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Outline of Coverage and
Exclusions and Limitations

Plans available in limited California counties'

Health Net Life Insurance Company Individual & Family Health Insurance
Plans major medical expense coverage.

Read your Policy carefully

This outline of coverage provides a brief description of the important
features of your Health Net Ambetter Policy (Policy). This is not the
insurance contract, and only the actual Policy provisions will control. The
Policy itself sets forth, in detail, the rights and obligations of both you and
Health Net Life Insurance Company (Health Net). It is, therefore, important
that you read your Policy carefully!

THealth Net Life Insurance Company Ambetter EPO insurance plans utilize the PureCare One provider network.
Ambetter EPO insurance plans are available through Covered California in Contra Costa, Marin, Merced, Napa,
San Francisco, San Joaquin, San Mateo, Santa Cruz, Solano, Sonoma, Stanislaus, and Tulare counties.
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California Individual & Family Plans
Available through Covered California™

Plan Overview - Platinum 90 Ambetter EPO

The Platinum 90 Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits and services.
Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network. Ambetter EPO is
available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin, San Mateo, Santa Cruz,

Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS

BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received. Covered services for medical conditions and mental
health and substance use disorders provided appropriately as telehealth services are covered on the same basis and to the
same extent as covered services delivered in-person.

Unlimited lifetime maximum

Plan maximums
Calendar year deductible None

Out-of-pocket maximum (Payments for services and supplies not covered by this | $4,500 single / $9,000 family
plan will not be applied to this calendar year out-of-pocket maximum.)

Professional services

Office visit $15
Telehealth consultations through the select telehealth services provider? $0
Specialist visit $30
Other practitioner office visit (including medically necessary acupuncture) $15
Preventive care services3 $0
X-ray and diagnostic imaging $30
Laboratory tests $15
Imaging (CT/PET scans, MRIs) 10%
Rehabilitation and habilitation therapy $15
Outpatient services

Outpatient surgery (hospital or outpatient surgery center charges only) 10%

Hospital services
Inpatient hospital facility services (includes maternity) 10%

Skilled nursing facility (maximum of 100 days per calendar year for each member) | 10%

Emergency services

Emergency room services (copays waived if admitted) Facility: $150; Physician: $0

Urgent care $15

Ambulance services (ground and air) $150

Mental/Behavioral health / Substance use disorder services*

Mental/Behavioral health / Substance use disorder (inpatient) 10%

Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $15 / Other than office visit: 10% up to $15
Home health care services (100 visits per calendar year) 10%

Other services

Durable medical equipment 10%

Hospice service $0

(continued)



Benefit description Insured person(s) responsibility’

Prescription drug coverage

Prescription drugs®

(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands) $5

Tier 2 (non-preferred generics and preferred brands) $15

Tier 3 (non-preferred brands only) $95

Tier 4 (Specialty drugs) 10% up to $250 / 30-day script
Pediatric dental®’ Diagnostic and preventive services $0

Pediatric vision®8 Routine eye exam $0

Glasses (limitations apply) 1 pair per year - $0

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

NOTE: In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and regardless of income, have no cost-sharing obligation under this
plan for items or services that are Essential Health Benefits if the items or services are provided by a participating provider that is also a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal
Organization, or Urban Indian Organization or through referral under contract health services, as defined by Federal law. Cost-sharing means copayments, including coinsurance and deductibles. In
addition, an American Indian or Alaskan Native who is enrolled in a zero cost sharing plan variation (because Your expected income has been deemed by the Exchange as being at or below 300% of the
Federal Poverty Level), has no cost sharing obligation for Essential Health Benefits when items or services are provided by any participating provider.
1Certain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.
2Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.
3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov/coverage/preventive-care-benefits/.
The applicable cost-sharing for preventive care will apply to these services.
4Benefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

5The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net’s Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

6pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

7The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

8The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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Health Net Life Insurance Company (Health Net)

California Individual & Family Plans
Available through Covered California™

Plan Overview - Gold 80 Ambetter EPO
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The Gold 80 Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits and services.
Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network. Ambetter EPO is
available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin, San Mateo, Santa Cruz,

Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS
BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be either
a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by Health Net
and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered. Percentage
copayments are usually billed after the service is received. Covered services for medical conditions and mental health and
substance use disorders provided appropriately as telehealth services are covered on the same basis and to the same extent

as covered services delivered in-person.

Benefit description

Insured person(s) responsibility’

Unlimited lifetime maximum

Plan maximums
Calendar year deductible

None

Out-of-pocket maximum (Payments for services and supplies not covered by
this plan will not be applied to this calendar year out-of-pocket maximum.)

$8,200 single / $16,400 family

Professional services

member)

Office visit $35
Telehealth consultations through the select telehealth services provider? $0
Specialist visit $65
Other practitioner office visit (including medically necessary acupuncture) $35
Preventive care services3 $0
X-ray and diagnostic imaging $75
Laboratory tests $40
Imaging (CT/PET scans, MRIs) 20%
Rehabilitation and habilitation therapy $35
Outpatient services

Outpatient surgery (hospital or outpatient surgery center charges only) 20%
Hospital services

Inpatient hospital facility services (includes maternity) 20%
Skilled nursing facility (maximum of 100 days per calendar year for each 20%

Emergency services
Emergency room services (copays waived if admitted)

Facility: $350; Physician: $0

Urgent care $35

Ambulance services (ground and air) $250

Mental/Behavioral health / Substance use disorder services*

Mental/Behavioral health / Substance use disorder (inpatient) 20%

Mental/Behavioral health / Substance use disorder (outpatient) Office visit: $35 / Other than office visit: 20% up to $35
Home health care services (100 visits per calendar year) 20%

Other services

Durable medical equipment 20%

Hospice service $0

(continued)




Benefit description Insured person(s) responsibility’

Prescription drugs®

(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands) $15

Tier 2 (non-preferred generics and preferred brands) $55

Tier 3 (non-preferred brands only) $80

Tier 4 (Specialty drugs) 20% up to $250 / 30-day script
Pediatric dental®.” Diagnostic and preventive services $0

Pediatric vision6.8 Routine eye exam $0

Glasses (limitations apply) 1 pair per year - $0

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

NOTE: In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and regardless of income, have no cost-sharing obligation under this
plan for items or services that are Essential Health Benefits if the items or services are provided by a participating provider that is also a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal
Organization, or Urban Indian Organization or through referral under contract health services, as defined by Federal law. Cost-sharing means copayments, including coinsurance and deductibles. In
addition, an American Indian or Alaskan Native who is enrolled in a zero cost sharing plan variation (because Your expected income has been deemed by the Exchange as being at or below 300% of the
Federal Poverty Level), has no cost sharing obligation for Essential Health Benefits when items or services are provided by any participating provider.

TCertain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.

2Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women'’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.

4Benefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

5The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net's Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

6Pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

7The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

8The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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Plan Overview - Silver 70 Ambetter EPO

The Silver 70 Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits and services.
Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network. Ambetter EPO

is available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin, San Mateo, Santa Cruz,
Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS
BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received. Covered services for medical conditions and mental
health and substance use disorders provided appropriately as telehealth services are covered on the same basis and to the
same extent as covered services delivered in-person.

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible

$3,700 single / $7,400 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$8,200 single / $16,400 family

Professional services
Office visit

$35 (deductible waived)

Telehealth consultations through the select telehealth services provider?

$0 (deductible waived)

Specialist visit

$70 (deductible waived)

Other practitioner office visit (including medically necessary acupuncture)

$35 (deductible waived)

Preventive care services3

$0 (deductible waived)

X-ray and diagnostic imaging

$85 (deductible waived)

Laboratory tests

$40 (deductible waived)

Imaging (CT/PET scans, MRIs)

$325 (deductible waived)

Rehabilitation and habilitation therapy

$35 (deductible waived)

Outpatient services
Outpatient surgery (hospital or outpatient surgery center charges only)

20% (deductible waived)

Hospital services
Inpatient hospital facility services (includes maternity)

Facility: 20%; Physician: 20% (deductible waived)#

Skilled nursing facility (maximum of 100 days per calendar year for
each member)

20%

Emergency services
Emergency room services (copays waived if admitted)

Facility: $400 (deductible waived); Physician: $0 (deductible waived)

Urgent care

$35 (deductible waived)

Ambulance services (ground and air)

$950 (deductible waived)

Mental/Behavioral health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient)

Facility: 20%; Physician: 20% (deductible waived)#

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $35 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$45 (deductible waived)

Other services
Durable medical equipment

20% (deductible waived)

Hospice service

$0 (deductible waived)

(continued)




Benefit description Insured person(s) responsibility’

Prescription drug coverage

Prescription drug calendar year deductible (per insured) $10 single / $20 family

Prescription drugs®

(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands) $15 (after Rx deductible)

Tier 2 (non-preferred generics and preferred brands) $55 (after Rx deductible)

Tier 3 (non-preferred brands only) $85 (after Rx deductible)

Tier 4 (Specialty drugs) 20% up to $250 / 30-day script (after Rx deductible)
Pediatric dental”.8 Diagnostic and preventive services $0 (deductible waived)

Pediatric vision”.9 Routine eye exam $0 (deductible waived)

Glasses (limitations apply) 1 pair per year - $0 (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

NOTE: In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and regardless of income, have no cost-sharing obligation under this
plan for items or services that are Essential Health Benefits if the items or services are provided by a participating provider that is also a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal
Organization, or Urban Indian Organization or through referral under contract health services, as defined by Federal law. Cost-sharing means copayments, including coinsurance and deductibles. In
addition, an American Indian or Alaskan Native who is enrolled in a zero cost sharing plan variation (because Your expected income has been deemed by the Exchange as being at or below 300% of the
Federal Poverty Level), has no cost sharing obligation for Essential Health Benefits when items or services are provided by any participating provider.

TCertain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.

2Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.

41f a hospital does not bill charges for inpatient professional services separately from the inpatient facility fee, the deductible will apply.

SBenefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

6The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net’s Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

7pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

8The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

9The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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The Silver 94 Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits

and services. Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network.
Ambetter EPO is available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin,

San Mateo, Santa Cruz, Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS
BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be either
a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by Health Net
and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered. Percentage
copayments are usually billed after the service is received. Covered services for medical conditions and mental health and
substance use disorders provided appropriately as telehealth services are covered on the same basis and to the same extent

as covered services delivered in-person.

Benefit description

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Insured person(s) responsibility’

Plan maximums
Calendar year deductible

$75 single / $150 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$800 single / $1,600 family

Professional services
Office visit

$5 (deductible waived)

Telehealth consultations through the select telehealth services provide?

$0 (deductible waived)

Specialist visit!

Other practitioner office visit (including medically necessary acupuncture)

$8 (deductible waived)
$5 (deductible waived)

Preventive care services3

$0 (deductible waived)

X-ray and diagnostic imaging

$8 (deductible waived

Laboratory tests

$8 (deductible waived

Imaging (CT/PET scans, MRIs)

Rehabilitation and habilitation therapy

)
)
$50 (deductible waived)
$5 (deductible waived)

Outpatient services
Outpatient surgery (hospital or outpatient surgery center charges only)

10% (deductible waived)

Hospital services
Inpatient hospital facility services (includes maternity)

Facility: 10%; Physician: 10% (deductible waived)#

Skilled nursing facility (maximum of 100 days per calendar year for
each member)

10%

Emergency services
Emergency room services (copays waived if admitted)

Facility: $50 (deductible waived); Physician: $0 (deductible waived)

Urgent care

$5 (deductible waived)

Ambulance services (ground and air)

$30 (deductible waived)

Mental/Behavioral health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient)

Facility: 10%; Physician: 10% (deductible waived)4

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $5 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$3 (deductible waived)

Other services
Durable medical equipment

10% (deductible waived)

Hospice services

$0 (deductible waived)

(continued)




Benefit description Insured person(s) responsibility’

Prescription drug coverage

Prescription drug calendar year deductible (per insured) None

Prescription drugs®

(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands) $3 (deductible waived)

Tier 2 (non-preferred generics and preferred brands) $10 (deductible waived)

Tier 3 (non-preferred brands only) $15 (deductible waived)

Tier 4 (Specialty drugs) 10% up to $150 / 30-day script (deductible waived)
Pediatric dental”.8 Diagnostic and preventive services $0 (deductible waived)

Pediatric vision”.9 Routine eye exam $0 (deductible waived)

Glasses (limitations apply) 1 pair per year - $0 (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

TCertain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.

2Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.

4If a hospital does not bill charges for inpatient professional services separately from the inpatient facility fee, the deductible will apply.

SBenefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

6The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net's Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

7pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

8The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

9The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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Plan Overview - Silver 87 Ambetter EPO

The Silver 87 PureCare One EPO health plan utilizes the PureCare One EPO provider network for covered benefits
and services. Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network.
Ambetter EPO is available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin,
San Mateo, Santa Cruz, Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS
BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be either
a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by Health Net
and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered. Percentage
copayments are usually billed after the service is received. Covered services for medical conditions and mental health and
substance use disorders provided appropriately as telehealth services are covered on the same basis and to the same extent

as covered services delivered in-person.

insured personis) responsibilty

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible

$800 single / $1,600 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$2,850 single / $5,700 family

Professional services
Office visit

$15 (deductible waived)

Telehealth consultations through the select telehealth services provider?

$0 (deductible waived)

Specialist visit

$25 (deductible waived)

Other practitioner office visit (including medically necessary acupuncture)

$15 (deductible waived)

Preventive care services3

$0 (deductible waived)

X-ray and diagnostic imaging

$40 (deductible waived)

Laboratory tests

$20 (deductible waived)

Imaging (CT/PET scans, MRIs)

$100 (deductible waived)

Rehabilitation and habilitation therapy

$15 (deductible waived)

Outpatient services
Outpatient surgery (hospital or outpatient surgery center charges only)

15% (deductible waived)

Hospital services
Inpatient hospital facility services (includes maternity)

Facility: 15%; Physician: 15% (deductible waived)#

Skilled nursing facility (maximum of 100 days per calendar year for
each member)

15%

Emergency services
Emergency room services (copays waived if admitted)

Facility: $150 (deductible waived); Physician: $0 (deductible waived)

Urgent care

$15 (deductible waived)

Ambulance services (ground and air)

$75 (deductible waived)

Mental/Behavioral health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient)

Facility: 15%; Physician: 15% (deductible waived)#

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $15 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$15 (deductible waived)

Other services
Durable medical equipment

15% (deductible waived)

Hospice services

$0 (deductible waived)

(continued)




Benefit description Insured person(s) responsi

Prescription drug coverage

Prescription drugs®

(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands) $5

Tier 2 (non-preferred generics and preferred brands) $95

Tier 3 (non-preferred brands only) $45

Tier 4 (Specialty drugs) 15% up to $150 / 30-day script
Pediatric dental”.8 Diagnostic and preventive services $0 (deductible waived)

Pediatric vision”.9 Routine eye exam $0 (deductible waived)

Glasses (limitations apply) 1 pair per year - $0 (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

1Certain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.

2Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.

41f a hospital does not bill charges for inpatient professional services separately from the inpatient facility fee, the deductible will apply.

SBenefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

6The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net’s Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

7Pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

8The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

9The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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The Silver 73 Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits and services.
Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network. Ambetter EPO
is available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin, San Mateo, Santa Cruz,

Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS
BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be either
a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by Health Net
and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered. Percentage
copayments are usually billed after the service is received. Covered services for medical conditions and mental health and
substance use disorders provided appropriately as telehealth services are covered on the same basis and to the same extent

as covered services delivered in-person.

Benefit description
Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Insured person(s) responsibility’

Plan maximums
Calendar year deductible

$3,700 single / $7,400 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$6,300 single / $12,600 family

Professional services
Office visit

$35 (deductible waived)

Telehealth consultations through the select telehealth services provider?

$0 (deductible waived)

Specialist visit

$70 (deductible waived)

Other practitioner office visit (including medically necessary acupuncture)

$35 (deductible waived)

Preventive care services3

$0 (deductible waived)

X-ray and diagnostic imaging

$85 (deductible waived)

Laboratory tests

$40 (deductible waived)

Imaging (CT/PET scans, MRIs)

$395 (deductible waived)

Rehabilitation and habilitation therapy

$35 (deductible waived)

Outpatient services
Outpatient surgery (hospital or outpatient surgery center charges only)

20% (deductible waived)

Hospital services
Inpatient hospital facility services (includes maternity)

Facility: 20%; Physician: 20% (deductible waived)#

Skilled nursing facility (maximum of 100 days per calendar year for
each member)

20%

Emergency services
Emergency room services (copays waived if admitted)

Facility: $400 (deductible waived); Physician: $0 (deductible waived)

urgent care

$35 (deductible waived)

Ambulance services (ground and air)

$9250 (deductible waived)

Mental/Behavioral health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient)

Facility: 20%; Physician: 20% (deductible waived)#

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $35 (deductible waived)
Other than office visit: $0 (deductible waived)

Home health care services (100 visits per calendar year)

$40 (deductible waived)

Other services
Durable medical equipment

20% (deductible waived)

Hospice services

$0 (deductible waived)

n

(continued)




Benefit description Insured person(s) responsibility’

Prescription drug coverage

Prescription drug calendar year deductible (per insured) $10 single / $20 family

Prescription drugs®

(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands) $15 (after Rx deductible)

Tier 2 (non-preferred generics and preferred brands) $55 (after Rx deductible)

Tier 3 (non-preferred brands only) $85 (after Rx deductible)

Tier 4 (Specialty drugs) 20% up to $250 / 30-day script (after Rx deductible)
Pediatric dental”.8 Diagnostic and preventive services $0 (deductible waived)

Pediatric vision’”.9 Routine eye exam $0 (deductible waived)

Glasses (limitations apply) 1 pair per year - $0 (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

1Certain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.

2Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.

3Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.

4If a hospital does not bill charges for inpatient professional services separately from the inpatient facility fee, the deductible will apply.

5Benefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

6The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net’s Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

7pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

8The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

9The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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The Bronze 60 Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits

and services. Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network.
Ambetter EPO is available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin,
San Mateo, Santa Cruz, Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL BINDING DOCUMENT. IF THE INFORMATION IN THIS
BROCHURE DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be
either a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by
Health Net and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered.
Percentage copayments are usually billed after the service is received. Covered services for medical conditions and mental
health and substance use disorders provided appropriately as telehealth services are covered on the same basis and to the

same extent as covered services delivered in-person.

Insured persons) responsibility’

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible

$6,300 single / $12,600 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$8,200 single / $16,400 family

Professional services
Office visit

Visits 1-3: $65 (deductible waived) / Visits 4+: $65 (deductible applies)2

Telehealth consultations through the select telehealth services provider3

$0 (deductible waived)

Specialist visit

Visits 1-3: $95 (deductible waived) / Visits 4+: $95 (deductible applies)2

Other practitioner office visit (including medically necessary acupuncture)

Visits 1-3: $65 (deductible waived) / Visits 4+: $65 (deductible applies)2

Preventive care services4

$0 (deductible waived)

X-ray and diagnostic imaging 40%
Laboratory tests $40 (deductible waived)
Imaging (CT/PET scans, MRIs) 40%

Rehabilitation and habilitation therapy

$65 (deductible waived)

Outpatient services

each member)

Outpatient surgery (hospital or outpatient surgery center charges only) 40%
Hospital services

Inpatient hospital facility services (includes maternity) 40%
Skilled nursing facility (maximum of 100 days per calendar year for 40%

Emergency services
Emergency room services (copays waived if admitted)

Facility: 40%; Physician: $0 (deductible waived)

Urgent care

Visits 1-3: $65 (deductible waived) / Visits 4+: $65 (deductible applies)2

Ambulance services (ground and air)

40%

Mental/Behavioral health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient)

40%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: $65 (deductible waived)
Other than office visit: 40% up to $65 (deductible applies)

Home health care services (100 visits per calendar year)

40%

Other services
Durable medical equipment

40%

Hospice service

$0 (deductible waived)
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Benefit description Insured person(s) responsibility’

Prescription drug coverage®

(up to a 30-day supply obtained through a participating pharmacy)

Prescription drug calendar year deductible (per insured) $500 single / $1,000 family

Tier 1 (most generics and low-cost preferred brands)? $18 / 30-day script (after Rx deductible)

Tier 2 (non-preferred generics and preferred brands)”

Tier 3 (non-preferred brands only)” 40% up to $500 / 30-day script (after Rx deductible)
Tier 4 (Specialty drugs)”

Pediatric dental8.9 Diagnostic and preventive services $0 (deductible waived)

Pediatric vision8.10 Routine eye exam $0 (deductible waived)

Glasses (limitations apply) 1 pair per year - $0 (deductible waived)

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

NOTE: In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as determined eligible by the Exchange and regardless of income, have no cost-sharing obligation under this
plan for items or services that are Essential Health Benefits if the items or services are provided by a participating provider that is also a provider of the Indian Health Service (IHS), an Indian Tribe, Tribal
Organization, or Urban Indian Organization or through referral under contract health services, as defined by Federal law. Cost-sharing means copayments, including coinsurance and deductibles. In
addition, an American Indian or Alaskan Native who is enrolled in a zero cost sharing plan variation (because Your expected income has been deemed by the Exchange as being at or below 300% of the
Federal Poverty Level), has no cost sharing obligation for Essential Health Benefits when items or services are provided by any participating provider.

TCertain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.

2visits 1-3 (combined between non-preventive primary care office visits, specialist office visits, urgent care, and other practitioner [non-physician provider] office visits,
including acupuncturists): The calendar year deductible is waived. Visits 4-unlimited: The calendar year deductible applies.

3Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.

4Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.

SBenefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.

6The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net’s Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.

7After the pharmacy deductible has been reached, the member will be responsible for 40% of the cost of all Tier 2, 3, and 4 drugs up to a maximum payment of $500 for each
prescription of up to a 30-day supply, until the out-of-pocket maximum limit is met.

8pediatric dental and vision included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.

9The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.

10The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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Plan Overview - Minimum Coverage Ambetter EPO

The Minimum Coverage Ambetter EPO health plan utilizes the PureCare One EPO provider network for covered benefits and
services. Please make sure you use providers (doctors, hospitals, etc.) in the PureCare One EPO provider network.

Ambetter EPO is available through Covered CA in Contra Costa, Marin, Merced, Napa, San Francisco, San Joaquin, San Mateo,

Santa Cruz, Solano, Sonoma, Stanislaus, and Tulare counties.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE POLICY AND SCHEDULE OF BENEFITS SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. THE POLICY IS A LEGAL DOCUMENT. IF THE INFORMATION IN THIS BROCHURE
DIFFERS FROM THE INFORMATION IN THE POLICY, THE POLICY CONTROLS.

The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be either
a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by Health Net
and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered. Percentage
copayments are usually billed after the service is received. Covered services for medical conditions and mental health and
substance use disorders provided appropriately as telehealth services are covered on the same basis and to the same extent

as covered services delivered in-person.

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted.

Plan maximums
Calendar year deductible

$8,700 individual / $17,400 family

Out-of-pocket maximum (Includes calendar year deductible. Payments for
services and supplies not covered by this plan will not be applied to this
calendar year out-of-pocket maximum.)

$8,700 individual / $17,400 family

Professional services
Office visit

Visits 1-3: 0% (deductible waived) / Visits 4+: 0% (deductible applies)2

Telehealth consultations through the select telehealth services provider3

Visits 1-3: $0 (deductible waived) / Visits 4+: $0 (deductible applies)?

Specialist visit

0%

Other practitioner office visit (including medically necessary acupuncture)

Visits 1-3: 0% (deductible waived) / Visits 4+: 0% (deductible applies)?

Preventive care services#

$0 (deductible waived)

each member)

X-ray and diagnostic imaging 0%
Laboratory tests 0%
Imaging (CT/PET scans, MRIs) 0%
Rehabilitation and habilitation therapy 0%
Outpatient services

Outpatient surgery (hospital or outpatient surgery center charges only) 0%
Hospital services

Inpatient hospital facility services (includes maternity) 0%
Skilled nursing facility (maximum of 100 days per calendar year for 0%

Emergency services
Emergency room services (copays waived if admitted)

Facility: 0%; Physician: $0 (deductible applies)

Urgent care

Visits 1-3: 0% (deductible waived) / Visits 4-+: 0% (deductible applies)?

Ambulance services (ground and air)

0%

Mental/Behavioral health / Substance use disorder services®
Mental/Behavioral health / Substance use disorder (inpatient)

0%

Mental/Behavioral health / Substance use disorder (outpatient)

Office visit: 1-3: 0% (deductible waived) /
Visits 4+: 0% (deductible applies)2/ Other than office visit: 0%

Home health care services (100 visits per calendar year)

0%

Other services
Durable medical equipment

0%

Hospice services

0%
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Benefit description Insured person(s) responsibility’

Prescription drug coverage
Prescription drug calendar year deductible (per insured) Integrated with medical deductible

Prescription drugs®
(up to a 30-day supply obtained through a participating pharmacy)

Tier 1 (most generics and low-cost preferred brands)

Tier 2 (non-preferred generics and preferred brands) 0%

Tier 3 (non-preferred brands only)

Tier 4 (Specialty drugs)

Pediatric dental”.8 Diagnostic and preventive services $0 (deductible waived)
Pediatric vision”.9 Routine eye exam $0 (deductible waived)
Glasses (limitations apply) 1 pair per year - 0%

This is a summary of benefits. It does not include all services, limitations or exclusions. Please refer to the policy for terms and conditions of coverage.

Minimum coverage plans are available to individuals who are under age 30. You may also be eligible for this plan if you are age 30 or older and are exempt from the federal
requirement to maintain minimum essential coverage. Once you are enrolled, you must re-apply for a hardship exemption from the Marketplace and re-submit the Marketplace
notice showing your exemption certificate number to Health Net every year - by January 1 - in order to remain on this plan.
TCertain services require prior certification from Health Net. Without prior certification, an additional $250 is applied. Refer to the policy for details.
2Visits 1-3 (combined between non-preventive primary care office visits, urgent care, and other practitioner [non-physician provider] office visits, including acupuncturists,
outpatient mental health/substance abuse): The calendar year deductible is waived. Visits 4-unlimited: The calendar year deductible applies.
3Services provided by select telehealth services providers are not intended to replace services from your physician, but are a supplemental service that may provide telehealth
coverage for certain services at a lower cost. Telehealth consultations through a select telehealth services provider do not cover specialist services and prescriptions for
substances controlled by the DEA, non-therapeutic drugs or certain other drugs which may be harmful because of potential for abuse. See the Individual and Family Plan
policy for details. To obtain services, contact the select telehealth services provider directly as shown on your ID card.
4Covered services based on the United States Preventive Services Task Force (USPSTF) grade A and B recommendations; recommendations of the Advisory Committee on
Immunization Practices (ACIP) that have been adopted by the Director of the Centers for Disease Control and Prevention (CDC); women’s preventive care and screenings
provided for in comprehensive guidelines supported by the Health Resources and Services Administration (HRSA); and comprehensive guidelines supported by HRSA for
infants, children and adolescents. For more information about generally recommended preventive services, go to www.healthcare.gov. The applicable cost-sharing for
preventive care will apply to these services.
5Benefits are administered by MHN Services, an affiliate behavioral health administrative services company, which provides behavioral health services.
6The Essential Rx Drug List is a list of prescription drugs that are covered by this plan. Some drugs require prior authorization from Health Net. For a copy of the Essential
Rx Drug List, go to Health Net’s website. Refer to the policy for complete information about prescription drugs. Plans will cover most female prescription contraceptives at
$0 cost-share. Coverage on some drugs may not follow the generic and brand tier system. Please refer to your policy and Health Net’s Essential Rx Drug List for coverage,
cost-share and tier information. The policy is a legal, binding document. If the information in this brochure differs from the information in the policy, the policy controls.
For details regarding a specific drug, go to www.myhealthnetca.com.
7pediatric dental and vision are included up to the last day of the month in which the insured turns 19 years of age. Cost-sharing is applicable for non-diagnostic and preventive
pediatric dental benefits.
8The pediatric dental benefits are underwritten by Health Net Life Insurance Company and administered by Dental Benefit Administrative Services. Dental Benefit Administrative
Services is not affiliated with Health Net Life Insurance Company. See the policy for pediatric dental benefit details.
9The pediatric vision services benefits are underwritten by Health Net Life Insurance Company. Health Net contracts with Envolve Vision, Inc., to administer the pediatric vision
services benefits.

Ambetter from Health Net EPO insurance plans, Policy Form #P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved. (1/22)
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Major medical expense

coverage

This category of coverage is
designed to provide, to persons
insured, benefits for major hospital,
medical and surgical expenses
incurred as a result of a covered
accident or sickness. Benefits

may be provided for daily hospital
room and board, miscellaneous
hospital services, surgical services,
anesthesia services, in-hospital
medical services, out-of-hospital
care, and prosthetic appliances
subject to any deductibles,
copayment provisions or other
limitations which may be set forth
in the Policy.

Principal benefits

and coverages

Please refer to the list below for a
summary of each plan’s covered
services and supplies. Also refer

to the Policy you receive after you
enroll in a plan. The Policy offers
more detailed information about
the benefits and coverage included
in your health insurance plan.
Note: Ambetter EPO insurance
plans do not cover health care
services outside of the PureCare
One Network, except for emergency
and urgent care.

« Allergy serum

« Allergy testing and treatment

« Ambulance services - ground
ambulance transportation and air
ambulance transportation

« Ambulatory surgical center

« Bariatric (weight loss) surgery
(not covered out-of-network)

« Care for conditions of pregnancy

e Clinical trials

Corrective footwear to prevent
or treat diabetes-related
complications

Diabetic equipment

Diagnostic imaging (including
X-ray) and laboratory procedures

Habilitation therapy

Home health care agency services
Hospice care

Inpatient hospital services

Medically necessary implanted
lens that replaces the organic
eye lens

Medically necessary
reconstructive surgery

Medically necessary surgically
implanted drugs

Mental health care and chemical
dependency benefits

Outpatient hospital services
Outpatient infusion therapy

Organ, tissue and bone marrow
transplants

Patient education (including
diabetes education)

Pediatric dental and vision as
specified in the Policy

Phenylketonuria (PKU)

Pregnancy and maternity services
Prescription drugs

Preventive care services
Professional services

Prostheses

Radiation therapy, chemotherapy
and renal dialysis treatment

Rehabilitation therapy (including
physical, speech, occupational,
cardiac, and pulmonary therapy)

Rental or purchase of durable
medical equipment

Self-injectable drugs
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« Skilled nursing facility

« Sterilizations for males and
females

« Treatment for dental injury, if
medically necessary

Reproductive health
services

Some hospitals and other
providers do not provide

one or more of the following
services that may be covered
under your Policy and that
you or your family member
might need: family planning;
contraceptive services,
including emergency
contraception; sterilization,
including tubal ligation at the
time of labor and delivery;
infertility treatments;

or abortion. You should
obtain more information
before you enroll. Call your
prospective doctor, medical
group, independent practice
association, or clinic, or

call Health Net’s Customer
Contact Center at
888-926-4988 to ensure that
you can obtain the health care
services that you need.

Cost-sharing

Coverage is subject to
deductible(s), coinsurances and
copayments. Please consult the
Policy for complete details.

Certification (prior
authorization of services)
Some services are subject to
precertification. Please consult

the complete list of services in the
Policy.



Exclusions and Limitations

The following is a partial list of services that are not
generally covered. For complete details about any
plan’s exclusions and limitations, please see the Policy.

« Services or supplies that are not medically
necessary.

Cosmetic surgery, except as specified in the Policy.

Dental services for adults 19 and over, except as
specified in the Policy.

Treatment and services for temporomandibular
(jaw) joint disorders (TMJ) (except medically
necessary surgical procedures).

Surgery and related services for the purposes

of correcting the malposition or improper
development of the bones of the upper or lower
jaw, except when such procedures are medically
necessary.

Food, dietary or nutritional supplements, except
for formulas and special food products to prevent
complications of phenylketonuria (PKU).

Vision care for adults ages 19 and older, including
certain eye surgeries to replace glasses, except as
specified in the Policy.

Optometric services for adults ages 19 and older,
except as specifically stated elsewhere in the Policy.

Eyeglasses or contact lenses for adults ages 19 and
older, except as specified in the Policy.

Services to reverse voluntary surgically induced
infertility.

Services or supplies that are intended to impregnate
awoman are not covered. The following services
and supplies are excluded from fertility preservation
coverage: use of frozen gametes or embryos to
achieve future conception; pre-implantation
genetic diagnosis; donor eggs, sperm or embryos;
gestational carriers (surrogates).

Certain genetic testing.

Experimental or investigative services.

Immunizations or inoculations for adults or children

for foreign travel or occupational purposes.

Custodial or domiciliary care.

Inpatient room and board charges in connection with
a hospital stay primarily for environmental change,
physical therapy or treatment of chronic pain.

Any services or supplies furnished by a non-eligible
institution, which is other than a legally operated
hospital, hospice or Medicare-approved skilled
nursing facility, residential treatment center, or
which is primarily a place for the aged, a nursing
home or any similar institution, regardless of

how designated. This exclusion does not apply to
services required for mental health and substance
use disorders, autism, or pervasive developmental
disorder.

Expenses in excess of a hospital’s (or other inpatient
facility’s) most common semiprivate room rate.

« Infertility services.

Private duty nursing.

Personal comfort items.

Orthotics, unless custom made to fit the covered
person’s body and as specified in the Policy.
Educational services or nutritional counseling,
except as specified in the Policy.

Hearing aids.

Obesity-related services, except as stated in the
Policy.

Services received before your effective date of
coverage.

Services received after coverage ends.

Services for which no charge is made to the covered
person in the absence of insurance coverage, except
services received at a charitable research hospital,
which is not operated by a governmental agency.
Physician self-treatment.

Services performed by a person who lives in the
covered person’s home or who is related to the
covered person by blood or marriage.

Conditions caused by the covered person’s
commission (or attempted commission) of a felony
unless the condition was an injury resulting from an
act of domestic violence or an injury resulting from
a medical condition.

Conditions caused by release of nuclear energy,
when government funds are available.

Any services provided by, or for which payment

is made by, a local, state or federal government
agency. This limitation does not apply to Medi-Cal,
Medicaid or Medicare.

Services for a surrogate pregnancy are covered
when the surrogate is a Health Net insured.
However, when compensation is obtained for
the surrogacy, the plan shall have a lien on such
compensation to recover its medical expense.

Services and supplies obtained while in a foreign
country with the exception of emergency care.
Home birth, unless criteria for emergency care have
been met.

Reimbursement for services for which the covered
person is not legally obligated to pay the provider in
the absence of insurance coverage.

Amounts charged by out-of-network providers for
covered medical services and treatment that Health
Net determines to be in excess of the covered
expense.

Any expenses related to the following items,
whether authorized by a physician or not: (a)
alteration of the covered person’s residence to
accommodate the covered person’s physical or
medical condition, including the installation of
elevators; and (b) air purifiers, air conditioners and
humidifiers.

Some disposable supplies for home use, except for
diabetic supplies and others as listed in the Policy.
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Some services require precertification from Health Net
prior to receiving services. Please refer to your Policy
for details about what services and procedures require
precertification.

Health Net does not require precertification for dialysis
services or maternity care. However, please call the
Customer Contact Center at 888-926-4988 upon
initiation of dialysis services or at the time of the first
prenatal visit.

Renewability of this Policy

Subject to the termination provisions discussed in the
Policy, coverage will remain in effect for each month
premiums are received and accepted by Health Net.

Premiums

We may adjust or change your premium. If we change
your premium amount, notice will be mailed to

you at least 60 days prior to the premium change
effective date. Premiums are automatically adjusted
for changes in your and your dependent spouse’s or
registered domestic partner’s ages. Premiums may be
adjusted when your residence address changes.

Claims-to-premium ratio

Health Net's 2020 ratio of incurred claims to earned
premiums after risk adjustment and reinsurance for
the Individual & Family PPO and PureCare One EPO
insurance plans was 81.6 percent.



Nondiscrimination Notice

Health Net Life Insurance Company (Health Net) complies with applicable federal civil rights laws and does not
discriminate, exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion,
marital status, gender, gender identity, sexual orientation, age, disability, or sex.

Health Net:

« 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:

Individual & Family Plan (IFP) Covered Persons On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Covered Persons Off Exchange 1-800-839-2172 (TTY: 711)

Individual & Family Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another way based on one of
the characteristics listed above, you can file a grievance by calling Health Net’s Customer Contact Center at the
number above and telling them you need help filing a grievance. Health Net’s Customer Contact Center is available
to help you file a grievance. You can also file a grievance by mail, fax or email at:

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

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Covered Persons) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

You may submit a complaint by calling the California Department of Insurance at 1-800-927-4357 or online at
https://www.insurance.ca.gov/01-consumers/101-help/index.cfm.

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.

FLYO28966EPOO (3/19)
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English

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent

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

Arabic
B Juai¥) oy haelsall e Jemnll clinly 33551 ol 1585 0f WiSays 5558 pn e ll jisi (o Uiy Ailae 4 sad cileda
b sl JLai¥) 38 e e Joal il oy «Jand) cinlin e pama il aties e L il Ll cpaall ehaall e S 5a
A1 Juai¥) s cdlilall 5 2 Y1 At il cedias Bl e (TTY: 711) 1-800-522-0088 :28 1 e Health Net
(TTY: 711) 1-877-609-8711

Armenian

Ubddwn (kquljut Swnwynipyniititp: dnip jupng bp pubwnp pupgiuithy uvnwbug:
Quunwpnrbpp upnn B jupnuy dkp 1EqUny: Gpt ID pupwn niubp, oguntpjut hwdwp jugpmd
Elup quiquhwpt) Zwdwhinpyubph vyuwuwpluuwt Jeunpnuh hkbpwpnuwhwdwpny: Snpswnnth
hudph nhunpyubpht pigpmd bup quiiquhwpty Health Net-h Unibipghnt uyguwuwpljdwi Jeinpnt
1-800-522-0088 htinwijunuwhwdwpny] (TTY' 711): Individual & Family Plan (IFP) nhunpyutpht
Junpmu klp quiiquhwpty 1-877-609-8711 hknwunuwhwdwpny (TTY 711):

Chinese

REE SRS o AT {E R O3 2 AR - WTﬁJ\H’ZSUfFUAZS@ﬁEiE AR SRR YRR S
T - BB HAREE G E R HEITE PRGSO EREIRNS - E BRI BN R FE AFERBT
1-800-522-0088 (¥E[EEE4R @ 711) B Health Net FA AL H ZQEP L4 o Individual & Family Plan (IFP)
HIFHEE N GEHEFT 1-877-609-8711 (FE[EELE : 711) -

Hindi

fOetr Qe 9T FaTd| 3T Teh GITAT GTH AT Hehel &1 3T SEATdoil Dl U 9T 3 Tgar
Fhd &l Feg & fog, Il 3106 o 3MEE 1S & aF HUAT TTed UG g & deX W BT B
fAIAT TTeffe 3Mded PUAT od ¢ & HATNASA HUD $hg P 1-800-522-0088 (TTY: 711) W
et A | AT 3R HfF card (3MSuwd) 3mdeed FuAT 1-877-609-8711 (TTY: 711) WX ahicl
|

Hmong

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

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

Japanese

ELOZEHEY—EAERME L TBY £9, @ikEFE L THHWEZ T £, AARETEZBHAT
52 EHARETT, AT ONWTIE, IDI— REBRLOHE B EEE o ¥ —F TREREL
7ZE, JEHEZEE U HRRBR O FIAE O J5iL, Health Net D EAGE v & —
(1-800-522-0088, TTY: 711) FTRBEIELS IV, A « FiEHIT 77 (IFP) OHIAZE DI
1. 1-877-609-8711 (TTY: 711) F CTEEHEL XV,
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Khmer
TEUNMANTNWRBAMG D INAERMNGEGUMSHRAURUR A N AERNGANUIRH SARaNI]
INAHANMANIUIINAERY UUESW pasiSinnfgivnstanamngs asungiainigims
' ° 1o o a ! ° > o )
IUSIUEUHRBANUISNAGSUHAGES Y HANAMAJUARMAVIRUMUFLR fyuumgiaigig
MSHEBANUEAESHIUAT Health Net MBIIKUE 1-800-522-0088 (TTY: 711)4 HRINAMMA]H
RIRMIUEAN:UE SLIRBIEON (IFP) fyBiuTgiainigimSinug 1-877-609-8711 (TTY: 711)
Korean
T8 o] AHAdUT T AHAE o = QlFyu 24 dE AH g o 5 glon
AHF Ml &= sz AR ol 2 Alegun mao] dasA i ID7tEe] £EE HER
A H 2 Al o] At Al L. aL8-F 15 A R19] 749 Health Neto] &S] ALz A 8] 2 AlEf ol
1-800-522-0088(TTY: 711)H 0.2 A &3] FAA S 7ol @ 7}= ZAFP) A4 2le] A4S
1-877-609-8711(TTY: 711)H .2 A3}s] T4 A <.

Navajo

Doo bdah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ nd hadiddot'jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t'a& na akédoolniit. Akét’éego shiké a’doowot ninizingo
Customer Contact Center hoolyéhiji’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikda’. Naaltsoos nehiltséosgo naanish ba dahikahigii éi koji’ hodiilnih Health Net’s Commercial
Contact Center 1-800-522-0088 (TTY: 711). T'aa ho déé ha’atchini (IFP) bahigii éi kojj’ hojilnih
1-877-609-8711 (TTY: 711).

Persian (Farsi)
() 5 o 5 Gl o Led (o) 4 Al 28 Canad g3 5 2l 55 e 2580 (AL aa sl S 3155 e Al A (50 (L) lexd
ol S e b Tl La i )8 05 8 landaliie 80 Gl (i (alas 3 e bt L ikl ey la (s i€ R eSS iy 5
L Gl *(IFP) L9548 5 52 7 b olaliia 21,80 Gia (TTY:711) 1-800-522-0088 s et 42 Health Net s s
280 Gl (TTY:711) 1-877-609-8711 » et

Panjabi (Punjabi)

ot foan Ba3 TEM 37 A’ 3A i T3 < AT ITHS od e J| 3T¢ TH3RH 33! I
€9 Uz 3 H=e 7 AT I Hee 38, A 393 a8 e wdidt a93 I, 3f fggur I3 Irgd AU
deg 499 3 I3 3| HSd T IgU fasara, faaur s9d I8 &< © TUdd Hudd ded §
1-800-522-0088 (TTY: 711) ‘3 &3 3| fenaZer3 w3 ufgead ure' (IFP) fasard’ § fagur sga
1-877-609-8711 (TTY: 711) ‘3 IS S|

Russian

becmnarHast OMOIIIb TIEPEBOTYUKOB. Bbl MOYKETE MOIYyYUTh TIOMOIIb MEPEe®I4ruKa. BaM MOTyT nMpounTaTth
JIOKyMeHThI Ha Barirem poarom sizsike. Ecii Bam HyskHa omoins u 'y Baaipu cebe ecTh KapTouka
yUYaCTHHUKA [UIaHa, 3BOHHUTE 10 TesieoHy [leHTpa momMoru KiineHTaM. YHaCTHUKU KOJUIEKTHBHBIX MIaHOB,
MPEOCTABIIICMBIX pabOTOAaTENIeM: 3BOHUTE B KOMMepueckuil rieHTp momiy Health Net mo tenedony
1-800-522-0088 (TTY: 711). YuacTHUKY TUTAaHOB AJIs 9acTHBIX Jiuil U cemeilt (IFP): 3BonuTeno tenedony
1-877-609-8711 (TTY: 711).
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Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, si tiene una tarjeta de identificacion, llame al ntimero del
Centro de Comunicacion con el Cliente. Los solicitantes del grupo del empleador deben llamar al Centro
de Comunicacién Comercial de Health Net, al 1-800-522-0088 (TTY: 711). Los solicitantes de planes
individuales y familiares deben llamar al 1-877-609-8711 (TTY: 711).

Tagalog

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

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

Thai

lifiduimadums quanuanldanald Qmm&mnfl,ﬁéml,anmﬂﬁwwoLﬂumm"naaqmvlﬁ WINFBINTANNTIE
wia wazqulitasdszand lsalnananoinagudanddunus gadasnguuwsdns lhsalnamnaudgndduniusiss
wWdizuas Health Net inungiae 1-800-522-0088 (Inua TTY: 711) HAIATUHULAAALAZATALAT)

(Individual & Family Plan: IFP) ldsalns 1-877-609-8711 (Inua TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngir Mién Phi. Quy vi ¢6 thé c6 mot phién dich vién. Quy vi ¢6 thé yéu cau duoc doc cho
nghe tai liéu bang ngdn ngir cia quy vi. Bé dugc gitp dd, né u quy vi co thé ID, vui long goi dén sb dién thoai
ctia Trung Tam Lién Lac Khach Hang. Nhimg nguoi ndp don xin bao hiém nhom qua hing sé vui long goi
Trung Tam Lién Lac Thwong Mai cia Health Net theo s& 1-800-522-0088 (TTY: 711). Nguoi ndp don thude
Chuong Trinh Ca Nhan & Gia Binh (IFP), vui long goi s& 1-877-609-8711 (TTY: 711).

CA Commercial On and Off-Exchange Member Notice of Language Assistance

FLY017550EH00 (12/17)
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Health Net Individual & Family Plans

PO Box 989731
West Sacramento CA 95798-9731

877-609-8711 (English)
877-891-9050 (Cantonese)
877-339-8596 (Korean)
877-891-9053 (Mandarin)
800-331-1777 (Spanish)
877-891-9051 (Tagalog)
877-339-8621 (Vietnamese)

Assistance for the hearing and speech impaired
TTY users call 711.

www.MyHealthNetCA.com

/
\ ™
healthnet | <overee

Ambetter from Health Net EPO insurance plans, Policy Form # P34401, are underwritten by Health Net Life Insurance Company. Health Net Life Insurance Company is a subsidiary of Health Net, LLC.
Health Net is a registered service mark of Health Net, LLC. Covered California is a registered trademark of the State of California. All rights reserved.
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