted
pharmacy rate or the pharmacy’s retail price for covered prescription drugs.

12Preventive drugs, including smoking cessation drugs, and women's contraceptives
that are approved by the Food and Drug Administration are covered at no
cost to the member. Preventive drugs are prescribed over-the-counter drugs
or prescription drugs that are used for preventive health purposes per the U.S.
Preventive Services Task Force A and B recommendations. Covered contraceptives
are FDA-approved contraceptives for women that are either available over the
counter or are only available with a prescription. If a brand-name preventive
drug or women's contraceptive is dispensed and there is a generic equivalent
commercially available, you will be required to pay the difference in cost between
the generic and brand-name drug. However, if a brand-name preventive drug
or women’s contraceptive is medically necessary and the physician obtains prior
authorization from Health Net, then the brand-name drug will be dispensed at
no charge. Vaginal, oral, transdermal, and emergency contraceptives are covered
under the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

13The Essential Rx Drug List is the approved list of medications covered for illnesses
and conditions. It is prepared by Health Net and distributed to Health Net contracted
physicians and participating pharmacies. Some drugs on the list may require prior
authorization from Health Net. Drugs that are not listed on the list (previously
known as non-formulary) that are not excluded or limited from coverage are
covered. Some drugs that are not listed on the list do require prior authorization from
Health Net. Health Net will approve a drug not on the list at the Tier IIT copayment
if the member’s physician demonstrates medical necessity. Urgent requests from
physicians for authorization are processed as soon as possible, not to exceed 24 hours,
after Health Net’s receipt of the request and any additional information requested
by Health Net that is reasonably necessary to make the determination. Routine
requests from physicians are processed in a timely fashion, not to exceed 72 hours, as
appropriate and medically necessary, for the nature of the member’s condition after
Health Net’s receipt of the information that is reasonably necessary and requested
by Health Net to make the determination. For a copy of the Essential Rx Drug List,
call Health Net's Customer Contact Center at the number listed on the back of your
Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs that have a generic equivalent at the
Tier II, Tier III or Tier IV (Specialty Drugs) copayment, when determined to
be medically necessary.

4Tier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP}” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

15The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

16The pediatric vision services benefits are provided by Health Net of California, Inc.
Health Net contracts with EyeMed Vision Care, LLC, a vision services provider
panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 94 HSP

PureCare HSP is available through Covered California in Kings, Madera, Sacramento, and Yolo counties, and parts of
El Dorado, Fresno, Nevada, Placer and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility’-

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible® $75 single / $150 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for $2,350 single / $4,700 family
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

Professional services

Office visit copay4 $5 (deductible waived)
Specialist visit? $8 (deductible waived)
Other practitioner office visit (including medically necessary acupuncture)5 $5 (deductible waived)
Preventive care services™® $0 (deductible waived)
X-ray and diagnostic imaging $8 (deductible waived)
Laboratory tests $8 (deductible waived)
Imaging (CT, PET scans, MRIs) $50 (deductible waived)
Rehabilitation and habilitation services $5 (deductible waived)
Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 10% (deductible waived)
Hospital services

Inpatient hospital stay (includes maternity) 10%

Skilled nursing care 10%

Emergency services
Emergency room services (copays waived if admitted) $50 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $5 (deductible waived)
Ambulance services (ground and air) $30
Mental/Behavioral Health / Substance use disorder services’
Mental/Behavioral health / Substance use disorder (inpatient) 10%
Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $5 (deductible waived)
Other than office visit: 10% up to $5 (deductible waived)
Home health care services (100 visits per calendar year) $3 (deductible waived)
Other services
Durable medical equipment 10% (deductible waived)
Hospice service $0 (deductible waived)
Seh‘-injectables8 (other than insulin) 10% up to $150/script (Rx deductible waived)

Prescription drug coverageg’lo’u’12

Prescription drugs (up to a 30-day supply obtained through a participating

pharmacy)

Prescription drug calendar year deductible None

Tier | (most generics and low-cost preferred brands) $3 (deductible waived)
Tier Il (non-preferred generics and preferred brands) $10 (deductible waived)
Tier Il (non-preferred brands only) $15 (deductible waived)

Tier IV (Specialty drugs)13 10% up to $150/script (deductible waived)




Benefit description Member(s) responsibility!-
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Pediatric dental™ Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'® Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3For certain services and supplies under this plan, including prescription
drugs, a calendar year deductible applies, which must be satisfied before these
services and supplies are covered. Such services and supplies are only covered
to the extent that the covered expenses exceed the deductible. The calendar
year deductible applies, unless specifically noted above.

4Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

SIncludes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

6Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

7Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

8Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

90rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

101f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

UPreventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge. Vaginal,
oral, transdermal, and emergency contraceptives are covered under the
prescription drug benefit. IUD, implantable and injectable contraceptives are
covered (when administered by a physician) under the medical benefit.

2The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that are
not excluded or limited from coverage are covered. Some drugs that are not
listed on the list do require prior authorization from Health Net. Health Net
will approve a drug not on the list at the Tier III copayment if the member’s
physician demonstrates medical necessity. Urgent requests from physicians for
authorization are processed as soon as possible, not to exceed 24 hours, after
Health Net’s receipt of the request and any additional information requested
by Health Net that is reasonably necessary to make the determination.
Routine requests from physicians are processed in a timely fashion, not to
exceed 72 hours, as appropriate and medically necessary, for the nature of
the member’s condition after Health Net’s receipt of the information that is
reasonably necessary and requested by Health Net to make the determination.
For a copy of the Essential Rx Drug List, call Health Net’s Customer Contact
Center at the number listed on the back of your Health Net ID card or visit
our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs that have a generic equivalent at the
Tier II, Tier III or Tier IV (Specialty Drugs) copayment, when determined to
be medically necessary.

BTier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP} require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

14The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

15The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 87 HSP

PureCare HSP is available through Covered California in Kings, Madera, Sacramento, and Yolo counties, and parts of
El Dorado, Fresno, Nevada, Placer, and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!-

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible? $650 single / $1,300 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for $2,350 single / $4,700 family
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

Professional services

Office visit copay4 $10 (deductible waived)

Specialist visit® $25 (deductible waived)

Other practitioner office visit (including medically necessary acupuncture)® $10 (deductible waived)

Preventive care services®® $0 (deductible waived)

X-ray and diagnostic imaging $25 (deductible waived)

Laboratory tests $15 (deductible waived)

Imaging (CT, PET scans, MRIs) $100 (deductible waived)

Rehabilitation and habilitation services $10 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 15% (deductible waived)

Hospital services

Inpatient hospital stay (includes maternity) 15%

Skilled nursing care 15%

Emergency services

Emergency room services (copays waived if admitted) $100 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $10 (deductible waived)

Ambulance services (ground and air) $75

Mental/Behavioral Health / Substance use disorder services’

Mental/Behavioral health / Substance use disorder (inpatient) 15%

Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $10 (deductible waived)
Other than office visit: 15% up to $10 (deductible waived)

Home health care services (100 visits per calendar year) $15 (deductible waived)

Other services

Durable medical equipment 15% (deductible waived)

Hospice service $0 (deductible waived)

S(;\If—ihjectables8 (other than insulin) 15% up to $150/script (Rx deductible applies)

Prescription drug coverageg’lo’u’u’13

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)

Prescription drug calendar year deductible $50 single / $100 family
Tier | (most generics and low-cost preferred brands) $5 (Rx deductible waived)
Tier Il (non-preferred generics and preferred brands) $20 (Rx deductible applies)
Tier Il (non-preferred brands only) $35 (Rx deductible applies)

Tier IV (Specialty clrugs)14 15% up to $150/script (after Rx deductible)




Benefit description Member(s) responsibility!-

|15

Pediatric dental™ Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'® Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3For certain services and supplies under this plan, including prescription
drugs, a calendar year deductible applies, which must be satisfied before these
services and supplies are covered. Such services and supplies are only covered
to the extent that the covered expenses exceed the deductible. The calendar
year deductible applies, unless specifically noted above.

4Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

SIncludes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

6Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

7Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

8Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

90rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

101f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

UThe prescription drug deductible does not apply to Tier I prescription
drugs. For all other prescription drugs, the prescription drug deductible
(per calendar year) must be paid before Health Net begins to pay. If you are
a Member in a Family of two or more Members, you reach the Prescription
Drug Deductible either when you meet the amount for any one Member, or
when your entire Family reaches the Family amount. The prescription drug
deductible does not apply to peak flow meters, inhaler spacers used for the
treatment of asthma, diabetic supplies and equipment dispensed through a
participating pharmacy and preventive drugs and women’s contraceptives.
Prescription drug covered expenses are the lesser of Health Net’s contracted
pharmacy rate or the pharmacy’s retail price for covered prescription drugs.

12Preventive drugs, including smoking cessation drugs, and women's contraceptives
that are approved by the Food and Drug Administration are covered at no
cost to the member. Preventive drugs are prescribed over-the-counter drugs
or prescription drugs that are used for preventive health purposes per the U.S.
Preventive Services Task Force A and B recommendations. Covered contraceptives
are FDA-approved contraceptives for women that are either available over the
counter or are only available with a prescription. If a brand-name preventive
drug or women’s contraceptive is dispensed and there is a generic equivalent
commercially available, you will be required to pay the difference in cost between
the generic and brand-name drug. However, if a brand-name preventive drug
or women’s contraceptive is medically necessary and the physician obtains prior
authorization from Health Net, then the brand-name drug will be dispensed at
no charge. Vaginal, oral, transdermal, and emergency contraceptives are covered
under the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

13The Essential Rx Drug List is the approved list of medications covered for
illnesses and conditions. It is prepared by Health Net and distributed to
Health Net contracted physicians and participating pharmacies. Some drugs on
the list may require prior authorization from Health Net. Drugs that are not listed
on the list (previously known as non-formulary) that are not excluded or limited
from coverage are covered. Some drugs that are not listed on the list do require
prior authorization from Health Net. Health Net will approve a drug not on the
list at the Tier III copayment if the member’s physician demonstrates medical
necessity. Urgent requests from physicians for authorization are processed as
soon as possible, not to exceed 24 hours, after Health Net’s receipt of the request
and any additional information requested by Health Net that is reasonably
necessary to make the determination. Routine requests from physicians are
processed in a timely fashion, not to exceed 72 hours, as appropriate and
medically necessary, for the nature of the member’s condition after Health Net’s
receipt of the information that is reasonably necessary and requested by
Health Net to make the determination. For a copy of the Essential Rx Drug List,
call Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs that have a generic equivalent at the
Tier II, Tier III or Tier IV (Specialty Drugs) copayment, when determined to
be medically necessary.

l4Tier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

15The pediatric dental benefits are provided by Health Net of California, Inc. and
administered by Dental Benefit Providers of California, Inc. (DBP). DBP is a
California licensed specialized dental plan and is not affiliated with Health Net.
Additional pediatric dental benefits are covered. See the Individual & Family
Plan Contract and EOC for details.

16The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 73 HSP

PureCare HSP is available through Covered California in Kings, Madera, Sacramento, and Yolo counties, and parts of
El Dorado, Fresno, Nevada, Placer, and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!~

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible? $2,200 single / $4,400 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for $5,700 single / $11,400 family
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

Professional services

Office visit copay4 $30 (deductible waived)

Specialist visit® $55 (deductible waived)

Other practitioner office visit (including medically necessary acupuncture)5 $30 (deductible waived)

Preventive care services®® $0 (deductible waived)

X-ray and diagnostic imaging $65 (deductible waived)

Laboratory tests $35 (deductible waived)

Imaging (CT, PET scans, MRlIs) $300 (deductible waived)

Rehabilitation and habilitation services $30 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 20% (deductible waived)

Hospital services

Inpatient hospital stay (includes maternity) 20%

Skilled nursing care 20%

Emergency services

Emergency room services (copays waived if admitted) $350 facility (deductible waived) /
$0 physician (deductible waived)

Urgent care $30 (deductible waived)

Ambulance services (ground and air) $250

Mental/Behavioral Health / Substance use disorder services’

Mental/Behavioral health / Substance use disorder (inpatient) 20%

Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $30 (deductible waived)
Other than office visit: 20% up to $30 (deductible waived)

Home health care services (100 visits per calendar year) $40 (deductible waived)

Other services

Durable medical equipment 20% (deductible waived)

Hospice service $0 (deductible waived)

Seh‘-injectables8 (other than insulin) 20% up to $250/script (after Rx deductible)

Prescription drug coverageg’lo’u’lz’13

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)

Prescription drug calendar year deductible $250 single / $500 family

Tier | (most generics and low-cost preferred brands) $15 (Rx deductible waived)
Tier Il (non-preferred generics and preferred brands) $50 (Rx deductible applies)
Tier lll (non-preferred brands only) $75 (Rx deductible applies)

Tier IV (Specialty drugs)14 20% up to $250/script (after Rx deductible)




Benefit description Member(s) responsibility!-

|15

Pediatric dental™ Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'® Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,
have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3For certain services and supplies under this plan, including prescription
drugs, a calendar year deductible applies, which must be satisfied before these
services and supplies are covered. Such services and supplies are only covered
to the extent that the covered expenses exceed the deductible. The calendar
year deductible applies, unless specifically noted above.

4Prenatal, postnatal and newborn care office visits for preventive care,
including preconception visits, are covered in full. See copayment listing
for “Preventive care services.” If the primary purpose of the office visit is
unrelated to a preventive service, or if other non-preventive services are
received during the same office visit, a copayment will apply for the non-
preventive services.

SIncludes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH
Plans) to offer quality and affordable acupuncture coverage.

6Preventive care services are covered for children and adults, as directed by
your physician, based on the guidelines from the U.S. Preventive Services
Task Force Grade A and B recommendations, the Advisory Committee
on Immunization Practices (ACIP) that have been adopted by the Centers
for Disease Control and Prevention (CDC), and the guidelines for infants,
children, adolescents, and women’s preventive health care as supported
by the Health Resources and Services Administration (HRSA). Preventive
care services include, but are not limited to, periodic health evaluations,
immunizations, diagnostic preventive procedures, including preventive
care services for pregnancy, and preventive vision and hearing screening
examinations, a human papillomavirus (HPV) screening test that is approved
by the federal Food and Drug Administration (FDA), and the option of any
cervical cancer screening test approved by the FDA. One breast pump and the
necessary supplies to operate it will be covered for each pregnancy at no cost
to the member. We will determine the type of equipment, whether to rent or
purchase the equipment and the vendor who provides it.

7Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

8Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

90rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

10]f the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

UThe prescription drug deductible does not apply to Tier I prescription
drugs. For all other prescription drugs, the prescription drug deductible
(per calendar year) must be paid before Health Net begins to pay. If you are
a Member in a Family of two or more Members, you reach the Prescription
Drug Deductible either when you meet the amount for any one Member, or
when your entire Family reaches the Family amount. The prescription drug
deductible does not apply to peak flow meters, inhaler spacers used for the
treatment of asthma, diabetic supplies and equipment dispensed through a
participating pharmacy and preventive drugs and women’s contraceptives.
Prescription drug covered expenses are the lesser of Health Net’s contracted
pharmacy rate or the pharmacy’s retail price for covered prescription drugs.

12Preventive drugs, including smoking cessation drugs, and women's contraceptives
that are approved by the Food and Drug Administration are covered at no
cost to the member. Preventive drugs are prescribed over-the-counter drugs
or prescription drugs that are used for preventive health purposes per the U.S.
Preventive Services Task Force A and B recommendations. Covered contraceptives
are FDA-approved contraceptives for women that are either available over the
counter or are only available with a prescription. If a brand-name preventive
drug or women’s contraceptive is dispensed and there is a generic equivalent
commercially available, you will be required to pay the difference in cost between
the generic and brand-name drug. However, if a brand-name preventive drug
or women’s contraceptive is medically necessary and the physician obtains prior
authorization from Health Net, then the brand-name drug will be dispensed at
no charge. Vaginal, oral, transdermal, and emergency contraceptives are covered
under the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

13The Essential Rx Drug List is the approved list of medications covered for
illnesses and conditions. It is prepared by Health Net and distributed to
Health Net contracted physicians and participating pharmacies. Some drugs on
the list may require prior authorization from Health Net. Drugs that are not listed
on the list (previously known as non-formulary) that are not excluded or limited
from coverage are covered. Some drugs that are not listed on the list do require
prior authorization from Health Net. Health Net will approve a drug not on the
list at the Tier III copayment if the member’s physician demonstrates medical
necessity. Urgent requests from physicians for authorization are processed as
soon as possible, not to exceed 24 hours, after Health Net’s receipt of the request
and any additional information requested by Health Net that is reasonably
necessary to make the determination. Routine requests from physicians are
processed in a timely fashion, not to exceed 72 hours, as appropriate and
medically necessary, for the nature of the member’s condition after Health Net’s
receipt of the information that is reasonably necessary and requested by
Health Net to make the determination. For a copy of the Essential Rx Drug List,
call Health Net’s Customer Contact Center at the number listed on the back of
your Health Net ID card or visit our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs that have a generic equivalent at the
Tier II, Tier III or Tier IV (Specialty Drugs) copayment, when determined to
be medically necessary.

WTier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

I5The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

16The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Bronze 60 HSP

PureCare HSP is available through Covered California in Kings, Los Angeles, Madera, Orange, Sacramento, San Diego, and
Yolo counties, and parts of El Dorado, Fresno, Kern, Nevada, Placer, Riverside, San Bernardino, and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!-

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible? $6,300 single / $12,600 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for $6,800 single / $13,600 family
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

Professional services

Office visit copay4 Visits 1-3: $75 (deductible waived)® /
Visits 4+: $75 (deductible applies)
Specialist visit? Visits 1-3: $105 (deductible waived)5 /

Visits 4+: $105 (deductible applies)

Other practitioner office visit (including medically necessary acupuncture)6 Visits 1-3: $75 (deductible waived)5/
Visits 4+: $75 (deductible applies)

Preventive care services®’ $0 (deductible waived)
X-ray and diagnostic imaging 100%
Laboratory tests $40 (deductible waived)
Imaging (CT, PET scans, MRIs) 100%
Rehabilitation and habilitation services $75 (deductible waived)
Outpatient services
Outpatient surgery (includes facility fee and physician/surgeon fees) 100%
Hospital services
Inpatient hospital stay (includes maternity) 100%
Skilled nursing care 100%
Emergency services
Emergency room services (copays waived if admitted) 100% facility / $0 physician (deductible waived)
Urgent care Visits 1-3: $75 (deductible Waived)5 /
Visits 4+: $75 (deductible applies)
Ambulance services (ground and air) 100%
Mental/Behavioral Health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient) 100%
Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $75 (deductible waived) /
Other than office visit: 100% up to $75 (deductible waived)
Home health care services (100 visits per calendar year) 100%
Other services
Durable medical equipment 100%
Hospice service $0 (deductible waived)
Self—injectables9 (other than insulin) 100% up to $500/script (after Rx deductible)

Prescription drug coveragelo’u’lz’13

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy) ) ]
Prescription drug calendar year deductible $500 single / $1,000 family

Tier | (most generics and low-cost preferred brands) 100% up to $500/script (after Rx deductible)

Tier Il (non-preferred generics and preferred brands) 100% up to $500/script (after Rx deductible)




Benefit description Member(s) responsibility!-

Tier Il (non-preferred brands only)

100% up to $500/script (after Rx deductible)

Tier IV (Specialty drugs)*

100% up to $500/script (after Rx deductible)

Pediatric dental® Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'® Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,

have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3For certain services and supplies under this plan, including prescription
drugs, a calendar year deductible applies, which must be satisfied before these
services and supplies are covered. Such services and supplies are only covered
to the extent that the covered expenses exceed the deductible. The calendar
year deductible applies, unless specifically noted above.

4Prenatal, postnatal and newborn care office visits for preventive care, including
preconception visits, are covered in full. See copayment listing for “Preventive
care services.” If the primary purpose of the office visit is unrelated to a
preventive service, or if other non-preventive services are received during the
same office visit, a copayment will apply for the non-preventive services.

S5The calendar year deductible applies after the first 3 non-preventive visits.
Non-preventive visits include urgent care visits, and office visits to a specialist,
physician, physician assistant, nurse practitioner, and other practitioner or
postnatal office visits.

6Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH Plans)
to offer quality and affordable acupuncture coverage.

7Preventive care services are covered for children and adults, as directed by your
physician, based on the guidelines from the U.S. Preventive Services Task Force
Grade A and B recommendations, the Advisory Committee on Immunization
Practices (ACIP) that have been adopted by the Centers for Disease Control
and Prevention (CDC), and the guidelines for infants, children, adolescents,
and women’s preventive health care as supported by the Health Resources and
Services Administration (HRSA). Preventive care services include, but are not
limited to, periodic health evaluations, immunizations, diagnostic preventive
procedures, including preventive care services for pregnancy, and preventive
vision and hearing screening examinations, a human papillomavirus (HPV)
screening test that is approved by the federal Food and Drug Administration
(FDA), and the option of any cervical cancer screening test approved by the FDA.
One breast pump and the necessary supplies to operate it will be covered for each
pregnancy at no cost to the member. We will determine the type of equipment,
whether to rent or purchase the equipment and the vendor who provides it.

8Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

9Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

100rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

UIf the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

2Preventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

13The Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that are
not excluded or limited from coverage are covered. Some drugs that are not
listed on the list do require prior authorization from Health Net. Health Net
will approve a drug not on the list at the Tier III copayment if the member’s
physician demonstrates medical necessity. Urgent requests from physicians for
authorization are processed as soon as possible, not to exceed 24 hours, after
Health Net’s receipt of the request and any additional information requested
by Health Net that is reasonably necessary to make the determination.
Routine requests from physicians are processed in a timely fashion, not to
exceed 72 hours, as appropriate and medically necessary, for the nature of
the member’s condition after Health Net’s receipt of the information that is
reasonably necessary and requested by Health Net to make the determination.
For a copy of the Essential Rx Drug List, call Health Net’s Customer Contact
Center at the number listed on the back of your Health Net ID card or visit
our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs that have a generic equivalent at the
Tier II, Tier III or Tier IV (Specialty Drugs) copayment, when determined to
be medically necessary.

l4Tier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP” require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

15The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

16The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.




Plan Overview — Health Net Minimum Coverage HSP

PureCare HSP is available through Covered California in Kings, Los Angeles, Madera, Orange, Sacramento, San Diego, and
Yolo counties, and parts of El Dorado, Fresno, Kern, Nevada, Placer, Riverside, San Bernardino, and Santa Clara counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND
IS A SUMMARY ONLY. THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (EOC) SHOULD BE
CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.

Percentage copayments are usually billed after the service is received.

Benefit description Member(s) responsibility!-

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums

Calendar year deductible (also applies to prescription drugs)®

$7,150 single / $14,300 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$7,150 single / $14,300 family

Professional services
Office visit copay®

Visits 1-3: 0% (deductible waived)5 /
Visits 4+: 0% (deductible applies)

Specialist visit*

0%

Other practitioner office visit (including medically necessary acupunc‘cure)6

Visits 1-3: 0% (deductible waived)5 /
Visits 4+: 0% (deductible applies)

Preventive care services®’ $0 (deductible waived)
X-ray and diagnostic imaging 0%

Laboratory tests 0%

Imaging (CT, PET scans, MRIs) 0%

Rehabilitation and habilitation services 0%

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) 0%

Hospital services

Inpatient hospital stay (includes maternity) 0%

Skilled nursing care 0%

Emergency services
Emergency room services (copays waived if admitted)

0% facility / $0 physician (deductible waived)

Urgent care

Visits 1-3: 0% (deductible Waived)5 /
Visits 4+: 0% (deductible applies)

Ambulance services (ground and air) 0%
Mental/Behavioral Health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient) 0%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visits 1-3: 0% (deductible waived)s/
Office visits 4+: 0% (deductible applies)

Home health care services (100 visits per calendar year)

0%

Other services

Durable medical equipment 0%
Hospice service 0%
Self—injectables9 (other than insulin) 0%

Prescription drug coveragem’u’lz’13

Prescription drugs (up to a 30-day supply obtained through a participating
pharmacy)
Prescription drug calendar year deductible

Integrated with medical deductible

Tier | (most generics and low-cost preferred brands)

$0

Tier Il (non-preferred generics and preferred brands)

$0




Benefit description Member(s) responsibility!-

Tier Il (non-preferred brands only)

$0

Tier IV (Specialty drugs)*

$0

Pediatric dental® Diagnostic and preventive services

$0 (deductible waived)

Pediatric vision'® Routine eye exam

$0 (deductible waived)

Glasses (limitations apply)

1 pair per year

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the Plan

Contract and EOC for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan
Natives, as determined eligible by the Exchange and regardless of income,

have no cost-sharing obligation under this Policy for items or services that are
Essential Health Benefits if the items or services are provided by a provider of
the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban
Indian Organization, or through referral under contract health services, as
defined by federal law. Cost-sharing means copayments, including coinsurance
and deductibles. In addition, an American Indian or Alaskan Native who is
enrolled in a zero cost-sharing plan variation (because your expected income
has been deemed by the Exchange as being at or below 300% of the Federal
Poverty Level), has no cost-sharing obligation for Essential Health Benefits
when items or services are provided by any participating provider.

2Certain services require prior certification from Health Net. Without prior
certification, an additional $250 is applied. Refer to the Plan Contract and
EOC for details.

3For certain services and supplies under this plan, including prescription
drugs, a calendar year deductible applies, which must be satisfied before these
services and supplies are covered. Such services and supplies are only covered
to the extent that the covered expenses exceed the deductible. The calendar
year deductible applies, unless specifically noted above.

4Prenatal, postnatal and newborn care office visits for preventive care, including
preconception visits, are covered in full. See copayment listing for “Preventive
care services.” If the primary purpose of the office visit is unrelated to a
preventive service, or if other non-preventive services are received during the
same office visit, a copayment will apply for the non-preventive services.

5The calendar year deductible applies after the first 3 non-preventive visits.
Non-preventive visits include urgent care visits, and office visits to a specialist,
physician, physician assistant, nurse practitioner, other practitioner or postnatal
office visits and mental disorders and chemical dependency outpatient visits.

6Includes acupuncture visits, physical, occupational and speech therapy
visits, and other office visits not provided by either primary care or specialty
physicians or not specified in another benefit category. Chiropractic services
are not covered. Acupuncture services are provided by Health Net. Health Net
contracts with American Specialty Health Plans of California, Inc. (ASH Plans)
to offer quality and affordable acupuncture coverage.

7Preventive care services are covered for children and adults, as directed by your
physician, based on the guidelines from the U.S. Preventive Services Task Force
Grade A and B recommendations, the Advisory Committee on Immunization
Practices (ACIP) that have been adopted by the Centers for Disease Control
and Prevention (CDC), and the guidelines for infants, children, adolescents,
and women’s preventive health care as supported by the Health Resources and
Services Administration (HRSA). Preventive care services include, but are not
limited to, periodic health evaluations, immunizations, diagnostic preventive
procedures, including preventive care services for pregnancy, and preventive
vision and hearing screening examinations, a human papillomavirus (HPV)
screening test that is approved by the federal Food and Drug Administration
(FDA), and the option of any cervical cancer screening test approved by the FDA.
One breast pump and the necessary supplies to operate it will be covered for each
pregnancy at no cost to the member. We will determine the type of equipment,
whether to rent or purchase the equipment and the vendor who provides it.

8Benefits are administered by MHN Services, an affiliate behavioral health
administrative services company which provides behavioral health services.

9Self-injectable drugs (other than insulin) are considered specialty drugs, and
must be obtained from a contracted specialty pharmacy vendor. Specialty
drugs require prior authorization from Health Net.

100rally administered anti-cancer drugs will have a copayment maximum of
$200 for an individual prescription of up to a 30-day supply.

UIf the pharmacy’s retail price is less than the applicable copayment, then you
will only pay the pharmacy’s retail price.

12Preventive drugs, including smoking cessation drugs, and women’s
contraceptives that are approved by the Food and Drug Administration
are covered at no cost to the member. Preventive drugs are prescribed
over-the-counter drugs or prescription drugs that are used for preventive
health purposes per the U.S. Preventive Services Task Force A and B
recommendations. Covered contraceptives are FDA-approved contraceptives
for women that are either available over the counter or are only available with
a prescription. If a brand-name preventive drug or women’s contraceptive is
dispensed and there is a generic equivalent commercially available, you will
be required to pay the difference in cost between the generic and brand-name
drug. However, if a brand-name preventive drug or women’s contraceptive
is medically necessary and the physician obtains prior authorization from
Health Net, then the brand-name drug will be dispensed at no charge.
Vaginal, oral, transdermal, and emergency contraceptives are covered under
the prescription drug benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit.

BThe Essential Rx Drug List is the approved list of medications covered
for illnesses and conditions. It is prepared by Health Net and distributed
to Health Net contracted physicians and participating pharmacies. Some
drugs on the list may require prior authorization from Health Net. Drugs
that are not listed on the list (previously known as non-formulary) that are
not excluded or limited from coverage are covered. Some drugs that are not
listed on the list do require prior authorization from Health Net. Health Net
will approve a drug not on the list at the Tier III copayment if the member’s
physician demonstrates medical necessity. Urgent requests from physicians for
authorization are processed as soon as possible, not to exceed 24 hours, after
Health Net’s receipt of the request and any additional information requested
by Health Net that is reasonably necessary to make the determination.
Routine requests from physicians are processed in a timely fashion, not to
exceed 72 hours, as appropriate and medically necessary, for the nature of
the member’s condition after Health Net’s receipt of the information that is
reasonably necessary and requested by Health Net to make the determination.
For a copy of the Essential Rx Drug List, call Health Net’s Customer Contact
Center at the number listed on the back of your Health Net ID card or visit
our website at www.healthnet.com.

Generic Drugs will be dispensed when a generic drug equivalent is available.
Health Net will cover brand-name drugs that have a generic equivalent at the
Tier II, Tier III or Tier IV (Specialty Drugs) copayment, when determined to
be medically necessary.

UTier IV (Specialty Drugs) are identified in the Essential Rx Drug List with
“SP require Prior Authorization from Health Net and may be required to be
dispensed through the Specialty Pharmacy Vendor to be covered.

15The pediatric dental benefits are provided by Health Net of California, Inc.
and administered by Dental Benefit Providers of California, Inc. (DBP).
DBP is a California licensed specialized dental plan and is not affiliated
with Health Net. Additional pediatric dental benefits are covered. See the
Individual & Family Plan Contract and EOC for details.

16The pediatric vision services benefits are provided by Health Net of California,
Inc. Health Net contracts with EyeMed Vision Care, LLC, a vision services
provider panel, to administer the pediatric vision services benefits.



How to apply

To apply for a Health Net Individual & Family Plan, go to www.CoveredCA.com.

Important things to know about your

medical coverage

Who is eligible?

To be eligible for a Health Net Individual &
Family Exchange plan, you must: (a) live in
the Health Net CommunityCare HMO Service
Area for an HMO plan or the PureCare HSP
Service Area for an HSP plan; (b) be a citizen
or national of the United States or an alien
lawfully present in the United States; (c) not
be incarcerated; and (d) apply for enrollment
during an open enrollment period or during a
special enrollment period as defined below. In
addition, your spouse or domestic partner
(see next page for definition), if under age

65, and your children to age 26 are eligible to
enroll as dependents. The following persons
are not eligible for coverage under this plan:
(a) persons eligible for enrollment in a group
plan with minimum essential coverage;

(b) persons ages 65 and older and eligible for
Medicare benefits; (c) are incarcerated; and
(c) persons eligible for Medi-Cal or other

applicable state or federal programs.

Open enrollment takes place November 1, 2016,

to January 31, 2017, inclusive.

Special enrollment periods

In addition to the Open Enrollment period,
you are eligible to enroll in this plan within 60
days of certain events, including but not limited

to the following:

o Lost coverage in a plan with minimum
essential coverage (coverage becomes
effective the first of the following month after
loss of coverage), not including voluntary
termination or loss due to non-payment of

premiums;

o Lost medically needy coverage under
Medi-Cal (not including voluntary
termination or termination due to failure to

pay premium);

« Lost pregnancy-related coverage under
Medi-Cal (not including voluntary
termination or termination due to failure to

pay premium);
« Gained or became a dependent;

» Were mandated to be covered as a dependent

due to a valid state or federal court order;
o Were released from incarceration;

« Demonstrate that you had a material provision
of your health coverage contract substantially

violated by your health coverage issuer;

« Gained access to new health benefit plans as

a result of a permanent move;

» Were receiving services under another health
benefit plan from a contracting provider
who no longer participates in that health
plan for any of the following conditions:

(a) an acute or serious condition; (b) a
terminal illness; (c) a pregnancy; (d) care of

a newborn between birth and 36 months; or



(e) a surgery or other procedure authorized
as part of a documented course of treatment
to occur within 180 days of the contract’s
termination date or the effective date of

coverage for a newly covered member;

Demonstrate to Covered California that you
did not enroll in a health benefit plan during
the immediately preceding enrollment
period available to you because you were
misinformed that you were covered under

minimum essential coverage;

Are a member of the reserve forces of the
United States military returning from active
duty or a member of the California National
Guard returning from active duty under Title
32 of United States Code;

Newly become a citizen or national of the
United States or an alien lawfully present in
the United States;

Were not allowed to enroll in a Covered
California plan due to the intentional,
inadvertent or erroneous actions of Covered

California;

Are newly eligible or newly ineligible for
advance payments of the premium tax credit
or have a change in eligibility for cost-sharing

reductions;

Are an Indian, as defined by Section 4 of the
Indian Health Care Improvement Act (you
can change from one plan to another one

time per month);

It is determined by Covered California

on a case-by-case basis that the qualified
individual or enrollee, or his or her
dependents, was not enrolled as a result of
misconduct on the part of a non-Covered
California entity providing enrollment
assistance or conducting enrollment

activities; and

o It is demonstrated to Covered California,
in accordance with guidelines issued by the
Department of Health and Human Services,
that the individual or enrollee meets other
exceptional circumstances as Covered

California may provide.

Domestic partner

A domestic partner is the subscriber’s same-
sex spouse if the subscriber and spouse are a
couple who meet all of the requirements of
Section 308(c) of the California Family Code,
or the subscriber’s registered domestic partner
who meets all the requirements of Section 297
or 299.2 of the California Family Code.

How does the monthly

billing work?

Your premium must be received by Health Net
by the first day of the coverage month. If there
are premium increases or changes in benefits or
Plan Contract provisions after the enrollment
effective date, you will be notified at least 60

days in advance.

Health Net will provide subscriber at least

60 days’ notice of any changes in benefits,
subscription charges or plan contract
provisions. There is no vested right to receive
the benefits of this health plan.

Can benefits be terminated?

You may cancel your coverage by notifying
Covered California or Health Net at least 14
days before the date that you request that the
plan contract terminate. In such event, the plan
contract will end at 12:01 a.m. 14 days after you
notify Covered California or Health Net, on

a later date that you request, or on an earlier
date that you request if Health Net agrees to
the earlier date. Health Net has the right to



terminate your coverage individually for any of

the following reasons:

« You do not pay your premium on time.
(Health Net will issue a 30-day prior notice
of our right to terminate your coverage for
non-payment of premium. The 30-day prior
notice will be sent on or before the first day
of the month for which premiums are due
and will describe the 30-day grace period,
which begins after the last day of paid
coverage. If you do not pay your premiums
by the first day of the month for which
premiums are due, Health Net can terminate
your coverage after the 30-day grace period.)
Subscribers and enrolled dependents who are
receiving advance payment of the premium
tax credit have a three-month grace period
in lieu of the 30-day grace period. This plan
will provide coverage for all allowable claims
for the first month of a three-month grace
period for non-payment of subscription
charges. However, Health Net may suspend
your coverage and pend claims for services
rendered by health care providers in the
second and third month of the three-month
grace period and may ultimately deny these
claims unless subscription charges due for
the term of coverage are paid in full by the
end of the three-month grace period. If the
entire amount of subscription charges due
are paid before the end of the three-month
grace period, coverage that was suspended
will be reinstated to the last day of paid
coverage. Providers whose claims are denied

by Health Net may bill you for payment.

 You and/or your family member(s) cease
being eligible (see the “Who is eligible?”
section.)

« You commit any act or practice which

constitutes fraud or for any intentional

misrepresentation of material fact under

the terms of the agreement. Some examples
include misrepresenting eligibility information
about you or a dependent; presenting an
invalid prescription or physician order; or
misusing a Health Net member ID card (or

letting someone else use it).

Health Net can terminate your coverage,
together with all like policies, by giving 90
days’ written notice. Members are responsible
for payment of any services received after
termination of coverage at the provider’s
prevailing non-member rates. This is also
applicable to members who are hospitalized or
undergoing treatment for an ongoing condition

on the termination date of coverage.

If you terminate coverage for yourself or any
of your family members, you may apply for
re-enrollment, but Health Net may decline

enrollment at its discretion.

Can coverage be rescinded or
canceled for fraud or intentional
misrepresentation of material
fact?

When Health Net can rescind or cancel a
plan contract:

Within the first 24 months of coverage,
Health Net may rescind the plan contract for
any act or practice which constitutes fraud,

or for any intentional misrepresentation

of material fact in the written information
submitted by you or on your behalf on or with
your enrollment application.

Health Net may cancel a plan contract for any
act or practice which constitutes fraud or for
any intentional misrepresentation of material

fact under the terms of the plan contract.

A material fact is information which, if known
to Health Net, would have caused Health Net to

decline to issue coverage.



Cancellation of a plan contract

If the plan contract is canceled, you will be sent
a notice of cancellation 30 days prior to the

effective date of the cancellation.

Rescission of a plan contract
If the plan contract is rescinded, Health Net

shall have no liability for the provision of

coverage under the plan contract.

By signing the enrollment application, you
represent that all responses are true, complete
and accurate to the best of your knowledge, and
that should Health Net accept your enrollment
application, the enrollment application will
become part of the plan contract between
Health Net and you.

By signing the enrollment application,

you further agree to comply with the terms of

the plan contract.

If after enrollment Health Net investigates
your enrollment application information,
Health Net must notify you of this
investigation, the basis of the investigation

and offer you an opportunity to respond.

If Health Net makes a decision to rescind your
coverage, such decision will be first sent for
review to an independent third-party auditor
contracted by Health Net.

If the plan contract is rescinded, Health Net
will provide a 30-day written notice prior
to the effective date of the termination
that will:

1. Explain the basis of the decision;
2. Provide the effective date of the rescission;

3. Clarify that all members covered under
your coverage other than the individual
whose coverage is rescinded may continue

to remain covered;

4. Explain that your monthly premium will be
modified to reflect the number of members

that remain under the plan contract;

5. Explain your right and the options you
have of going to both Health Net and/or the
Department of Managed Health Care if you

do not agree with Health Net’s decision.

6. Include a Right to Request Review form.
You have 180 days from the date of the
Notice of Cancellation, Rescission or
Nonrenewal to submit the Right to Request
form to Health Net and/or the Department
of Managed Health Care.

If the plan contract is rescinded:

1. Health Net may revoke your coverage as
if it never existed, and you will lose health
benefits including coverage for treatment

already received;

2. Health Net will refund all premium amounts
paid by you, less any medical expenses paid
by Health Net on behalf of you and may
recover from you any amounts paid under
the plan contract from the original date of

coverage; and

3. Health Net reserves its right to obtain
any other legal remedies arising from the
rescission that are consistent with

California law.

If Health Net denies your appeal, you have the
right to seek assistance from the California
Department of Managed Health Care.

Are there any renewal provisions?

Subject to the termination provisions
discussed, coverage will remain in effect for
each month prepayment fees are received and
accepted by Health Net. You will be notified
60 days in advance of any changes in fees,

benefits or contract provisions.



Does Health Net coordinate
benefits?

Health Net will coordinate benefits for our
members with pediatric dental benefits covered
under this plan. There is no coordination of
benefits for medical services in the Individual

market.

What is utilization review?

Health Net makes medical care covered under
our Individual & Family Exchange plans
subject to policies and procedures that lead

to efficient and prudent use of resources and,
ultimately, to continuous improvement of
quality of care. Health Net bases the approval
or denial of services on the following main

procedures:

o Evaluation of medical services to assess
medical necessity and appropriate level

of care.

» Implementation of case management for

long-term or chronic conditions.

» Review and authorization of inpatient
admission and referrals to noncontracting

providers.

» Review of scope of benefits to determine

coverage.

If you would like additional information
regarding Health Net’s Utilization Review
System, please call Health Net’s Customer
Contact Center at 1-800-839-2172.

Does Health Net cover the cost
of participation in clinical trials?
Routine patient care costs for patients
diagnosed with cancer or other life-threatening
diseases or conditions who are accepted into
phase L, IT, II1, or IV clinical trials are covered

when medically necessary, recommended by

the member’s treating physician and authorized
by Health Net. The physician must determine
that participation has a meaningful potential

to benefit the member and the trial has
therapeutic intent. For further information,
please refer to the Plan Contract and Evidence

of Coverage.

What if | have a disagreement
with Health Net?

Members dissatisfied with the quality of care
received, or who believe they were denied
service or a claim in error, or subject to or
received an adverse benefit determination
may file a grievance or appeal. An adverse
benefit determination includes: (a) rescission
of coverage, even if it does not have an adverse
effect on a particular benefit at the time; (b)
determination of an individual’s eligibility

to participate in this Health Net plan; (c)
determination that a benefit is not covered;

(d) an exclusion or limitation of an otherwise
covered benefit based on a pre-existing
condition exclusion or a source of injury
exclusion; or, (e) determination that a benefit is
experimental, investigational, or not medically
necessary or appropriate. In addition, plan
members can request an Independent Medical
Review of disputed health care services from
the Department of Managed Health Care if
they believe that health care services eligible
for coverage and payment under their

Health Net plan were improperly denied,
modified or delayed by Health Net or one of

its contracting providers.

Also, if Health Net denies a member’s appeal of
a denial for lack of medical necessity, or denies
or delays coverage for requested treatment
involving experimental or investigational
drugs, devices, procedures, or therapies,

members can request an Independent Medical



Review of Health Net’s decision from the
Department of Managed Health Care if they
meet eligibility criteria set out in the Plan

Contract and Evidence of Coverage.

Members not satisfied with the results of the
appeals process may submit the problem to
binding arbitration. Health Net uses binding
arbitration to settle disputes, including medical
malpractice. As a condition of enrollment,
members give up their right to a jury or trial

before a judge for the resolution of such disputes.

The California Department of Managed

Health Care is responsible for regulating health
care service plans. If you have a grievance
against Health Net, you should first telephone
Health Net at 1-877-609-8711 and use

our grievance process before contacting the
Department. Utilizing this grievance procedure
does not prohibit any potential legal rights

or remedies that may be available to you. If

you need help with a grievance involving an
emergency, a grievance that has not been
satisfactorily resolved by Health Net, or a
grievance that has remained unresolved for
more than 30 days, you may call the Department
for assistance. You may also be eligible for an
Independent Medical Review (IMR). If you are
eligible for an IMR, the IMR process will provide
an impartial review of medical decisions made
by a health plan related to the medical necessity
of a proposed service or treatment, coverage
decisions for treatments that are experimental or
investigational in nature, and payment disputes
for emergency or urgent medical services.

The Department also has a toll-free telephone
number (1-888-466-2219) and a TTY line
(1-877-688-9891) for the hearing and

speech impaired. The Department’s Internet
website http://www.hmohelp.ca.gov has
complaint forms, IMR application forms and

instructions online.

What if | need a second opinion?

With the HSP plan, Health Net members can
go directly to any PureCare HSP participating

provider without a referral.

With the HMO plan, Health Net members have

the right to request a second opinion when:

« The member’s PCP or a referral physician
gives a diagnosis or recommends a treatment

plan with which the member is not satisfied;

o The member is not satisfied with the result of

treatment received;

« The member is diagnosed with, or a
treatment plan is recommended for, a
condition that threatens loss of life, limb or
bodily function, or a substantial impairment,
including but not limited to a serious chronic

condition; or

 The member’s PCP or a referral physician is
unable to diagnose the member’s condition

or test results are conflicting.

To obtain a copy of Health Net’s second opinion
policy, contact the Health Net Customer
Contact Center at 1-877-609-8711.

What are Health Net's premium
ratios?

Health Net of California’s 2015 ratio of
premium costs to health services paid for

Individual & Family HMO and HSP plans was
71.6 percent.

What is the relationship of the
involved parties?

Physician groups, contracting physicians,
hospitals, participating providers and other
health care providers are not agents or
employees of Health Net. Health Net and each

of its employees are not the agents or employees



of any physician group, contract physician,
hospital, or other health care provider. All of
the parties are independent contractors and
contract with each other to provide you the
covered services or supplies of your coverage
option. Members are not liable for any acts or
omissions of Health Net, its agents or employees,
or of physician groups, participating providers,
any physician or hospital, or any other person
or organization with which Health Net has
arranged or will arrange to provide the covered

services and supplies of your plan.

What about continuity of care
upon termination of a provider
contract?

If Health Net’s contract with a physician group,

participating provider or other provider is
terminated, Health Net will transfer any affected
members to another contracting physician
group or participating provider and make every
effort to ensure continuity of care. At least 60
days prior to termination of a contract with a
physician group, participating provider or acute
care hospital to which members are assigned
for services, Health Net will provide a written
notice to affected members. For all other
hospitals that terminate their contract with
Health Net, a written notice will be provided

to affected members within five days after the

effective date of the contract termination.

In addition, the member may request
continued care from a provider whose contract
is terminated if at the time of termination

the member was receiving care from such a

provider for:

o An acute condition;

« A serious chronic condition not to exceed
twelve months from the contract termination
date;

o A pregnancy (including the duration of the

pregnancy and immediate postpartum care);

+ A newborn up to 36 months of age, not to
exceed twelve months from the contract

termination date;

« A terminal illness (for the duration of the

terminal illness); or

« A surgery or other procedure that has
been authorized by Health Net as part of a

documented course of treatment.

Health Net may provide coverage for
completion of services from a provider

whose contract has been terminated, subject
to applicable copayments and any other
exclusions and limitations of this plan and if
such provider is willing to accept the same
contract terms applicable to the provider prior
to the provider’s contract termination. You
must request continued care within 30 days of
the provider’s date of termination, unless you
can show that it was not reasonably possible
to make the request within 30 days of the
provider’s date of termination and you make

the request as soon as reasonably possible.

If you would like more information on how to
request continued care, or request a copy of
our continuity of care policy, please contact
Health Net’s Customer Contact Center at the
number on the back of your Health Net

ID card.

What are severe mental
illness and serious emotional
disturbances of a child?

Severe mental illness includes schizophrenia,
schizoaffective disorder, bipolar disorder
(manic-depressive illness), major depressive
disorders, panic disorder, obsessive-compulsive
disorders, pervasive developmental disorder

(including autistic disorder, Rett’s disorder,



childhood disintegrative disorder, Asperger’s
disorder, and pervasive developmental disorder
not otherwise specified to include atypical
autism, in accordance with professionally
recognized standards, including but not limited
to the most recent edition of the Diagnostic
and Statistical Manual of Mental Disorders, as
amended to date), autism, anorexia nervosa,

and bulimia nervosa.

Serious emotional disturbances of a child is
when a child under the age of 18 has one or
more mental disorders identified in the most
recent edition of the Diagnostic and Statistical
Manual of Mental Disorders, as amended to
date, other than a primary substance abuse
disorder or a developmental disorder, that
result in behavior inappropriate to the child’s
age according to expected developmental
norms. In addition, the child must meet one
or more of the following: (a) as a result of

the mental disorder, the child has substantial
impairment in at least two of the following
areas: self-care, school functioning, family
relationships, or ability to function in the
community; and either (i) the child is at risk
of removal from home or has already been
removed from the home, or (ii) the mental
disorder and impairments have been present
for more than six months or are likely to
continue for more than one year (b) the

child displays one of the following: psychotic
features, risk of suicide or risk of violence due
to a mental disorder; and/or (c) the child
meets special education eligibility requirements
under Chapter 26.5 (commencing with
Section 7570) of Division 7 of Title 1 of the

Government Code.

Do providers limit services for
reproductive care?

Some hospitals and other providers do
not provide one or more of the following
services that may be covered under the
plan’s Plan Contract and Evidence of
Coverage and that you or your family
member might need: family planning;
contraceptive services, including
emergency contraception; sterilization,
including tubal ligation at the time of
labor and delivery; infertility treatments;
or abortion. You should obtain more
information before you enroll. Call

your prospective doctor, medical group,
independent practice association, or
clinic, or call Health Net’s Customer
Contact Center at 1-877-609-8711 to
ensure that you can obtain the health care
services that you need.

What is the method of provider
reimbursement?

For its HMO plans, Health Net uses

financial incentives and various risk-sharing
arrangements when paying providers. For

its HSP plans, Health Net pays participating
physicians and other professional providers on
a fee-for-service basis, according to an agreed
contracted rate. Members may request more
information about our payment methods by
contacting Health Net’s Customer Contact
Center at the telephone number on the back of
their Health Net ID card.

When and how does

Health Net pay my medical bills?
We will coordinate the payment for covered
services when you receive care from your

participating provider or PCP, or for HMO
plans, when you are referred by your PCP to



a specialist. We have agreements with these
physicians that eliminate the need for claim
forms. Simply present your Health Net member
ID card.

Am | required to see my primary
care physician or a participating
provider if | have an emergency?

Health Net covers emergency and urgently

needed care throughout the world.

In serious emergency situations: Call 911 or

go to the nearest hospital.

If your situation is not so severe: HMO

plan members should call their primary care
physician or physician group (medical) or the
administrator (mental illness or detoxification).
HSP plan members should call a participating
provider (medical) or the administrator

(mental disorders and chemical dependency).

If you are unable to call and you need medical
care right away, go to the nearest medical

center or hospital.

Emergency care includes medical screening,
examination and evaluation by a physician

(or other personnel to the extent permitted by
applicable law and within the scope of his or
her license and privileges) to determine if an
emergency medical condition or active labor
exists and, if it does, the care, treatment, and
surgery, if within the scope of that person’s
license, necessary to relieve or eliminate the
emergency medical condition, within the
capability of the facility. Emergency medical
condition is a medical condition manifesting
itself by acute symptoms of sufficient severity
(including severe pain) such that the absence of
immediate medical attention could reasonably
be expected to result in any of the following:

(a) placing the patient’s health in serious

jeopardy; (b) serious impairment to bodily
functions; or (c) serious dysfunction of any
bodily organ or part. Active labor means

labor at the time that either of the following
could reasonably be expected to occur: (a)
there is inadequate time to effect safe transfer
to another hospital prior to delivery; or (b) a
transfer poses a threat to the health and safety
of the member or her unborn child. Emergency
care will also include additional screening,
examination and evaluation by a physician

(or other personnel to the extent permitted by
applicable law and within the scope of his or
her license and privileges) to determine if a
psychiatric emergency medical condition exists,
and the care and treatment necessary to relieve
or eliminate the psychiatric emergency medical
condition within the capacity of the facility or
by transferring the member to a psychiatric unit
within a general acute hospital or to an acute

psychiatric hospital as medically necessary.

All air and ground ambulance and ambulance
transport services provided as a result of a 911
call will be covered if the request is made for
an emergency medical condition (including
severe mental illness and serious emotional
disturbances of a child).

For HMO plans, all follow-up care (including
severe mental illness and serious emotional
disturbances of a child) after the emergency
or urgency has passed and your condition is
stable must be provided or authorized by your
primary care physician or physician group
(medical), or the administrator (mental illness
and chemical dependency); otherwise, it will
not be covered by Health Net.

For HSP plans, follow-up care (including
severe mental illness and serious emotional
disturbances of a child) after the emergency or

urgency has passed and your condition is stable



must be authorized by Health Net (medical)
or the administrator (mental disorders and

chemical dependency) or it will not be covered.

Am | liable for payment of
certain services?

We are responsible for paying participating
providers for covered services. Except for
copayments and deductibles, participating
providers may not bill you for charges in excess
of our payment. You are financially responsible
for: (a) services beyond the benefit limitations
stated in the plan’s Plan Contract and EOC; and
(b) services not covered by the Individual &
Family Exchange plan. The Individual & Family
Exchange plan does not cover prepayment

fees, copayments, deductibles, services, and
supplies not covered by the Individual &
Family Exchange plan, or non-emergency care

rendered by a nonparticipating provider.

Can | be reimbursed for out-of-
network claims?

Some nonparticipating providers will ask you
to pay a bill at the time of service. If you have
to pay a bill for covered services, submit a
copy of the bill, evidence of its payment and
the emergency room or urgent care center
report to us for reimbursement within one year
of the date the service was rendered. For the
HMO plans, coverage for services rendered

by nonparticipating providers is limited to
emergency care and, when you are outside a 30-
mile radius of your physician group, urgent care.
For HSP plans, coverage for services rendered by
nonparticipating or out-of-network providers is

limited to emergency and urgently needed care.

How does Health Net handle
confidentiality and release of
member information?

Health Net knows that personal information
in your medical records is private. Therefore,
we protect your personal health information
in all settings. As part of the application or
enrollment form, Health Net members sign

a routine consent to obtain or release their
medical information. This consent is used

by Health Net to ensure notification to and
consent from members for present and future
routine needs for the use of personal health

information.

This consent includes the obtaining or release
of all records pertaining to medical history,
services rendered or treatment given to all
subscribers and members under the plan for the
purpose of review, investigation or evaluation
of an application, claim, appeal (including

the release to an independent reviewer
organization), or grievance, or for preventive

health or health management purposes.

We will not release your medical records or
other confidential information to anyone, such
as employers or insurance brokers, who is not
authorized to have that information. We will
only release information if you give us special
consent in writing. The only time we would
release such information without your

special consent is when we have to comply
with a law, court order or subpoena. Often,
Health Net is required to comply with
aggregated measurement and data reporting
requirements. In those cases, we protect your
privacy by not releasing any information that

identifies our members.



Privacy practices

For a description of how protected health
information about you may be used and
disclosed and how you can get access to this
information, please see the “Notice of Privacy

Practices” in the plan’s plan contract.

How does Health Net deal with
new technologies?

New technologies are those procedures,

drugs or devices that have recently been
developed for the treatment of specific diseases
or conditions, or are new applications of
existing procedures, drugs or devices. New
technologies are considered investigational or
experimental during various stages of clinical
study as safety and effectiveness are evaluated
and the technology achieves acceptance into
the medical standard of care. The technologies
may continue to be considered investigational
or experimental if clinical study has not
shown safety or effectiveness or if they are not
considered standard care by the appropriate
medical specialty. Approved technologies are
integrated into Health Net benefits.

Health Net determines whether new
technologies should be considered medically
appropriate, or investigational or experimental,
following extensive review of medical research
by appropriately specialized physicians.

Health Net requests a review of new
technologies by an independent, expert
medical reviewer in order to determine
medical appropriateness or investigational

or experimental status of a technology or

procedure.

The expert medical reviewer also advises
Health Net when patients require quick
determinations of coverage, when there is

no guiding principle for certain technologies,

or when the complexity of a patient’s

medical condition requires expert evaluation.
If Health Net denies, modifies or delays
coverage for your requested treatment on the
basis that it is experimental or investigational,
you may request an Independent Medical
Review (IMR) of Health Net’s decision from the
Department of Managed Health Care. Please
refer to the “Independent Medical Review of
Grievances Involving a Disputed Health Care
Service” in the Plan Contract and Evidence of

Coverage for additional details.

What are Health Net's utilization
management processes?

Utilization management is an important
component of health care management.
Through the processes of preauthorization,
concurrent and retrospective review, and
care management, we evaluate the services
provided to our members to be sure they
are medically necessary and appropriate for
the setting and time. This oversight helps to
maintain Health Net’s high quality medical

management standards.

Preauthorization

Certain proposed services may require an
assessment prior to approval. Evidence-based
criteria are used to evaluate that the procedure
is medically necessary and planned for the
appropriate setting (i.e., inpatient, ambulatory

surgery, etc.).

Concurrent review

This process continues to authorize
inpatient and certain outpatient conditions
on a concurrent basis while following a
member’s progress, such as during inpatient
hospitalization or while receiving outpatient

home care services.



Discharge planning

This component of the concurrent review
process ensures that planning is done for

a member’s safe discharge in conjunction
with the physician’s discharge orders and to

authorize post-hospital services when needed.

Retrospective review
This medical management process assesses
the appropriateness of medical services on a

case-by-case basis after the services have been

provided. It is usually performed on cases where

preauthorization was required but not obtained.

Care or case management

Nurse care managers provide assistance,
education and guidance to members (and

their families) through major acute and/or
chronic long-term health problems. The care
managers work closely with members and their

physicians and community resources.

Additional product information

Mental disorders and chemical
dependency services

The mental disorders and chemical dependency
benefits are administered by MHN Services, an
affiliate behavioral health administrative services
company (the administrator) which contracts
with Health Net to administer these benefits.
When you need to see a participating mental
health professional, contact the administrator by
calling the Health Net Customer Contact Center
at the phone number on your Health Net ID
card. The administrator will help you identify

a participating mental health professional, a
participating independent physician, or a sub-
contracted provider association (IPA) within the
network, close to where you live or work, with

whom you can make an appointment.

Certain services and supplies for mental
disorders and chemical dependency may require
prior authorization (HMO) or prior certification
(HSP) by the administrator in order to be
covered. No prior authorization (HMO) or prior
certification (HSP) is required for outpatient
office visits, but a voluntary registration with the

administrator is encouraged.

Please refer to the Health Net Individual &
Family Exchange plan Plan Contract and
Evidence of Coverage for a more complete
description of mental disorder and chemical
dependency services and supplies, including
those that require prior authorization
(HMO) or prior certification (HSP) by the

administrator.



Prescription drug program

Health Net is contracted with many major
pharmacies, including supermarket-based
pharmacies and privately owned pharmacies in
California. Please visit our website at
www.healthnet.com to find a conveniently
located participating pharmacy, or call

Health Net’s Customer Contact Center at
1-877-609-8711.

Specific exclusions and limitations apply

to the Prescription Drug Program. See the
Health Net Individual & Family Exchange plan
Plan Contract and Evidence of Coverage for
complete details. Remember, limits on quantity,
dosage and treatment duration may apply to

some drugs.

Maintenance prescriptions by mail order
drug program

If your prescription is for a maintenance drug,
you have the option of filling it through our

convenient mail order program.

Maintenance drugs are prescription drugs
taken continuously to manage chronic or
long-term conditions where members respond
positively to drug treatment. The mail order
administrator may only dispense up to a
90-consecutive-calendar-day supply of a
covered maintenance drug and each refill
allowed by that order. Maintenance drugs may
also be obtained at a CVS retail pharmacy
under the mail order program benefit. You
may obtain a Prescription Mail Order Form
and further information by contacting the
Customer Contact Center at 1-877-609-8711.

Note

Schedule II narcotic drugs are not covered
through mail order. See the Health Net
Individual & Family Exchange plan Plan
Contract and Evidence of Coverage for

additional information.

The Health Net “Essential Rx Drug List”: Tier
| drugs (most generic drugs and low cost
preferred brand-name drugs when listed

in the Essential Drug List) and Tier Il drugs
(non-preferred generic and preferred brand-
name drugs, peak flow meters, inhaler
spacers, insulin, and diabetic supplies when
listed in the Essential Drug List)

The Health Net “Essential Rx Drug List”
(or Formulary or the List) is the approved
list of medications covered for illnesses and
conditions. It was developed to identify the
safest and most effective medications for
Health Net members, while attempting to

maintain affordable pharmacy benefits.

We specifically suggest to all Health Net
participating providers, contracting PCPs

and specialists that they refer to this list

when choosing drugs for patients who are
Health Net members. When your physician
prescribes medications listed in the “Essential
Rx Drug List,” it ensures that you are receiving
a high quality prescription medication that is

also of high value.

The “Essential Rx Drug List” is updated
regularly, based on input from the

Health Net Pharmacy and Therapeutics

(P&T) Committee. This committee’s members
are actively practicing physicians of various
medical specialties and clinical pharmacists.
Voting members are recruited from contracting
physician groups throughout California based
on their experience, knowledge and expertise.
In addition, the P&T Committee frequently
consults with other medical experts to provide
additional input to the Committee. Updates to
the “Essential Rx Drug List” and drug usage
guidelines are made as new clinical information
and new drugs become available. In order to
keep the List current, the P&T Committee
evaluates clinical effectiveness, safety and

overall value through:



» Medical and scientific publications,
o Relevant utilization experience, and
« Physician recommendations.

To obtain a copy of Health Net’s most current
“Essential Rx Drug List,” please visit our
website at www.healthnet.com, or call
Health Net’s Customer Contact Center at
1-877-609-8711.

Tier Il drugs

Tier III drugs are non-preferred brand-name
prescription drugs that are listed as Tier III or
not listed on the “Essential Rx Drug List” and

are not excluded from coverage.

Tier IV (Specialty drugs)

Tier IV (Specialty drugs) are specific
prescription drugs that may have limited
pharmacy availability or distribution,

may be self-administered orally, topically,

by inhalation, or by injection (either
subcutaneously, intramuscularly or
intravenously) requiring training or clinical
monitoring, may be manufactured using
biotechnology, or have a high cost as
established by Covered California. Tier IV
(Specialty drugs) are identified in the “Essential
Rx Drug List” with “SP” Refer to Health Net’s
“Essential Rx Drug List” on our website at
www.healthnet.com for the Tier IV (Specialty
drugs) listing.

All Tier IV (Specialty drugs) require prior
authorization from Health Net and may be
required to be dispensed through the specialty
pharmacy vendor to be covered. Tier IV
(Specialty drugs) are not available through

mail order.

Self-injectable drugs (other than insulin),
including drugs for the treatment of
hemophilia, and needles and syringes used with

these self-injectable drugs, are included under

Tier IV (Specialty drugs), which are subject

to prior authorization and must be obtained
through Health Net’s contracted specialty
pharmacy vendor. Your PCP or treating
physician will coordinate the authorization, and
upon approval, the specialty pharmacy vendor
will arrange for the dispensing of the drugs,
needles and syringes. The specialty pharmacy
vendor may contact you directly to coordinate

the delivery of your medications.

What is “prior authorization”?

Some Tier I, Tier II and Tier III prescription
medications require prior authorization.
This means that your doctor must contact
Health Net in advance to provide the medical
reason for prescribing the medication. Upon
receiving your physician’s request for prior
authorization, Health Net will evaluate

the information submitted and make a
determination based on established clinical
criteria for the particular medication. You
may obtain a list of drugs requiring prior
authorization by visiting our website at
www.healthnet.com, or contact the

Health Net Customer Contact Center at the

phone number on the back cover.

The criteria used for prior authorization are
developed and based on input from the
Health Net P&T Committee as well as
physician specialist experts. Your physician
may contact Health Net to obtain the usage
guidelines for specific medications.

If authorization is denied by Health Net, you
will receive written communication including
the specific reason for denial. If you disagree
with the decision, you may appeal the decision.
See “What if I have a disagreement with
Health Net?” earlier in this guide.



Prescription drug program
exclusions and limitations

Services or supplies excluded under pharmacy
services may be covered under the medical
benefits portion of your plan. In addition to
the exclusion and limitations listed below,
prescription drug benefits are subject to the
plan’s general exclusions and limitations.
Consult the Plan Contract and EOC for more

information.

o Allergy serum is covered as a medical benefit.

o Brand-name drugs that have generic
equivalents are not covered without prior

authorization from Health Net.

« Coverage for devices is limited to vaginal
contraceptive devices, peak flow meters,
spacer inhalers, and diabetic supplies. No
other devices are covered even if prescribed
by a participating physician.

 Drugs prescribed for the treatment of obesity
are not covered, except when medically
necessary for the treatment of morbid

obesity.

o Drugs prescribed to shorten the duration of

the common cold.

o Experimental drugs (those that are labeled
“Caution - Limited by Federal Law to
investigational use only”). If you are denied
coverage of a drug because the drug is
investigational or experimental, you will have
a right to an Independent Medical Review.
See the “What if I have a disagreement with
Health Net” section of this brochure for

additional information.

» Hypodermic needles or syringes, except for
insulin needles, syringes and specific brands

of pen devices.

o Individual doses of medications dispensed

in plastic, unit doses or foil packages, and

dosage forms used for convenience as
determined by Health Net, are covered
only when medically necessary or when the

medication is only available in that form.

Mail order drugs are covered up to a
90-consecutive-calendar-day supply.
Maintenance drugs may also be obtained at
a CVS retail pharmacy under the mail order
program benefit, except for Bronze and

Minimum Coverage plans.

Some drugs are subject to specific quantity
limitations per copayment based on
recommendations for use by the FDA or
Health Net’s usage guidelines. Medications
taken on an “as-needed” basis may have

a copayment based on a specific quantity,
standard package, vial, ampoule, tube, or
other standard unit. In such a case, the
amount of medication dispensed may be less
than a 30-consecutive-calendar-day supply.
If medically necessary, your physician may

request a larger quantity from Health Net.

Medical equipment and supplies (including
insulin) that are available without a
prescription are covered when prescribed

by a physician for the management and
treatment of diabetes or for preventive
purposes in accordance with the U.S.
Preventive Services Task Force A and B
recommendations, including smoking
cessation drugs, or for female contraception
as approved by the FDA. Any other
nonprescription drug, medical equipment

or supply that can be purchased without a
prescription drug order is not covered even if
a physician writes a prescription drug order
for such drug, equipment or supply. However,
if a higher dosage form of a prescription

drug or over-the-counter (OTC) drug is only
available by prescription, that higher dosage

drug may be covered if medically necessary.



If a drug that was previously available by
prescription becomes available in an OTC
form in the same prescription strength, then
any prescription drugs that are similar agents
and have comparable clinical effect(s) will only
be covered when medically necessary and prior

authorization is obtained from Health Net.

o Prescription drugs filled at pharmacies that
are not in the Health Net pharmacy network

except in emergency or urgent care situations.

o Prescription drugs prescribed by a physician
who is not a member or participating
physician or an authorized specialist are not
covered, except when the physician’s services
have been authorized, or because of a medical
emergency condition, illness or injury, for

urgently needed care or as specifically stated.

 Replacement of lost, stolen or damaged

medications.

o Supply amounts for prescriptions that exceed
the FDA’s or Health Net’s indicated usage
recommendation are not covered unless
medically necessary and prior authorization
is obtained from Health Net.

« Drugs prescribed for a condition or
treatment not covered by this plan are not
covered. However, the plan does cover
medically necessary drugs for medical
conditions directly related to noncovered
services when complications exceed routine
follow-up care (such as life-threatening

complications of cosmetic surgery).

o Drugs (including injectable medications),
when medically necessary for treating sexual
dysfunction, are limited to a maximum of 8

doses in any 30-day period.

This is only a summary. For a comprehensive
listing, see the Health Net Individual & Family
Exchange plan Plan Contract and Evidence of

Coverage.

Acupuncture care program

Acupuncture services are provided by Health Net.
Health Net contracts with American Specialty
Health Plans of California, Inc. (ASH Plans) to
offer quality and affordable acupuncture coverage.
With this program, you may obtain care by
selecting a contracted acupuncturist from the ASH

Plans Contracted Acupuncturist Directory.

ASH Plans will arrange covered acupuncture
services for you. You may access any contracted
acupuncturist without a referral from a

participating provider, physician or your PCP.

You may receive covered acupuncture services
from any contracted acupuncturist, and you
are not required to pre-designate a contracted
acupuncturist prior to your visit from whom
you will receive covered acupuncture services.
You must receive covered acupuncture services

from a contracted acupuncturist, except that:

« You may receive emergency acupuncture
services from any acupuncturist, including a

non-contracted acupuncturist; and

o If covered acupuncture services are not available
and accessible to you in the county in which you
live, you may obtain covered acupuncture services
from a non-contracted acupuncturist who is
available and accessible to you in a neighboring
county only upon referral by ASH Plans.

All covered acupuncture services require pre-

approval by ASH Plans except:

« A new patient examination by a contracted
acupuncturist and the provision or
commencement, in the new patient
examination, of medically necessary services
that are covered acupuncture services, to
the extent consistent with professionally

recognized standards of practice; and

« Emergency acupuncture services.



Acu puncture care program self-help training, and related diagnostic

exclusions and limitations testing are not covered;

Services or supplies excluded under the « Experimental or investigational acupuncture

acupuncture care program may be covered services are not covered;

under the medical benefits portion of your « Charges for hospital confinement and related
plan. Consult the plan’s Plan Contract and EOC services are not covered;

for more information. o Charges for anesthesia are not covered;

« Auxiliary aids and services are not covered; « Services or treatment rendered by

« Services provided by an acupuncturist practicing acupuncturists who do not contract with

outside California are not covered, except with ASH Plans are not covered, except with

regard to emergency acupuncture services; regard to emergency acupuncture services;

« Diagnostic radiology, including MRIs or o Only services that are within the scope of

thermography are not covered; licensure of a licensed acupuncturist in

California are covered.
o X-rays, laboratory tests and X-ray second

This is only a summary. For a comprehensive
listing, see the Health Net Individual & Family
Exchange plan Plan Contract and Evidence of

opinions;
« Hypnotherapy, behavioral training, sleep

therapy, and weight programs are not covered;
Coverage.

« Educational programs, non-medical self-care,

Pediatric vision care program (birth through age 18)
Eyewear benefits are provided by Health Net. Health Net contracts with EyeMed Vision Care, LLC,

a vision services provider panel, to provide and administer eyewear benefits. EyeMed Vision Care
provides benefits for eyewear through a network of dispensing opticians and optometric laboratories.
Vision examinations are provided through your participating provider or physician group, or you may
schedule a vision examination through EyeMed Vision Care. To find a participating eyewear dispenser,
call the Health Net Vision Program at 1-866-392-6058, or visit our website at www.healthnet.com.

Professional services Copayment

Routine eye examination with dilation $0t
Examination for contact lenses

Standard contact lens fit and follow-up Up to $55
Premium contact lens fit and follow-up 10% off retail
Limitation:

lin accordance with professionally recognized standards of practice, this plan covers one complete vision
examination once every calendar year.

Note: Examination for contact lenses is in addition to the member’s vision examination. There is no additional
copayment for a contact lens follow-up visit after the initial fitting exam.

Benefits may not be combined with any discounts, promotional offerings or other group benefit plans.
Allowances are one-time-use benefits. No remaining balance.

Standard contact lenses include soft, spherical and daily wear contact lenses.

Premium contact lenses include toric, bifocal, multifocal, cosmetic color, post-surgical, and gas permeable
contact lenses.




Materials (includes frames and lenses) Copayment

Provider-selected frames (one every 12 months) $0

Standard plastic eyeglass lenses (one pair every 12 months)
e Single vision, bifocal, trifocal, lenticular $0
® Glass or plastic

Optional lenses and treatments including:
e UV treatment

e Tint (fashion and gradient and glass-grey)
e Standard plastic scratch coating

e Standard polycarbonate

* Photocromatic / transitions plastic

e Standard anti-reflective coating $0
* Polarized

* Standard progressive lens
® Hi-index lenses

* Blended segment lenses
e Intermediate vision lenses

® Select or ultra progressive lenses

Premium progressive lenses $0

Provider-selected contact lenses (in lieu of eyeglass lenses)

* Extended wear disposables: up to 6-month supply of monthly
or 2-week supply of disposable, single vision spherical or toric
contact lenses

* Daily wear/disposables: up to 3-month supply of daily disposables, $0

single vision spherical contact lenses

e Conventional: One pair from selection of provider designated
contact lenses

* Medically necessary?

2Contact lenses are defined as medically necessary if the individual is diagnosed with one of the following
conditions:

* High ametropia exceeding -10D or +10D in meridian powers
* Anisometropia of 3D in meridian powers

¢ Keratoconus when the member’s vision is not correctable to 20/25 in either or both eyes using standard
spectacle lenses

* Vision improvement for members whose vision can be corrected two lines of improvement on the visual
acuity chart when compared to the best corrected standard spectacle lenses

Medically necessary contact lenses: Pediatric vision care program

Coverage of medically necessary contact exclusions and limitations

lenses is subject to medical necessity, prior ) ) o
o ] ] . Services or supplies excluded under the vision
authorization (HMO) or prior certification
(HSP) from Health Net and all applicable

exclusions and limitations.

care program may be covered under the
medical benefits portion of your plan. Consult
the plan’s Plan Contract and EOC for more

information.



« Services and supplies provided by a provider
who is not a participating vision provider are

not covered.

« Charges for services and materials that
Health Net determines to be non-medically
necessary are excluded. One routine eye
exam with dilation is covered every calendar

year and is not subject to medical necessity.
« Plano (non-prescription) lenses are excluded.

« Coverage for prescriptions for contact
lenses is subject to medical necessity, prior
authorization (HMO) or prior certification
(HSP) by Health Net, and all applicable
exclusions and limitations. When covered,
contact lenses are furnished at the same
coverage interval as eyeglass lenses under
this vision benefit. They are in lieu of all

eyeglasses lenses and frames.

« Hospital and medical charges of any kind,
vision services rendered in a hospital, and
medical or surgical treatment of the eyes are

not covered.

» Replacement due to loss, theft or destruction
is excluded, except when replacement is at
the regular time intervals of coverage under

this plan.

« A second pair of glasses in lieu of bifocals is
excluded from the basic benefit. However,
Health Net participating vision providers
offer discounts of up to 40 percent off their
normal fees for secondary purchases once the

initial benefit has been exhausted.

This is only a summary. For a comprehensive
listing, see the Health Net Individual & Family
Exchange plan Plan Contract and Evidence of

Coverage.

Pediatric dental services (birth
through age 18)

Except as described below, all of the following
services must be provided by your selected
Health Net participating primary dental

provider in order to be covered.

If you have purchased a supplemental pediatric
dental benefit plan on the Exchange, pediatric
dental benefits covered under this plan will

be paid first, with the supplemental pediatric
dental benefit plan covering non-covered
services and or cost-sharing as described in
your supplemental pediatric dental benefit plan

coverage document.

IMPORTANT: If you opt to receive dental
services that are not covered services under

this plan, a participating dental provider may
charge you his or her usual and customary rate
for those services. Prior to providing a patient
with dental services that are not a covered
benefit, the dentist should provide to the patient
a treatment plan that includes each anticipated
service to be provided and the estimated cost of
each service. If you would like more information
about dental coverage options, you may call

the Customer Contact Center at the telephone
number on your Health Net dental ID card or
your insurance broker. To fully understand your
coverage, you may wish to carefully review your

Evidence of Coverage document.

Administration of these pediatric dental

plan designs comply with requirements of

the pediatric dental EHB benchmark plan,
including coverage of services in circumstances
of medical necessity as defined in the Early
Periodic Screening, Diagnosis and Treatment
(EPSDT) benefit for pediatric dental services.

Note: For the HSP Minimum Coverage plan,

the pediatric dental copayments listed below



apply until the calendar year deductible is
met. Once the calendar year deductible is met
for the HSP Minimum Coverage plan, your
copayment is $0 for the noted covered services

for the remainder of the calendar year.

Selecting a dentist

Step 1: Go to www.yourdentalplan.com/
healthnet.

Step 2: Click on Find a Dentist under “Links

and Tools” on the right navigation.

Step 3: Select Health Net DHMO CA ONLY,
from the Select a Network drop-down
list.

Step 4: Select whether to search for a dentist
either by location, by dentist name or

by practice name.

Step 5: Enter your search criteria, then click
on Submit at the bottom of the page for

the results of the search.

You may change your primary dentist once a
month. Primary dentist changes made prior

to the 15th of the month are effective the first
of the following month. Simply select a new
dentist from the listing of primary dentists and
call Health Net Dental’s Customer Contact
Center at 1-866-249-2382 with your change.

Specialist referrals

During the course of treatment, you may
require the services of a specialist. Your
selected primary dentist will submit all

required documentation to us and we will

advise you of the name, address, and telephone
number of the specialist who will provide the
required treatment. These services are available
only when the dental procedure cannot be
performed by the selected primary dentist due
to the severity of the problem.

Referrals to specialists for orthodontic care
Each member’s primary dentist is responsible
for the direction and coordination of the
member’s complete dental care for benefits. If
your primary dentist recommends orthodontic
care and you wish to receive benefits for such
care under this dental plan, Health Net’s
Customer Contact Center will assist you in
selecting a participating orthodontist from the

participating orthodontist directory.

Emergency dental

Emergency dental services are dental
procedures administered in a dentist’s office,
dental clinic or other comparable facility,

to evaluate and stabilize dental conditions

of a recent onset and severity accompanied

by excessive bleeding, severe pain, or acute
infection that a person could reasonably expect

that immediate dental care is needed.

All selected general dentists provide emergency
dental services twenty-four (24) hours a day,
seven (7) days a week and we encourage you

to seek care from your selected general dentist.
If you require emergency dental services, you
may go to any dental provider, go to the closest
emergency room or call 911 for assistance, as
necessary. Prior authorization for emergency

dental services is not required.



Code | Service | Copayment

Diagnostic

D0120 | Periodic oral evaluation — established patient, limited to 1 every 6 months No charge
D0140 | Limited oral evaluation — problem-focused No charge
D0145 | Oral evaluation for a patient under three years of age and counseling with No charge

primary caregiver

D0150 | Comprehensive oral evaluation — new or established patient No charge
D0160 | Detailed and extensive oral evaluation — problem focused, by report No charge
D0170 | Re-evaluation - limited, problem-focused (not post-operative visit) up to six No charge

times in a 3-month period and up to a maximum of 12 in a 12-month period

D0180 | Comprehensive periodontal evaluation — new or established patient No charge

D0210 | X-rays intraoral — complete series (including bitewings), limited to once every 36 | No charge
months

D0220 | X-rays intraoral — periapical first film, limited to a maximum of 20 periapicals in a | No charge
12-month period

D0230 | X-rays intraoral — periapical each additional film, limited to a maximum of 20 No charge
periapicals in a 12-month period
D0240 | X-rays intraoral — occlusal film — limited to 2 in a 6-month period No charge
D0250 | Extraoral —first film No charge
D0270 | X-rays bitewing — single film — limited to once per date of service No charge
D0272 | X-rays bitewings — two films — limited to once every 6 months No charge
D0273 | X-rays bitewings — three films No charge
D0274 | X-rays bitewings — four films — limited to 1 series every 6 months No charge
D0277 | Vertical bitewings - 7 to 8 films No charge
D0290 | Posterior — anterior or lateral skull and facial bone survey radiographic image, No charge
limited to a maximum of 3 per date of service
D0310 | Sialography No charge

D0320 | Temporomandibular joint arthrogram, including injection, limited to a maximum | No charge
of 3 per date of service

D0322 | Tomographic survey, limited to twice in a 12-month period No charge
D0330 | Panoramic film, limited to once in a 36-month period No charge
D0340 | Cephalometric radiographic image, limited to twice in a 12-month period No charge
D0350 | Photograph 1st limited to a maximum of 4 per date of service No charge
D0460 | Pulp vitality tests No charge
D0470 | Diagnostic casts may be provided only if one of the above conditions is present | No charge
D0502 | Other oral pathology procedures, by report No charge
D0601 | Caries risk assessment and documentation, with a finding of low risk No charge
D0602 | Caries risk assessment and documentation, with a finding of moderate risk No charge
D0603 | Caries risk assessment and documentation, with a finding of high risk No charge
D0999 | Office visit fee — per visit (unspecified diagnostic procedure, by report) No charge
Preventive

D1110 | Prophylaxis — adult, limited to once in a 12-month period No charge
D1120 | Prophylaxis — child, limited to once in a 6-month period No charge
D1206 | Topical fluoride varnish, limited to once in a 6-month period No charge
D1208 | Topical application of fluoride, limited to once in a 6-month period No charge

(continued)



Code | Service | Copayment

D1310 | Nutritional counseling for control of dental disease No charge
D1320 | Tobacco counseling for the control and prevention of oral disease No charge
D1330 | Oral hygiene instructions No charge
D1351 Sealant — per tooth, limited to first, second and third permanent molars that No charge

occupy the second molar position

D1352 | Preventive resin restoration in a moderate to high caries risk patient — No charge
permanent tooth, limited to first, second and third permanent molars that
occupy the second molar position

D1510 | Space maintainer - fixed — unilateral, limited to once per quadrant No charge
D1515 | Space maintainer - fixed — bilateral No charge
D1520 | Space maintainer — removable — unilateral, limited to once per quadrant No charge
D1525 | Space maintainer — removable — bilateral No charge
D1550 | Recementation of space maintainer No charge
D1555 | Removal of fixed space maintainer No charge

Restorative

D2140 | Amalgam - one surface, primary, limited to once in a 12-month period $25
Amalgam - one surface, permanent, limited to once in a 36-month period $25
D2150 | Amalgam - two surfaces, primary, limited to once in a 12-month period $30
Amalgam - two surfaces, permanent, limited to once in a 36-month period $30
D2160 | Amalgam - three surfaces, primary, limited to once in a 12-month period $40
Amalgam - three surfaces, permanent, limited to once in a 36-month period $40

D2161 Amalgam — four or more surfaces, primary, limited to once in a 12-month period | $45
Amalgam — four or more surfaces, permanent, limited to once in a 36-month period | $45

D2330 | Resin-based composite — one surface, anterior primary, limited to once in a $30
12-month period
Resin-based composite - one surface, anterior permanent, limited to once in a $30
36-month period

D2331 Resin-based composite — two surfaces, anterior primary, limited to once in a $45
12-month period
Resin-based composite - two surfaces, anterior permanent, limited to once ina | $45
36-month period

D2332 | Resin-based composite — three surfaces, anterior primary, limited to once in a $55
12-month period
Resin-based composite - three surfaces, anterior permanent, limited to once in | $55
a 36-month period

D2335 | Resin-based composite — four or more surfaces or involving incisal angle (anterior) | $60
primary, limited to once in a 12-month period
Resin-based composite — four or more surfaces or involving incisal angle (anterior) | $60
permanent, limited to once in a 36-month period

D2390 | Resin-based composite crown, anterior, primary, limited to once in a 12-month | $50
period
Resin-based composite crown, anterior, permanent, limited to once in a $50
36-month period

D2391 Resin-based composite — one surface, posterior, primary, limited to once in a $30
12-month period
Resin-based composite — one surface, posterior permanent, limited to once in a | $30
36-month period

(continued)
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D2392 Resin-based composite — two surfaces, posterior, primary, limited to once in a $40
12-month period
Resin-based composite — two surfaces, posterior, permanent, limited to once in | $40
a 36-month period

D2393 | Resin-based composite — three surfaces, posterior, primary, limited to once ina | $50
12-month period
Resin-based composite — three surfaces, posterior, permanent, limted to once $50
in a 36-month period

D2394 | Resin-based composite — four or more surfaces, posterior, primary, limited to $70
once in a 12-month period
Resin-based composite — four or more surfaces, posterior, permanent, limited $70
to once in a 36-month period

Crowns - Single restorations only

D2710 | Crown - resin-based composite (indirect), limited to once in a 5-year period $140

D2712 | Crown — % resin-based composite (indirect), limited to once in a 5-year period | $190

D2721 | Crown — resin with predominantly base metal, limited to once in a 5-year period | $300

D2740 | Crown — porcelain/ceramic substrate, limited to once in a 5-year period $300

D2751 Crown — porcelain fused to predominantly base metal, limited to once in a $300
5-year period

D2781 | Crown — % cast predominantly base metal, limited to once in a 5-year period $300

D2783 | Crown — % porcelain/ceramic, limited to once in a 5-year period $310

D2791 | Crown — full cast predominantly base metal, limited to once in a 5-year period | $300

D2910 | Recement inlay, onlay, or partial coverage restoration, limited to once in a $25
12-month period

D2915 | Recement cast or prefabricated post and core $25

D2920 | Recement crown $25

D2929 | Prefabricated porcelain/ceramic crown — primary tooth, limited to once in a $95
12-month period

D2930 | Prefabricated stainless steel crown — primary tooth, limited to once in a $65
12-month period

D2931 | Prefabricated stainless steel crown — permanent tooth, limited to once in a $75
36-month period

D2932 | Prefabricated resin crown, primary, limited to once in a 12-month period $75
Prefabricated resin crown, permanent, limited to once in a 36-month period $75

D2933 Prefabricated stainless steel crown resin window, primary, limited to one in a $80

12-month period
Prefabricated stainless steel crown resin window, permanent, limited to one in a | $80
36-month period

D2940 | Protective restoration, limited to once per tooth in a 12-month period $25

D2950 | Core buildup, including any pins $20

D2951 Pin retention — per tooth, in addition to restoration $25

D2952 | Post and core in addition to crown, indirectly fabricated, limited to once per $100
tooth regardless of number of posts placed

D2953 | Each additional indirectly fabricated post — same tooth $30

D2954 | Prefabricated post and core in addition to crown, limited to once per tooth $90
regardless of number of posts placed

D2955 | Post removal $60

D2957 | Each additional prefabricated post — same tooth $35

(continued)
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D2971 | Additional procedures to construct new crown under existing partial dental $35
framework

D2980 | Crown repair, by report $50

D2999 | Unspecified restorative procedure, by report $40

Endodontics

D3110 | Pulp cap - direct (excluding final restoration) $20

D3120 | Pulp cap - indirect (excluding final restoration) $25

D3220 | Therapeutic pulpotomy (excluding final restoration), limited to once per primary | $40
tooth

D3221 | Pupal debridement primary and permanent teeth $40

D3222 | Partial pulpotomy for apexogenesis, permanent tooth with incomplete root $60

development, limited to once per permanent tooth

D3230 | Pulpal therapy (resorbably filing) — anterior, primary tooth (excluding final $55
restoration), limited to once per primary tooth

D3240 | Pulpal therapy (resorbably filing) — posterior, primary tooth (excluding final $55
restoration), limited to once per primary tooth

D3310 | Root canal therapy, anterior (excluding final restoration), limited to once per $195
tooth for initial root canal therapy treatment

D3320 | Root canal therapy, bicuspid (excluding final restoration), limited to once per $235
tooth for initial root canal therapy treatment

D3330 | Root canal therapy, molar (excluding final restoration), limited to once per tooth | $300
for initial root canal therapy treatment

D3331 Treatment of root canal obstruction; non-surgical access $50
D3332 | Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth $50
D3333 | Internal root repair of perforation defects $80
D3346 | Retreatment of previous root canal therapy — anterior $240
D3347 | Retreatment of previous root canal therapy — bicuspid $295
D3348 | Retreatment of previous root canal therapy — molar $365

D3351 | Apexification/recalcification — initial visit, limited to once per permanent tooth | $85

D3352 | Apexification/recalcification — interim only following D3351. Limited to once per | $45
permanent tooth.

D3410 | Apicoectomy/periradicular surgery — permanent anterior teeth only $240

D3421 | Apicoectomy/periradicular surgery — permanent bicuspid (first root) teeth only | $250

D3425 | Apicoectomy/periradicular surgery — permanent 1st and 2nd molar teeth only | $275
molar (first root)

D3426 | Apicoectomy/periradicular surgery (each additional root) permanent teeth only | $110

D3430 | Retrograde filling — per root $90
D3910 | Surgical procedure for isolation of tooth with rubber dam $30
D3999 | Unspecified endodontic procedure, by report $100
Periodontics

D4210 | Gingivectomy or gingivoplasty — once per quadrant every 36 months $150
D4211 | Gingivectomy or gingivoplasty — once per quadrant every 36 months $50
D4249 | Clinical crown lengthening — hard tissue $165
D4260 | Osseous — muco — gingival surgery — once per quadrant every 36 months $265
D4261 | Osseous surgery (including flap entry and closure) — one to three contiguous $140

teeth or tooth bounded spaces — once per quadrant every 36 months

(continued)
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D4265 | Biologic materials to aid in soft and osseous tissue regeneration $80

D4341 | Periodontal scaling and root planing — four or more teeth — once per quadrant | $55
every 24 months

D4342 | Periodontal scaling and root planing — one to three teeth — once per quadrant | $30
every 24 months

D4355 | Full mouth debridement to enable comprehensive evaluation and diagnosis $40

D4381 | Localized delivery of antimicrobial agents via a controlled release vehicle into $10
diseased crevicular tissue, per tooth

D4910 | Periodontal maintenance, limited to once in a calendar quarter $30

D4920 | Unscheduled dressing change (by someone other than treating dentist) $15

D4999 | Unspecified periodontal procedure, by report $350

Prosthodontics, removable

D5110 | Complete denture — maxillary, limited to once in a 5-year period from a $300
previous complete, immediate or overdenture-complete denture

D5120 | Complete denture — mandibular, limited to once in a 5-year period from a $300
previous complete, immediate or overdenture- complete denture

D5130 | Immediate denture — maxillary $300

D5140 | Immediate denture — mandibular $300

D5211 | Maxillary partial denture — resin base (including any conventional clasps, rests $300

and teeth), limited to once in a 5-year period

D5212 | Mandibular partial denture — resin base (including any conventional clasps, rests | $300
and teeth), limited to once in a 5-year period

D5213 | Maxillary partial denture — cast metal framework with resin denture bases (including | $335
any conventional clasps, rests and teeth), limited to once in a 5-year period

D5214 | Mandibular partial denture — cast metal framework with resin denture bases $335
(including any conventional clasps, rests and teeth), limited to once in a 5-year
period

D5410 | Adjust complete denture — maxillary, limited to once per date of service; twice $20
in a 12-month period

D5411 | Adjust complete denture — mandibular, limited to once per date of service; $20
twice in a 12-month period

D5421 Adjust partial denture — maxillary, limited to once per date of service; twice ina | $20
12-month period

D5422 | Adjust partial denture — mandibular, limited to once per date of service; twice in | $20
a 12-month period

D5510 | Repair broken complete denture base, limited to once per arch per date of $40
service; twice in a 12-month period

D5520 | Replace missing or broken teeth — complete denture (each tooth), limited to a $40
maximum of four per arch, per date of service; twice per arch in a 12-month period

D5610 | Repair resin denture base, limited to once per arch per date of service; twice $40
per arch in a 12-month period

D5620 | Repair cast framework, limited to once per arch per date of service; twice per $40
arch in a 12-month period

D5630 Repair or replace broken clasp, limited to a maximum of three per date of $50
service; twice per arch in a 12-month period

D5640 | Replace broken teeth — per tooth, limited to maximum of four per arch, per $35
date of service; twice per arch in a 12-month period

D5650 | Add tooth to existing partial denture, limited to a maximum of three per date of | $35
service; once per tooth

(continued)
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D5660 | Add clasp to existing partial denture, limited to a maximum of three per date of | $60
service; twice per arch in a 12-month period

D5730 | Reline complete maxillary denture (chairside), limited to once in a 12-month period | $60

D5731 Reline complete mandibular denture (chairside), limited to once in a 12-month period | $60

D5740 | Reline maxillary partial denture (chairside), limited to once in a 12-month period | $60

D5741 Reline mandibular partial denture (chairside), limited to once in a 12-month period | $60

D5750 | Reline complete maxillary denture (laboratory), limited to once in a 12-month period | $90

D5751 Reline complete mandibular denture (laboratory), limited to once in a 12-month | $90
period

D5760 | Reline maxillary partial denture (laboratory), limited to once in a 12-month period | $80

D5761 Reline mandibular partial denture (laboratory), limited to once in a 12-month period | $80

D5850 | Tissue conditioning, maxillary, limited to twice per prosthesis in a 36-month period | $30

D5851 | Tissue conditioning, mandibular, limited to twice per prosthesis in a 3é-month period | $30

D5862 Precision attachment, by report $90
D5863 | Overdenture — complete maxillary $300
D5865 | Overdenture — complete maxillary $300
D5899 | Unspecified removable prosthodontic procedure, by report $350
Maxillofacial prosthetics

D5911 Facial moulage (sectional) $285
D5912 | Facial moulage (complete) $350
D5913 | Nasal prosthesis $350
D5914 | Auricular prosthesis $350
D5915 | Orbital prosthesis $350
D5916 | Ocular prosthesis $350
D5919 | Facial prosthesis $350
D5922 | Nasal septal prosthesis $350
D5923 | Ocular prosthesis, interim $350
D5924 | Cranial prosthesis $350
D5925 | Facial augmentation implant prosthesis $200
D5926 | Nasal prosthesis, replacement $200
D5927 | Auricular prosthesis, replacement $200
D5928 | Orbital prosthesis, replacement $200
D5929 | Facial prosthesis, replacement $200
D5931 | Obturator prosthesis, surgical $350
D5932 | Obturator prosthesis, definitive $350
D5933 | Obturator prosthesis, modification, limited to twice in a 12-month period $150
D5934 | Mandibular resection prosthesis with guide flange $350
D5935 | Mandibular resection prosthesis without guide flange $350
D5936 | Obturator prosthesis, interim $350
D5937 | Trismus appliance (not for TMD treatment) $85
D5951 | Feeding aid $135
D5952 | Speech aid prosthesis, pediatric $350
D5953 | Speech aid prosthesis, adult $350
D5954 | Palatal augmentation prosthesis $135

(continued)
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D5955 | Palatal lift prosthesis, definitive $350
D5958 | Palatal lift prosthesis, interim $350
D5959 | Palatal lift prosthesis, modification, limited to twice in a 12-month period $145
D5960 | Speech aid prosthesis, modification, limited to twice in a 12-month period $145
D5982 | Surgical stent $70
D5983 | Radiation carrier $55
D5984 | Radiation shield $85
D5985 | Radiation cone locator $135
D5986 | Fluoride gel carrier $35
D5987 | Commissure splint $85
D5988 | Surgical splint $95
D5991 | Topical medicament carrier $70
D5999 | Denture duplication $350
Implant services

D6010 | Surgical placement of implant body: endosteal implant $350
D6040 | Surgical placement: eposteal implant $350
D6050 | Surgical placement: transosteal implant $350
D6055 | Connecting bar — implant supported or abutment supported $350
D6056 | Prefabricated abutment — includes modification and placement $135
D6057 | Custom fabricated abutment - includes placement $180
D6058 | Abutment supported porcelain/ceramic crown $320
D6059 | Abutment supported porcelain fused to metal crown (high noble metal) $315
D6060 | Abutment supported porcelain fused to metal crown (predominantly base metal) | $295
D6061 Abutment supported porcelain fused to metal crown (noble metal) $300
D6062 | Abutment supported cast metal crown (high noble metal) $315
D6063 | Abutment supported cast metal crown (predominantly base metal) $300
D6064 | Abutment supported cast metal crown (noble metal) $315
D6065 | Implant supported porcelain/ceramic crown $340

D6066 | Implant supported porcelain fused to metal crown (titanium, titanium alloy, high | $335
noble metal)

D6067 | Implant supported metal crown (titanium, titanium alloy, high noble metal) $340

D6068 | Abutment supported retainer for porcelain/ceramic FPD $320

D6069 | Abutment supported retainer for porcelain fused to metal FPD (high noble metal) | $315

D6070 | Abutment supported retainer for porcelain fused to metal FPD (predominantly | $290

base metal)
D6071 | Abutment supported retainer for porcelain fused to metal FPD (noble metal) $300
D6072 | Abutment supported retainer for cast metal FPD (high noble metal) $315
D6073 | Abutment supported retainer for cast metal FPD (predominantly base metal) $290
D6074 | Abutment supported retainer for cast metal FPD (noble metal) $320
D6075 | Implant supported retainer for ceramic FPD $335

D6076 | Implant supported retainer for porcelain fused to metal FPD (titanium, titanium | $330
alloy, or high noble metal)

(continued)
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D6077 | Implant-supported retainer for cast metal FPD (titanium, titanium alloy, or high | $350
noble metal)

D6080 | Implant maintenance procedures, including removal of prosthesis, cleansing of | $30
prosthesis and abutments and reinsertion of prosthesis

D6090 | Repair implant supported prosthesis, by report $65
D6091 Replacement of semi-precision or precision attachment (male or female $40
component) of implant/abutment supported prosthesis, per attachment
D6092 | Recement implant/abutment supported crown $25
D6093 | Recement implant/abutment supported fixed partial denture $35
D6094 | Abutment supported crown (titanium) $295
D6095 | Repair implant abutment, by report $65
D6100 | Implant removal, by report $110
D6110 | Implant/abutment supported removable denture for edentulous arch — maxillary | $350
D6111 Implant/abutment supported removable denture for edentulous arch - $350
mandibular

D6112 | Implant/abutment supported removable denture for partically edentulous arch | $350

— maxillary
D6113 | Implant/abutment supported removable denture for partically edentulous arch | $350
— mandibular
D6114 | Implant/abutment supported fixed denture for edentulous arch — maxillary $350
D6115 | Implant/abutment supported fixed denture for edentulous arch — mandibular $350
D6116 | Implant/abutment supported fixed denture for partically edentulous arch — $350
maxillary
D6117 | Implant/abutment supported fixed denture for partically edentulous arch — $350
mandibular
D6190 | Radiographic/Surgical implant index, by report $75
D6194 | Abutment supported retainer crown for FPD (titanium) $265
D6199 | Unspecified implant procedure, by report $350
Fixed prosthodontics
D6211 | Pontic — cast predominantly base metal, limited to once in a 5-year period $300
D6241 | Pontic - porcelain fused to predominantly base metal, limited to once in a $300

5-year period

D6245 | Pontic — porcelain/ceramic, limited to once in a 5-year period $300

D6251 | Crown — resin with predominantly base metal, limited to once in a 5-year period | $300

D6721 | Crown — resin predominantly base metal — denture, limited to once in a 5-year | $300

period
D6740 | Crown — porcelain/ceramic, limited to once in a 5-year period $300
D6751 Crown —porcelain fused to predominantly base metal, limited to once in a $300

5-year period

D6781 | Crown — % cast predominantly base metal, limited to once in a 5-year period $300

D6783 | Crown % porcelain/ceramic, limited to once in a 5-year period $300

D6791 | Crown —full cast predominantly base metal, limited to once in a 5-year period | $300

D6930 | Recement bridge $40
D6980 | Bridge repair, by report $95
D6999 | Unspecified fixed prosthodontic procedure, by report $350
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D7111 Extraction, coronal remnants — deciduous tooth $40
D7140 | Extraction, erupted tooth or exposed root $65
D7210 | Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap $120
and removal of bone and/or section of tooth
D7220 | Removal of impacted tooth - soft tissue $95
D7230 | Removal of impacted tooth — partially bony $145
D7240 | Removal of impacted tooth — completely bony $160
D7241 | Removal of impacted tooth — completely bony, with unusual surgical complications | $175
D7250 | Surgical removal of residual tooth roots (requiring cutting of soft tissue and $80
bone and closure)
D7260 | Oroantral fistula closure $280
D7261 | Primary closure of a sinus perforation $285

D7270 | Tooth reimplantation and/or stabilization, limited to once per arch regardless of | $185
the number of teeth involved; permanent anterior teeth only

D7280 | Surgical access of an unerupted tooth $220

D7283 | Placement of device to facilitate eruption of impacted tooth $85

D7285 Biopsy of oral tissue — hard (bone, tooth), limited to removal of the specimen $180
only; once per arch per date of service

D7286 | Biopsy of oral tissue — soft, limited to removal of the specimen only; up to a $110
maximum of 3 per date of service

D7290 | Surgical repositioning of teeth, permanent teeth only; once per arch for patients | $185
in active orthodontic treatment

D7291 | Transseptal fiberotomy/supra crestal fiberotomy, by report, limited to once per | $80
arch for patients in active orthodontic treatement

D7310 | Alveoloplasty in conjunction with extractions — per quadrant $85

D7311 | Alveoloplasty in conjunction with extractions — one to three teeth or tooth $50
spaces — per quadrant

D7320 | Alveoloplasty not in conjunction with extractions — per quadrant $120

D7321 | Alveoloplasty not in conjunction with extractions — one to three teeth or tooth | $65
spaces — per quadrant

D7340 | Vestibuloplasty - ridge extension (secondary epithelialization), limited to once $350
in a 5-year period per arch

D7350 | Vestibuloplasty — ridge extension (including soft tissue grafts, muscle $350
reattachment, revision of soft tissue attachment and management of
hypertrophied and hyperplastic tissue), limited to once per arch

D7410 | Excision of benign lesion up 1.25 cm $75

D7411 | Excision of benign lesion greater than 1.25 cm $115
D7412 | Excision of benign lesion, complicated $175
D7413 | Excision of malignant lesion up to 1.25 cm $95

D7414 | Excision of malignant lesion greater than 1.25 cm $120
D7415 | Excision of malignant lesion, complicated $255
D7440 | Excision of malignant tumor — lesion diameter up to 1.25 cm $105
D7441 | Excision of malignant tumor — lesion diameter greater than 1.25 cm $185

D7450 | Removal of benign odontogenic cyst or tumor - lesion diameter up to 1.25cm | $180
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D7451 | Removal of benign odontogenic cyst or tumor — lesion diameter greater than $330
1.25cm

D7460 | Removal of benign noodontogenic cyst or tumor — lesion diameter up to 1.25 cm | $155

D7461 | Removal of benign noodontogenic cyst or tumor — lesion diameter greater than | $250
1.25cm

D7465 | Destruction of lesion(s) by physical or chemical method, by report $40

D7471 Removal of lateral exostosis (maxilla or mandible), limited to once per quadrant | $140
for the removal of buccal or facial exostosis only

D7472 | Removal of palatal torus, limited to once in a patient’s lifetime $145

D7473 Removal of torus mandibularis, limited to once per quadrant $140

D7485 | Surgical reduction of osseous tuberosity, limited to once per quadrant $105

D7490 | Radical resection of maxilla or mandible $350

D7510 | Incision and drainage of abscess — intraoral soft tissue, limited to once per $70
quadrant, same date of service

D7511 Incision and drainage of abscess — intraoral soft tissue — complicated (includes $70
drainage of multiple fascial spaces)

D7520 | Incision and drainage of abscess — extraoral soft tissue $70

D7521 | Incision and drainage of abscess — extraoral soft tissue — complicated $80

D7530 | Removal of foreign body from mucosa, skin, or subcutaneous alveolar tissue, $45

limited to once per date of service

D7540 | Removal of reaction producing foreign bodies, musculoskeletal system, limited | $75
to once per date of service

D7550 | Partial ostectomy /sequestrectomy for removal of non-vital bone, limited to $125
once per quadrant per date of service

D7560 | Maxillary sinusotomy for removal of tooth fragment or foreign body $235
D7610 | Maxilla — open reduction (teeth immobilized, if present) $140
D7620 | Maxilla - closed reduction (teeth immobilized, if present) $250
D7630 | Mandible — open reduction (teeth immobilized, if present) $350
D7640 | Mandible - closed reduction (teeth immobilized, if present) $350
D7650 | Malar and/or zygomatic arch — open reduction $350
D7660 | Malar and/or zygomatic arch — closed reduction $350
D7670 | Alveolus - closed reduction, may include stabilization of teeth $170
D7671 Alveolus — open reduction, may include stabilization of teeth $230
D7680 | Facial bones — complicated reduction with fixation and multiple surgical approaches | $350
D7710 | Maxilla — open reduction $110
D7720 | Maxilla - closed reduction $180
D7730 | Mandible - open reduction $350
D7740 | Mandible - closed reduction $290
D7750 | Malar and/or zygomatic arch — open reduction $220
D7760 | Malar and/or zygomatic arch — closed reduction $350
D7770 | Alveolus - open reduction stabilization of teeth $135
D7771 Alveolus, closed reduction stabilization of teeth $160
D7780 | Facial bones — complicated reduction with fixation and multiple surgical approaches | $350
D7810 | Open reduction of dislocation $350
D7820 | Closed reduction of dislocation $80

(continued)



Code ‘ Service ‘ Copayment

D7830 | Manipulation under anesthesia $85
D7840 | Condylectomy $350
D7850 | Surgical discectomy, with/without implant $350
D7852 | Disc repair $350
D7854 | Synovectomy $350
D7856 | Myotomy $350
D7858 | Joint reconstruction $350
D7860 | Arthrostomy $350
D7865 | Arthroplasty $350
D7870 | Arthrocentesis $90
D7871 | Non-arthroscopic lysis and lavage $150
D7872 | Arthroscopy — diagnosis, with or without biopsy $350
D7873 | Arthroscopy — surgical: lavage and lysis of adhesions $350
D7874 | Arthroscopy — surgical: disc repositioning and stabilization $350
D7875 | Arthroscopy - surgical: synovectomy $350
D7876 | Arthroscopy — surgical: discectomy $350
D7877 | Arthroscopy - surgical: debridement $350
D7880 | Occlusal orthotic device, by report $120
D7899 | Unspecified TMD therapy, by report $350
D7910 | Suture of recent small wounds up to 5 cm $35
D7911 | Complicated suture — up to 5 cm $55
D7912 | Complicated suture — greater than 5 cm $130
D7920 | Skin graft (identify defect covered, location and type of graft) $120
D7940 | Osteoplasty — for orthognathic deformities $160
D7941 | Osteotomy — mandibular rami $350
D7943 | Osteotomy — mandibular rami with bone graft; includes obtaining the graft $350
D7944 | Osteotomy — segmented or subapical $275
D7945 | Osteotomy — body of mandible $350
D7946 | LeFort | (maxilla — total) $350
D7947 | LeFort | (maxilla — segmented) $350
D7948 | LeFort Il or LeFort lll (osteoplasty of facial bones for midface hypoplasia or $350
retrusion) — without bone graft
D7949 | LeFort Il or LeFort Ill — with bone graft $350
D7950 | Osseous, osteoperiosteal, or cartilage graft of mandible or facial bones — $190
autogenous or nonautogenous, by report
D7951 | Sinus augmentation with bone or bone substitutes via a lateral open approach | $290
D7952 | Sinus augmentation with bone or bone substitute via a vertical approach $175
D7955 | Repair of maxillofacial soft and/or hard tissue defect $200
D7960 | Frenulectomy (frenectomy or frenotomy) — separate procedure $120
D7963 | Frenuloplasty $120
D7970 | Excision of hyperplastic tissue — per arch, limited to once per arch per date of $175
service
D7971 | Excision of pericoronal gingiva $80

(continued)



Code | Service | Copayment

D7972 | Surgical reduction of fibrous tuberosity, limited to once per quadrant per date | $100

of service
D7980 | Sialolithotomy $155
D7981 | Excision of salivary gland, by report $120
D7982 | Sialodochoplasty $215
D7983 | Closure of salivary fistula $140
D7990 | Emergency tracheotomy $350
D7991 | Coronoidectomy $345
D7995 | Synthetic graft — mandible or facial bones, by report $150

D7997 | Appliance removal (not by dentist who placed appliance), includes removal of $60
archbar, limited to once per arch per date of service

D7999 | Unspecified oral surgery procedure, by report $350

Medically necessary orthodontics

Medically Necessary Banded Case

D8080 | Comprehensive orthodontic treatment of the adolescent dentition
Handicapping malocclusion

D8210 | Removable appliance therapy

D8220 | Fixed appliance therapy

D8660 | Pre-orthodontic treatment visit

D8670 | Periodic orthodontic treatment visit (as part of contract) $1.000
Handicapping malocclusion !

D8680 | Orthodontic retention (removal of appliances, construction and placement of
retainer(s))

D8691 | Repair of orthodontic appliance

D8692 | Replacement of lost or broken retainer

D8693 Rebonding or recementing: and/or repair, as required, of fixed retainers

D8999 | Unspecified orthodontic procedure, by report

Adjunctive general services

D9110 | Palliative (emergency) treatment of dental pain — minor procedure $30
D9120 | Fixed partial denture sectioning $95
D9210 | Local anesthesia not in conjunction with operative or surgical procedures, $10
limited to once per date of service
D9211 | Regional block anesthesia $20
D9212 | Trigeminal division block anesthesia $60
D9215 | Local anesthesia $15
D9223 | Deep sedation/general anesthesia— each 15-minute increment $45
D9230 | Analgesia nitrous oxide $15
D9243 | Intravenous moderate (conscious) sedation/analgesia— each 15-minute increment | $60
D9248 | Non-intravenous conscious sedation $65

D9310 | Consultation — diagnostic service provided by dentist or physician (other than $50
practitioner providing treatment)

D9410 | House/Extended care facility call $50

D9420 | Hospital or ambulatory surgical center call $135




Pediatric dental care program
exclusions and limitations

Services or supplies excluded under the
pediatric dental care program may be covered
under the medical benefits portion of your
plan. Consult the plan’s Plan Contract and EOC

for your benefit plan for more information.

o Implant services are a benefit only when
exceptional medical conditions are
documented and shall be reviewed for

medical necessity.

Palliative (emergency) treatment, for
treatment of dental pain, limited to once per

day, per member.

House/extended care facility calls, once per

member per date of service.

» One hospital or ambulatory surgical center

call per day per provider per member.

Anesthesia for members under 19 years of
age, deep sedation or general anesthesia
services are covered on a case-by-case basis
and when prior authorized, except for oral
surgery services. For oral surgery services,
deep sedation or general anesthesia services

do not require prior authorization.

o Occlusal guards when medically necessary
and prior authorized, for members from 12 to
19 years of age when member has permanent

dentition.

« The following services, if in the opinion of
the attending dentist or Health Net are not

dentally necessary, will not be covered:
- Temporomandibular joint treatment (TM]).

— Elective dentistry and cosmetic dentistry.

- Oral surgery requiring the setting of
fractures or dislocations, orthognathic
surgery and extraction solely for
orthodontic purposes (does not apply
to fractured or dislocated (knocked out)
teeth).

— Treatment of malignancies, cysts,

neoplasms, or congenital malformations.
— Prescription medications.
- Hospital charges of any kind.
- Loss or theft of full or partial dentures.
- Any procedure of implantation.
- Any experimental procedure.

- General anesthesia or intravenous/
conscious sedation, except as specified in

the medical benefits section.

— Services that cannot be performed because
of the physical or behavioral limitations of

the patient.

— Fees incurred for broken or missed
appointments (without 24 hours’ notice)
are the member’s responsibility. However,
the copayment for missed appointments
may not apply if: (1) the member canceled
at least 24 hours in advance; or (2) the
member missed the appointment because
of an emergency or circumstances beyond

the control of the member.

— Any procedure performed for the purpose

of correcting contour, contact or occlusion.

- Any procedure that is not specifically listed

as a covered service.

— Services that were provided without cost
to the member by state government or an
agency thereof, or any municipality, county

or other subdivisions.

— The cost of precious metals used in any

form of dental benefits.



— Services of a pedodontist/pediatric dentist,
except when the member is unable to
be treated by his or her panel provider,
or treatment by a pedodontist/pediatric
dentist is medically necessary, or his
or her plan provider is a pedodontist/

pediatric dentist.

- Pediatric dental services that are received
in an emergency care setting for conditions
that are not emergencies if the subscriber
could reasonably expect that a dental

emergency situation did not exist.

Orthodontic benefits

This dental plan covers orthodontic benefits as
described above. Orthodontic care is covered
when medically necessary to prevent disease
and promote oral health, restore oral structures
to health and function, and treat emergency
conditions. Orthodontic treatment must be

provided by a participating dentist.



Individual & Family Exchange plans exclusions

and limitations

Exclusions and limitations
common to all Individual & Family
Exchange plans

No payment will be made under the

Health Net Individual & Family Exchange
plans for expenses incurred for, or which
are follow-up care to, any of the items below.
The following is a selective listing only. For
a comprehensive listing, see the Health Net
Individual & Family Exchange plan Plan

Contract and Evidence of Coverage.

« Services and supplies which Health Net
determines are not medically necessary,
except as set out under “Does Health Net
cover the cost of participation in clinical
trials?” and “What if I have a disagreement
with Health Net” earlier in this guide.

o Ambulance and paramedic services that
do not result in transportation or that do
not meet the criteria for emergency care,
unless such services are medically necessary
and prior authorization (HMO) or prior
certification (HSP) has been obtained.

o Aquatic therapy and other water therapy are
not covered, except for aquatic therapy and
other water therapy services that are part of a
physical therapy treatment plan.

o Custodial care. Custodial care is not
rehabilitative care and is provided to assist

a patient in meeting the activities of daily

living such as help in walking, getting in and
out of bed, bathing, dressing, feeding and
preparation of special diets, and supervision
of medications which are ordinarily self-
administered, but not care that requires

skilled nursing services on a continuing basis.

Procedures that Health Net determines to be
experimental or investigational, except as set
out under “Does Health Net cover the cost of
participation in clinical trials?” and “What

if I have a disagreement with Health Net”

earlier in this guide.

Services or supplies provided before the
effective date of coverage and services or
supplies provided after coverage through this

plan has ended are not covered.

Reimbursement for services for which the
member is not legally obligated to pay the
provider or for which the provider pays

no charge.

Any service or supplies not specifically listed
as covered expenses, unless coverage is

required by state or federal law.

Services or supplies that are intended to
impregnate a woman are not covered.
Excluded procedures include, but are not
limited to, collection, storage or purchase of

Sperm or ova.

Cosmetic surgery that is performed to alter
or reshape normal structures of the body in

order to improve appearance?

ZWhen a medically necessary mastectomy (including lumpectomy) has been performed, breast reconstruction surgery and surgery
performed on either breast to restore or achieve symmetry (balanced proportions) in the breast are covered. In addition, when surgery
is performed to correct or repair abnormal structures of the body caused by, congenital defects, developmental abnormalities, trauma,
infections, tumors, or disease, to do either of the following: improve function or create a normal appearance to the extent possible, unless
the surgery offers a minimal improvement in the appearance of the member.



o Treatment and services for

temporomandibular joint disorders
are covered when determined to be medically
necessary, excluding crowns, onlays,

bridgework, and appliances.

This plan only covers services or supplies
provided by a legally operated hospital,
Medicare-approved skilled nursing facility or
other properly licensed facility specified

as covered in the plan’s Plan Contract and
EOC. Any institution that is primarily a
place for the aged, a nursing home or a
similar institution, regardless of how it is
designated, is not an eligible institution.
Services or supplies that are provided by

such institutions are not covered.

Dental care for individuals ages 19 and older.
However, this plan does cover medically
necessary dental or orthodontic services
that are an integral part of reconstructive
surgery for cleft palate procedures. Cleft
palate includes cleft palate, cleft lip or

other craniofacial anomalies associated

with cleft palate.

Surgery and related services for the purpose
of correcting the malposition or improper
development of the bones of the upper

or lower jaw, except when such surgery is
required due to trauma or the existence of
tumors or neoplasms, or when otherwise
medically necessary. See the “Dental care”
exclusion above for information regarding

cleft palate procedures.
Hearing aids.

Private duty nursing. Shift care and any
portion of shift care services are also

not covered.

Any eye surgery for the purpose of correcting
refractive defects of the eye, unless medically

necessary, recommended by the member’s

treating physician and authorized by
Health Net.

« Contact or corrective lenses (except an

implanted lens that replaces the organic eye
lens), vision therapy and eyeglasses except
as set out under the pediatric dental care

program earlier in this guide.

Services to reverse voluntary surgically

induced infertility.

Any services or supplies not related to

the diagnosis or treatment of a covered
condition, illness or injury. However, the
plan does cover medically necessary services
and supplies for medical conditions directly
related to non-covered services when
complications exceed routine follow-up care
(such as life-threatening complications of

cosmetic surgery.)

Any outpatient drugs, medications or other
substances dispensed or administered in any
setting, except as specifically stated in the
plan’s Plan Contract and EOC.

Immunizations and injections for foreign

travel/occupational purposes.

Services for a surrogate pregnancy

are covered when the surrogate is a

Health Net member. When compensation

is obtained for the surrogacy, the plan shall
have a lien on such compensation to recover

its medical expense.

Although this plan covers durable medical
equipment, it does not cover the following
items: (a) exercise equipment; (b) hygienic
equipment and supplies; (c) surgical
dressings other than primary dressings that
are applied by your participating provider,
physician group or a hospital to lesions of
the skin or surgical incisions; (d) jacuzzis
and whirlpools; (e) orthodontic appliances

to treat dental conditions related to disorders



of the temporomandibular (jaw) joint; (f)
support appliances such as stockings, over-
the-counter support devices or orthotics, and
devices or orthotics for improving athletic
performance or sports-related activities; and
(g) orthotics and corrective footwear (except
for podiatric devices to prevent or treat

diabetes-related complications).
Personal comfort items.

Disposable supplies for home use, except
certain disposable ostomy or urological
supplies. See the Plan Contract and EOC or

your benefit plan for additional information.

Home birth, unless the criteria for emergency

care have been met.

Physician self-treatment.

Treatment by immediate family members.
Chiropractic services.

Home health care (limited to 100 combined
visits per calendar year; maximum three

visits per day and four hours per visit).

Services or supplies that are not authorized
by Health Net, a participating provider
(medical), the physician group (medical)
or the administrator (mental disorders

or chemical dependency), according to

Health Net’s procedures.

Diagnostic procedures or testing for genetic
disorders, except for prenatal diagnosis of
fetal genetic disorders in cases of high-risk
pregnancy.

Nonprescription drugs, medical equipment
or supplies that can be purchased without

a prescription (except when prescribed by

a physician for management and treatment
of diabetes, or for preventive purposes in
accordance with the U.S. Preventive Services
Task Force A and B recommendations or for

female contraception approved by the FDA).

« Routine foot care, unless prescribed for the
treatment of diabetes or peripheral vascular

disease.

« Services to diagnose, evaluate or treat

infertility are not covered.

« Except for services related to behavioral
health treatment for pervasive developmental
disorder or autism, all other services related
to or consisting of education or training,
including for employment or professional
purposes, are not covered, even if provided
by an individual licensed as a health care

provider by the State of California.

o Treatments which use umbilical cord blood,
cord blood stem cells and adult stem cells
(nor their collection, preservation and
storage) as such treatments are considered to
be experimental or investigational in nature.
For information regarding requesting an
Independent Medical Review of a plan denial
of coverage on the basis that it is considered
experimental or investigational, see “What
if I have a disagreement with Health Net”

earlier in this guide.

» Bariatric surgery provided for the treatment
of morbid obesity is covered when medically
necessary, authorized by Health Net and
performed at a Health Net Bariatric
Surgery Performance Center by a Health Net
Bariatric Surgery Performance Center
network surgeon who is affiliated with the
Health Net Bariatric Surgery Performance
Center. Health Net has a specific network of
bariatric facilities and surgeons, which are
designated as Bariatric Surgery Performance
Centers to perform weight loss surgery. Your
member physician can provide you with
information about this network. You will be
directed to a Health Net Bariatric Surgery
Performance Center at the time authorization

is obtained.



o Therapy intended to change behavior by
inducing a dislike for the behavior through
association with a noxious stimulus (aversion

therapy) is not covered.

« Coverage for rehabilitation therapy is limited
to medically necessary services provided
by a plan-contracted physician, licensed
physical, speech or occupational therapist,
or other contracted provider, acting within
the scope of his or her license, to treat
physical or mental health conditions, or a
qualified autism service (QAS) provider,
QAS professional or QAS paraprofessional to
treat pervasive developmental disorders or
autism. Coverage is subject to any required
authorization from the plan or the member’s
medical group. The services must be based
on a treatment plan authorized as required by

the plan or the member’s medical group.

« Coverage for habilitative services and/or
therapy is limited to health care services
and devices that help a person keep, learn,
or improve skills and functioning for
daily living, when provided by a member
physician, licensed physical, speech or
occupational therapist, or other contracted
provider, acting within the scope of his or
her license, to treat physical and mental
health conditions, subject to any required
authorization from Health Net or your
physician group. The services must be based
on a treatment plan authorized, as required,

by Health Net or your physician group.

« The following types of treatment are only
covered when provided in connection with
covered treatment for a mental disorder or
chemical dependency: (a) treatment for co-
dependency; (b) treatment for psychological
stress; and (c) treatment of marital or family
dysfunction. Treatment of neurocognitive

disorders which include delirium, major

and mild neurocognitive disorders and their
subtypes, and neurodevelopmental disorders
are covered for medically necessary medical
services but covered for accompanying
behavioral and/or psychological symptoms
or chemical dependency or substance use
disorder conditions only if amenable to
psychotherapeutic, psychiatric, chemical
dependency, or substance use treatment. This
provision does not impair coverage for the
medically necessary treatment of any mental
health conditions identified as a mental
disorder in the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition,
Text Revision or for medically necessary
treatment of SED or SMI as identified in the
most recent edition of the Diagnostic and
Statistical Manual of Mental Disorders, as
amended to date. In addition, Health Net will
cover only those mental disorder or chemical
dependency services which are delivered by
providers who are licensed in accordance
with California law and are acting within

the scope of such license or as otherwise
authorized under California law. This plan
covers medically necessary treatment for all
essential health benefits, including “mental
disorders” described in the Diagnostic and
Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision.

Services that do not meet national standards
for professional medical or mental health
practice, including, but not limited to,
Erhard/The Forum, primal therapy,
bioenergetic therapy, hypnotherapy, and
crystal healing therapy are not covered.

For information regarding requesting an
Independent Medical Review of a denial of
coverage, see “What if I have a disagreement
with Health Net?” earlier in this guide.



 Coverage for biofeedback therapy is limited
to medically necessary treatment of certain
physical disorders such as incontinence and
chronic pain, and as otherwise preauthorized

by the administrator.

« Psychological testing except as conducted
by a licensed psychologist for assistance in
treatment planning, including medication
management or diagnostic clarification.
Also excluded is coverage for scoring of
automated, computer-based reports, unless
the scoring is performed by a provider

qualified to perform it.

o Residential treatment that is not medically
necessary is excluded. Admissions that
are not considered medically necessary
and are not covered include admissions for
wilderness center training; for custodial care,
for a situational or environmental change;
or as an alternative to placement in a foster

home or halfway house.

o Services in a state hospital are limited to
treatment or confinement as the result of an

emergency or urgently needed care.

o Treatment or consultations provided by

telephone are not covered.

o Medical, mental health care or chemical
dependency services as a condition of parole
or probation, and court-ordered testing
are limited to medically necessary covered

services.

« Routine physical examinations (including
psychological examinations or drug
screening) for insurance, licensing,
employment, school, camp, or other
nonpreventive purposes. A routine
examination is one that is not otherwise
medically indicated or physician-directed

and is obtained for the purposes of checking

a member’s general health in the absence of
symptoms or other nonpreventive purpose.
Examples include examinations taken

to obtain employment, or examinations
administered at the request of a third

party, such as a school, camp or sports

organization.

Additional exclusions and
limitations for all HSP plans

« This plan does not cover massage therapy;,
except when such services are part of
a physical therapy treatment plan. The
services must be based on a treatment plan

authorized, as required, by Health Net.

« Services or supplies that are rendered by a
non-contracting provider or facility are only
covered when authorized by Health Net
(medical), the administrator (mental disorders
or chemical dependency) or when you require

emergency or urgently needed care.

Additional exclusions and
limitations for all HMO plans

« This plan does not cover massage therapy;,
except when such services are part of
a physical therapy treatment plan. The
services must be based on a treatment plan

authorized, as required, by Health Net.

« Services or supplies that are rendered by a
non-contracting provider or facility are only
covered when authorized by your physician
group (medical), the administrator (mental
disorders or chemical dependency) or
when you require emergency or urgently

needed care.



Individual & Family
EPO Insurance Plans

Outline of Coverage and Exclusions and Limitations

Plans available through Covered California in Northern and Central California’

Health Net Life Insurance Company Individual & Family Health Insurance Plans major medical

expense coverage.

Read your Policy carefully

This outline of coverage provides a brief description of the important features of your Health Net
EPO Policy (Policy). This is not the insurance contract, and only the actual Policy provisions will
control. The Policy itself sets forth, in detail, the rights and obligations of both you and Health Net
Life Insurance Company (Health Net Life). It is, therefore, important that you read your

Policy carefully!

Health Net Life Insurance Company EPO insurance plans utilize the PureCare One provider network. PureCare One EPO insurance plans
are available through Covered California in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin, San Mateo, Santa Cruz,

Solano, Sonoma, Stanislaus, and Tulare counties.



Plan Overview — Health Net Platinum 90 EPO

Benefit description

Unlimited lifetime maximum.

Insured person(s)

responsibility’

Plan maximums
Calendar year deductible

None

Out-of-pocket maximum? (Payments for services and supplies not
covered by this plan will not be applied to this calendar year out-
of-pocket maximum.)

$4,000 single / $8,000 family

Professional services

Office visit copay $15
Specialist visit $40
Other practitioner office visit (including medically necessary $15
acupuncture)

Preventive care services? $0
X-ray and diagnostic imaging $40
Laboratory tests $20
Imaging (CT/PET scans, MRIs) 10%
Rehabilitation and habilitation services $15
Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees)| 10%
Hospital services

Inpatient hospital stay (includes maternity) 10%
Skilled nursing care 10%

Emergency services
Emergency room services (copay waived if admitted)

$150 facility / 0% physician

Urgent care

$15

Ambulance services (ground and air) $150
Mental/Behavioral health / Substance use disorder services
Mental/Behavioral health / Substance use disorder (inpatient) 10%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $15
Other than office visit: $0

Home health care services (100 visits per calendar year)

10%

Other services
Durable medical equipment

10%

Hospice service

$0

Self-injectables (other than insulin)

10% up to $250/30-day script

Prescription drug coverage
Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)4

Tier | (most generics and low-cost preferred brands) $5
Tier Il (non-preferred generics and preferred brands) $15
Tier Il (non-preferred brands only) $25

Tier IV (Specialty drugs)

10% up to $250/30-day script

Pediatric dental>6

Diagnostic and preventive services $0
Pediatric vision>”
Routine eye exam $0

Glasses (limitations apply)

1 pair per year




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

4The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the
Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

SPediatric dental and vision are included on all plans.

6The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

7The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Gold 80 EPO

Benefit description

Unlimited lifetime maximum.

Insured person(s)

responsibility’

Plan maximums
Calendar year deductible

None

Out-of-pocket maximum? (Payments for services and supplies not
covered by this plan will not be applied to this calendar year out-
of-pocket maximum.)

$6,750 single / $13,500 family

Professional services

Office visit copay $30
Specialist visit $55
Other practitioner office visit (including medically necessary $30
acupuncture)

Preventive care services? $0
X-ray and diagnostic imaging $55
Laboratory tests $35
Imaging (CT/PET scans, MRIs) 20%
Rehabilitation and habilitation services $30
Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) | 20%
Hospital services

Inpatient hospital stay (includes maternity) 20%
Skilled nursing care 20%

Emergency services
Emergency room services (copay waived if admitted)

$325 facility / $0 physician

Urgent care

$30

Ambulance services (ground and air) $250
Mental/Behavioral health / Substance use disorder services

Mental/Behavioral health / Substance use disorder (inpatient) 20%
Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $0

Other than office visit: $0

Home health care services (100 visits per calendar year)

20%

Other services
Durable medical equipment

20%

Hospice service

$0

Self-injectables (other than insulin)

20% up to $250/30-day script

Prescription drug coverage
Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)4

Tier | (most generics and low-cost preferred brands) $15
Tier Il (non-preferred generics and preferred brands) $55
Tier Il (non-preferred brands only) $75

Tier IV (Specialty drugs)

20% up to $250/30-day script

Pediatric dental>6

Diagnostic and preventive services $0
Pediatric vision>”
Routine eye exam $0

Glasses (limitations apply)

1 pair per year




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

4The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the
Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

SPediatric dental and vision are included on all plans.

6The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

7The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 70 EPO

Benefit description

Unlimited lifetime maximum. Benefits are subject to a deductible
unless noted.

Insured person(s)

responsibility’

Plan maximums
Calendar year deductible

$2,500 single / $5,000 family

Out-of-pocket maximum? (Includes calendar year deductible.
Payments for services and supplies not covered by this plan will
not be applied to this calendar year out-of-pocket maximum.)

$6,800 single / $13,600 family

Professional services

Office visit copay $35 (deductible waived)
Specialist visit $70 (deductible waived)
Other practitioner office visit (including medically necessary $35 (deductible waived)
acupuncture)

Preventive care services3 $0 (deductible waived)
X-ray and diagnostic imaging $70 (deductible waived)
Laboratory tests $35 (deductible waived)
Imaging (CT/PET scans, MRIs) $300 (deductible waived)

Rehabilitation and habilitation services

$35 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) | 20% (deductible waived)
Hospital services

Inpatient hospital stay (includes maternity) 20%

Skilled nursing care 20%

Emergency services
Emergency room services (copay waived if admitted)

$350 facility (deductible waived)
$0 physician (deductible waived)

Urgent care

$35 (deductible waived)

Ambulance services (ground and air) $250
Mental/Behavioral health / Substance use disorder services
Mental/Behavioral health / Substance use disorder (inpatient) 20%

Mental/Behavioral health / Substance use disorder office visit
(outpatient)

Office visit: $0 (deductible waived)

Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$45 (deductible waived)

Other services

Durable medical equipment 20% (deductible waived)

Hospice service 0% (deductible waived)

Self-injectables (other than insulin) 20% up to $250/30-day script
(after Rx deductible)

Prescription drug coverage4
(up to a 30-day supply obtained through a participating pharmacy)
Prescription drug calendar year deductible

$250 single / $500 family

Tier | (most generics and low-cost preferred brands)

$15 (Rx deductible waived)

Tier Il (non-preferred generics and preferred brands)

$55 (Rx deductible applies)

Tier lll (non-preferred brands only)

$80 (Rx deductible applies)

Tier IV (Specialty drugs)

20% up to $250/30-day script

(after Rx deductible)
Pediatric dental>6
Diagnostic and preventive services $0 (deductible waived)
Pediatric vision>7
Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

4The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the
Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

SPediatric dental and vision are included on all plans.

6The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

7The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Bronze 60 EPO

Benefit description

Insured person(s)

Unlimited lifetime maximum. Benefits are subject to a
deductible unless noted.

responsibility’

Plan maximums
Calendar year deductible

$6,300 single / $12,600 family

Out-of-pocket maximum? (Includes calendar year deductible.
Payments for services and supplies not covered by this plan will
not be applied to this calendar year out-of-pocket maximum.)

$6,800 single / $13,600 family

Professional services
Office visit copay

Visits 1-3: $75 (deductible waived)
Visits 4+: $75 (deductible applies)3

Specialist visit

Visits 1-3: $105 (deductible waived)
Visits 4+: $105 (deductible applies)?

Other practitioner office visit (including medically necessary
acupuncture)

Visits 1-3: $75 (deductible waived)
Visits 4+: $75 (deductible applies)3

Preventive care services4 $0 (deductible waived)
X-ray and diagnostic imaging? 100%

Laboratory tests $40 (deductible waived)
Imaging (CT/PET scans, MRIs)> 100%

Rehabilitation and habilitation services

$75 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/ 100%
surgeon fees)>

Hospital services

Inpatient hospital stay (includes maternity)> 100%
Skilled nursing care® 100%

Emergency services
Emergency room services (copay waived if admitted)

100% facility / $0 physician (deductible waived)

Urgent care

Visits 1-3 $75 (deductible waived)
Visits 4+ $75 (deductible applies)?

Ambulance services (ground and air)> 100%
Mental/Behavioral health / Substance use disorder services
Mental/Behavioral health / Substance use disorder (inpatient)® | 100%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $0 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services5 (100 visits per calendar year)

100%

Other services
Durable medical equipment>

100%

Hospice service

$0 (deductible waived)

Self-injectables (other than insulin)67

100% up to $500/30-day script (after Rx deductible)

Prescription drug coverage

Brand-name calendar year deductible

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)”

$500 single / $1,000 family

Tier | (most generics and low-cost preferred brands)®

100% up to $500/30-day script (after Rx deductible

Tier Il (non-preferred generics and preferred brands)®

Tier |ll (non-preferred brands only)6

Tier IV (Specialty drugs)®

( )
100% up to $500/30-day script (after Rx deductible)
100% up to $500/30-day script (after Rx deductible)
100% up to $500/30-day script (after Rx deductible)

Pediatric dental89

Diagnostic and preventive services $0 (deductible waived)
Pediatric vision8.10
Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian

Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network
providers, and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Visits 1-3 (combined between office visits, specialist office visit, urgent care, prenatal and postnatal visits, acupuncture, outpatient mental
health/substance abuse): The calendar year deductible is waived. Visits 4-unlimited: The calendar year deductible applies.

4Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children

and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

SAfter the medical deductible has been reached, the member is responsible for 100% of the eligible charges until his or her out-of-pocket
maximum limit is met.

6After the pharmacy deductible has been reached, the member will be responsible for 100% of the cost of all Tier 1, 2, 3, and 4 drugs up to
a maximum payment of $500 for each prescription of up to a 30-day supply, until the out-of-pocket maximum limit is met.

7The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the

Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

8Pediatric dental and vision are included on all plans.

9The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers,
Inc., dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric
dental benefit details.

10The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Minimum Coverage EPO

Benefit description

Insured person(s)

Unlimited lifetime maximum. Benefits are subject to a deductible
unless noted.

responsibility’

Plan maximums
Calendar year deductible

$7,150 single / $14,300 family

Out-of-pocket maximum?2 (Includes calendar year deductible.
Payments for services and supplies not covered by this plan will
not be applied to this calendar year out-of-pocket maximum.)

$7,150 single / $14,300 family

Professional services
Office visit copay

Visits 1-3: 0% (deductible waived)
Visits 4+: 0% (deductible applies)?

Specialist visit

0%

Other practitioner office visit (including medically necessary
acupuncture)

Visits 1-3: 0% (deductible waived)
Visits 4+: 0% (deductible applies)?

Preventive care services4 $0 (deductible waived)
X-ray and diagnostic imaging 0%

Laboratory tests 0%

Imaging (CT/PET scans, MRIs) 0%

Rehabilitation and habilitation services 0%

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) | 0%

Hospital services

Inpatient hospital stay (includes maternity) 0%

Skilled nursing care 0%

Emergency services
Emergency room services (copay waived if admitted)

0% facility / $0 (deductible waived) physician

Urgent care

Visits 1-3: 0% (deductible waived)
Visits 4+: 0% (deductible applies)3

Ambulance services (ground and air)

0%

Mental/Behavioral health / Substance use disorder services
Mental/Behavioral health / Substance use disorder (inpatient)

0%

Mental/Behavioral health / Substance use disorder (outpatient)

Visits 1-3: 0% (deductible waived)
Visits 4+: 0% (deductible applies)3

Home health care services (100 visits per calendar year) 0%
Otbher services

Durable medical equipment 0%
Hospice service 0%
Self-injectables (other than insulin) 0%

Prescription drug coverage

Brand-name calendar year deductible

Prescription drugs (up to a 30-day supply obtained through
a participating pharmacy)®

Integrated with medical deductible

Tier | (most generics and low-cost preferred brands) 0%

Tier Il (non-preferred generics and preferred brands) 0%

Tier lll (non-preferred brands only) 0%

Tier IV (Specialty drugs) 0%

Pediatric dental6>”

Diagnostic and preventive services $0 (deductible waived)
Pediatric vision6:8

Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

Minimum coverage plans are available to individuals who are under age 30. You may also be eligible for this plan if you are age 30 or older
and are exempt from the federal requirement to maintain minimum essential coverage. Once you are enrolled, you must re-apply for a
hardship exemption from the Marketplace and re-submit the Marketplace notice showing your exemption certificate number to

Health Net every year - by January 1 - in order to remain on this plan.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Visits 1-3 (combined between office visits, specialist office visit, urgent care, prenatal and postnatal visits, acupuncture, outpatient mental
health/substance abuse): The calendar year deductible is waived. Visits 4-unlimited: The calendar year deductible applies.

4Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

5The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health
Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on prescription
drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow the generic and
brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier information. The
Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the Policy controls.
Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details regarding a specific
drug, go to www.healthnet.com.

6Pediatric dental and vision are included on all plans.

7The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

8The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 94 EPO

Benefit description

Insured person(s)

Unlimited lifetime maximum. Benefits are subject to a deductible
unless noted.

responsibility’

Plan maximums
Calendar year deductible

$75 single / $150 family

Out-of-pocket maximum? (Includes calendar year deductible.
Payments for services and supplies not covered by this plan will
not be applied to this calendar year out-of-pocket maximum.)

$2,350 single / $4,700 family

Professional services
Office visit copay

$5 (deductible waived)

Specialist visit2

$8 (deductible waived)

Other practitioner office visit (including medically necessary
acupuncture)

$5 (deductible waived)

Preventive care services3

$0 (deductible waived)

X-ray and diagnostic imaging

$8 (deductible waived)

Laboratory tests

$8 (deductible waived)

Imaging (CT/PET scans, MRIs)

Rehabilitation and habilitation services

(
(
(
$50 (deductible waived)
$5 (deductible waived)

Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) | 10% (deductible waived)
Hospital services

Inpatient hospital stay (includes maternity) 10%

Skilled nursing care 10%

Emergency services
Emergency room services (copay waived if admitted)

$50 facility (deductible waived)
$0 physician (deductible waived)

Urgent care

$5 (deductible waived)

Ambulance services (ground and air) $30
Mental/Behavioral health / Substance use disorder services
Mental/Behavioral health / Substance use disorder (inpatient) 10%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $5 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$3 (deductible waived)

Other services

Durable medical equipment 10% (deductible waived)

Hospice service $0 (deductible waived)

Self-injectables (other than insulin) 10% up to $150/30-day script
(deductible waived)

Prescription drug coverage4

(up to a 30-day supply obtained through a participating pharmacy)

Prescription drug calendar-year deductible None

Tier | (most generics and low-cost preferred brands) $3 (deductible waived)

Tier Il (non-preferred generics and preferred brands) $10 (deductible waived)

Tier lll (non-preferred brands only)

$15 (deductible waived)

Tier IV (Specialty drugs)

10% up to $150/30-day script
(deductible waived)

Pediatric dental>6

Diagnostic and preventive services $0 (deductible waived)
Pediatric vision>7
Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

4The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the
Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

SPediatric dental and vision are included on all plans.

6The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

7The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 87 EPO

Benefit description

Insured person(s)

Unlimited lifetime maximum. Benefits are subject to a deductible
unless noted.

responsibility’

Plan maximums
Calendar year deductible

$650 single / $1,300 family

Out-of-pocket maximum? (Includes calendar year deductible.
Payments for services and supplies not covered by this plan will
not be applied to this calendar year out-of-pocket maximum.)

$2,350 single / $4,700 family

Professional services

Office visit copay $10 (deductible waived)
Specialist visit $25 (deductible waived)
Other practitioner office visit (including medically necessary $10 (deductible waived)
acupuncture)

Preventive care services3 $0 (deductible waived)

X-ray and diagnostic imaging

$25 (deductible waived)

Laboratory tests $15 (deductible waived)
Imaging (CT/PET scans, MRIs) $100 (deductible waived)
Rehabilitation and habilitation services $10 (deductible waived)
Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) | 15% (deductible waived)
Hospital services

Inpatient hospital stay (includes maternity) 15%

Skilled nursing care 15%

Emergency services
Emergency room services (copay waived if admitted)

$100 facility (deductible waived)
$0 physician (deductible waived)

Urgent care $10 (deductible waived)
Ambulance services (ground and air) $75

Mental/Behavioral health / Substance use disorder services

Mental/Behavioral health / Substance use disorder (inpatient) 15%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $10 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$15 (deductible waived)

Other services

Durable medical equipment 15% (deductible waived)

Hospice service $0 (deductible waived)

Self-injectables (other than insulin) 15% up to $150/30-day script
(after Rx deductible)

Prescription drug coverage4
(up to a 30-day supply obtained through a participating pharmacy)
Prescription drug-calendar year deductible

$50 single / $100 family

Tier | (most generics and low-cost preferred brands)

$5 (Rx deductible waived)

Tier Il (non-preferred generics and preferred brands)

$20 (Rx deductible applies)

Tier lll (non-preferred brands only)

$35 (Rx deductible applies)

Tier IV (Specialty drugs)

15% up to $150/30-day script

(after Rx deductible)
Pediatric dental>6
Diagnostic and preventive services $0 (deductible waived)
Pediatric vision>.7
Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

4The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the
Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

SPediatric dental and vision are included on all plans.

6The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

7The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Plan Overview — Health Net Silver 73 EPO

Benefit description

Insured person(s)

Unlimited lifetime maximum. Benefits are subject to a deductible
unless noted.

responsibility’

Plan maximums
Calendar year deductible

$2,200 single / $4,400 family

Out-of-pocket maximum? (Includes calendar year deductible.
Payments for services and supplies not covered by this plan will
not be applied to this calendar year out-of-pocket maximum.)

$5,700 single / $11,400 family

Professional services

Office visit copay $30 (deductible waived)
Specialist visit $55 (deductible waived)
Other practitioner office visit (including medically necessary $30 (deductible waived)
acupuncture)

Preventive care services3 $0 (deductible waived)

X-ray and diagnostic imaging

$65 (deductible waived)

Laboratory tests $35 (deductible waived)
Imaging (CT/PET scans, MRIs) $300 (deductible waived)
Rehabilitation and habilitation services $30 (deductible waived)
Outpatient services

Outpatient surgery (includes facility fee and physician/surgeon fees) | 20% (deductible waived)
Hospital services

Inpatient hospital stay (includes maternity) 20%

Skilled nursing care 20%

Emergency services
Emergency room services (copay waived if admitted)

$350 facility (deductible waived)
$0 physician (deductible waived)

Urgent care $30 (deductible waived)
Ambulance services (ground and air) $250
Mental/Behavioral health / Substance use disorder services

Mental/Behavioral health / Substance use disorder (inpatient) 20%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $30 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year) $40 (deductible waived)

Other services

Durable medical equipment 20% (deductible waived)

Hospice service $0 (deductible waived)

Self-injectables (other than insulin) 20% up to $250/30-day script
(after Rx deductible)

Prescription drug coverage4
(up to a 30-day supply obtained through a participating pharmacy)
Prescription drug calendar year deductible

$250 single / $500 family

Tier | (most generics and low-cost preferred brands)

$15 (Rx deductible waived)

Tier Il (non-preferred generics and preferred brands)

$50 (Rx deductible applies)

Tier lll (non-preferred brands only)

$75 (Rx deductible applies)

Tier IV (Specialty drugs)

20% up to $250/30-day script

(after Rx deductible)
Pediatric dental>6
Diagnostic and preventive services $0 (deductible waived)
Pediatric vision>7
Routine eye exam $0 (deductible waived)

Glasses (limitations apply)

1 pair per year (deductible waived)




This is a summary of benefits. It does not include all services, limitations or exclusions.
Please refer to the Policy for terms and conditions of coverage.

1In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and
regardless of income, have no cost-sharing obligation under this Policy for items or services that are Essential Health Benefits if the
items or services are provided by a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian
Organization, or through referral under contract health services, as defined by federal law. Cost-sharing means copayments, including
coinsurance and deductibles.

2Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers,
and coinsurance paid for out-of-network services will not apply toward the out-of-pocket maximum for preferred providers.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations;
recommendations of the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Director of the Centers
for Disease Control and Prevention (CDC); women’s preventive care and screenings provided for in comprehensive guidelines supported
by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for infants, children
and adolescents. For more information on generally recommended preventive services, go to www.healthcare.gov. The applicable cost-
sharing for preventive care will apply to these services.

4The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from
Health Net. For a copy of the Essential Rx Drug List, go to Health Net’s website. Refer to the Policy for complete information on
prescription drugs. Plans will cover most female prescription contraceptives at $0 cost-share. Coverage on some drugs may not follow
the generic and brand tier system. Please refer to your Policy and Health Net’s Essential Rx Drug List for coverage, cost-share and tier
information. The Policy is a legal, binding document. If the information in this brochure differs from the information in the Policy, the
Policy controls. Prescription drugs filled through mail order (up to a 90-day supply) require twice the level of copayment. For details
regarding a specific drug, go to www.healthnet.com.

SPediatric dental and vision are included on all plans.

6The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Providers, Inc.,
dba Dental Benefit Administrative Services (DBP Entities). DBP Entities are not affiliated with Health Net. See policy for pediatric dental
benefit details.

7The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with EyeMed Vision
Care, LLC, a vision services provider panel, to administer the pediatric vision services benefits.



Major medical expense coverage

This category of coverage is designed to
provide, to persons insured, benefits for
major hospital, medical and surgical expenses
incurred as a result of a covered accident or
sickness. Benefits may be provided for daily
hospital room and board, miscellaneous
hospital services, surgical services, anesthesia
services, in-hospital medical services,
out-of-hospital care, and prosthetic appliances
subject to any deductibles, copayment
provisions or other limitations which may be
set forth in the Policy.

Principal benefits and coverages

Please refer to the list below for a summary

of each plan’s covered services and supplies.
Also refer to the Policy you receive after you
enroll in a plan. The Policy offers more detailed
information about the benefits and coverage
included in your health insurance plan. Note:
EPO insurance plans do not cover health care
services outside of the PureCare One network,

except for emergency and urgent care.
o Allergy serum

o Allergy testing and treatment

« Ambulance services — ground ambulance
transportation and air ambulance

transportation
« Ambulatory surgical center
o Bariatric (weight loss) surgery
« Care for conditions of pregnancy
o Clinical trials

o Corrective footwear to prevent or treat

diabetes-related complications
« Diabetic equipment

« Diagnostic imaging (including X-ray)

and laboratory procedures

Habilitation therapy

Home health care agency services
Hospice care

Inpatient hospital services

Medically necessary implanted lens that

replaces the organic eye lens
Medically necessary reconstructive surgery

Medically necessary surgically implanted

drugs

Mental health care and chemical dependency
benefits

Outpatient hospital services
Outpatient infusion therapy
Organ, tissue and bone marrow transplants

Patient education (including diabetes

education)

Pediatric vision as specified in the Policy
Phenylketonuria (PKU)

Pregnancy and maternity services
Preventive care services

Professional services

Prostheses

Radiation therapy, chemotherapy and renal

dialysis treatment

Rehabilitation therapy (including physical,
speech, occupational, cardiac, and

pulmonary therapy)

Rental or purchase of durable medical

equipment

Self-injectable drugs

Skilled nursing facility
Sterilizations for males and females

Treatment for dental injury, if medically

necessary



Reproductive health services
Some hospitals and other providers do
not provide one or more of the following
services that may be covered under
your Policy and that you or your family
member might need: family planning;
contraceptive services, including
emergency contraception; sterilization,
including tubal ligation at the time of
labor and delivery; infertility treatments;
or abortion. You should obtain more
information before you enroll. Call your
prospective doctor, medical group,
independent practice association, or
clinic, or call Health Net Life's Customer
Contact Center at 1-888-926-4988 to
ensure that you can obtain the health
care services that you need.

Cost-sharing
Coverage is subject to deductible(s),

coinsurances and copayments. Please consult

the Policy for complete details.

Certification (prior authorization
of services)
Some services are subject to precertification.

Please consult the complete list of services in

the Policy.

Exclusions and limitations

The following is a partial list of services that
are not generally covered. For complete details
about any plan’s exclusions and limitations,

please see the Policy for complete details.
« Services or supplies that are not medically
necessary.

« Any amounts in excess of the maximum

amounts specified in the Policy.

« Cosmetic surgery, except as specified in
the Policy.

o Dental services, except as specified

in the Policy.

» Treatment and services for
temporomandibular (jaw) joint disorders
(TM]J) (except medically necessary surgical

procedures).

« Surgery and related services for the purposes
of correcting the malposition or improper
development of the bones of the upper or
lower jaw, except when such procedures are

medically necessary.

« Food, dietary or nutritional supplements,
except for formulas and special food products
to prevent complications of phenylketonuria
(PKU).

« Vision care for adults ages 19 and older,
including certain eye surgeries to replace
glasses, except as specified in the Policy.

« Optometric services or eye exercises for
adults ages 19 and older, except as specifically
stated elsewhere in the Policy.

« Eyeglasses or contact lenses for adults ages 19
and older, except as specified in the Policy.

« Sex changes.

« Services to reverse voluntary surgically
induced infertility.

o Services or supplies that are intended to
impregnate a woman are not covered. The
following services and supplies are excluded
from fertility preservation coverage: gamete
or embryo storage; use of frozen gametes
or embryos to achieve future conception;
pre-implantation genetic diagnosis; donor
eggs, sperm or embryos; gestational carriers
(surrogates).

o Certain genetic testing.

« Experimental or investigative services.



« Routine physical exams, except for preventive
care services (e.g., physical exam for
insurance, licensing, employment, school,

or camp). Any physical, vision or hearing
exams, which are not related to a diagnosis
or treatment of illness or injury, except as
specifically stated in the Policy.

Immunizations or inoculations for adults or
children for foreign travel or occupational
purposes.

Services not related to a covered illness or
injury. However, treatment of complications
arising from non-covered services, such as
complications due to non-covered cosmetic

surgery, are covered.
Custodial or domiciliary care.

Inpatient room and board charges incurred
in connection with an admission to a
hospital or other inpatient treatment
facility, primarily for diagnostic tests which
could have been performed safely on an

outpatient basis.

Inpatient room and board charges in
connection with a hospital stay primarily for
environmental change, physical therapy or

treatment of chronic pain.

Any services or supplies furnished by a
non-eligible institution, which is other

than a legally operated hospital, hospice or
Medicare-approved skilled nursing facility,
residential treatment center or which is
primarily a place for the aged, a nursing home
or any similar institution, regardless of how
designated. This exclusion does not apply to
services required for severe mental illness,
serious emotional disturbances of a child,

autism or pervasive developmental disorder.

Expenses in excess of a hospital’s (or
other inpatient facility’s) most common

semiprivate room rate.

Infertility services.
Private duty nursing.

Over-the-counter medical supplies and

medications, except as specified in the Policy.
Personal comfort items.

Orthotics, unless custom made to fit the
covered person’s body and as specified in the
Policy.

Educational services or nutritional

counseling, except as specified in the Policy.
Hearing aids.

Obesity-related services except as stated in
the Policy.

Any services received by Medicare benefits

without payment of additional premium.

Services received before your effective date of

coverage.
Services received after coverage ends.

Services for which no charge is made to the
covered person in the absence of insurance
coverage, except services received at a
charitable research hospital, which is not

operated by a governmental agency.
Physician self-treatment.

Services performed by a person who lives in
the covered person’s home or who is related to

the covered person by blood or marriage.

Conditions caused by the covered person’s
commission (or attempted commission) of

a felony unless the condition was an injury
resulting from an act of domestic violence or

an injury resulting from a medical condition.

Conditions caused by release of nuclear

energy, when government funds are available.

Any services provided by, or for which
payment is made by, a local, state or federal
government agency. This limitation does not
apply to Medi-Cal, Medicaid or Medicare.



« Services for a surrogate pregnancy are
covered when the surrogate is a Health Net
Life insured. However, when compensation
is obtained for the surrogacy, the plan shall
have a lien on such compensation to recover

its medical expense.

« Any outpatient drugs, medications or other
substances dispensed or administered in any
outpatient setting except as stated in
the Policy.

« Services and supplies obtained while in
a foreign country with the exception of

emergency care.

« Home birth, unless criteria for emergency

care have been met.

« Reimbursement for services for which the
covered person is not legally obligated
to pay the provider in the absence of

insurance coverage.

« Amounts charged by out-of-network
providers for covered medical services and
treatment that Health Net Life determines to

be in excess of the covered expense.

« Any expenses related to the following items,
whether authorized by a physician or not: (a)
alteration of the covered person’s residence
to accommodate the covered person’s
physical or medical condition, including
the installation of elevators; (b) corrective
appliances, except prosthetics, casts and
splints; (c) air purifiers, air conditioners and
humidifiers; and (d) educational services or
nutritional counseling, except as specifically

provided in the Policy.

o Disposable supplies for home use, except for

diabetic supplies as listed in the Policy.

Some services require precertification from
Health Net Life prior to receiving services.
Please refer to your Policy for details about what
services and procedures require precertification.

Health Net Life does not require precertification
for dialysis services or maternity care. However,
please call the Customer Contact Center at
1-888-926-4988 upon initiation of dialysis
services or at the time of the first prenatal visit.

Precertification is also not required for
behavioral health treatment for autism.
However, please provide Health Net Life with
documentation that a licensed physician or
licensed psychologist has established the
diagnosis of autism. In addition, the qualified
autism service provider must submit the initial
treatment plan to Health Net Life. Please refer
to your Policy for details.

Renewability of this Policy

Subject to the termination provisions discussed
in the Policy, coverage will remain in effect

for each month premiums are received and
accepted by Health Net Life.

Premiums

We may adjust or change your premium. If

we change your premium amount, notice will
be mailed to you at least 60 days prior to the
premium change effective date. Premiums are
automatically adjusted for changes in your and
your dependent spouse’s or registered domestic
partner’s ages. Premiums may be adjusted
when your residence address changes.

Claims-to-premium ratio

Health Net Life’s 2015 ratio of incurred claims
to earned premiums after risk adjustment and
reinsurance for the Individual & Family PPO
and EPO insurance plans was 152.3 percent.
This ratio of incurred claims to earned
premiums calculation differs from the medical
loss ratio calculation established under the
Affordable Care Act.



Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Health Net does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Health Net:

o 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).

o 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 1-888-926-4988 (TTY: 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, disability, or sex, you can file a grievance by calling the number above and telling them you need help filing
a grievance; Health Net’s Customer Contact Center is available to help you. You can also file a grievance by mail: Health Net of
California, Inc., PO Box 10348, Van Nuys, California 91410-0348, by fax: 1-877-831-6019, or online: healthnet.com.

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, 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.




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 us at the number listed on your ID card or call 1-800-522-0088 (TTY: 711).

If you bought coverage through the California marketplace call 1-888-926-4988 (TTY: 711). For more help:
If you are enrolled in a PPO or EPO insurance policy from Health Net Life Insurance Company, call the

CA Dept. of Insurance at 1-800-927-4357. If you are enrolled in an HMO or HSP plan from Health Net of
California, Inc., call the DMHC Helpline at 1-888-HMO-2219.
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Armenian
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Chinese
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Hindi
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Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv kom
yog koj hom lus los tau. Kev pab, hu rau peb ntawm tus xov tooj teev nyob rau hauv koj daim ID card los yog
hu rau 1-800-522-0088 (TTY: 711). Yog tias koj yuav kev pov hwm ntawm California marketplace hu
1-888-926-4988 (TTY: 711). Xav tau kev pab ntxiv: Yog koj tau tsab ntawv tuav pov hwm PPO los yog EPO
los ntawm Health Net Life Insurance Company, hu mus rau CA Dept. of Insurance ntawm 1-800-927-4357.
Yog koj tau txoj kev pab kho mob HMO los yog HSP los ntawm Health Net of California, Inc., hu mus rau
DMHC tus xov tooj pab Helpline ntawm 1-888-HMO-2219.

Japanese
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Navajo

Saad Bee Aka E’eyeed T'aa Jiik’e. Ata’ halne’igii hdlg. T'a4a hé hazaad k’ehji naaltsoos hach’|’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikda’gi béésh bee hane'i bikda’ aajj’
hodiilnih éi doodaii’ 1-800-522-0088 (TTY: 711). California marketplace hoolyéhiji béeso ach’aah
naanili ats'iis baa ahaya biniiyé nahinitnii’go éi koji’ hdlne’ 1-888-926-4988 (TTY: 711). Shika
anaa’doowot jinizingo: PPO éi doodaii’ EPOQji Health Net Life Insurance Company wolyéhiji béeso
ach’aah naa’nil biniiyé hwe'iina’ bik’é’ésti‘go éi CA Dept. of Insurance bich’{" hojilnih 1-800-927-4357.
HMO éi doodaii’ HSPQji Health Net of California, Inc.Qji béeso ach’aah naa’nil biniiyé hats'iis
bik’é’ésti’'go éi kojj’ hojilnih DMHC Helpline 1-888-HMO-2219.



Persian (Farsi)
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Panjabi (Punjabi)
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Russian

BecnnaTHas momolip nepeBOAYMKOB. BbI MOKeTe MoayynTh MOMOILb YCTHOTO NMEPEBOAUYMKA.

Bawm mMoryT npounTarth JOKyMEHTBI. 3a MOMOILLIO 0OpaIlaiTech K HaMm Mo TeneoHy , IPUBEICHHOMY Ha
Balllell eHTU(HUKANMOHHON KapTOUKe y4acTHHKa M1aHa. KpoMe Toro, Bb MOXKeTe MMO3BOHUTD B
1-800-522-0088 (TTY: 711). Eciiu cBOIO CTpaxoBKy Bbl IPUOOPEIM HA €JHOM CAlTe MO Mpojaxe
MEULUHCKUX cTpaxoBoK B mtaTe Kanudgopuus, 3sonute no tenegony 1-888-926-4988 (TTY: 711).
JononHuTtenbHas nomolib: Eciu Bl BkimoueHs! B omc PPO umu EPO ot ctpaxoBoii komnanuu Health Net
Life Insurance Company, 38oauTe B [lenaprameHT ctpaxoBanus wtata Kamgopuus (CA Dept. of Insurance),
tenecpon 1-800-927-4357. Ecnu BbI BKimtoueHs! B i1aH HMO nmm HSP ot ctpaxosoit komnanun Health Net of
California, Inc., 3B0OHITE MO KOHTAaKTHOM JIMHUY [lenapTaMeHTa yNnpaBisieMOro MEIMIMHCKOTO 0OCITy > KNBaHNS
DMHC, tenedon 1-888-HMO-2219.

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su

tarjeta de identificaciéon o comuniquese con el Centro de Comunicacién Comercial de Health Net, al
1-800-522-0088 (TTY: 711). Si adquirid la cobertura a través del mercado de California, llame al
1-888-926-4988 (TTY: 711). Para obtener mds ayuda, haga lo siguiente: Si estd inscrito en una pdliza de
seguro PPO o EPO de Health Net Life Insurance Company, llame al Departamento de Seguros de California,
al 1-800-927-4357. Si estd inscrito en un plan HMO o HSP de Health Net of California, Inc., llame a la linea
de ayuda del Departamento de Atencién Médica Administrada, al 1-888-HMO-2219.



Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card

o tawagan ang 1-800-522-0088 (TTY: 711). Kung bumili kayo ng pagsakop sa pamamagitan ng California
marketplace tawagan ang 1-888-926-4988 (TTY: 711). Para sa higit pang tulong: Kung nakatala kayo sa
insurance policy ng PPO o EPO mula sa Health Net Life Insurance Company, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357. Kung nakatala kayo sa HMO o HSP na plan mula sa Health Net of California,
Inc., tawagan ang Helpline ng DMHC sa 1-888-HMO-2219.

Thai

lidduindunm quanansnldauled Qmmmmlﬁaﬁmanmﬂﬁﬂ“ﬁ fwTuaNuTIRRD InTTans
‘mmlmmﬁ‘tﬁl‘fuuﬁmﬂiza‘hm‘"’maqqm wia Invmguiifadaiawndinduas 1-800-522-0088 (TTY: 711) Winam
%amm@j’umaathuma California marketplace 1n5 1-888-926-4988 (TTY: 711) FWIUANNTIBAEDLALEY W
AmadAIININTTINUsziuAl PPO w3a EPO il Health Net Life Insurance Company Inwinsumydseniunibig
unanasifieldi 1-800-927-4357 WINAMANATUHY HMO w3a HSP M Health Net of California, Inc. Insmianueiasn
AMNTIAREVDI DMHC vlﬁ“?l 1-888-HMO-2219.

Vietnamese

Cic Dich Vu Ngon Ngir Mién Phi. Quy vi ¢6 thé c6 mot phién dich vién. Quy vi c6 the yéu ciu duge doc
cho nghe tai liéu. D€ nhan trg gidp, hdy goi cho chiing t6i theo s¢” dwgee 1iét ké trén thé ID cua quy vi hodc
goi 1-800-522-0088 (TTY: 711). N&u quy vi mua khodn bao tra thong qua thj treong California
1-888-926-4988 (TTY: 711). D& nhén thém tror gitip: Néu quy vi ding ky hop dong bao hi€m PPO hodc
EPO twr Health Net Life Insurance Company, vui 1ong goi S& Y T& CA theo s6" 1-800-927-4357. N&u quy
vi didng ky vao chwong trinh HMO hodc HSP tw Health Net of California, Inc., vui 1ong goi Pwong Day
Tro Gitip DMHC theo s6" 1-888-HMO-2219.



We are your Health Net™

Call Health Net at 1-877-609-8711.

[\ we win help you look at your choices.

We can tell you if you can get low-cost

or no-cost health coverage.

We can help you sign up. We have licensed, certified

plan-based enrollers who can assist you over the phone.

Your health is everything.
Help protect it with Health Net.

Health Net Individual & Family Plans
1-877-609-8711 (English)

1-877-891-9053 (Cantonese)

1-877-339-8596 (Korean)

1-877-891-9053 (Mandarin)

1-800-331-1777 (Spanish)

1-877-891-9051 (Tagalog)

1-877-339-8621 (Vietnamese)

Assistance for the hearing and speech impaired
TTY users call 711.

Visit us online at www.healthnet.com
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2017 open enrollment
begins November 1, 2016,

and ends on
January 31, 2017.
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Health Net HMO and HSP plans are offered by Health Net of California, Inc. Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life
Insurance Company. Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, Inc. Health Net is a registered service mark of
Health Net, Inc. Covered California is a registered trademark of the State of California. All other identified trademarks/service marks remain the property of their respective

companies. All rights reserved.
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