Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019 - 12/31/2019
CalPERS Health Net of CA: SmartCare HMO Coverage for: All Covered Members | Plan Type:

HMO
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.healthnet.com or call 1-888-
926-4921. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or www.healthnet.com/calpers or you can call 1-888-926-4921 to request a copy.

Important Questions Why This Matters:

\é\g:jautclzglr;e’)overall $0. See the Common Medical Events chart below for your costs for services this plan covers.
Are there services
covered before you No. You will have to meet the deductible before the plan pays for any services.

meet your deductible?
Are there other

deductibles for specific | No. You don’t have to meet deductibles for specific services.

services?

What is the out-of- Yes. Medical: Individual $1,500 / Family The out-of-pocket limit is the most you could pay in a year for covered services. If you have
pocket limit for this $3,000. Pharmacy: Individual $6,400 / Family family members in this plan, the overall family out-of-pocket limit must be met. OptumRx
plan? $12,800/ Mail order $1,000. serves as CalPERS’ pharmacy benefit manager.

What is not included in | Premiums, copayments for supplemental
the out-of-pocket limit? | benefits, and health care this plan doesn’t cover.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s

Will you pay less if you | Yes. For a list of preferred providers, see network. You will pay the most if you use an out-of-network provider, and you might receive a
use a network www.healthnet.com/calpers or call 1-888-926- bill froma provider for the difference between the provider’s charge and what your plan pays
provider? 4921. (balance billing). Be aware, your network provider might use an out-of-network provider for

some services (such as lab work). Check with your provider before you getservices.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.

Do you need a referral

10 see a specialist? Yes. Requires written prior authorization.
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o

A

Common
Medical Event

Services You May Need

In-network Provider

Out-of-Network
Provider

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

L i $15/visit Not covered none
ifyouvisitahealth oo oo
ca);e rovider's office Specialist visit $15/visit Not covered Requires prior authorization.
or clip—nic i e You may have to pay for services that aren’t
mmunization No charge Not covered preventive. Ask your provider if the services needed
are preventive. Then check what your plan will pay for.
\Iz?rkr;oshc test (x-ray, blood No charge Not covered Requires referral.
ITyou have a test Imaging (CT/PET scans
MRI% ) g ’ No charge Not covered Requires prior authorization.
. $5/30 day supply 0
gé’:tu rc])i?(ijlli Lusgssgf Generic drugs $10/90 day supply 100% out of pocket After second fill you will pay the appropriate mail
Y $20/30 day supply 0 service copay for maintenance medication. 90 day
condition Preferred brand drugs 100% out of pocket .
More information about $40/90 day supply supplies allowed at a contracted OptumRx pharmacy
prescription drug Non-preferred brand drugs $$1500(;7§0d daayyssuupppgy 100% out of pocket or mailorder.
Wc_g_c\;,\cveroa te L . . Certain Specialty Medications are available only
.optumrx.com/calp , Specialty follows the tier o .
Specialty drugs 100% out of pocket through the OptumRx. Specialty Pharmacy and are
& B Eleat limited up to a 30-day supply.
Facility fee (e.g., ambulatory No charge Not covered Requires prior authorization.
. surgery center)
If you have outpatient
surgery
Physician/surgeon fees No charge Not covered none
Emergency room care $50/visit $50/visit Cost sharing waived if admitted to the hospital.
If you need immediate = Emergency medical No charde No charde none
medical attention transportation g g S
Urgent care $15/visit $15/visit Cost sharing waived if admitted to the hospital.

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

Services You May Need

In-network Provider
(You will pay the least)

What You Will Pay

Out-of-Network

Provider

Limitations, Exceptions, & Other Important
Information

Facility fee (e.g., hospital

(You will pay the most)

If you have a hospital | room) No charge Not covered Requires prior authorization.
stay Physician/surgeon fees No charge Not covered none
Office visit- $15/visit-
If you need mental individual therapy session
health, behavioral Outpatient services $7'50/V'S'St(;gsrmp LISk Not covered Prior authorization required except for office visits.
health, or s.ubstance Other than office visit-
abuse services No charge
Inpatient services No charge Not covered Requires prior authorization.
Office visits No charge Not covered Cost sharing does not apply to preventive services.
Ch||db|r.th/ dehvery No charge Not covered Coverage includes abortion services.
professional services
If you are pregnant
Chllgiblrth/dellvery facility No charge Not covered Coverggellncludes abortion services. Requires prior
services authorization.
Home health care No charge Not covered Requires prior authorization.
Rehabilitation services $15/visit Not covered Requires prior authorization.
Habilitation services $15/visit Not covered Requires prior authorization.
If you need help
recovering or have o _ .
other special health S G No charge Not covered Limited to 100 days per calendar year. Requires prior
needs authorization.
Durable medical equipment No charge Not covered Requires prior authorization.
Hospice services No charge Not covered Requires prior authorization.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com/calpers
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What You Will Pay

Common : : Out-of-Network Limitations, Exceptions, & Other Important
) Services You May Need - . :
Medical Event y (Jgun\(,evti\;\llor: Ii[]%v;gggt) Provider Information
ed (You will pay the most)
. Children’s eye exam No charge Not covered none
' If your child needs Children's al N N -
dental or eye care ildren’s glasses ot covered ot covered none
Children’s dental check-up Not covered Not covered none

Excluded Services & Other Covered Services:

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

o Cosmetic surgery e Long-term care e Private-duty nursing
o Dental care (Adult) « Non-emergency care when traveling outside the ~ ®  Routine foot care
o Glasses us. o Weight loss programs

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

Chiropractic care— $15 per visit, 20 visits per
calendar year (combined) through American
Specialty Health Plan.

e Acupuncture— $15 per visit, 20 visits per calendar
year (combined) through American Specialty
Health Plan.

o Bariatric surgery

o Infertility services

e Hearing aids ($1,000 max per member every 36 Routine eye care (Adult)

months)

Your Rights to Continue Coverage:

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

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com/calpers
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Your Grievance and Appeals Rights:

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

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-926-4921.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-926-4921.
Chinese (1 32): AR E P SCHIFEE), 5T X ~5151-888-926-4921.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-926-4921.

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

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

B The plan’s overall deductible $0
B Specialist copayment $15
W Hospital (facility) copayment $0
B Other copayment $15

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

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

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $50

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $110

controlled condition)

B The plan’s overall deductible $0
B Specialist copayment $15
W Hospital (facility) copayment $0
B Other copayment $15

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $600

Coinsurance $0

What isn't covered
Limits or exclusions $60
The total Joe would pay is $660

up care)
B The plan’s overall deductible $0
W Specialist copayment $15
® Hospital (facility) copayment $0
B Other copayment $15

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

Diagnostic test (x-ray)

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

Total Example Cost $2,500
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice

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

Health Net:

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

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

If you need these services, contact Health Net’s Customer Contact Center at 1-888-926-4921
(TTY: 711).

If you believe that Health Net has failed to provide these services or discriminated in another way, 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, PO Box 10348, Van Nuys, California 91410-0348, by fax: 1-877-831-6019, or online: healthnet.com.

If you are not satisfied with Health Net’s decision or it has been more than 30 days since you filed the complaint, you may submit a
complaint form to the Department of Managed Health Care (DMHC).

The form is available at www.dmhc.ca.gov/FileaComplaint. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697) if there is
a concern of discrimination based on race, color, national origin, age, disability, or sex.

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



English
No Cost Langnage 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 1-888-926-4921  (TTY: 711).

Arabic
e B et aaeludll e Jpeaall llse s ia 3y o Jpomall di€ary 15558 ania o Jmal) €0 Ddae dalll Clasa
1.888-926-4921  (TTY: T11) el Juaifl 5 je o sl g iy gell dlay o 5 ga gall 2350

Armenian

Umjéwn (Eqiuiwuh Smmumpmankp: Fmp Jupnn Gp pubtodnp pupgumbhy unobog:
Puwunwpnphipnp jupnn B jupnpu) Akq huniup: Ogiompuh hunlup qubgqubwpkp Ukq akp ID
pupunf ypu trdus hEpmunumbwimpm] jud quiqubmpkp 1-888-926-4921 (TTY: 711).

Chinese

EHESRE - To{FHOEE - Tom AMFHTNESH AR TE - WHARMEEE
B S RENE S SUFEFESE - WRHE - HRELDE R -F AV BRI MBies - i E
1-888-926-4921 (TTY:711) =

Hindi

afar omeTg @ AT JaTd| AT Th AT WU Y Thd &1 IR gdddsl U HY AT
A1 Hhd §| AGG & WU, U HISS! HRS W iU T Flagy Fel UL & diel &1, A1
1-888-926-4921 (TTY: 711)1

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 Ius los tau. Xav tau kev pab, hu peb tau rau tus xov tooj ntawm koj daim npav 1os yog hu
1-888-926-4921 (TTY: 711).

Japanese
BEEROEFY A, #@RE ZFIRAWEETET, XEFEBSEALET, EMBALEREEIL,
DA — FIZiEfMEh TWAHES T THESEVV-7 <D, 1-888-926-4921 . (ITY:711),



EKhmer

N ANENWRGE G 9 HRNGE gUMSHRURUIMATENG HRHGANTIEN SORANISHTY UGS fjy
mﬁemrﬁh:E,:mmm:tmzmmg?ﬁmmmmnﬁmﬁﬁ@n}%smrﬁ:jﬁ U SfisgiuguANusORgsamangry
iS[fuils 1-888-926-4921  (TTY- 711).

Korean

22 oiof 4ulz BY AH2E BE 5 A5t A5} FASE dels 249 3E Au 2
Hod $ ok 28] asAd P ID Ft=d 59 a2 AssAAY
1-888-926-4921 (TTY: 711).

Navajo

Saad Bee Aka E'eyeed T'4a Jiik’e. Ata’ halne’igii hold. T'4a ho hazaad k'ehji naaltsoos hach’|’ wéltah.
Shika a'doowot ninizingo naaltsoos bee neiho’dolzinigii bikaa’gi béesh bee hane'i bikaa” aajj’
hodiilnih éi doodaii’ 1-888-926-4921  (TTY: 711).

Persian (Farsi)
) on 255 A L (g il 48 A Cal g3 s il 55 e B LT aa e S0 il e 801 sk 4 ol Sless
ISk el 38 5 L L a8l Gl an o Lad Jdin SIS (05548 () o Jlad A La Lo ilaial il s

- 1-888-926-4921 (TTY:711)

Russian

becnnaTHas noMOLE NEPEBOMHKOE. BBl MOMKETe NOMyMHTE NOMOLLE YCTHOTO nepesomia. Bav moryT
MPOMHTATE JOKYMEHTBI. 34 NOMOLIEK 00palaiTeck K HaM no Tened oy, MPHESIEHHOMY Ha Balle
WIEHTH(OHKALNOHHOH KAPTOMKE VIACTHHKA TaHa. KpoMe Toro, Bel MOXKETE MO3BOHHTE B

1-888-926-4921 (TTY: 711).

Panjabi (Punjabi)

gfs aft 3913 3 I7 A== 3 B9 TIAMT LGUS 99 AaT JI 396 o3 39 IH =fg
UFJ & ATE T AdT Jo| HeT 89, MU WHE 993 3 2f3 599 3 g 98 ad 7 JfdLr a9d
1-888-926-4921 (TTY: 711).




Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos v recibir algunos en su idioma. Para obtener ayuda, llamenos al nimero que fizura en su tarjeta de
identificacion o comuniquese con el 1-888-926-4921 (TTY. 711).

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 kamu sa nakalistang numero sa inyong ID card o
tawagan ang 1-888-926-4921 (TTY: 711).

Thai
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Vietnamese

Cic Dich Vu Ngbn Ngir Mién Phi. Quy vi ¢d the’ cd mdt phién dich vién. Quy vi co thé'yéu ¢ a1 dwoc doc cho
nghe tai liéu. D& nhin tror gitip, hay goi cho chiing tdi theo s& dwere liét k& trén thé ID cda quy vi hodc goi
1-888-926-4921 (TTY: 711).





