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2017 Benefit nighlights

Health Net Seniority Plus Sapphire (HMO)
Los Angeles, Orange and San Diego Counties, CA

You can enroll in Health Net Seniority Plus Sapphire (HMO) if you are entitled to Medicare Part A, are enrolled in Medicare
Part B, and live in the service area. Premiums, copays, coinsurance, and deductibles may vary based on your Medi-Cal
(Medicaid) eligibility category and/or the level of Extra Help you receive

Plan benefits With Medicare and full With Medicare only, you pay
Medi-Cal eligibility, you pay

Monthly plan premium $0 $36.20

Maximum out-of-pocket (MOOP) $6,700 $6,700

Doctor office visits

Primary care provider $0 copay $0 copay

Specialist 0% of the cost 20% of the cost

Lab services $0 copay $0 copay

X-Rays 0% of the cost 20% of the cost

Complex diagnostic imaging 0% of the cost 20% of the cost

(MRI,MRA, CT, PET, etc.) and radiation

therapy

Diabetic supplies 0% of the cost 20% of the cost

Inpatient hospital care $0 copay In 2016 the amounts for each

benefit period were:

Days 1-60: $1,288 deductible;
Days 61-90: $322 copay per day;
Days 91-150: $644 copay per day
for 60 lifetime reserve days

These amounts may change in
2017.
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Plan benefits

With Medicare and full
Medi-Cal eligibility, you pay

With Medicare only, you pay

Outpatient services/surgery (hospital 0% of the cost 20% of the cost
and ambulatory care)
Emergency care $0 copay $75 copay
Worldwide emergency / urgent coverage  $0 copay $0 copay
annual limit of $50,000
Urgently needed services 0% of the cost 20% of the cost (up to $65)
Routine podiatry $0 copay $0 copay
Up to 12 visits per year Up to 12 visits per year
Routine hearing exam $0 copay $0 copay
Hearing aids (1 pair every 3 years) 1.2 $0 copay $0 copay

$2,000 maximum for 2 hearing
aids (for both ears combined)
every 3 years

$2,000 maximum for 2 hearing aids
(for both ears combined) every 3
years

Routine vision exam

$0 copay

$0 copay

Routine eyewear 2

$0 copay, plan pays up to $250
allowance every 2 years

$0 copay, plan pays up to $250
allowance every 2 years

Dental HMO — preventive and

Preventive dental:$0 copay

Preventive dental:$0 copay

comprehensive Comprehensive dental: $0-$2,250 Comprehensive dental: $0-$2,250
copay copay

Transportation services (per one-way trip, $0 copay $0 copay

20 one-way trips per year)

Fitness Benefit $0 copay $0 copay




Prescription drug coverage With Medicare and full Medi-CallWith Medicare only, you pay
Value Formulary Eligibility, you pay

30-day retail cost sharing 30-day retail cost sharing
Annual Part D deductible 3 $0 $140
Tier 1: Preferred generic drugs $0 copay $0 copay
Tier 2: Generic drugs $0 or $1.20 or $3.30 copay $20 copay
Tier 3: Preferred brand drugs 4 $0 or $3.70 or $8.25 copay $47 copay
Tier 4: Non-preferred brand drugs 5 $0 or $3.70 or $8.25 copay $100 copay
Tier 5: Specialty tier $0 or $3.70 or $8.25 copay 30% of the cost
Tier 6: Select Care drugs $0 copay $0 copay
Initial coverage limit (ICL) Not applicable $3,700

The Formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary.

Once the ICL has been met, you move into the Coverage Gap phase. Please refer to your 2017 Evidence of
Coverage.

1 . . . S
Benefit allowance once every 3 years. The coverage limit covers the cost of hearing aids in full. Members
have no out-of-pocket cost-sharing.

2 Multi-year benefit may not be available in subsequent years.
3 Deductible does not apply to tiers 1 and 6.

4 This tier includes preferred brand drugs and may include some generic drugs. Brand drugs in this tier
are not eligible for exceptions for payment at a lower tier.

S This tier includes non-preferred brand drugs and may include some generic drugs.

Premium, co-pays, co-insurance and deductibles may vary based on the level of Extra Help you receive.
Please contact the plan for further details. If you qualify for “Extra Help” with your prescription drug costs,
the Extra Help program will pay all or part of your monthly plan premium and your prescription drug
deductibles and copays/coinsurance. Depending on your income and institutional status, you pay a $0 or $82
deductible, $0 or $1.20 or $3.30 or 15% for generic drugs and $0 or $3.70 or $8.25 or 15% for all other drugs.
This information is not a complete description of benefits. Contact the plan for more information. You must
continue to pay your Medicare Part B premium. Limitations, copayments and restrictions may apply. Benefits,
premiums and/or co-payments/co-insurance may change on January 1 of each year. The actual complete terms
and conditions of the health plan are set forth in the applicable Evidence of Coverage document.

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-275-4737 (TTY: 711).

Spanish:
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
1-800-275-4737 (TTY: 711).

Chinese:
R R HBERE S, BT LA B SR S R B ARYS ., FEECE 1-800-275-4737 (TTY: 711),



Viet,nqmesga: ’ N N ’
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu ho trg ngdn ngir mién phi danh cho ban. Goi s6
1-800-275-4737 (TTY: 711).

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-275-4737 (TTY: 711).

Korean:

T9: 3o & AFESHA = A G, oo XYL AH| A5 F 52 o] &84 4 JdFU T
1-800-275-4737 (TTY: 711) 2 Asls] F=AA] L.

Armenian:

NRTURLNREBNPL Gph ununid bp huybipkl, wyu dkq wid£wp Jupnn b npudunpdty
(Equljutt wewlgnipyul Swunuym pjnibiikp: Quiquhwpbp 1-800-275-4737 (TTY (htnwinhuy) 711):

Farsi:
LSl e a8 e ) I8 ) &) gy L ) OBl caniS oo S o jlb gl 4s S i4a 51-800-275-4737
(TTY: 711). 25 ol

Russian:

BHUMAHME: Ecnu BbI rOBOpUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYIIHBI O€CIIIaTHBIE YCIYTH MEePEBO/Ia.
3Bonute 1-800-275-4737 (teneraiim: 711).

Japanese:
HESHFI  AAREZEEINLSGG. BROSEEIELY ZHHWZIT £3, 1-800-275-4737
(TTY: 711) £ T, BEMGIZTITEF 230,

Arabic:

aor deal Glaally el a1 555 4 galll Sae Lsall ladd (8 cdalll S Gaani i€ 1] 13k 5a16]-800-275-4737 il i )
(711 283005 aall
Punjabi:
s fieB1 31 QusEg He3 B 393 AT AUTfesT €9 37 37 ,J 98 Urrs 3t A
1-800-275-4737 (TTY: 711)dJ| & '

Cambodian:

(utitne iiriemaniunm manigr, wintgwigaman unwiefnnyns Answesintifany 6 gy
p} il i guig 4 LR O AL

1-800-275-4737 (TTY: 711)

Hmong:
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-800-275-4737 (TTY: 711).



Hindi:
eTeT & I 39 &Y alteld & A 31k Torw el 3 #1797 HgrIalr aTy 3ueletr |
1-800-275-4737 (TTY: 711) 9 it |

Thai:
Fou: Snuyanu Inequannsalduinssremasnnmn i Ins 1-800-275-4737 (TTY: 711).

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Health Net does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

Health Net:

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

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

If you need these services, contact Health Net's Customer Contact Center at 1-800-431-9007 (TTY: 711),
8:00 a.m. to 8:00 p.m., Pacific Time, seven days a week.

If you believe that Health Net has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability or sex, you can file a grievance by calling the number above and telling
them you need help filing a grievance; Health Net's Customer Contact Center is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, (TDD: 1-800-537-7697).

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



Health Net of California, Inc. has a contract with Medicare and the California Medicaid (Medi-Cal) program to
offer HMO coordinated care plans. Enrollment in a Health Net Medicare Advantage plan depends on contract
renewal.

Health Net of California, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of
Health Net, Inc. All rights reserved.
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