Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018 — 12/31/2018
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 $3,000. | The out-of-pocket limit is the most you could pay in a year for covered services. If you have
pocket limit for this Pharmacy: Individual $5,850 / Family $11,700/ family members in this plan, the overall family out-of-pocket limit must be met. OptumRx
plan? 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

o 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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(W Health Net'

Nondiscrimination INOt1ce

Health Net Life Insurance Company (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:

o Provides free aids and services to people with disabilities to communicate eftectively 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:

Group Employer Applicants 1-800-522-0088 (TTY: 711)
Individual & Family Plan (IFP) Off-Exchange Applicants 1-877-609-8711 (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, fax or online at:

Health Net Life Insurance Company Appeals & Grievances
PO Box 10348
Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Online: healthnet.com (Group) or myhealthnetca.com (IFP)

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.jst, 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.

(continued)

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. All rights reserved.
FLYO017622EPQO (12/17)



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 eftectively 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:

Group Employer Applicants 1-800-522-0088 (TTY: 711)
Individual & Family Plan (IFP) Off-Exchange Applicants 1-877-609-8711 (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, fax or online at:

Health Net of California, Inc.
PO Box 10348
Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Online: healthnet.com (Group) or myhealthnetca.com (IFP)

If you are not satisfied with the decision or it has been more than 30 days since you filed the
complaint, you may submit an Independent Medical Review Application/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).

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, if you have an ID card, please call the Customer Contact Center number.
Employer group applicants please call Health Net’s Commercial Contact Center at 1-800-522-0088 (TTY: 711).
Individual & Family Plan (IFP) applicants please call 1-877-609-8711 (TTY: 711).

Arabic
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JLi¥) S e e Joal ) s cdaad) il e gana cilills atiey 3oy Lad iy o (puaal +3haall Fad S e o8
> Aliladl g 0 i) ddad cildl ediag (3l Lad (TTY: 711) 1-800-522-0088 4l e Health Net 58 s bl
(TTY: 711) 1-877-609-8711 ad L JLai¥)
Armenian
Ubddwp (Equljut Swnwynipniuubp: dnip jupnn bp pwtwynp pupguuiths unwbuyg:
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1-800-522-0088 htinwjunuwhwdwpm] (TTY' 711): Individual & Family Plan (IFP) nhunpykphl
ulppmud kup quiquihwpty 1-877-609-8711 htnwjunuwhwdwpny (TTY 711):

Chinese

RETES AR - R EH IR B ARFE - ERTEE ARSI S4E BNl B TR TR e S s R sE = 2
G - BB HAMREEE BF - FITE PRGSO EREIRNS o B L ERT SR E AFBRBIT
1-800-522-0088 ( JE[EEE4% © 711) Bl Health Net fA A fERREH4E 0 Bi4% © Individual & Family Plan (IFP)
HE S5 A SEHEHT 1-877-609-8711 (JEEEELR @ 711)

Hindi

9T S[o AT HATU T T FATIUAT ITH FT Thd &1 AT FEATASIT hl SATAT ATIT H T24T T 3
AT & oI, 7T Tk 979 ST Te ¢ df FUAT TTgd 9 g o Aa¥ 9L Hid we| AR qaresh
ATAEH FIAT o A< F FHATNAA HUF 63 w1 1-800-522-0088 (TTY: 711) U FHi F| FREIT 37T
FIA T (ATETEY) SEEF FET 1-877-609-8711 (TTY: 711) U Fiet 791

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib tus
neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab cuam, yog tias koj muaj daim npav
ID, thov hu rau Neeg Qhua Lub Chaw Tiv Toj tus npawb. Tus tswv ntiav neeg ua haujlwm pab pawg sau ntawv
thov ua haujlwm thov hu rau Health Net Qhov Chaw Tiv Toj Kev Lag Luam ntawm

1-800-522-0088 (TTY: 711). Tus Neeg thiab Tsev Neeg Qhov Kev Npaj (IFP) cov neeg thov ua haujlwm thov
hu rau 1-877-609-8711 (TTY: 711).



Japanese

EBEROSFEY— AR L TE £, @RE D TFHWETES, ARETXELBHAT D
ZEHABETT, ~ATITHONWTUE, IDI— REBRFFLOGEITEREE L ¥ —F TBEHL LS
W, JEMFEZIE U7 AR O HIAE O J51%, Health Net DEHE & & —

1-800-522-0088, (TTY: 711) £ TEEMEZ IV, A - FEET 77 > (IFP) OHIAZFOFIX
1-877-609-8711 (TTY: 711) F TBEELZE W,

Khmer

N NN SASIGY INAHAESGS SUTSHRUMRTUN UL

IS HAIGOUISHSASIEIINSHAMMAMANIUIINSHSY iEuUsNSw
WEUSICINAHAEISUMUEIISS ugitTigiimisimMmSuusSiuaggjuunu
SMSSHHASRSY RNAMAIAIBEIRMNEEIZUhUSTA wuuT
SIISIMSURUANUS /R SSHIUN Health Net FUitu:iue 1-800-522-0088 (TTY: 711)
HENSMAISI{ERMUSWIUS SRS (IFP) uswmgiinisimsSuus 1-877-609-
8711 (TTY: 711)4

Korean

T8 Aol Au s Yt B AH|AE oA F FUT A EE A AE RO 8 glom
A Au 2= Fehr) FARHE o2 AFRUT Ego] B sk ID b % ]
A H] 2 AE o] A A Q. AL-&F T1F A1 Q12] 79 Health Net®] 7+q] 3174 0] 2~ Al o

1-800-522-0088(TTY: 71)H .2 Hg}al] F=AAI . /N L 715 Z:HAFP) A A9] 45
1-877-609-8711(TTY: 711)H o2 A 3}a) T4 A S

Navajo

Doo b33h 717n7g00 saad bee hlkl ada’iiyeed. Ata’ halne’7g77 da [a’ nl hld7d0ot’88][.
Naaltsoos da t’11l sh7 shizaad k’ehj7 shich9’ y7dooltah n7n7zingo t’11 nl
1k0dooln77[. !'kOt’4ego sh7kl a’doowo[ n7n7zingo Customer Contact Center
hooly4h7j8’ hod771lnih ninaaltsoos nanitingo bee n44ho’dolzin7g77 hodoonihij8’ bikll’.
Naaltsoos nehiltsOosgo naanish bl dahikah7g77 47 koj8’ hod77lnih Health Net’s

Commercial Contact Center 1-800-522-0088 (TTY:711).T'11 h0 d00 ha’1l[ch7n7 (IFP)
blh7g77 47 koj8’ hojilnih 1-877-609-8711 (TTY: 711).

Persian (Farsi)
m)uam\};ul_u\).\mub)mal_m\mSuu\P)am\yGA m)&@meﬂ@m\y@ A Gl ol Glans
L lald e i 1S o5 R lacaliia 580 (lad ol sidie Gl S e jlad b Tkl eyl obalid <8 R eSS iy a5 5
SN SR 5 538 7 sk glaaliie i 80 Gl (711:04545:5) 1-800-522-0088 »_lesi 43 Health Net ke el S e
2080 Gl (711200 51568) 1-877-609-8711 o e L Likal *(TFP)
Panjabi (Punjabi)
o' foR Ba13 =8l 37 Ae<’| 3HI s g97e € A" IS Sd Hele J1 3% TH3=H 3931 I (RO UF
3 FEE 7 ASE IS | HEE B9, 7 I3 3% g Welst 193 I, 3 fagur a8 Irdd AUdd ded 389 3 IS
I WS T IIY fadarg, faaur 9 I8H &€ © U9 AU ded § 1-800-522-0088 (TTY: 711) 3 IS
3| fenFSIE W3 Ufaeax ureT (IFP) fadara’ & fagur a9a 1-877-609-8711 (TTY: 711) '3 B I

Russian
BeCHJ’[aTHaH IIOMOIIIb HepeBOZ[‘IPIKOB. BLI MOXETEC HOJ'Iy‘II/ITI) ImoMoub HCpeBOI[‘{I/IKa. BaM MOFyT HpO‘II/ITaTI)



JIOKyMeHTHI Ha Barnrem ponHoM si3bike. Eciiu Bam Hy»kHa momorip U y Bac mpu cede ecTh KapTouka yyacTHUKA
TUTaHa, 3BOHUTE 10 TenedoHy L{eHTpa momMorm KiIreHTaM. Y YaCTHUKH KOJUIEKTUBHBIX IIAHOB,
MPEOCTABIIIEMBIX pabOTOIaTENIeM: 3BOHUTE B KOMMepUuecKkuii nenTp nomonu Health Net mo tenedony
10780001522110088 (TTY: 711). YuacTHukH 1m1aHOB 171 yacTHBIX Jiun U cemeld (IFP): 3BonuTe o tenedony
1087711609118711 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, si tiene una tarjeta de identificacion, llame al niimero del
Centro de Comunicacion con el Cliente. Los solicitantes del grupo del empleador deben llamar al

Centro de Comunicaciéon Comercial de Health Net, al 1-800-522-0088 (TTY: 711). Los solicitantes de
planes individuales y familiares deben llamar al 1-877-609-8711 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, kung mayroon kayong ID card, mangyaring
tumawag sa numero ng Customer Contact Center. Para sa mga grupo ng mga aplikante ng tagapag-empleyo,
mangyaring tumawag sa Commercial Contact Center ng Health Net sa 1-800-522-0088 (TTY: 711).

Para sa mga aplikante ng Planong Pang-indibiduwal at Pampamilya (Individual & Family Plan, IFP),
mangyaring tumawag sa 1-877-609-8711 (TTY: 711).

Thai

Tifiausnsaunim aasusaldainle aadnsalvaruanssiviloiiluauasaale
wineavAIsANIEURE uazaaliinslszandd Tusalnsunarugudgnaduiiug fadnsnauuadng
Tdsa nsmdudgneduiusidowidizeduas Health Net Mviuneaau

1-800-522-0088 (Tnum TTY: 711) faiimsunuyananazasaund?d (Individual & Family Plan: IFP)
TUsans 1-877-609-8711 (Tuiua TTY: 711)

Vietnamese

Céac Dich Vu Ngon Ngit Mién Phi. Quy vi cé thé c6 mot phién dich vién. Quy vi co thé yéu cau duge doc cho
nghe tai liéu bang ngdn ngir cia quy vi. Bé dugc gitp dd, néu quy vi c6 thé ID, vui 1ong goi dén sé dién thoai
ctia Trung Tam Lién Lac Khach Hang. Nhing ngudi ndp don xin bao hiém nhém qua hing s vui long goi
Trung Tam Lién Lac Thuong Mai ctia Health Net theo s6 1-800-522-0088 (TTY: 711). Nguoi ndp don thudc
Chuong Trinh C4 Nhan & Gia Dinh (IFP), vui long goi s6 1-877-609-8711 (TTY: 711).
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