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Dear Health Net Member:

Thank you for choosing Health Net to provide your health care benefits. We look forward to ensuring a
positive experience and your continued satisfaction with the services we provide.

This is your new Health Net Evidence of Coverage.

If your Group has requested that we make it available, you can choose to access this document online
through Health Net’s secure website at www.healthnet.com. You can also elect to have a hard copy of
this Evidence of Coverage mailed to you. Please call the telephone number on the back of your Member
identification card to request a copy.

d to track your health plan
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ess, search for doctors and
plan details — no matter

If you’ve got a web-enabled smartphone, you’ve got everything you
details. Take the time to download Health Net Mobile. You’ll be
easily find details about your plan, store provider information for e
hospitals, or contact us at any time. It’s everything you need to track
where you are as long as you have your smartphone handy:

ours a day, seven days a week
even submit questions to us through

ar Customer Contact Center is available from

idays. You’ll find the number to call on the

We look forward to serving you. Contact us at w
for information about our plans, your benefits and g
the website, or contact us at one of the number
7:00 a.m. to 6:00 p.m., Monday through Friday,
back of your Member ID card.

This document is the most up-to-date ver id confusion, please discard any versions you may

have previously received.
Thank you for choosing Health
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ABOUT THIS BOOKLET

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

Method of Provider Reimbursement

Health Net uses financial incentives and various risk sharing arrangements when paying providers under
SELECT 1 benefits. You may request more information about our payment methods by contacting the
Customer Contact Center at the telephone number on the Health Net ID Card, your Physician Group or
your Primary Care Physician.

Summary of Plan

This Evidence of Coverage constitutes only a summary of the healthi’Plan. #he health Plan contract must
be consulted to determine the exact terms and conditions of cover

Please read this Evidence of Coverage carefully.
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Use of Special Words

Special words used in this Evidence of Coverage (EOC) to explain your SELECT Plan have their first
letter capitalized and appear in the "Definitions" section.

The following words are used frequently:

e "You" or “Your” refers to anyone in your family who is covered; that is, anyone who is eligible for
coverage in this Plan and who has been enrolled.

e "Employee" has the same meaning as the word "you" above.
e "We" or "Our" refers to Health Net.
e "Subscriber" means the primary covered person, generally an employee of a Group.

e "Group" is the business entity (usually an employer) that contractsfwith Health Net SELECT to
provide this coverage to you.

e "Physician Group" or "Participating Physician Group (PPG)" meafs the miédical group the
individual Member selected as the source of SELECT L/HMO covered sedical care. This may also
refer to the provider of services under SELECT 2/PPO.

e "Primary Care Physician" is the individual PhysiCian‘gach Member selected who will provide or
authorize covered medical care received under SELECH 1/HMO benefits.

e "Plan" and "Evidence of Coverage (EOC)"hawe similar meanings. You may think of these as
meaning your Health Net benefits.

e "Tier" refers to a benefit option offeredunyeuritealth Net SELECT benefits.
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INTRODUCTION TO HEALTH NET

Welcome to the SELECT program, a product of Health Net, a Health Care Service plan regulated by the
California Department of Managed Health Care. Health Net SELECT provides three types of coverage:
the full protection of a Health Maintenance Organization (HMO) through SELECT 1, the flexibility of a
Preferred Provider Organization or PPO Network through SELECT 2 and the traditional indemnity
arrangement through SELECT 3. This Evidence of Coverage (EOC) will explain the SELECT 1,
SELECT 2 and SELECT 3 Tiers that are available to you as a Health Net SELECT Member.

In addition, CV'S MinuteClinic licensed practitioners are available to provide you with treatment of
common illnesses, vaccinations and other health services inside CVS/pharmacy stores. However,
Specialist referrals following care from CVS MinuteClinic must be obtained through the contracting
Physician Group under the SELECT 1 level of benefits. Members traveling in another state which has a
CVS Pharmacy with a MinuteClinic can access MinuteClinic covered services under this Plan at that
MinuteClinic under the terms of this Evidence of Coverage.

Some Hospitals and other providers do not provide one or mogéof theffollowing services that may
be covered under your Evidence of Coverage and that you or yousEamily Member might need:
family planning; contraceptive services, including emergency contraception; sterilization,
including tubal ligation at the time of labor and deliverysjinfertility treéatments; or abortion. You
should obtain more information before you enroll. Gallyotrprospéctive doctor, medical group,
independent practice association or clinic, or callddealth Net’si@ustomer Contact Center at
1-800-522-0088 to ensure that you can obtain the'Health’ Care Services that you need.

Please read this entire Evidence of Coverage so yowwillunderstand how your benefits work.

How to Obtain Care SELECT 1 (HMO)

SELECT 1 coverage applies when yotr@myour family receives medical care through a contracting
Physician Group. When you enroll imthefSEEECT Plan, you must select a contracting Physician Group
where you want to receivegioti®medical care. That contracting Physician Group will provide or
authorize all medical caré for SEECTA benefits except for Emergency Care or Urgently Needed Care
(see below). Call your Physi€ran Group directly to make an appointment. For contact information on
your Physician Group, please galldhe Customer Contact Center at the telephone number on your Health
Net ID card.

Selecting a Primary Care Physician

Health Net requires the designation of a Primary Care Physician. A Primary Care Physician provides
and coordinates your medical care. You have the right to designate any Primary Care Physician who
participates in our network and who is available to accept you or your Family Members, subject to the
requirements set out below under "Selecting a Contracting Physician Group."

For children, a pediatrician may be designated as the Primary Care Physician. Until you make this
Primary Care Physician designation, Health Net designates one for you. Information on how to select a
Primary Care Physician and a list of the participating Primary Care Physicians in the Health Net Service
Area are available on the Health Net website at www.healthnet.com. You can also call the Customer
Contact Center at the number shown on your Health Net I.D. Card to request provider information.
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Selecting a Contracting Physician Group

Each person must select a Primary Care Physician at a contracting Physician Group close enough to his
or her residence or place of work to allow reasonable access to medical care. Family Members may
select different contracting Physician Groups.

A Subscriber who resides outside the Health Net Service Area may enroll based on the Subscriber’s
work address that is within the Health Net Service Area. Family Members who reside outside the Health
Net Service Area may also enroll based on the Subscriber’s work address that is within the Health Net
Service Area. If you choose a Physician Group based on its proximity to the Subscriber’s work address,
you will need to travel to that Physician Group for any non-emergency or non-urgent care that you
receive. Additionally, some Physician Groups may decline to accept assignment of a Member whose
home or work address is not close enough to the Physician Group to allow reasonable access to care.
Please call the Customer Contact Center at the number shown on your Health Net I.D. Card if you need
a provider directory or if you have questions involving reasonable access to care. The provider directory
is also available on the Health Net website at www.healthnet.com.

Selecting a Participating Mental Health Professional

Mental Disorders and Chemical Dependency benefits are administere
behavioral health administrative services company (the Behawi dministrator), which
contracts with Health Net to administer these benefits see a Participating Mental
Health Professional, contact the Behavioral Health A @ alling the Health Net Customer

et IdD. card. The Behavioral Health Administrator
Professional, a participating independent Physician
work, close to where you live or work, with

Services, an affiliate

will help you identify a Participating Mental H
or a sub-contracted provider association (IPA)

Chemical Dependency may require prior

tor in order to be covered. Please refer to the "Mental
Disorders and Chemical Dependenc A in "Covered Services and Supplies” for a complete
description of Mental Dis and CGhemical Dependency services and supplies, including those that
require prior authorization’by t avioral Health Administrator.

Specialists and Referral C

Sometimes, you may need care that the Primary Care Physician cannot provide. At such times, you will
be referred to a Specialist or other health care provider for that care. Refer to the "Selecting a
Participating Mental Health Professional™ section above for information about receiving care for Mental
Disorders and Chemical Dependency.

THE CONTINUED PARTICIPATION OF ANY ONE PHYSICIAN, HOSPITAL OR OTHER
PROVIDER CANNOT BE GUARANTEED.

THE FACT THAT APHYSICIAN OR OTHER PROVIDER MAY PERFORM, PRESCRIBE,
ORDER, RECOMMEND OR APPROVE A SERVICE, SUPPLY OR HOSPITALIZATION
DOES NOT, IN ITSELF, MAKE IT MEDICALLY NECESSARY, OR MAKE IT A COVERED
SERVICE.
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Standing Referral to Specialty Care for Medical and Surgical Services

A standing referral is a referral to a participating Specialist for more than one visit without your Primary
Care Physician having to provide a specific referral for each visit. You may receive a standing referral to
a Specialist if your continuing care and recommended treatment plan is determined Medically Necessary
by your Primary Care Physician, in consultation with the Specialist, Health Net's Medical Director and
you. The treatment plan may limit the number of visits to the Specialist, the period of time that the visits
are authorized or require that the Specialist provide your Primary Care Physician with the regular reports
on the health care provided. Extended access to a participating Specialist is available to Members who
have a life threatening, degenerative or disabling condition (for example, Members with HIV/AIDS). To
request a standing referral ask your Primary Care Physician or Specialist.

If you see a Specialist before you get a referral, you may have to pay for the cost of the treatment. If
Health Net denies the request for a referral, Health Net will send you a letter explaining the reason. The
letter will also tell you what to do if you don’t agree with this decision. This notice does not give you all
the information you need about Health Net’s Specialist referral policy4Fo get a copy of our policy,
please contact us at the number shown on your Health Net 1.D. Cargf

Changing Contracting Physician Groups

You may transfer to another contracting Physician Group, butonly according to the conditions
explained in the "Transferring to Another Contracting RPhysiciamGroup™ portion of the "Eligibility,
Enrollment and Termination™ section.

Your Financial Responsibility

Your Physician Group will authorize andgoordinate all,yoUr care, providing you with medical services
or supplies. You are financially responsible,fomanytxequired Copayment or Coinsurance described in the
"Schedule of Benefits and Copayments — SERECTL” section. If you receive Covered Services at a
contracted SELECT 1 health facility, atwhich, @ras a result of which, you receive services provided by a
SELECT 3 provider, you will pay naimore tham the same cost sharing you would pay for the same
Covered Services receiveddroma SELECT 1 provider. You are also financially responsible for care this
SELECT Plan does not c@ver.

Timely Access to Care

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

Please contact Health Net at the number shown on your Health Net 1.D. Card, 7 days per week, 24 hours
per day to access triage or screening services. Health Net provides access to covered Health Care
Services in a timely manner.

Please see the "Language Assistance Services" section and the "Notice of Language Services" section
for information regarding the availability of no cost interpreter services.
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Definitions Related to Timely Access to Care

Triage or Screening is the evaluation of a Member’s health concerns and symptoms by talking to a
doctor, nurse, or other qualified health care professional to determine the Member's urgent need for care.

Triage or Screening Waiting Time is the time it takes to speak by telephone with a doctor, nurse, or
other qualified health care professional who is trained to screen or triage a Member who may need care,
and will not exceed 30 minutes.

Business Day is every official working day of the week. Typically, a business day is Monday through
Friday, and does not include weekends or holidays.

Scheduling Appointments with Your Primary Care Physician

When you need to see your Primary Care Physician (PCP), call his or her office for an appointment at
the phone number on your Health Net I.D. card. Please call ahead as soon as possible. When you make
an appointment, identify yourself as a Health Net Member, and tell thegfeceptionist when you would like
to see your doctor. The receptionist will make every effort to sche ointment at a time
convenient for you. If you need to cancel an appointment, notify Ician,as soon as possible.

your Primary Care Physician. Wait times depend on your conditi ype of care you need. You
should get an appointment to see your PCP:

e PCP appointments: within 10 business days o pointment.
e Urgent care appointment with PCP: wit
ithin

e Routine Check-up/Physical Exam: iness’days of request for an appointment.

Your Primary Care Physician may decide
does not harm your health.

ay to wait longer for an appointment as long as it

Scheduling Appointments wi

When you need to see yodr desi
an appointment. When y
the receptionist when you would li
schedule an appointment at a
provider as soon as possible.

urParticipating Mental Health Professional

articipating Mental Health Professional, call his or her office for
appointment, identify yourself as a Health Net Member, and tell
to see your provider. The receptionist will make every effort to
convenient for you. If you need to cancel an appointment, notify your

This is a general idea of how many business days, as defined above, that you may need to wait to see a
Participating Mental Health Professional:

e Psychiatrist (Behavioral Health Physician) appointment: within 10 business days of request for
an appointment.

e A therapist or social worker, non-Physician appointment: within 10 business days of request for
an appointment.

e Urgent appointment for mental health visit: within 48 hours of request for an appointment.

e Non-life threatening behavioral health emergency: within 6 hours of request for an appointment.
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Your Participating Mental Health Professional may decide that it is okay to wait longer for an
appointment as long as it does not harm your health.

Scheduling Appointments with a Specialist for Medical and Surgical Services

Your Primary Care Physician is your main doctor who makes sure you get the care you need when you
need it. Sometimes your Primary Care Physician will send you to a Specialist.

Once you get approval to receive the Specialist services, call the Specialist’s office to schedule an
appointment. Please call ahead as soon as possible. When you make an appointment, identify yourself as
a Health Net Member, and tell the receptionist when you would like to see the Specialist. The
Specialist’s office will do their best to make your appointment at a time that works best for you.

This is a general idea of how many business days, as defined above, that you may need to wait to see the
Specialist. Wait times for an appointment depend on your condition and the type of care you need. You
should get an appointment to see the Specialist:

e Specialist appointments: within 15 business days of request f appointment.

e Urgent care appointment: with a Specialist or other type of prowider that aeeds approval in
advance — within 96 hours of request for an appointment.

Scheduling Appointments for Ancillary Servi

Sometimes your doctor will tell you that you need &
medical devices, for treatment or to find out m

services'such as lab, x-ray, therapy, and
our health condition.

Here is a general idea of how many business da
appointment:

ed above, that you may need to wait for the

e Ancillary Service appointment: withi ss days of request for an appointment.

e Urgent care appointment for
for an appointment.

eed approval in advance: within 96 hours of request

intments

, call the doctor’s office right away. If you miss your appointment,
ppointment. By canceling or rescheduling your appointment, you let

Canceling or Missing Y

If you cannot go to your appointm
call right away to reschedule
someone else be seen by the doctor.

Triage and/or Screening/24-Hour Nurse Advice Line

As a Health Net Member, when you are sick and cannot reach your doctor, like on the weekend or when
the office is closed, you can call Health Net’s Customer Contact Center at the number shown on your
Health Net 1.D. Card, and select the Triage and/or Screening option to these services. You will be
connected to a health care professional (such as a doctor, nurse, or other provider, depending on your
needs) who will be able to help you and answer your questions. As a Health Net Member, you have
access to triage or screening service, 24 hours per day, 7 days per week.

If you have a life threatening emergency, call “911” or go immediately to the closest emergency
room. Use “911” only for true emergencies.
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How to Obtain Care SELECT 2 (PPO)

SELECT 2 coverage applies when you receive medical care from a Health Net SELECT 2 Preferred
Provider listed in the Health Net Network Directory. Health Net contracts with these providers to furnish
medical services at a reduced cost. Health Net will pass that cost savings to you when you use a
Preferred Provider. To obtain a copy of the directory, please contact the Customer Contact Center at the
telephone number on your Health Net ID Card or visit the Health Net website at www.healthnet.com.

The SELECT 2 Preferred Provider Network is subject to change. It is your obligation to be sure that the
provider you choose is a SELECT 2 Provider with a Health Net agreement in effect. IMPORTANT
NOTE: Please be aware that it is your responsibility and in your best financial interest to verify that the
health care providers treating you are SELECT 2 Providers, including:

e The Hospital or other facility where care will be given. After verifying that the Hospital or the
facility is a SELECT 2 Provider, You should not assume all providers at that Hospital or facility are
also SELECT 2 Providers; if you receive services from a SELECT&Provider at that Hospital or
facility, refer to “How to Obtain Care SELECT 3 (OON)” below#for information on how those
services are paid.

e The provider you select, or to whom you are referred, at the specifigylocation at which you will
receive care. Some providers participate at one location;dbut not at others.

SELECT 2 Providers may refer Members to SELECT#3 (Out-of<Netwdrk) Providers but services are
covered at the SELECT 3 level of coverage.

Some of the Covered Expenses under the SELECH, 2 Ti€r are subject to a requirement of Certification,
or treatment review, in order for full benefits to be awailable to you. Please refer to the “Certification
Requirement” section in this Evidence ofg€@everage foradditional information.

Specialists and Referral Cate

In the event that you desire to see a SpecialiSnot affiliated with your selected Physician Group, for care
or service you have the optiomte see ‘Qme of Health Net’s Preferred Providers. Simply find the Specialist
you wish to see in the Health Net Prefetred Provider Directory and schedule an appointment.

THE CONTINUED PARTICIPATION OF ANY ONE PHYSICIAN, HOSPITAL OR OTHER
PROVIDER CANNOT BE GUARANTEED.

THE FACT THAT APHYSICIAN OR OTHER PROVIDER MAY PERFORM, PRESCRIBE,
ORDER, RECOMMEND OR APPROVE A SERVICE, SUPPLY OR HOSPITALIZATION
DOES NOT, IN ITSELF, MAKE IT MEDICALLY NECESSARY, OR MAKE IT A COVERED
SERVICE.

Your Financial Responsibility

You are responsible for specified Copayments or Coinsurance levels. Note that you will have a higher
level of coverage with lower out-of-pocket costs through SELECT 1, as compared with SELECT 2 and
SELECT 3.

Furthermore, there is also an advantage in using SELECT 2 over SELECT 3. Providers listed in the
Health Net Network Directory (SELECT 2) have agreed to accept the Contracted Rate as payment in
full. You will never be responsible for amounts billed in excess of Covered Expenses.
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You are also completely financially responsible for care this SELECT Plan does not cover.

How to Obtain Care SELECT 3 (OON)

You may also receive medical care from any licensed Out-of-Network Provider or Physician Group.
Your option to obtain the benefits in this Evidence of Coverage is referred to as SELECT 3. In this case,
however, you lose the protection of contracted rates and must also submit claims for benefits. You will
not be reimbursed for any amounts in excess of the Maximum Allowable Amount. Please refer to the
definition of Maximum Allowable Amount in the "Definitions" section for details.

Non-emergent services provided by a SELECT 3 Provider at an in-network (SELECT 2) facility will be
payable at the SELECT 2 Provider level of coverage, with the same cost-sharing and Deductible, if
applicable, and without balance billing (balance billing is the difference between a provider’s billed
charge and the Maximum Allowable Amount); the cost-sharing and Deductible will accrue to the
SELECT 2 Out-of-Pocket Maximum.

However, the SELECT 3 Provider may bill or collect from you thedifferenge between a provider’s
billed charge and the Maximum Allowable Amount in addition to any agplicable SELECT 3
Deductible(s), Copayments and/or Coinsurance, only when you consentin waiting at least 24 hours in
advance of care. In order to be valid, that consent must meefall of the foll@wing requirements: (1) it
must be in a document that is separate from the documeatusedhito obtaimthe consent for any other part
of the care or procedure, (2) the SELECT 3 Providerdias given yau, afwritten estimate of the total out-of-
pocket cost of care, (3) the consent has advised yodithat yalr may elect to seek care from a SELECT 2
Provider or may contact Health Net to arrange t@ecenve care from a SELECT 2 Provider, (4) that any
costs that you incur as a result of your use of thetSELECTA3 benefit shall be in addition to SELECT 2
Provider cost-sharing amounts and may net.countitoward the annual Out-of-Pocket Maximum on
SELECT 2 Provider benefits or a Deductifale, #anys for'in-network benefits, and (5) the consent and
estimate shall be provided to you inJanguagesyotherithan English under certain circumstances.

Some of the Covered Expenses undek the.SELECT 3 Tier are subject to a requirement of Certification,
or treatment review, in orderder full Benefits to be available to you. Please refer to the “Certification
Requirement” section in this Evidence@f Coverage for additional information.

Specialists and Referral Careg

In the event you desire to see a particular Specialist that is not listed in Health Net’s Provider
Directories, you have the option to seek services from an Out of Network Physician. Simply schedule an
appointment with the provider you desire and the services will be reimbursed to you based on the
Maximum Allowable Amount and your benefits, once you submit the claims to Health Net.

THE FACT THAT APHYSICIAN OR OTHER PROVIDER MAY PERFORM, PRESCRIBE,
ORDER, RECOMMEND OR APPROVE A SERVICE, SUPPLY OR HOSPITALIZATION
DOES NOT, IN ITSELF, MAKE IT MEDICALLY NECESSARY, OR MAKE IT A COVERED
SERVICE.

Your Financial Responsibility

You are responsible for an annual Deductible and specified Coinsurance levels, including amounts billed
in excess of the Maximum Allowable Amount. You are completely financially responsible for care that
this SELECT Plan does not cover.
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Additionally, the Out-of-Network Provider may request that you pay the billed charges when the service
is rendered. In this case, you are responsible for paying the full cost and for submitting a claim to Health
Net for a determination of what portion of the billed charges is reimbursable to you.

Questions

Call Health Net’s Customer Contact Center with questions about this Plan at the number shown on your
Health Net ID Card.

Transition of Care For New Enrollees

You may request continued care from a provider, including a Hospital, that does not contract with
Health Net if, at the time of enrollment with Health Net, you were receiving care from such a provider
for any of the following conditions:

e An Acute Condition;

e A Serious Chronic Condition not to exceed twelve months fromiyourdEffective Date of coverage
under this Plan;

e A pregnancy (including the duration of the pregnancy afd immediate¥p@Stpartum care);

e A newborn up to 36 months of age not to exceed twelveymonths fr@m your Effective Date of
coverage under this Plan;

e A Terminal lliness (for the duration of the Terminaldiness); or

e A surgery or other procedure that has been authorized ¥y your prior health plan as part of a
documented course of treatment.

For definitions of Acute ConditiongSerious Chronic®Condition and Terminal IlIness see the
"Definitions" section.

Health Net may provide coverage fore@mpletion of services from such a provider, subject to applicable
Copayments and any excl@sions and Iimitations of this Plan. You must request the coverage within 60
days of your Group’s effectivesdate unless it is shown that it was not reasonably possible to make the
request within 60 days of the Group®s effective date and you make the request as soon as reasonably
possible. The non-ParticipatingsRrovider must be willing to accept the same contract terms applicable to
providers currently contracted with Health Net, who are not capitated and who practice in the same or
similar geographic region. If the provider does not accept such terms, Health Net is not obligated to
provide coverage for that provider.

If you would like more information on how to request continued care, or request a copy of our
continuity of care policy, please contact the Customer Contact Center at the telephone number on your
Health Net ID Card.
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Emergency and Urgently Needed Care through Your SELECT

Plan

WHAT TO DO WHEN YOU NEED MEDICAL CARE IMMEDIATELY
In serious emergency situations: Call “911” or go to the nearest Hospital.

If your situation is not so severe: Call your Primary Care Physician or Physician Group (medical)
or the Behavioral Health Administrator (Mental Disorders and Chemical Dependency) or if you
cannot call them or you need medical care right away, go to the nearest medical center or Hospital.

Your Physician Group and Behavioral Health Administrator are available 24 hours a day, seven days a
week, to respond to your phone calls regarding care that you believe is needed immediately. They will
evaluate your situation and give you directions about where to go for the care you need.

Except in an emergency or other urgent medical circumstances, the covered services of SELECT 1 must
be performed by your Physician Group or authorized by them to be pérformed by others. In order to
qualify for SELECT 1 level benefits, you may use other providers@utsidefyour Physician Group only
when you are referred to them by your Physician Group.

If you are not sure whether you have an emergency or requilie urgent carejglease contact Health Net at
the number shown on your Health Net I.D. card. As a Health"Net Member, you have access to triage or
screening services, 24 hours per day, 7 days per weeks

Urgently Needed Care within 30-mile radius of yaur Rhysician Group and all non-Emergency
Care--must be performed by your Physician Group, or ‘authorized by them in order to be covered at the
Tier one level. These services, if performed by other§outsigle your Physician Group, will not be covered
at the SELECT 1 level unless they are auth@sized Ry your Physician Group.

Urgently Needed Care outside a 30-mile radius‘@fyour Physician Group and all Emergency Care
(including care outside of Californra)ssmay beyperformed by your Physician Group or another
provider when your circumstances reguire 1t:%8ervices by other providers will be covered if the facts
demonstrate that you requirg@®Emergency or Urgently Needed Care. Authorization is not mandatory to
secure coverage. See the FDefinitiens Related to Emergency and Urgently Needed Care" section below
for the definition of Urgently#Needed) Care.

It is critical that you contact y@uggPhysician Group as soon as you can after receiving emergency
services from others outside your Physician Group. Your Physician Group will evaluate your
circumstances and make all necessary arrangements to assume responsibility for your continuing care.
They will also advise you about how to obtain reimbursement for charges you may have paid.

Always present your Health Net ID Card to the health care provider regardless of where you are. It will
help them understand the type of coverage you have and they may be able to assist you in contacting
your Physician Group.

After your medical problem (including Severe Mental Iliness and Serious Emotional Disturbances of a
Child) no longer requires Urgently Needed Care or ceases to be an emergency and your condition is
stable, any additional care you receive is considered Follow-Up Care.

Follow-Up Care services must be performed by your Physician Group (medical) or the Behavioral
Health Administrator (Mental Disorders and Chemical Dependency) to be covered under the SELECT 1
benefit level.
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Follow-up Care after Emergency Care at a Hospital that is not contracted with Health Net: If you are
treated for Emergency Care at a Hospital that is not contracted with Health Net (medical) or the
Behavioral Health Administrator (Mental Disorders and Chemical Dependency), Follow-up Care must
be authorized by Health Net or it will not be covered. If, once your Emergency Medical Condition or
Psychiatric Emergency Medical Condition is stabilized, and your treating health care provider at the
Hospital believes that you require additional Medically Necessary Hospital services, the non-contracted
Hospital must contact Health Net to obtain timely authorization. If Health Net determines that you may
be safely transferred to a Hospital that is contracted with Health Net and you refuse to consent to the
transfer, the non-contracted Hospital must provide you with written notice that you will be financially
responsible for 100% of the cost for services provided to you once your Emergency condition is stable.
Also, if the non-contracted Hospital is unable to determine the contact information at Health Net in
order to request prior authorization, the non-contracted Hospital may bill you for such services.

Definitions Related To Emergency and Urgently Needed Care

Please refer to the "Definitions," section, for definitions of Emergen are, Emergency Medical

Condition, Psychiatric Emergency Medical Condition and Urgent

Prescription Drugs

If you purchase a covered Prescription Drug for a medica
Nonparticipating Pharmacy, this SELECT Plan will re
required Copayment shown in the "Schedule of Beg
may have to pay for the Prescription Drug whegdit i

rgently Needed Care from a
e retail cost of the drug less any
ents — SELECT 1" section. You

To be reimbursed, you must file a claim with He all our Customer Contact Center at the
telephone number on your Health Net | 1 r website at www.healthnet.com to obtain
claim forms and information.

Note

The "Prescription Drugs™ portio e clusions and Limitations™ section and the requirements

of the Formulary also ugs are dispensed by a Nonparticipating Pharmacy.

Chiropractic Service

If you require Emergency Ch ctic Services, American Specialty Health Plans of California, Inc.
(ASH Plans) will provide coverage for those services. Emergency Chiropractic Services are covered
services provided for the sudden and unexpected onset of an injury or condition affecting the
neuromusculoskeletal system which manifests itself by acute symptoms of sufficient severity, including
severe Pain such that a person could reasonably expect that a delay of immediate Chiropractic Services
could result in serious jeopardy to your health or body functions or organs. See also the “Definitions”
section, “Emergency Chiropractic Services.”

ASH Plans shall determine whether Chiropractic Services constitute Emergency Chiropractic Services.
ASH Plans' determination shall be subject to ASH Plans’ grievance procedures and the Department of
Managed Health Care’s independent medical review process.

You may receive Emergency Chiropractic Services from any chiropractor. ASH Plans will not cover any
services as Emergency Chiropractic Services unless the chiropractor rendering the services can show
that the services in fact were Emergency Chiropractic Services. You must receive all other covered
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Chiropractic Services from a chiropractor under contract with ASH Plans ("Contracted Chiropractor™) or
from a non-Contracted Chiropractor only upon a referral by ASH Plans.

Because ASH Plans arranges only Chiropractic Services if you require medical services in an
emergency, ASH Plans recommends that you consider contacting your Primary Care Physician or
another Physician or calling “911”. You are encouraged to use appropriately the “911” emergency
response system, in areas where the system is established and operating, when you have an Emergency

Medical Condition that requires an emergency response.
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SCHEDULE OF BENEFITS AND COPAYMENTS —
SELECT 1

The following schedule shows the Copayments (fixed dollar and percentage amounts) that you must pay
for SELECT 1 covered services and supplies.

Percentages shown below may be referred to as "Coinsurance” and are applied to amounts agreed to in
advance by Health Net and the Member’s Physician Group or other health care provider.

You must pay the stated fixed dollar Copayments at the time you receive services. Percentage
Copayments are usually billed after services are received.

There is a limit to the amount of Copayments you must pay in a Calendar Year. Refer to the "Out-of-
Pocket Maximum- SELECT 1" section for more information.

Emergency or Urgently Needed Care in an Emergéncy Room or Urgent
Care Center

Use of emergency room (facility and professional Services).........cccoee il e []
Use of urgent care center (facility and professional seryi D T [1

Copayment Exceptions

e If you are admitted to a Hospital as an i
center, the emergency room or urgent ca

e ectly from the emergency room or urgent care
ayment will not apply.

e If you receive care from an urge ed and operated by your Physician Group, the
urgent care Copayment will not ap visit to one of its facilities will be considered an
office visit, and any Copa ireel, for office visits will apply.)

e [For emergency care inan e m or urgent care center, you are required to pay only the
Copayment amou ired Under this plan as described above. Refer to “Ambulance Services”
below for emergency transportation Copayment.

Ambulance Services

Copayment
L€ o1 To I T o] 01U ] - T Lo OSSR [1
AT AMDUIANCE ...ttt b e e e s be et e e s e e s be e beeseesbe e beaneesreebe s []

Note

e For more information on ambulance services coverage, refer to the “Ambulance Services”
portions of the “Covered Services and Supplies” section and the “Exclusions and Limitations”
section.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Office Visits

Visit to Physician, Physician Assistant or Nurse Practitioner at a

(oo gL T LTl o ) AT (oI T I ] o o S [1
Specialist or specialty care CONSUIATION ........ooeiiiiiiiie e []
ViSIE 0 CVS MINUEECTINIC™......eciicic ettt e et e e e st este e esna e reeneesreene s [1
Physician visit to Member’s home (at the discretion of the Physician in

accordance with the rules and criteria established by Health Net) ..........ccccocvieiiiiiiiiicece e, [1
Annual routine physical eXaMINALION ..........ccuiiiiii et reeae s []
Vision and hearing examination (for diagnosis or treatment, including

refractive €Ye XAMINALIONS) .......oiuieiuiiieitieieeie st ettt ee et e b e et e s beesbeesbesbeesbeeneesreenbeeneesneeaeas []
Telehealth services through TEIAUOC .......ccveiiiieieee e sraenae s [1

Notes

Self-referrals are allowed for obstetrician and gynecological ser d reproductive and sexual
health care services. (Refer to the "Obstetrician and Gynecolo YN) Self-Referral” and

“Self-Referral for Reproductive and Sexual Health Care Service i
and Supplies” section.)

* Specialist referrals following care from CVS Minute tained through the contracting
Physician Group under this SELECT 1 level of b Care Services through the CVS
MinuteClinic are subject to the Copayment shown, bele 'Preventive Care Services."

Preventive Care Services

Preventive Care SEerviCes ........ooveoudiimreeeeeeeees oheeeenns o SRR
Notes

Covered services incl
immunizations, well-
preventive services a
breast feeding support an
Refer to the "Preventive C
details.

limited to, annual preventive physical examinations,
tions, preventive services for pregnancy, other women’s

es, and preventive vision and hearing screening examinations.
ervices" portion of the "Covered Services and Supplies” section for

If you receive any other covered services in addition to Preventive Care Services during the same
visit, you will also pay the applicable Copayment for those services.

Hospital Visits by Physician

Physician visit to Hospital or Skilled Nursing FacCility.........cccccoveiieiiiiie i [1

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Note

The above Copayment applies to professional services only. Care that is rendered in a Hospital is
also subject to the applicable facility Copayment. Look under the “Inpatient Hospital Services”
heading to determine any additional Copayments that may apply.

Allergy, Immunizations and Injections

F N =] 10 ) (=T (] o RO P TR ORTR RS []
ATIEIGY INJECTION SEIVICES ....vvetieiieiiesieie et te st e e ste et e e e s e et e st e ste et e s saesseeseesseesteeseeaseesseeneesneeseeneeaneennens [1
F N =T 10 )= (U o PO PR RUR ORISR []
Immunizations for occupational purposes or foreign travel ...........coov e [1
Injections (except for Infertility)

Office based injectable medications (PEF AOSE) .....cvviveiverieeieseeie et se e seesae e es [1

Notes

Immunizations that are part of Preventive Care Services are co
Services” in this section.

they are administered in a Physician’s offic
Specialty Drug, You will need to obtain the
Pharmacy Vendor and bring it with yau to th
delivery of the Specialty Drug direct
Pharmacy Vendor. Please refer to the "
"Schedule of Benefits and Copa ‘4»

office through our contracted Specialty
rugs (up to a 30 day supply)" portion of this
CT 1" section for the applicable Copayment.

Rehabilitation Therap

e N AT o= LNt 1T oY SR

OCCUPALIONAL TNEIAPY ... ettt b e bt b et e et e b e e bt e st e sbe e beenbeebeenbeenbenreenbeenee e []

SPEECI TNEIAPY ...ttt et e Ee e e R be et e Re e Ee et e Re e ae et e ne e reenee e [1

Pulmonary rehabilitation therapy ..........ooieiiie et []

Cardiac rehabilitation tNEIAPY ........veii ittt e e e reesae e e eneesreenee e [1]
Notes

These services will be covered when Medically Necessary.

Coverage for physical, occupational and speech rehabilitation therapy services is subject to certain
limitations as described under the heading "Rehabilitation Therapy" portion of the "Exclusions and
Limitations" section.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Care for Conditions of Pregnancy

Prenatal or postnatal OfFICE VISIT ........c.oiiiiiiiie e et []
Newborn care office visit (Dirth through 30 daYS).......ccecieiieiiiiereece e [1
Physician visit to the mother or newborn at @ HOSPItal ..........cccooeiiiiiiiiiieee s []
Normal delivery, inCluding CESArean SECLION .........c.ccviieiiere e see e se et e e e e eneenns [1
Complications Of PrEGNANCY ........oiueeiuiiieiieeiieeie sttt bbb nreas See note below***
GENELIC TESTING OF TEIUS ....veieeie ettt et e st e e e s re e te e e e e seesaeaneeeneeseeenee e [1
Circumcision of newborn (birth through 30 days) ™ ™ ... []
Notes

The above Copayments apply to professional services only. Services that are rendered in a Hospital
are also subject to the Hospital services Copayment. Look under the "Inpatient Hospital Services"

apply.
Prenatal, postnatal and newborn care that are Preventive Care
“Preventive Care Services” above. If other non-Preventive Care Serui e received during the
same office visit, the above Copayment will apply for Care Services. Refer to
“Preventive Care Services” and “Pregnancy” unde[

***Applicable Copayment or Coinsurance requireq
the treatment of an illness or condition, includi
example, if the complication requires an of

will apply.
****Circumcisions for Members age 31

"Outpatient Surgery." Refer to the
Copayments.

ot limited to, complications of pregnancy. For
hen the office visit Copayment or Coinsurance

er are covered when Medically Necessary under
spital Services" section for applicable

Family Planning

Sterilization of female........... ... e e e et e e e a e
Y G L=V o] T 0 i 44T -SSR [1

Notes

The diagnosis, evaluation and treatment of Infertility are described below in the "Infertility Services"
section.

The above Copayments apply to professional services only. Services that are rendered in a Hospital
are also subject to the Hospital services Copayment. Look under the "Inpatient Hospital Services"
and "Outpatient Hospital Services™" headings to determine any additional Copayments that may
apply.

Sterilization of females and women’s contraception methods and counseling, as supported by HRSA
guidelines, are covered under “Preventive Care Services” in this section.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Infertility Services

Copayment
Infertility services (all covered services that diagnose, evaluate or treat
L1 T ] 13 USSP [1

Notes

Infertility services include Prescription Drugs, professional services, inpatient and outpatient care
and treatment by injections.

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

Refer to the “Infertility Services” and “Fertility Preservation” provisions in the "Covered Services
and Supplies” section and the "Exclusions and Limitations" section for additional information.

Infertility services (which include GIFT and artificial insemination
prepare the Member to receive this procedure, are covered onl

and all covered services that
ealth Net Member.

Other Professional Services

SUIGEIY ettt
ASSISTANCE AL SUTGEIY....ovvivieiriiiieieieee e
Administration of anesthetics ............ccccccevnne.
Chemotherapy ......cccooevveiecieceece e
Radiation therapy.......cccccevevveeieniennennn,

Laboratory ServiCes........cccoovevvviveiveriesnnns
Diagnostic imaging (including x-ra
Medical social services...................
Patient education™............c.ccecerernne
Nuclear medicine (use of r.
Renal dialysis.........cc..... it
Organ, tissue or stem cel

Notes

The above Copayments apply to professional services only. Care that is rendered in a Hospital or in
an outpatient surgery setting is also subject to the applicable facility Copayment. Look under the
“Inpatient Hospital Services” and “Outpatient Facility Services” headings to determine any
additional Copayments that may apply.

Surgery includes surgical reconstruction of a breast incident to a mastectomy, including surgery to
restore symmetry; also includes prosthesis and treatment of physical complications at all stages of
mastectomy, including lymphedema.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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* Covered health education counseling for diabetes, weight management and smoking cessation,
including programs provided online and counseling over the phone, are covered as preventive care
and have no cost-sharing; however, if other medical services are provided at the same time that are
not solely for the purpose of covered health education counseling, the appropriate related Copayment

will apply.

Medical Supplies

Durable Medical Equipment, nebulizers, including face masks and tubing..........ccccccevvvevecieiv e, [1
Orthotics (such as bracing, SUPPOIES 8Nd CASES) ........eiverreriiriiiieieieiesie e [1
[T Vo= Tl [T o] 1] ] oSSR [1
DIADETIC FOOTWEAN ...t b bbbttt b bbbt [1
Prostheses (INternal Or @XTEINAL).........ccviiieieiie et esre e teereesreenaeeneenres [1
Blood or blood products except for drugs used to treat hemophilia,

([glod (0o TTaTo TN o] (o o0 I - Tod (o] £ ukaia P AP OSPRSSS [1
Notes

the retail charge.

* For a complete list of covered diabetic equip
the "Covered Services and Supplies™ i

lood factors, are considered self-injectable drugs

and covered as a Specialty Drug lll cription Drug benefit.

Home Health CaresService

Hospice Services

[ TS o Tor o= SR [1

Inpatient Hospital Services

Room and board in a semi-private room or Special Care Unit including
ancillary (AdditioNal) SEIVICES ..........iiiiiiieie bbb [1

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Notes

The above Copayments apply to facility services only. Care that is rendered in a Hospital is also
subject to the professional services Copayments. Look under the “Hospital Visits by Physician,”
“Care for Conditions of Pregnancy” and “Other Professional Services” headings to determine any
additional Copayments that may apply.

Inpatient care for Infertility is described above in the "Infertility Services" section.

The above Copayment or Coinsurance 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.

Outpatient Facility Services

Outpatient facility services (0ther than SUIGEIY).......cccvvvereeiereereeeee s
Outpatient surgery (surgery performed in a Hospital outpatient setti
Outpatient Surgical Center ONlY) ......cvoceieeviieiecree e Bt eeahy e see e [1

Notes

dered in an outpatient surgery
under the “Care for Conditions

The above Copayments apply to facility services o

t department of a Hospital, such as a visit to a
es, physical therapy, etc., are subject to the same
s are performed at your Physician’s office.

Other professional services performe
Physician (office visit), laborat

Look under the headings ices such as office visits, rehabilitation and other
professional services I y additional Copayments that may apply.

scopy procedures (for the purposes of colorectal cancer
screening) will be covered un he "Preventive Care Services" section above. Diagnostic
endoscopic procedures (e screening colonoscopy and sigmoidoscopy), performed in an
outpatient facility require the Copayment or Coinsurance applicable for outpatient facility services.

Screening colonosco

Use of a Hospital emergency room appears in the first item at the beginning of this section.

Skilled Nursing Facility Services

Copayment
Room and board in a semiprivate room with ancillary (additional) SErvices ...........ccccccvvvereiinivereseene. [1
Limitation

Skilled Nursing Facility services are covered for up to a maximum of 100 days a Calendar Year for
each Member.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Notes
The above Copayment is applicable for each admission.

Prescription Drugs

Retail Pharmacy (up to a 30 day supply)

Tier 1 Drugs include most Generic Drugs and some low-cost preferred
Brand Name Drugs when listed in the FOrMUIAIY ..........ccccooveiiieiiee e [1
Tier 2 Drugs include non-preferred Generic Drugs, preferred Brand Name
Drugs, insulin and diabetic supplies and certain Brand Name Drugs
with a generic equivalent when listed in the FOrmMuUlary ... []
Tier 3 Drugs include non-preferred Brand Name Drugs, Brand Name
Drugs with a generic equivalent (when Medically Necessary), d
listed as Tier 3 in the Formulary, drugs indicated as “NF,” if a
drugs not listed in the FOrmulary ..ot
LANCELS ...
APPELIte SUPPIESSANTS. .....euveeeieiiisieeiieieeeeieie e
Sexual dysfunction drugs (including self-injectable
Infertility drugs ......cooevieie e,
Preventive drugs and women’s contraceptives........

Specialty Drugs (up to a 30 day s

Except as listed below, all Specialty Dru
shown above under “Retail Pharm ”

Self-injectable drugs and drugs for f hemophilia, including
blood factors, per prescription, m um of 30 days per prescription .........cccccvveveeieerneresieeseenenns [1

Maintenance Drugs ail Order Program (a 90 day supply)

Tier 1 Drugs include most G rugs and some low-cost preferred

Brand Name Drugs when listed in the FOrMUIAIY ..........coooiiiiiiiiie e []
Tier 2 Drugs include non-preferred Generic Drugs, preferred Brand Name

Drugs, insulin and diabetic supplies and certain Brand Name Drugs

with a generic equivalent when listed in the FOrmMUIary .........cccocovveie i [1
Tier 3 Drugs include non-preferred Brand Name Drugs, Brand Name

Drugs with a generic equivalent (when Medically Necessary), drugs

listed as Tier 3 in the Formulary, drugs indicated as “NF,” if approved,

drugs not listed iN the FOIMUIAIY .........coo i e []
I T o0 3SR [1
Preventive drugs and WOMEN’S CONLIACEPTIVES ........eiueiiuiiiiriie it see sttt st sb e nes []

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Notes

Up to a 90-day supply of Maintenance Drugs may be purchased at retail pharmacies within
Riverside and Sonoma counties. There will be a Copayment for each 30-day supply or portion of a
30 day supply.

Orally administered anti-cancer drugs will have a Copayment maximum of [ ] for an
individual prescription of up to a 30-day supply.

For information about Health Net’s Formulary, please call the Customer Contact Center at the
telephone number on your 1D card.

Percentage Copayments will be based on the lesser of Health Net’s contracted pharmacy rate or the
pharmacy’s retail price for covered Prescription Drugs.

Generic Drugs will be dispensed when a Generic Drug equivalent is available unless a Brand Name
Drug is specifically requested by the Physician or the Member, subject to the Copayment
requirements specified in the "Copayment Exceptions"” provision

You will be charged a Copayment or Coinsurance for eac tion Drug Order.

Your financial responsibility for covered Prescription Drugs vari
For a complete description of Prescription Drug benefit§yexclusions
the "Prescription Drugs” portions of the "Covered Sgkrvi d Supphies” and the "Exclusions and
Limitations" sections.

Prior Authorization:

Prior Authorization may be required. Refer
and Supplies" for a description of Prior Authori n requirements or visit our website at
www.healthnet.com to obtain a list 0

Copayment Exceptions:

If the pharmacy’s or the mail order admiistrator’s retail price is less than the applicable Copayment,
you will only pay the p cy

If a Generic Drug equival
the following:
e The Tier 1 Drug Cop , plus; and

allable and a Brand Name Drug is dispensed, then you must pay

e The difference between the cost of the Generic Drug and the Brand Name Drug.

However, if the Prescription Drug Order states "do not substitute,” "dispense as written," or words of
similar meaning in the Physician’s handwriting to indicate Medical Necessity, then you must pay the
following:

e The Tier 2 Drug Copayment for Tier 2 Drugs; or

e The Tier 3 Drug Copayment for Tier 3 Drugs.
Preventive Drugs and Women’s Contraceptives:

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 Member. Please see the
"Preventive Drugs and Women’s Contraceptives” provision in the "Prescription Drugs" portion of

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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the "Covered Services and Supplies™ section for additional details. No annual limits will be imposed
on the number of days for the course of treatment for all FDA-approved smoking and tobacco
cessation medications.

If a Brand Name Drug is dispensed, and there is a generic equivalent commercially available, you
will be required to pay the difference in cost between the Generic and Brand Name Drug. However,
if a Brand Name Drug is Medically Necessary and the Physician obtains Prior Authorization from
Health Net, then the Brand Name Drug will be dispensed at no charge.

Up to a 12-consecutive-calendar-month supply of covered FDA-approved, self-administered
hormonal contraceptives may be dispensed with a single Prescription Drug Order.

Mail Order

Up to a 90-consecutive-calendar-day supply of covered Maintenance Drugs will be dispensed at the
applicable mail order Copayment or Coinsurance. However, when the retail Copayment is a
percentage, the mail order Copayment is the same percentage of thegeost to Health Net as the retail
Copayment.

Diabetic Supplies:

Diabetic supplies (blood glucose testing strips, lancets, peedles & s
or 200 unit packages. Packages cannot be "broken” (i.e.,"@pened in or

are packaged in 50, 100
r to dispense the product in

e of package and/or number of packages

required for you to test the number of time ian has prescribed for up to a 30-day period.
Sexual Dysfunction Drugs:

Drugs (including injectable medicati
are limited to quantities as specified in

ally Necessary for treating sexual dysfunction
’s Formulary. For information about Health Net’s
enter at the telephone number on your ID card.
Sexual dysfunction drugs are no rough the mail order program.

pplies

Chiropractic Services and supplies are provided by Health Net. Health Net contracts with American
Specialty Health Plans of Cal , Inc. (ASH Plans) to offer quality and affordable chiropractic
coverage. With this program, you may obtain chiropractic care by selecting a Contracted Chiropractor
from our ASH Plans Contracted Chiropractor Directory.

Office Visits Copayment

NEW PALIENT EXAMINALION ....evviieeiieiieite e see et e e e e e s este e e e e reesteesaeaseesseeseeaseesseensesseesseensennennres [1

EACH SUDSEUENT VISIT.... .ttt sttt b e et e bt e st bt enbe et e nneenrs []

e 0 T AT Lo IR T | S [1

STToto 0o [T o] [ 1] o] PO TSP []
Note

If the re-examination occurs during a subsequent visit, only one Copayment will be required.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Limitations

Up to 20 Medically Necessary office visits to a Contracted Chiropractor during a Calendar Year are
covered.

A visit to a Contracted Chiropractor to obtain a second opinion generally will not count toward the
Calendar Year visit limit if you were referred by another Contracted Chiropractor. However, the visit
to the first Contracted Chiropractor will count toward the Calendar Year visit limit.

Diagnostic Services Copayment

Chiropractic Appliances
FOI €ACH APPIIANCE ...t b et e st b et e b et eneenns []

Limitation

Up to a maximum of $50 is covered for each Member during alCale Year for covered
Chiropractic Appliances.

(psychological and n
procedures; intensive

al testing; other outpatient
program; day treatment; partial

hospitalization; and therapeutigésession in a home setting for pervasive

developmental disorder or atitism per provider Per day) .......ccooceoeeeiierienieniene e []
Participating Mental Health Professional visit to Member’s home (at the

discretion of the Participating Mental Health Professional in

accordance with the rules and criteria established by the Behavioral

Health ADMINISIIATON) .....iiiiieie ettt sttt e s et e e beene e sbe et e sneenneebe s []
Participating Mental Health Professional visit to Hospital, Participating

Behavioral Health Facility or Residential Treatment CeNter..........cccooviieiieieiiisiee e []
Inpatient services at a Hospital, Participating Behavioral Health Facility or

Residential TreatmMent CONTET ........covo ittt esne e b []

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.



Schedule of Benefits and Copayments — SELECT 1 Page 31

Other Mental Disorders

Outpatient office visit/professional consultation (psychological evaluation

or therapeutic session in an office setting, medication management and

o[ gU TR LT =T ) A aTo] a1 (o g e ) S [1
Outpatient group thErapy SESSION..........c.uiiiiiiiieiiee ettt esbe b sbe e beesbesbeesbeenbesreesbeenee e []
Outpatient services other than an office visit/professional consultation

(psychological and neuropsychological testing, other outpatient

procedures, intensive outpatient care program, day treatment and

partial NOSPIAHIZATION) .....cc.eiiiiie ettt b et neesne e b []
Participating Mental Health Professional visit to Member’s home (at the

discretion of the Participating Mental Health Professional in

accordance with the rules and criteria established by the Behavioral

HEalth ADMINISIIATON) .....iiiiieie ettt st s et e b e e e sbeebesneesne et []
Participating Mental Health Professional visit to Hospital, Participating

Behavioral Health Facility or Residential Treatment Center......... i .o []
Inpatient services at a Hospital, Participating Behavioral Health Fa
Residential Treatment CeNnter ..........cccccovvvvviieienieniiencnieieene oo eeeeeieaiesiesie e sieenieas
Chemical Dependency
Outpatient office visit/professional consultation (psycholog

or therapeutic session in an office setting, medicatigAfmana

drug therapy monitoring) .......ccceveevveveeveevveneeealion e e S [1
Outpatient group therapy SESSION.........ccuvveervereoneee Bl e []
Outpatient services other than an office visit/pr i

(psychological and neuropsychological testi

Participating Mental Health Profe
discretion of the Participating

accordance with the rule ished by the Behavioral

Health AdminiStrator ... e et neesne e b []
Participating Mental Hea nal visit to Hospital, Participating

Behavioral Health Fac or Rgsidential Treatment Center..........ccovveeiieienie e []
Inpatient services at a Hospit Icipating Behavioral Health Facility or

Residential TreatmMent CONTET ........ooii ittt s e et neesneene s []
Detoxification at a Hospital, Participating Behavioral Health Facility or

Residential TreatmMent CONTET ........ooei ittt sre et neesne e b []

Exception

If two or more Members in the same family attend the same outpatient treatment session, only one
Copayment will be applied.

Notes
The applicable Copayment for outpatient services is required for each visit.
The above inpatient services Copayment is applicable for each admission.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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OUT-OF-POCKET MAXIMUM- SELECT 1

The SELECT 1 Out-of-Pocket Maximum (OOPM) amounts below are the maximum amounts you must
pay for SELECT 1 covered services during a particular Calendar Year, except as described in
"Exceptions to SELECT 1 OOPM™ below.

Once the total amount of all Copayments or Coinsurance you pay for SELECT 1 covered services and
supplies under this Evidence of Coverage in any one Calendar Year equals the "SELECT 1 Out-of-
Pocket Maximum™ amount listed below, no payment for SELECT 1 covered services and benefits may
be imposed on any Member, except as described in "Exceptions to SELECT 1 OOPM™ below.

OOPM for Medical Benefits

The SELECT 1 OOPM amounts for Medical Benefits, including covered services and supplies provided
by American Specialty Health Plans of California, Inc. (ASH Plans) are;

ONE MEMDET ...
TWO MEMDEIS ...
Family (three or more MembBEIS) .......ccveveiiieieeie s se e

OOPM for Outpatient Prescription Drug Benefits
The OOPM amounts for this Plan are:

ONE MEMDET ...
Family (three or more Members).........cccceev.nn!

Any Copayment or Coinsurance paid fo

apply toward the OOPM for SELECT 2 a 3. Any Copayment or Coinsurance paid for
covered services received from a CT2 ELECT 3 provider will also apply toward the OOPM
for SELECT 1.

Exceptions to SELEC OP

Your payments for s
SELECT 1 OOPM am

The following Copayments;®Deductibles and expenses paid by you for covered services or supplies

under this Plan will not be applied to the SELECT 1 OOPM amount:

e Copayments made for Prescription Drug benefits. However, Copayments for peak flow meters
and inhaler spacers used for the treatment of asthma and diabetic supplies dispensed through a
Participating Pharmacy will be applied to the SELECT 1 OOPM amount. Copayments for self-
injectable drugs, which are covered under the medical benefit, will also be applied to the OOPM
amount.

e Out-of-pocket costs for prescription drugs exceeding Prescription Drug benefit coverage as
described in the “Retail Pharmacies and Mail Order Program” provision of the “Prescription
Drugs” subsection of the “Covered Services and Supplies” section and any cost differential
between brand/generic medications when dispensing Brand Name Drugs not based on medical
necessity.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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e Services from a CVS MinuteClinic that are not otherwise covered under this Plan. Please refer to
“Exclusions and Limitations,” Section 600 for additional information.

You are required to continue to pay these Deductibles and Copayments listed by the bullets above
after the OOPM has been reached.

Note
All Specialty Drugs will be applied to the Pharmacy OOPM.

How the OOPM works

Keep a record of your payment for SELECT 1 covered services and supplies. When the total in a
Calendar Year reaches the SELECT 1 OOPM amount shown above, contact Health Net’s Customer
Contact Center at the telephone number shown on your Health Net ID Card for instructions.

e If an individual Member pays amounts for SELECT 1 covered services and supplies in a Calendar
Year that equal the SELECT 1 OOPM amount shown above for dividual Member, no further
SELECT 1 payment is required for that Member for the remai Calendar Year.

OPM, the remaining

enrolled Family Members must continue to pay the SELECT 1 Co s until either (a) the

aggregate of such SELECT 1 Copayments paid by the ily reaches'the SELECT 1 Family OOPM
: T 1 individual OOPM.

gs'paid for all enrolled Members equal the
SELECT 1 OOPM amount shown for a fa er SELECT 1 payment is required from any
enrolled Member of that family for the rema e Calendar Year for those services.

er's SELECT 1 OOPM amount may be applied
ount you pay for SELECT 1 covered services and
ly to your SELECT 1 individual OOPM but exceeds

r one Member will be refunded to you by Health Net,
’s SELECT 1 OOPM. Individual Members cannot contribute
OOPM amount to the SELECT 1 Family OOPM.

ELECT 1 OOPM amount has been reached. Please keep a
cks for payments for covered services and supplies as proof of

supplies for yourself that woul
the above stated SELECT 1 O
and will not apply tow.
more than their indivi

You must notify Health
copy of all receipts and canc
Copayments made.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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SCHEDULE OF BENEFITS AND COPAYMENTS —
SELECT 2 AND SELECT 3

The following schedule shows the applicable Coinsurance or Copayments for SELECT 2 and
SELECT 3 covered services and supplies.

For certain services and supplies under this Plan, as set out in the schedule, a Calendar Year Deductible
applies, which must be satisfied before these services and supplies are covered. Such services and
supplies are only covered to the extent that Covered Expenses exceed the Deductible.

Members receiving services under SELECT 2 have a choice of using any Preferred Provider. If you
receive care or services from a Preferred Provider, you will be responsible for either a Copayment or a
percentage of the Contracted Rate (Coinsurance). Your Copayment or Coinsurance to be paid is stated
after each benefit listed below under the heading "SELECT 2."

Members who use an Out-of-Network Provider, in other words SELECT 3 benefits, will be responsible
for the percentage of the Maximum Allowable Amount (Coinsurance)d@nd any amount billed in excess
below under the heading

In some instances Certification of Covered Expenses will bg required enefits will be reduced.
The benefits requiring Certification will be indicated on thi SELECT 3 schedule with

an asterisk (*). Please see the "Certification Require ct ther details
Deductible
Each Calendar Year, a Member who uses an Ou provider (SELECT 3) will need to satisfy

penses can be paid under the SELECT 3 Tier.

unt or any other amount not considered a Covered
Expense will not be applied toward the . Any additional Deductible incurred by you as a

penalty for receiving non-certified sE
another supplemental benefi
Supplemental benefits ar
subsection of the "Cover

certification Deductibles, are not applied to your Deductible.
ional to those described in the "Medical Services and Supplies”
Supplies™ section.

If during the Calendar Year, bers of an enrolled family together incur a Deductible amount
equal to the family medical Deductible shown below, no further medical Deductible is required for any
enrolled Family Member during the remainder of that Calendar Year.

Covered Expenses incurred under SELECT 3 in the last three months of a Calendar Year, used to satisfy
the medical Deductible(s) for that Calendar Year, may also be used to satisfy the medical Deductible(s)
for the following Calendar Year.

SELECT 2 SELECT 3
Member Deductible ..........cccoovevviieiieincee, No Deductible.........cccceovviviiiiiiiee [1
Family Deductible..........ccoocovieiininiiiie, No Deductible.........cccccooviiiiiiiiie [1
Noncertification Deductible.............ccccceveriirirennenn. [T [1

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Copayments and Coinsurance

Non-Emergency or Non-Urgent Care obtained in an Emergency Room or
Urgent Care Center

SELECT 2 SELECT 3

Non-emergency use of
emergency room (facility

ONIY) o [T [1
Non-emergency use of urgent

care center (facility only) ... [T [1
Professional SErVICES........cccvvvveriveresieseese e [T [1

Notes

e introduction and the
explanation of your Emergency

Please refer to the Emergency or Urgently Needed Care sections i
"Schedule of Benefits and Copayments — SELECT 1" section f
and Urgently Needed Care benefits. Emergency and Urgently
SELECT 1 level of benefits only.

Non-Emergency Ambulance Services

Ground ambulance™ ... T
Airambulance™ ... e R [1

Note

*  Prior Certification is required for non-
ambulance services that do not tint
will be reduced to 50% of the ¢ t
Amount through SELE

Office Visits

air or ground ambulance services and for
ortation. If prior Certification is not obtained, benefits
hrough SELECT 2 and 50% of Maximum Allowable

Visit to Physician, Physician

Assistant or Nurse

PraCtitioner........cccovvevieiieieee e [T [1
Specialist consultation ............ccccoeveiiiiiniiiiiens [T [1
Physician visit to Member's

home (at the discretion of the

Physician in accordance with

the rules and criteria

established by Health Net) ...........ccocoiiiiins [T [1
Annual routine physical

eXamINALION.......cccoverieriiie e Not Covered .......cccooevviiiiieenennnns Not Covered
Vision or hearing examination

(for diagnosis or treatment)...........ccccceeveee Not Covered .......cccooevviiniieenennnns Not Covered

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Chiropractic Care™ .........cccviveveieeiiee e [T [1

Notes

Chiropractic services may be performed by a doctor of chiropractic, osteopathy or medicine.

*  Prior Certification is required. If prior Certification is not obtained, benefits will be reduced to 50%
of the contracted rate through SELECT 2 and reduced to 50% of the Maximum Allowable Amount
through SELECT 3.

Up to 15 office visits (combined for PPO and OON) during the Calendar Year for Chiropractic
Services are covered for manual manipulation of the spine to correct a subluxation demonstrated to
exist by x-ray.

Preventive Care Services

SELECT 2 SELECT 3

Preventive Care SErVICeS .......ccccvverveeereeresieseeniens [Tead® [1

Notes

Refer to the "Preventive Care Services" portio
details.

If you receive any other covered services in i Preventive Care Services during the same
visit, you will also pay the applicabl

Hospital Visits by Physici

Physician visit to Hospital
Skilled Nursing Facility ..... T [T [1

Note

The above Copayment ap o professional services only. Care that is rendered in a Hospital is
also subject to the applicable facility Copayment. Look under the “Inpatient Hospital Services”
heading to determine any additional Copayments that may apply.

Allergy, Immunizations and Injections

SELECT 2 SELECT 3

Allergy testing......cccvevveiiiiiiieeeee e [T, []
Allergy injection SErviCes ........cccoovvvvverveieervereanenns [T [1
AlIErgy SErUM.......oiviiiiiiicie e [T, []
Immunizations for occupational

purposes or foreign travel ............cccceeee Not Covered .......cccooevviiniieenennnns Not Covered

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Injections (except for Infertility)
Office based injectable
medication (per dose).......ccccevvvveereeieniereseeen [T [1

Notes

Immunizations that are part of Preventive Care Services are covered under “Preventive Care
Services” in this section.

Injections for the treatment of Infertility are described below in the "Infertility Services" section.

Rehabilitation Therapy

SELECT 2 SELECT 3

Physical therapy ........ccccveveveiieiieeie e
Occupational therapy ........ccccevevieninieiiene e
Speech therapy .......ccevvveeiieie e
Pulmonary rehabilitation therapy
Cardiac rehabilitation therapy..........cccoovvveieiinenns

Notes

Coverage for physical, occupational and sp
limitations as described in the "Rehabilitati
section.

tation therapy services is subject to certain
portion of the "Exclusions and Limitations”

not obtained, benefits will be reduced to [ ] of
the contracted rate through SELECT 2 a d to [ ] of the Maximum Allowable Amount
through SELECT 3.

* The coverage described ion to Medically Necessary rehabilitative services for post-
omplies with requirements under the Women's Health and
iance with the Women’s Health Cancer Rights Act of 1998, this
Plan provides benefits omy-related services, including all stages of reconstruction and
surgery to achieve symm ween the breasts, prostheses, and complications resulting from a

mastectomy, including lymphedema.

Care for Conditions of Pregnancy

SELECT 2 SELECT 3

Prenatal or postnatal office Visit ...........cccccccevvvenine [T [1
Newborn care office visit (birth

through 30 days) .....ccceveeieiieirie e [T [1
Physician visit to the mother or

newborn at a Hospital** ...........cccccooevveivenene. [T [1
Normal delivery, including

cesarean SECION™ ........cccccevvevvesieeseeree e e [T [1
Complications of pregnancy ...........cccceevueenne. See note below ..........cocecvveeiieins See note below

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Genetic testing of fetus™ ........cccvveviveie v [T [1
Circumcision of newborn (birth
through 30 days)*™* .......cccccvevviieieereee e [T [1
Notes

The above Copayments and Coinsurances apply to professional services only. Services that are
rendered in a Hospital are also subject to the Hospital services Copayment or Coinsurance. Look
under the "Inpatient Hospital Services" and "Outpatient Hospital Services™ headings to determine
any additional Copayments or Coinsurance that may apply.

Please refer to pregnancy under the "Covered Services and Supplies™ section.

Applicable Copayment or Coinsurance requirements apply to any services and supplies required for

the treatment of an illness or condition, including but not limited to, complications of pregnancy. For
example, if the complication requires an office visit, then the office visit Copayment or Coinsurance

will apply.

Prenatal, postnatal and newborn care that are Preventive Care Se

es are covered in full under
e Care Services are
received during the same office visit, the above Copayment wi non-Preventive Care

Supplies” section.

*  Prior Certification is required. For inpatient servi
cesarean section or if the Physician determinesdha ital stay is Medically Necessary
either prior to or following the birth. If prio atron is not obtained, benefits will be reduced to
50% of the Contracted Rate through SELE
SELECT 3. In addition, a $[ ] Deducti
through SELECT 2 and SELECT 3.
exceptions applicable to Certificati

"Certification Requirement" section for
Hospital length of stay.

. rs of inpatient Hospital services following a vaginal
delivery, nor the first 96 hours f a'Cesarean section. However, Health Net should be notified
within 24 hours followi

Although Health Net

** One Copayment per visit.

***Circumcisions for Members age 31 days or older are covered when Medically Necessary under
"Outpatient Surgery." Refer to the "Outpatient Hospital Services" section for applicable
Copayments.

Family Planning

SELECT 2 SELECT 3

Sterilization of females ..........cccoocevviiiiiiiiiiiiee [T, []
Sterilization of males .........cccocvvvevieieiiciecc e [T [1

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Notes

The diagnosis, evaluation and treatment of Infertility are described below in the "Infertility Services"
section.

The above Copayments and Coinsurances apply to professional services only. Services that are
rendered in a Hospital are also subject to the Hospital services Copayment or Coinsurance. Look
under the "Inpatient Hospital Services" and "Outpatient Hospital Services" headings to determine
any additional Copayments or Coinsurance that may apply.

Sterilization of females and women’s contraception methods and counseling, as supported by HRSA
guidelines, are covered under “Preventive Care Services” in this section.

Infertility Services

SELECT 2 SELECT 3

Infertility services (all services
that diagnose, evaluate or
treat Infertility)......cccoovevviieie e, [T

Notes

Infertility services include Prescription Drugs, professi
and treatment by injections.

Infertility services (which include GIFT and arti
Net Member.

Injections for Infertility are covered only wh
by this Plan. (Refer to the "Infertility Service
section.)

Other Professional

SUIGBIY™ i iee et cesieeeeseesniees | | reesree e

Assistance at surgery*.......... 4. ..o [T, [1**
Administration of anesthetics ..........ccccceevvieiennnene. [T, []
Chemotherapy ......cccocvevvieeie e [T [1
Radiation therapy .......cccocevviinenieses e [T, []

Laboratory and diagnostic
imaging (including x-ray)

SBIVICES™ ..iiieite e ee et [T [1
Medical social SErVICES .........ccovvvrierieiieie e [T, []
Patient education™*™* ..........c.ccoovvvienenencnnens Not Covered .........ccoovveienencniennn. Not Covered
Nuclear medicine (use of

radioactive materials)........cccccvvevviieiverreee, [T [1
Renal dialysiS.......ccocoiiiiiiiiiieee e [T, []
Organ, tissue or stem cell

transplants™ ... [ ] Not Covered

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Notes

*  Prior Certification is required. If prior Certification is not obtained, benefits will be reduced to 50%
of the Contracted Rate through SELECT 2 and 50% of the Maximum Allowable Amount through
SELECT 3. Prior Certification for x-ray and laboratory procedures is only required for CT, MRA,
MRI, PET and SPECT.

** Non-emergency services provided by an assistant surgeon in an OON facility are pre-authorized and
covered only when determined by Health Net to be Medically Necessary.

The above Copayments apply to professional services only. Care that is rendered in a Hospital or in
an outpatient surgery setting is also subject to the applicable facility Copayment. Look under the
“Inpatient Hospital Services” and “Outpatient Facility Services” headings to determine any
additional Copayments that may apply.

Surgery includes surgical reconstruction of a breast incident to a mastectomy, including surgery to
restore symmetry; also includes prosthesis and treatment of physical complications at all stages of
mastectomy, including lymphedema.

***Covered health education counseling for diabetes, weight ma
including programs provided online and counseling over the ph
and have no cost-sharing; however, if other medical services are p
not solely for the purpose of covered health education seling, th

will apply.

d smoking cessation,
ed as preventive care

Medical Supplies

Durable Medical Equipment*** ............ @w........ . Not Covered

Orthotics (such as bracing,

SI0] o] o104 ST-1 [0 IoF:SY ) ISR S SUR | PSSR Not Covered
Diabetic equipment™ .........c.ooooeeee . S oo [ ], Not Covered

Diabetic footwear......................5h i [T, Not Covered
Durable Medical Equipmeft™™* ......Na....ccooenee. [] e, Not Covered

Orthotics (such as bragi

SUPPOItS and Casts) ... b [] e, Not Covered
Diabetic equipment™® ............ @ o coooveceeieene, [T, Not Covered

Diabetic TOOtWear.........cccevvvvieiieierieiie e [] e, Not Covered
Prostheses (internal or

eXternal) ™ ™ ... [] e, Not Covered
Blood or blood products..........ccceeeveervevesieinenan [T [1]

Notes

Refer to the “Prescription Drug” portion of the “Schedule of Benefits and Copayments — SELECT
1” section for drugs for the treat hemophilia benefits, including blood factors.

Durable Medical Equipment is covered when Medically Necessary and acquired or supplied by a
Health Net designated contracted vendor for Durable Medical Equipment. Preferred Providers
through SELECT 2 that are not designated by Health Net as a contracted vendor for Durable

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Medical Equipment are considered Out-of-Network Providers for purposes of determining coverage
and benefits. Durable Medical Equipment is not covered if provided by an Out-of-Network Provider.

Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered under
“Preventive Care Services” in this section. For additional information, please refer to the "Preventive
Care Services" provision in this “Covered Services and Supplies” section.

* For a complete list of covered diabetic equipment and supplies, please see "Diabetic Equipment™ in
the "Covered Services and Supplies” section.

***Prior Certification may be required. Please refer to the "Certification Requirement” section for
details. If prior Certification is required but not obtained, benefits will be reduced to [ ] of the
Contracted Rate through SELECT 2 and [ ] of the Maximum Allowable Amount through SELECT
3.

****Drugs for the treatment of hemophilia are considered self-injectable drugs and covered as a
Specialty Drug under the Prescription Drug benefit.

Home Health Care Services

Home health ViSit™ ........oovveeeiiieeeeeeeeeeeeee
Notes

Copayments are required for home health vi
plan for SELECT 2.

the Contracted Rate through S
SELECT 3.

Hospice Services

Hospice care*.......cocovvveeeeee I o [ ]
Note

*  Prior Certification is required. If prior Certification is not obtained, benefits will be reduced to [ ] of
the Contracted Rate through SELECT 2 and [ ] of Maximum Allowable Amount through SELECT
3.

Inpatient Hospital Services

SELECT 2 SELECT 3

Room and board in a semi-
private room or Special Care
Unit including ancillary
(additional) ServiCes™ .........ccoovvvverveiveseerinseenn [T [1

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Notes

*  Prior Certification is required. If prior Certification is not obtained, benefits will be reduced to 50%
of the Contracted Rate through SELECT 2 and 50% of the Maximum Allowable Amount through
SELECT 3. In addition, a $[ ] Deductible may be charged for each uncertified Hospital admission
through SELECT 2 and SELECT 3.

The above Copayments apply to facility services only. Care that is rendered in a Hospital is also
subject to the professional services Copayments. Look under the “Hospital Visits by Physician,”
“Care for Conditions of Pregnancy” and “Other Professional Services” headings to determine any
additional Copayments that may apply.

Inpatient care for Infertility is described above in the "Infertility Services" section.

The above Copayment is applicable for each day of hospitalization for 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.

Outpatient Facility Services

Outpatient facility services (other
than SUMgEry)™ ..o

Outpatient surgery (surgery
performed in a Hospital or
Outpatient Surgical Center
ONIY ) e

Notes

The above Copayments apply t es only. Care that is rendered in an outpatient surgery
setting is also subject to the pro ices Copayments. Look under the “Care for Conditions
of Pregnancy,” “Fami i nd “Other Professional Services” headings to determine any

additional Copayme

Other professional servi
Physician (office visit), | ry and x-ray services, physical therapy, etc., are subject to the same
Copayment or Coinsurance that is required when these services are performed at your Physician’s
office.

Look under the headings for the various services such as office visits, rehabilitation and other
professional services to determine any additional Copayment or Coinsurance payments that may
apply.

Screening colonoscopy and sigmoidoscopy procedures (for the purposes of colorectal cancer
screening) will be covered under the "Preventive Care Services" section above. Diagnostic
endoscopic procedures (except screening colonoscopy and sigmoidoscopy), performed in an
outpatient facility require the Copayment or Coinsurance applicable for outpatient facility services.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Use of a Hospital emergency room appears in the first item at the beginning of the "Schedule of
Benefits and Copayments — SELECT 1" section and in the second item of this "Schedule of Benefits
and Copayments — SELECT 2 and SELECT 3" section.

* Qutpatient Services may require prior Certification. Please refer to the "Certification Requirement”
section for details.

Skilled Nursing Facility Services

SELECT 2 SELECT 3
Room and board in a semiprivate
room with ancillary
(additional) ServiCes™ .........ccovvvvverveiveseerinseenn [T [1

Limitation

Skilled Nursing Facility services are covered for up to a combined maximum of 60 days a Calendar
Year for each Member under SELECT 2 and SELECT 3.

Notes

* Prior Certification is required. If prior Certification is not obtaine will be reduced to 50%
of the Contracted Rate through SELECT 2 and 50% of the Maximu owable Amount through
SELECT 3. In addition, a $[ ] Deductible may be ¢ eachdncertified Hospital admission
through SELECT 2 and SELECT 3.

Mental Disorders and Chemical ncy Benefits

Copayments for covered services provided for th ent of Mental Disorders and Chemical
Dependency are the same as the Copay the services when provided for a medical
condition.

efits are administered by MHN Services, an

Mental Disorder and Chemical D
i ices company, which contracts with Health Net to

affiliate behavioral health admini
administer these benefits

-~

Severe Mental IlIness or Serigus
Emotional Disturbances of a Chi'd SELECT 2 SELECT 3
Outpatient office

visit/professional

consultation (psychological

evaluation or therapeutic

session in an office setting,

medication management,

drug therapy monitoring) ........cccccevvevereenennnn [T, []
Outpatient group therapy Session..........ccccceevvervennne [T [1
Outpatient services other than an

office visit/professional

consultation (psychological

and neuropsychological

testing; other outpatient

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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procedures; intensive

outpatient care program; day

treatment; partial

hospitalization; and

therapeutic session in a home

setting for pervasive

developmental disorder or

autism per provider per day) .......ccocceeerieiennnn [T, []
Participating Mental Health

Professional visit to

Member’s home (at the

discretion of the Participating

Mental Health Professional in

accordance with the rules and

criteria established by Health

NEL) oo [T [1
Inpatient services at a Hospital,

Participating Behavioral

Health Facility or Residential

Treatment Center® ..o,
Other Mental Disorders SELECT 3
Outpatient office

visit/professional

consultation (psychological

evaluation or therapeutic

session in an office setting,

medication management and

drug therapy monitoring) ........
Outpatient group therapy session....
Outpatient services other th

office visit/professio

consultation (psychologi

and neuropsychologica

testing, other outpatient

procedures, intensive

outpatient care program, day

treatment and partial

hospitalization)...........cccoeevivereiieese e [T [1
Participating Mental Health

Professional visit to

Member’s home (at the

discretion of the Participating

Mental Health Professional in

accordance with the rules and

criteria established by Health

N 1 [1

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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Participating Mental Health

Professional visit to Hospital,

behavioral health facility or

Residential Treatment Center ..........cccccceeevenee. [T, []
Inpatient services at a Hospital,

Participating Behavioral

Health Facility or Residential

Treatment Center® ...........ccccooiiiiiniiiiicnicin [T,
Chemical Dependency SELECT 2 SELECT 3
Outpatient office

visit/professional

consultation (psychological

evaluation or therapeutic

session in an office setting,

medication management and

drug therapy monitoring) .......cccoccevvevevivernennnn
Outpatient group therapy session
Outpatient services other than an

office visit/professional

consultation (psychological

and neuropsychological

testing, other outpatient

procedures, intensive

outpatient care program,

outpatient detoxification, day

treatment and partial

hospitalization)..........cccoeevinieeiieiennnns
Outpatient services other than an

office visit/professional

consultation (psychologi

and neuropsychologi

testing, other outpati

procedures, outpatient

detoxification, intensive

outpatient care program, day

treatment and partial

hospitalization)..........ccccoeeviriiiieienese e [T, []
Participating Mental Health

Professional visit to

Member’s home (at the

discretion of the Participating

Mental Health Professional in

accordance with the rules and

criteria established by Health

NEL) oo [T [1
Participating Mental Health

Professional visit to Hospital,
*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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behavioral health facility or

Residential Treatment Center ..........cccccceeevenee. [T, []
Inpatient services at a Hospital,

Participating Behavioral

Health Facility or Residential

Treatment Center® ... [T, []
Detoxification at a Hospital,

Participating Behavioral

Health Facility or Residential

Treatment Center® ... [T, []

Notes

*  Prior Certification is required. If prior Certification is not obtained, benefits will be reduced to 50%
of the Contracted Rate through SELECT 2 and 50% of the Maximum Allowable Amount through
SELECT 3. In addition, a $[ ] Deductible may be charged for each uncertified Hospital admission
through SELECT 2 and SELECT 3.

tpatient care and partial

Prescription Drugs

Prescription Drugs are covered when prescribed by E
to the "Prescription Drugs" portion of the "Schedule
for the Copayment information. For a complet
limitations, please refer to the "Prescription Dru
the "Exclusions and Limitations" sectio

: -Network Providers. Please refer
2fits and Copayments — SELECT 1" section
of Prescription Drug benefits, exclusions and
s of the "Covered Services and Supplies” and

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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OUT-OF-POCKET MAXIMUM-SELECT 2 AND SELECT 3

The SELECT 2 and SELECT 3 Out-of-Pocket Maximum (OOPM) amounts below are the maximum
amounts you must pay for SELECT 2 and SELECT 3 covered services during a particular Calendar
Year, except as described in "Exceptions to OOPM" below.

Once the total amount of all Deductibles, Copayments or Coinsurance you pay for SELECT 2 and
SELECT 3 covered services and supplies under this Evidence of Coverage in any one Calendar Year
equals the "SELECT 2 and SELECT 3 Out-of-Pocket Maximum™ amount or "SELECT 3 Out-of-Pocket
Maximum™ amount listed below, no payment for SELECT 2 or SELECT 3 covered services and benefits
may be imposed on any Member, except as described in the "Exceptions to OOPM" below and as stated
elsewhere in this EOC.

The SELECT 2 and SELECT 3 OOPM amounts for this Plan are:

SELECT 2 (PPO) SELECT 3 (OON)

ONE MEMDET ..o
TWO MEMDEIS ...
Family (three or more Members)

OOPM for SELECT 1 and SELECT 2. In addition
covered services received from a SELECT 1 prowi
and SELECT 3.

Exceptions to SELECT 2 and SE

opayment or Coinsurance paid for
Iso apply toward the OOPM for SELECT 2

applied to the SELECT 2 and

The following Coinsurance, Co ,Deductible and expenses paid by you for covered services
i e applied to the SELECT 2 and SELECT 3 OOPM amount:
services that diagnose, evaluate, or treat Infertility, including

ranster (GIFT).
tion was required, but not obtained.

e Copayments or expens
Gamete Intrafallo

e Services for which C

You are required to continue to pay these Coinsurance and Copayments listed in the bullets above
after the SELECT 2 and SELECT 3 OOPM has been reached. In addition, you will continue to pay
any charges billed by a SELECT 3 provider in excess of the Maximum Allowable Amount.

*Deductible, plan limits, copayments and coinsurance amounts are dependent on the plan design
selected by the employer group.
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ELIGIBILITY, ENROLLMENT AND TERMINATION

Who Is Eligible for Coverage

The covered services and supplies of the SELECT Plan are available to eligible employees (Subscribers)
as long as they live in the continental United States; either work or live in the Health Net Service Area;
are full-time paid on a salary/hourly basis (not 1099, commissioned or substitute) and are non-seasonal
employees working the minimum number of hours per week as specified in the Group Application; and
meet any additional eligibility requirements of the Group and mutually agreed upon by Health Net:

Covered services and supplies of this plan are also available to the following Family Members of the
principal Members who meet any eligibility requirements of the Group or as mutually agreed upon with
Health Net:

e Spouse: The Subscriber’s lawful spouse as defined by California law (The term "spouse™ also
includes the Subscriber’s Domestic Partner as defined in the "Définitiofs" section).

e Children: The children of the Subscriber or his or her spouse (incli@ing legally adopted children,
stepchildren and wards, as defined in the following prowision).

e Wards: Children for whom the Subscriber or his or herspouse is a_gourt-appointed guardian.
Please contact your Group administrator to discuss@dditional eligi@iity requirements.

Children of the Subscriber or spouse who are the subjeet of a Medical Child Support Order,
according to state or federal law, are eligible evervif thewalive outside the Health Net Service Area.
Coverage of care received outside the Health NetiSeruice Area will be limited to services provided in
connection with Emergency Care or Urgentlyaheeded Care.

The Subscriber and any Family Mémbers of'the Subscriber who reside outside the Health Net Service
Area may enroll based on the Subseriber’Swork address that is within the Health Net Service Area. If
you choose a Physician Group,base@af its proximity to the Subscriber’s work address, you will need
to travel to that PhysiciagfGroup for any non-emergency or non-urgent care that you receive.
Additionally, some Physi€iangGroups may decline to accept assignment of a Member whose home or
work address is not close enough ta'the Physician Group to allow reasonable access to care.

Age Limit for Children
Each child is eligible until the age of 26 (the limiting age).

Disabled Child
Children who reach age 26 are eligible to continue coverage if all of the following conditions apply.

e The child is incapable of self-sustaining employment by reason of a physically or mentally disabling
injury, illness, or condition; and

e The child is chiefly dependent upon the Subscriber for support and maintenance.

If you are enrolling a disabled child for new coverage, you must provide Health Net with proof of
incapacity and dependency within 60 days of the date you receive a request for such information about



Eligibility, Enrollment and Termination Page 49

the dependent child from Health Net. The child must have been continuously covered as a dependent of
the Subscriber or spouse under a previous group health plan at the time the child reached the age limit.

Health Net must provide you notice at least 90 days prior to the date your enrolled child reaches the age
limit at which the dependent child’s coverage will terminate. You must provide Health Net with proof of
your child’s incapacity and dependency within 60 days of you receive such notice from Health Net in
order to continue coverage for a disabled child past the age limit.

If you are continuing coverage for a disabled child, you must provide Health Net with proof of
incapacity and dependency within 30 days of the date the child reaches the age limit.

You must provide the proof of incapacity and dependency at no cost to Health Net.

A disabled child may remain covered by this SELECT Plan for as long as he or she remains
incapacitated and continues to meet the eligibility criteria described above.

How to Enroll for Coverage

Notify the Group that you want to enroll an eligible person. The Group witl send the request to Health
Net according to current procedures.

Employee

Eligible employees must enroll within 30 days of thefdate they firsidecome eligible for this SELECT
Plan. Eligible Family Members may also be enrollediat this'time (see "Who Is Eligible for Coverage”
above in this section).

If enrollment of the eligible employee or gligible Family Mémbers does not occur within this time
period, enrollment may be carried out as ‘Statéehbelow in‘the "Late Enroliment Rule” provision of this
section.

The employee may enroll on the earlierofithe following dates:

e When the SELECT Plangtakes effeét, if the employee is eligible on that date; or

e When any waiting or{probationasy period required by the Group has been completed.
Eligible employees who enroll in this SELECT Plan are called Subscribers.

Newly Acquired Dependents
You are entitled to enroll newly acquired dependents as follows:

Spouse: If you are the Subscriber and you marry while you are covered by this SELECT Plan, you may
enroll your new spouse (and your spouse’s eligible children) within 30 days of the date of marriage.
Coverage begins on the first day of the calendar month following the date application for coverage is
received.

Domestic Partner: If you are the Subscriber and you enter into a domestic partnership while you are
covered by this Plan, you may enroll your new Domestic Partner (and his or her eligible children) within
30 days of the date a Declaration of Domestic Partnership is filed with the Secretary of State or other
recognized state or local agency, or within 30 days of the formation of the domestic partnership
according to your Group’s eligibility rules.
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Coverage begins on the first day of the calendar month following the date the application for coverage is
received.

Newborn Child: A child newly born to the Subscriber or his or her spouse is automatically covered
from the moment of birth through the 30th day of life. In order for coverage to continue beyond the 30th
day of life, you must enroll the child by the 30th day.

If the mother is the Subscriber’s spouse and an enrolled Member, the child will be assigned to the
mother's Physician Group under SELECT 1. If the mother is not enrolled, the child will be automatically
assigned to the Subscriber’s Physician Group. If you want to choose another contracting Physician
Group for that child, the transfer will take effect only as stated in the "Transferring to Another
Contracting Physician Group™ portion of this section.

Adopted Child: A newly adopted child or a child who is being adopted, becomes eligible on the date
the appropriate legal authority grants the Subscriber or his or her spouse, in writing, the right to control
the child's health care.

The child will be assigned to the Subscriber’s Physician Group und

Coverage begins automatically and will continue for 30 days from
enroll the child before the 30th day for coverage to continue beyond
choose another contracting Physician Group for that child,
the "Transferring to Another Contracting Physician Group:

Health Net will require written proof of the right tg
or her.

child must be enrolled within 30 days of
the first day of the month after He

te of the guardianship. Coverage will begin on
enrollment request.

r spouse is the court-appointed legal guardian.

In Hospital on Your

If you are confined in a illed Nursing Facility on the Effective Date of coverage, the
SELECT Plan will cover the remainder of that confinement only if you inform Health Net’s Customer
Contact Center upon your Effective Date about the confinement.

Health Net and your selected Physician Group will consult with your attending Physician and may
transfer you to a participating facility when medically appropriate.

Totally Disabled on Your Effective Date

Generally, under the federal Health Insurance Portability and Accountability Act, Health Net cannot
deny You benefits due to the fact that You are totally disabled on your Effective Date. However, if upon
your Effective Date you are totally disabled and pursuant to state law you are entitled to an extension of
benefits from your prior group health plan, benefits of this Plan will be coordinated with benefits
payable by your prior group health plan, so that not more than 100% of covered expenses are provided
for services rendered to treat the disabling condition under both plans.

For the purposes of coordinating benefits under this Evidence of Coverage, if you are entitled to an
extension of benefits from your prior group health plan, and state law permits such arrangements, your
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prior group health plan shall be considered the primary plan (paying benefits first) and benefits payable
under this Evidence of Coverage shall be considered the secondary plan (paying any excess covered
expenses), up to 100% of total covered expenses.

Late Enrollment Rule

Health Net’s late enrollment rule requires that if an individual does not enroll within 30 days of
becoming eligible for coverage, he or she must wait until the next Open Enrollment Period to enroll.
(Time limits for enrolling are explained in the "Employee™ or "Newly Acquired Dependents" provisions
above.)

The term "form™ within this section may include electronic enroliment forms or enroliment over the
phone. Electronic enrollment forms or phone enrollments are deemed signed when you use your
employer’s enrollment system to make or confirm changes to your benefit enrollment.

You may have decided not to enroll upon first becoming eligible. At th
given you a form to review and sign. It would have contained infor
circumstances when you will not be considered a late enrollee.

time, your Group should have
n to let you know that there are

enrollment rule. This
o enroll before the next

If you later change your mind and decide to enroll, Health Net can i
means that individuals identified on the form you signed wjidl not be al
Open Enrollment Period. However, there are exceptions to this,rule.
Exceptions to Late Enroliment Rule

If any of the circumstances below are true, the

en ent rule will not apply to you.

Cannot Be Produced

1. You Did Not Receive a Form to Sign or a
i , the late enrollment rule will not apply to you

If you chose not to enroll when you

e If you never received from ed a form explaining the consequences of your
decision, or

e If the signed form exi

2. You Do Not Enroll
If you declined cover
not enrolling was because erage through another group health plan and coverage is or will be
lost for any of the following reasons, the late enrollment rule will not apply to you.

ot be produced as evidence of your informed decision.
r Coverage and Later the Other Coverage Is Lost

e The Subscriber of the other plan has ceased being covered by that other plan (except for either
failure to pay premium contributions or a "for cause" termination such as fraud or
misrepresentation of an important fact).

e Loss of coverage because of termination of employment or reduction in the number of hours of
employment.

e Loss of coverage through an HMO or other individual arrangement because an individual ceases
to reside, live or work in the service area.

e Loss of coverage through an HMO or other arrangement in the group market because an
individual ceases to reside, live or work in the service area, and no other benefit package is
available to the individual.
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e The other plan is terminated and not replaced with other group coverage.
e The other Group stops making contributions toward employee's or dependent's coverage.

e When the individual's plan ceases to offer any benefits to the class of similarly situated
individuals that includes the individual.

e The other Subscriber or employee dies.

e The Subscriber and spouse are divorced or legally separated and this causes loss of the other
group coverage.

e Loss of coverage because cessation of dependent status (such as attaining the maximum age to
be eligible as a dependent child under the plan).

e The other coverage was federal COBRA or California Small Employer COBRA and the period
of coverage ends.

e You Lose Eligibility from a Medi-Cal Plan
If you become ineligible and lose coverage under the Medi-C

e Multiple Health Plans
If you are enrolled as a dependent in a health p
enrollment, chooses a different plan (such
and you do not wish to continue to be cover
you decide to enroll in this SELECT

e Court Orders

t) and the subscriber, during open
om an HMO plan to a fee-for-service plan)
will not be considered a late enrollee should

If the exceptions in 2 or
wait longer than 30 days to entol
Enrollment Period. A court or
restrictions.

, you must enroll within 30 days of the loss of coverage. If you
u will be a late enrollee and you may not enroll until the next Open
d dependent may be added without any regard to open enrollment

Special Enrollment Rule for Newly Acquired Dependents

If an employee gains new dependents due to childbirth, adoption or marriage the following rules apply.

If the Employee Is Enrolled in this SELECT Plan

If you are covered by this SELECT Plan as a Subscriber, you can enroll your new dependent if you
request enrollment within 30 days after childbirth, marriage, adoption or placement for adoption. In
addition, a court ordered dependent may be added without any regard to open enrollment restrictions.

More information about enrolling new dependents and their Effective Date of coverage is available
above under the heading "How to Enroll for Coverage™ and the subheading "Newly Acquired
Dependents.”
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If the Employee Declined Enrollment in this SELECT Plan

If you previously declined enrollment in this SELECT Plan because of other group coverage and you
gain a new dependent due to childbirth, marriage, adoption or placement for adoption, you can enroll
yourself and the dependent within 30 days of childbirth, marriage, adoption or placement for adoption.

If you gain a new dependent due to a court order and you did not previously enroll in this Plan, you may
enroll yourself and your court ordered dependent(s) without any regard to open enrollment restrictions.

In addition, any other Family Members who are eligible for coverage may enroll at the same time as you
and the new dependent. You no longer have to wait for the next Open Enrollment Period and whether or
not you are covered by another group plan has no effect on this right.

If you do not enroll yourself, the new dependent and any other Family Members within 30 days of
acquiring the new dependent, you will have to wait until the next Open Enrollment Period to do so.

The Effective Date of coverage for you and all Family Members who enroll within 30 days of childbirth,
marriage, adoption or placement for adoption will be the same as for thie new dependent.

e Inthe case of childbirth, the Effective Date will be the moment of birth:

e For marriage or domestic partnership, the Effective Date will be thefirst.@fthe month following the
date application for coverage is received.

e Regarding adoption, the Effective Date will be theslateithe Bikth parent or appropriate legal authority
grants the employee or his or her spouse, in wriging, the'right tajeontrol the child's health care.

e Inthe case of a Medical Child Support Orderathe Effective Date will be the date the Group is
notified of the court order.

NOTE: When you (the employee) are nét éakollediin this SELECT Plan and you wish to have coverage
for a newborn or adopted child who is ill, pleaseé*@entact your Group as soon as possible and ask that you
(the employee) and the newborn orfadepted child be enrolled. An employee must be enrolled in order for
his or her eligible dependent to be efirolled?

While you have 30 days witAtaRwhichito enroll the child, until you and your child are formally enrolled
and recorded as Memberg in oumeemputer system, we cannot verify coverage to any inquiring medical
provider.

Special Reinstatement Rule For Reservists Returning From

Active Duty

Reservists ordered to active duty on or after January 1, 2007 who were covered under this Plan at the
time they were ordered to active duty and their eligible dependents will be reinstated without waiting
periods or exclusion of coverage for pre-existing conditions. A reservist means a member of the U.S.
Military Reserve or California National Guard called to active duty as a result of the Irag conflict
pursuant to Public Law 107-243 or the Afghanistan conflict pursuant to Presidential Order No. 13239.
Please notify the Group when you return to employment if you want to reinstate your coverage under the
Plan.



Page 54 Eligibility, Enrollment and Termination

Special Reinstatement Rule Under USERRA

USERRA, a federal law, provides service members returning from a period of uniformed service who
meet certain criteria with reemployment rights, including the right to reinstate their coverage without
pre-existing exclusions or waiting periods, subject to certain restrictions. Please check with your Group
to determine if you are eligible.

Transferring to Another Contracting Physician Group

As stated in the "Selecting a Contracting Physician Group" portion of the "Introduction to Health Net"
section, each person must select a contracting Physician Group close enough to his or her residence or
place of work to allow reasonable access to care. Please call the Customer Contact Center if you have
questions involving reasonable access to care.

Any individual Member may change Physician Groups by transferring fgom one to another when:
e The Group's Open Enrollment Period occurs;
e The Member moves to a new address (notify Health Net within 3Q@days of the change);
e The Member’s employment work-site changes (notify Kealth Net withift 30 days of the change);
e Determined necessary by Health Net; or
e The Member exercises the once-a-month transferoptiof.
Exceptions

Health Net will not permit a once-a-m@nth transfegat the Member’s option if the Member is
confined to a Hospital. However, if yowbelieveyyou'should be allowed to transfer to another
contracting Physician Group because of umusualier serious circumstances and you would like Health
Net to give special consideration toWyeur neeads, please contact our Customer Contact Center at the
telephone number on your Healtl\Net'ID*@ard for prompt review of your request.

Effective Date of Transfer

Once we receive your request for a gransfer, the transfer will occur on the first day of the following
month. (Example: Request receiwed March 12, transfer effective April 1.)

If your request for a transfer is not allowed because of hospitalization and you still wish to transfer after
the medical condition or treatment for it has ended, please call the Customer Contact Center to process
the transfer request. The transfer in a case like this will take effect on the first day of the calendar month
following the date the treatment for the condition causing the delay ends.

For a newly eligible child who has been automatically assigned to a contracting Physician Group, the
transfer will not take effect until the first day of the calendar month following the date the child first
becomes eligible. (Automatic assignment takes place with newborn and adopted children and is
described in the "How to Enroll for Coverage" provision earlier in this section.)
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When Coverage Ends

You must notify the Group of changes that will affect your eligibility. The Group will send the
appropriate request to Health Net according to current procedures. Health Net is not obligated to notify
you that you are no longer eligible or that your coverage has been terminated.

All Group Members

All Members of a Group become ineligible for coverage under this Plan at the same time if the Group
Service Agreement (between the Group and Health Net) is terminated, including for termination due to
nonpayment of subscription charges by the Group, as described below in the "Termination for
Nonpayment of Subscription Charges" provision.

Termination for Nonpayment of Subscription Charges

If the Group fails to pay the required subscription charges when due, th@Group Service Agreement
could be canceled after a 30-day grace period. Concurrent with the gfoup hilling and before the
subscription charges due date, a Notice of Consequences for Nonpaymeat'of Premiums will be sent. The
Notice of Consequences for Nonpayment of Premiums will include theé due date, the consequences for
not paying the subscription charges by the due date, and infermation regasding Health Net continuing to
provide coverage during a 30-day grace period that begins theyirst day after the last day of paid
coverage.

When subscription charges are not paid by the due date, agNotice of Cancellation for Nonpayment of
Premiums and Grace Period is generated. The Notice Wikl be dated and include the reason for the
prospective cancellation due to non-payment of premiumsyeffective date of the cancellation, dollar
amount due to Health Net, the last day of#paid coverageythe start and last day of the grace period after
which coverage will be cancelled if subscriptiomeharges are not paid. Coverage will continue during the
grace period but the Member is respensible fogunpard premiums and any required copayments,
coinsurance or deductible amounts fequireds, T he’Notice of Cancellation for Nonpayment of Premiums
and Grace Period will also include detaids of the right to request a review of the termination by the
Director of the California @epartmentiof Managed Health Care and information regarding possible
eligibility for reduced-cost coverageithrough the California Health Benefit Exchange or no-cost
coverage through Medi-Cal*The 30@lay grace period starts the first day following the last day of paid
coverage.

If Health Net does not receive payment of the delinquent subscription charges from your employer
within the 30-day grace period, coverage will be terminated at the end of the grace period.

If coverage through this Plan ends for reasons other than non-payment of subscription charges, see the
"Coverage Options Following Termination" section below for coverage options.
Termination for Loss of Eligibility

In addition to no longer residing in the Service Area, individual Members become ineligible on the date
any of the following occurs:

e The Member no longer meets the eligibility requirements established by the Group and Health Net.
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e This will include a child subject to a Medical Child Support Order, according to state or federal law,
who becomes ineligible on the earlier of:
1. The date established by the order.

2. The date the order expired.

e The Member becomes eligible for Medicare and assigns Medicare benefits to another health
maintenance organization or competitive medical plan.

e The Subscriber’s marriage or domestic partnership ends by divorce, annulment or some other form
of dissolution. Eligibility for the Subscriber’s enrolled spouse (now former spouse) and that spouse’s
enrolled dependents, who were related to the Subscriber only because of the marriage, will end.

e When the Member ceases to reside in the Service Area, coverage will be terminated effective on
midnight of the last day of the month in which loss of eligibility occurred. However, a child subject
to a Medical Child Support Order, according to state or federal law, who moves out of the
Health Net Service Area, does not cease to be eligible for this PlangBut, while that child may

Service Area will be

Needed Care. Follow-

Net (medical) or the Behavioral Health Administrator (ental Diso and Chemical
Dependency).

The Subscriber and all his or her F
if the Subscriber loses eligibility f

Termination for Cau

Health Net has the right
Your coverage may be ter
constitutes fraud, or for any i
agreement, including:

coverage from this Plan for good cause, as set forth below.
h a 30-day written notice if you commit any act or practice, which
al misrepresentation of material fact under the terms of the

e Misrepresenting eligibility information about yourself or a Dependent;

e Presenting an invalid prescription or Physician order;

e Misusing a Health Net Member 1.D. Card (or letting someone else use it); or

e Failing to notify us of changes in family status that may affect your eligibility or benefits.
We may also report criminal fraud and other illegal acts to the authorities for prosecution.

How to Appeal Your Termination

You have the right to file a complaint if you believe that your coverage is improperly terminated or not
renewed. A complaint is also called a grievance or an appeal. Refer to the "Grievance Procedures™
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provision in the "General Provisions" section for information about how to appeal Health Net's decision
to terminate your coverage.

If your coverage is terminated based on any reason other than for nonpayment of subscription charges
and your coverage is still in effect when you submit your complaint, Health Net will continue your
coverage under this plan until the review process is completed, subject to Health Net's receipt of the
applicable subscription charges. You must also continue to pay the Deductible and Copayments for any
services and supplies received while your coverage is continued during the review process.

If your coverage has already ended when you submit your request for review, Health Net is not required
to continue coverage. However, you may still request a review of Health Net's decision to terminate your
coverage by following the complaint process described in the "Grievance Procedures"” provision in the
"General Provisions" section. If your complaint is decided in your favor, Health Net will reinstate your
coverage back to the date of the termination.

Health Net will conduct a fair investigation of the facts before any termination for any of the above
reasons is carried out. Your health status or requirements for Health Gére Services will not determine
eligibility for coverage. If you believe that coverage was terminat of health status or the need
for health services, you may request a review of the termination b ectomef the California
Department of Managed Health Care.

Coverage Options Following Termination

If coverage through this SELECT Plan ends as a rest
charges, see "All Group Members™ portion of
options following termination. If coverage thro
non-payment of subscription charges, the termin

e COBRA Continuation Coverage:
federal Consolidated Omnibus etR
20 or more employees, COBR
outside California. Please check
are eligible.

Gro non-payment of subscription
srage Ends” in this section for coverage

an ends for reasons other than the Group’s
per may be eligible for additional coverage.

are required to offer continuation coverage by the
ion Act of 1985 (COBRA). For most Groups with
loyees and their eligible dependents, even if they live
0 roup to determine if you and your covered dependents

overage: If you have exhausted COBRA and you live in the Health
Net Service Area, you may be eligible for additional continuation coverage under state Cal-COBRA
law. This coverage may b ilable if you have exhausted federal COBRA coverage, have had less
than 36 months of COBRA coverage and you are not entitled to Medicare. If you are eligible, you
have the opportunity to continue group coverage under this Evidence of Coverage through Cal-
COBRA for up to 36 months from the date that federal COBRA coverage began.

Health Net Will Offer Cal-COBRA to Members: Health Net will send Members whose federal
COBRA coverage is ending information on Cal-COBRA rights and obligations along with the
necessary premium information, enrollment forms, and instructions to formally choose Cal-COBRA
Continuation Coverage. This information will be sent by U.S. mail with the notice of pending
termination of federal COBRA.

Choosing Cal-COBRA: If an eligible Member wishes to choose Cal-COBRA Continuation
Coverage, he or she must deliver the completed enrollment form (described immediately above) to
Health Net by first class mail, personal delivery, express mail, or private courier company. The
address appears on the back cover of this Evidence of Coverage.
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The Member must deliver the enrollment form to Health Net within 60 days of the later of (1) the
Member’s termination date for COBRA coverage or (2) the date he or she was sent a notice from
Health Net that he or she may qualify for Cal-COBRA Continuation.

Payment for Cal-COBRA: The Member must pay Health Net 1[ ] of the applicable group rate
charged for employees and their dependents.

The Member must submit the first payment within 45 days of delivering the completed enrollment
form to Health Net in accordance with the terms and conditions of the health Plan contract. The first
payment must cover the period from the last day of prior coverage to the present. There can be no
gap between prior coverage and Cal-COBRA Continuation Coverage. The Member's first payment
must be delivered to Health Net by first-class mail, certified mail, or other reliable means of
delivery, including personal delivery, express mail, or private courier company. If the payment
covering the period from the last day of prior coverage to the present is not received within 45 days
of providing the enrollment form to Health Net, the Member's Cal-COBRA election is not effective
and no coverage is provided.

All subsequent payments must be made on the first day of eac

the letter. If the Member fails to make the payment wit
enrollment will be canceled by Health Net. If the Me payment before the termination

ts received after the termination

date will be refunded to the Member by Health n 20 business days
Employer Replaces Previous Plan: There ays the Member may be eligible for Cal-
COBRA Continuation Coverage if the emplo the previous plan:

ion Coverage through a previous plan provided
by his or her current employer and this Plan because the previous policy was

2. If the Member selects this PI e of the employer's open enrollment.

The Member may ch
or she could have co

to be covered by this Plan for the balance of the period that he
cavered by the prior group plan. In order to continue Cal-COBRA
coverage under the new plan, t ember must request enrollment and pay the required premium
within 30 days of receivi ce of the termination of the prior plan. If the Member fails to request
enrollment and pay the premium within the 30-day period, Cal-COBRA continuation coverage will
terminate.

Employer Replaces this Plan: If the agreement between Health Net and the employer terminates,
coverage with Health Net will end. However, if the employer obtains coverage from another insurer
or HMO, the Member may choose to continue to be covered by that new plan for the balance of the
period that he or she could have continued to be covered by the Health Net plan.

When Does Cal-COBRA Continuation Coverage End? When a Qualified Beneficiary has chosen

Cal-COBRA Continuation Coverage, coverage will end due to any of the following reasons:

1. You have been covered for 36 months from your original COBRA effective date (under this or
any other plan).*

2. The Member becomes entitled to Medicare; that is, enrolls in the Medicare program.
3. The Member moves outside the Health Net Service Area.
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4. The Member fails to pay the correct premium amount on the first day of each month as described
above under "Payment for Cal-COBRA."

5. The Group’s Agreement with Health Net terminates. (See "Employer Replaces this Plan.")

6. The Member becomes covered by another group health plan that does not contain a pre-existing
condition limitation preventing the individual from receiving the full benefits of that plan.

If the Member becomes covered by another group health plan that does contain a pre-existing
condition limitation preventing the individual from receiving the full benefits of that plan, coverage
through this plan will continue. Coordination of Benefits will apply, and Cal-COBRA plan will be
the primary plan.

* The COBRA effective date is the date the Member first became covered under COBRA
continuation.

e USERRA Coverage: Under a federal law known as the Uniformed Services Employment and
Reemployment Rights Act (USERRA), employers are required togrovide employees who are absent
from employment to serve in the uniformed services and their dépendents who would lose their
group health coverage the opportunity to elect continuation coveragefor a period of up to 24
months. Please check with your Group to determine if you are eligible.

e Extension of Benefits: Described below in the subsectiomtitled "Extension of Benefits."

Extension of Benefits

When Benefits May Be Extended

Benefits may be extended beyond the dateieoverageswould ordinarily end if you lose your Health Net
coverage because the Group Service Agreement IS'discontinued and you are totally disabled at that time.

When benefits are extended, you will notBesrequired to pay subscription charges. However, the
Copayments and CoinsurancepaymentsfSshown in the "Schedule of Benefits and Copayments — SELECT
1" and the "Schedule of Bénefits and Cepayments — SELECT 2 and SELECT 3" sections will continue
to apply.

Benefits will only be extended for #he condition that caused you to become totally disabled. Benefits
will not be extended for other medical conditions.

Benefits will not be extended if coverage was terminated for cause as stated in the "Individual Members
- Termination for Cause" provision of the "Eligibility, Enrollment and Termination™ section.

"Totally disabled™ has a different meaning for different Family Members.

e For the Subscriber it means that because of an illness or injury, the Subscriber is unable to engage in
employment or occupation for which he or she is or becomes qualified by reason of education,
training or experience; furthermore, the Subscriber must not be employed for wage or profit.

e For a Family Member it means that because of an illness or injury, that person is prevented from
performing substantially all regular and customary activities usual for a person of his or her age and
family status.
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How to Obtain an Extension

If your coverage ended because the Group Service Agreement between Health Net and the Group was
terminated and you are totally disabled and want to continue to have extended benefits, you must send a
written request to Health Net within 90 days of the date the Agreement terminates. No extension will be
granted unless Health Net receives written certification of such total disability from the Member’s
Physician Group within 90 days of the date on which coverage was terminated, and thereafter at such
reasonable intervals as determined by Health Net.

When the Extension Ends

The Extension of Benefits will end on the earliest of the following dates:

1. On the date the Member is no longer totally disabled;

2. On the date the Member becomes covered by a replacement health policy or plan obtained by the

Group and this coverage has no limitation for the disabling conditi
3. On the date that available benefits are exhausted; or
4. On the last day of the 12-month period following the date the ex
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COVERED SERVICES AND SUPPLIES

In order for a service or supply to be covered, it must be Medically Necessary and authorized
according to procedures Health Net has established. Any covered service may require a Copayment,
Coinsurance payment or have a benefit limit. Refer to the **Schedule of Benefits and Copayments —
SELECT 1" and the ""Schedule of Benefits and Copayments— SELECT 2 and SELECT 3" sections of
this Evidence of Coverage for details.

Under SELECT 1 you are entitled to receive Medically Necessary services and supplies described below
when they are authorized according to procedures Health Net and the contracting Physician Group have
established. The fact that a Physician or other provider may prescribe, order, recommend or approve a
service, supply or hospitalization does not, in itself, make it Medically Necessary, or make it a covered
service.

With SELECT 2 you may refer to the Health Net Network Directory fora Preferred Provider of your
choice to provide to you SELECT 2 benefits. When you use the SELECT 3 Tier, you have the freedom
to select any Physician and Health Net will reimburse you at the M@ximum’Allowable Amount for
SELECT 3 benefits. Please refer to the "Schedule of Benefits and Copayments#SELECT 2 and
SELECT 3" section to determine benefits covered under each Tier.

Under SELECT 2 and SELECT 3, services by certain provideks may be,covered only when a medical
doctor (M.D.) or doctor of osteopathy (D.O.) refers yatrtothentRlease refer to the definition of
"Physician" in the "Definition™ section of this Evidegnce of Soveragefor more details.

When using your SELECT 2 and SELECT 3 benefits make sure prior Certification is not required before
receiving services from any provider. Please refeptaythe “Certification Requirement™ section of this
Evidence of Coverage for details.

The fact that a Physician or other provider may perorm, prescribe, order, recommend or approve a
service, supply or hospitalization degsot, in 1self, make it Medically Necessary or make it a covered
service.

Certain limitations may apply-“Be surg you read the section entitled ""Exclusions and Limitations™ of
this Evidence of Coverage beforgi@btaining care.

Medical Services and Supplies

Some services and supplies that may be covered under SELECT 1 may not be covered under SELECT 2
and SELECT 3. Please refer to the "Schedule of Benefits and Copayments — SELECT 1" and the
"Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" sections of this Evidence of
Coverage to determine the benefits covered under each Tier.

SELECT 1, SELECT 2, and SELECT 3

Office Visits

Office visits for services by a Physician are covered. Also covered are office visits for services by other
health care professionals. To receive SELECT 1 level benefits you will need to be referred by your
Primary Care Physician.
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Preventive Care Services

The coverage described below shall be consistent with the requirements of the Affordable Care Act
(ACA).

Preventive Care Services are covered for children and adults, as directed by your Physician, based on the
guidelines from the following resources:

e U.S. Preventive Services Task Force (USPSTF) Grade A & B recommendations
(www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/).

e The Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Center
for Disease Control and Prevention (http://www.cdc.gov/vaccines/schedules/index.html).

e Guidelines for infants, children, adolescents and women’s preventive health care as supported by the
Health Resources and Services Administration (HRSA) (www.hrsa.gov/womensguidelines/)

Your Physician will evaluate your health status (including, but not li
history, gender and/or age) to determine the appropriate Preventive
list of Preventive Care Services is available through https://www.
benefits. Examples of Preventive Care Services include, but are not

to, your risk factors, family
re Sggvices and frequency. The

e Periodic health evaluations.
e Preventive vision and hearing screening;
e Blood pressure, diabetes, and cholesterol tests;

e U.S. Preventive Services Task Force (USPS
(HRSA) recommended cancer screeniags, inc

alth Resources and Services Administration
FDA-approved human papillomavirus (HPV)

st, cervical and colorectal cancer, human

and digital rectal examinations), screenl
i mograms and colonoscopies;

immunodeficiency virus (HIV)
e Developmental screenin i and-assess potential developmental delays;

e Counseling on such topi i smoking, lactation, losing weight, eating healthfully, treating
depression, preventio transmitted diseases, and reducing alcohol use;

e Routine immunizations a iseases such as measles, polio, or meningitis;

e Flu and pneumonia shots;

e Vaccination for acquired immune deficiency disorder (AIDS) that is approved for marketing by the
FDA and that is recommended by the United States Public Health Service;

e Counseling, screening, and immunizations to ensure healthy pregnancies;
e Regular well-baby and well-child visits;
e Well-woman visits.

Preventive Care Services for women also include screening for gestational diabetes; sexually-
transmitted infection counseling; human immunodeficiency virus (HIV) screening and counseling;
FDA-approved contraception methods for women and contraceptive counseling; breastfeeding support,
supplies and counseling; and domestic violence screening and counseling.


http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/
http://www.cdc.gov/vaccines/schedules/index.html
http://www.hrsa.gov/womensguidelines/
https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.healthcare.gov/coverage/preventive-care-benefits/
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One breast pump and the necessary supplies to operate it (as prescribed by your Physician) will be
covered for each pregnancy at no cost to the Member. This includes one retail-grade breast pump (either
a manual pump or a standard electric pump) as prescribed by Your Physician. We will determine the
type of equipment, whether to rent or purchase the equipment and the vendor who provides it. You can
find out how to obtain a breast pump by calling the Customer Contact Center at the phone number on
your Health Net ID card.

Preventive Care Services are covered as shown in the "Schedule of Benefits and Copayments — SELECT
1" and "Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" sections.

Surgical Services

Services by a surgeon, assistant surgeon, anesthetist or anesthesiologist are covered. Non-emergency
services provided by an assistant surgeon in an Out of Network (OON) facility are pre-authorized by
Health Net and covered only when determined by Health Net to be Medically Necessary. Health Net
uses available guidelines of Medicare and its contractors, other governafiental regulatory bodies and

' rmination as to which

determine the circumstances under which claims for assistant surgeo i nd co-surgeon and team
surgeon services will be eligible for reimbursement, in acc Net’s normal claims
filing requirements.

When adjudicating claims for Covered Services for the

Medicare guidelines to det
eligible for reimbursement; in a anee with Health Net’s normal claims filing requirements. No
benefit is payable for inc urgical procedures, such as an appendectomy performed during gall
bladder surgery.

Health Net uses available Medicare guidelines to determine which services and procedures are eligible
for payment separately or as part of a bundled package, including but not limited to, which items are
separate professional or technical components of services and procedures. Health Net also uses
proprietary guidelines to identify potential billing errors.

Gender Reassignment Surgery

Medically Necessary gender reassignment services, including, but not limited to, mental health
evaluation and treatment, pre-surgical and post-surgical hormone therapy, fertility preservation, speech
therapy, and surgical services (such as hysterectomy, ovariectomy, and orchiectomy, genital surgery,
breast surgery, mastectomy, and other reconstructive surgery) for the treatment of gender dysphoria or
gender identity disorder are covered. Services not Medically Necessary for the treatment of gender
dysphoria or gender identity disorder are not covered. Surgical services must be performed by a
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qualified provider in conjunction with gender reassignment surgery or a documented gender
reassignment surgery treatment plan.

Laboratory and Diagnostic Imaging (including X-ray) Services
Laboratory and diagnostic imaging (including x-ray) services and materials are covered as medically
indicated.

Home Visit

Visits by a Physician to a Member's home are covered at the Physician’s discretion in accordance with
the rules and criteria set by Health Net and if the Physician concludes that the visit is medically and
otherwise reasonably indicated.

Rehabilitation Therapy

Rehabilitation therapy services (physical, speech, and occupational t
Medically Necessary, except as stated in the "Exclusions and Limi

py) are covered when

Cardiac Rehabilitation Therapy

Rehabilitation therapy services provided in connection with
when Medically Necessary.

treatment of heart disease is covered

Clinical Trials

Routine patlent care costs for items and SeI’VICGS

ishedlin connection with participating in an

sary, authorized by Health Net, and either the

performed by non- part|C|pat|ng pro
available through a participa
by a non-participating or
the law.

Ices rendered as part of a clinical trial may be provided
OV|der subject to the reimbursement guidelines as specified in

The following definitions apply to_the terms mentioned in the above provision only.

“Approved clinical trial” means a phase I, phase 11, phase Ill, or phase 1V clinical trial that is conducted
in relation to the prevention, detection, or treatment of cancer or other life threatening disease or
condition. The treatment shall be provided in a clinical trial that involves either a drug that is exempt
from federal regulation in relation to a new drug application, or is approved by one of the following:

e The National Institutes of Health, the Centers for Disease Control and Prevention, the Agency for
Health Care Research and Quality, the Centers for Medicare & Medicaid Services, the United States
Department of Defense, or the United States Department of Veterans Affairs;

e A cooperative group or center of any of the entities described above; or
e The FDA as an Investigational new drug application.

“Life threatening condition” means any disease or condition from which the likelihood of death is
probably unless the course of the disease or condition is interrupted.
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"Routine patient care costs" are the costs associated with the requirements of Health Net, including
drugs, items, devices and services that would normally be covered under this Evidence of Coverage, if
they were not provided in connection with a clinical trials program.

Please refer to the "All Services and Supplies™ portion of the "Exclusions and Limitations" section for
more information.

Pulmonary Rehabilitation Therapy
Rehabilitation therapy services provided in connection with the treatment of chronic respiratory
impairment is covered when Medically Necessary.

Routine Physical Examinations

One routine physical examination (including psychological examinations or drug screening) per
Calendar Year, requested by the Member without medical condition indications is covered. However,
filling out forms related to the physical exam is not covered.

A routine examination is one that is not otherwise medically indi ysician-directed and is

iS— SELECT 2 and SELECT 3" sections for

Copayment requirements. See " Preventive Ca ¢es” in this "Covered Services and Supplies”
section for information about coverage of exami are for preventive health purposes.
Pregnancy

Hospital and professional services itions,of pregnancy are covered, including prenatal and
postnatal care, delivery, and newbo € ases of identified high-risk pregnancy, prenatal
diagnostic procedures, alp testing and genetic testing of the fetus are also covered.
Prenatal diagnostic proce ervices provided by the California Prenatal Screening Program
(formerly Expanded Alp roteinProgram) administered by the California State Department of

Public Health and are covered at ngfeost to the Members. Please refer to the "Schedule of Benefits and
Copayments - SELECT 1" an ‘Schedule of Benefits - SELECT 2 and SELECT 3" sections, under
the headings "Care for Conditions of Pregnancy" and "Inpatient Hospital Services" for Copayment and
Coinsurance requirements.

Birthing center services are covered when authorized by your Physician Group. A birthing center is a
homelike facility accredited by the Commission for Accreditation of Birth Centers (CABC) that is
equipped, staffed and operated to provide maternity-related care, including prenatal, labor, delivery and
postpartum care. Services provided by other than a CABC-accredited designated center will not be
covered.

Preventive services for pregnancy, as listed in the U.S. Preventive Services Task Force A&B
recommendations and Health Resources and Services Administration’s (“HRSA”) Women’s Preventive
Service are covered as Preventive Care Services.

When you give birth to a child in a Hospital, you are entitled to coverage of at least 48 hours of care
following a vaginal delivery or at least 96 hours following a cesarean section delivery.
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Your Physician will not be required to obtain authorization for a Hospital stay that is equal to or less
than 48 hours following vaginal delivery or 96 hours following cesarean section. Longer stays in the
Hospital and scheduled or elective cesarean sections must be authorized under your SELECT 1 Tier and
will require prior Certification under your SELECT 2 and SELECT 3 Tiers. Please notify Health Net
upon confirmation of pregnancy when you obtain care for conditions of pregnancy under the SELECT 2
or SELECT 3 benefit levels.

You may be discharged earlier only if you and your Physician agree to it.

If you are discharged earlier, your Physician may decide, at his or her discretion, that you should be seen
at home or in the office, within 48 hours of the discharge, by a licensed health care provider whose
scope of practice includes postpartum care and newborn care. Your Physician will not be required to
obtain authorization for this visit.

The coverage described above meets requirements for Hospital length of stay under the Newborns’ and
Mothers’ Health Protection Act of 1996, which states:

Group health plans and health insurance issuers generally may not,
for any Hospital length of stay in connection with childbirth for t
48 hours following a vaginal delivery, or less than 96 hours followi
Federal law generally does not prohibit the mother's or ne '

with the mother, from discharging the mother or her newbo I 8 hours (or 96 hours as

applicable). In any case, plans and issuers may not, ug |i !l
(

er Federal law, restrict benefits

authorization from the plan or the insurance issuer
hours (or 96 hours).

Medical Social Services

Hospital discharge planning and social servi eling are covered. In some instances, a medical
social service worker may refer yo rovi
covered only if not otherwise excl SELECT Plan.

Home Health Care S
The services of a Home

ncy in the Member’s home are covered when provided by a
registered nurse or licensed vocatignal nurse and /or licensed physical, occupational, speech therapist or
respiratory therapist. These s are in the form of visits that may include, but are not limited to,
skilled nursing services, medical social services, rehabilitation therapy (including physical, speech and
occupational), pulmonary rehabilitation therapy and cardiac rehabilitation therapy.

Home Health Care Services must be ordered by your Physician, approved by your Physician Group or
Health Plan and provided under a treatment plan describing the length, type and frequency of the visits
to be provided. The following conditions must be met in order to receive Home Health Care Services:

e The skilled nursing care is appropriate for the medical treatment of a condition, illness, disease or
injury;

e The Member is homebound because of illness or injury (this means that the Member is normally
unable to leave home unassisted, and, when the Member does leave home, it must be to obtain

medical care, or for short, infrequent non-medical reasons such as a trip to get a haircut, or to attend
religious services or adult day care);
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e The Home Health Care Services are part-time and intermittent in nature; a visit lasts up to 4 hours in
duration in every 24 hours; and

e The services are in place of a continued hospitalization, confinement in a Skilled Nursing Facility, or
outpatient services provided outside of the Member's home.

Additionally, Home Infusion Therapy is also covered. A provider of infusion therapy must be a licensed
pharmacy. Home nursing services are also provided to ensure proper patient education, training, and
monitoring of the administration of prescribed home treatments. Home treatments may be provided
directly by infusion pharmacy nursing staff or by a qualified home health agency. The patient does not
need to be homebound to be eligible to receive Home Infusion Therapy. See the "Definitions™ section.

Custodial Care services and Private Duty Nursing, as described in the "Definitions” section and any
other types of services primarily for the comfort or convenience of the Member, are not covered even if
they are available through a Home Health Care Agency. Home Health Care Services do not include
Private Duty Nursing or shift care. Private Duty Nursing (or shift care, including any portion of shift
care services) is not a covered benefit under this plan even if it is avai
Agency or is determined to be Medically Necessary. See the "Defi

Outpatient Infusion Therapy

Outpatient infusion therapy used to administer covered d
aerosol is covered when appropriate for the Member’s
for the number of days necessary to treat the illness{i

Infusion therapy includes: total parenteral nutri
injected or intravenous antibiotic therapy; chem

balance, or to provide access to the vein); apy (delivery of drugs or other Medically
C colytic therapy to stop premature labor.

prepare, compound, dispe i dminister or monitor covered drugs or other covered substances
used in infusion therapy.

Covered supplies include escription drugs or other substances which are approved by the
California Department of He e Food and Drug Administration for general use by the public.
Other Medically Necessary supplies and Durable Medical Equipment necessary for infusion of covered
drugs or substances are covered.

All services must be billed and performed by a provider licensed by the state. Only a 30-day supply will
be dispensed per delivery.

Infusion therapy benefits will not be covered in connection with the following:

e Infusion medication administered in an outpatient Hospital setting that can be administered in the
home or a non-Hospital infusion suite setting;

e Non-prescription drugs or medications;

e Any drug labeled "Caution, limited by Federal Law to Investigational use™ or Investigational drugs
not approved by the FDA;

e Drugs or other substances obtained outside of the United States;
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e Homeopathic or other herbal medications not approved by the FDA;

e FDA approved drugs or medications prescribed for indications that are not approved by the FDA, or
which do not meet medical community standards (except for non-Investigational FDA approved
drugs used for off-label indications when the conditions of state law have been met);

e Growth hormone treatment; or

e Supplies used by a health care provider that are incidental to the administration of infusion therapy,
including but not limited to: cotton swabs, bandages, tubing, syringes, medications and solutions.

e Payment of benefits will be reduced as set forth in this EOC if Certification is not obtained for
certain services.

For SELECT 2 and SELECT 3, Certain drugs that are administered as part of outpatient infusion therapy
require Certification. Refer to the Health Net website, www.healthnet.com, for a list of services and
infused drugs that require Certification.

Ambulance Services

may require Certification. Please refer t

Nonemergency ambulance service
requires the use of services that on
transportation would endanger your
you to or from covered se

Medically Necessary and when your conditions
bulance can provide when the use of other means of
Se services are covered only when the vehicle transports

Please refer to the "Amb er
information.

provision of "Exclusions and Limitations™ for additional

Hospice Care

Hospice care is available for Members diagnosed as terminally ill by a Physician and the contracting
Physician Group. To be considered terminally ill, a Member must have been given a medical prognosis
of one year or less to live.

Hospice care includes Physician services, counseling, medications, other necessary services and
supplies, and homemaker services. The Physician will develop a plan of care for a Member who elects
Hospice care.

In addition, up to five consecutive days of inpatient care for the Member may be authorized to provide
relief for relatives or others caring for the Member.


https://www.healthnet.com/
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Durable Medical Equipment

Durable Medical Equipment, which includes but is not limited to wheelchairs, crutches, bracing,
supports, casts, nebulizers (including face masks and tubing) and Hospital beds, is covered. Durable
Medical Equipment also includes Orthotics (such as bracing, supports and casts) that are made for the
Member.

Except for the podiatric devices to prevent or treat diabetes-related complications as discussed below,
Corrective Footwear (including specialized shoes, arch supports and inserts) is only covered when all of
the following circumstances are met:

e The Corrective Footwear is Medically Necessary.
e The Corrective Footwear is custom made for the Member; and

e The Corrective Footwear is permanently attached to a Medically Necessary Orthotic device that is
also a covered benefit under this Plan.

Corrective Footwear for the management and treatment of diabetes edical condition is covered

under the "Diabetic Equipment™ benefit as Medically Necessary.

Covered Durable Medical Equipment will be repaired or replaced wh
replacement for loss or misuse is not covered. Health Net
item.

ary. However, repair or
er to replace or repair an

: ent ( ) coverage, Health Net applies
nationally recognized DME coverage guidelinesssuchiasghose defined by the InterQual (McKesson) and
Durable Medical Equipment Medicare Adminis Caontractor (DME MAC), Healthcare Common
Procedure Coding System (HCPCS) Lev icare

Some Durable Medical Equipment may h
considered primarily for non-medi
peak flow meters and Orthotics are

guantity limits or may not be covered as they are
(including face masks and tubing), inhaler spacers,
uch quantity limits.

Coverage for Durable Medi
Medical Equipment” por
Benefits and Copayment
SELECT 3." for the applicable Co

Durable Medical Equipment is covered only under SELECT 1 and SELECT 2.

Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered as Preventive Care
Services. For additional information, please refer to the "Preventive Care Services” provision in this
“Covered Services and Supplies” section.

nt is subject to the limitations described in the "Durable
lusions and Limitations" section. Please refer to "Schedule of
1%and "Schedule of Benefits and Copayments — SELECT 2 and
ment or Coinsurance.

When applicable, coverage includes fitting and adjustment of covered equipment or devices.

Diabetic Equipment and Supplies

Diabetic equipment is covered as shown in the "Schedule of Benefits and Copayments — SELECT 1"
and "Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" sections.

Equipment and supplies for the management and treatment of diabetes are covered, as Medically
Necessary, including:

e Insulin pumps and all related necessary supplies.
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e Corrective Footwear to prevent or treat diabetes-related complications.

e Specific brands of blood glucose monitors and blood glucose testing strips.*

e Blood glucose monitors designed to assist the visually impaired.

e Ketone urine testing strips.*

e Lancets and lancet puncture devices.*

e Specific brands of pen delivery systems for the administration of insulin, including pen needles.*
e Specific brands of insulin syringes.*

* These items (as well as insulin and Prescription Drugs for the treatment and management of
diabetes) are covered under the Prescription Drug benefits. Please refer to the "Prescription Drugs™
portion of this section for additional information.

Additionally, the following supplies are covered under the medical be

e Glucagon is provided through the self-injectables benefi
portion of this section).

treatment of diabetes. Please refer to the "P
information.

Blood

Blood transfusions, including bloo
are covered. Self-donated (autologo
has been authorized as certifi€dy as a
Inpatient Hospital
Covered services include:

e Accommodations as an inpatient in a room of two or more beds, at the Hospital's most common
semi-private room rate with customary furnishings and equipment (including special diets as
Medically Necessary);

e Services in Special Care Units;

e Private rooms, when Medically Necessary;

e Physician services;

e Specialized and critical care;

e General nursing care;

e Special duty nursing as Medically Necessary;

e Operating, delivery and special treatment rooms;
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e Supplies and ancillary services including laboratory, cardiology, pathology, radiology and any
professional component of these services;

e Physical, speech, occupational and respiratory therapy;

e Radiation therapy, chemotherapy and renal dialysis treatment;

e Other diagnostic, therapeutic and rehabilitative services, as appropriate;
e Biologicals and radioactive materials;

e Anesthesia and oxygen services,

e Durable Medical Equipment and supplies;

e Medical social services;

e Drugs and medicines approved for general use by the Food and Drug Administration which are
supplied by the Hospital for use during Your stay;

e Blood transfusions, including blood processing, the cost of bl
Products are covered. Self-donated (autologous) blood transfusi
surgery that has been certified; and

replaced blood and Blood
d only for a scheduled

e Coordinated discharge planning including the planni
both medically and as a means of preventing pos

ch continuing care as may be necessary,
anly talization.

Reconstructive Surgery

e Improve function; or

e Create a normal appear

except as set out under the "D Services" and "Disorders of the Jaw" portions of the "Exclusions and
Limitations" section. Reconstructive surgery includes Medically Necessary dental or orthodontic
services that are an integral part of reconstructive surgery for cleft palate procedures. Cleft palate
includes cleft palate, cleft lip or other craniofacial anomalies associated with cleft palate.

Health Net and the contracting Physician Group determine the feasibility and the extent of these
services, except that, the length of Hospital stays related to mastectomies (including lumpectomies) and
lymph node dissections will be determined solely by the Physician and no prior authorization for
determining the length of stay is required.

Includes reconstructive surgery to restore and achieve symmetry incident to mastectomy.

The coverage described above in relation to a Medically Necessary mastectomy complies with
requirements under the Women’s Health and Cancer Rights Act of 1998. In compliance with the
Women’s Health Cancer Rights Act of 1998, this Plan provides benefits for mastectomy-related services,
including all stages of reconstruction and surgery to achieve symmetry between the breasts, prostheses,
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and complications resulting from a mastectomy, including lymphedema. See also "Prostheses™ in this
"Covered Services and Supplies" section for a description of coverage for prostheses.

Outpatient Hospital Services

Professional services, outpatient Hospital facility services and outpatient surgery performed in a
Hospital or Outpatient Surgical Center are covered.

Professional services performed in the outpatient department of a Hospital (including but not limited to a
visit to a Physician, rehabilitation therapy, including physical, occupational and speech therapy,
pulmonary rehabilitation therapy and cardiac rehabilitation therapy, laboratory tests, X-rays, radiation
therapy and chemotherapy) are subject to the same Copayment which is required when these services
are performed at your Physician’s office.

Please refer to the "Schedule of Benefits and Copayments - SELECT 1" and "Schedule of Benefits and
Copayments - SELECT 2 and SELECT 3" sections for your appropriate, Copayment or Coinsurance
payment that would apply to your outpatient visit.

Copayments for surgery performed in a Hospital or outpatient sur
Copayments for professional or outpatient Hospital facility services.
Services" in the "Schedule of Benefits and Copayments — SELECT 1"
Copayments — Select 2 and SELECT 3" sections for more i ation.

r may be different than

Phenylketonuria (PKU)

Coverage for testing and treatment of phenylk
products that are part of a diet prescribed by a P
professional in consultation with a Physi
diet must be deemed Medically Necessar
disabilities or to promote normal
which exceed the cost of a normal

U) includes formulas and special food
managed by a licensed healthcare

the development of serious physical or mental
tion. Coverage is provided only for those costs

"Formula™ is an enteral pro home that is prescribed by a Physician.

"Special food product” i that is prescribed by a Physician for treatment of PKU and used
in place of normal food p as grocery store foods. It does not include that is naturally low in
protein.

Other specialized formulas and nutritional supplements are not covered.

Teladoc Consultation Telehealth Services

Health Net contracts with Teladoc to provide telehealth services for medical, Mental Disorders and
Chemical Dependency conditions. Teladoc services are not intended to replace services from your
Physician, but are a supplemental service.

Teladoc consultations provide primary care services by telephone or secure online video. Teladoc
providers may be used when your Physician’s office is closed or you need quick access to a Physician or
Participating Mental Health Professional. Teladoc consultations are confidential consultations by secure
telephone and online video. You do not need to contact your Primary Care Physician prior to using
Teladoc consultation services.
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Medical Services —Teladoc medical consultations use a network of U.S. board-certified Physicians who
are available 24 hours a day by telephone and from 7:00 a.m. through 9:00 p.m. by secure online video,
7 days a week. The Teladoc Physician can provide diagnosis and treatment for routine medical
conditions and can also prescribe certain medications.

Mental Disorders and Chemical Dependency Services — Teladoc consultations for Mental Disorders and
Chemical Dependency services use a network of Participating Mental Health Professionals who are
available by appointment to Members who are 18 years of age or older. The Teladoc Participating
Mental Health Professional can provide diagnosis, talk therapy and prescription/medication
management, when appropriate.

Teladoc consultation services may be obtained by calling 1-800-TELADOC (800-835-2362) or visiting
www.teladoc.com/hn. Before Teladoc services may be accessed, you must complete a Medical History
Disclosure (MHD) form, which can be completed online at Teladoc’s website at no charge or printed,
completed and mailed or faxed to Teladoc.

Prescription Drug Orders received from a Teladoc Physician or Partigi
are subject to the applicable Deductible and Copayment shown in
the “Schedule of Benefits and Copayments” section.

ting Mental Health Professional
ription Drugs” portion of

These services are subject to the limitations described in thg,“Teleheal
“Exclusions and Limitations,” section.

ces” portion of

Teladoc consultation services do not cover:

e Specialist services; and

e Prescriptions for substances controlled by th N
which may be harmful because of poteatial forabt

Skilled Nursing Facility

Care in a room of two or more is cove F
common charge for a two- ess a private room is Medically Necessary.

Benefits are limited to the
SELECT 1" and "Schedule o its and Copayments - SELECT 2 and SELECT 3" sections.

Surgically Implanted Drugs

Surgically implanted drugs are covered under the medical benefit when Medically Necessary, and may
be provided in an inpatient or outpatient setting.

Bariatric (Weight Loss) Surgery

Bariatric surgery provided for the treatment of morbid obesity is covered when Medically Necessary,
authorized by Health Net and performed at a Health Net Bariatric Surgery Performance Center by a
Health Net Bariatric Surgery Performance Center network surgeon who is affiliated with the Health Net
Bariatric Surgery Performance Center. Bariatric surgery is covered only under the SELECT 1 and
SELECT 2 level of benefits. Preferred Providers that are not designated as part of Health Net’s network
of Bariatric Surgery Performance Centers are considered Out-of-Network Providers for purposes of
determining coverage and benefits for weight loss surgery.
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Health Net has a specific network of facilities and surgeons, which are designated as Bariatric Surgery
Performance Centers to perform weight loss surgery. Your Member Physician can provide you with
information about this network. You will be directed to a Health Net Bariatric Surgery Performance
Center at the time authorization is obtained. All clinical work-up, diagnostic testing and preparatory
procedures must be acquired through a Health Net Bariatric Surgery Performance Center by a Health
Net Bariatric Surgery Performance Center network surgeon.

If you live 50 miles or more from the nearest Health Net Bariatric Surgery Performance Center, you are
eligible to receive travel expense reimbursement, including clinical work-up, diagnostic testing and
preparatory procedures, when necessary for the safety of the Member and for the prior approved
Bariatric weight loss surgery. All requests for travel expense reimbursement must be prior approved by
Health Net.

Approved travel-related expenses will be reimbursed as follows:

e Transportation for the Member to and from the Bariatric Surgery Pg#formance Center up to $130 per
trip for a maximum of four (4) trips (pre-surgical work-up visit -surgical visit, the initial
surgery and one follow-up visit).

Surgery Performance Center up to $130 per trip for a
initial surgery and one follow-up visit).

e Hotel accommodations for the Member not to e
surgical visit and the follow-up visit, up to
to one room, double occupancy.

e Hotel accommodations for one com
per day, up to four (4) days for the M -surgical work-up and initial surgery stay and up to
two (2) days for the follow-up i

e Other reasonable expenses not t per day, up to two (2) days per trip for the pre-surgical
work-up, pre-surgical Vi isi

The following items are excluded and will not be reimbursed:

e Expenses for tobacco, alc ephone, television, and recreation and any other expenses not
specifically listed are specifically excluded.

Submission of adequate documentation including receipts is required to receive travel expense
reimbursement from Health Net.

Bariatric surgery is not covered if provided by an Out-of-Network Provider.

Vision and Hearing Examinations

Vision and hearing examinations for diagnosis and treatment, including refractive eye examinations, are
covered as shown in the "Schedule of Benefits and Copayments - SELECT 1" and "Schedule of Benefits
and Copayments - SELECT 2 and SELECT 3" sections. Preventive vision and hearing screening are
covered as Preventive Care Services.
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SELECT 1 - Additional Benefits

The following are medical services and supplies that are covered under the SELECT 1 benefit Tier, in
addition, to the benefits noted in the "SELECT 1, SELECT 2 and SELECT 3" portion of this subsection.

Renal Dialysis

Renal dialysis services in your home service area are covered. Dialysis services for Members with end-
stage-renal disease (ESRD) who are traveling within the United States are also covered. Outpatient
dialysis services within the United States but outside of your home service area must be arranged and
authorized by your Physician Group or Health Net in order to be performed by providers in your
temporary location. Outpatient dialysis received out of the United States is not a covered service.

CVS MinuteClinic Services

CVS MinuteClinic visits for Preventive Care Services and for the diag
illnesses or injuries are covered as shown in the "Schedule of Benefi
section.

is and evaluation of minor
nd Copayments — SELECT 1"

e Preventive Care Services that may be obtained at a CVS Minute e services such as:

e Vaccinations;
e Health condition monitoring for asthma, diabete w 00 re or high cholesterol; and

e Wellness and preventive services including,
blood pressure screenings, pregnancy testin

In addition, the CVS MinuteClinic also p
and diagnosis of:

ted to, asthma, cholesterol, diabetes and
glght evaluations.

ventive care services, such as the evaluation

e Minor illnesses, including, flu,
prevention;

s symptoms, body aches, and motion sickness

e Minor injuries, includi
and

ters,urns, sprains (foot, ankle, or knee), and wounds and abrasions;

e Minor skin conditions, inor infections, rashes, or sunburns, wart treatment, or poison ivy.

You do not need prior authori n or a referral from your Primary Care Physician or contracting
Physician Group in order to obtain access to CVS MinuteClinic services. However, a referral from the
contracting Physician Group or Primary Care Physician is required for any Specialist consultations
under the SELECT 1 level of benefits.

You will receive a written visit summary at the conclusion of each CVS MinuteClinic visit. With your
permission, summaries of your CVS MinuteClinic visit, regardless of visit type, are sent to your Primary
Care Physician. If you require a non-emergent referral to a Specialist, you will be referred back to your
Primary Care Physician for coordination of such care.

Members traveling in another state which has a CVS Pharmacy with a MinuteClinic can access
MinuteClinic covered services under this Plan at that MinuteClinic under the terms of this Evidence of
Coverage.
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If a Prescription Drug is required as part of your treatment, the CVS MinuteClinic clinician will
prescribe the Prescription Drug. You will not need to return to your Primary Care Physician for a
Prescription Drug Order.

Certain limitations or exclusions may apply. CVS MinuteClinics may offer some services that are not
covered by this Plan. Please refer to the "General Exclusions and Limitations" portion of the "Exclusions
and Limitations" section, for more information. For additional information about CVS MinuteClinics,
please contact the Health Net Customer Contact Center at the telephone number on your Health Net ID
card.

Obstetrician and Gynecologist (OB/GYN) Self-Referral

If you are a female Member you may obtain OB/GYN Physician services without first contacting your
Primary Care Physician.

If you need OB/GYN Preventive Care Services, are pregnant or have a
directly to an OB/GYN Specialist or a Physician who provides such

necology ailment, you may go
ices in your Physician Group.

If such services are not available in your Physician Group, you m
Physician Group’s referral Physicians who provides OB/GYN servi
Group can identify its referral Physicians.)

The OB/GYN Physician will consult with the Member
Member’s condition, treatment and any need for Fo

ne of the contracting

Carefhysician regarding the

Copayment requirements may differ depending ce provided. Refer to the "Schedule of

of Benefits and Copayments - SELECT 2 and
SELECT 3" sections. Preventive Care Services a nder the “Preventive Care Services”
Benefits and Copayments - SELECT 1" and

the "Schedule of Benefits and Copayments 2 and SELECT 3" sections.
The coverage described above me irements of the Affordable Care Act (ACA), which states:

You do not need prior auth
Care Physician) in order
professional in our netw

Health Net or from any other person (including a Primary

to obstetrical or gynecological care from a health care

ialrzes in obstetrics or gynecology. The health care professional,
however, may be required ith certain procedures, including obtaining prior authorization for
certain services, following a roved treatment plan, or procedures for making referrals. For a list
of participating health care professionals who specialize in obstetrics or gynecology, contact the
Customer Contact Center at the phone number on your Health Net I.D. card.

Self-Referral for Reproductive and Sexual Health Care Services

You may obtain reproductive and sexual health care Physician services without first contacting your
Primary Care Physician or securing a referral from your Primary Care Physician. Reproductive and
sexual health care services include but are not limited to: pregnancy services, including contraceptives
and treatment; diagnosis and treatment of sexual transmitted disease (STD); medical care due to rape or
sexual assault, including collection of medical evidence; and HIV testing.

If you need reproductive or sexual health care services, you may go directly to a reproductive and sexual
health care Specialist or a Physician who provides such services in your Physician Group.
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If such services are not available in your Physician Group, you may go to one of the contracting
Physician Group’s referral Physicians who provides reproductive and sexual health care services. (Each
contracting Physician Group can identify its referral Physicians.)

The reproductive and sexual health care Physician will consult with the Member’s Primary Care
Physician regarding the Member’s condition, treatment and any need for Follow-Up Care.

Copayment requirements may differ depending on the service provided. Refer to the "Schedule of
Benefits and Copayments — SELECT 1" section. Preventive Care Services are covered under the
“Preventive Care Services” heading as shown in this section, and in “Schedule of Benefits and
Copayments — SELECT 1” section.

Immunizations and Injections

This plan covers immunizations and injections (including infusion therapy when administered by a
health care professional in the office setting), professional services to inject the medications and the
medications that are injected. Preventive Care Services are covered r the “Preventive Care
Services” heading as shown in this section, and in the “Schedule and Copayments —
SELECT 1" and ”Schedule of Benefits and Copayments — SELEC T 3" sections.

Allergy serum is covered.

In addition, injectable medications approved by the FD beadministered by a health care
professional in the office setting are covered.
Family Planning

This Plan covers counseling and planning for co oy fitting examination for a vaginal
ertion or removal of an intrauterine device

Health Resources and Services Ad i RSA) guidelines are covered as Preventive Care
Services.

Contraceptives that are co e medical benefit include intrauterine devices (IUDs), injectable
and implantable contracepti d contraceptives for women are covered as described in the
"Prescription Drugs" port is ®Covered Services and Supplies™ section of this Evidence of
Coverage.

Infertility Services

This Plan covers Medically Necessary services to diagnose, evaluate and treat infertility. Covered
services include:

o Office visits, laboratory services, professional services, inpatient and outpatient services;
e Prescription Drugs,

e Treatment by injections;

e Artificial insemination;

e Gamete intrafallopian transfer (GIFT); and
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e Related processes or supplies that are Medically Necessary to prepare the Member to receive the
covered Infertility treatment.

Infertility services are subject to the Copayments and benefit limitations, as shown under "Infertility
Services" and "Prescription Drugs" in the "Schedule of Benefits and Copayments — SELECT 1” and
"Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" section and under "Infertility
Services" in the "Exclusions and Limitations" sections.

Fertility Preservation

This Plan covers Medically Necessary services and supplies for standard fertility preservation treatments
for iatrogenic Infertility. latrogenic Infertility is Infertility that is caused directly or indirectly by surgery,
chemotherapy, radiation or other medical treatment. Standard fertility preservation services are
procedures consistent with the established medical treatment practices and professional guidelines
published by the American Society of Clinical Oncology or the American Society for Reproductive
Medicine.

Patient Education

Patient education programs on how to prevent illness or injury and ho
including diabetes management programs and asthma man
Physician Group will coordinate access to these servi

tain good health,
s are covered. Your

Organ, Tissue and Stem Cell Transplant

Organ, tissue and stem cell transplants that are
transplant is authorized by Health Net an

ental or Investigational are covered if the
alth Net Transplant Performance Center.

splant Performance Centers to perform organ,

ian can provide you with information about our
ted to a designated Health Net Transplant

obtained. Preferred Providers that are not designated as
nt Performance Centers are considered Out-of-Network
verage and benefits for transplants and transplant-related

tissue and stem cell transplants. Y
Transplant Performance Centers.
Performance Center at the ti

Providers for purposes o
services.

Medically Necessary services,
follows:

onnection with an organ, stem cell or tissue transplant are covered as

e For the enrolled Member who receives the transplant; and

e For the donor (whether or not an enrolled Member). Benefits are reduced by any amounts paid or
payable by the donor’s own coverage. Only Medically Necessary services related to the organ
donation are covered.

For more information on organ donation coverage, please contact the Customer Contact Center at the
telephone number on your Health Net ID Card.

Evaluation of potential candidates is subject to prior authorization. More than one evaluation (including
tests) at more than one transplant center will not be authorized unless it is Medically Necessary.
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Organ donation extends and enhances lives and is an option that you may want to consider. For more
information on organ donation, including how to elect to be an organ donor, please visit the Department
of Health and Human Services organ donation website at www.organdonor.gov.

Travel expenses and hotel accommodations associated with organ, tissue and stem cell transplants are
not covered.

Prostheses

Internal and external prostheses required to replace a body part are covered. Examples are artificial legs,
surgically implanted hip joints, devices to restore speaking after laryngectomy and visual aids
(excluding eyewear) to assist the visually impaired with proper dosing of insulin.

Also covered are internally implanted devices such as heart pacemakers.
In addition, prostheses to restore symmetry after a Medically Necessary mastectomy are covered.

Health Net or your Physician Group will select the provider or vendo
of medically appropriate devices or appliances are available, Heal
Group will determine which device or appliance will be covered.
the Food and Drug Administration has approved for general use.

r the items. If two or more types
e contracting Physician
t be among those that

Prostheses will be replaced when no longer functional. Ho r, repair orreplacement for loss or
misuse is not covered. Health Net will decide whethe aceyor repair an item.

Second Opinion by a Physician

You have the right to request a second opinion

e Your Primary Care Physician or a re
plan, that you are not satisfied with;

e You are not satisfied with the r nt you have received,

e You are diagnosed with t plan is recommended for, a condition that threatens loss of

tantial impairment, including but not limited to a Serious

e Your Primary Care Physici
results are conflicting.

a referral Physician is unable to diagnose your condition or test

To request an authorization for a second opinion, contact your Primary Care Physician or Health Net’s
Customer Contact Center. Physicians at your Physician Group or Health Net will review your request in
accordance with Health Net’s procedures and timelines as stated in the second opinion policy. When you
request a second opinion, you will be responsible for any applicable Copayments. You may obtain a
copy of this policy from Health Net’s Customer Contact Center.

All authorized second opinions must be provided by a Physician who has training and expertise in the
iliness, disease or condition associated with the request.

SELECT 2 and SELECT 3 - Additional Benefits

The following are medical services and supplies that are covered under your SELECT 2 and SELECT 3
Tiers in addition to the benefits noted in the "SELECT 1, SELECT 2 and SELECT 3" portion of this
subsection.
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Some services and supplies that may be covered under SELECT 2 may not be covered under SELECT
3. Please refer to the "Schedule of Benefits and Copayments— SELECT 2 and SELECT 3" sections of
this Evidence of Coverage to determine the benefits covered under each Tier.

Some of these medical services and supplies may require prior Certification in order to avoid a reduction
in benefits. Please refer to the "Schedule of Benefits and Copayments - SELECT 2 and SELECT 3"
section and to the "Certification Requirement" section of this Evidence of Coverage for further
information.

Immunizations and Injections

This Plan covers immunizations and injections (including infusion therapy when administered by a
health care professional in the office setting), professional services to inject the medications and the
medications that are injected are covered.

Preventive Care Services are covered under the “Preventive Care Servi
section, and in the “Schedule of Benefits and Copayments — SELEC
Copayments — SELECT 2 and SELECT 3" sections.

s” heading as shown in this
and "Schedule of Benefits and

e self-injectable drugs
ust be obtained through

authorization and upon approval, the specialty phar
drugs, needles and syringes. The specialty pharmag
Copayment or Coinsurance shown in "Schedul
3.” Refer to Health Net’s Formulary on our we
listing. You can also call the Customer Cantact
card.

ge you for the appropriate

and Copayments — SELECT 2 and SELECT
healthnet.com for the Specialty Drugs
phone number listed on your Health Net ID

Immunizations and injections for fakeign tra ational purposes are not covered under SELECT 2
and SELECT 3 benefits.

Durable Medical Equi

Durable Medical Equip
supports, casts, nebulizers face masks and tubing) and Hospital beds, is covered and will be
repaired or replaced when ne . However, repair or replacement for loss or misuse is not covered.
Health Net will decide whether to repair or replace an item. Health Net applies nationally recognized
Durable Medical Equipment coverage guidelines as defined by the Medicare Durable Medical
Equipment Regional Administrative Contracts (DME MAC), HCPCS Level 1l and Medicare National
Coverage Determinations (NCD) in assessing Medical Necessity for coverage. Some Durable Medical
Equipment may have specific quantity limits or may not be covered as they are considered primarily for
non-medical use. Nebulizers (including face masks and tubing) and Orthotics are not subject to such
quantity limits. When applicable, coverage includes fitting and adjustment of covered equipment or
devices.

Prostheses

Internal and external prostheses required to replace a body part are covered. Examples are artificial legs,
surgically implanted hip joints, devices to restore speaking after laryngectomy and visual aids
(excluding eyewear) to assist the visually impaired with proper dosing of insulin.
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Also covered are internally implanted devices such as heart pacemakers.
In addition, prostheses to restore symmetry after a Medically Necessary mastectomy are covered.

The device must be among those that the Food and Drug Administration has approved for general use. If
two or more types of medically appropriate devices are available, Health Net will determine which
device or appliance will be covered.

Prostheses will be replaced when no longer functional. However, repair or replacement for loss or
misuse is not covered. Health Net will decide whether to replace or repair an item.

Organ, Tissue and Stem Cell Transplants

Organ, tissue and stem cell transplants that are not Experimental or Investigational are covered if the
transplant is authorized under SELECT 1 or precertified under SELECT 2 by Health Net and performed
at a Health Net Transplant Performance Center.

Health Net has a specific network of designated Transplant Perform
tissue and stem cell transplants. Your Member Physician can provi

Centers to perform organ,
ith information about our
Transplant

not designated as part of Health Net’s network of Transpla enters are considered Out-
of-Network Providers for purposes of determining cov its for transplants and transplant-
related services.

Medically Necessary services, in connection wi
follows:

e For the enrolled Member who receiv

e For the Donor (whether or not an enro
payable by the donor’s own co
donation are covered.

For more information on
telephone number on yo

Evaluation of potential can

tests) at more than one transp nter will not be authorized unless it is Medically Necessary.

Organ donation extends and enhances lives and is an option that you may want to consider. For more
information on organ donation, including how to elect to be an organ donor, please visit the Department
of Health and Human Services organ donation website at www.organdonor.gov.

Charges for reasonable and appropriate computer searches for acceptable organs and tissues are not
covered under SELECT 2.

Travel expenses and hotel accommodations associated with organ, tissue and stem cell transplants are
not covered.

Organ, tissue and stem cell transplants are not covered if provided by an Out-of-Network Provider.
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Chiropractic Services and Supplies

A limited Chiropractic benefit is available. Expenses related to or connected with the detection or
correction by manual or mechanical means of structural imbalance, distortion or subluxation; where
such care is for the purpose of removing nerve interference and its effects and where interference is the
result of or related to distortion, misalignment or subluxation of or in the spinal column.

Chiropractic Services and Supplies are limited by a number of visits indicated in the "Schedule of
Benefits and Copayments - SELECT 2 and SELECT 3" sections.

Prescription Drugs (SELECT 1, SELECT 2 and SELECT 3)

Please read the ""Prescription Drugs’ portion of the ""Exclusions and Limitation®" section of this
Evidence of Coverage.

Covered Drugs and Supplies

Prescription Drugs must be dispensed for a condition, illness or injurathat is cavered by this Plan. Refer
to the "Exclusion and Limitations™ section to find out if a particular conditiof”is not covered.

Tier 1 Drugs (Primarily Generic) and Tier 26DgugsiPrimarily Brand)

Tier 1 and Tier 2 Drugs listed in the Health Net Drdg, Formulary are covered, when dispensed by
Participating Pharmacies and prescribed by a Mé@mberRhysician or an emergent or urgent care
Physician. Some Tier 1 and Tier 2 Drugs requiré Prior Adthorization from Health Net to be covered.
The fact that a drug is listed in the Formulary doessnotiguarantee that your Physician will prescribe it for
you for a particular medical condition.

Tier 3 Drugs

Tier 3 Drugs are Prescription,Drugs that'may be Generic Drugs or Brand Name Drugs, and are either:

e Specifically listed as ier 3 omgthe Formulary; or

e Not listed in the Health"Net Formulary that are not excluded or limited from coverage.

Some Tier 3 Drugs require Prior"Authorization from Health Net in order to be covered.

Please refer to the " Formulary" portion of this section for more details.

Generic Equivalents to Brand Name Drugs

Generic Drugs will be dispensed when a Generic Drug equivalent is available, unless a Brand Name
Drug is specifically requested by the Physician or the Member, subject to the Copayment requirements
described in the "Prescription Drugs™ portion of the "Schedule of Benefits and Copayments — SELECT
1" section.
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Off-Label Drugs

A Prescription Drug prescribed for a use that is not stated in the indications and usage information
published by the manufacturer is covered only if the drug is:

1. Thedrug is approved by the Food and Drug Administration.

2. The drug meets one of the following conditions
A. The drug is prescribed by a participating licensed health care professional for the treatment of a
life-threatening condition: OR

B. The drug is prescribed by a participating licensed health care professional for the treatment of a
chronic and seriously debilitating condition, the drug is Medically Necessary to treat such
condition and the drug is either on the Formulary or Prior Authorization by Health Net has been
obtained; AND

3. The drug is recognized for treatment of the life-threatening or chronic and seriously debilitating
condition by one of the following:
A. The American Hospital Formulary Service Drug Informati

B. One of the following compendia, if recognized by the federa Medicare and Medicaid

Services as part of an anticancer therapeutic regimea:
I. The Elsevier Gold Standard’s Clinical Pharmaco

ii. The National Comprehensive Cancer Ne ug ologics Compendium.
iii. The Thomson Micromedex Drug Dex;

C. Two articles from major peer reviewed
proposed off-label use or uses as generall
contradictory evidence presented j

I nals that present data supporting the
nd’effective unless there is clear and convincing
eerreviewed medical journal.

The following definitions apply to rms tioned in this provision only.

"Life-threatening™ means either or b lowing:

e Diseases or condition ere the ltkelihood of death is high unless the course of the disease is
interrupted.

e Diseases or conditions wi tially fatal outcomes, where the end point of clinical intervention is
survival.

"Chronic and seriously debilitating" refers to diseases or conditions that require ongoing treatment to
maintain remission or prevent deterioration and cause significant long-term morbidity.

Diabetic Drugs and Supplies

Prescription drugs for the treatment of diabetes (including insulin) are covered as stated in the
Formulary. Diabetic supplies are also covered including, but not limited to, reusable pen delivery
systems, disposable insulin needles and syringes, disposable insulin pen needles, specific brands of
blood glucose monitors (including those designed to assist the visually impaired) and test strips, Ketone
test strips, lancet puncture devices and lancets when used in monitoring blood glucose levels. Additional
supplies are covered under the medical benefit. Please refer to the "Medical Services and Supplies™
portion of this section under "Diabetic Equipment" for additional information. Refer to the "Schedule of
Benefits and Copayments — SELECT 1" and the "Schedule of Benefits and Copayments — SELECT 2
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and SELECT 3" sections for details about the supply amounts that are covered at the applicable
Copayment.

Drugs and Equipment for the Treatment of Asthma

Prescription Drugs for the treatment of asthma are covered as stated in the Formulary. Inhaler spacers
and peak flow meters used for the management and treatment of asthma are covered when Medically
Necessary. Nebulizers (including face masks and tubing) are covered under the medical benefit. Please
refer to the "Medical Services and Supplies” portion of this section under "Durable Medical Equipment”
for additional information.

Smoking Cessation Coverage

Drugs for the relief of nicotine withdrawal symptoms require a prescription from the treating Physician.
For information regarding smoking cessation behavioral modification support programs available
through Health Net, contact the Customer Contact Center at the telep number on your Health Net
ID Card or visit the Health Net website at www.healthnet.com. No imits will be imposed on the
number of days for the course of treatment for all FDA-approved iA@ and tobacco cessation
medications.

Compounded Drugs

the pharmacist and placed in an ointment, caps
require a prescription order for dispensing. Com
FDA approved indication) are covered a
Coverage for Compounded Drugs is subje
Refer to the "Off-Label Drugs" prowision in
and Supplies" section for informati \W DA’approved drugs for off-label use. Coverage for
Compounded Drugs requires.the Tiek 34D

Plan and Medical Necessi

Sexual Dysfunction

Drugs that establish, maintain 0r'enhance sexual functioning are covered for sexual dysfunction when
Medically Necessary. These Prescription Drugs are covered for up to the number of doses or tablets
specified in Health Net’s Formulary. For information about Health Net’s Formulary, please call the
Customer Contact Center at the telephone number on your ID card.

Infertility Drugs

Infertility Drugs are covered when prescribed by a Physician through SELECT 1. These drugs are not
covered when prescribed by a Physician through SELECT 2 and SELECT 3.

Preventive Drugs and Women’s Contraceptives

Preventive drugs, including smoking cessation drugs, and women’s contraceptives are covered at no cost
to the Member. Covered preventive drugs are over-the-counter drugs or Prescription Drugs that are used
for preventive health purposes per the U.S. Preventive Services Task Force A and B recommendations.
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Drugs for the relief of nicotine withdrawal symptoms require a prescription from the treating physician.
For information regarding smoking cessation behavioral modification support programs available
through Health Net, contact the Customer Contact Center at the telephone number on your Health Net
ID Card or visit the Health Net website at www.healthnet.com. No annual limits will be imposed on the
number of days for the course of treatment for all FDA-approved smoking and tobacco cessation
medications.

Covered contraceptives are FDA-approved contraceptives for women that are either available over-the-
counter or are only available with a Prescription Drug Order. Women’s contraceptives that are covered
under this Prescription Drug benefit include vaginal, oral, transdermal and emergency contraceptives.
For a complete list of contraceptive products covered under the Prescription Drug benefit, please refer to
the Formulary.

Over-the-counter preventive drugs and women’s contraceptives that are covered under this Plan require
a Prescription Drug Order. You must present the Prescription Drug Order at a Health Net Participating
Pharmacy to obtain such drugs or contraceptives.

Intrauterine devices (IUDs), injectable and implantable contraceptifes areg€overed as a medical benefit
when administered by a Physician. Please refer to the "Medical Serviees'and Supplies” portion of this
section, under the headings "Preventive Care Services" and "Family Plamning™ for information regarding
contraceptives covered under the medical benefit.

For the purpose of coverage provided under this proviStony'emekgengy contraceptives™ means FDA-
approved drugs taken after intercourse to prevent pfegnangy. Emergency contraceptives required in
conjunction with Emergency Care, as defined ingthe *Befifnitions™ section, will be covered when
obtained from any licensed pharmacy, but must¥oelebtaied from a Plan contracted pharmacy if not
required in conjunction with Emergency Care as'defined.

Appetite Suppressants or Drugs foriBodyWeight Reduction

Drugs that require a prescription in‘erderite,be dispensed for the treatment of obesity are covered when
Medically Necessary for the treatment of'morbrd obesity or when you meet Health Net Prior
Authorization coverage regirements.SEhe prescribing Physician must request and obtain Prior
Authorization for coverage.

The Formulary

What Is the Health Net Formulary?

Health Net developed the Formulary to identify the safest and most effective medications for Health Net
Members while attempting to maintain affordable pharmacy benefits. We specifically suggest to all
Health Net contracting Physicians and Specialists that they refer to this Formulary when choosing drugs
for patients who are Health Net Members. When your Physician prescribes medications listed in the
Formulary, it is ensured that you are receiving a high quality and high value prescription medication. In
addition, the Formulary identifies whether a Generic version of a Brand Name Drug exists and whether
Prior Authorization is required. If the Generic version exists, it will be dispensed instead of the Brand
Name version.

You may call the Customer Contact Center at the telephone number on your Health Net ID Card to find
out if a particular drug is listed in the Formulary. You may also request a copy of the current Formulary
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and it will be mailed to you. The current Formulary is also available on the Health Net website at
www.healthnet.com.

How Are Drugs Chosen for the Health Net Formulary?

The Formulary is created and maintained by the Health Net Pharmacy and Therapeutics Committee.
Before deciding whether to include a drug on the Formulary, the Committee reviews medical and
scientific publications, relevant utilization experience and Physician recommendations to assess the drug
for its:

o Safety.
e Effectiveness.

e Cost-effectiveness (when there is a choice between two drugs having the same effect, the less costly
drug will be listed).

e Side effect profile.

e Therapeutic outcome.

This Committee has quarterly meetings to review medications and to ish policies and procedures
for drugs included in the Formulary. The Formulary is upd ation and medications are
approved by the FDA.

Who Is on the Health Net Pharmacy and
Decisions Made?

The Committee is made up of actively pr,
Net Physician Groups, as well as clinica
Physician Groups throughout Califgrnia bas
addition, the Pharmacy and Thera
provide additional input to the Com
voting members are not e es 0
conflict of interest.

. Voting members are recruited from contracting
r experience, knowledge and expertise. In

ee frequently consults with other medical experts to
te is taken before a drug is added to the Formulary. The
ealth Net. This ensures that decisions are unbiased and without

Prior Authorization Pr I Prescription Drugs

Prior Authorization status is included in the Formulary — The Formulary identifies which drugs
require Prior Authorization. A Physician must get approval from Health Net before writing a
Prescription Drug Order for a drug that is listed as requiring Prior Authorization, in order for the drug to
be covered by Health Net. You may obtain a list of drugs requiring Prior Authorization by visiting our
website at www.healthnet.com or call the Customer Contact Center at the telephone number on your
Health Net ID card. If a drug is not on the Formulary, your Physician should call Health Net to
determine if the drug requires Prior Authorization.

Requests for Prior Authorization may be submitted electronically or by telephone or facsimile. Urgent
requests from Physicians for authorization are processed, and prescribing providers notified of Health
Net’s determination as soon as possible, not to exceed 24 hours after Health Net’s receipt of the request
and any additional information requested by Health Net that is reasonably necessary to make the
determination. A Prior Authorization request is urgent when a Member is suffering from a health
condition that may seriously jeopardize the Member’s life, health, or ability to regain maximum
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function. Routine requests from Physicians are processed, and prescribing providers notified of Health
Net’s determination in a timely fashion, not to exceed 72 hours. For both urgent and routine requests,
Health Net must also notify the Member or his or her designee of its decision. If Health Net fails to
respond within the required time limit, the Prior Authorization request is deemed granted.

Health Net will evaluate the submitted information upon receiving your Physician’s request for Prior
Authorization and make a determination based on established clinical criteria for the particular
medication. The criteria used for Prior Authorization are developed and based on input from the Health
Net Pharmacy and Therapeutics Committee as well as Physician experts. Your Physician may contact
Health Net to obtain the usage guidelines for specific medications.

Once a medication is approved, its authorization becomes effective immediately.

If you are denied Prior Authorization, please refer to the “Grievance, Appeals, Independent Medical
Review and Arbitration™ portion of the "General Provisions" section of this Evidence of Coverage.

Retail Pharmacies and the Mail Order Program

Purchase Drugs at Participating Pharmacies

Except as described below under "Nonparticipating Pharmacies and Emergencies," you must purchase
covered drugs at a Participating Pharmacy.

Health Net is contracted with many major pharmacies, supermarket-based pharmacies and privately
owned pharmacies in California. To find a convénientlydocated Participating Pharmacy please visit our
website at www.healthnet.com or call the CustomenContact Center at the telephone number on your
Health Net ID Card. Present the Health Net ID Card and pay the appropriate Copayment when the drug
is dispensed.

Up to a 30-consecutive-calendar-dayasupply iSieovered for each Prescription Drug Order. In some cases,
a 30-consecutive-calendar-day supply of'medication may not be an appropriate drug treatment plan
according to the Food and Drug AdminiStration (FDA) or Health Net’s usage guidelines. Medications
taken on an "as-needed" basis may have a Copayment based on a specific quantity, standard package,
vial, ampoule, tube, or other standard units. In such a case, the amount of medication dispensed may be
less than a 30-consecutive-calendarday supply. If Medically Necessary, your Physician may request a
larger quantity from Health NétgSee also the “Schedule 11 Narcotic Drugs” portion of the “Exclusions
and Limitations” section.

Participating Pharmacies located in Riverside and Sonoma Counties can dispense up to three times the
30-day-consecutive-calendar-day supply amount in one fill for maintenance medications, provided the
Prescription Drug Order stipulates refills. One 30-day copayment, as shown in the “Schedule of Benefits
and Copayments” section, will continue to apply for each 30-consecutive-day-supply dispensed.

If refills are stipulated on the Prescription Drug Order, a Participating Pharmacy may dispense up to a
30-consecutive calendar day supply for each Prescription Drug Order or for each refill at the appropriate
time interval. If the Health Net ID Card is not available or eligibility cannot be determined:

e Pay the entire cost of the drug; and

e Submit a claim for possible reimbursement.
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Health Net will reimburse you for the cost of the Prescription Drug, less the Copayment shown in the
"Schedule of Benefits and Copayments - SELECT 1" section.

Except as described below in “Nonparticipating Pharmacies and Emergencies,” for new Members and
emergent care, if you elect to pay out-of-pocket and submit a prescription claim directly to Health Net
instead of having the contracted pharmacy submit the claim directly to Health Net, you will be
reimbursed based on the lesser of Health Net’s contracted pharmacy rate or the pharmacy’s retail price,
less any applicable Copayment or Deductible.

Nonparticipating Pharmacies and Emergencies

During the first 30 days of your coverage, Prescription Drugs will be covered if dispensed by a
Nonparticipating Pharmacy in California, but only if you are a new Member and have not yet received
your Health Net ID Card. After 30 days, Prescription Drugs dispensed by a Nonparticipating Pharmacy
in California will be covered only for Emergency Care or Urgently Needed Care, as defined in the
"Definitions" section.

If the above situations apply to you:
e Pay the full cost of the Prescription Drug that is dispensed; and
e Submit a claim to Health Net for reimbursement.

Health Net will reimburse you for the cost of the Presg : the Copayment shown in the

If you present a Prescription order for a Brand , pharmacists will offer a Generic Drug
equivalent if commercially available. In cases o or Urgently Needed Care, you should
advise the treating Physician of any dru i tions, including to any Generic Drugs.

There are no benefits through Nonparticip acies in California after 30 days of coverage or if

the Prescription Drug was not pur for rgency or Urgently Needed Care.

Prescription Drugs dispensed by a I ing Pharmacy outside of California are covered. You
will be required to:

e Pay the full cost of th n'Drug dispensed; and

e Submit a claim to Health possible reimbursement.

Health Net will reimburse you for the Prescription Drug Covered Expenses, less any Copayment shown
in the "Schedule of Benefits and Copayments - SELECT 1" section. The maximum charge Health Net
will allow for a Prescription Order is the Prescription Drug Covered Expense, as defined in the
"Definitions" section. It is not necessarily the amount a Nonparticipating Pharmacy will charge. You are
financially responsible for any amount charged by a Nonparticipating Pharmacy which exceeds the
amount of Prescription Drug Covered Expense in addition to the appropriate Deductible and
Copayment.

Note: The Prescription Drug portion of the "Exclusions and Limitations" section and the requirements
of the Formulary described above still apply when Prescription Drugs are dispensed by a
Nonparticipating Pharmacy.

Claim forms will be provided by Health Net upon request or may be obtained from the Health Net
website at www.healthnet.com.
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Drugs Dispensed by Mail Order

If your prescription is for a Maintenance Drug, you have the option of filling it through our convenient
mail order program. To receive Prescription Drugs by mail send the following to the designated mail
order administrator:

e The completed Prescription Mail Order Form.

e The original Prescription Drug Order (not a copy) written for up to a 90-consecutive-calendar-day-
supply, when appropriate.

e The appropriate Copayment.

You may obtain a Prescription Mail Order Form and further information by contacting the Health Net
Customer Contact Center at the telephone number on your Health Net ID Card.

The mail order administrator may dispense up to a 90-consecutive-calendar-day supply of a covered
Maintenance Drug and each refill allowed by that order. The required £6payment applies each time a
drug is dispensed. In some cases, a 90-consecutive-calendar-day supply of snedication may not be an
appropriate drug treatment plan, according to the Food and Drug Administration (FDA) or Health Net's
usage guidelines. If this is the case, the mail order may be less than a*90-consg€utive-calendar-day

supply.
Note: Specialty Drugs and Schedule 11 narcotic drugs aréipet covered ghrough our mail order program.

Refer to the "Prescription Drug" portion of the "ExcléiSionsjand Cimitations™ section for more
information.

Chiropractic Services and Supplies

Please read the ""Chiropractic Services andiSupplies'* portion of the ""Exclusions and Limitations""
section of this Evidence of Coverages

American Specialty Health Plans of:Califoraia, Inc. must approve all services and supplies.

Chiropractic Services aregovered up t@\the maximum number of visits shown in "Schedule of Benefits
and Copayments — SELECT Jlg

American Specialty Health Plans (ASH Plans) will arrange covered Chiropractic Services for you. You
may access any Contracted Chiropractor without referral from a Physician or your Primary Care
Physician.

You may receive covered Chiropractic Services from any Contracted Chiropractor at any time and you
are not required to pre-designate the Contracted Chiropractor prior to your first visit from whom you
will receive covered Chiropractic Services. You must receive covered Chiropractic Services from a
Contracted Chiropractor, except that:

e You may receive Emergency Chiropractic Services from any chiropractor, including a non-
Contracted Chiropractor; and

e |f covered Chiropractic Services are not available and accessible to you in the county in which you
live; you may obtain covered Chiropractic Services from a non-Contracted Chiropractor who is
available and accessible to you in a neighboring county only upon referral by ASH Plans.
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All covered Chiropractic Services require verification of Medical Necessity by ASH Plans except:

e A new patient examination by a Contracted Chiropractor and the provision or commencement, in the
new patient examination, of Medically Necessary services that are covered Chiropractic Services, to
the extent consistent with professionally recognized standards of practice; and

e Emergency Chiropractic Services including, without limitation, any referral for x-ray services,
radiological consultations, or laboratory services.

The following benefits are provided for Chiropractic Services:

Office Visits

e A new patient exam or an established patient exam is performed by a Contracted Chiropractor for
the initial evaluation of a patient with a new condition or new episode to determine the
appropriateness of Chiropractic Services. A new patient is one who has not received any
professional services from the provider, or another provider of t me specialty who belongs to the
same group practice, within the past three years. An establish one who has received
professional services from the provider, or another provider of ialty who belongs to the
same group practice, within the past three years.

when used to determine the appropriateness of £
must be Medically Necessary.

e Subsequent office visits, as set forth in a trea
adjustment, a re-examination and ot Vic
required for each visit to the office.

e Adjunctive modalities and proG
muscle stimulation, and other th
treatment and in conjunetion wit
musculoskeletal soft tiSsue.

sargycovered only when provided during the same course of
ropractic manipulation of the spine, joints, and/or

Second Opinion

If you would like a second opinion with regard to covered services provided by a Contracted
Chiropractor, you will have direct access to any other Contracted Chiropractor. Your visit to a
Contracted Chiropractor for purposes of obtaining a second opinion will count as one visit, for purposes
of any maximum benefit and you must pay any Copayment that applies for that visit on the same terms
and conditions as a visit to any other Contracted Chiropractor.

However, a visit to a second Contracted Chiropractor to obtain a second opinion will not count as a visit,
for purposes of any maximum benefit, if you were referred to the second Contracted Chiropractor by
another Contracted Chiropractor (the first Contracted Chiropractor). The visit to the first Contracted
Chiropractor will count toward any maximum benefit.

X-ray and Laboratory Tests

X-rays and laboratory tests are payable when prescribed by a Contracted Chiropractor and approved by
ASH Plans. Radiological consultations are a covered benefit when approved by ASH Plans as Medically
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Necessary Chiropractic Services and provided by a licensed chiropractic radiologist, medical radiologist,
radiology group or Hospital which has contracted with ASH Plans to provide those services. A
Copayment is not required.

X-ray second opinions are covered only when performed by a radiologist to verify suspected tumors or
fractures.

Chiropractic Appliances

Chiropractic Appliances are payable when prescribed by a Contracted Chiropractor and approved by
ASH Plans for up to the maximum benefit shown in the "Schedule of Benefits and Copayments -
SELECT 1" section.

Mental Disorders and Chemical Dependency Benefits

The coverage described below complies with requirements under thedPaul Wellstone-Pete Domenici
Mental Health Parity and Addiction Equity Act of 2008.

Certain limitations or exclusions may apply. Please read the ""Excldsions and'Limitations'* section of
this Evidence of Coverage.

In order for a Mental Disorder service or supply to be covereg, it musipbe Medically Necessary and
authorized by the Behavioral Health Administrator,

Telehealth services for Mental Disorders and Chemigalddependency are provided by Teladoc as
described under “Teladoc Consultation Teleh&alth Services” in the “Medical Services and Supplies”
portion of this “Covered Services and Supplies™seetion.

How to Obtain Care

SELECT1

The Mental Disorders and/Chemical Dependency benefits are administered by MHN Services, an
affiliate behavioral healthiadmginistrative services company (the Behavioral Health Administrator) which
contracts with Health Net to adminiSter these benefits. When you need to see a Participating Mental
Health Professional, contact the®Behavioral Health Administrator by calling the Health Net Customer
Contact Center at the phone number on your Health Net I.D. card.

Certain services and supplies for Mental Disorders and Chemical Dependency require prior
authorization by the Behavioral Health Administrator to be covered.

The services and supplies that require prior authorization are:

e Outpatient procedures that are not part of an office visit (for example: psychological and
neuropsychological testing, outpatient electroconvulsive therapy (ECT) and transcranial magnetic
stimulation (TMS)), outpatient detoxification, partial hospitalization, day treatment and half-day
partial hospitalization;

e Inpatient, residential, partial hospitalization, inpatient ECT, inpatient psychological and
neuropsychological testing and intensive outpatient services; and
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e Behavioral health treatment for Pervasive Developmental Disorder or Autism (see below under
“Qutpatient Services”).

The Behavioral Health Administrator will help you identify a nearby Participating Mental Health
Professional, participating independent Physician or a subcontracted provider association (IPA), within
the network and with whom you can schedule an appointment, as discussed in "Introduction to Health
Net." The designated Participating Mental Health Professional, independent Physician or IPA will
evaluate you, develop a treatment plan for you and submit that treatment plan to the Behavioral Health
Administrator for review. Upon review and authorization (if authorization is required) by the Behavioral
Health Administrator or IPA, the proposed services will be covered under the SELECT 1 benefit level if
they are determined to be Medically Necessary.

If services under the proposed treatment plan are determined by the Behavioral Health Administrator to
not be Medically Necessary, as defined in the “Definitions” section, services and supplies will not be
covered for that condition under SELECT 1. However, the Behavioral Health Administrator may direct
you to community resources where alternative forms of assistance are available. See the “General

iew of a Plan denial of
coverage. Medically Necessary speech, occupational and physica ervices are covered under the
terms of this plan, regardless of whether community resources are a

For additional information on accessing mental health serv

visit our
and select the MHN link or contact the Behavioral Hea i

stra

In an emergency, call 911 or go to the nearest : our situation is not so severe, or if you are
unsure of whether an emergency condition exis call the Behavioral Health Administrator at

"Emergency and Urgently Needed Care' i duction to Health Net" for more information.

Second Opinion
You may request a second opinion

e Your Participating M
that you are not satis

e You are not satisfied wit ult of the treatment you have received,;

e You question the reasonableness or necessity of recommended surgical procedures;

e You are diagnosed with or a treatment plan is recommended for, a condition that threatens loss of
life, limb or bodily function or a substantial impairment, including but not limited to a Serious
Chronic Condition;

e Your Primary Care Physician or a referral Physician is unable to diagnose your condition or test
results are conflicting;

e The treatment plan in progress is not improving your medical condition within an appropriate period
of time for the diagnosis and plan of care; or

e If you have attempted to follow the plan of care, you consulted with the initial Primary Care
Physician or a referral Physician due to serious concerns about the diagnosis or plan of care.
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To request an authorization for a second opinion, contact the Behavioral Health Administrator.
Participating Mental Health Professionals will review your request in accordance with the Behavioral
Health Administrator’s second opinion policy. When you request a second opinion, you will be
responsible for any applicable Copayments. You may obtain a copy of this policy from the Customer
Contact Center. Second opinions will only be authorized for Participating Mental Health Professionals,
unless it is demonstrated that an appropriately qualified Participating Mental Health Professional is not
available. The Behavioral Health Administrator will ensure that the provider selected for the second
opinion is appropriately licensed and has expertise in the specific clinical area in question. Any service
recommended must be authorized by the Behavioral Health Administrator is order to be covered at the
SELECT 1 benefit level.

Transition of Care For New Enrollees

If you are receiving ongoing care for an acute, serious or chronic mental health condition from a non-
Participating Mental Health Professional at the time you enroll with Health Net, we may temporarily
cover services from a provider not affiliated with the Behavioral Health' Administrator, subject to

Administrator’s standard mental health provider contract t
Plan’s service area in order for the services to be covered

Health Net ID Card.

SELECT 2

listed in the Health Net Network
at a reduced cost. Health Net will p
Provider. Simply find the i
schedule an appointment
at the telephone number

ish to see in the Health Net Preferred Provider Directory and
y of the directory, please contact the Customer Contact Center
ealth"Net ID Card or visit the Health Net website at
www.healthnet.com. Behavioral treatment for pervasive developmental disorder and autism beyond the
initial six months of treatmen Inpatient services require Certification as described below in the
“Certification Requirement” section.

Certification is required for non-emergency Mental Disorders and Chemical Dependency services:
inpatient admissions, outpatient psychological and neuropsychological testing; behavioral health
treatment beyond the initial six months of treatment for pervasive developmental disorder or autism;
outpatient Electroconvulsive Therapy (ECT); and outpatient transcranial magnetic stimulation. If a
Member receives Medically Necessary, non-emergent treatment without obtaining Certification first, the
noncertification penalty may apply.

Preadmission Certification and continued stay Certification is required for both Chemical Dependency
rehabilitation and non-emergency detoxification services. All admissions for rehabilitation are elective
and must be Certified as Medically Necessary prior to admission. Detoxification services are covered
only when Certified or as Emergency Care. The Certification criteria shall not be considered satisfied
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unless the patient has been personally evaluated by a Physician or other licensed health care professional
with admitting privileges to the facility to which the patient is being admitted prior to the admission.

Payment of benefits for Mental Disorders and Chemical Dependency services will be subject to the
noncertification penalty shown in the “Schedule of Benefits” section if Certification is required but not
obtained prior to services being rendered.

Emergency care services, regardless of whether the Member is admitted, do not require Certification.

SELECT 3

You may also receive medical care from any licensed Out-of-Network Provider or Physician Group.
Your option to obtain the benefits in this Evidence of Coverage is referred to as SELECT 3. In this case,
however, you lose the protection of contracted rates and must also submit claims for benefits. You will
not be reimbursed for any amounts in excess of the Maximum Allowable Amount. Simply schedule an
appointment with the provider you desire and the services will be reimbursed to you based on the
Maximum Allowable Amount and your benefits, once you submit thegfaims to Health Net. Behavioral
treatment for pervasive developmental disorder and autism beyonddhe initial six months of treatment
and inpatient services require Certification as described below in theyGertification Requirement”
section.

Certification is required for non-emergency Mental Disordersiand Chemical Dependency services:
inpatient admissions, outpatient psychological and nedropsycholegicaltesting; behavioral health
treatment beyond the initial six months of treatmentffor pesasive developmental disorder or autism;
outpatient Electroconvulsive Therapy (ECT); and outpatiént transcranial magnetic stimulation. If a
Member receives Medically Necessary, non-emergent tréatment without obtaining Certification first, the
noncertification penalty may apply.

Preadmission Certification and continued'stay @ettification is required for both Chemical Dependency
rehabilitation and non-emergency detoxification services. All admissions for rehabilitation are elective
and must be Certified as Medically\Necessary prier to admission. Detoxification services are covered
only when Certified or as Emergency:Care. The Certification criteria shall not be considered satisfied
unless the patient has beengpersonally‘@valuated by a Physician or other licensed health care professional
with admitting privilegesito thegdf@@ilityito which the patient is being admitted prior to the admission.

Payment of benefits for Mental Disgrders and Chemical Dependency services will be subject to the
noncertification penalty showndi‘the “Schedule of Benefits” section if Certification is required but not
obtained prior to services being rendered.

Emergency care services, regardless of whether the Member is admitted, do not require Certification.

Covered Services and Supplies

Outpatient Services

Outpatient services are covered as shown in "Schedule of Benefits and Copayments — SELECT 1" and
the "Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" sections under "Mental
Disorders and Chemical Dependency Benefits."
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Covered services include:

Outpatient office visits/professional consultation including Chemical Dependency: Includes
outpatient crisis intervention, short-term evaluation and therapy, medication management, drug
therapy monitoring, longer-term specialized therapy, and individual and group mental health
evaluation and treatment.

Outpatient services other than an office visits/professional consultation including Chemical
Dependency: Including psychological and neuropsychological testing when necessary to evaluate a
Mental Disorder, other outpatient procedures, intensive outpatient care program, day treatment and
partial hospitalization program. Intensive outpatient care program is a treatment program that is
utilized when a patient’s condition requires structure, monitoring, and medical/psychological
intervention at least three (3) hours per day, three (3) times per week. Partial hospitalization/day
treatment program is a treatment program that may be free-standing or Hospital-based and provides
services at least four (4) hours per day and at least four (4) days per week.

Behavioral Health Treatment for Pervasive Developmental Diso or Autism: Professional
services for behavioral health treatment, including applied be

behavior intervention programs that develop or restore, to the

disorder or autism, are covered as shown in the “Sched
1” and Schedule of Benefits and Copayments — S
Disorders and Chemical Dependency Benefits.’”

The treatment must be prescribed by a licensed
provided under a documented treatment pla
Autism Service Provider providing treatmen
developed. The treatment must be a i
qualified autism service professionals
the treating Qualified Autism i

d Copayments — SELECT
CT 3 sections, under “Mental

n or a licensed psychologist, and must be
scribed, developed and approved by a Qualified
ber for whom the treatment plan was
Qualified Autism Service Provider, or by
fessionals who are supervised and employed by

A licensed Physician or license Ist must establish the diagnosis of pervasive development
ualified Autism Service Provider must submit the initial

treatment plan to the Behavi th Administrator.

The treatment plan mus surable goals over a specific timeline that is developed and
approved by the Qualifie m Service Provider for the specific patient being treated, and must
be reviewed by the Qualified Autism Service Provider at least once every six months and modified
whenever appropriate. The treatment plan must not be used for purposes of providing or for the
reimbursement of respite, day care or educational services, or to reimburse a parent for participating
in a treatment program.

The Qualified Autism Service Provider must submit updated treatment plans to Health Net for
continued behavioral health treatment beyond the initial six months and at ongoing intervals of no
more than six-months thereafter. The updated treatment plan must include documented evidence that
progress is being made toward the goals set forth in the initial treatment plan.

Health Net may deny coverage for continued treatment if the requirements above are not met or if
ongoing efficacy of the treatment is not demonstrated.
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Inpatient Services

Inpatient treatment is covered as shown in the "Schedule of Benefits and Copayments - SELECT 1" and
the "Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" sections under "Mental
Disorders and Chemical Dependency Benefits."

Covered services and supplies include:

e Accommodations in a room of two or more beds, including special treatment units, such as intensive
care units and psychiatric care units, unless a private room is determined to be Medically Necessary.

e Supplies and ancillary services normally provided by the facility, including professional services,
laboratory services, drugs and medications dispensed for use during the confinement, psychological
testing and individual, family or group therapy or counseling.

e Medically Necessary services in a Residential Treatment Center are covered except as stated in the
"Exclusions and Limitations" section.

Certification is required for Hospital stay, including the facility an
admitted to the Hospital. Please refer to the “Certification Require ection for details. Payment of
benefits for Hospital facility stay will be reduced as set forth herein I

Detoxification

Inpatient services for acute detoxification and treatm
Chemical Dependency are covered.

ute cal conditions relating to

ances of a Child under the age of 18 is
covered as shown in the "Schedule of Bene payments - SELECT 1" and the "Schedule of
CT 3" sections.

a primary substance use disorder or a developmental disorder,
the child's age according to expected developmental norms. In
addition, the child must meet more of the following: (a) as a result of the mental disorder the
child has substantial impairment in at least two of the following areas: self-care, school functioning,
family relationships or ability to function in the community; and either (i) the child is at risk of removal
from home or has already been removed from the home or (ii) the mental disorder and impairments have
been present for more than six months or are likely to continue for more than one years; (b) the child
displays one of the following: psychotic features, risk of suicide or risk of violence due to a mental
disorder; and/or (c) the child meets special education eligibility requirements under Chapter 26.5
(commencing with Section 7570) of Division 7 of Title 1 of the Government Code.

Severe Mental llIness

Treatment of Severe Mental Iliness is covered as shown in the "Schedule of Benefits and Copayments —
SELECT 1" and the "Schedule of Benefits and Copayments — SELECT 2 and SELECT 3" sections.
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Covered services include treatment of:

e Schizophrenia.

e Schizoaffective disorder.

¢ Bipolar disorder (manic-depressive illness).
e Major depressive disorders.

e Panic disorder.

e Obsessive-compulsive disorder.

e Pervasive developmental disorder (including Autistic Disorder, Rett’s Disorder, Childhood
Disintegrative Disorder, Asperger’s Disorder and Pervasive Developmental Disorder not otherwise
specified to include Atypical Autism, in accordance with professionally recognized standards
including, but not limited to, the most recent edition of the Diagnostic and Statistical Manual for
Mental Disorders, as amended to date).

e Autism.
e Anorexia nervosa.

e Bulimia nervosa.

Other Mental Disorders

Other Mental Disorders are all other Mental Di
Emotional Disturbances of a Child or Chemical
"Schedule of Benefits and Copayments
SELECT 2 and SELECT 3" sections unde
also "Mental Disorders” in the "Definitions”

rs listed under Severe Mental IlIness, Serious
dengy conditions and are covered as shown in the

' the "Schedule of Benefits and Copayments —

isorders and Chemical Dependency Benefits.” See
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CERTIFICATION REQUIREMENT

Some of the Covered Expenses under the SELECT 2 and SELECT 3 Tiers are subject to a requirement
of Certification, or treatment review, in order for full benefits to be available to you. Certifications are
performed by Health Net. Services provided under your SELECT 1 benefits must be performed or
authorized by your Physician Group, except as specifically stated.

Services provided as the result of an emergency are covered at the SELECT 1 benefit level and will not
require Certification.

We may revise the Prior Certification list from time to time. Any such changes including additions
and deletions from the Prior Certification list will be communicated to Participating Providers
and posted on the www.healthnet.com_website.

Certification is NOT a determination of benefits. Some of these serwces or supplies may not be
covered under your Plan. Even if a service or supply is certified, eli@ibility rules and benefit
limitations will still apply.

Services Requiring Certification

Services requiring Certification include but are not limited
Inpatient admissions

Any type of facility, including but not limited to:

e Acute rehabilitation center

e Behavioral health facility, except in ergenc

e Hospice

e Hospital, except in an emergen

e Skilled nursing facility

emergency
Outpatient procedures, services of equipment

e Ablative techniques for treating Barrett’s esophagus and for treatment of primary & metastatic liver
malignancies

e Acupuncture

e Ambulance: non-emergency, air or ground Ambulance services
e Balloon sinuplasty

e Bariatric procedures

e Bronchial thermoplasty

e Capsule endoscopy

e Clinical trials

e Cochlear implants


http://www.healthnet.com/

Certification Requirement Page 99

e Custom Orthotics
e Diagnostic procedures including:
1. Advanced imaging
o CT (Computerized Tomography)
o CTA (Computed Tomography Angiography)
o MRA (Magnetic Resonance Angiography)
o MRI (Magnetic Resonance Imaging)
o PET (Positron Emission Tomography)
2. Cardiac imaging
o Coronary computed tomography angiography (CCTA)
o Myocardial perfusion imaging (MPI)
o Multigated acquisition (MUGA) scan
o Echocardiography
3. Sleep studies
e Durable Medical Equipment (DME)

e Enhanced External Counterpulsation (EEC

e Experimental or Investigational services and logies
e Gender reassignment services

e Genetic testing

e Implantable infusion pumps inc ion or removal

e Injection, including e ral, nerve,nerve root, face joint, trigger point, and sacroiliac (Sl) joint
injections

e Joint surgeries

e Mental Disorders and Chemical Dependency services other than office visits including:

1. Applied behavioral analysis (ABA) and other forms of behavioral health treatment (BHT) for
autism and pervasive developmental disorders

Outpatient Detoxification

Psychological testing

Neuropsychological testing

Outpatient Electroconvulsive Therapy (ECT)
Outpatient Transcranial Magnetic Stimulation (TMS)
Partial Hospital Program or Day Hospital (PHP)

L N o g bk~ DN

Half-Day Partial Hospitalization
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9. Intensive Outpatient Program (IOP)
e Neuro or spinal cord stimulator
e Occupational and speech therapy (includes home setting)
e Orthognathic procedures (includes TMJ treatment)
e Outpatient pharmaceuticals
1. Self-injectables.

2. All hemophilia factors and intravenous immunoglobulin (IVIG) through the Outpatient
Prescription Drug benefit require Prior Authorization and must be obtained through the Specialty
Pharmacy Vendor.

3. Certain Physician-administered drugs, including newly approved drugs, whether administered in
a Physician office, free-standing infusion center, home infusion, outpatient surgery center,
outpatient dialysis center or outpatient Hospital. Refer to the Ith Net website,

nt Prescription Drug
benefit and may need to be dispensed through the Specialty Ph endor. Please refer to the
Medically Necessary to begin immediately m retail pharmacy.

5. Other prescription drugs, as indicated in th ry, may require Prior Authorization. Refer
to the Formulary to identify which dru u rior Authorization.

e Physical therapy (including home setting)
e Prosthesis
e Quantitative drug testing

¢ Radiation therapy

e Reconstructive and ¢ , services and supplies such as:

1. Bone alteration or ch as osteopathy

2. Breast reductions and ntations (includes gynecomastia and macromastia)

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

4. Dermatology such as chemical exfoliation and electrolysis, dermabrasions and chemical peels,
laser treatment or skin injections and implants

5. Excision, excessive skin and subcutaneous tissue (including lipectomy and panniculectomy) of
the abdomen, thighs, hips, legs, buttocks, forearms, arms, hands, submental fat pad, and other
areas

6. Eye or brow procedures such as blepharoplasty, brow ptosis or canthoplasty

7. Gynecologic or urology procedures such as clitoroplasty, labioplasty, vaginal rejuvenation,
scrotoplasty, testicular prosthesis, and vulvectomy
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8. Hair electrolysis, transplantation or laser removal
9. Liftsuch as arm, body, face, neck, thigh

10. Liposuction

11. Nasal surgery such as rhinoplasty or septoplasty
12. Otoplasty

13. Penile implant

14. Treatment of varicose veins

15. Vermilionectomy with mucosal advancement

e Spinal surgery including but not limited to, laminotomy, fusion, discectomy, vertebroplasty,
nucleoplasty, stabilization and X-Stop

e Transplant related services
e Uvulopalatopharyngoplasty (UPPP) and laser assisted UPPP
e Vestibuloplasty

In the event of an admission, a concurrent review
number of days initially approved must be auth@hi

"Schedule of Benefits and Copayments
that may require Certification.

Exceptions

first 48 hours of inpatient Hospital services following a vaginal
delivery, nor the first 9 lowing a cesarean section. However, please notify Health Net
within 24 hours followin or as soon as reasonably possible. Certification must be obtained if
the Physician determines that a longer Hospital stay is Medically Necessary either prior to or
following the birth.

Certification is not required for the length of a Hospital stay for reconstructive surgery incident to a
mastectomy (including lumpectomy).

Certification Procedure

Certification must be requested by you within the following periods:

e Five or more business days before the proposed elective admission date or the commencement of
treatment.

e 72 hours or sooner, taking into account the medical exigencies, for proposed elective services needed
urgently.
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¢ In the event of being admitted into a Hospital following outpatient emergency room or Urgent Care
center services for emergency services; please notify the Plan of the inpatient admission within 24
hours or as soon as reasonably possible.

e Before admission to a Skilled Nursing Facility or Hospice care program.

In order to obtain Certification, you or your Physician is responsible for contacting Health Net as
shown on your Health Net Identification Card before receiving any service requiring
Certification. If you receive any such service and do not follow the procedures set forth in the
Certification section, your benefits may be reduced by a percentage stated in the "*Schedule of
Benefits and Copayments — SELECT 2 and SELECT 3" sections and an additional Deductible
may apply. However, for services that require notification only, the reduction in benefits and
additional Deductible will not apply.

Verbal Certification may be given by Health Net. Written Certification will be sent to you and the
provider of service.

If Certification is denied for a covered service, Health Net will sen ritten notice to you and to the
provider of the service.

Effect on Benefits

If Certification is obtained and services are rendered wi
Covered Expenses will be provided in accordance i
Services and Supplies” section.

i theiscope afthe Certification, benefits for
L and SELECT 3 "Covered

If Certification is not obtained, or services, sup
scope of Certification given, the payable percentage
"Schedule of Benefits and Copayments
Deductible will be applied to Covered Exp
- SELECT 2 and SELECT 3" secti

expenses are received or incurred beyond the

ill be’the reduced percentage as shown in the

an® SELECT 3" section. Also, an additional

own in the "Schedule of Benefits and Copayments

Resolution of Dispute

In the event that you or
following dispute resoluti

>

ould disagree with any Certification decision made, the
ocedure must be followed:

e Either you or your Physic ay contact Health Net to request an appeal of Our decision. Refer to
the “Grievance and Appeals Process” provision in the “General Provisions” section for more details.
Additional information may be requested or the treating Physician may be consulted in any
reconsideration. A written reconsideration decision will be provided; and

e If you remain dissatisfied with the reconsideration decision, please refer to the "Grievance, Appeals,
Independent Medical Review and Arbitration™ portion of the "General Provisions" section for more
information.



Exclusions and Limitations Page 103

EXCLUSIONS AND LIMITATIONS

It is extremely important to read this section before you obtain services in order to know what
Health Net will and will not cover.

Health Net does not cover the services or supplies listed below. Also, services or supplies that are
excluded from coverage in the Evidence of Coverage, exceed Evidence of Coverage limitations or
are Follow-Up Care (or related to Follow-Up Care) to Evidence of Coverage exclusions or
limitations, will not be covered. However, the Plan does cover Medically Necessary services for
medical conditions directly related to non-covered services when complications exceed routine
Follow-Up Care (such as life-threatening complications of cosmetic surgery).

Please note that an exception may apply to the exclusions and limitations listed below, to the
extent a requested service is either a basic Health Care Service under applicable law, or is
required to be covered by other state or federal law, and is Medically Necessary as defined in the
""Definitions™ section. Notwithstanding any exclusions or limitati@is described in this Evidence of
Coverage, all Medically Necessary services for treatment of Seyere Meftal 1lIness or Serious
Emotional Disturbance of a Child mental health conditions shallibefeovereg:

The following exclusions and limitations apply to your SELECT 1, SECECH#'2 and SELECT 3 Tiers.

Services and Supplies

SELECT 1

The exclusions and limitations in this subsection applyato any category or classification of services and
supplies described throughout this Evidence, oft€overage.

Acupuncture Services

This Plan does not cover acupuncture seérvices.

Ambulance Services

Air and ground ambulance and amitilance transport services are covered as shown in the "Ambulance
Services" provision of "Covered Services and Supplies.”

Paramedic, ambulance, or ambulance transport services are not covered in the following situations:

o If Health Net determines that the ambulance or ambulance transport services were never performed,;
or

e |If Health Net determines that the criteria for Emergency Care were not met, unless authorized by
your Physician Group for SELECT 1 or Certification was obtained for SELECT 2 and SELECT 3,
as discussed in the "Ambulance Services" provision of "Covered Services and Supplies;"” or

e Upon findings of fraud, incorrect billings, that the provision of services that were not covered under
the plan, or that membership was invalid at the time services were delivered for the pending
emergency claim.
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Aversion Therapy

Therapy intended to change behavior by inducing a dislike for the behavior through association with a
noxious stimulus is not covered.

Biofeedback

Coverage for biofeedback therapy is limited to Medically Necessary treatment of certain physical
disorders such as incontinence and chronic Pain, and as otherwise preauthorized by Behavioral Health
Administrator.

Blood

Blood transfusions, including blood processing, the cost of blood, unreplaced blood and blood products,
are covered. Self-donated (autologous) blood transfusions are covered only for a surgery that the
contracting Physician Group has authorized and scheduled.

This Plan does not cover treatments which use umbilical cord bloo
cells (nor their collection, preservation and storage) as such treat considered to be
Experimental or Investigational in nature. See the "General Provisio
request an Independent Medical Review of a Plan denial ofggoverage on
Experimental or Investigational.

asis that it is considered

Chiropractic Services

This Plan does not cover chiropractic services,
“Schedule of Benefits and Copayments — SELE
Benefits and Copayments — SELECT 2

t rovided by ASH Plans as shown in the
n and/or as shown in the "Schedule of

Clinical Trials

Although routine patient care costs 1als are covered, as described in the "Medical Services
and Supplies” portion of t vered'Services and Supplies™ section, coverage for clinical trials does
not include the followin

e Drugs or devices that are not approved by the FDA,

e Services other than Health
non-clinical expenses;

e Services, including but not limited to cost of travel or costs of other

e Services provided to satisfy data collection and analysis needs which are not used for clinical
management;

e Health Care Services that are specifically excluded from coverage under this Evidence of Coverage;
and

e Items and services provided free of charge by the research sponsors to Members in the trial.

Cosmetic Services and Supplies

Cosmetic surgery or services and supplies performed to alter or reshape normal structures of the body
solely to improve the physical appearance of a Member are not covered. However, the Plan does cover
Medically Necessary services and supplies for complications which exceed routine Follow-Up Care that
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is directly related to cosmetic surgery (such as life-threatening complications). In addition, hair analysis,
hairpieces and wigs, cranial/hair prostheses, chemical face peels, abrasive procedures of the skin or
epilation are not covered.

However, when reconstructive surgery is performed to correct or repair abnormal structures of the body
caused by: congenital defects, developmental abnormalities, trauma, infection, tumors or disease and
such surgery does either of the following:

e Improve function;

e Create a normal appearance to the extent possible,

Then, the following are covered:

e Surgery to remove or change the size (or appearance) of any part of the body;
e Surgery to reform or reshape skin or bone;

e Surgery to remove or reduce skin or tissue are covered; or

e Medically Necessary dental or orthodontic services that are an‘inte art of reconstructive surgery
for cleft palate procedures. Cleft palate includes cleft palate, cle or other craniofacial anomalies
associated with cleft palate.

In addition, when a Medically Necessary mastectomy (i lumpgétomy) has been performed, the
following are covered:

e Breast reconstruction surgery and

e Surgery performed on either breast to restor hi

breast.

symmetry (balanced proportions) in the

Health Net and the contracting Physician mine the feasibility and extent of these services,
except that the length of Hospital sté
determined solely by the Physician &

required.

The coverage described
requirements under the

Custodial or Domiciliary Care

The SELECT Plan does not cover services and supplies that are provided to assist with the activities of
daily living, regardless of where performed.

Custodial Care, as described in the "Definitions" section, is not covered even when the patient is under
the care of a supervising or attending Physician and services are being ordered and prescribed to support
and generally maintain the patient’s condition or provide for the patient’s comforts or ensure the
manageability of the patient. Furthermore, Custodial Care is not covered even if ordered and prescribed
services and supplies are being provided by a registered nurse, a licensed vocational nurse, a licensed
practical nurse, a Physician Assistant, physical, speech or occupational therapist or other licensed
therapist.

Please see the “Hospice Care” provisions in the “Covered Services and Supplies” and “Definitions”
sections for services that are provided as part of that care, when authorized by the Plan or the Member’s
contracted Physician Group (under SELECT 1).
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CVS MinuteClinic Services

Services required for the treatment of Emergency Care are not covered under the CVS MinuteClinic
benefit. While diabetic monitoring can be provided at a CVS MinuteClinic, care that is a continuation of
treatment being provided by your Primary Care Physician or Specialist Physician is not covered under
the CVS MinuteClinic benefit. Please refer to the "Schedule of Benefits and Copayments — SELECT 1"
section for applicable Copayment or Deductible requirements for all other services or supplies not
covered under the CVS MinuteClinic benefit.

Services or supplies obtained from a CVS MinuteClinic that are not specified as covered in this
Evidence of Coverage are excluded under this Plan. CVS MinuteClinics are not intended to replace your
Primary Care Physician or Specialist Physician as your primary source of regular monitoring of chronic
conditions, but MinuteClinics can, for example, provide a blood sugar test for diabetics, if needed.

Dental Services

Unless otherwise covered as Preventive Care Services, dental servic
following situations:

r supplies are limited to the

e When immediate Emergency Care to sound natural teeth as a res
required. Please refer to the "Emergency and Urgently
Health Net" section for more information.

e General anesthesia and associated facility servi

diagnosis or treatme

hodontic services that are an integral part of reconstructive surgery
palate includes cleft palate, cleft lip or other craniofacial anomalies

e Medically Necessary
for cleft palate procedure
associated with cleft palate.

The following services are not covered under any circumstances, except as described above for
Medically Necessary dental or orthodontic services that are an integral part of reconstructive surgery for
cleft palate procedures.

e Routine care or treatment of teeth and gums including but not limited to dental abscesses, inflamed
tissue or extraction of teeth.

e Spot grinding, restorative or mechanical devices orthodontics, inlays or onlays, crowns, bridgework,
dental splints or Orthotics (whether custom fit or not) or other dental appliances and related surgeries
to treat dental conditions, including conditions related to temporomandibular (jaw) joint (TMD/TMJ)
disorders. However, custom made oral appliances (intra-oral splint or occlusal splint) and surgical
procedures to correct TMD/TMJ disorders are covered if they are Medically Necessary, as described
in the “Disorders of the Jaw” provision of this section.
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e Dental implants (materials implanted into or on bone or soft tissue) and any surgery to prepare the
jaw for implants.

e Follow-up treatment of an injury to sound natural teeth as a result of an accidental injury regardless
of reason for such services.

Dietary or Nutritional Supplements

Dietary, nutritional supplements and specialized formulas are not covered except when prescribed for
the treatment of Phenylketonuria (PKU) (see the "Phenylketonuria™ portion of "Covered Services and
Supplies” section).

Disorders of the Jaw
Treatment for disorders of the jaw is limited to the following situations:

eveloped bones of the upper or
ary sslowever, spot grinding,
s, bridgework, dental splints

e Surgical procedures to correct abnormally positioned or improper
lower jaw are covered when such procedures are Medically Ne
restorative or mechanical devices, orthodontics, inlays or onla
(whether custom fit or not), dental implants or other dental applia
dental conditions are not covered under any circumsta

e Custom made oral appliances (intra-oral splint o
disorders of the temporomandibular (jaw) joint

appliances to treat dental conditions related t JJ disorders are not covered, as stated in the
"Dental Services" provision of this s

TMD/TMJ disorders are gener
together correctly and may cau

e chewing muscles and jaw joint do not work
nderness in the jaw muscles, tinnitus or facial Pain.

Disposable Supplies f me

The SELECT Plan does not able supplies for home use.

Durable Medical Equip
Although the SELECT Plan covers Durable Medical Equipment, it does not cover the following items:

e Exercise equipment.

e Hygienic equipment and supplies (to achieve cleanliness even when related to other covered medical
services).

e Surgical dressings other than primary dressings that are applied by your Physician Group or a
Hospital to lesions of the skin or surgical incisions.

e Jacuzzis and whirlpools.

e Orthodontic appliances to treat dental conditions related to the treatment of the temporomandibular
(Jaw) joint (also known as TMD or TMJ disorders).
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e Support appliances such as stockings, except as described in the “Prostheses” provision of the
“Covered Services and Supplies” section and over the counter support devices or Orthotics.

e Devices or Orthotics for improving athletic performance or sports-related activities.

e Orthotics and Corrective Footwear, except as described in the "Durable Medical Equipment” and
"Diabetic Equipment" provisions of "Covered Services and Supplies.”

e Other Orthotics, including Corrective Footwear, not mentioned above, that are not Medically
Necessary and custom made for the Member. Corrective Footwear must also be permanently
attached to an Orthotic device meeting coverage requirements under this Plan.

Experimental or Investigational Services

Experimental or Investigational drugs, devices, procedures or other therapies are only covered when:

e Independent review deems them appropriate, please refer to the "Independent Medical Review of
Investigational or Experimental Therapies” portion of the "Gene rovisions" section for more
information; or

e Clinical trials for patients with cancer or life-threatening diseases
appropriate according to the “Clinical Trials” provisio
portion of the "Covered Services and Supplies” section

Fertility Preservation

Standard fertility preservation treatment: as'shown in the “Fertility Preservation” provision
in the “Covered Services and Supplies” sectign. ver, coverage for fertility preservation does not
include the following:

e Use of frozen gametes o e future conception.
e Pre-implantation genetic di

e Donor eggs, sperm or

Genetic Testing and Diagnostic Procedures

Genetic testing is covered when determined by Health Net to be Medically Necessary. The prescribing
Physician must request prior authorization for coverage. Genetic testing will not be covered for non-
medical reasons or when a Member has no medical indication or family history of a genetic abnormality.

Hearing Aids

The SELECT Plan does not cover any analog or digital hearing aid devices which typically fit in or
behind the outer ear and are used to improve hearing.
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Home Birth

A birth which takes place at home will be covered only when the criteria for Emergency Care, as
defined in this Evidence of Coverage, have been met.

Ineligible Status

This Plan does not cover services or supplies provided before the Effective Date of coverage. Services
or supplies provided after midnight on the effective date of cancellation of coverage through this Plan
are not covered, except as specified in the "Extension of Benefits" portion of the "Eligibility, Enroliment
and Termination™ section.

A service is considered provided on the day it is performed. A supply is considered provided on the day
it is dispensed.
Infertility Services

Medically Necessary Infertility services are covered when a Memb
infertile (refer to Infertility in the "Definitions™ section). If one pa
coverage, Infertility services are covered only for the Health Net Me

the Member’s partner is
not have Health Net

Infertility services do not include:
e In-vitro fertilization (IVF);

e Zygote intrafallopian transfer (ZIFT);

e Procedures that involve harvesting, transpla
connection with Infertility treatments
or supplies (including injections and
these procedures.

ipulating a human ovum when provided in
vered by this Plan. Also not covered are services
ations) which prepare the Member to receive

e Collection or storage of gamete ess Medically Necessary to prepare the member to

receive the covered Infertility tre t;

e Purchase of sperm or

e Injections for Infertilit ided in connection with services that are not covered by this Plan

Methadone Maintenance
Methadone maintenance for the purpose of long term opiate craving reduction is not covered.

No-Charge Items

The SELECT Plan does not cover reimbursement to the Member for services or supplies for which the
Member is not legally required to pay the provider or for which the provider pays no charge.
Noncovered Treatments

The following types of treatment are only covered when provided in connection with covered treatment
for a Mental Disorder or Chemical Dependency:

e Treatment for co-dependency.
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e Treatment for psychological stress.
e Treatment of marital or family dysfunction.

Treatment of neurocognitive disorders which include delirium, major and mild neurocognitive disorders
and their subtypes and neurodevelopmental disorders are covered for Medically Necessary medical
services but covered for accompanying behavioral and/or psychological symptoms or chemical
dependency or substance use disorder conditions only if amenable to psychotherapeutic, psychiatric,
chemical dependency or substance use treatment. This provision does not impair coverage for the
Medically Necessary treatment of any mental health conditions identified as a mental disorder in the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision or Medically
Necessary treatment of SED or SMI as identified in the most recent edition of the Diagnostic and
Statistical Manual of Mental Disorders, as amended to date.

In addition, Health Net will cover only those Mental Disorder or Chemical Dependency services which
are delivered by providers who are licensed in accordance with California law and are acting within the
scope of such license or as otherwise authorized under California la

Noneligible Institutions

The SELECT Plan only covers Medically Necessary servi

Hospital, Hospice, Medicare-approved Skilled Nursing Eaci
properly licensed facility specified as covered in this E
licensed to provide medical services and supplies,
institution.

hat are available without a prescription, are
anagement and treatment of diabetes, or for preventive
ervices Task Force A and B recommendations or for

Medical equipment and supplies (includin
covered when prescribed by a Physieian for
purposes in accordance with the U. i

female contraception as approved b D

Any other Nonprescripti | equipment or supply that can be purchased without a
Prescription Drug Order vered, even if a Physician writes a Prescription Drug Order for such
drug, equipment or supply unless listed in the Formulary. However, if a higher dosage form of a
nonprescription drug or over- ounter drug is only available by prescription, that higher dosage drug
may be covered when Medically Necessary.

Nonstandard Therapies

Services that do not meet national standards for professional medical or mental health practice,
including, but not limited to, Erhard/The Forum, primal therapy, bioenergetic therapy, hypnotherapy and
crystal healing therapy are not covered.

For information regarding requesting an Independent Medical Review of a denial of coverage see the
“Independent Medical Review of Investigational or Experimental Therapies” portion of the “General
Provisions.”

Personal or Comfort Items

The SELECT Plan does not cover personal or comfort items.
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Physician Self-Treatment

The SELECT Plan does not cover Physician self-treatment rendered in a non-emergency (including, but
not limited to, prescribed services, supplies and drugs). Physician self-treatment occurs when Physicians
provide their own medical services, including prescribing their own medication ordering their own
laboratory tests and self-referring for their own services. Claims for emergency self-treatment are
subject to review by Health Net.

Prescribed Drugs and Medications

The SELECT Plan only covers outpatient Prescription Drugs or medications as described in the
"Prescription Drugs" portion of the "Covered Services and Supplies” section.

Private Duty Nursing

The SELECT Plan does not cover Private Duty Nursing in the home or
Hospital or long-term care facility. Shift care and any portion of shi

r registered bed patients in a
re services are also not covered.

Psychological Testing

Psychological testing except as conducted by a licensed ps
planning, including medication management or diagnosti
scoring of automated computer based reports, unless
perform it.

Refractive Eye Surgery

The SELECT Plan does not cover eye s
near-sightedness (myopia), far-sightednes
recommended by the Member’s tre@ting Phy:

) or astigmatism, unless Medically Necessary,
ian and authorized by Health Net.
Rehabilitation Therap

Coverage for rehabilitati
licensed physical, speech

ited to Medically Necessary services provided by a Physician,
upational therapist or other contracted provider, acting within the scope
of his or her license, to treat physieal and mental health conditions, or a qualified autism service (QAS)
provider, QAS professional or QAS paraprofessional to treat pervasive developmental disorder or
autism. Coverage is subject to any required authorization from the Plan or the Member's Physician
Group (under SELECT 1). The services must be based on a treatment plan authorized, as required by the
Plan or the Member's Physician Group (under SELECT 1). Such services are not covered when medical
documentation does not support the Medical Necessity because of the Member’s inability to progress
toward the treatment plan goals or when a Member has already met the treatment plan goals. See the
"General Provisions" section for the procedure to request Independent Medical Review of a Plan denial
of coverage on the basis of Medical Necessity.

Rehabilitation therapy for physical impairments in Members with Severe Mental IlIness, including
pervasive developmental disorder and autism, that develops or restores, to the maximum extent
practicable, the functioning of an individual, is considered Medically Necessary when criteria for
rehabilitation therapy are met.
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Routine Foot Care

Routine foot care including callus treatment, corn paring or excision, toenail trimming, massage of any
type and treatment for fallen arches, flat or pronated feet are not covered unless Medically Necessary for
a diabetic condition or peripheral vascular disease. Additionally, treatment for cramping of the feet,
bunions and muscle trauma are excluded, unless Medically Necessary.

Reversal of Surgical Sterilization

The SELECT Plan does not cover services to reverse voluntary, surgically induced sterility.

Residential Treatment Center

Admission to a Residential Treatment Center that is not Medically Necessary is excluded. Admissions
that are not considered Medically Necessary and are not covered include, but are not limited to,
admissions for Custodial Care, for a situational or environmental changg only; or as an alternative to
placement in a foster home or halfway house.

Services for Educational or Training Purposes
Except for services related to behavioral health treatment f i opment disorder or autism

y the state of California. Examples

of excluded services include education and trai pion-medical purposes such as:
e Gaining academic knowledge for educationa ent to help students achieve passing marks
and advance from grade to grade. F lan does not cover tutoring, special

teaching Members how to rea I esting or academic education during residential
treatment.

e Developing employm
employment, educati
vocational rehabilitati

ployment counseling or training, investigations required for
or maintaining employment or for professional certification or
education for personal or professional growth.

e Teaching manners or etiq ppropriate to social activities.

e Behavioral skills for individuals on how to interact appropriately when engaged in the usual
activities of daily living, such as eating or working, except for behavioral health treatment as
indicated above in conjunction with the diagnosis of pervasive development disorder or autism.

Services Not Related To Covered Condition, Iliness Or Injury

Any services not related to the diagnosis or treatment of a covered condition, illness or injury. However,
the Plan does cover Medically Necessary services for medical conditions directly related to non-covered
services when complications exceed routine Follow-Up Care (such as life-threatening complications of
cosmetic surgery).
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Sports Activities

The costs associated with participating in sports activities, including, but not limited to, yoga, rock
climbing, hiking and swimming, are not covered.

State Hospital Treatment

Services in a state Hospital are limited to treatment or confinement as the result of an emergency or
Urgently Needed Care as defined in the "Definitions" section.

Surrogate Pregnancy

The SELECT Plan covers services for a surrogate pregnancy only when the surrogate is a Health Net
Member. When compensation is obtained for the surrogacy, the Plan shall have a lien on such
compensation to recover its medical expense. A surrogate pregnancy is one in which a woman has
agreed to become pregnant with the intention of surrendering custody af the child to another person. The
benefits that are payable under this provision are subject to the Plan’sffight to recovery as described in
“Recovery of Benefits Paid by Health Net Under A Surrogate Par eement” in the "Specific
Provisions" section of this Evidence of Coverage.

Telehealth Consultations

as ed under “Teladoc Consultation
secti

Consultations provided by telephone are not covered
Telehealth Services” in the “Covered Services and
Telehealth Services

Teladoc consultation services do not co

e Specialist services; and

e Prescriptions for substances co
which may be harmful b

C EA, non-therapeutic drugs or certain other drugs
ential for abuse.

Treatment by Immedi Members

The SELECT Plan does not cqve tine or ongoing treatment, consultation or provider referrals
(including, but not limited to, cribed services, supplies and drugs) provided by the Member's parent,
spouse, Domestic Partner, child, stepchild, or sibling. Members who receive routine or ongoing care
from a member of their immediate family will be reassigned to another Physician (medical) or a Mental
Health Professional (Mental Disorders or Chemical Dependency).

Treatment of Obesity

Treatment or surgery for obesity, weight reduction or weight control is limited to the treatment of
morbid obesity. Certain services may be covered as Preventive Care Services; refer to the “Preventive
Care Services” provision in the “Covered Services and Supplies” section.

Treatment Related to Judicial or Administrative Proceedings

Medical, mental health care or Chemical Dependency services as a condition of parole or probation, and
court-ordered treatment and testing are limited to Medically Necessary covered services.



Page 114 Exclusions and Limitations

Unauthorized Services and Supplies

The SELECT Plan only covers services or supplies that are authorized by Health Net or the contracting
Physician Group (medical) or the Behavioral Health Administrator (Mental Disorders or Chemical
Dependency) according to Health Net’s or the Behavioral Health Administrator’s procedures, except for
emergency Services.

Services or supplies that are rendered by a non-contracting provider or facility are only covered under
SELECT 1 when authorized by your Physician Group (medical), the Behavioral Health Administrator
(Mental Disorders or Chemical Dependency) or when you require Emergency or Urgently Needed Care.
Unlisted Services

The SELECT Plan only covers services or supplies that are specified as covered services or supplies in
this Evidence of Coverage, unless state or federal law requires coverage.
Vision Therapy, Eyeglasses and Contact Lenses

This SELECT Plan does not cover vision therapy, eyeglasses or contactdénses. However, this exclusion
does not apply to an implanted lens that replaces the organic eye lens:

SELECT 2

The exclusions and limitations listed in the SELEC
of this section also apply to SELECT 2 and SE
services and supplies are not covered through
Immunizations or Inoculations

Immunizations or inoculations for
Service.

Vision and Hearing ina

Eye and ear examinations to e'the need for correction of vision and hearing are not covered.

Patient Education

Patient education programs on how to prevent illness or injury and how to maintain good health,
including diabetes management programs and asthma management programs are not covered.

SELECT 3

The exclusions and limitations from the "SELECT 1" and "SELECT 2" subsections of the "Services and
Supplies™ portion of this section also apply to SELECT 3. In addition, the following services and
supplies are not covered through your SELECT 3 level of benefits.

Durable Medical Equipment

Any expenses related to equipment which can withstand repeated use, is primary and customarily used
to serve a medical purpose, is generally not useful to a person in the absence of illness or injury and is
appropriate for use in the home.
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Diabetic Equipment and Supplies
Diabetic equipment is not covered under SELECT 3.

Organ, Tissue and Stem Cell Transplants

Any expenses related to the replacement of any body organ, tissue or stem cell, whether non-
Experimental or not, are not covered.

Patient Education

Patient education programs on how to prevent illness or injury and how to maintain good health,
including diabetes management programs and asthma management programs are not covered.

Prostheses

Any expenses that specifically replace missing body parts including, b@t’'not limited to, artificial limbs,
mammary prostheses, artificial eyes, intraocular lens implants or cofitact lemses after cataract surgery
and colostomy supplies are not covered except as specifically statedh

Sterilizations
Any expenses for sterilization or reversal of sterilization™@s males is not covered.

Prescription Drugs

The exclusions and limitations in all the "Servigesiand Supplies™ portions of this section also apply
to the coverage of Prescription Drugs.

Note: Services or supplies excluded underthe Prescription Drug benefits may be covered under
your medical benefits portion of thiS‘Buidencejef Coverage. Please refer to the ""Medical Services
and Supplies’ portion of the ""Covered'Servites and Supplies’ section for more information.

Additional exclusions an@ limitationss

Allergy Serum

Products to lessen or end allergicC reactions are not covered. Allergy serum is covered as a medical
benefit. See the "Allergy, Immunizations and Injections” portion of the "Schedule of Benefits and
Copayments — SELECT 1" and "Schedule of Benefits and Copayments — SELECT 2 and SELECT 3"
sections and the "Immunizations and Injections" portion of "Covered Services and Supplies" section for
more information.

Appetite Suppressants or Drugs for Body Weight Reduction

Drugs prescribed for the treatment of obesity are covered when Medically Necessary for the treatment of
morbid obesity or when you meet Health Net Prior Authorization coverage requirements. In such cases
the drug will be subject to Prior Authorization from Health Net.
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Devices

Coverage is limited to vaginal contraceptive devices, peak flow meters, spacer inhalers and those
devices listed under the "Diabetic Drugs and Supplies” provision of the "Prescription Drugs" portion of
"Covered Services and Supplies.” No other devices are covered even if prescribed by a Member
Physician.

Diagnostic Drugs
Drugs used for diagnostic purposes are not covered. Diagnostic drugs are covered under the medical
benefit when Medically Necessary.

Dietary or Nutritional Supplements

Drugs used as dietary or nutritional supplements, including vitamins and herbal remedies, including
when in combination with a prescription drug product, are limited to drugs that are listed in the
Formulary. Phenylketonuria (PKU) treatment is covered under the cal benefit (see the
"Phenylketonuria” portion of the "Covered Services and Supplies'’s

Drugs Prescribed for the Common Cold
Drugs prescribed to shorten the duration of the common.col not cowmered.

Drugs Prescribed by a Dentist

Drugs prescribed for routine dental treatment a

Drugs Prescribed for Cosmetic

Drugs that are prescribed for the following
performance, athletic performance, i
performance. Examples of drugs th
not limited to Latisse, Ren etin-
coverage for drugs when i
condition affecting mem

al conditions are not covered: hair loss, sexual
ses, anti-aging for cosmetic purposes and mental

d when prescribed for such conditions include, but are
aniqua, Propecia, or Lustra. This exclusion does not exclude
or as Medically Necessary to treat a diagnosed medical

Food and Drug Adminis

Supply amounts for prescriptions that exceed the FDA’s or Health Net’s indicated usage
recommendation are not covered unless Medically Necessary and Prior Authorization is obtained from
Health Net. Drugs that are not approved by the FDA are not covered, except as described under the
“Clinical Trials” provision in the “Medical Services and Supplies” portion of the “Covered Services and
Supplies” section and the “Experimental or Investigational Services” provision of this “Exclusions and
Limitations” section.

Hypodermic Syringes and Needles

Hypodermic syringes and needles are limited to disposable insulin needles and syringes and specific
brands of pen devices. Needles and syringes required to administer self-injected medications (other than
insulin) will be provided when obtained through Health Net’s specialty pharmacy vendor under the
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Medical benefit (see the "Immunizations and Injections” portion of the "Covered Services and Supplies”
section). All other syringes, devices and needles are not covered.

Self-Injectable Drugs

Self-injectable drugs obtained through a prescription from a Physician are limited to insulin and sexual
dysfunction drugs listed on the Formulary. Other injectable medications are covered under the medical
benefit (see the "Immunizations and Injections™ portion of the "Covered Services and Supplies,”
section). Surgically implanted drugs are covered under the medical benefit (see the "Surgically
Implanted Drugs" portion of the "Covered Services and Supplies,” section).

Irrigation Solutions
Irrigation solutions and saline solutions are not covered.

Lost, Stolen or Damaged Drugs

Once You have taken possession of drugs, replacement of lost, st or aged drugs is not covered.
You will have to pay the retail price for replacing them.

Nonapproved Uses

Drugs prescribed for indications approved by the Fog
use of drugs is only covered when prescribed or ad
the treatment of a life-threatening or chronic a
the "Off-Label Drugs" provision in the "Prescri
Supplies” section).

Dr dadmistration are covered. Off-label
d by aicensed health care professional for

Noncovered Services

Drugs prescribed for a condition or'tkeatmien is not covered by this Plan are not covered. However,
the Plan does cover Medical afy drugs for medical conditions directly related to noncovered

services when complicati outine Follow-Up Care (such as life-threatening complications of
cosmetic surgery).

Nonparticipating Phar in California Only

Drugs dispensed by Nonparticipating Pharmacies in California are not covered, except as specified in
the "Use of Nonparticipating Pharmacies™ provision of the "Covered Services and Supplies™ section.

Nonprescription (Over-the-Counter) Drugs, Equipment and Supplies

Medical equipment and supplies (including insulin) that are available without a prescription are covered
only when prescribed by a Physician for the management and treatment of diabetes, for preventive
purposes in accordance with the U.S. Preventive Services Task Force A and B recommendations or for
female contraception.

Any other Nonprescription Drug or over-the-counter drugs, medical equipment or supplies that can be
purchased without a Prescription Drug Order is not covered, even if a Physician writes a Prescription
Drug Order for such drug, equipment or supply unless it is listed in the Formulary. However, if a higher
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dosage form of a nonprescription drug or over-the-counter drug is only available by prescription, that
higher dosage drug may be covered when Medically Necessary.

Quantity Limitations

Some drugs are subject to specific quantity limitations per Copayment based on recommendations for
use by the FDA or Health Net's usage guidelines. Medications taken on an "as-needed" basis may have a
Copayment based on a specific quantity, standard package, vial, ampoule, tube, or other standard unit. In
such a case, the amount of medication dispensed may be less than a 30-consecutive-calendar-day supply.
If Medically Necessary, your Physician may request a larger quantity from Health Net.

Schedule 11 Narcotic Drugs

Schedule 11 drugs are drugs classified by the Federal Drug Enforcement Administration as having a high
abuse risk but also safe and accepted for medical uses in the United States. A partial prescription fill,
which is of a quantity less than the entire prescription, can be requestedfby you or your Member
Physician. Partial prescription fills are subject to a prorated Copaymeént based on the amount of the
prescription that is filled by the pharmacy. Schedule Il narcotic drtigs argfnot coyered through mail
order.

Unit Dose or ""Bubble' Packaging

Individual doses of medication dispensed in plastic,4nit dose or failfpackages and dosage forms used
for convenience as determined by Health Net, are only. covered when Medically Necessary or when the
medication available in that form.

Chiropractic Services

The exclusions and limitations infthey,Serviges and Supplies' portion of this section, also apply to
Chiropractic Services.

Note: Services or suppliesfexeludedtunder the chiropractic benefits may be covered under your
medical benefits portiomof thissgEuidénce of Coverage. Please refer to the "*Medical Services and
Supplies' portion of the®*@o6vered Services and Supplies' section for more information.

Services, laboratory tests and=rays and other treatment not approved by ASH Plans and documented as
Medically Necessary as appropriate or classified as Experimental, and/or being in the research stage, as
determined in accordance with professionally recognized standards of practice are not covered. If you
have a life threatening or seriously debilitating condition and ASH plans denies coverage based on the
determination that the therapy is Experimental, you may be able to request an independent medical
review of ASH Plans’ determination. You should contact ASH Plans at 1-800-678-9133 for more
information.

Additional exclusions and limitations include, but are not limited to, the following:

Anesthesia
Charges for anesthesia are not covered.
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Diagnostic Radiology

Coverage is limited to X-rays. No other diagnostic radiology (including magnetic resonance imaging or
MRI) is covered.

Drugs

Prescription Drugs and over-the-counter drugs are not covered.

Durable Medical Equipment
Durable Medical Equipment is not covered.

Educational Programs

Educational programs, nonmedical self-care, self-help training and related diagnostic testing are not
covered.

Experimental or Investigational Chiropractic Servic

Chiropractic care that is (a) investigatory; or (b) an unproven Chiropracti ice that does not meet
generally accepted and professionally recognized standards ractice in'the chiropractic provider
community is not covered. ASH Plans will determine I ered Experimental or
Investigational.

Hospital Charges
Charges for Hospital confinement and re

Hypnotherapy

Non-Contracted Providers

Services or treatment rendered by chiropractors who do not contract with ASH Plans are not covered,
except with regard to Emergency Chiropractic Services or upon a referral by ASH Plans.
Nonchiropractic Examinations

Examinations or treatments for conditions unrelated to Neuromusculoskeletal Disorders are not covered.
This means that physical therapy not associated with spinal, muscle and joint manipulation, is not
covered.

Out-of-State Services

Services provided by a chiropractor practicing outside California are not covered, except with regard to
Emergency Chiropractic Services.
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Services Not Within License
Services that are not within the scope of license of a licensed chiropractor in California.

Thermography
The diagnostic measuring and recording of body heat variations (thermography) are not covered.

Transportation Costs
Transportation costs are not covered, including local ambulance charges.

Vitamins
Vitamins, minerals, nutritional supplements or other similar products, including when in combination

with a prescription product, are not covered. @
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GENERAL PROVISIONS

When the Plan Ends

The Group Service Agreement specifies how long this SELECT Plan remains in effect.

If you are totally disabled on the date that the Group Service Agreement is terminated, benefits will
continue according to the "Extension of Benefits" portion of the "Eligibility, Enrollment and
Termination" section.

When the Plan Changes

Subject to notification and according to the terms of the Group Service Agreement, the Group has the
right to terminate this Plan or to replace it with another plan with diffeggnht terms. This may include, but
is not limited to, changes or termination of specific benefits, exclusions and,eligibility provisions.

Health Net has the right to modify this SELECT Plan, including the'tightto chamge subscription charges
according to the terms of the Group Service Agreement. Notice of modification will be sent to the
Group. Except as required under "When Coverage Ends" inthe "Eligibility, Enrollment and
Termination" section regarding termination for non-payment, Health Nét will not provide notice of such
changes to Plan Subscribers unless it is required to do'so by law. Thé"Group may have obligations under
state or federal law to provide notification of these changes'to Plan Subscribers.

If you are confined in a Hospital when the Group,ServicesAgreement is modified, benefits will continue
as if the SELECT Plan had not been modified, until you are’discharged from the Hospital.

Form or Content of the SELECT Plan:"'Ne ageat'er employee of Health Net is authorized to change
the form or content of this SELECJgRlan. Anyachanges can be made only through an endorsement
authorized and signed by an officeriaf Health Net:

Members’ Rights, Responsibilities and Obligations Statement

Health Net is committed to treatingdMlembers in a manner that respects their rights, recognizes their
specific needs and maintains aim@tually respectful relationship. In order to communicate this
commitment, Health Net has adopted these Members’ rights and responsibilities. These rights and
responsibilities apply to Members’ relationships with Health Net, its contracting practitioners and
providers, and all other health care professionals providing care to its Members.

Members have the right to:

¢ Receive information about Health Net, its services, its practitioners and providers and Members’
rights and responsibilities;

e Be treated with respect and recognition of their dignity and right to privacy;
e Participate with practitioners in making decisions about their health care;

e A candid discussion of appropriate or Medically Necessary treatment options for their conditions,
regardless of cost or benefit coverage;
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e Request an interpreter at no charge to you;
e Use interpreters who are not your family members or friends;
e File a complaint if your language needs are not met;

e File a grievance in your preferred language by using the interpreter service or by completing the
translated grievance form that is available on www.healthnet.com;

e Voice complaints or appeals about the organization or the care it provides; and
e Make recommendations regarding Health Net’s Member rights and responsibilities policies.

Members have the responsibility and obligation to:

e Supply information (to the extent possible) that the organization and its practitioners and providers
need in order to provide care;

e Follow plans and instructions for care that they have agreed-upoafwith their practitioners; and

e Be aware of their health problems and participate in developingimutdally agreed-upon treatment
goals to the degree possible; and

e Refrain from submitting false, fraudulent, or misleading*€laims or information to Health Net or your
providers.

Grievance, Appeals, Independent Medical Review and

Arbitration

Grievance Procedures

Appeal, complaint or grievance meahs anypdissatisfaction expressed by you or your representative
concerning a problem with Health Net,&medical provider or Your coverage under this EOC, including
an adverse benefit determifiation as setforth under the Affordable Care Act (ACA). An adverse benefit
determination, as applicable togdhs‘g@roup health plan, means a decision by Health Net to deny, reduce,
terminate or fail to pay forall or padtof a benefit that is based on:

e Determination of an individtal's eligibility to participate in this Health Net plan;
e Determination that a benefit is not covered; or

e Determination that a benefit is Experimental, Investigational, or not Medically Necessary or
appropriate.

If you are not satisfied with efforts to solve a problem with Health Net or your Physician Group, before
filing an arbitration proceeding, you must first file a grievance or appeal against Health Net by calling
the Customer Contact Center at 1-800-522-0088 or by submitting a Member grievance form through the
Health Net website at www.healthnet.com.
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You may also file your complaint in writing by sending information to:

Health Net

Appeals and Grievance Department
P.O. Box 10348

Van Nuys, CA 91410-0348

If your concern involves the chiropractic program, call Health Net the Customer Contact Center at
1-800-522-0088 or write to:

Health Net

Appeals and Grievance Department
P.O. Box 10348

Van Nuys, CA 91410-0348

You must file your grievance or appeal with Health Net within 365 cal
the incident or action that caused your grievance. Please include all j
Identification Card and he details of the concern or problem.

We will:

e Confirm in writing within five calendar days that we re

dar days following the date of
rmation from your Health Net

e Review your complaint and inform you of our deg
rious threat to your health,
including severe Pain, the potential for loss or major bodily function exists, Health Net
must notify you of the status of your grieva han three days from receipt of the grievance.
For urgent grievances, Health Net willhimme otify you of the right to contact the Department
of Managed Health Care. There is no
appeals process before requesting IMR
nature of the therapy. In such c
Health Care to request an IMR

based on the Investigational or Experimental
mediately contact the Department of Managed

If you continue to be diss
Department of Managed
initiate binding arbitration,
of disputes.

forassistance or to request an independent medical review or
ibed below. Binding arbitration is the final process for the resolution

Independent Medical Review of Grievances Involving a Disputed Health Care
Service

You may request an independent medical review (IMR) of disputed Health Care Services from the
Department of Managed Health Care (Department) if you believe that Health Care Services eligible for
coverage and payment under your Health Net Plan have been improperly denied, modified or delayed by
Health Net or one of its contracting providers. A "Disputed Health Care Service" is any Health Care
Service eligible for coverage and payment under your Health Net Plan that has been denied, modified or
delayed by Health Net or one of its contracting providers, in whole or in part because the service is not
Medically Necessary.

The IMR process is in addition to any other procedures or remedies that may be available to you. You
pay no application or processing fees of any kind for IMR. You have the right to provide information in
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support of the request for IMR. Health Net will provide you with an IMR application form and Health
Net’s grievance response letter that states its position on the Disputed Health Care Service. A decision
not to participate in the IMR process may cause you to forfeit any statutory right to pursue legal action
against Health Net regarding the Disputed Health Care Service.

Eligibility

Your application for IMR will be reviewed by the Department to confirm that it meets all the eligibility
requirements of the law for IMR which are set out below:

1. Your provider has recommended a Health Care Service as Medically Necessary; or you have
received urgent or Emergency Care that a provider determined to have been Medically Necessary; or
in the absence of the provider recommendation, you have been seen by a Health Net Member
Physician for the diagnosis or treatment of the medical condition for which you seek IMR;

2. The Disputed Health Care Service has been denied, modified or delayed by Health Net or one of its
contracting providers, based in whole or in part on a decision tha Health Care Service is not
Medically Necessary; and

Id by Health Net or the
grievance remains unresolved after 30 days. Within the next six m u may apply to the
lication deadline. If your
the Department’s attention.
The Department may waive the requirement tha Net’s grievance process in

extraordinary and compelling cases.

If your case is eligible for IMR, the dispute will
independent determination of whether or edically Necessary. You will receive a copy of
R determines the service is Medically
Necessary, Health Net will providethe Disptted th Care Service. If your case is not eligible for

IMR, the Department will advise natives.

For non-urgent cases, the |
determination within 30
urgent cases involving i
Pain, the potential loss of
of your health, the IMR orga

ignated by the Department must provide its

f the application for review and the supporting documents. For
ous threat to your health, including, but not limited to, serious
major bodily function or the immediate and serious deterioration
must provide its determination within three business days.

For more information regarding the IMR process or to request an application form, please call Health
Net’s Customer Contact Center at the telephone number on your Health Net ID card.

Independent Medical Review of Investigational or Experimental Therapies

Health Net does not cover Experimental or Investigational drugs, devices, procedures or therapies.
However, if Health Net denies or delays coverage for your requested treatment on the basis that it is
Experimental or Investigational and you meet the eligibility criteria set out below, you may request an
independent medical review (IMR) of Health Net’s decision from the Department of Managed Health
Care. The Department does not require you to participate in Health Net’s grievance system or appeals
process before requesting IMR of denials based on the Investigational or Experimental nature of the
therapy. In such cases you may immediately contact the Department to request an IMR of this denial.
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Eligibility
1. You must have a life-threatening or seriously debilitating condition.

2. Your Physician must certify to Health Net that you have a life-threatening or seriously debilitating
condition for which standard therapies have not been effective in improving your condition or are
otherwise medically inappropriate and there is no more beneficial therapy covered by Health Net.

3. Your Physician must certify that the proposed Experimental or Investigational therapy is likely to be
more beneficial than available standard therapies or as an alternative, you submit a request for a
therapy that, based on documentation you present from the medical and scientific evidence, is likely
to be more beneficial than available standard therapies.

4. You have been denied coverage by Health Net for the recommended or requested therapy.

If not for Health Net’s determination that the recommended or requested treatment is Experimental
or Investigational, it would be covered.

If Health Net denies coverage of the recommended or requested therapy and you meet the eligibility
requirements, Health Net will notify you within five business days{@r its déCision and your opportunity
to request external review of Health Net’s decision through IMR. Health" Net will provide you with an
application form to request an IMR of Health Net’s decision. The IMRK0G€SS is in addition to any
other procedures or remedies that may be available to you. Y@u pay no application or processing fees of
any kind for IMR. You have the right to provide inforggatign insupport’of your request for IMR. If your
Physician determines that the proposed therapy should begin prompily, you may request expedited
review and the experts on the IMR panel will reader@degiSion within seven days of your request. If the
IMR panel recommends that Health Net cover thesecommended or requested therapy, coverage for the
services will be subject to the terms and conditions generally applicable to other benefits to which you
are entitled. A decision not to participate@in'the IMR pragess may cause you to forfeit any statutory right
to pursue legal action against Health Net regardingythe denial of the recommended or requested therapy.
For more information, please call thes€ustomemContact Center at the telephone number on your Health
Net ID card.

Department of Mamaged Health Care

The California Department of /Managed Health Care is responsible for regulating health
care service plans. (Health™Net is a health care service plan.)

If you have a grievance against Health Net, you should first telephone Health Net at
1-800-522-0088 and use our grievance process before contacting the Department.
Utilizing this grievance procedure does not prohibit any potential legal rights or remedies
that may be available to you.

If you need help with a grievance involving an Emergency, a grievance that has not been
satisfactorily resolved by Health Net, or a grievance that has remained unresolved for
more than 30 days, then you may call the Department for assistance.

You may also be eligible for an Independent Medical Review (IMR). If you are eligible
for IMR, the IMR process will provide an impartial review of medical decisions made by
a health plan related to the Medical Necessity of a proposed service or treatment,
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coverage decisions for treatments that are Experimental or Investigational in nature and
payment disputes for emergency or urgent medical services. The Department also has a
toll-free telephone number (1-888-466-2219) and a TDD line (1-877-688-9891) for the
hearing and speech impaired. The Department's internet website http://www.dmhc.ca.gov
has complaint forms, IMR application forms and instructions online.

Binding Arbitration

As a condition to becoming a Health Net Member, YOU AGREE TO SUBMIT ALL DISPUTES
RELATING TO OR ARISING OUT OF YOUR HEALTH NET MEMBERSHIP TO FINAL
BINDING ARBITRATION, EXCEPT AS THOS DESCRIBED BELOW AND YOU AGREE
NOT TO PURSUE ANY CLAIMS ON A CLASS ACTION BASIS. Likewise, Health Net agrees to
arbitrate all such disputes. This mutual agreement to arbitrate disputes means that both you and
Health Net are bound to use binding bilateral arbitration as the final means of resolving disputes
that may arise between the parties, and thereby the parties agree to faggo any right they may have to a
jury trial on such disputes. However, no remedies that otherwise weuld bed@vailable to either party in a
court of law will be forfeited by virtue of this agreement to use and¥9e bound byyHealth Net’s binding
arbitration process. This agreement to arbitrate shall be enforced even'tha party to the arbitration is also
involved in another action or proceeding with a third party @gising out of the same matter.

Sometimes disputes or disagreements may arise betwgén you (meluding your enrolled Family Members,
heirs or personal representatives) and Health Net regardingithe construction, interpretation, performance
or breach of this Evidence of Coverage or regarding @thef'matters relating to or arising out of your
Health Net Membership. Typically such disputesare hanelled and resolved through the Health Net
Grievance, Appeal and Independent Medical Reviewsprocess described above, and you must attempt to
resolve your dispute by utilizing that proegssuefore instituting arbitration. However, in the event that a
dispute is not resolved in that process, HealtthNetuses binding bilateral arbitration as the final method
for resolving all such disputes, whéthegstated #ytort, contract or otherwise and whether or not other
parties such as employer groups, health carelpsoviders or their agents or employees, are also involved. In
addition, disputes with HealtlmiNet invelving alleged professional liability or medical malpractice (that
is, whether any medical sérvices tendeted were unnecessary or unauthorized or were improperly,
negligently or incompetenthygrendered) also must be submitted to binding arbitration.

Health Net’s binding arbitratign picess is conducted by mutually acceptable arbitrator(s) selected by
the parties. The Federal Arbitration Act, 9 U.S.C. § 1, et seq., will govern arbitrations under this process.
In the event that the total amount of damages claimed is $200,000 or less, the parties shall, within 30
days of submission of the demand for arbitration to Health Net, appoint a mutually acceptable single
neutral arbitrator who shall hear and decide the case and have no jurisdiction to award more than
$200,000. In the event that the total damages is over $200,000, the parties shall, within 30 days of
submission of the demand for arbitration to Health Net, appoint a mutually acceptable panel of three
neutral arbitrators (unless the parties mutually agree to one arbitrator), who shall hear and decide the
case.

If the parties fail to reach an agreement during this time frame, then either party may apply to a Court of
Competent Jurisdiction for appointment of the arbitrator(s) to hear and decide the matter.
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Arbitration can be initiated by submitting a demand for arbitration to Health Net at the address provided
below. The demand must have a clear statement of the facts, the relief sought and a dollar amount:

Health Net of California
Attention: Legal Department
P.O. Box 4504

Woodland Hills, CA 91365-4504

The arbitrator is required to follow applicable state or federal law. The arbitrator may interpret this
Evidence of Coverage, but will not have any power to change, modify or refuse to enforce any of its
terms, nor will the arbitrator have the authority to make any award that would not be available in a court
of law. At the conclusion of the arbitration, the arbitrator will issue a written opinion and award setting
forth findings of fact and conclusions of law. The award will be final and binding on all parties except to
the extent that the state or federal law provide for judicial review of arbitration proceedings.

The parties will share equally the arbitrator's fees and expenses of admimistration involved in the
arbitration. Each party also will be responsible for their own attorney§” fees, In cases of extreme
hardship to a Member, Health Net may assume all or a portion of @ Memlger's share of the fees and
expenses of the arbitration. Upon written notice by the Member requesting a hardship application,
Health Net will forward the request to an independent professional dispute€solution organization for a
determination. Such request for hardship should be submittedito the Legal"Department at the address
provided above.

Members who are enrolled in a plan that is subjectYQERISA, 29 U'S.C. § 1001 et seq., a federal law
regulating benefit plans, are not required to subit disputes about certain "adverse benefit
determinations™ made by Health Net to mandatory Bindingarbitration. Under ERISA, an "adverse
benefit determination™ means a decision ay,HealthRANetito deny, reduce, terminate or not pay for all or a
part of a benefit. However, you and HealthiNetamayavolUntarily agree to arbitrate disputes about these
"adverse benefit determinations™ atdhe time the dispute arises.

Involuntary Transfer to Another Primary Care Physician or

Contracting Physician Group

Health Net has the right to transferdyou to another Primary Care Physician or contracting Physician
Group under certain circumstances. The following are examples of circumstances that may result in
involuntary transfer:

e Refusal to Follow Treatment: You may be involuntarily transferred to an alternate Primary Care
Physician or Physician Group if you continually refuse to follow recommended treatment or
established procedures of Health Net, the Primary Care Physician or the contracting Physician
Group.

e Health Net will offer you the opportunity to develop an acceptable relationship with another Primary
Care Physician at the contracting Physician Group, or at another contracting Physician Group, if
available. A transfer to another Physician Group will be at Health Net’s discretion.

e Disruptive or Threatening Behavior: You may be involuntarily transferred to an alternate Primary
Care Physician or Physician Group if you repeatedly disrupt the operations of the Physician Group
or Health Net to the extent that the normal operations of either the Physician’s office, the contracting
Physician Group or Health Net are adversely impacted.
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e Abusive Behavior: You may be involuntarily transferred to an alternate Primary Care Physician or
Physician Group if you exhibit behavior that is abusive or threatening in nature toward the health
care provider, his or her office staff, the contracting Physician Group or Health Net personnel.

e Inadequate Geographic Access to Care: You may be involuntarily transferred to an alternate Primary
Care Physician or contracting Physician Group if it is determined that neither your residence nor
place of work are within reasonable access to your current Primary Care Physician.

Other circumstances may exist where the treating Physician or Physicians have determined that there is
an inability to continue to provide you care because the patient-Physician relationship has been
compromised to the extent that mutual trust and respect have been impacted. In the U.S. the treating
Physicians and contracting Physician Group must always work within the code of ethics established
through the American Medical Association (AMA). (For information on the AMA code of ethics, please
refer to the American Medical Association website at http://www.ama-assn.org). Under the code of
ethics, the Physician will provide you with notice prior to discontinuing as your treating Physician that
will enable you to contact Health Net and make alternate care arrangements.

Health Net will conduct a fair investigation of the facts before anygdinvoluatary transfer for any of the
above reasons is carried out.

Technology Assessment

New technologies are those procedures, drugs or deviges that have, regently been developed for the
treatment of specific diseases or conditions or are néw applications'of existing procedures, drugs or
devices. New technologies are considered Investigatiohalor Experimental during various stages of
clinical study as safety and effectiveness are evaluated ang the technology achieves acceptance into the
medical standard of care. The technologies may contiue t0'be considered Investigational or
Experimental if clinical study has not showiSafetytor effectiveness or if they are not considered
standard care by the appropriate medical specialty-¥Approved technologies are integrated into Health Net
benefits.

Health Net determines whether new techinologtes should be considered medically appropriate, or
Investigational or Experiméntal, following extensive review of medical research by appropriately
specialized Physicians. Healthdyetrequests review of new technologies by an independent, expert
medical reviewer in order to"determine medical appropriateness or Investigational or Experimental
status of a technology or procedute.

The expert medical reviewer also advises Health Net when patients require quick determinations of
coverage, when there is no guiding principle for certain technologies or when the complexity of a
patient’s medical condition requires expert evaluation. If Health Net denies, modifies or delays coverage
for your requested treatment on the basis that it is Experimental or Investigational, you may request an
independent medical review (IMR) of Health Net’s decision from the Department of Managed Health
Care. Please refer to the “Independent Medical Review of Grievances Involving a Disputed Health Care
Service” above in this “General Provisions” section for additional details.

Medical Malpractice Disputes

Health Net and the health care providers that provide services to you through this Plan are each
responsible for their own acts or omissions and are ordinarily not liable for the acts and omissions or
costs of defending others.


http://www.ama-assn.org/
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Recovery of Benefits Paid by Health Net

WHEN YOU ARE INJURED

If you are ever injured through the actions of another person or yourself (responsible party), Health Net
will provide benefits for all covered services that you receive through this Plan. However, if you receive
money or are entitled to receive money because of your injuries, whether through a settlement, judgment
or any other payment associated with your injuries, Health Net or the medical providers retain the right
to recover the value of any services provided to you through this SELECT Plan.

As used throughout this provision, the term responsible party means any party actually or potentially
responsible for making any payment to a Member due to a Member’s injury, illness or condition. The
term responsible party includes the liability insurer of such party or any insurance coverage.

Some examples of how you could be injured through the actions of a responsible party are:
e You are in a car accident; or
e Youslip and fall in a store.

Health Net’s rights of recovery apply to any and all recoveries made byayou @Fon your behalf from the
following sources, including but not limited to:

e Payments made by a third party or any insurance gémpany ombehdlf of a third party;
e Uninsured or underinsured motorist coverage;

e Personal injury protection, no fault or any otherfirstiparty coverage;

e Workers Compensation or Disabilityd@ward orgettliement;

e Medical payments coverage under any automohile policy, premises or homeowners’ insurance
coverage, umbrella coverage; dnd

e Any other payments from any otRergourcereceived as compensation for the responsible party’s
actions.

By accepting benefits underthisPlan, you acknowledge that Health Net has a right of reimbursement
that attaches when this Plan has paidfor health care benefits for expenses incurred due to the actions of
a responsible party and you ofy@ur representative recovers or is entitled to recover any amounts from a
responsible party.

Under California law, Health Net’s legal right to reimbursement creates a health care lien on any
recovery.

By accepting benefits under this plan, you also grant Health Net an assignment of your right to recover
medical expenses from any medical payment coverage available to the extent of the full cost of all
covered services provided by the Plan and you specifically direct such medical payments carriers to
directly reimburse the Plan on your behalf.
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Steps You Must Take

If you are injured because of a responsible party, you must cooperate with Health Net’s and the medical
provider’s effort to obtain reimbursement, including:

e Telling Health Net and the medical providers, the name and address of the responsible party, if you
know it, the name and address of your lawyer, if you are using a lawyer, the name and address of
any insurance company involved in your injuries and describing how the injuries were caused,;

e Completing any paperwork that Health Net or the medical providers may reasonably require to assist
in enforcing the lien;

e Promptly responding to inquiries from the lienholders about the status of the case and any settlement
discussions;

e Notifying the lienholders immediately upon you or your lawyer receiving any money from the
responsible parties, any insurance companies, or any other source;

associated with injuries through a responsible party regardless of ecifically identified as
recovery for medical expenses and regardless of wheth ole or fully compensated
for your loss;

bove s includes, but is not limited to,

e Do nothing to prejudice Health Net’s rights as .
settlement or recovery the full cost of all

refraining from any attempts to reduce or e
benefits paid by the plan; and

e Hold any money that you or your la mthe responsible parties or from any source, in
trust and reimbursing Health Net and ical providers for the amount of the lien as soon as you
are paid.

The following section is
ERISA plans, Hospital li
agreement.*

e plans and certain other programs and may be modified by written

Your reimbursement to Health Net or the medical provider under this lien is based on the value of the
services you receive and the costs of perfecting this lien. For purposes of determining the lien amount,
the value of the services depends on how the provider was paid, as summarized below, and will be
calculated in accordance with California Civil Code Section 3040, or as otherwise permitted by law.

e The amount of the reimbursement that you owe Health Net or the medical provider will be reduced
by the percentage that your recovery is reduced if a judge, jury or arbitrator determines that you were
responsible for some portion of your injuries.

e The amount of the reimbursement that you owe Health Net or the medical provider will also be
reduced a pro rata share for any legal fees or costs that you paid from the money you received.

e The amount that you will be required to reimburse Health Net or the medical provider for services
you receive under this Plan will not exceed one-third of the money that you receive if you do engage
a lawyer or one-half of the money you receive if you do not engage a lawyer.
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* Reimbursement related to Workers” Compensation benefits, ERISA plans, Hospital liens, Medicare
and other programs not covered by California Civil Code, Section 3040 will be determined in
accordance with the provisions of this Evidence of Coverage and applicable law.

Surrogacy Arrangements

A Surrogacy Arrangement is an arrangement in which a woman agrees to become pregnant and to carry
the child for another person or persons who intend to raise the child.

Your Responsibility for Payment to Health Net

If you enter into a surrogacy arrangement, you must pay us for covered services and supplies you
receive related to conception, pregnancy, or delivery in connection with that arrangement (""Surrogacy
Health Services™), except that the amount you must pay will not exceed the payments you and/or any of
your family members are entitled to receive under the surrogacy arrangement. You also agree to pay us
for the covered services and supplies that any child born pursuant todhe surrogacy arrangement receives
at the time of birth or in the initial Hospital stay, except that if youfprovidéproof of valid insurance
coverage for the child in advance of delivery or if the intended parentsgmake payment arrangements
acceptable to Health Net in advance of delivery, you will ngt be responsibleffor the payment of the
child’s medical expenses.

Assignment of Your Surrogacy Payments

By accepting Surrogacy Health Services, you adtemati¢ally assign to us your right to receive payments
that are payable to you or your chosen payee underthe stgsogacy arrangement, regardless of whether
those payments are characterized as beingyfor medicalexpenses. To secure our rights, we will also have
a lien on those payments and/or any escrowpacéeuntor trust established to hold those payments. Those
payments shall first be applied to satisfy our Yien. The assignment and our lien will not exceed the total
amount of your obligation to us under thegereceding paragraph.

Duty to Cooperate

Within 30 days after entefnggdto a'surrogacy arrangement, you must send written notice of the
arrangement, including the names and addresses of the other parties to the arrangement to include any
escrow agent or trustee, and a€@py of any contracts or other documents explaining the arrangement as
well as the account number for any escrow account or trust, to:

Surrogacy Third Party Liability —Product Support
The Rawlings Company

One Eden Parkway

LaGrange, KY 40031-8100

You must complete and send us all consents, releases, authorizations, lien forms, and other documents
that are reasonably necessary for us to determine the existence of any rights we may have under this
“Surrogacy Arrangements” provision and/or to determine the existence of (or accounting for funds
contained in) any escrow account or trust established pursuant to your surrogacy arrangement and to
satisfy Health Net’s rights.

You must do nothing to prejudice the health plan’s recovery rights.
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You must also provide us the contact and insurance information for the persons who intend to raise the
child and whose insurance will cover the child at birth.

You may not agree to waive, release, or reduce our rights under this provision without our prior, written
consent. If your estate, parent, guardian, or conservator asserts a claim against a third party based on the
surrogacy arrangement, your estate, parent, guardian, or conservator and any settlement or judgment
recovered by the estate, parent, guardian, or conservator shall be subject to our liens and other rights to
the same extent as if you had asserted the claim against the third party. We may assign our rights to
enforce our liens and other rights.

Relationship of Parties

Contracting Physician Groups, Physicians, Hospitals and other health care providers are not agents or
employees of Health Net.

Health Net and its employees are not the agents or employees of any Rhysician Group, Physician,
Hospital or other health care provider.

All of the parties are independent contractors and contract with each*@ther to prdvide you the covered
services or supplies of this SELECT Plan.

The Group and the Members are not liable for any acts o, omissions of &lealth Net, its agents or
employees or of Physician Groups, any Physician or Mospital oranydther person or organization with
which Health Net has arranged or will arrange to pfovide the covered services and supplies of this
SELECT Plan.

Provider/Patient Relationship

Physicians maintain a doctor-patient relationshipawdth the Member and are solely responsible for
providing professional medical sergiges. Hospitals maintain a Hospital-patient relationship with the
Member and are solely responsible fer prowiding"Hospital services.

Liability for Charges

While it is not likely, it is‘pesStble that Health Net may be unable to pay a Health Net provider. If this
happens, the provider has contractually agreed not to seek payment from the Member.

However, this provision only applies to providers who have contracted with Health Net. You may be
held liable for the cost of services or supplies received from a noncontracting provider if Health Net
does not pay that provider.

This provision does not affect your obligation to pay any required Copayment or to pay for services and
supplies that this SELECT Plan does not cover.
Prescription Drug Liability

Health Net will not be liable for any claim or demand as a result of damages connected with the
manufacturing, compounding, dispensing or use of any Prescription Drug this SELECT Plan covers.
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Continuity of Care Upon Termination of Provider Contract

If Health Net's contract with a Physician Group, Preferred Provider or other provider is terminated,
Health Net will transfer any affected Members to another contracting Physician Group or provider and
make every effort to ensure continuity of care. At least 60-days prior to termination of a contract with a
Physician Group or acute care Hospital to which Members are assigned for services, Health Net will
provide a written notice to affected Members. For all other Hospitals that terminate their contract with
Health Net, a written notice will be provided to affected Members within five days after the effective
date of the contract termination.

In addition, a Member may request continued care from a provider whose contract is terminated if at the
time of termination the Member was receiving care from such a provider for:

e An Acute Condition;

e A Serious Chronic Condition not to exceed twelve months from the contract termination date;

e A pregnancy (including the duration of the pregnancy and immediate postpartum care);

e A newborn up to 36 months of age, not to exceed twelve mon he cantract termination date;

e A Terminal llliness (for the duration of the Terminal 1lingss); or
e A surgery or other procedure that has been authoriz Ith Netyas part of a documented course
of treatment.

For definitions of Acute Condition, Serious Chroni on and Terminal IlIness see the

"Definitions" section.

Health Net may provide coverage for co
terminated, subject to applicable Copay
such provider is willing to accept the same
provider’s contract termination. You
of termination unless you can show Ve
days of the provider’s date mina and the request is made as soon as reasonably possible.

ices from a provider whose contract has been

er exclusions and limitations of this Plan and if
rms applicable to the provider prior to the
continued care within 30 days of the provider’s date

To request continued car to complete a Continuity of Care Assistance Request Form. If
you would like more info
of care policy, please contact
ID Card.

stomer Contact Center at the telephone number on your Health Net

Contracting Administrators

Health Net may designate or replace any contracting administrator that provides the covered services
and supplies of this SELECT Plan. If Health Net designates or replaces any administrator and as a result
procedures change, Health Net will inform you.

Any administrator designated by Health Net is an independent contractor and not an employee or agent
of Health Net, unless otherwise specified in this Evidence of Coverage.
Decision-Making Authority

Health Net has discretionary authority to interpret the benefits of this SELECT Plan and to determine
when services are covered by the SELECT Plan.
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Coordination of Benefits

The Member's coverage is subject to the same limitations, exclusions and other terms of this Evidence of
Coverage whether Health Net is the Primary Plan or the Secondary Plan.

Coordination of benefits (COB) is a process, regulated by law, that determines financial responsibility
for payment of allowable expenses between two or more group health plans.

Allowable expenses are generally the cost or value of medical services that are covered by two or more
group health plans, including two Health Net plans.

The objective of COB is to ensure that all group health plans that provide coverage to an individual will
pay no more than 100% of the allowable expense for services that are received. This payment will not
exceed total expenses incurred or the reasonable cash value of those services and supplies when the
group health plan provides benefits in the form of services rather than cash payments.

Health Net’s COB activities will not interfere with your medical care,

Coordination of benefits is a bookkeeping activity that occurs between thegawo HMOSs or insurers.
However, you may occasionally be asked to provide information aBeut y0ur other coverage.

This coordination of benefits (COB) provision applies when a Memberhas liealth care coverage under
more than one plan. "Plan" is defined below.

The order of benefit determination rules below deterpitne Which*®®landwill pay as the Primary Plan. The
Primary Plan that pays first pays without regard to<€he possibility that another Plan may cover some
expenses. A Secondary Plan pays after the Priméry Plam@nd may reduce the benefits it pays so that
payment from all group plans do not exceed 100%f theitetal allowable expense. "Allowable Expense™
is defined below.

Definitions
The following definitions apply to the coverage provided under this Subsection only.

A. “Plan”--A "Plan" is anyy@fithe following that provides benefits or services for medical or dental care
or treatment. Howevetr; if separate ¢ontracts are used to provide coordinated coverage for members
of a group, the separatgye@ntractsare considered parts of the same Plan and there is no COB among
those separate contracts.

1. "Plan" includes group insurance, closed panel (HMO, PPO or EPO) coverage or other forms of
group or group-type coverage (whether insured or uninsured); Hospital indemnity benefits in
excess of $200 per day; medical care components of group long-term care contracts, such as
skilled nursing care.

(Medicare is not included as a "Plan” with which Health Net engages in COB. We do, however,
reduce benefits of this Plan by the amount paid by Medicare. For Medicare coordination of
benefits please refer to the "Government Coverage™ portion of this "General Provisions"
section.)

2. "Plan" does not include nongroup coverage of any type, amounts of Hospital indemnity
insurance of $200 or less per day, school accident-type coverage, benefits for nonmedical
components of group long-term care policies, Medicare supplement policies, a state plan under
Medicaid or a governmental plan that, by law, provides benefits that are in excess of those of any
private insurance plan or other non-governmental plan.
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Each contract for coverage under (1) and (2) above is a separate Plan. If a Plan has two parts and
COB rules apply only to one of the two, each of the parts is treated as a separate Plan.

B. Primary Plan or Secondary Plan--The order of benefit determination rules determine whether this
plan is a "Primary Plan™ or "Secondary Plan" when compared to another Plan covering the person.

When this Plan is primary, its benefits are determined before those of any other Plan and without
considering any other Plan’s benefits. When this Plan is secondary, its benefits are determined after
those of another Plan and may be reduced because of the Primary Plan’s benefits.

C. Allowable Expense--This concept means a Health Care Service or expense, including Deductibles
and Copayments, that is covered at least in part by any of the Plans covering the person. When a
Plan provides benefits in the form of services, (for example an HMO) the reasonable cash value of
each service will be considered an Allowable Expense and a benefit paid. An expense or service that
is not covered by any of the Plans is not an Allowable Expense.

The following are examples of expenses or services that are not Al
1. Ifacovered person is confined in a private room, the differe

able Expense:
between the cost of a semi-

generally accepted medical practice or one of the P
private rooms, the expense or service is an Allowa

2. If aperson is covered by two or more Plan
usual and customary fees, any amount i
for a specific benefit is not an Allowabl

3. If aperson is covered by two or rovide benefits or services on the basis of
negotiated fees, an amount in exc ighest of the negotiated fees is not an Allowable
Expense.

ulates its benefits or services on the basis of usual and
at provides its benefits or services on the basis of negotiated
arrangements shall be the Allowable Expense for all Plans.

4. If aperson is covered by on
customary fees and
fees, the Primary

d'by the Primary Plan because of a covered person does not
comply with the Plan isions is not an Allowable Expense.

Examples of these provisions are second surgical opinions, precertification of admissions and
Preferred Provider arrangements.

D. Claim Determination Period--This is the Calendar Year or that part of the Calendar Year during
which a person is covered by this Plan.

E. Closed Panel Plan--This is a Plan that provides health benefits to covered persons primarily in the
form of services through a panel of providers that have contracted with or are employed by the Plan
and that limits or excludes benefits for services provided by other providers, except in cases of
emergency or referral by a panel member.

F. Custodial Parent--This is a parent who has been awarded custody of a child by a court decree. In
the absence of a court decree, it is the parent with whom the child resided more than half of the
Calendar Year without regard to any temporary visitation.
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Order of Benefit Determination Rules

If the Member is covered by another group health Plan, responsibility for payment of benefits is
determined by the following rules. These rules indicate the order of payment responsibility among
Health Net and other applicable group health Plans by establishing which Plan is primary, secondary and
S0 on.

A

B.

Primary or Secondary Plan--The Primary Plan pays or provides its benefits as if the Secondary
Plan or Plans did not exist.

No COB Provision--A Plan that does not contain a coordination of benefits provision is always
primary.

There is one exception: coverage that is obtained by virtue of membership in a group that is designed
to supplement a part of a basic package of benefits may provide that the supplementary coverage
shall be excess to any other parts of the Plan provided by the contract holder. Examples of these
types of situations are major medical coverages that are superimp over base plan Hospital and
surgical benefits and insurance-type coverages that are written iafconnection with a closed panel
Plan to provide out-of-network benefits.

Secondary Plan Performs COB--A Plan may consider the bene
Plan in determining its benefits only when it is secondampto that othe

o)
[=aFhe plan that covers the person other than as a
ibepor retiree, is primary and the Plan that covers

provided by another

Order of Payment Rules--The first of the follo
benefits before another Plan is the rule that wil

S deseribes which Plan pays its

1. Subscriber (Non-Dependent) vs. Dep
dependent, for example as an employee,
the person as a dependent is seco :

2. Child Covered By More Than O
more than one Plan is:

a. Birthday Rule--The Pri
year if:

e The parent§are

e order of payment when a child is covered by

e plan of the parent whose birthday is earlier in the

e The parent not sgparated (whether or not they ever have been married); or

e A court decree ds joint custody without specifying that one party has the
responsibility to provide health care coverage.

If both parents have the same birthday, the Plan that covered either of the parents longer is
primary.

b. Court Ordered Responsible Parent--1f the terms of a court decree state that one of the
parents is responsible for the child’s health care expenses or health care coverage and the
plan of that parent has actual knowledge of those terms, that Plan is primary. This rule
applies to Claim Determination Periods or plan years commencing after the Plan is given
notice of the court decree.

c. Parents Not Married, Divorced or Separated--If the parents are not married or are
separated (whether or not they ever have been married) or are divorced, the order of benefits
is:

e The Plan of the Custodial Parent.
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e The Plan of the spouse of the Custodial Parent.
e The Plan of the non-custodial parent.
e The Plan of the spouse of the non-custodial parent.

3. Active vs. Inactive Employee--The plan that covers a person as an employee who is neither laid
off nor retired (or his or her dependent), is primary in relation to a Plan that covers the person as
a laid off or retired employee (or his or her dependent). When the person has the same status
under both Plans, the plan provided by active employment is first to pay.

If the other Plan does not have this rule and if, as a result, the Plans do not agree on the order of
benefits, this rule is ignored.

Coverage provided an individual by one Plan as a retired worker and by another Plan as a
dependent of an actively working spouse will be determined under the rule labeled D (1) above.

4. COBRA Continuation Coverage--1f a person whose coveragegs provided under a right of
continuation provided by federal (COBRA) or state law (simifar to COBRA) also is covered
under another Plan, the Plan covering the person as an em retiree (or as that person’s

5. Longer or Shorter Length of Coverage--If th
payment, the Plan that covers the subscriber
the longer period is primary.

a. Two Plans Treated As One--To de
under a Plan, two Plans shall be treat

ine'the length of time a person has been covered
he covered person was eligible under the
ended.

a new Plan does not include:

e Achange in the am a Plan’s benefits.

e Achangein pays, provides or administers the Plan’s benefits.

e A change ffom f Plan to another (such as from a single Group Plan to that of a

c. Measurement of Covered--The person’s length of time covered under a Plan is
measured from the person’s first date of coverage under that Plan. If that date is not readily
available for a group plan, the date the person first became a member of the group shall be
used as the date from which to determine the length of time the person’s coverage under the
present Plan has been in force.

6. Equal Sharing--If none of the preceding rules determines the primary Plan, the allowable
expenses shall be shared equally between the Plans.

Effect on the Benefits of this SELECT Plan

A. Secondary Plan Reduces Benefits--When this SELECT Plan is secondary, it may reduce its
benefits so that the total benefits paid or provided by all Plans during a Claim Determination Period
are not more than 100% of total Allowable Expenses.
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B. Coverage by Two Closed Panel Plans--If a covered person is enrolled in two or more closed Panel
Plans and if, for any reason, including the person’s having received services from a non-panel
provider, benefits are not covered by one closed Panel Plan, COB shall not apply between that Plan
and other closed Panel Plans.

But, if services received from a non-panel provider are due to an emergency and would be covered
by both Plans, then both Plans will provide coverage according to COB rules.

Right to Receive and Release Information

Certain facts about health care coverage and services are needed to apply these COB rules and to
determine benefits payable under this SELECT Plan and other Plans.

Health Net may obtain the facts it needs from or give them to other organizations or persons for the
purpose of applying these rules and determining benefits payable under this SELECT Plan and other
Plans covering the person claiming benefits.

Health Net need not tell or obtain the consent of any person to do thi§:"Each person claiming benefits
under this Plan must give Health Net any facts it needs to apply th@se rul€s and determine benefits
payable.

Health Net’s Right to Pay Others

A "payment made" under another Plan may include ai"amount thatshould have been paid under this
SELECT Plan. If this happens, Health Net may paythat amount to the organization that made the
payment. That amount will then be treated as thoagh it\ere a benefit paid under this SELECT Plan.
Health Net will not have to pay that amount agaif.

The term "payment made" includes providingybenetits tthe form of services, in which case "payment
made" means the reasonable cash value of the benefits provided in the form of services.

Recovery of Excessive Paymeénts byaklealth Net

If the "amount of the paymént'made” By Health Net is more than it should have paid under this COB
provision, Health Net may recowverithe €xcess from one or more of the persons it has paid or for whom it
has paid or for any other peFson or grganization that may be responsible for the benefits or services
provided for the covered persga.

The "amount of the payments made" includes the reasonable cash value of any benefits provided in the
form of services.

Government Coverage

Medicare Coordination of Benefits (COB)

When you reach age 65, you may become eligible for Medicare based on age. You may also become
eligible for Medicare before reaching age 65 due to disability or end stage renal disease. We will solely
determine whether we are the primary plan or the secondary plan with regard to services to a Member
enrolled in Medicare in accordance with the Medicare Secondary Payer rules established under the
provisions of Title XVI1II of the Social Security Act and its implementing regulations. Generally, those
rules provide that:
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If you are enrolled in Medicare Part A and Part B and are not an active employee or your employer
group has less than twenty employees, then this Plan will coordinate with Medicare and be the
secondary plan. This Plan also coordinates with Medicare if you are an active employee participating in
a Trust through a small employer, in accordance with Medicare Secondary Payer rules. (If you are not
enrolled in Medicare Part A and Part B, Health Net will provide coverage for Medically Necessary
Covered Services without coordination with Medicare.)

For services and supplies covered under Medicare Part A and Part B, claims are first submitted by your
provider or by you to the Medicare administrative contractor for determination and payment of
allowable amounts. The Medicare administrative contractor then sends your medical care provider a
Medicare Summary Notice (MSN), (formerly an Explanation of Medicare Benefits (EOMB)). In most
cases, the MSN will indicate the Medicare administrative contractor has forwarded the claim to Health
Net for secondary coverage consideration. Health Net will process secondary claims received from the
Medicare administrative contractor. Secondary claims not received from the Medicare administrative
contractor must be submitted to Health Net by you or the provider of sekvice and must include a copy of
the MSN. Health Net and/or your medical provider is responsible forgpaying the difference between the
ed Services described in this
lawgFhis Plan will cover

spouse is eligible for Medicare Coordination of beng : re employed by a small employer
and pertinent Medicare requirements are met.

e Your local Social Security Administ
e The Medicare Program at 1-80
e The official Medicare website a

e The Health Insurance eling and Advocacy Program (HICAP) at 1-800-434-0222, which offers
health insurance counseli altfornia seniors; or

e \Write to:

Medicare Publications

Department of Health and Human Services
Centers for Medicare and Medicaid Services
6325 Security Blvd.

Baltimore, MD 21207

Medi-Cal

Medi-Cal is last to pay in all instances. Health Net will not attempt to obtain reimbursement from Medi-
Cal.

Veterans’ Administration

Health Net will not attempt to obtain reimbursement from the Department of Veterans” Affairs (VA) for
service-connected or nonservice-connected medical care.


http://www.medicare.gov/
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Workers” Compensation

This SELECT Plan does not replace Workers' Compensation Insurance. Your Group will have separate
insurance coverage that will satisfy Workers’ Compensation laws.

If you require covered services or supplies and the injury or illness is work-related and benefits are
available as a requirement of any Workers’ Compensation or Occupational Disease Law, Health Net
will cover the services then obtain reimbursement from the Workers' Compensation carrier liable for the

cost of medical treatment related to your illness or injury.
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MISCELLANEOUS PROVISIONS

Cash Benefits

The SELECT 1 benefits of this Evidence of Coverage generally provide all covered services and
supplies through a network of contracting Physician Groups. Under SELECT 1 your Physician Group
performs or authorizes all care and you will not have to file claims.

There is an exception when you receive covered Emergency Care or Urgently Needed Care under from a
provider who does not have a contract with Health Net.

When cash benefits are due, Health Net will reimburse you for the amount you paid for services or
supplies, less any applicable Copayment. If you signed an assignment of benefits and the provider
presents it to us, we will send the payment to the provider. You must provide proof of any amounts that
you have paid.

on behalf of the child who is
t to the Custodial Parent.

If a parent who has custody of a child submits a claim for cash ben
subject to a Medical Child Support Order, Health Net will send th
Benefits Not Transferable

No person other than a properly enrolled Member is e

If you use benefits fraudulently, your coverag
appropriate legal action.

Notice of Claim

receive benefits from your SELECT 1 and
;T 3 benefits you will need to file a claim and you must
the services or supplies. Any claim filed more than one

In most instances, you will not nee
SELECT 2 Tiers. However, if you
do so within one year from the date
year from the date the ex i
possible to file within th

Call the Health Net Customer Con
Card to obtain claim forms.

Center at the telephone number shown on your Health Net 1D

If you need to file a claim for services covered under the medical benefit (or the Mental Disorders and
Chemical Dependency benefits under SELECT 2 and SELECT 3), please send a completed claim form
to:

Health Net Commercial Claims
P.O. Box 9040
Farmington, MO 63640-9040
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If you need to file a claim for outpatient Prescription Drugs, please send a completed Prescription Drug
claim form to:

Health Net

C/O Caremark
P.O. Box 52136
Phoenix, AZ 85072

Please call Health Net’s Customer Contact Center at the telephone number shown on your Health Net 1D
card or visit our website at www.healthnet.com to obtain a Prescription Drug claim form.

If you need to file a claim for Emergency Chiropractic Services or for other covered Chiropractic
Services provided upon referral by American Specialty Health Plans of California, Inc. (ASH Plans),
you must file the claim with ASH Plans within one year after receiving those services. You must use
ASH Plans’ forms in filing the claim and you should send the claim to ASH Plans at the address listed in
the claim form or to ASH Plans at:

American Specialty Health Plans of California, Inc.
Attention: Customer Contact Center

P.O. Box 509002

San Diego, CA 92150-9002

ASH Plans will give you claim forms on request. Fo ion regarding claims for covered
Chiropractic Services, you may call ASH Plans at 48 r you may write ASH Plans at the

e claim with MHN Claims within one year after
an one year from the date the expense was incurred will
reasonably possible to file the claim within one year, and
sible. You must use the CMS (HCFA) - 1500 form in filing

to MHN Services at the address listed in the claim form or to

Health Administrator, MHN Services, you
receiving those services. Any claingifiled mo
not be paid unless it was shown tha
that is was filed as soon as reasonab
the claim, and you shouldéend the cl
MHN Claims at:

MHN Claims
P.O. Box 14621
Lexington, KY 40512-4621

MHN Claims will give you claim forms on request. For more information regarding claims for covered
Mental Disorders and Chemical Dependency services, you may call MHN Claims at 1-800-444-4281 or
you may write MHN Claims at the address given immediately above.

Health Care Plan Fraud

Health care plan fraud is defined as a deception or misrepresentation by a provider, Member, employer
or any person acting on their behalf. It is a felony that can be prosecuted. Any person who willfully and
knowingly engages in an activity intended to defraud the health care plan by filing a claim that contains
a false or deceptive statement is guilty of insurance fraud.
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If you are concerned about any of the charges that appear on a bill or Explanation of Benefits form, or if
you know of or suspect any illegal activity, call Health Net's toll-free Fraud Hotline at 1-800-977-3565.
The Fraud Hotline operates 24 hours a day, seven days a week. All calls are strictly confidential.

Payment of Claim

Within 30 days of receipt of a claim (refer to "Notice of Claim" above), Health Net shall pay the benefits
available under this Evidence of Coverage or provide written notice regarding additional information
needed to determine our responsibility for the claim.

Payment to Providers or Subscriber Under SELECT 2 and SELECT 3

Benefit payment for Covered Expenses will be made directly to:

e Hospitals which have provider service agreements with Health Net to provide services to you
(Contracting Hospitals);

rovigder’s statement or bill
e Subscriber; or

e Providers of ambulance transportation. However, if the submit
indicates the charges have been paid in full, payment will be

e Other providers of service not mentioned above, Hospital and pro
at Health Net's election if you agree, in writing.

when required by law or

e Benefit payment for Covered Expenses may be tl r providers and the Subscriber at
Health Net's election when:

e A written agreement stipulates joint payme
e The benefit payment is $2,000 or gre
Exceptions

Joint payment will not be madé 0 Hospitals and providers of ambulance services.
Payment to them will be direct a d

In situations not descri ayment will be made to the Subscriber.

Payment When Subs iIsUnable to Accept

If a claim is unpaid at the tim e Member’s death or if the Member is not legally capable of
accepting it, payment will be made to the Member’s estate or any relative or person who may legally
accept on the Member’s behalf.

Physical Examination

Health Net, at its expense, has the right to examine or request an examination of any Member whose
injury or sickness is the basis of claim as often as is reasonably required while the claim is pended.

Foreign Travel or Work Assignment

Under SELECT 3, medical benefits will be provided for Covered Expenses incurred in a foreign
country, as long as the Member has been outside the USA for less than six months in relation to a
particular foreign trip or the Subscriber is on temporary work assignment outside the USA and is being
paid in US dollars by the Group and the services or supplies would have been covered had they been
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incurred in the USA. Determination of a Covered Expense will be based on the amount that is no greater
than the Maximum Allowable Amount paid in the USA for the same or a comparable service.

Interpretation of Evidence of Coverage

The laws of the state of California shall be applied to interpretations of this Evidence of Coverage.

Disruption of Care

Circumstances beyond Health Net's control may disrupt care; for example, a natural disaster, war, riot,
civil insurrection, epidemic, complete or partial destruction of facilities, atomic explosion or other
release of nuclear energy, disability of significant contracting Physician Group personnel or a similar
event.

If circumstances beyond Health Net's control result in your not being able to obtain the Medically
Necessary covered services or supplies of this Plan, Health Net will make a good faith effort to provide
or arrange for those services or supplies within the remaining availabidity of its facilities or personnel. In
the case of an emergency, go to the nearest doctor or Hospital. Se rgency and Urgently
Needed Care" section under "Introduction to Health Net- SELECT

Sending and Receiving Notices

Any notice that Health Net is required to make will be
in Health Net's files. The Evidence of Coverage, haW
website at www.healthnet.com. The Group can ubscribers to receive the Evidence of
Coverage online. By registering and logging on et’s website, Subscribers can access,
download and print the Evidence of Cove 008Se to receive it by U.S. mail, in which case
bscriber’s address on record.

toithe up at the current address shown
Il be posted electronically on Health Net’s

otice, the notice should be mailed to the Health
Net office at the address listed on t f this Evidence of Coverage.

Transfer of Medical

A health care provider m easonable fee for the preparation, copying, postage or delivery
costs for the transfer of your medical records. Any fees associated with the transfer of medical records
are the Member’s responsibility-"State law limits the fee that the providers can charge for copying
records to be no more than twenty-five cents ($0.25) per page, or fifty cents ($0.50) per page for records
that are copied from microfilm and any additional reasonable clerical costs incurred in making the
records available. There may be additional costs for copies of x-rays or other diagnostic imaging

materials.

Confidentiality of Medical Records

A STATEMENT DESCRIBING HEALTH NET'S POLICIES AND PROCEDURES FOR
PRESERVING THE CONFIDENTIALITY OF MEDICAL RECORDS IS AVAILABLE AND WILL
BE FURNISHED TO YOU UPON REQUEST.
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

Covered Entities Duties:

Health Net (referred to as "we" or "the Plan") is a Covered Entity as defined and regulated under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA). Health Net is required by law to
maintain the privacy of your protected health information (PHI), provide you with this Notice of our
legal duties and privacy practices related to your PHI, abide by the terms of the Notice that is currently
in affect and notify you in the event of a breach of your unsecured PHI. PHI information about you,
including demographic information, that can reasonably be used to identify you and that relates to your
past, present or future physical or mental health or condition, the provisien of health care to you or the
payment for that care.

This Notice describes how We may use and disclose Your PHI. It cribegyyour rights to access,

Health Net reserves the right to change this Notice.
Notice effective for Your PHI We already have as
Health Net will promptly revise and distribute thi
following:

whenever there is a material change to the

e The Uses or Disclosures

e Your rights

e Our legal duties
e Other privacy practices otice.

We will make any revised'Noti le on our website and in our Member Handbook.

Internal Protections of Oral,Waitten and Electronic PHI:

Health Net protects your PHI. We have privacy and security processes to help.

These are some of the ways we protect your PHI.

e We train our staff to follow our privacy and security processes.

e We require our business associates to follow privacy and security processes.

e We keep our offices secure.

e We talk about your PHI only for a business reason with people who need to know.
e We keep your PHI secure when we send it or store it electronically.

e We use technology to keep the wrong people from accessing your PHI.

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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Permissible Uses and Disclosures of Your PHI:

The following is a list of how We may use or disclose Your PHI without Your permission or
authorization:

e Treatment - We may use or disclose Your PHI to a physician or other health care provider providing
treatment to You, to coordinate Your treatment among providers, or to assist us in making prior
authorization decisions related to Your benefits.

e Payment - We may use and disclose Your PHI to make benefit payments for the services provided to
You. We may disclose Your PHI to another health plan, to a health care provider, or other entity
subject to the federal Privacy Rules for their payment purposes. Payment activities may include:

o Processing claims

o Determining eligibility or coverage for claims
o Issuing premium billings

o Reviewing services for medical necessity

o Performing utilization review of claims

e Health Care Operations - We may use and disclose Yaqur PHI to p Our health care
operations. These activities may include:

o Providing customer services

o Responding to complaints and appeals

o Providing case management and care co

o Conducting medical review of cl ality assessment

o Improvement activities

e PHI to business associates. We will have written
our PHI with these associates. We may disclose Your PHI to
deral Privacy Rules. The entity must have a relationship with
is includes the following:

In Our health care operations,
agreements to protect the privac
another entity that is
You for its health car

o Quality assessment an vement activities

o Reviewing the competence or qualifications of health care professionals
o Case management and care coordination
o Detecting or preventing health care fraud and abuse.

e Group Health Plan/Plan Sponsor Disclosures - We may disclose Your protected health information
to a sponsor of the group health plan, such as an employer or other entity that is providing a health
care program to You, if the sponsor has agreed to certain restrictions on how it will use or disclose
the protected health information (such as agreeing not to use the protected health information for
employment-related actions or decisions).

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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Other Permitted or Required Disclosures of Your PHI:

Fundraising Activities - We may use or disclose Your PHI for fundraising activities, such as raising
money for a charitable foundation or similar entity to help finance their activities. If We do contact
You for fundraising activities, We will give You the opportunity to opt-out, or stop, receiving such
communications in the future.

Underwriting Purposes - We may use or disclosure Your PHI for underwriting purposes, such as to
make a determination about a coverage application or request. If We do use or disclose Your PHI for
underwriting purposes, We are prohibited from using or disclosing Your PHI that is genetic
information in the underwriting process.

Appointment Reminders/Treatment Alternatives - We may use and disclose Your PHI to remind
You of an appointment for treatment and medical care with us or to provide You with information
regarding treatment alternatives or other health-related benefits and services, such as information on
how to stop smoking or lose weight.

As Required by Law - If federal, state, and/or local law require disclosure of Your PHI, We

Public Health Activities - We may disclose You
preventing or controlling disease, injury, or disa
Drug Administration (FDA) to ensure the quality
under the jurisdiction of the FDA.

Victims of Abuse and Neglect - We

sérvices agency authorized by law authorized by
e belief of abuse, neglect or domestic violence.

Judicial and Administrative P e may disclose Your PHI in judicial and
administrative proceedi \We ma disclose it in response to the following:
o Anorder of acou

o Administrative tri

o Subpoena

o Summons

o Warrant

o Discovery request

o Similar legal request

Law Enforcement - We may disclose Your relevant PHI to law enforcement when required to do so.
For example, in response to a:
o Court order

o Court-ordered warrant

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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o Subpoena
o Summons issued by a judicial officer
o Grand jury subpoena

We may also disclose Your relevant PHI for the purpose of identifying or locating a suspect,
fugitive, material witness, or missing person.

e Coroners, Medical Examiners and Funeral Directors - We may disclose Your PHI to a coroner or
medical examiner. This may be necessary, for example, to determine a cause of death. We may also
disclose Your PHI to funeral directors, as necessary, to carry out their duties.

e Organ, Eye and Tissue Donation - We may disclose Your PHI to organ procurement organizations.
We may also disclose your PHI to those who work in procurement, banking or transplantation of:
o Cadaveric organs

o Eyes
o Tissues

e Threats to Health and Safety - We may use or disclose Your P
the use or disclosure is necessary to prevent or lessen agerious or i
safety of a person or the public.

ve, in good faith, that
t threat to the health or

er o . Armed Forces, We may disclose
Your PHI as required by military command aut s¢\We may also disclose your PHI:

e Workers’ Compensation - We
compensation or other similar p
injuries or illness witho ard

our PHI to comply with laws relating to workers’
lished by law, that provide benefits for work-related

incapacitated or not p
agency, or any other pers lous identified by You. We will use professional judgment and
experience to determine if the disclosure is in Your best interests. If the disclosure is in Your best
interest, We will only disclose the PHI that is directly relevant to the person’s involvement in Your
care.

e Inmates - If You are an inmate of a correctional institution or under the custody of a law
enforcement official, We may release Your PHI to the correctional institution or law enforcement
official, where such information is necessary for the institution to provide You with health care; to
protect Your health or safety; or the health or safety of others; or for the safety and security of the
correctional institution.

e Research - Under certain circumstances, We may disclose Your PHI to researchers when their
clinical research study has been approved and where certain safeguards are in place to ensure the
privacy and protection of Your PHI.

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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Uses and Disclosures of Your PHI That Require Your Written Authorization

We are required to obtain Your written authorization to use or disclose Your PHI, with limited
exceptions, for the following reasons:

Sale of PHI — We will request Your written authorization before We make any disclosure that is
deemed a sale of Your PHI, meaning that We are receiving compensation for disclosing the PHI in this
manner.

Marketing — We will request Your written authorization to use or disclose Your PHI for marketing
purposes with limited exceptions, such as when We have face-to-face marketing communications with
You or when We provide promotional gifts of nominal value.

Psychotherapy Notes — We will request Your written authorization to use or disclose any of Your
psychotherapy notes that We may have on file with limited exception, such as for certain treatment,
payment or health care operation functions.

Individuals Rights

The following are Your rights concerning Your PHI. If You woul

e Right to Revoke an Authorization - You may revoke i at any, the revocation of
Your authorization must be in writing. The revocati i e immediately, except to the
extent that We have already taken actions in reli Ization and before We received
Your written revocation.

e Right to Request Restrictions - You have th quest restrictions on the use and disclosure
of Your PHI for treatment, payment tions, as well as disclosures to persons

involved in Your care or payment of
request should state the restricti
are not required to agree to thi
unless the information is neede
restrict the use or discl
have paid for the ser

ting and state to whom the restriction applies. We
agree, We will comply with Your restriction request
ou with emergency treatment. However, we will

e Right to Request Confidential @ommunications - You have the right to request that We
communicate with You a our PHI by alternative means or to alternative locations. This right
only applies if the information could endanger You if it is not communicated by the alternative
means or to the alternative location You want. You do not have to explain the reason is for Your
request, but You must state that the information could endanger You if the communication means or
location is not changed. We must accommodate Your request if it is reasonable and specifies the
alternative means or location where You PHI should be delivered.

e Right to Access and Receive Copy of Your PHI - You have the right with limited exceptions, to
look at or get copies of Your PHI contained in a designated record set. You may request that We
provide copies in a format other than photocopies. We will use the format You request unless We
cannot practicably do so. You must make a request in writing to obtain access, to Your PHI. If We
deny Your request, We will provide You a written explanation and will tell You if the reasons for
the denial can be reviewed and how to ask for such a review or if the denial cannot be reviewed.

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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Contact Information
If You have any question I

Right to Amend Your PHI - You have the right to request that We amend, or change, Your PHI if
You believe it contains incorrect information. Your request must be in writing and it must explain
why the information should be amended. We may deny Your request for certain reasons, for
example, if We did not create the information You want amended and the creator of the PHI is able
to perform the amendment. If We deny Your request, We will provide You a written explanation.
You may respond with a statement that You disagree with Our decision and We will attach Your
statement to the PHI You request that We amend. If We accept Your request to amend the
information, We will make reasonable efforts to inform others, including people You name, of the
amendment and to include the changes in any future disclosures of that information.

Right to Receive an Accounting of Disclosures - You have the right to receive a list of instances
within the last 6 years period in which We or Our business associates disclosed Your PHI. This does
not apply to disclosure for purposes of treatment, payment health care operations or disclosures You
authorized and certain other activities. If You request this accounting more than once in a 12-month
period, We may charge You a reasonable, cost-based fee for responding to these additional request.
We will provide You with more information on Our fees at the tifie of Your request

Right to File a Complaint - If You feel Your privacy rights ha
violated Our own privacy practices, You can file a complaint wit
the contact information at the end of this Notice.

You can also file a complaint with the Secretary
Services Office for Civil Rights by sending a le
D.C. 20201 or calling 1-800-368-1019, (TTY:

www.hhs.gov/ocr/privacy/hipaa/complaint

WE WILL NOT TAKE ANY ACTION A

Right to Receive a Copy of this Notic
the contact information list at t d of
electronic mail (e-mail), You a

T YOU FOR FILING A COMPLAINT.

request a copy of Our Notice at any time by using
otice. If You receive this Notice on Our web site or by
itled’to request a paper copy of the Notice.

ice, Our privacy practices related to Your PHI or how to

exercise Your rights You can contagt us in writing or by phone using the contact information listed

below:
Health Net Privacy Office Telephone:  1-800-522-0088
Attn: Privacy Official Fax: 1-818-676-8314
P.O. Box 9103 Email: Privacy@healthnet.com

Van Nuys, CA 91409

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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FINANCIAL INFORMATION PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW FINANCIAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

We are committed to maintaining the confidentiality of Your personal financial information. For the
purposes of this notice, "personal financial information™ means information about an enrollee or an
applicant for health care coverage that identifies the individual, is not generally publicly available, and is
collected from the individual or is obtained in connection with providing health care coverage to the
individual.

Information We Collect: We collect personal financial information about You from the following
sources:

¢ Information We receive from You on applications or other forms, such as name, address, age,
medical information and Social Security number;

e Information about Your transactions with us, Our affiliates or gthers, séich as premium payment and
claims history; and

e Information from consumer reports.

ation about Our enrollees or
aw. For example, in the course of
, disclose any of the personal financial
horization, to the following types of

Disclosure of Information: We do not disclose person

Our general business practices, We may, as per
information that We collect about You, withou
institutions:

e To Our corporate affiliates, such as 0

e To nonaffiliated companies for, ever
transactions, maintain Your acc r

Iness purposes, such as to process Your
ond to court orders and legal investigations; and

e To nonaffiliated comp hat rm services for us, including sending promotional

communications on

Confidentiality and Sec : We maintain physical, electronic and procedural safeguards, in
accordance with applicable st federal standards, to protect Your personal financial information
against risks such as loss, destruction or misuse. These measures include computer safeguards, secured
files and buildings, and restrictions on who may access Your personal financial information.

Questions about this Notice:
If You have any questions about this notice:

Please call the toll-free phone number on the back of Your ID card or contact Health Net at
1-800-522-0088.

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net
entities: Health Net of California, Inc., Health Net Life Insurance Company, Health Net Health Plan of
Oregon, Inc., Managed Health Network, LLC, and Health Net Community Solutions Inc.
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DEFINITIONS

This section defines words that will help you understand your SELECT Plan. These words appear
throughout this Evidence of Coverage with the initial letter of the word in capital letters.

Acute Conditions is a medical condition that involves a sudden onset of symptoms due to an illness,
injury, or other medical problem that requires prompt medical attention and that has a limited duration.
Completion of covered services shall be provided for the duration of the Acute Condition.

American Specialty Health Plans of California, Inc. (ASH Plans) is a specialized Health Care
Service plan contracting with Health Net to arrange the delivery of Chiropractic Services through a
network of Contracted Chiropractors.

Bariatric Surgery Performance Center is a provider in Health Net’s designated network of California
bariatric surgical centers and surgeons that perform weight loss surgery. Preferred Providers that are not
designated as part of Health Net’s network of Bariatric Surgery Perforagance Centers are considered
Out-of-Network Providers for purposes of determining coverage andfbenefits for weight loss surgery.

s administrator which
ical Dependency
articipating Mental Health

Behavioral Health Administrator is an affiliate behavioral healt
contracts with Health Net to administer delivery of Mental Disorders
services through a network of Participating Mental Health iti
Facilities. Health Net has contracted with MHN Services

name by its manufacturer and is advertised and undefthat name and indicated as a brand in the

Medi-Span or similar third party national Datab )y Health Net.

Calendar Year is the twelve-month peri :01 a.m. Pacific Time on January 1 of each
year.

Certification refers to the require in Covered Expenses require review and approval,
frequently prior to the expenses bei as specified in the "Schedule of Benefits and

Chemical Dependency C
program, day treatment or parti spitalization program or other mental health care facility that is state
licensed to provide Chemical Dependency detoxification services or rehabilitation services.

Chiropractic Appliances are support type devices prescribed by a Contracted Chiropractor specifically
for the treatment of a Neuromusculoskeletal Disorder. The devices this SELECT Plan covers are limited
to elbow supports, back (thoracic) supports, cervical collars, cervical pillows, heel lifts, hot or cold
packs, lumbar supports, lumbar cushions Orthotics, wrist supports, rib belts home traction units (cervical
or lumbar), ankle braces, knee braces, rib supports and wrist braces.

Chiropractic Services are chiropractic manipulation services provided by a Contracted Chiropractor (or
in case of Emergency Services, by a non-Contracted Chiropractor) for treatment or diagnosis of
Neuromusculoskeletal Disorders and Pain syndromes. These services are limited to the management of
Neuromusculoskeletal Disorders and Pain syndromes primarily through chiropractic manipulation of the
spine, joints, and/or musculoskeletal soft tissue. This includes: (1) differential diagnostic examinations
and related diagnostic X-rays, radiological consultations, and clinical laboratory studies when used to
determine the appropriateness of Chiropractic Services; (2) the follow-up office visits which during the
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course of treatment must include the provision of chiropractic manipulation of the spine, joints, and/or
musculoskeletal soft tissue. In addition, it may include such services as adjunctive physiotherapy
modalities and procedures provided during the same course of treatment and in conjunction with
chiropractic manipulation of the spine, joints, and/or musculoskeletal soft tissue.

Coinsurance is the percentage of the Covered Expenses, for which the Member is responsible, as
specified in the "Schedule of Benefits and Copayments — SELECT 1" and the "Schedule of Benefits and
Copayments — SELECT 2 and SELECT 3" sections.

Contracted Chiropractor means a chiropractor who is duly licensed to practice chiropractic in
California and who has entered into an agreement with American Specialty Health Plans of California,
Inc. (ASH Plans) to provide covered Chiropractic Services to Members.

Contracted Rate is the rate that Preferred Providers are allowed to charge you, based on a contract
between Health Net and such provider. Covered Expenses for services provided by a Preferred Provider
will be based on the Contracted Rate.

Corrective Footwear includes specialized shoes, arch supports an erts,and is custom made for
Members who suffer from foot disfigurement. Foot disfigurement
disfigurement from cerebral palsy, arthritis, polio, spina bifida, diab

by accident or developmental disability.
Copayment is a fee charged to you for covered service

d Chemical Dependency) while covered under
or provider bills for a service. The amount of
obtains services from a Preferred Provider or an Out-
exceeds the following amounts is not a Covered

plies from a Preferred Provider, the Contracted Rate; (ii) for
ut-of-Network Provider, the Maximum Allowable Amount.

Covered Expenses varies by whet
of-Network provider. Any expense
Expense: (i) for the cost of es
the cost of services or su

Custodial Care is care t
such as help in walking, getti
and supervision of medications

ende d to a patient to assist in support of the essentials of daily living
d out of bed, bathing, dressing, feeding, preparation of special diets
ich are ordinarily self-administered and for which the patient:

e Is disabled mentally or physically and such disability is expected to continue and be prolonged;

e Requires a protected, monitored or controlled environment whether in an institution or in the home;
and

e Is not under active and specific medical, surgical or psychiatric treatment that will reduce the
disability to the extent necessary to enable the patient to function outside the protected, monitored or
controlled environment

CVS MinuteClinic is a health care facility, generally inside CVS/pharmacy stores, which are designed
to offer an alternative to a Physician’s office visit for the unscheduled treatment of non-emergency
illnesses or injuries such as strep throat, pink eye or seasonal allergies. CVS MinuteClinics also offer the
administration of certain vaccines or immunizations such as tetanus or hepatitis; however, they are not
designed to be an alternative for emergency services or the ongoing care provided by a Physician.
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CVS MinuteClinics must be licensed and certified as required by any state or federal law or regulation,
must be staffed by licensed practitioners, and have a Physician on call at all times who also sets
protocols for clinical policies, guidelines and decisions.

CVS MinuteClinic healthcare services in the State of California are provided by MinuteClinic
Diagnostic Medical Group of California, Inc.

Deductible is a set amount you pay each Calendar Year for specified Covered Expenses before Health
Net pays any benefits for those Covered Expenses.

Domestic Partner is for the purposes of this Evidence of Coverage, the Subscriber’s partner if the
principal Covered Person and partner are a couple who are domestic partners that meet all the
requirements specified by section 297 or 299.2 of the California Family Code.

Durable Medical Equipment

e Serves a medical purpose (its reason for existing is to fulfill a medical need and it is not useful to
anyone in the absence of illness or injury).

o Fulfills basic medical needs, as opposed to satisfying personal
of capabilities.

es regarding style and range

e Withstands repeated use.

e |s appropriate for use in a home setting.

d to receive the benefits this SELECT Plan
provides. Enrolled Family Members may have ffective Date than the Subscriber if they are
added later to the plan.

Emergency Care includes medical scre n and evaluation by a Physician (or other
personnel to the extent permitted by applic d within the scope of his or her license and

privileges) to determine if an Eme
care, treatment, and surgery, if with

the Emergency Medical Co n, the capability of the facility.

nal screening, examination and evaluation by a Physician (or
by an applicable law and within the scope of his or her license
and privileges) to determine i hiatric Emergency Medical Condition exists and the care and
treatment necessary to relieve or eliminate the Psychiatric Emergency Medical Condition, either within
the capability of the facility or by transferring the Member to a psychiatric unit within a general acute
Hospital or to an acute psychiatric Hospital as Medically Necessary.

other personnel to the ext

Emergency Care includes air and ground ambulance and ambulance transport services provided through
the “911" emergency response system.

Health Net will make any final decisions about Emergency Care. See "Independent Medical Review of
Grievances Involving a Disputed Health Care Service™ under "General Provisions" for the procedure to
request an Independent Medical Review of a Plan denial of coverage for Emergency Care.

Emergency Chiropractic Services are covered services that are Chiropractic Services provided for the
sudden and unexpected onset of an injury or condition affecting the neuromusculoskeletal system which
manifests itself by acute symptoms of sufficient severity, including severe Pain, such that a person could
reasonably expect that a delay of immediate Chiropractic Services could result in (1) placing the health
of the individual (or with respect to a pregnant woman, the health of the woman or her unborn child) in
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serious jeopardy; (2) serious impairment to bodily functions; (3) serious dysfunction of any bodily organ
or part; or (4)decreasing the likelihood of maximum recovery. ASH Plans shall determine whether
Chiropractic Services constitute Emergency Chiropractic Services. ASH Plans’ grievance procedures
and the Department of Managed Health Care’s independent medical review process.

Emergency Medical Condition is a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that the absence of immediate medical attention could
reasonably be expected to result in any of the following:

e Placing the patient’s health in serious jeopardy.
e Serious impairment to bodily functions.
e Serious dysfunction of any bodily organ or part.

Active labor is considered an Emergency Medical Condition. “Active labor” means labor at the time that
either of the following could reasonably be expected to occur: (1) There,is inadequate time to effect safe
transfer to another Hospital prior to delivery; or (2) a transfer poses eat to the health and safety of

the Member or unborn child.

Evidence of Coverage (EOC) is the booklet that Health Net has iss
describing the coverage to which you are entitled.

rolled Subscriber,

Experimental is any procedure, treatment, therapy, drug

and Human Services (HHS) has determined to
clinical trial.

With regard to Chiropractic Services, "E ices are chiropractic care that is an unproven
recognized, valid, evidence-based standards of

practice.

Please refer to the "Independent Me
provision of the "General ions
the "Covered Services a [

of Investigational or Experimental Therapies"
ction as well as the "Medical Services and Supplies™ portion of
ion for additional information.

Follow-Up Care is the care provided after Emergency Care or Urgently Needed Care when the
Member’s condition, illness or injury has been stabilized and no longer requires Emergency Care or
Urgently Needed Care.

Formulary is a list of the Prescription Drugs that are covered by this Plan. It is prepared and updated by
Health Net and distributed to Members, Member Physicians and Participating Pharmacies and posted on
the Health Net website at www.healthnet.com. The Formulary is also referred to as “Recommended
Drug List.” Some Drugs in the Formulary require Prior Authorization from Health Net in order to be
covered.

Generic Drug is the pharmaceutical equivalent of a Brand Name Drug whose patent has expired and is
available from multiple manufacturers as set out in the Medi-Span or similar third party database used
by Health Net. The Food and Drug Administration must approve the Generic Drug as meeting the same
standards of safety, purity, strength and effectiveness as the Brand Name Drug.
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Group is the business organization (usually an employer or trust) to which Health Net has issued the
Group Service Agreement to provide the benefits of this SELECT Plan.

Group Service Agreement is the contract Health Net has issued to the Group, in order to provide the
benefits of this SELECT Plan.

Health Care Services (including Behavioral Health Care Services) are those services that can only be
provided by an individual licensed as a health care provider by the state of California to perform the
services, acting within the scope of his/her license or as otherwise authorized under California law.

Health Net of California, Inc. (herein referred to as Health Net) is a federally qualified health
maintenance organization (HMO) and a California licensed Health Care Service plan.

Health Net SELECT is a comprehensive program that provides the Member with both medical
insurance within a Preferred Provider organization network and out-of-Network Providers and health
maintenance organization benefits through this Evidence of Coverage issued by Health Net.

Health Net Service Area is the geographic area in California where
the California Department of Managed Health Care to contract wi
Members and provide benefits through approved health plans.

Ith Net has been authorized by
iders, market products, enroll

Organizations (JCAHO).

Home Health Care Services are services, includi
Home Health Care Agency to a Member in his
Member’s attending physician as part of a writt
Member is homebound, under the care o
skilled nursing services, physical, speech
services. Only Intermittent Skilled ursmg
under this Plan. Private Duty Nurs
not covered under this Plan. See als
Nursing."

ursing services, provided by a licensed

of residence that is prescribed by the

e Health Care Services are covered if the
ician, and requires Medically Necessary
erapy, or respiratory therapy or medical social
not to exceed 4 hours a day), are covered benefits
(including any portion of the shift care services) is

Home Infusion Therap
or other solutions through , subcutaneously by pump, enterally or epidural route (into the
bloodstream, under the skin, i digestive system, or into the membranes surrounding the spinal
cord) to a patient who can be safely treated at home. Home Infusion Therapy always originates with a
prescription from a qualified physician who oversees patient care and is designed to achieve physician-
defined therapeutic end points.

Hospice is a facility or program that provides a caring environment for meeting the physical and
emotional needs of the terminally ill. The Hospice and its employees must be licensed according to
applicable state and local laws and certified by Medicare.

Hospital is a legally operated facility licensed by the state as an acute care Hospital and approved either
by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or by Medicare.
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Infertility exists when any of the following apply to a female Member who has not yet gone through
menopause:

e The Member has had coitus on a recurring basis for one year or more without use of contraception or
other birth control methods which has not resulted in a pregnancy, or when a pregnancy did occur, a
live birth was not achieved; or

e The Member has been unable to achieve conception after six cycles of artificial insemination; or
e The Physician has diagnosed a medical condition that prevents conception or live birth.

Intermittent Skilled Nursing Services are services requiring the skilled services of a registered nurse
or LVN, which do not exceed 4 hours in every 24 hours.

Investigational approaches to treatment are those that have progressed to limited use on humans but are
not widely accepted as proven and effective procedures within the organized medical community.
Health Net will decide whether a service or supply is Investigational.

Maintenance Drugs are Prescription Drugs taken continuously to
conditions where Members respond positively to a drug treatmen
constant dosage requirement.

age chronic or long term
a specific medication at a

Maximum Allowable Amount is the amount on which H
Services and Supplies provided by a SELECT 3 (Out-ofsh

e amount determined as set forth below.
h Net pays for a Covered Service; the actual
payment will be reduced by applicable Coinsura ents, Deductibles and other applicable

amounts set forth in this Evidence of Co

e Maximum Allowable Amount for Cov
outpatient pharmaceuticals, r fro
would pay, known as the Medic

ly,

Amount, as defined in this Evidence of Coverage.

For illustration purp ECT 3 Provider: 70% Health Net Payment / 30% Member
Coinsurance:

SELECT 3 Provider’s

e for extended OffiCe VISIt.....oooeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee, $128.00

MAA allowable for exten Ice visit (example only; does not

mean that MAA always equals this amount) ...........cccoiiiiiiii e $102.40
Your Coinsurance is 30% of MAA: 30% x $102.40 (assumes

Deductible has already been SatiSfied)..........ccocvuiiieiiiie e $30.72
You also are responsible for the difference between the billed charge

($128.00) and the MAA amount ($102.40) .....ccevverierieieiieiee e $25.60
Total amount of $128.00 charge that is your responsibility..........cccccocvvieiiiiieiiecieccicccen, $56.32

The Maximum Allowable Amount for facility services, including but not limited to Hospital, Skilled
Nursing Facility, and Outpatient Surgery, is determined by applying 150% of the Medicare
Allowable Amount.

Maximum Allowable Amount for Physician and all other types of services and supplies is the lesser
of the billed charge or 100% of the Medicare Allowable Amount.

In the event there is no Medicare Allowable Amount for a billed service or supply code:
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a. Maximum Allowable Amount for professional and ancillary services shall be 100% of FAIR
Health’s Medicare gapfilling methodology. Services or supplies not priced by gapfilling
methodology shall be the lesser of: (1) the average amount negotiated with SELECT 2 (Preferred
Providers) within the geographic region for the same Covered Services or Supplies provided; (2)
the 50th percentile of FAIR Health database of professional and ancillary services not included
in FAIR Health Medicare gapfilling methodology (3) 100% of the Medicare Allowable Amount
for the same Covered Services or Supplies under alternative billing codes published by
Medicare; or (4) 50% of the SELECT 3 Provider’s billed charges for Covered Services. A
similar type of database or valuation service will only be substituted if a named database or
valuation services becomes unavailable due to discontinuation by the vendor or contract
termination.

b. Maximum Allowable Amount for facility services shall be the lesser of: (1) the average amount
negotiated with SELECT 2 (Preferred) Providers within the geographic region for the same
Covered Services or Supplies provided; (2) 100% of the derived,amount using a method
developed by Data iSight for facility services (a data service thiat applies a profit margin factor to
the estimated costs of the services rendered), or a similar type of database or valuation service,
which will only be substituted if a named database or valuati@ngervicesfoecomes unavailable
due to discontinuation by the vendor or contract termination; (3)50% of the Medicare
Allowable Amount for the same Covered Services orSupplies under alternative billing codes
published by Medicare; or (4) 50% of the SELEGTR3 Provider’gbilled charges for Covered
Services.

e Maximum Allowable Amount for covered gutpatieat’pharmaceuticals (including but not limited to
injectable medications) dispensed and administered t@ithe patient, in an outpatient setting, including,
but not limited to, Physician office, outpatientiHospital*facilities, and services in the patient’s home,
will be the lesser of billed charges or the Awerage Wholesale Price for the drug or medication.

The Maximum Allowable Amountgmay also Besubject to other limitations on Covered Expenses. See
"Schedule of Benefits and Copayments =SELECT 1," "Schedule of Benefits and Copayments —
SELECT 2 and SELECT 3," "Covered Services and Supplies” and "Exclusions and Limitations"
sections for specific benefif'Timitations, maximums, pre-Certification requirements and payment policies
that limit the amount Health Net'pays for certain Covered Services and Supplies. Health Net uses
available guidelines of MediCare and'its contractors, other governmental regulatory bodies and
nationally recognized medicalésegieties and organizations to assist in its determination as to which
services and procedures are eligible for reimbursement.

In addition to the above, from time to time, Health Net also contracts with vendors that have contracted
fee arrangements with providers ("Third Party Networks"). In the event Health Net contracts with a
Third Party Network that has a contract with the SELECT 3 Provider, Health Net may, at its option, use
the rate agreed to by the Third Party Network as the Maximum Allowable Amount. Alternatively, we
may, at our option, refer a claim for SELECT 3 Services to a fee negotiation service to negotiate the
Maximum Allowable Amount for the service or supply provided directly with the SELECT 3 Provider.
In either of these two circumstances, You will not be responsible for the difference between billed
charges and the Maximum Allowable Amount. You will be responsible for any applicable Deductible,
Copayment and/or Coinsurance at the SELECT 3 level.

Note: When the Centers for Medicare and Medicaid Services (CMS) adjusts the Medicare Allowable
Amount, Health Net will adjust, without notice, the Maximum Allowable Amount based on the CMS
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schedule currently in effect. Claims payment will be determined according to the schedule in effect at
the time the charges are incurred.

Claims payment will also never exceed the amount the SELECT 3 Provider charges for the service or
supply. You should contact the Customer Contact Center if You wish to confirm the Covered Expenses
for any treatment or procedure You are considering.

For more information on the determination of Maximum Allowable Amount, or for information,
services and tools to help you further understand your potential financial responsibilities for Out-
of-Network Services and Supplies please log on to www.healthnet.com or contact Health Net
Customer Service at the number on your Member identification card.

Maximum Allowable Cost for any Prescription Drug is the maximum charge Health Net will allow for
Generic Drugs or for Brand Name Drugs which have a generic equivalent. A list of Maximum
Allowable Costs is maintained and may be revised periodically, by Health Net.

Medical Child Support Order is a court judgment or order that, acco
requires employer health plans that are affected by that law to provi

ing to state or federal law,
overage to your child or children

prudent clinical judgment, would provide to a patient for t
diagnosing or treating an illness, injury, disease or its Sy

more costly than an alternative service e of services at least as likely to produce
equivalent therapeutic or diagn@sii to the diagnosis or treatment of that patient’s illness,
injury or disease.

standards of medical practice” means standards that are based
on credible scientific evi in peer-reviewed medical literature generally recognized by the
relevant medical commu n"Specialty Society recommendations, the views of Physicians
practicing in relevant clinical d any other relevant factors.

For these purposes, "gener

With regard to Chiropractic Services, "Medically Necessary" services are Chiropractic Services which
are necessary, appropriate, safe, effective, and rendered in accordance with professionally recognized,
valid, evidence-based standards of practice.

Medicare is the Health Insurance Benefits for the Aged and Disabled Act, cited in Public Law 89-97, as
amended.

Medicare Allowable Amount: Health Net uses available guidelines of Medicare to assist in its
determination as to which services and procedures are eligible for reimbursement. Health Net will, to the
extent applicable, apply Medicare claim processing rules to claims submitted. Health Net will use these
rules to evaluate the claim information and determine accuracy and appropriateness of the procedure and
diagnosis codes included in the submitted claim. Applying Medicare rules may affect the Maximum
Allowable Amount, as defined above, if it is determined the procedure and/or diagnosis codes used were
inconsistent with Medicare procedure coding rules or reimbursement policies.
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The Medicare Allowable Amount is subject to automatic adjustment by the Centers for Medicare and
Medicaid Services (CMS), an agency of the federal government which regulates Medicare.

Member is the Subscriber or an enrolled Family Member.

Member Physician is a Physician who provides or authorizes services to a Health Net Member. Under
SELECT 1, a Member Physician is an associate of a contracting Physician Group. Under SELECT 2, a
Member Physician is a Preferred Provider.

Mental Disorders are syndromes characterized by clinically significant disturbance in an individual's
cognition, emotion regulation, or behavior that reflect a dysfunction in the psychological, biological, or
developmental processes underlying mental functioning. Mental disorders are usually associated with
significant distress or disability in social, occupational, or other important activities. An expectable or
culturally approved response to a common stressor or loss, such as the death of a loved one, is not a
mental disorder. Socially deviant behavior and conflicts that are primarily between the individual and
society are not mental disorders unless the deviance or conflict results from a dysfunction in the
individual, as described above.

Neuromusculoskeletal Disorders are conditions with associated
nervous, muscular and/or skeletal systems. Neuromusculoskeletal D onditions typically
categorized as structural, degenerative or inflammatory disgrders or bi nical dysfunction of the
joints of the body and/or related components of the motor unit(muscles, teéndons, fascia, nerves,

symptoms related to the

Nurse Practitioner (NP) is a registered nurse certi @Nurse Practitioner by the California Board
collaboration with Physicians and other health
providers, may provide and make decision Ith care.

Open Enrollment Period is a peri
eligible for coverage in this SELEC
enrolled previously, may ir eligible dependents. Enrolled Members can also change contracting
Physician Groups at this

The Group decides the exa the Open Enrollment Period.

Changes requested during the n Enrollment Period become effective on the first day of the calendar
month following the date the request is submitted or on any date approved by Health Net.

Orthotics (such as bracing, supports and casts) are rigid or semi-rigid devices that are externally affixed
to the body and designed to be used as a support or brace to assist the Member with the following:

e To restore function;

e To support, align, prevent, or correct a defect or function of an injured or diseased body part;
e To improve natural function; or

e To restrict motion.

Out-of-Network Providers are SELECT 3 Physicians, Hospitals, laboratories or other providers of
health care who are not part of the Health Net SELECT 1 Health Maintenance Organization or SELECT
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2 Preferred Provider Organization, except as specified under the definitions for "Bariatric Surgery
Performance Center" and "Transplant Performance Center."

Out-of-Pocket Maximum is the maximum dollar amount of Coinsurance and Copayment for covered
services for which the Member is responsible in a Calendar Year. It is your responsibility to inform
Health Net when you have satisfied the Out-of-Pocket Maximum, so it is important to keep all receipts
for Copayments and Coinsurance that were actually paid. Deductibles, Copayments and Coinsurance
which are paid toward certain covered services are not applicable to your Out-of-Pocket Maximum and
these exceptions are specified in the "Out-of-Pocket Maximum — SELECT 1" and "Out-of-Pocket
Maximum — SELECT 2 and SELECT 3" sections.

Outpatient Surgical Center is a facility other than a medical or dental office, whose main function is
performing surgical procedures on an outpatient basis. It must be licensed as an outpatient clinic
according to state and local laws and must meet all requirements of an outpatient clinic providing
surgical services.

Pain means a sensation of hurting or strong discomfort in some part
illness, disease, functional disorder or condition.

e body caused by an injury,

Participating Behavioral Health Facility is a Hospital, Residentia
outpatient program, day treatment, partial hospitalization p,

Dependency benefits.

This facility must be licensed by the state of Califc
detoxification services or Chemical Dependen
under the SELECT 3 tier must meet these same

ute or intensive psychiatric care,
tation services. Services provided at a facility
gquirements.

Participating Mental Health Professi
state of California to provide mental Healt
must have a service contract with Net
rehabilitation services. See also "Q

Services provided by a Me
licensing requirements.

or other professional who is licensed by the
ices. The Participating Mental Health Professional

ism Service Provider" below in this "Definitions" section.
ealt fessional under the SELECT 3 tier must meet these same

Participating Pharmac
Prescription Drugs to Membe

pharmacy that has a contract with Health Net to provide
Is SELECT Plan.

Physician is a doctor of medicine (M.D.) or a doctor of osteopathy (D.O.) who is licensed to practice
medicine or osteopathy where the care is provided. Care from the following providers is also covered,
but only when the provider is licensed to practice where the care is provided, is rendering a service
within the scope of that license, is providing a service for which benefits are specified in this Evidence
of Coverage and when benefits would be payable if the services were provided by a Physician as defined
above:

e Dentist (D.D.S.)

e Optometrist (O.D.)

e Dispensing optician

e Podiatrist or chiropodist (D.P.M., D.S.P. or D.S.C.)
e Psychologist
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e Chiropractor (D.C.)

e Nurse midwife

e Nurse Practitioner

e Physician Assistant

e Clinical social worker (M.S.W. or L.C.S.W.)
e Marriage, family and child counselor (M.F.C.C.)
e Physical therapist (P.T. or R.P.T.)

e Speech pathologist*

e Audiologist*

e Occupational therapist (O.T.R.)*

e Psychiatric mental health nurse*

e Respiratory care practitioner

* Under SELECT 2 and SELECT 3 benefit level, service
medical doctor (M.D.) or doctor of osteopathy (D.O

these pr s are covered only when a

effect with Health Net to provide medical.care to'He Members. They are sometimes referred to
as a "contracting Physician Group™ or " i ician Group (PPG)." Another common term is
a "medical group." An individual practice a may also be a Physician Group.

Plan is the health benefits purchas and described in the Group Service Agreement and
this Evidence of Coverage.

Preferred Providers are
written agreement with participate in the Health Net SELECT Preferred Provider
Organization and have contracted rovide the Members of Health Net with health care at a contracted
rate (the Contracted Rate), ex s specified under the definitions for "Bariatric Surgery Performance
Center" and "Transplant Performance Center.” The Contracted Rate will be the contracted amount that
will serve as payment in full for the Member. Preferred Providers are listed in the Health Net Network

Directory.

Prescription Drug Allowable Charge is the lesser of a pharmacy’s usual and customary charge or the
charge that Participating Pharmacies and the mail service program have agreed to charge Members,
based on a contract between Health Net and such provider.

Prescription Drug Covered Expenses are the maximum charges Health Net will allow for each
Prescription Order. The amount of Prescription Drug Covered Expenses varies by whether a
Participating or Nonparticipating Pharmacy dispenses the order; it is not necessarily the amount the
pharmacy will bill. Except as described under the "Emergency" subsection of the "Prescription Drugs"
portion of "Covered Services" section, expenses incurred which exceed the following amounts is not a
Prescription Drug Covered Expense: (a) for Prescription Orders dispensed from a Participating
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Pharmacy or through the mail service program, the Prescription Drug Allowable Charge; and (b) for
Prescription Orders dispensed by a Nonparticipating Pharmacy, the lesser of the Maximum Allowable
Cost or the Average Wholesale Price.

Prescription Drug is a drug or medicine that can be obtained only by a Prescription Drug Order. All
Prescription Drugs are required to be labeled "Caution, Federal Law Prohibits Dispensing Without a
Prescription." An exception is insulin and other diabetic supplies, which are considered to be a covered
Prescription Drug.

Prescription Drug Order is a written or verbal order, or refill notice for a specific drug, strength and
dosage form (such as a tablet, liquid, syrup or capsule) issued by a Physician.

Preventive Care Services are services and supplies that are covered under the “Preventive Care
Services” heading as shown in the “Schedule of Benefits and Copayments — SELECT 1,” "Schedule of
Benefits and Copayments — SELECT 2 and SELECT 3" and "Covered Services and Supplies” sections.
These services and supplies are provided to individuals who do not have the symptom of disease or
iliness, and generally do one or more of the following:

e Maintain good health.
e Prevent or lower the risk of diseases or illnesses.

e Detect disease or illness in early stages before symptom
e Monitor the physical and mental development i

Primary Care Physician is a Member Physici
services and supplies to the Member. Primary
internists, pediatricians and obstetricians/gyneco

inates and controls the delivery of covered
jans include general and family practitioners,
der certain circumstances, a clinic that is

as the Primary Care Physician. For the lowest
office visit Copayment, you must visit your<®xi are Physician under SELECT 1.

Prior Authorization is the approv rtain services and supplies. To obtain a copy of
Health Net’s Prior Authorization re call the Customer Contact Center telephone number
listed on your Health Net . Prior Authorization Process for Prescription Drugs” in the
“Prescription Drugs” por Services and Supplies” for details regarding the prior
authorization process rela

Private Duty Nursing mean nuous nursing services provided by a licensed nurse (RN, LVN or
LPN) for a patient who requires more care than is normally available during a home health care visit or
is normally and routinely provided by the nursing staff of a Hospital or Skilled Nursing Facility. Private
Duty Nursing includes nursing services (including intermittent services separated in time, such as 2
hours in the morning and 2 hours in the evening) that exceeds a total of four hours in any 24-hour
period. Private Duty Nursing may be provided in an inpatient or outpatient setting, or in a non-
institutional setting, such as at home or at school. Private Duty Nursing may also be referred to as "shift
care" and includes any portion of shift care services.

Psychiatric Emergency Medical Condition means a Mental Disorder that manifests itself by acute
symptoms of sufficient severity that it renders the patient as being either of the following:

e Animmediate danger to himself or herself or to others.

e Immediately unable to provide for, or utilize, food, shelter, or clothing, due to the Mental Disorder.
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Qualified Autism Service Provider means either of the following: (1) A person who is certified by a
national entity, such as the Behavior Analyst Certification Board, with a certification that is accredited
by the National Commission for Certifying Agencies, and who designs, supervises, or provides
treatment for pervasive developmental disorder or autism, provided the services are within the
experience and competence of the person who is nationally certified. (2) A person licensed as a
Physician and surgeon, physical therapist, occupational therapist, psychologist, marriage and family
therapist, educational psychologist, clinical social worker, professional clinical counselor, speech-
language pathologist, or audiologist and who designs, supervises, or provides treatment for pervasive
developmental disorder or autism, provided the services are within the experience and competence of
the licensee.

Qualified Autism Service Providers supervise qualified autism service professionals and
paraprofessionals who provide behavioral health treatment and implement services for pervasive
developmental disorder or autism pursuant to the treatment plan developed and approved by the
Qualified Autism Service Provider.

e A qualified autism service professional: (1) provides behavioraldiealth treatment which may include
clinical case management and case supervision under the directien an@ supervision of a qualified
autism service provider; (2) is supervised by a Qualified Autism Sekvice Rfovider; (3) provides
treatment pursuant to a treatment plan developed and approved by th@@ualified Autism Service
Provider; (4) is a behavioral service provider that has training and experience in providing services
for pervasive developmental disorder or autism ap@Fwh@ymeets, thé’education and experience
qualifications described in Section 54342 of Title 17 ofithe California Code of Regulations for an
Associate Behavior Analyst, Behavior Analyst, Behavior Management Assistant, Behavior
Management Consultant, or Behavior Management Pregram; (5) has training and experience in
providing services for pervasive develepmental diSerder or autism pursuant to Division 4.5
(commencing with Section 4500) of the Weelfare and’Institutions Code or Title 14 (commencing with
Section 95000) of the Governmgnt Codéjand (8))is employed by the Qualified Autism Service
Provider or an entity or group thatemploys‘Qualified Autism Service Providers responsible for the
autism treatment plan.

e A qualified autism ser¥iCe paraprofessional is an unlicensed and uncertified individual who: (1) is
supervised by a Qualified Alitism Service provider or qualified autism service professional at a level
of clinical supervision that meets professionally recognized standards of practice; (2) provides
treatment pursuant to a tre@timent plan developed and approved by the Qualified Autism Service
Provider; (3) meets the education and training qualifications described in Section 54342 of Title 17
of the California Code of Regulations; (4) has adequate education, training, and experience as
certified by the Qualified Autism Service Provider or an entity or group that employs Qualified
Autism Service Providers; and (5) is employed by the Qualified Autism Service Provider or an entity
or group that employs Qualified Autism Service Providers responsible for the autism treatment plan.

Residential Treatment Center is a twenty-four hour, structured and supervised group living
environment for children, adolescents or adults where psychiatric, medical and psychosocial evaluation
can take place, and distinct and individualized psychotherapeutic interventions can be offered to
improve their level of functioning in the community. Health Net requires that all Residential Treatment
Centers must be appropriately licensed by their state in order to provide residential treatment services.

Serious Chronic Condition is a medical condition due to a disease, illness, or other medical problem or
medical disorder that is serious in nature and that persists without full cure or worsens over an extended
period of time or requires ongoing treatment to maintain remission or prevent deterioration.
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Serious Emotional Disturbances of a Child exists when a child under the age of 18 has one or more
Mental Disorders identified in the most recent edition of the Diagnostic and Statistical Manual of
Mental Disorders, as amended to date, other than a primary substance use disorder or a developmental
disorder, that result in behavior inappropriate to the child's age according to expected developmental
norms. In addition, the child must meet one or more of the following:

e Asaresult of the Mental Disorder, the child has substantial impairment in at least two of the
following areas: self-care, school functioning, family relationships or ability to function in the
community; and either (i) the child is at risk of removal from home or has already been removed
from the home or (ii) the Mental Disorder and impairments have been present for more than six
months or are likely to continue for more than one year;

e The child displays one of the following: psychotic features, risk of suicide or risk of violence due to
a Mental Disorder; or

e The child meets special education eligibility requirements under C
Section 7570) of Division 7 of Title 1 of the Government Code.

Severe Mental IlIness include schizophrenia, schizoaffective dis
depressive illness), major depressive disorders, panic disorder, obses
pervasive developmental disorder (including Autistic Diso
Dlsmtegratlve Disorder, Asperger S Dlsorder and Pervasi elopmental Disorder not otherwise

t edition of the Diagnostic and
, anorexia nervosa and bulimia

ter 26.5 (commencing with

nervosa
Skilled Nursing Facility is an institution that is icehsed ¥y, the appropriate state and local authorities to
provide skilled nursing services. In additi aremust approve the facility as a participating

Skilled Nursing Facility.

Special Care Units are special areéas‘@fya, Hospital which have highly skilled personnel and special
equipment for the care of lnpatlents cute i
monitoring including, but an intensive care, cardiac intensive care, and cardiac surgery
intensive care unit, and a i ive or intermediate care newborn nursery.

Specialist is a Member P EURY delivers specialized services and supplies to the Member. Any
Physician other than an obstetsi gynecologist acting as a Primary Care Physician, general or family
practitioner, internist or pediatrician is considered a Specialist. With the exception of well-woman visits
to an obstetrician/gynecologist, all Specialist visits must be referred by your Primary Care Physician to
be covered under SELECT 1.

Specialty Drugs are identified in the Health Net Formulary because they have at least one of the
following features:

e Treatment of a chronic or complex disease.
e Require high level of patient monitoring, or support.

e Require specialty handling, administration, unique inventory storage, management and/or
distribution.

e Require specialized patient training.
e Are subject to limited distribution.
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Specialty Drugs may be given orally, topically, by inhalation, or by self-injection (either
subcutaneously, intramuscularly, or intravenously). A list of Specialty Drugs can be found in the Health
Net Formulary on our website at www.healthnet.com or by calling the Customer Contact Center
telephone number listed on your Health Net ID card.

Subscriber is the principal eligible, enrolled Member. The Subscriber must meet the eligibility
requirements established by the Group and agreed to by Health Net as well as those described in this
Evidence of Coverage. An eligible employee (who becomes a Subscriber upon enroliment) may enroll
members of his or her family who meet the eligibility requirements of the Group and Health Net.

Terminal Illness is an incurable or irreversible condition that has a high probability of causing death
within one year or less. Completion of covered services shall be provided for the duration of a Terminal
IlIness.

Tier 1 Drugs include most Generic Drugs and some low-cost preferred Brand Name Drugs when listed
in the Formulary.

Tier 2 Drugs include non-preferred Generic Drugs, preferred Bran rugs, insulin and diabetic

Tier 3 Drugs include non-preferred Brand Name Drugs, Brand Nam th a generic equivalent
(when Medically Necessary), drugs listed as Tier 3 in the dicated as “NF”, if
approved, or drugs not listed in the Formulary.

Transplant Performance Center is a provider in ated network in California for
solid organ, tissue and stem cell transplants and tran elated services, including evaluation and
Follow-Up Care. For purposes of determining r transplants and transplant-related services,
Health Net’s network of Transplant Performance rs Meludes any providers in Health Net’s
designated supplemental resource netw iders that are not designated as part of Health
Net’s network of Transplant Performance considered Out-of-Network Providers for

red medical service a person would seek for treatment
ication of an existing condition, including pregnancy, to

prevent the serious deteri her health, but which does not qualify as Emergency Care, as
defined in this section. T

did not exist.


http://www.healthnet.com/

LANGUAGE ASSISTANCE SERVICES

Health Net provides free language assistance services, such as oral interpretation, translated written
materials and appropriate auxiliary aids for individuals with disabilities. Health Net’s Customer Contact
Center has bilingual staff and interpreter services for additional languages to handle Member language
needs. Examples of interpretive services provided include explaining benefits, filing a grievance and
answering questions related to Your health plan in the Member's preferred language. Also, Our
Customer Contact Center staff can help You find a health care provider who speaks Your language. Call
the Customer Contact Center number on Your Health Net ID card for this free service. Providers may
not request that a Member bring his or her own interpreter to an appointment. There are limitations on
the use of family and friends as interpreters. Minors can only be used as interpreters if there is an
imminent threat to the patient’s safety and no qualified interpreter is available. Language assistance is
available 24 hours a day at all points of contact where a covered benefit or service is accessed. If You
cannot locate a health care provider who meets Your language needs, You can request to have an
interpreter available at no charge. Interpreter services shall be coordinat€d with scheduled appointments
for Health Care Services in such a manner that ensures the provisi intespreter services at the time of
the appointment.







NOTICE OF LANGUAGE SERVICES

English

Mo Cost Language Services. You can get an interpreter. You can get documents read to yvou and some sent to vou
in your language. For help, call the Customer Contact Center at the mumber on your ID card or call

Individual & Family Plan (IFF) Off Exchange: 1-800-839-2172 (TTY: 711). For Califomia marketplace,

call IFP On Exchange 1-5885-9226-4935 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

For Group Plans through Health Net, call 1-800-522-0088 (TTY: T11).
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NOTICE OF NONDISCRIMINATION

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:

e 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).

e 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 er at:
IFP On Exchange/Covered California 1-888-926-4988 (TTY:

IFP Off Exchange 1-800-839-2172 (TTY: 711)

Group Plans through Health Net 1-800-522-0088 (TTY:

If you believe that Health Net has failed to provide th ice scriminated in another way based
on the characteristics above, you can file a grievan ng Health Net’s Customer Contact Center
at the numbers above and telling them you nee Ng a grievance. Health Net Customer Contact
Center is available to help you. You can also fil i

Health Net
P.O. Box 10348
Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
E-mail: Member.Dis

If your health problem is urg ou already filed a complaint with Health Net of California, Inc. and
are not satisfied with the decision or it has been more than 30 days since you filed a complaint with
Health Net of California, Inc., you may submit an Independent Medical Review/Complaint Form with
the Department of Managed Health Care (DMHC). You may submit a complaint form by calling the
DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at
www.dmhc.ca.gov/FileaComplaint.

If you believe you have been discriminated against because of race, color, national origin, age,
disability, or sex, you can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights (OCR), electronically through the OCR Complaint Portal, at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, (TDD: 1-800-537-7697).

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



mailto:Member.Discrimination@healthnet.com
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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html







Contact us

Health Net
Post Office Box 9103
Van Nuys, California 91409-9103

Customer Contact Center
1-800-522-0088 TTY: 711
1-800-331-1777 (Spanish)
1-877-891-9053 (Mandarin)
1-877-891-9050 (Cantonese)
1-877-339-8596 (Korean)
1-877-891-9051 (Tagalog)
1-877-339-8621 (Vietnamese)

www.healthnet.com

Health Net HSP, HMO and Salud ¢
California, Inc. Health Net of Cali
Salud con Health Net are registered se
trademarks/service marks re

y Més plans are offered by Health Net of
is a'Subsidiary of Health Net, LLC. Health Net and
s of Health Net, LLC. All other identified

y of their respective companies. All rights reserved.


http://www.healthnet.com/

	About This Booklet
	Use of Special Words

	Introduction to Health Net
	How to Obtain Care SELECT 1 (HMO)
	Timely Access to Care
	How to Obtain Care SELECT 2 (PPO)
	How to Obtain Care SELECT 3 (OON)
	Transition of Care For New Enrollees
	Emergency and Urgently Needed Care through Your SELECT Plan

	Schedule of Benefits And Copayments – SELECT 1
	Out-of-Pocket Maximum- SELECT 1
	Schedule of Benefits and Copayments – SELECT 2 and SELECT 3
	Out-of-Pocket Maximum-SELECT 2 and SELECT 3
	Eligibility, Enrollment and Termination
	Who Is Eligible for Coverage
	How to Enroll for Coverage
	Special Reinstatement Rule For Reservists Returning From Active Duty
	Special Reinstatement Rule Under USERRA
	Transferring to Another Contracting Physician Group
	When Coverage Ends
	Extension of Benefits

	Covered Services and Supplies
	Medical Services and Supplies
	Prescription Drugs (SELECT 1, SELECT 2 and SELECT 3)
	Covered Drugs and Supplies
	The Formulary
	Retail Pharmacies and the Mail Order Program
	Chiropractic Services and Supplies
	Mental Disorders and Chemical Dependency Benefits
	How to Obtain Care
	Covered Services and Supplies

	Certification Requirement
	Exclusions and Limitations
	Services and Supplies
	Prescription Drugs
	Chiropractic Services

	General Provisions
	When the Plan Ends
	When the Plan Changes
	Members’ Rights, Responsibilities and Obligations Statement
	Grievance, Appeals, Independent Medical Review and Arbitration
	Involuntary Transfer to Another Primary Care Physician or Contracting Physician Group
	Medical Malpractice Disputes
	Recovery of Benefits Paid by Health Net
	Surrogacy Arrangements
	Relationship of Parties
	Coordination of Benefits
	Government Coverage
	Workers’ Compensation

	Miscellaneous Provisions
	Definitions
	Language Assistance Services
	Notice of Language Services
	Notice of Nondiscrimination



