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DELIVERING CHOICES

When it comes to your health care, the best decisions are made with the best choices. Health Net Life
Insurance Company (herein called HNL) offers an Exclusive Provider Organization (EPO) insurance
plan that provides you with ways to help you receive the care you deserve. This Summary of Benefits
(SB) document answers basic questions about this versatile plan. If you have further questions, contact
the Customer Contact Center at (800) 250-5226 and one of our friendly, knowledgeable representatives
will be glad to help.

If you have further guestions, contact us:

g
By phone at 1-800-250-5226

Or write to: Health Net Life Insurance Company
P.O. Box 10196
Van Nuys, CA 91410-0196

N

:/Q\:_ This insurance plan is underwritten by Health Net Life Insurance Company and administered by
Health Net of California, Inc. (Health Net).

-,

This Summary of Benefits (SB) is only a summary of your health insurance plan. Your student
Benefit Handbook, which you will receive after you enroll, contains the exact terms and conditions
of your Health Net Life coverage. You should also consult the Health Net EPO Blanket Student
Accident and Sickness Insurance Policy (here in called the Policy) (to be issued to Stanford Universi-
ty) to determine governing contractual provisions. It is important for you to carefully read this SB
and your student Benefit Handbook thoroughly, once received, especially those sections that apply
to special health care needs. This SB includes a matrix of benefits in the section titled, **Schedule of
Benefits and Coverage."

SBID: 87762
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Welcome to Cardinal Care, a Medical benefits program for
Stanford University students by Health Net Life.

Please read the following information so you will know from whom or what group of providers
health care may be obtained.

How the insurance plan works

The benefits under this insurance plan are managed by Vaden Health Center (VHC) for Tier 1, and
through Health Net Participating Providers for Tier 2. Except in an emergency or for other urgent
medical circumstances, services provided by out-of-network providers are not covered under this
HNL Insurance Plan.

Under Cardinal Care, Health Net Life provides two tiers of coverage: Tier 1 for care referred by
VHC to Stanford University Medical Center (SUMC) or Menlo Medical Clinic, or Tier 2 for care
provided by a HNL Participating Provider without a referral from VHC.

The type of provider you choose will determine the level of coverage that will apply for services
covered by this Plan.

Tier 1:

To access Tier 1: The Vaden Health Center provides primary care services counseling and psycho-
logical services, and pharmacy services. For Tier 1 benefits, Cardinal Care requires all students to
first seek services at Vaden (except in an emergency or for other urgent medical circumstances). If
necessary, VHC will refer Covered Persons to SUMC for specialty services. This referral is needed
for the specialty services to be covered at Tier 1. All Tier 1 services must be provided or arranged
by VHC or SUMC with the exception of emergency and urgently needed care anywhere in the
world.

A Covered Person enrolled in Cardinal Care will be referred at no extra cost to a Health Net Life
physician group or Hospital not affiliated with SUMC if the required service is unavailable at VHC
or SUMC.

Tier 2:

Tier 2 services are those rendered by providers who have agreed to participate in the HNL PPO
network. They have agreed to provide Covered Persons with health care and to accept a special
contracted rate as payment in full for services which are covered under this plan. Your share of the
cost for covered services is based on that contracted rate.

Covered services are payable by HNL only when you access care, services, or supplies from the
designated Participating Providers of this insurance plan except routine care performed outside of
the United States.

How to Obtain Care-Tier 1
Tier 1 coverage applies:

o When the Covered Person receives medical care through VHC and is referred to SUMC or Menlo
Medical Clinic. VHC will provide authorization for all medical care for Tier 1 benefits except for
Emergency Care or Urgently Needed Care. The Health Net Life Cardinal Care ID Card Shows the
VHC addresses and telephone number.
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o All medical care and supplies which you obtain must be provided by, authorized by, or arranged
by VHC in order for the services to be covered at the Tier 1 level of coverage.

Vaden Health Center (VHC) providers:

e Are responsible for providing initial and primary care;
e Maintain the continuity of patient care; and
e Authorize referrals for Specialist care

For information on providers please call the Health Net Life Customer Contact Center at (800) 250-5226.
Specialists and Referral Care

Sometimes, you may need care that VHC cannot provide. At such times, you will be referred by
VHC to a Specialist or other health care provider for that care. As necessary, VHC will refer
Cardinal Care members to SUMC or Menlo Medical Clinic for specialty services.

How to Obtain Care-Tier 2
Tier 2 coverage applies:
e When you receive medical care in California from a Health Net Life Participating Provider listed
in the Health Net Network Directory without referral from VHC. In the event that you desire to see
a provider for care or services without a referral from VHC, you have the option to see one of the
HNL’s Participating Providers. Simply find the provider you wish to see in the Health Net Life
Participating Provider Directory and schedule an appointment.
e When you are outside of California to locate preferred providers near you contact the HNL dedi-
cated Customer Contact Center at (800) 250-5226.
e When accessing care outside of the United States you may see any provider

You can obtain the Health Net Network Directory by calling the Health Net Life Customer Contact
Center at (800) 250-5226 or the Participating Provider information is also available through the
Health Net website (www.healthnet.com/cardinalcare).

Emergency medical services will be covered at the Tier 1 level anywhere in the world. Non-
emergency care out of the United States will be covered at Tier 2 level. International claims will not
require prior authorization.

MENTAL DISORDERS AND CHEMICAL DEPENDENCY CARE

HNL contracts with MHN Services, an affiliate behavioral health administrative services company (the
Behavioral Health Administrator), to administer behavioral health services for mental disorders and
chemical dependency conditions.

HOW TO ENROLL

Stanford students are automatically enrolled in Cardinal Care at the beginning of each academic year.
Cardinal Care coverage begins September 1 and ends on August 31 each year. Students who do not opt out
of Cardinal Care are covered the entire academic year; during breaks as well as in any non-registered
quarter. Students who have alternative health insurance coverage that meets minimum requirements set by
the University may waive Cardinal Care, but must do so by applicable deadlines.


http://www.healthnet.com/cardinalcare

Primary EPO SB

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 might need:

Family planning

Contraceptive services; including emergency contraception
Sterilization, including tubal ligation at the time of labor and delivery
Infertility treatments

Abortion

You should obtain more information before enroliment by calling HNL’s Customer Contact Center
at (800) 250-5226 to ensure that you can obtain the health care services that you need.
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Schedule of Benefits and Coverage

THIS MATRIX IS INTENDED TO HELP YOU UNDERSTAND COVERAGE BENEFITS AND IS
A SUMMARY ONLY. THE STUDENT BENEFIT HANDBOOK SHOULD BE CONSULTED FOR
A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

Principal benefits and coverage matrix

IDeductibles Tier 1 Tier 2
DEAUCEIDIE ... [N o] o= $500
|Out-of-Pocket maximum (OOPM) Tier 1 Tier 2
For covered services and supplies (Per
(010} (1ol =T 1o ) ISP $2000......ccccerririeiene $4000

WM,

?QC Once your payment for covered services and supplies (combined for Tier 1 and Tier 2)
equals the amount shown above in any one plan year, no additional copayments or coinsurance
for covered medical services and supplies are required for the remainder of that plan year.
Payments for any supplemental benefits or services not covered by this insurance plan will not be
applied to this plan year out-of-pocket maximum unless otherwise noted. The following expenses
will not be counted, nor will these expenses be paid at 100% after the Out-of-Pocket Maximum
has been reached:

e Penalties for non-certification inpatient/outpatient services.

Professional services Tier 1 Tier 2
ViSIt t0 PRYSICIANGA. .....ecviiceiccciee e B25. $25
Specialist CONSUIALIONSER .......cviiieieiieeie e B30 30%
Prenatal office VISitS ™ ......ccooviiiiiiecece e Covered in full............... 30%
Postnatal Office VISIS ™D ..........cccoveurieercreeeieceeseeeee et $25. e, 30%
Normal delivery, cesarean section, newborn

INPALIEN CAre™ ™ B oo Covered in full............... 30%
Treatment of complications of pregnancy<>* .........cccceoeviiieieicr e Seenote......cccceeneeee. See note

below** below**

Physician visit to hospital or skilled nursing

FACHITY .. Covered in full............... 30%
Surgeon or assistant surgeon services

(excluding bariatric SUFgery),™ ... Covered in full............... 30%
Surgeon or assistant surgeon services (for

DANTALIIC SUMGEIY)™ .o 50% i 50%
Gender reassignment surgery (including

ANESTNESIA)™, D ... Covered in full............... 30%
Administration of anesthetics (excluding

DANTALIIC SUMGEIY)™ .o Covered in full............... 30%
Administration of anesthetics (for bariatric

R T £01=] Y SRS RSPRSS 50% coeiiieeee e 50%

Rehabilitative therapy (includes physical,
speech, occupational, cardiac
rehabilitation and pulmonary
rehabilitation therapy)™ ... B30 i $40
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Habilitative services (including ABA

thEIAPY/SEIVICES)™ ...ttt $30 i $40
Organ and stem cell transplants

(nonexperimental and

NONINVESEIGAtioNal)®.........ccoii i Coveredin full............... 30%
ChemMOtNEIAPY .....ccveivicieceeee e e B30 i 30%
Radiation therapy™..........ccccvoiieieieiccece e B30, 30%
Vision and hearing examinations (for

diagnosis Or treatMeNt).........cccveviieiieeierece e B30 ., 30%
Vision examinations (for refractive eye

EXAMINALIONS)* ...ttt et $30 i $30

B prenatal, postnatal and newborn care office visits for preventive care are covered in full. See copayment listings
for preventive care services below. 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, the above copayment will apply for the
non-preventive services.

4 Surgery includes surgical reconstruction of a breast incidenalt to mastectomy, including surgery to restore
symmetry; also includes prosthesis and treatment of physical complications at all stages of mastectomy, including
lymphedema. While HNL and your PCP will determine the most appropriate services, the length of hospital stay
will be determined solely by your PCP.

¥ These copayments apply to professional services only. Services that are rendered in a hospital are also subject to
the hospital services copayment. See "Hospital services" in this section to determine if any additional copayments
may apply.

1Copayments under Tierland Tier 2 are waived for physician visits rendered by a Vaden Health Center clinician.

*These services require certification for coverage. Routine care for condition of pregnancy does
not require prior certification. However notification of pregnancy is requested. If certification is
required but not obtained, a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services
and a $100 penalty will be charged for Tier 1 and Tier 2 outpatient services.

**Deductible under Tier 2 is waived.

® Gender reassignment surgery included Genital Reconstructive Surgery (includes hysterectomy, oophorectomy, and
mastectomy requires prior authorization from HNL. The Gender reassignment surgery must be performed by an
HNL qualified provider in conjunction with gender transformation treatment. The treatment plan must conform
to Harry Benjamin International Gender Dysphoria Association (HBIGDA), now called WPATH (World Profes-
sional Association of Transgender Health), standards. Additionally, beyond the actual surgery no cosmetic pro-
cedures are covered. If the Covered Person lives more than 100 miles from the nearest authorized Gender
reassignment surgery facility, the Covered Person (companion not covered) is eligible to receive travel expense
reimbursement, including clinical work-up, diagnostic testing and preparatory procedures, when necessary for
the safety of the Covered Person and for the Certified Gender reassignment surgery. All requests for travel ex-
pense reimbursement must :be pre-approved. Approved travel-related expenses will be reimbursed as follows:

1. Transportation for the Covered Person to and from the HN qualified provider up to $130 per
trip for a maximum of four (4) trips (pre-surgical work-up visit, one pre-surgical visit, the initial
surgery and one follow-up visit).

2. Hotel accommodations for the Covered Person not to exceed $100 per day for the pre-surgical
work-up, pre-surgical visit and the follow-up visit, up to (2) days per trip or as Medically Nec-
essary. Limited to one room, double occupancy.

3. Other reasonable expenses not to exceed $25 per day, up to two (2) days per trip for the pre-
surgical workup, pre-surgical visit and follow-up visit and up to four (4) days for the surgery
visit.

The following items are specifically excluded and will not be reimbursed: Expenses for tobacco, alcohol,
telephone, television, and recreation are specifically excluded. HNL will not prepay (i.e. in advance) travel,
lodging and meal expenses. Reimbursement will be provided after the submission of the claims reimbursement
form, along with receipts for pre-approved expenses. The authorization number must be provided on all the
claim forms. For use of a personal car, the Covered Person must provide the purpose of the trip, the date and
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location. Receipts for tolls and parking need to be presented before reimbursement will be approved. Any mile-
age will be reimbursed at the federal mileage allowance rate.

Allergy treatment and other injections

(except for infertility injections) Tier 1 Tier 2
ALIEIGY tESING ...ttt B30 30%
ALLEIGY SEIUM ...iviieii ettt ne e B0 30%
Allergy INJECION SEIVICES ....c..iiieieeieeieeie et B25. 30%
Immunization for occupational purposes ..........ccceeevvreenenenne Not covered.........c.c....... Not covered
Immunization for foreign travel ... Not covered.........c..c....... Not covered

Injections (except for infertility

Injectable drugs administered by a
physician, (office based injectable
medication, PEr dOSE)™.......ccciveiciiece e 25, 30%

Self-injectable drugs*™ ..o, Refer to Pharmacy.......... Refer to Pharmacy
Benefits Benefits

Hormone therapy treatment related to Gender Identity Disorder (GID) is covered.

"Certain injectable drugs which are considered self-administered injectable drugs are covered under the phar-
macy benefit. If you need to have the provider administer the Self-Injectable Drug, you will need to obtain the
Self-Injectable Drug through the Specialty Pharmacy Vendor or a contracted retail pharmacy and bring it with
you to the provider office. Alternatively, you can coordinate delivery of the Self-Injectable Drug directly to the
provider office through the Specialty Pharmacy Vendor. Please refer to the "Specialty Pharmacy Vendor" por-
tion of this "Schedule of Benefits and Coverage" section for the applicable copayment or coinsurance.

*These services require certification for coverage. Routine care for condition of pregnancy does not require
prior certification. However notification of pregnancy is requested. If certification is required but not obtained,
a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services and a $100 penalty will be charged for
Tier 1 and Tier 2 outpatient services.

IR

:/Q\:Injections for the treatment of infertility are described below in the "Infertility services" section.

|Outpatient services Tier 1 Tier 2

Outpatient facility services (other than
surgery; except for infertility services and

DArTALIIC SUMGEIY) eoieeii et Covered in full............... 30%
Outpatient facility services (other than
surgery; for bariatric SErVICES)™ ..o iieriereee e 509 ceiiiee e 50%

Outpatient surgery (hospital or outpatient

surgery center charges only; except for

infertility services and bariatric SUrgery)......ccocovvvnneneneieinnen $250. i 30%
Outpatient surgery (hospital or outpatient

surgery center charges only; for bariatric

L] {0 [=1 Y oSSR 1 50%
Gender reassignment Outpatient Services *®..........ccoovvvvierienenereeeenenns $250. . 30%

*These services require certification for coverage. Routine care for condition of pregnancy does
not require prior certification. However notification of pregnancy is requested. If certification is
required but not obtained a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services
and a $100 penalty will be charged for Tier 1 and Tier 2 outpatient services.
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@ Gender reassignment surgery included Genital Reconstructive Surgery (includes hysterectomy, oophorectomy, and
mastectomy requires prior authorization from HNL. The Gender reassignment surgery must be performed by an
HNL qualified provider in conjunction with gender transformation treatment. The treatment plan must conform
to Harry Benjamin International Gender Dysphoria Association (HBIGDA), now called WPATH (World Profes-
sional Association of Transgender Health), standards. Additionally, beyond the actual surgery no cosmetic pro-
cedures are covered. If the Covered Person lives more than 100 miles from the nearest authorized Gender
reassignment surgery facility, the Covered Person (companion not covered) is eligible to receive travel expense
reimbursement, including clinical work-up, diagnostic testing and preparatory procedures, when necessary for
the safety of the Covered Person and for the Certified Gender reassignment surgery. All requests for travel ex-
pense reimbursement must :be pre-approved. Approved travel-related expenses will be reimbursed as follows:

1. Transportation for the Covered Person to and from the HN qualified provider up to $130 per
trip for a maximum of four (4) trips (pre-surgical work-up visit, one pre-surgical visit, the initial
surgery and one follow-up visit).

2. Hotel accommodations for the Covered Person not to exceed $100 per day for the pre-surgical
work-up, pre-surgical visit and the follow-up visit, up to (2) days per trip or as Medically Nec-
essary. Limited to one room, double occupancy.

3. Other reasonable expenses not to exceed $25 per day, up to two (2) days per trip for the pre-
surgical workup, pre-surgical visit and follow-up visit and up to four (4) days for the surgery
visit.

The following items are specifically excluded and will not be reimbursed: Expenses for tobacco, alcohol,
telephone, television, and recreation are specifically excluded. HNL will not prepay (i.e. in advance) travel,
lodging and meal expenses. Reimbursement will be provided after the submission of the claims reimbursement
form, along with receipts for pre-approved expenses. The authorization number must be provided on all the
claim forms. For use of a personal car, the Covered Person must provide the purpose of the trip, the date and
location. Receipts for tolls and parking need to be presented before reimbursement will be approved. Any mile-
age will be reimbursed at the federal mileage allowance rate.

N 1

/Q\:Outpatient care for infertility is described below in the "Infertility services" section.

Ay

| Hospital services Tier 1 Tier 2

Semi-private hospital room or special care

unit with ancillary services, including

maternity care (unlimited days; excluding

Severe Mental IlIness, Mental Disorders,

Chemical dependency, and Bariatric)

SBIVICES™ ...ttt sttt ettt bbbttt bt $500 ... 30%
Semi-private hospital room or special care

unit (unlimited days for Bariatric)

1S Y/ (015 10 T, 50%
Skilled nursing facility StaY™ ........cccoeiireiiieiiee e $500 ... 30%
Gender reassignment Inpatient Services *,%.........ccooevvivnieninnereneeieenenn, $500.....cciiiiiiiie e 30%

The above copayment or coinsurance for inpatient hospital or special care unit services is applicable for
each admission for the hospitalization of an adult, pediatric or newborn patient. If a newborn patient
requires admission to a special care unit, a separate copayment for inpatient hospital services for the
newborn patient will apply.

*These services require certification for coverage. Routine care for condition of pregnancy does
not require prior certification. However notification of pregnancy is requested. If certification is
required but not obtained, a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services
and a $100 penalty will be charged for Tier 1 and Tier 2 outpatient services.

Inpatient care for infertility is described below in the "Infertility services™ section.
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@ Gender reassignment surgery included Genital Reconstructive Surgery (includes hysterectomy, oophorectomy, and
mastectomy requires prior authorization from HNL. The Gender reassignment surgery must be performed by an
HNL qualified provider in conjunction with gender transformation treatment. The treatment plan must conform
to Harry Benjamin International Gender Dysphoria Association (HBIGDA), now called WPATH (World Profes-
sional Association of Transgender Health), standards. Additionally, beyond the actual surgery no cosmetic pro-
cedures are covered. If the Covered Person lives more than 100 miles from the nearest authorized Gender
reassignment surgery facility, the Covered Person (companion not covered) is eligible to receive travel expense
reimbursement, including clinical work-up, diagnostic testing and preparatory procedures, when necessary for
the safety of the Covered Person and for the Certified Gender reassignment surgery. All requests for travel ex-
pense reimbursement must :be pre-approved. Approved travel-related expenses will be reimbursed as follows:

1. Transportation for the Covered Person to and from the HN qualified provider up to $130 per
trip for a maximum of four (4) trips (pre-surgical work-up visit, one pre-surgical visit, the initial
surgery and one follow-up visit).

2. Hotel accommodations for the Covered Person not to exceed $100 per day for the pre-surgical
work-up, pre-surgical visit and the follow-up visit, up to (2) days per trip or as Medically Nec-
essary. Limited to one room, double occupancy.

3. Other reasonable expenses not to exceed $25 per day, up to two (2) days per trip for the pre-
surgical workup, pre-surgical visit and follow-up visit and up to four (4) days for the surgery
visit.

The following items are specifically excluded and will not be reimbursed: Expenses for tobacco, alcohol,
telephone, television, and recreation are specifically excluded. HNL will not prepay (i.e. in advance) travel,
lodging and meal expenses. Reimbursement will be provided after the submission of the claims reimbursement
form, along with receipts for pre-approved expenses. The authorization number must be provided on all the
claim forms. For use of a personal car, the Covered Person must provide the purpose of the trip, the date and
location. Receipts for tolls and parking need to be presented before reimbursement will be approved. Any mile-
age will be reimbursed at the federal mileage allowance rate.

Radiological services Tier 1 Tier 2
Laboratory procedures and diagnostic
imaging (iNCluding X-ray)*.......cccccoeveieeie e Covered in full............... 30%
CT, SPECT, MRI, MUGA and PET** ........cccccviiriineenee e B350, 30%

*These services require certification for coverage. Routine care for condition of pregnancy does
not require prior certification. However notification of pregnancy is requested. If certification is
required but not obtained, a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services
and a $100 penalty will be charged for Tier 1 and Tier 2 outpatient services.

**For providers in Stanford Hospital & Clinics, Lucille Salter Packard Children's Hospital and
Clinics, and Lucille Packard Children's Hospital Medical Group and Menlo Medical Clinic,
complex radiology services will be covered at Tier 1 cost share regardless of the contract or lack
of contract with the provider.

Preventive care Tier 1 Tier 2
The following benefits are not subject to the plan year deductible

Preventive care services for children

(through age 16) .....ccoveiiiieeciee e Coveredinfull ............... Covered in full
Preventive care services for adults (age 17
AN OIABI) .. Coveredinfull ............... Covered in full
SQ:

Preventive 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&B recommendations, the Advisory Commit-
tee on Immunization Practices that have been adopted by the Center for Disease Control and Prevention, the
guidelines for infants, children, adolescents and women’s preventive health care as supported by the Health
Resources and Services Administration (HRSA).
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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. Breast pumps can be obtained by calling the Customer Contact Center at the phone number

listed on the back cover of this booklet.

[Emergency health coverage Tier 1 Tier2 |
Emergency room (professional and facility
(o T T T SRS $100....ciiiiee, $100
Urgent care center (professional and facility
(0T T T P $50. i $50

/Q\: The copayment for emergency room or urgent care center will not apply if the covered person is admitted as an
inpatient directly from the emergency room or urgent care center.
The Tier 2 plan year deductible is waived for emergency or urgent care services.
Care referred by Vaden Health Center or emergency services will be covered at the Tier 1 level. Outside of
California, First Health Providers coordinate the non-emergency services which are paid at the Tier 2 level of
benefits.
When you receive hon-emergency medically necessary care outside the United States, you will receive Tier 2
benefits. If you have questions, before or during travel, you may call HNL Customer Contact Center at
1-800-250-5226 or 1-818-676-6767.
International claims will not require prior authorization.

-

Ay

| Ambulance services Tier 1 Tier2 |
Ground amMBUIANCE™ ...ttt e e e e e Covered in full Covered in full
YN T 1 0] o101 F=T a1 SRR Covered in full Covered in full

*These services require certification for coverage. Routine care for condition of pregnancy does
not require prior certification. However notification of pregnancy is requested. If certification is
required but not obtained, a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services
and a $100 penalty will be charged for Tier 1 and Tier 2 outpatient services.

\ Prescription drug coverage

Retail participating pharmacy (up to a 30-day supply)

Tier 1 drugs listed on the Essential Rx Drug
List (Primarily gENEIIC) ......civeeieiiieeiee e $10
Tier 11 drugs listed on the Essential Rx

Drug List (primarily preferred brand

name) and diabetic supplies (including

INSULINY ® ottt e $35
Tier 111 drugs listed on the Essential Rx

Drug List (or non-preferred drugs not

listed on the Essential RX Drug List) ®........ccccoevvevieiiieiiic e, $50
LANCEES ...ttt Covered in full

Oral INfertility drugs ......ooveieieecece e e 50%
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Preventive drugs, including smoking
cessation drugs and women’s
CONTACEPTIVES ...ttt sttt st ee st e e sneeseesreenee e Covered in full

|Specia|ty Pharmacy Vendor

Specialty drugs when listed in the
Essential RX Drug LiSt.......c.cccoveiriiiiiiciiciceeceesee s $50

For information about HNL’s Essential Rx Drug List, please call the Customer Contact Center at the tele-
phone number on the back cover.

Orally administered anti-cancer drugs will have a copayment and coinsurance maximum of $200 for an indi-
vidual prescription of up to a 30-day supply.

# Generic drugs will be dispensed when a generic drug equivalent is available. We will cover brand name
drugs that have generic equivalents only when the brand name drug is medically necessary and the physician
obtains prior authorization from HNL. Covered brand name drugs are subject to the applicable copayment for
Tier 11 drugs or Tier I drugs.

A Physician must obtain HNL's Prior Authorization for coverage of Brand Name Drugs that have generic
equivalents.

If the usual and customary charge is less than the applicable copayment, then you will pay the usual and cus-
tomary charge. Prescription drug covered expenses are the lesser of Health Net’s contracted pharmacy rate or
the pharmacy’s usual and customary charge for covered prescription drugs.

Self-administered injectable drugs are covered when prior authorization is obtained from HNL and the drugs
are dispensed through the VHC Pharmacy, HNL’s Specialty Pharmacy Vendor, or HNL’s contracted retail
pharmacy. Please note that needles and syringes required to administer the self-injectable medication are
covered only when obtained through the Specialty Pharmacy Vendor.

e Self-administered injectable medications are defined as drugs that are:

e Medically necessary;

e Administered by the patient or family member; either subcutaneously or intramuscularly;

e Deemed safe for self-administration as determined by HNL’s Pharmacy and Therapeutics committee.

* Preventive 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 Covered Person, and are not subject to the de-
ductible. Preventive drugs are prescribed over-the-counter drugs or are prescription drugs that are used for
preventive health purposes per the U.S. Preventive Services Task Force A and B recommendations. If a brand
name drug is dispensed, and a generic equivalent is commercially available, you will be required to pay the
difference in cost between the generic and brand name drug. However, if a brand named drug is medically
necessary and the physician obtains prior authorization from Health Net, then the brand name drug will be
dispensed at no charge.

This plan uses the Essential Rx Drug List. The HNL Essential Rx Drug List is the approved list of medications
covered for illnesses and conditions. It is prepared by HNL and distributed to HNL contracted physicians and
participating pharmacies. The Essential Rx Drug List also shows which drugs are Tier I, Tier Il or Tier Ill, so
you know which copayment applies to the covered drug. Drugs that are not on the Essential Rx Drug List (that
are not excluded or limited from coverage) are also covered at the Tier 111 drug copayment.

Some drugs require prior authorization from HNL. Urgent requests from physicians for authorization are pro-
cessed as soon as possible, not to exceed two business days or 72 hours, whichever is less, after Health Net
Life’s receipt of the request and any additional information requested by Health Net Life that is reasonably
necessary to make the determination. Routine requests from physicians are processed in a timely fashion, not
to exceed two business days, as appropriate and medically necessary, for the nature of the member’s condition
after Health Net Life’s receipt of the information reasonably necessary and requested by Health Net Life to
make the determination. For a copy of the Essential Rx Drug List, call the Customer Contact Center at the
number listed on the back cover of this booklet or visit our website at www.healthnet.com.



http://www.healthnet.com/
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\Medical Supplies Tier 1 Tier 2
Durable medical eqUIPMENt ® ...........cccoovevireeeeeeeeee e, Coveredin full............... 30%
Orthotics (such as bracing, supports and

(07 TS 1) ST OSUSSN Covered in full............... 30%

Diabetic equipment. See the "Prescription
drug program" section of this SB for

diabetic supplies benefit information. ............cc.ccooovoveieniiie i Coveredin full............... 30%
(DT oT=] o o]0 /=T | RO Covered in full............... 30%
P OSENESES™ ...ttt ettt et e et e e e r e ————raaas Covered in full............... 30%

*Durable medical equipment includes coverage for up to two medically necessary contact lenses per eye (in-
cluding fitting and dispensing) in any 12-month period to treat conditions of aniridia (missing iris).

/Q? Diabetic equipment covered under the medical benefit (through “Diabetic Equipment™), includes blood
glucose monitors designed for the visually impaired, insulin pumps and related supplies. In addition, the fol-
lowing supplies are covered under the medical benefit as specified: diabetic footwear, visual aids (excluding
eyewear) to assist the visually impaired with the proper dosing of insulin are provided through the prostheses
benefit; Glucagon is provided through the self-injectable benefit. Self-management training, education and
medical nutrition therapy will be covered only when provided by licensed health care professionals with ex-
pertise in the management or treatment of diabetes (provided through the patient education benefit). Diabetic
equipment and supplies covered under the prescription drug benefit include insulin, specific brands of blood
glucose monitors and testing strips, Ketone urine testing strips, lancets and lancet puncture devices, specific
brands of pen delivery systems for the administration of insulin (including pen needles) and specific brands of
insulin syringes.

Ay

Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered under “Preventive care” in
this section.

*These services require certification for coverage. Routine care for condition of pregnancy does not require
prior certification. However notification of pregnancy is requested. If certification is required but not ob-
tained, a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services and a $100 penalty will be
charged for Tier 1 and Tier 2 outpatient services.

\Mental disorder and chemical dependency Benefits

+ Benefits are administered by MHN Services, an affiliate behavioral health administrative services company.

Covered services are payable by MHN only when you access care from Participating Mental Health Professionals
except in emergencies. A special network of providers has been contracted for Stanford students only; this network is
locally available in addition to MHN's full national network of providers.

Please call the MHN Customer Service Center at (800) 327-0307 for any additional information.

OUT-OF-POCKET MAXIMUM

For covered services or supplies (per
Covered Person, combined with Medical)...........cccoovviiiiiiiiinieies $2000

ADDITIONAL DEDUCTIBLES
Emergency room deductible (per VisSit)........ccocvvviveiieiiveie i $100

Severe Mental Illness and Serious Emotional Disturbances of a Child
Outpatient office visits (psychological
evaluation or therapeutic session in an
office setting, including individual and
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group therapy sessions, medication

management and drug therapy monitoring)*............ccccccvvevvveivsennnn, $25
Outpatient services other than office visits

(psychological and neuropsychological

testing, intensive outpatient care program,

day treatment, partial hospitalization and

other outpatient procedures including

behavioral health treatment for pervasive

developmental disorder or @utiSM) .........cccooeiveiniininine e Covered in full
Physician visit to hospital, participating

behavioral health facility or residential

treatment center
INPAtieNt TACHIILY™ ..o $500

Other Mental Disorders

Outpatient office visits (psychological
evaluation or therapeutic session in an
office setting, including individual and
group therapy sessions, medication
management and drug therapy
MONITONING)™ ..o $25
Outpatient services other than office visits
(psychological and neuropsychological
testing, intensive outpatient care program,
day treatment, partial hospitalization and
Other OULPAtIENT SEIVICES).....civieiieseeie st se et Covered in full
Physician visit to hospital, participating
behavioral health facility or residential
TrEAIMENT CENTEN .....ei e e Covered in full
INpatient faCility™ ..o $500
Chemical Dependency
Outpatient office visits (psychological
evaluation or therapeutic session in an
office setting, including individual and
group therapy sessions, medication
management and drug therapy
MONITOTING) ..ottt et $25
Outpatient services other than office visits
(psychological and neuropsychological
testing, intensive outpatient care program,
day treatment, partial hospitalization,
medical treatment for withdrawal
symptoms, and other outpatient services)"
Physician visit to hospital, participating
behavioral health facility or residential

EFEALMIENT CENMTET .ottt et et e e e e e e s et e e e e s es e reeaeees Covered in full
INPAtient FACHIILY™ ....c.oveviieicee s $500
ACULE Care detOXiTiCatION™ .. .. ee et e e eeeas $500

*These services require certification for coverage. If certification is required but not
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-
network, to 50% of covered expenses.
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Exceptions:

The emergency room deductible will be waived if the Covered Person is admitted to a
Hospital directly from an emergency room.

*Each group therapy session requires only one half of a private office visit copayment.

Home health services Tier 1 Tier 2
Home health services (copayment required
for each day home health Visits 0CCUN) ........ccovvvviiiieiiiiecc e $25 30%
Combined maximum number of visits
dUring @ Plan YEAI ........cccocveiiiicc e 100 100
Other services Tier 1 Tier 2
Sterilization VaseCtomy .........cccevveuiiieiiieiieecee e $50 . $100
Sterilization Tubal ligation™............c.ccoooeveviiiieee e, Covered in full................ Covered in full

Blood, blood plasma, blood derivatives and
blood factors (except for drugs used to
treat hemophilia, including blood factors)

iR Covered infull........coooevvvvvecnnnn, 30%
Drugs used to treat hemophilia, including
DIOOd FACOrS™ > * ... Refer to Pharmacy...... Refer to Pharmacy
Benefits Benefits
NUCIEAr MEICING ...t $30 i 30%
RENAL QIAIYSIS .. .vvevveveieiiieieiee e $25 30%
HOSPICE SEIVICES™ ...oieiiieecieee e Coveredinfull.........c.ccoeveenen. 30%

® Deductible under Tier 2 is waived.

*These services require certification for coverage. Routine care for condition of pregnancy does not require
prior certification. However notification of pregnancy is requested. If certification is required but not obtained, a
$500 penalty will be charged for Tier 1 and Tier 2 inpatient services and a $100 penalty will be charged for Tier
1 and Tier 2 outpatient services.

** Drugs used to treat hemophilia, including blood factors, are covered on the Specialty Drug tier under the
pharmacy benefit. Specialty Drugs are not covered under the medical benefit even if they are administered in a
Physician’s office. If you need to have the provider administer the Specialty Drug, you will need to obtain the
Specialty Drug through the Specialty Pharmacy Vendor and bring it with you to the provider’s office. Alterna-
tively, you may be able to coordinate delivery of the Specialty Drug directly to the provider’s office through the
Specialty Pharmacy Vendor.

R

Qs Infertility services and supplies are described below in the "Infertility services" section.

\ Infertility services Tier 1 Tier 2
Infertility services and supplies (to diagnose
or evaluate iNfertility) ™™ .......cccoovevieeeceee e 1L 50%
Notes:

Infertility services include prescription drugs, professional services, inpatient care, outpatient care and treatment by
injections.
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Infertility services include gamete intrafallopian transfer (GIFT), artificial insemination (Al) and intrauter-
ine insemination (1U1) and all covered services that prepare the member to receive these procedures, are
covered only for the HNL member.

Injections for Infertility are covered only when provided in connection with services that are covered by this Plan.

¢These copayments apply to professional services only. Services that are rendered in a hospital are also subject to
the hospital services copayment. See "Hospital services" in this section to determine if any additional copayments

may apply.

*Inpatient Infertility services require certification for coverage. Routine care for condition of pregnancy does not
require prior certification. However notification of pregnancy is requested. If certification is required but not
obtained, a $500 penalty will be charged for Tier 1 and Tier 2 inpatient services and a $100 penalty will be charged
for Tier 1 and Tier 2 outpatient services.

|Chiropractic services

ChiropractiC Care™ ..........cccoiiviieeeiseeee e e $25. 30%
Combined maximum Visits per plan Year ...........cccocvevervveeienenieennnn 15 15

|Acupuncture services

ACUPUNCEUIE CAME™......cviviierieiicieteeeeee ettt B25. 30%

*These services require certification for coverage. Routine care for condition of pregnancy does not require prior
certification. However notification of pregnancy is requested. If certification is required but not obtained, a $500
penalty will be charged for Tier 1 and Tier 2 inpatient services and a $100 penalty will be charged for Tier 1 and
Tier 2 outpatient services.

Pediatric Dental Services (birth through the end of the month in which the Covered Person turns 19
years of age)

We provide toll-free access to our Customer Service Associates to assist the Covered Person with benefit
coverage questions, resolving problems or changing their dental office. Customer Service can be reached
Monday through Friday at 1-866-249-2382 from 5:00 a.m. to 8:00 p.m. Pacific Standard Time. Automated
service is also provided after hours for eligibility verification and dental office transfers.

Pediatric Vision Plan Benefits(birth through the end of the month in which the Covered Person
turns 19 years of age)

We provide toll-free access to our Customer Service Associates to assist the Covered Person with benefit
coverage questions, resolving problems or changing their vision office. Customer Service can be reached
Monday through Friday at 1-866-392-6058 from 5:00 a.m. to 8:00 p.m. Pacific Standard Time. Automated
service is also provided after hours for eligibility verification and vision office transfers.

The vision services benefits are provided by HNL. HNL contracts with EyeMed Vision Care, LLC, a
vision services provider panel, to administer the vision services benefits.

Limits of coverage

WHAT’S NOT COVERED (EXCLUSIONS AND LIMITATIONS)

e Air or ground ambulance and paramedic services that are not emergency care or which do not result in
a patient's transportation will not be covered unless certification is obtained and services are medically
necessary.

o Artificial insemination for reasons not related to infertility;
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Care for mental health care as a condition of parole or probation, or court-ordered treatment and testing
for mental disorders, except when such services are medically necessary;

Certain injectable drugs which are considered self-administered are covered on the Specialty Drug tier
under the pharmacy benefit. Specialty Drugs are not covered under the medical benefits even if they are
administered in a Physician’s office. If you need to have a provider administer the Specialty Drug, you
will need to obtain the Specialty Drug through the Specialty Pharmacy Vendor and bring it with you to
the provider office. Alternatively, you can coordinate delivery of the Specialty Drug directly to the pro-
vider’s office through the Specialty Pharmacy Vendor.

Conception by medical procedures (IVF and ZIFT);

Conditions resulting from the release of nuclear energy when government funds are available;

Except for podiatric devices to prevent or treat diabetes-related complications, corrective footwear is not
covered unless medically necessary, custom made for the covered person and permanently attached to a
medically necessary orthotic device that is also a covered benefit under this plan;

Cosmetic services and supplies;

Custodial or live-in care;

Dental (except for Pediatric Dental Services). However, Medically Necessary dental or orthodontic
services that are an integral part of reconstructive surgery for cleft palate procedures are covered. Cleft
palate includes cleft palate, cleft lip or other craniofacial anomalies associated with cleft palate;

Dietary or nutritional supplements, except when prescribed for the treatment of Phenylketonuria (PKU);
Disposable supplies for home use;

Experimental or investigational procedures, except as set out under the "Clinical trials" and "If you have
a disagreement with our insurance plan" sections of this SB;

Genetic testing is not covered except when determined by HNL to be medically necessary. The pre-
scribing physician must request prior authorization for coverage;

Hearing aids;

Hypnosis;

Marriage counseling, except when rendered in connection with services provided for a treatable mental
disorder;

Non-eligible institutions. This insurance plan only covered services or supplies provided by a legally
operated hospital, Medicare-approved skilled nursing facility or other property licensed facility as speci-
fied in the student Benefit Handbook. Any institution that is primarily a place for the aged, nursing
home or similar institution, regardless of how it is designated, is not an eligible institution. Services or
supplies provided by such institutions are not covered;

Nontreatable disorders;

Outpatient prescriptions drugs or medications (except as noted under "Prescription drug program");
Orthoptics (eye exercises);

Personal or comfort items;

Physician self-treatment;

Physician treatment of immediate family members;

Private rooms when hospitalized, unless medically necessary;

Private-duty nursing;

Refractive eye surgery unless medically necessary, recommended by your treating physician and
authorized by HNL;

Reversal of surgical sterilization;

Routine physical examinations (including psychological examinations or drug screening) for insurance,
licensing, employment, school, camp or other nonpreventive purposes;

Services and supplies for the collection, preservation and storage of umbilical cord blood, cord blood
stem cells and adult stem cells;

Services and supplies not authorized by HNL according to HNL’s procedures;
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Services for surrogate pregnancy are covered when the surrogate is an HNL covered person. However,
when compensation is obtained for the surrogacy, the HNL shall have a lien on such compensation to
recover its medical expenses;

Services received before effective date or after termination of coverage, except as specifically stated in
the "Extension of Benefits" section of your student Benefit Handbook;

Services related to educational and professional purposes; except for behavioral health treatment for
pervasive developmental disorder or autism;

State hospital treatment, except as the result of an emergency or urgently needed care;

Stress, except when rendered in connection with services provided for a treatable mental disorder;
Treatment of jaw joint disorders or surgical procedures to reduce or realign the jaw, unless medically
necessary; and

Treatment of obesity, weight reduction or weight management, bariatric services, except for treatment
of morbid obesity.

The above is a partial list of the principal exclusions and limitations applicable to the medical
portion of your HNL insurance plan. The student Benefit Handbook, which you will receive if you
enroll in this insurance plan, will contain the full list.



Notice of Nondiscrimination

Health Net Life Insurance Company (“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:

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

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

If vou need these services. confact Health Net's Customer Contact Center at:
On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Off Exchange 1-800-522-0088 (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 vou need help filing a grievance; Health Net's
Customer Contact Center is available to help you. You can also file a grievance by mail, fax or
online at:

Health Net Life Insurance Company

P.O. Box 10348

Van Nuys, CA 91410-0348

Fax: 1-877-831-6019

Omnline: 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.
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Notice of language services

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 ecard or eall 1-800-522-0088 (TTY: 711).
If you bought coverage through the Califormia 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.

Arabic
o b doadl daeludl Jo Jaaall dllse; da 3955 Jo Jpaall ey 058 a2 e o Jomall A€y 38a. 3l Gileas
el s Ja 3 (TTY: 711) 1-800-522-0088 2 (gobadl JLsifl K sa o ol i el 36l e o pall 0
o ot @€ Jan a saclusall e Jpemall, (TTY: 711) 1-888-926-4088 01 Ll o (i lS 5 50 3o Bkl
Health Net Life sball e 0l 48,5 ga EPO &2 emali 5, 3al) dakiall i PPQ dlisiall 535 5al) dakiall cpals dad
Laliia 5 Sowe € s s 1-800-927-4357 200 e bipsalS s uadill as e Jo=3) < Insurance Company
sacludll La e (L3 | Health Net of California, Inc 385 g HSP sl s sill dla § HMO dsas)l e dlaslall
1-888-HMO-2219 il e DMHC s laall amll die 3l as s

Armenian

Uln]dwn (Equiljmb Supmym pmibbkn: dmp jupnn Ep pobunnp pupguuihs vunmbg:
Suwuumupnphpp upnn B jupnoy dkq hunfwp: Oghm pjuh hunlwp qubigqubwpbp Ukq dkp

ID pupwnh Jpu i91ms hknwinmuwhunfwpm] jud qubqubwpbp 1-800-522-0088 (TTY: 711)
hErwjinuwhuwlnopm): Gepk wmuyuhnjugpmd Ep quk] Yuhdnpihuygh smjupulwi hpooyupolh
uhengm], quiquhwpkp 1-888-926-4988 (TTY: 711) hbpwmuwhwdwpm]: Tpugmghs

ogum pjuih hunlwup. Epk wbhnpuwugpjws Ep Health Net Life Insurance Company-h PPO ljund EPO
wwuhnjugpm pputp, quiaqubwupkp Ywhdnpihwh Uuuwhngugpm ppoi pmd]‘nh‘

1-800-927-4357 hkpwhmuwhudupm]: Bpk whnpuniwgm]wd tp Health Net of California, Inc.-h HMO
Lunl HSP spugpht, qubgubhmpkp DMHC oglim pjuat q._’[u‘; 1-888-HMO-2219 hkpwmuwhunfmpm]:

Chinese

WA - TRIERAOEEA - BrH A EATIRES R CEAERS e - EHERMEE T
SEERRAAIER S SCEFAA T - e - FRELE B LR EESTTE R MR  XEE
1-800-522-0088 (TTY : 711) - HIREEFEINNRERRZ STSHEUESR > HHNE
1-888-926-4988 (TTY : 711) - fIFEHE—FHiBh + #0HF151%H Health Net Life Insurance Company {5 {5
PPO = EPO {38 » F5E0E 1-800-927-4357 SEh0IN S EBES « a5 (1% Health Net of California, Inc.
F3{i HMO = HSP 5+ » 55%¢% DMHC {7#8hEE5 1-888-HMO-2219 -

Hindi

faa eTa aTelt T FaATd| 3T U GEINAT W @X Hahd Bl 3US! GEdIAS g aW gAY

ST @hd B #eg & fore, TS 3MEET w6 W T 9w gfaw da W wd dicl Y, AT
1-800-522-0088 (TTY: 711) WX &l ®¥| TG U= HforwIEar Afbe g & #Aegd § Hars
wiler & o 1-888-926-4988 (TTY: 711) UT ohicl @i| 319« #ce & forv: afe 310 Health Net
Life Insurance Company @3t PPO = stis EPO dtem uifordt & ameifera &, ar hiermifsm
AT TAHET B 1-800-927-4357 U oidl @il AT 3T Health Net of California, Inc. & T3l
HMO am weroadt HSP wi= & aTenfha &, af Siwewerit DMHC #=aas=T & 1-888-HMO-2219
Y e Bl
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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 Califorma 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 tan txoj kev pab kho mob HMO les yog HSP los ntawm Health Net of Califormia, Ine., hu mus ran
DMHC tus xov tooj pab Helpline ntawm 1-888-HMO-2219.

Japanese

BEOFFY - A, BRE ZFAWEETET, AEABTELELRHRALET, BB LERE
i, D — FIZR#EENL TV HESE THERE =< H>, 1-800-522-0088, (TTY: 711) £ THE
ElEEW, AV 7AN=THOw—brvy FTL AR (REREAY A ) ZBELTREEZBAZNL
7=F71%, 1-888-926-4988 (TTY: 711) £ THEIFFL &\, £ HIZEBHN L E2R S 'Health Net Life
Insurance Company™PPO F 7= [XEPOREEAR U I —iZMA SR TS KX, # Y 7+ =T HEKER
1-800-927-4357 % TEFE TERBV & < 723\, Health Net of California, Inc HMO % 7= {XHSPIZ
MAZENTWSHIE, DMHC~A7 7 A 1-888-HMO-2219 ¥ CTEHE THERIVEh®{EE W,

K]]II]EI‘

MW RAARIE 9 HRNGIGUMSHAUMURIMGA HRMGANTIERNSARANSHA
TR SW ayEsfghiidmuitniuagiogidumeisiilimauigeuayn y nhietigly
gEaUEnAdshmingRySivU)S 1-800-522-0088 (TTY: 711)1 WRSHANMSFMAMIMSNT
wenuit: Fgpisimdujidh agugiunieling 1-888-926-4988 (TTY: 711)9 MUSSWUISH ¢
iSHRM SGHNL: gﬂtmmmmnmmnmﬂ PPO {j EPO fijuu}smsntnudin

Health Net Life Insurance Company ﬁgHQ'Iﬁ GRIFINUANSMNTR CA MBIl §IaINine
1-800-927-43571 {UfUSHAMSGINN: [HIBSMI HMO U HSP fi{fjsi]8 Health Net of California, Inc.
tigm Ui aunfshinegiriRSw DMHC : 1-888-HMO-22194

Korean

38 do] AulL. BY AuLE B £ Agt £4 3= A& wed ¢ 91'—;%145}. ==}

BoFAH BE ID 71 5 H B35 = AF5A A1}H1-800-522-0088 (TTY: 71)H 2.2 A &l
FHAA L. W] Foe) F D}?ﬂl Tﬂ] ]}_‘i =4 EE2 F95}44 28 1-888-926-4988 (TTY: 711)

Moz Ags] FHAL. F7F 25°] B 28 AH, Health Net Life Insurance Company 8] PPO £ &

EPO EH< 719 5o 2loA A ?;IE]EH ol F BH | 1-800-927-4357H 22 A s F4 A]i.

Health Net of California, Inc.2] HMO & HSP Z 3| 715 <] ¢l 24 & DMHC =& 2]

1-888 HMO-2219¥1 o 2 A& s] FHA 2.

Navajo

Saad Bee Akd E'eyeed T'a4 Jiik’e. Ata’ halne'igii holg. T'aa hé hazaad k'ehji naaltsoos hach’j’ wéltah.
Shika a'doowot ninizingo naaltsoos bee néiho'dolzinigii bikaa'gi béésh bee hane'i bikaa' aajj’
hodiilnih & doodaii’ 1-800-522-0088 (TTY: 711). California marketplace hoolyéhiji béeso ach’agh
naanili ats’iis baa ahaya biniiyé nahinitnii‘go &0 kojj" hélne’ 1-888-926-4988 (TTY: 711). Shika
anaa’doowot jinizingo: PPO é&i 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 &i doodaii’ HSPgji Health Net of California, Inc.gji béeso ach’agah naa’nil biniiyé hats'iis
bik'é'ésti'go é&i kojj’ hojilnih DMHC Helpline 1-888-HMO-2219.
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Persian (Farsi)
055 A Lai gl 0 Jiaah 48 i€ Caudl pa 30 a5 e 580 ale pa gle S a5 e 8015 sk 4 gl Cless
Bl S e L b wpR el s 0 Lad dlalisd IS 05548 (o) o jla 4 La b il 0y 0 o)
s ke L an € gl ja LiallS S8 15l sk 3V 1 4an (B &1 w80 Gl (TTY: 711) 1-800-522-0088
s I EPO LPPO 4aliaay 0 B iy Jlaial ) culiyn gl w80 wild (TTY: 711) 1-888-926-4988
ikt 1-800-927-4357 = jwa 4 CA Dept. of Insurance L .u )l <ucHealth Net Life Insurance Company
il sl La b oyl cy e Health Net of California, Inc s 3 HSP L HMO sl 5o 81,80
380 il 1-888-HMO-2219 - jles 4: DMHC

Panjabi (Punjabi)

faet fant B3 3 377 A= 3 ffd efirr Yu3 99 Aae Ji 390 ©A3<d 309 97 &9

U3 & FE'E 7 AST Jol Hee 84, U2 WS 898 3 I3 699 3 7 a8 a9 7 9w agd
1-800-522-0088 (TTY: 711) '3 & =91 H 3H! asizggsMi Wafde usH 2 Il dShir g=a9n ydi<t
3 371-888-926-1988 (TTY- 711) '3 'S 31 =0<t Hew B4t A I7f Health Net Life Insurance
Company i€ PPO w ®61 EPO shy wfsrt 8 anfaz I, 3F agieadthy s fegar §
1-800-927-L357 '3 o'& =J1 1 IAT Healh Net of California, Inc. 3 ffa "g=HE HMO = wotmit
HSP &5 &9 aifaz J 3 hibmiert DMHC d8usdis & 1-888-HMO-2219 3 98 &

Russian

Becnnarsas noMoLk NepesojiMHKOB. Bbl MOXKETE NONY4HTE NOMOLLbL YCTHONO MEPEBOIMHKA.

Bam MOryT npounTaTh JOKYMeHThL 34 NOMOLILI0 00pAAiTeCh K HAM N0 TeethoHy, NPUBEJIEHHOMY Ha

Baei uieHTHOHKAMOHHON KAPTOYKe y4HacTHHKA iada. Kpome Toro, Bel MOXeTe N03BOHUTE B
1-800-522-0088 (TTY: 711). Ecnu cBoto CTPAXoBKY Bbl NPHOOPEIM HA €IMHOM caiiTe No NpojaKe
MEJIMUMHCKHX cTpaxoBok B wrate Kanucopuus, 3sonure no tenedony 1-888-926-4988 (TTY: 711).
Hononuurenstas nomols: Ecnn pel Brmovensl B noane PPO wim EPO or crpaxosoit komnanuyn Health Net
Life Insurance Company, 3sonuTe B [Jenaprament crpaxosanus wrata Kamigopuus (CA Dept. of Insurance),
tenedhon 1-800-927-4357. Ecnn Bel rinovdessl B inad HMO win HSP ot erpaxosoit komnanuu Health Net of
California, Ine., 3B0HUTE 10 KOHTAKTHON NMMHUKM [TenapTaMesTa YIPARIAEMOI0 ME/IMUMHCKOrO 00CTY KHBAHUA
DMHC, renecpon 1-888-HMO-2219.

Spanish

Servicios de 1idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos v recibir algunos en su idioma. Para obtener ayuda, llimenos al nimero que figura en su

tarjeta de identificacién o comuniquese con el Centro de Comunicacion Comercial de Health Net, al
1-800-522-0088 (TTY: 711). 51 adquirid la cobertura a través del mercado de California, llame al
1-888-926-4988 (TTY: 711). Para obtener mas ayuda, haga lo siguiente: Si esta inscrito en una péliza de
seguro PPO o EPO de Health Net Life Insurance Company, llame al Departamento de Seguros de California,
al 1-800-927-4357. 51 estd inscrito en un plan HMO o HSP de Health Net of California, Ine_, llame a la linea
de ayuda del Departamento de Atencién Médica Administrada, al 1-888-HMO-2219.
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Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng 1sang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kanu sa nakalistang numero sa inyong ID card

o tawagan ang 1-800-522-0088 (TTY: 711). Kung bumuh 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,
Ine.. tawagan ang Helpline ng DMHC sa 1-888-HMO-2219.

Thai

TiddnuSmssumen auaansaliayle’ Qmmmm'lﬁchumnms‘[ﬁﬂhﬁ fFwsuaTuTIgwmEa TnTrimanu
minoalilivwiasszihdvasnns wia InsmgudfedaiBimdnduas 1-800-522-0088 (TTY: 711) mnqos
nfamwﬁ’uma.whumw California marketplace Tns 1-888-026-4988 (TTY: 711) Fwsuemnutimwiaidiudy win
qmﬁﬂ%ﬁr‘i’lnﬁuﬁﬁﬁﬂﬁ:ﬁuﬁ’ﬂ PPO 32 EPO il Health Net Life Insurance Company Tnswinsumsdssiuiuss
undWasifialei 1-800-027-4357 winqmasdasunu HMO 32 HSP fill Health Net of Galifornia, Inc. Tnsmianzsian
aTATEwWaaTa DMHC 1671 1-888-HMO-2219.

Vietnamese

Céc Dich Vu Ngon Neir Mién Phi. Quy vi cé the c6 mbt phién dich vien. Quy vi 6 the yéu ¢ @ duge doc
cho nghe tai lifu. D& nhin tror gidp, hay goi cho chiing t&i theo s duee 118t ké trén thé ID chia quy vi hode
go1 1-800-522-0088 (TTY: 711). N&u quy vi mua khoan bao tra thong qua thi trirong California
1-888-926-4988 (TTY: 711). B nhin thém tre giip: Néu quy vi ding ky hop d ‘&g bao hiem PPO hode
EPO tir Health Net Life Insurance Company, vui long goi 5& Y T CA theo s& 1-800-927-4357. Néu quy
vi ddng ky vio churong trinh HMO hodc HSP tir Health Net of California, Inc., viu long goi Buirmg Day
Tror Guip DMHC theo s6 1-888-HMO-2219.
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Contact Us

Health Net EPO
Post Office Box 10196
Van Nuys, California 91410-0348

Customer Contact Center:

1-800-250-5226

Telecommunications Device
for the Hearing and Speech Impaired:
1-800-995-0852

www.healthnet.com/cardinalcare

Health Net of California, Inc., is a subsidiary of Health Net, Inc.
Health Net® is a registered service mark of Health Net, Inc. All rights reserved
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http://www.healthnet.com/
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