5

health net

A COMPLETE

explanation

of your plan

Health Net of California IFP
Plan Contract and Evidence of Coverage

Minimum Coverage Ambetter HSP

PLAN 77
EOCID: 579686

Important benefit information - please read






PLEASE READ THIS IMPORTANT NOTICE ABOUT THE HEALTH NET HSP PURECARE
NETWORK HEALTH PLAN SERVICE AREA AND OBTAINING SERVICES FROM
PURECARE NETWORK PHYSICIAN AND HOSPITAL PROVIDERS

Except for Emergency and Urgently Needed Care, benefits for Physician and Hospital services under
this Health Net HSP PureCare Network (""PureCare Network') plan are only available when you
live or work in the PureCare Network service area and use a PureCare Network Participating Physician
or Hospital. However, if you receive covered services at a PureCare Network health facility at which or
as a result of which you receive services provided by a non-contracted provider, you will pay no more
than the same cost sharing you would pay for the same covered services received from a PureCare
network provider. When you enroll in this PureCare Network plan, you may only use a Participating
Physician or Hospital that is in the PureCare Network, except as noted above, and you are required to
choose a PureCare Network Primary Care Physician. You may obtain ancillary, Pharmacy or Behavioral
Health covered services and supplies from any Health Net Participating ancillary, Pharmacy or
Behavioral Health Provider.

Obtaining Covered Services under the Health Net HSP PureCare Network Plan

Type of Provider Available From

HOSPITAL ..ottt *Only PureCare Network Hospitals
PHYSICTAN ...ttt ettt e eee *Only PureCare Network Physicians
ANCILLARY ..ot All Health Net Contracting Ancillary Providers
PHARMACY .ottt ettt seneens All Health Net Participating Pharmacies
BEHAVIORAL HEALTH......cccccocviiiiiiieieenen. All Health Net Contracting Behavioral Health providers

*  The benefits of this plan for Physician and Hospital services are only available for covered services
received from a PureCare Network Participating Physician or Hospital, except for Emergency and
Urgently Needed Care. Please refer to the "Introduction to Health Net" section for more details on
referrals and how to obtain Emergency and Urgently Needed Care.

Note: Not all Physician and Hospitals that contract with Health Net are PureCare Network Participating
Providers. Only those Physicians and Hospitals specifically identified as Participating Providers in the
PureCare Network may provide services under this plan, except as described in the chart above.

The PureCare Network service area and a list of its Participating Physician and Hospital providers are
shown in the Health Net PureCare Network Provider Directory, which is available online at our website
www.myhealthnetca.com. You can also call the Health Net Customer Contact Center at 1-800-839-2172
to request provider information. The PureCare Network Provider Directory is different from other
Health Net Provider Directories.

Unless specifically stated otherwise, use of the following terms in this Plan Contract and Evidence of
Coverage solely refers to the PureCare Network as explained above.

e Health Net
e Health Net Service Area
e Hospital

e Primary Care Physician, Participating Physician, Physician, participating provider and contracting
Providers


http://www.myhealthnetca.com/

e Network

e Provider Directory

If you have any questions about the PureCare Network Service Area, choosing a PureCare Network
Primary Care Physician, how to access care or your benefits, please contact the Health Net Customer

Contact Center at 1-800-839-2172.
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Health Net PureCare Network Alternative Access Standards

The PureCare Network includes participating primary care and Specialist Physicians, and Hospitals in
the PureCare Network service area. However, Members residing in the following zip codes will need to
travel as indicated to access a participating PCP and/or receive non-emergency Hospital services.

16 — 30 Miles

Kern County: 93203 — Arvin (Hospital); 93249 — Lost Hills (PCP); 93313 — Bakersfield (Hospital);
93560 — Rosamond (PCP);

Los Angeles County: 90265 — Malibu (Hospital); 93535 — Lancaster (PCP and Hospital); 93536 —
Lancaster (PCP); 93543 — Littlerock (PCP); 93544 — Llano (Hospital)

Orange County: 92672 — San Clemente (Hospital); 92673 — San Clemente (Hospital)
Riverside County: 92544 — Hemet (Hospital)

San Diego County: 91901 — Alpine (Hospital); 91917 — Dulzura (Hospital); 91987 — Tecate (Hospital);
92021 — El Cajon (Hospital); 92036 — Julian (PCP)

Beyond 30 Miles

Kern County: 93206 — Buttonwillow (Hospital: 40 miles); 93222 — Pine Mountain Club (Hospital: 44
miles); 93224 — Fellows (Hospital: 39 miles); 93225 — Frazier Park (Hospital: 49 miles); 93243 — Lebec
(Hospital: 45 miles); 93249 — Lost Hills (Hospital: 61 miles); 93251 — McKittrick (PCP: 36 miles and
Hospital: 49 miles); 93252 — Maricopa (Hospital: 58 miles); 93255 — Onyx (PCP: 32 miles and Hospital:
34 miles); 93268 — Taft (Hospital: 38 miles); 93504 — California City (Hospital: 34 miles); 93505 —
California City (Hospital: 35 miles); 93516 — Boron (PCP: 45 miles and Hospital: 48 miles); 93519 —
Cantil (Hospital: 56 miles); 93523 — Edwards Air Force Base (Hospital: 44 miles); 93524 — Edwards Air
Force Base (PCP: 34 miles and Hospital: 46 miles); 93596 — Boron (Hospital: 44 miles)

Los Angeles County: 90704 — Avalon (PCP: 45 miles); 93532 — Lake Hughes (Hospital: 32 miles);
93536 — Lancaster (Hospital: 34 miles)

Riverside County: 92254 — Mecca (Hospital: 35 miles); 92274 — Thermal (Hospital: 46 miles); 92539
— Anza (Hospital: 34 miles)

San Bernardino County: 92277 — Twentynine Palms (Hospital: 35 miles); 92278 — Twentynine Palms
(PCP: 46 miles); 92301 — Adelanto (Hospital: 32 miles); 92309 — Baker (PCP: 109 miles and Hospital:
112 miles); 92310 — Fort Irwin (PCP and Hospital: 45 miles); 92365 — Newberry Springs (PCP: 35 miles
and Hospital: 33 miles)

San Diego County: 91905 — Boulevard (Hospital: 51 miles); 91906 — Campo (Hospital: 45 miles);
91916 — Descanso (Hospital: 33 miles); 91931 — Gutay (Hospital: 34 miles); 91934 — Jacumba
(Hospital: 60 miles); 91948 — Mt. Laguna (Hospital: 42 miles); 91962 — Pine Valley (Hospital: 45
miles); 91963 — Potrero (Hospital: 35 miles); 91980 — Tecate (Hospital: 31 miles); 92004 — Borrego
Springs (PCP: 37 miles and Hospital: 51 miles); 92036 — Julian (Hospital: 53 miles); 92066 — Ranchita
(Hospital: 42 miles); 92070 — Santa Ysabel (Hospital: 32 miles); 92086 — Warner Springs (Hospital: 36
miles)
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Health Net PureCare Network Alternative Access Standards — Ancillary Providers

The PureCare Network includes participating ancillary providers, including acupuncture, vision and
dental services providers, in the PureCare Network service area. However, in the rural zip codes within
the service area identified below, Health Net may not have a contracted provider for acupuncture, vision
and/or dental services. If you require medically necessary services from an acupuncture, vision and/or
dental services provider in these areas where Health Net does not have a contracted provider for
acupuncture, vision and/or dental services, and there are nonparticipating acupuncture, vision and/or
dental providers offices located within access standards, Health Net’s applicable ancillary provider
networks will make arrangements with a nonparticipating acupuncture, vision and/or dental services
provider within the access standards who will provide the services to you at the copayment levels
described in the “Schedule of Benefits and Copayments” section of this Plan Contract and EOC.

Acupuncture:

Kern County: 93205 (Bodfish), 93240 (Lake Isabella), 93283 (Weldon), 93505 (California City),
93519 (Cantil), 93523 (Edwards) and 93561 (Tehachapi)

Los Angeles County: 90704 (Avalon)

San Bernardino County: 92277 (Twentynine Palms), 92309 (Baker), 92310 (Fort Irwin), 92327
(Daggett) and 92365 (Newberry Springs)

Vision:

Kern County: 93243 (Lebec), 93505 (California City), 93516 (Boron), 93519 (Cantil), 93523
(Edwards), 93524 (Edwards) and 93596 (Boron)

Los Angeles County: 90704 (Avalon) and 93243 (Lebec)

San Bernardino County: 92277 (Twenty-Nine Palms), 92309 (Baker), 92310 (Fort Irwin) and 93516
(Boran)

San Diego County: 91905 (Boulevard) and 92004 (Borrego Springs)
Dental:

Primary Care Dentists and General Dentists:

Kern County: 93205 (Bodfish), 93222 (Pine Mountain Club), 93225 (Frazier Park), 93226 (Glennville),
93238 (Kernville), 93240 (Lake Isabella), 93243 (Lebec), 93255 (Onyx), 93283 (Weldon), 93285
(Wofford Heights), 93287 (Woody), 93313 (Bakersfield), 93501 (Mojave), 93504 (California City),
93505 (California City), 93516 (Boron), 93518 (Caliente), 93519 (Cantil), 93523 (Edwards), 93524
(Edwards), 93536 (Lancaster), 93596 (Boron)

Los Angeles County: 90704 (Avalon), 93243 (Lebec), 93535 (Lancaster), 93536 (Lancaster), 93543
(Littlerock), 93544 (Llano), 93563 (Valyermo), 93591 (Palmdate), 93543 (Littlerock)

Riverside County: 92539 (Anza)

San Bernardino County: 92277 (Twentynine Palms), 92278 (Twentynine Palms), 92285 (Landers),
92301 (Adelanto), 92309 (Baker), 92310 (Fort Irwin), 92314 (Big Bear City), 92315 (Big Bear Lake),
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92365 (Newberry Springs), 92356 (Lucerne Valley), 92386 (Sugarloaf), 93516 (Boron), 93524
(Edwards), 92333 (Fawnskin)

San Diego County: 91905 (Boulevard), 91906 (Campo), 91916 (Descanso), 91931 (Guatay), 91934
(Jacumba), 91962 (Pine Valley), 91963 (Potrero), 91980 (Tecate), 92036 (Julian), 92065 (Ramona)
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Plan Contract and Evidence of Coverage (“Plan Contract”)

ISSUED BY

Health Net of California, Inc
LOS ANGELES, CALIFORNIA

To the extent herein limited and defined, this Plan Contract and Evidence of Coverage ("Plan
Contract") provides for comprehensive health services provided through Health Net of California, Inc.
(Health Net),a California health care service plan. Upon payment of subscription charges in the manner
provided for in this Plan Contract, Health Net hereby agrees to furnish services and benefits as defined
in this Plan Contract to eligible Subscribers and their eligible Family Members according to the terms
and conditions of this Plan Contract.

Plan Code: J77

Health Net

g b D27

Amy W. Krause J. Brian Ternan
Secretary President






Use of Special Words

Special words used in this Plan Contract to explain your Plan have their first letter capitalized and
appear in the "Definitions" section.

The following words are used frequently:

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

e "We" or "Our" refers to Health Net.
e "Subscriber" means the primary Member.
e "Member" is the Subscriber or an enrolled family member.

e '"Participating Provider", “Participating Physician” or “In-Network Provider” means the Health
Net contracting providers who will provide or authorize all covered medical care. Participating
Providers have agreed to participate in the Health Net Health Care Service Plan (HSP) PureCare
Network. They have agreed to provide you covered services and supplies, as explained in this Plan
Contract and Evidence of Coverage, and accept a special Contracted Rate, called the Contracted
Rate, as payment in full. Your share of costs is based on this contracted rate.

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

e "Primary Care Physician" is the individual Participating Provider each Member selected for care as
described under “Primary Care Physician” in the “Definitions” section.
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About This Booklet

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

Method of Provider Reimbursement

Health Net pays Participating Physicians and other professional Providers on a fee-for-service basis,
according to an agreed Contracted Rate. The Member may request more information about our payment
methods by contacting the Customer Contact Center at the telephone number on your Health Net ID
card.

TERM OF YOUR COVERAGE

For Subscribers and any of their Family Members whose application for enrollment is accepted by
Health Net, this Plan Contract becomes effective on the date stated on your Notice of Acceptance, at
12:00 midnight and will remain in effect, subject to the payment of subscription charges as set below.
You may terminate this Plan Contract by notifying Health Net. In such event, termination will be
effective on midnight of the first day of the month following Health Net’s receipt of your request to
cancel. Health Net may terminate or not renew this Plan Contract for causes as set forth in the
"Termination for Cause" portion of the “Eligibility, Enrollment and Termination” section. If the terms of
this Plan Contract are altered by Health Net, no resulting reduction in coverage will adversely affect a
Member who is confined to a Hospital at the time of such change.

SUBSCRIPTION CHARGES

For Subscribers, the first Subscription Charge payment must be paid to Health Net on or before the
Effective Date of this Plan Contract. After that, payment is due on or before the first day of each
coverage month (the first of each coverage quarter for quarterly billing) while the Plan Contract is in
effect. Subscription charges are payable by the Subscriber and are based on the type of Family Unit and
are set out on the Notice of Acceptance. Subscription charges must be paid in advance once a month in
full for each member receiving coverage for any portion of the month, including those members whose
coverage commences during the month and those members whose coverage terminates during the
month. Regarding coverage of newly born or newly adopted children, see the “Newly Acquired
Dependents” portion of the “Eligibility, Enrollment and Termination” section.

This Plan Contract may be terminated by Health Net after a 30 day grace period which
begins on the first day after the last day of paid coverage. Coverage will continue during
the grace period, however, you are still responsible to pay unpaid premiums and any
copayments, coinsurance or deductible amounts required under the Plan Contract.

If you do not pay your subscription charges by the first day of the month for which subscription charges
are due, Health Net will send a “Notice of Cancellation for Nonpayment of Premiums and Grace Period”
which will provide: (a) the reason for and effective date of the cancellation; (b) dollar amount due; (c)
date of the last day of paid coverage; (d) additional information regarding the grace period; (e) the date
the grace period begins and expires; (f) details of your right and the options you have of going to both
Health Net and/or the California Department of Managed Health Care if you do not agree with Health
Net’s decision; and (g) a Right to Request Review form. You have 180 days from the date of the “Notice
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of Cancellation for Nonpayment of Premiums and Grace Period” to submit the Right to Request form to
Health Net and/or the Department of Managed Health Care. Health Net can terminate your coverage
after the grace period expires.

If payment is not received by the end of the 30 day grace period, the Plan Contract will be cancelled.
Health Net will mail a Notice Confirming Termination of Coverage on the date your coverage is
terminated. The Notice Confirming Termination of Coverage will provide the following information: (a)
that the Plan Contract has been cancelled for non-payment of Subscription Charges; (b) and the specific
date and time when coverage is terminated.

Health Net will allow one reinstatement during any twelve-month period, if the amounts owed are paid
within 15 days of the date the notice confirming your termination is mailed. If you do not obtain
reinstatement of the cancelled Plan Contract within the required 15 days or if the Plan Contract has
previously been cancelled for non-payment of subscription charges during the previous contract year,
then Health Net is not required to reinstate you and you will need to reapply for coverage. Amounts
received after the termination date will be refunded to you by Health Net within 20 business days.

The Subscriber can pay the subscription charges by any one of the following options: monthly automatic
deduction from a personal checking account, check, cashier’s check, money order, debit card or credit
card, or general purpose pre-paid debit card.

Subscription payments by a paper check, cashier’s check, or money order should be mailed to:

Health Net
P.O. Box 748705
Los Angeles, CA 90074-8705

Call Health Net’s Automated Payment System, 1-800-539-4193, to make a payment by check, debit
card, or credit card, or general purpose pre-paid debit card.

NOTE: This address is for initial application submission:

Health Net Individual and Family Enrollment Unit
P.O. Box 1150
Rancho Cordova, CA 95741-1150

Retroactive adjustments for additions for any Family Members will be made in subsequent billings, but
in no event will the effective date be more than 30 days prior to the date Health Net received the written
request.

Subscription charges may be changed by Health Net effective January 1st of each year with at least a 60
days written notice to the Subscriber prior to the date of such change. Payment of any installment of
subscription charges as altered shall constitute acceptance of this change.

If this Plan Contract is terminated for any reason, the Subscriber shall be liable for all subscription
charges for any time this Plan Contract is in force during any notice period.

PAYMENT OF SUBSCRIPTION CHARGES

The Subscriber is responsible for payment of Subscription Charges to Health Net.



INTRODUCTION TO HEALTH NET

The coverage described in this Plan Contract shall be consistent with the Essential Health Benefits
coverage requirements in accordance with the Affordable Care Act (ACA). The Essential Health
Benefits are not subject to any annual dollar limits.

The benefits described under this Plan Contract do not discriminate on the basis of race, ethnicity,
color, nationality, ancestry, gender, gender identity, gender expression, age, disability, sexual
orientation, genetic information, marital status, Domestic Partner status or religion, and are not
subject to any pre-existing condition or exclusion period.

How to Obtain Care

Welcome to the Health Net Health Care Service Plan (“HSP”), a health care service plan regulated by
the California Department of Managed Health Care. All benefits of this plan (except Emergency and
Urgently Needed Care) must be provided by a Participating Provider in order to be covered by this plan.
When you enroll in this Plan, you are required to select a Primary Care Physician. Information on how
to select a Primary Care Physician and a listing of the participating Primary Care Physicians in the
Health Net Service Area, are available on the Health Net website at www.myhealthnetca.com. You can
also call the Customer Contact Center at the number shown on your Health Net ID card to request
provider information.

Participating Providers, including Primary Care Physicians and Specialists, are providers who have
agreed to "participate" in Health Net’s PureCare Network. You may go directly to any PureCare
Network Participating Provider. You are not required to see your Primary Care Physician or obtain a
referral before seeing another PureCare HSP Participating Provider. Simply find the provider you wish
to see in the Health Net PureCare Participating Provider Directory and schedule an appointment.
Participating Providers have agreed to provide Members under this Plan with Covered Services and
Supplies as explained in this Plan Contract and EOC and accept a special contracted rate, called the
Contracted Rate, as payment in full. The Member’s share of costs is based on that Contracted Rate.
Participating Providers are listed on the Health Net website at www.myhealthnetca.com or by contacting
the Customer Contact Center at the telephone number your ID card.

In addition, CVS MinuteClinic licensed practitioners are available to provide you with treatment of
common illnesses, vaccinations and other health services inside CVS/pharmacy stores. Members
traveling in another state which has a CVS Pharmacy with a MinuteClinic can access MinuteClinic
covered services under this Plan at that MinuteClinic under the terms of this Plan Contract and
Evidence of Coverage.

Some Hospitals and other providers do not provide one or more of the following services that may
be covered under your Plan Contract and Evidence of Coverage 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 the Customer Contact Center at
1-800-839-2172 to ensure that you can obtain the health care services that you need.
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Transition of Care for New Enrollees

You may request continued care from a provider, including a Hospital, that does not contract with
Health Net if your prior coverage was an individual plan that was terminated due to the health plan or
health insurer no longer offering your health plan and, at the time of enrollment with Health Net, you
were receiving care from such a provider for any of the following conditions:

e an Acute Condition;

e a Serious Chronic Condition not to exceed twelve months from the Member’s Effective Date of
coverage under this Plan;

e apregnancy (including the duration of the pregnancy and immediate postpartum care);

e maternal mental health, not to exceed 12 months from the diagnosis or from the end of the
pregnancy, whichever occurs later;

e anewborn up to 36 months of age not to exceed twelve months from your Effective Date of
coverage under this Plan;

e a Terminal Illness (for the duration of the Terminal Illness); or

e asurgery or other procedure that has been authorized by your prior health plan as part of a
documented course of treatment.

For definitions of Acute Condition, Serious Chronic Condition and Terminal Illness, see the
"Definitions" section.

Health Net may provide coverage for completion of services from such a provider, subject to applicable
Copayments and any exclusions and limitations of this Plan. You must request the coverage within 60
days of your effective date unless you can show that it was not reasonably possible to make the request
within 60 days of your effective date and you make the request as soon as reasonably possible. The non-
participating provider must be willing to accept the same contract terms applicable to providers currently
contracted with Health Net, who are not capitated and who practice in the same or similar geographic
region. If the provider does not accept such terms, Health Net is not obligated to provide coverage with
that provider.

To request continued care, you will need to complete a Continuity of Care Request Form. If you would
like more information on how to request continued care or request a copy of the Continuity of Care
Request Form or of our continuity of care policy, please contact the Customer Contact Center at the
telephone number on your Health Net ID card.

Choosing a Primary Care Physician

Health Net believes maintaining an ongoing relationship with a Physician who knows you well and
whom you trust is an important part of a good health care program. That’s why, as a Health Net HSP
member, you are required to select a Primary Care Physician for yourself and each member of your
family, even though you may go directly to any Participating Provider without first seeing your Primary
Care Physician. You may designate any Primary Care Physician who participates in our network, who is
available to accept you or your Family Members and who is close enough to your residence to allow
reasonable access to medical care. Family Members may select different Primary Care Physicians. Some
Physicians may decline to accept assignment of a Member whose home address is not close enough to
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the Physician to allow reasonable access to care. For children, a pediatrician may be designated as the
Primary Care Physician. Until you make this Primary Care Physician designation, Health Net designates
one for you. Information on how to select a Primary Care Physician and a listing of the Participating
Physicians in the Health Net Service Area, are available on the Health Net website at
www.myhealthnetca.com. You can also call the Customer Contact Center at the number shown on your
Health Net ID card to request provider information or if you have questions involving reasonable access
to care. Primary Care Physicians includes general and family practitioners, internists, pediatricians and
obstetricians/gynecologists.

Selecting a Participating Mental Health Professional

Mental Health and Substance Use Disorder benefits are administered by MHN Services, an affiliate
behavioral health administrative services company (the Administrator), which contracts with Health Net
to administer these benefits. When you need to see a Participating Mental Health Professional, contact
the Administrator by calling the Health Net Customer Contact Center at the phone number on your
Health Net ID card. The Administrator will help you identify a Participating Mental Health Professional,
a participating independent Physician or a sub-contracted provider association (IPA) within the network,
close to where you live or work, with whom you can make an appointment.

Certain services and supplies for Mental Health and Substance Use Disorders may require prior
Certification by the Administrator in order to be covered. Please refer to the "Mental Health and
Substance Use Disorder " provision in the "Covered Services and Supplies" section for a complete
description of Mental Health and Substance Use Disorder services and supplies, including those that
require prior Certification by the Administrator.

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

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

Your Financial Responsibility

You are financially responsible for any required Deductible or Copayment amount for certain services,
as described in "Schedule of Benefits and Copayments."

All benefits of this plan (except Emergency and Urgently Needed Care) must be provided by a
Participating Provider in order to be covered by this Plan. Participating Providers are providers who
have agreed to provide You Covered Services and Supplies as explained in this Plan Contract and EOC
and accept a special Contracted Rate, called the Contracted Rate, as payment in full. Your share of costs
is based on this contracted rate. Participating Providers are listed on the Health Net website at
www.myhealthnetca.com, or you can contact the Customer Contact Center at the telephone number on
your Health Net ID card.

You are completely financially responsible for medical care (except Emergency and Urgently Needed
Care) that you obtain from an Out-of-Network Provider. You are also financially responsible for care
that this Plan does not cover.
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For all services which meet the criteria for Emergency and Urgently Needed Care, you will pay the
Copayment amount shown for Participating Providers, even if the services were provided by an Out-of-
Network Provider.

Deductibles

For certain services and supplies under this Plan, a calendar year Deductible applies, which must be
satisfied before these services and supplies are covered. Such services and supplies are only covered to
the extent that the covered expenses exceed the Deductible. Refer to the "Schedule of Benefits and
Copayments" section for specific information on Deductibles.

Noncertification Penalties

Some of the Covered Expenses under this plan are subject to a requirement of Certification in order for
the noncertification penalty to not apply. Refer to the “Schedule of Benefits and Copayments” and
“Certification Requirements” sections for specific information.

Certification is NOT a determination of benefits. Some of these services or supplies may not be
covered under Your Plan. Even if a service or supply is certified, eligibility rules and benefit
limitations will still apply.

Questions

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

Timely Access to Care

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

Please contact Health Net at the number shown on your Health Net ID card, 7 days per week, 24 hours
per day to access triage or screening services. Health Net provides access to covered health care services
in a timely manner.

Please see the "Language Assistance Services" section, and the "Notice of Language Services" section,
for information regarding the availability of no cost interpreter services.

Definitions Related to Timely Access to Care

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

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

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

When you need to see a Participating Physician, including your Primary Care Physician, call his or her
office for an appointment. Please call ahead as soon as possible. When you make an appointment,
identify yourself as a Health Net Member, and tell the receptionist when you would like to see your
doctor. The receptionist will make every effort to schedule an appointment at a time convenient for you.
If you need to cancel an appointment, notify your Physician as soon as possible.

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

e Physician appointments: within 10 business days of request for an appointment

e Urgent care appointment with a Participating Provider: within 48 hours of request for an
appointment

¢ Routine Check-up/Physical Exam: within 30 business days of request for an appointment

Your Participating Physician may decide that it is okay to wait longer for an appointment as long as it
does not harm your health.

Scheduling Appointments with Your Participating Mental Health
Professional

When you need to see your designated Participating Mental Health Professional, call his or her office for
an appointment. When you call for an appointment, identify yourself as covered through the
Administrator (MHN), and tell the receptionist when you would like to see your provider. The
receptionist will make every effort to schedule an appointment at a time convenient for you. If you need
to cancel an appointment, notify your provider as soon as possible.

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

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

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

e Urgent appointment for Mental Health and Substance Use Disorder visit: within 48 hours of
request for an appointment.

¢ Non-life threatening behavioral health emergency: within 6 hours of request for an appointment.

Your Participating Mental Health Professional may decide that it is okay to wait longer for an
appointment as long as it does not harm your health.

Scheduling Appointments with a Specialist for Medical and Surgical
Services
When you need to see a Specialist, call his or her office for an appointment. Please call ahead as soon as

possible. When you make an appointment, identify yourself as a Health Net Member, and tell the
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receptionist when you would like to see the Specialist. The Specialist’s office will do their best to make
your appointment at a time that works best for you.

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

e Specialist appointments: within 15 business days of request for an appointment

e Urgent care appointment: with a Specialist or other type of provider that needs approval in
advance - within 96 hours of request for an appointment

Scheduling Appointments for Ancillary Services

Sometimes your doctor will tell you that you need ancillary services such as lab, x-ray, therapy, and
medical devices, for treatment or to find out more about your health condition.

Here is a general idea of how many business days, as defined above, that you may need to wait for the
appointment:

e Ancillary Service appointment: within 15 business days of request for an appointment

e Urgent care appointment for services that need approval in advance: within 96 hours of request
for an appointment

Canceling or Missing Your Appointments

If you cannot go to your appointment, call the doctor’s office right away. If you miss your appointment,
call right away to reschedule your appointment. By canceling or rescheduling your appointment, you let
someone else be seen by the doctor.

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

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

If you have a life threatening emergency, call “911” or go immediately to the closest emergency
room. Use “911” only for true emergencies.

Emergency and Urgently Needed Care

What to do when you need medical care immediately
In serious emergency situations: Call ""911" or go to the nearest Hospital.

If your situation is not so severe: Call a Participating Provider (medical) or the Administrator
(Mental Health and Substance Use Disorders) or, if you cannot call them or you need medical
care right away, go to the nearest medical center or Hospital.
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Except in an emergency or other urgent medical circumstances, the covered services of this plan must be
provided by a Participating Provider.

If you are not sure whether you have an emergency or require urgent care please contact Health Net at
the number shown on your Health Net ID card. As a Health Net member, you have access to triage or
screening services, 24 hours per day, 7 days per week.

Urgently Needed Care and all Emergency Care (including care outside of California) - may be
performed by an Out-of-Network Provider when your circumstances require it. Services by Out-of-
Network Providers will be covered if the facts demonstrate that you required Emergency or Urgently
Needed Care. Authorization is not mandatory to secure coverage. See “Definitions Related to
Emergency and Urgently Needed Care” section below for the definition of Urgently Needed Care.

It is critical that you contact Health Net as soon as you can after receiving emergency or urgently needed
care services from an Out-of-Network Provider. Health Net (medical) or the Administrator (Mental
Health and Substance Use Disorders) will evaluate your circumstances and make all necessary
arrangements to assume responsibility for your continuing care. They will also advise you about how to
obtain reimbursement for charges you may have paid.

Always present your Health Net ID card to health care providers regardless of where you are. It will
help them understand the type of coverage you have.

After your medical problem no longer requires Urgently Needed Care or ceases to be an emergency and
your condition is stable, any additional care you receive is considered Follow-Up Care.

Follow-up Care services must be performed by a Participating Provider or such services will not be
covered.

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

Definitions Related to Emergency and Urgently Needed Care

Please refer to the "Definitions" section for definitions of Emergency Care, Emergency Medical
Condition, Psychiatric Emergency Medical Condition and Urgently Needed Care.

Prescription Drugs

If you purchase a covered Prescription Drug for a medical Emergency or Urgently Needed Care from a
non-participating pharmacy, this Plan will pay you the retail cost of the drug less any required

15



Deductible and Copayment shown in the "Schedule of Benefits and Copayments" section. You will have
to pay for the Prescription Drug when it is dispensed.

To be reimbursed, you must file a claim with Health Net. Call the Customer Contact Center at the
telephone number on your Health Net ID card or visit our website at www.myhealthnetca.com to obtain
claim forms and information.

Note

The Prescription Drugs portion of the "Exclusions and Limitations" section and the requirements of
the Essential Rx Drug List also apply when drugs are dispensed by a Nonparticipating Pharmacy.

Pediatric Vision Services

In the event you require Emergency Pediatric Vision Care, please contact a Health Net Participating
Vision Provider to schedule an immediate appointment. Most Participating Vision Providers are
available during extended hours and weekends and can provide services for urgent or unexpected
conditions that occur after-hours.

Pediatric Dental Services

Emergency dental services are dental procedures administered in a dentist's office, dental clinic, or other
comparable facility, to evaluate and stabilize dental conditions of a recent onset and severity
accompanied by excessive bleeding, severe pain, or acute infection that a person could reasonably
expect that immediate dental care is needed.

All Selected General Dentists provide emergency dental services twenty-four (24) hours a day, seven (7)
days a week and we encourage you to seek care from your Selected General Dentist. If you require
emergency dental services, you may go to any dental provider, go to the closest emergency room,
or call 911 for assistance, as necessary. Prior Certification for emergency dental services is not
required.

Y our reimbursement from us for emergency dental services, if any, is limited to the extent the treatment
you received directly relates to emergency dental services - i.e. to evaluate and stabilize the dental
condition. All reimbursements will be allocated in accordance with your plan benefits, subject to any
exclusions and limitations. Hospital charges and/or other charges for care received at any hospital or
outpatient care facility that are not related to treatment of the actual dental condition are not covered
benefits.
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SCHEDULE OF BENEFITS AND COPAYMENTS

The following schedule shows the Deductibles and Copayments (fixed dollar and percentage amounts)
that you must pay for this Plan’s covered services and supplies.

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

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

For certain services and supplies under this Plan, as set out in this schedule, a Calendar Year Deductible
applies, which must be satisfied before these services and supplies are covered. Such services and
supplies are only covered to the extent that the covered expenses exceed this Deductible. To get an
estimate of charges for common medical services that are subject to the Deductible, please call the
Health Net Customer Contact Center at the telephone number on your ID card.

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. Please refer to the "Telehealth Services" definition in the "Definitions"
section for more information.

Deductible for Certain Services

In any Calendar Year, you must pay charges for medical services, outpatient Prescription Drugs,
Pediatric Dental services and one pair of glasses per year (or contact lenses in lieu of glasses) under
Pediatric Vision Services subject to the Deductible until you meet one of the following Deductible
amounts. Once your payments for medical, Prescription Drug, Pediatric Dental and one pair of glasses
per year (or contact lenses in lieu of glasses) under Pediatric Vision Covered Expenses equals the
amount shown below, the medical, outpatient Prescription Drugs, Pediatric Dental and Pediatric Vision
benefits will become payable by Health Net (subject to any additional Deductible or Copayment as
described in this Plan Contract and EOC).

Calendar Year Deductible, per MEMDET .........c.ccouiiiiiiriieiiieiiecie ettt et et seae e e $8,700
Calendar Year Deductible, per FAmily .......c.ccocoviiiiiiiiniiiiiicceceeecee e $17,400
Notes:

e Unless specifically noted below, the Calendar Year Deductible is required for medical services,
outpatient Prescription Drugs, Pediatric Dental Services and one pair of glasses per year (or
contact lenses in lieu of glasses) under Pediatric Vision Services, and is applied to the Out-of-
Pocket Maximum. You must pay an amount of covered expenses for these services equal to the
Calendar Year Deductible shown above before the benefits are paid by your Plan. After the
Deductible is satisfied, you remain financially responsible for paying any other applicable
copayments until you satisfy the Individual or Family Out-of-Pocket Maximum. If you are a
Member in a Family of two or more Members, you reach the Deductible either when you meet
the amount for any one Member, or when your entire Family reaches the Family amount.
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e Unless specifically noted below, the Calendar Year Deductible applies to all medical services,
outpatient Prescription Drugs, Pediatric Dental services and one pair of glasses per year (or
contact lenses in lieu of glasses) under Pediatric Vision Services. The Calendar Year Deductible
does not apply to Preventive Care Services. For Pediatric Dental Services, the Calendar Year
Deductible does not apply to diagnostic and preventive services.

Noncertification Penalties

Medically Necessary services for which Certification was required but not
0] 0721 11 1<Te BRSSPSR $250

Note:

e Certification is NOT a determination of benefits. Some of these services or supplies may
not be covered under Your Plan. Even if a service or supply is certified, eligibility rules and
benefit limitations will still apply.

Emergency or Urgently Needed Care in an Emergency Room or Urgent
Care Center (Medical care other than Mental Health and Substance Use
Disorders)

Copayment

Use of emergency ro0m (FACTIILY) ....eeiuiiiiiiiieie ettt 0%

Emergency room PhySICIAN.........ccoueeriierieeiienie ettt esite e esieeseteesaeesaeeseesaaeens 0% (deductible waived)

Use of urgent care center (facility and professional SErviCes) .......coocueeveeriiriieniieiiienieeienieeeeee e 0%%*
Note:

* The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits
include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits, acupuncture visits and Mental Health and Substance Use
Disorder outpatient visits.

Copayment Exceptions

e Ifyou are admitted to a Hospital as an inpatient directly from the emergency room, the
emergency room facility Copayment will not apply.

e For emergency care in an emergency room or urgent care center, you are required to pay only the
deductible and copayment amount required under this plan as described above. Refer to
“Ambulance Services” below for emergency medical transportation Copayment.

Emergency or Urgently Needed Care in an Emergency Room or Urgent
Care Center (Mental Health and Substance Use Disorders)

Use of emergency ro0m (FACTIILY) .....eeiuiiiiiiiiieiieie ettt ettt et e et sibeenbee e enseeas 0%
Emergency room PhySICIAN.........coiiiiiiiiiiiiieie ettt 0% (deductible waived)
Use of urgent care center (facility and professional SErviCes) ........cccuevvuieruieriiieniieniiieniieeieeree e 0%*
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Note:

* The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits
include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits, acupuncture visits and Mental Health and Substance Use
Disorder outpatient visits.

Copayment Exceptions

e If you are admitted to a Hospital as an inpatient directly from the emergency room, the
emergency room facility Copayment will not apply.

e For emergency care in an emergency room or urgent care center, you are required to pay only the
deductible and copayment amount required under this plan as described above. Refer to
“Ambulance Services” below for emergency medical transportation Copayment.

Ambulance Services (Medical care other than Mental Health and
Substance Use Disorders)

Copayment

Ground AMDULAINCE .......ooeeeeieeeeeee 0%
AT AINDULAINICE ..ottt e e e e e e e e e et e e e e e e e e e e e e e e aaeeeeeeeaaae e aaaesaeeeeaaanraaaaaaaaaes 0%
Note:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained. For more information on ambulance
services coverage, refer to the “Ambulance Services” portions of the “Covered Services and
Supplies” section, and the “Exclusions and Limitations” section.

Ambulance Services (Mental Health and Substance Use Disorders)

Copayment

GIOUNA QIMDULANCE ..o e et e e e e e e e e e e e e aeeeee e e e e eaeeeeeeeeenanaaaans 0%
AT QIMIDULATICE ...t nnn 0%
Note:

e C(Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained. For more information on ambulance
services coverage, refer to the “Ambulance Services” portions of the “Covered Services and
Supplies” section, and the “Exclusions and Limitations” section.

Office Visits

Copayment
Visit to Physician, Physician Assistant or Nurse Practitioner ...........ccoceeeeveniininicneenincicneencecees 0%*
Specialist CONSUITATION ......ccuvieiiiiiiieiieiie ettt ettt et e bt e st e e be e bt e esbeebeeesbeeseeenseenseesnseenseennsean 0%
Hearing examination for diagnosis or treatment™™ . ..............ccccooviiiiiiiniiiinieee e 0%*



Vision examination for diagnosis or treatment (ages 19 and older) by an

OPLOMGLIISE ™ Lttt ettt et b ettt s bt et e e sbe ettt be et eae 0%*
Vision examination for diagnosis or treatment (ages 19 and older) by an

OphthalmOlogIst ™ ... et 0%
Physician visit to a Member's home (at the discretion of the Physician in

accordance with the rules and criteria established by Health Net) .........ccccocoviiiiniiniinniniin 0%*
Specialist visit to a Member's home (at the discretion of the Physician in

accordance with the rules and criteria established by Health Net) ........c.cccocoeviniiniiiiniiniininee 0%
Annual Physical Examination (1 per Calendar Year)**** . .. .....cccciminiiiniiniierieeneenen, Not Covered
Telehealth consultation through the Select Telehealth Services

PrOVIAEIF ¥ EE ettt ettt ettt et a ettt b e et h et e n e et et e b e teebeereeneene e $0*

Note:

* The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits
include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits and Mental Health and Substance Use Disorder outpatient
visits.

** For hearing examinations, the above note does not apply when the hearing examination is obtained
from a specialist.

Self-referrals are allowed for obstetrician and gynecological services, and reproductive and sexual
health care services. (Refer to "Obstetrician and Gynecologist (OB/GYN) Self-Referral" and “Self-
Referral for Reproductive and Sexual Health Care Services” portions of the "Covered Services and
Supplies" section.)

***See “Pediatric Vision Services” for details regarding pediatric vision care services.

*#**¥For nonpreventive purpose, such as taken to obtain employment or administered at the request of a
third party, such as a school, camp or sports organization. For annual preventive physical
examinations, see “Preventive Care Services” below.

*#x4*The designated Select Telehealth Services Provider for this plan is listed on your Health Net ID

card. To obtain services, contact the Select Telehealth Services Provider directly as shown on your
ID card.

Preventive Care Services

Copayment

Preventive Care SEIVICES .....ccievierieeriieeieeieeeteeieeereeieesveeseessseeseessaeeseesnseesseensns $0 (deductible waived)

Notes:

e Covered services include, but are not limited to, annual preventive physical examinations,
immunizations, screening and diagnosis of prostate cancer, well-woman examinations,
preventive services for pregnancy, other women’s preventive services as supported by the Health
Resources and Services Administration (HRSA), breast feeding support and supplies and
preventive vision and hearing screening examinations. Refer to the "Preventive Care Services"
portion of "Covered Services and Supplies" section for details.
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e Ifyou receive any other covered services in addition to Preventive Care Services during the same
visit, you will also pay the applicable Copayment for those services.

Hospital Visits by Physician
Copayment
Physician visit t0 HOSPItAL .....c.coiiiiiiiiiiiiiicc et e 0%
Note:

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

Allergy, Immunizations and Injections

Copayment

ALLCTZY TESTINE. ..ottt ettt et s ht et e et e e bt e bt e ateehee bt eatesat e bt enbeeaeenbeenteeseebeentesneenseans 0%
ALLBTZY SETUIM ...ttt ettt ettt sttt et b bt et s bt et e et e e bt e bt e st e ebeenbeeatesbeenbeentesuaenaeens 0%
ALLCTZY INJECTION SETVICES ..uuveutieutieutertieteeitestieteeitesteeteeatesteesseestesteenseeneenseesseeseenbeensesseeseensesneenseensesnean 0%*
Immunizations for occupational purposes or foreign travel ............ccoceeiiiniiiniiniiiiieiieees Not covered
Injections (excluding injections for Infertility)
Office based injectable medications (PEr dOSE) ........covevuiriiriiiiiriinieeriere ettt 0%
Notes:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

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

e Certain injectable drugs which are considered self-administered are covered on the Specialty
Drug tier under the pharmacy benefit. Specialty Drugs are not covered under the medical
benefits even if they are administered in a Physician’s office. If you need to have the provider
administer the Specialty Drug, You will need to obtain the Specialty Drug through our
contracted Specialty Pharmacy Vendor and bring it with you to the Physician’s office.
Alternatively, you can coordinate delivery of the Specialty Drug directly to the provider office
through our contracted Specialty Pharmacy Vendor. Please refer to the "Tier 4 (Specialty
Drugs)" portion of this "Schedule of Benefits and Copayments" section for the applicable
Copayment.

* The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits

include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits and Mental Health and Substance Use Disorder outpatient
visits.
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Rehabilitation and Habilitation Therapy

PRYSICAl tREIAPY ...ee ettt ettt et e s et e st e et e e b e et e e s ateenbeeenbeensaeenaeenne 0%

OcCUPALIONAL tHETAPY ....coueiiiiiiiieiie ettt ettt et e ettt e sab e e bt e sabeebeesaeeenbeesaeeenes 0%

SPEECH TNEIAPY ...t ettt e st e et e et e et e et e ete et e e b e e eabeenteeeateenbeennnes 0%

PulmOonary therapy .........ooiiiiee ettt ettt ettt e st ebee st e ebee e 0%

O (e B o 1 T ) USRS PRRSR 0%

Habilitative therapy ... ....oo ittt ettt ettt et e st e b e 0%
Notes:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

e These services will be covered when Medically Necessary.

e Coverage for physical, occupational and speech rehabilitation and habilitation therapy services is
subject to certain conditions as described under the heading “Rehabilitation and Habilitation
Therapy” of the “Exclusions and Limitations” section.

Care for Conditions of Pregnancy

Copayment

Prenatal care and preconCeption VISItS........c.veeeeerueerieeriierieeieeneeeieenieesveenseesneens $0* (deductible waived)
POStNAatal OFfICE VISIE...ccueiiiiiiiiiiiee ettt ettt sttt e et e et e et e ebeeeneeenes 0%**
Newborn care office visit (birth through 30 days)™*..........cccooiieiiiriieeee e 0%**
Physician visit to the mother or newborn at a Hospital ............ccccccooiiiiiiiiiiiiiccee 0%
Professional Services for Normal delivery, including Cesarean S€Ction ...........coceevevveevieneenierienceneenne 0%
Complications Of PrEZNANCY ........coeiruiriiiriiriiiie ettt ettt st See note below
Normal delivery, including CeSarean SECHION ...........ccuieierieriirieriereeie ettt seesaeens 0%
GEnetic tESTING OF FETUS ....eitiiiiiiiiiiieeee ettt ettt et st sbe et sbe et eaeesaeen 0%
Circumcision of newborn (birth through 30 days)***..........cccoooiiiiiii e 0%
Notes:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

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

e Applicable Deductible or Copayment requirements apply to any services and supplies required
for the treatment of an illness or condition, including but not limited to, complications of
pregnancy. For example, if the complication requires an office visit, then the office visit

Copayment will apply.
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*  Prenatal, postnatal and newborn care that are Preventive Care Services are covered in full. See
“Preventive Care Services” above. If other non-Preventive Care Services are received during the
same office visit, the above Copayment will apply for the non-Preventive Care Services. Refer to
“Preventive Care Services” and “Pregnancy” under “Covered Services and Supplies.”

** The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits
include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits and Mental Health and Substance Use Disorder outpatient
visits.

***Circumcisions for members age 31 days and older are covered when Medically Necessary under
outpatient surgery. Refer to “Other Professional Services” and “Outpatient Facility Services” for
applicable Copayments.

Family Planning

Copayment

Sterilization of female............coviiiiiiiiiiieiec e e 0% (deductible waived)
Sterilization OFf MALE™..........oooiiiiieee et et e e e s e e e b e e e ab e e e raeeeaaeeeraeeenns 0%
Note:

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

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

Other Professional Services

N0 4l ) OO OSSPSR 0%
ASSISEANICE AT SUTZETY ... .utiutieeuteetie et ette et e bt e et e e bt e e bt e ebee st e e abeeaabeesseeeabeesbeeeabeeaabeaabeesbaeenbeesseeanbeesnbeenbeanns 0%
AdmiInistration 0f ANEStRETICS .......eeoviiiiriiiiiiieeee ettt st 0%
CREMOTNETADY ...ttt ettt e a e e b e s at e e bt e s bt e et e e sabeeabeesbbeeabeesabeenbeeeneeenees 0%
RAIAtION tNETAPY ...eviiiiieiieeiie ettt ettt st e bt e st e e bt eesbeenbeeesbeenseessbeenseessseensaennseenne 0%
LLaDOTALOTY SETVICES ...eeuuttiuiieiiieetie ettt ettt ettt et e bt e b et et e bt e et e e e bt e eabeesaeeembeesbeeenbeeabeeenbeesnteenbeanns 0%
Diagnostic imaging (INClUdiNg X-TAY) SEIVICES ....uverviertieriieiiierieetieeteesieeeteeseesreesseessseeseessseenseesnsennne 0%
CT, SPECT, MRI, MUGA and PET ......ccouieiieieeee ettt sttt st 0%
MEAICAL SOCIAL SEIVICES ..uveuviiiiiieiieiiesitet ettt ettt et sbt ettt s bt et st esbe et e eatesbeeteeanesbeennens 0%*
Patient education™ ™ ... ..o 0% (deductible waived)
Nuclear medicine (use of radioactive Materials) ..........cccieriiiiiieriieiieie e 0%
RENAL IALYSIS ...ttt ettt et ettt ettt e s bt e bt e bt et e sateebee e 0%
Organ, tissue, or Stem Cell tranSPlANT.........c.eeviieiiiiiiieiierie ettt et e et eeaeeaeeeenes 0%
Infusion therapy in a home, outpatient or Office SETHNG .......ccueriuieiiiiiieiieeee e 0%
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Notes:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

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

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

* The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits
include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits and Mental Health and Substance Use Disorder outpatient
visits.

** Covered health education counseling for diabetes, weight management and smoking cessation,
including programs provided online and counseling over the phone, are covered as preventive care
and have no cost sharing; however, if other medical services are provided at the same time that are
not solely for the purpose of covered health education counseling, the appropriate related copay will

apply.

Medical Supplies
Durable Medical Equipment, nebulizers, face masks and tubing™.............ccccooiiiiiiiiiiee 0%
Orthotics (such as bracing, SUPPOTtS and CASES) .....ecueieviiriiriiiieiieeiieie ettt 0%
Diabetic EQUIPIMENE™ .....o..oiiiiiii ettt et ettt et e bt e bee st e ebeeae 0%
DIADELIC FOOTWEAT ......eiiiiiiieeiiesttee ettt sttt et sttt s bt ettt sbeebe st e saeenne s 0%
Prostheses (internal or eXternal) ™ ... ... ..ottt 0%
Cranial Prostheses (Wigs) ™ & ... .. ettt ettt ettt e et e et e e bt e sabeeseesnseenseeennes 0%
Blood or blood, except for drugs used to treat hemophilia, including blood
FAC O S H % ettt a bttt b ettt b et e a e bttt et h et et e sae et 0%
Notes:

e C(Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

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

*  Corrective footwear for the management and treatment of diabetes are covered under the “Diabetic
Equipment” benefit as Medically Necessary. For a complete list of covered diabetic equipment and
supplies, please see “Diabetic Equipment” in the “Covered Services and Supplies” section.
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** Includes coverage of ostomy and urological supplies. See “Ostomy and Urological Supplies” portion
of “Covered Services and Supplies”.

*#*Cranial Prostheses (wigs) following chemotherapy and/ or radiation therapy services, burns or for
Members who suffer from alopecia are covered and are subject to one wig per year maximum. No
other coverage will be provided for wigs. Hair transplantation, hair analysis and hairpieces are not
covered.

****PDrugs for the treatment of hemophilia, including blood factors, are considered self-injectable drugs
and covered as a Tier 4 (Specialty Drug) under the Prescription Drug benefit.

Home Health Care Services

Copayment
HOME HEAITH CAre SEIVICES ..o ee et e e e et e e e e e e e e e e e e aaeeeeeeeeeaeaaaaaeseeeeeeaaaraaanaaaaaes 0%
Limitations

100 visits maximum per Calendar Year.
Note:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

Hospice Services

Copayment
HOSPICE CATC ...ttt h e et h e et e s he e et e e at e e beesbeeeabeesbeeenbeesabeenbeanns 0%
Note:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

Inpatient Hospital Services

Copayment

Room and board in a semi private room or special care unit including
ancillary (additional) SETVICES .....cc.uieiuiiiiiiiieiit ettt ettt et et e e st e et esaeeebeesateebeens 0%
Confinement for bariatric (Weight 10SS) SUTZETY ........cecuiiiiiiriiiiiieiie ettt et ettt sae b e ssne e 0%

Notes:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.



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

e The above Copayment for inpatient Hospital services or Special Care Unit services is applicable
for the hospitalization of an adult, pediatric or newborn patient. For an inpatient stay for the
delivery of a newborn, the newborn will not be subject to a separate Copayment for inpatient
Hospital services unless the newborn patient requires admission to a Special Care Unit or
requires a length of stay greater than 2 days for vaginal delivery or 4 days for caesarean section.

Outpatient Facility Services

Copayment

Outpatient surgery facility (surgery performed in a hospital outpatient

setting or Outpatient SUrgiCal CENLET) ..........ovuieriiiriieiiieiie ettt ereebee b e eseeeeeeenne 0%
Outpatient facility services (other than SUIZETY)........cooiiiiiiiiiiiiiie e 0%
Notes:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

e The above Copayments apply to facility services only. Care that is rendered in an outpatient
surgery setting is also subject to the professional services Copayments. Look under the “Care for
Conditions of Pregnancy,” “Family Planning” and “Other Professional Services” headings to
determine any additional Copayments that may apply.

e Other professional services performed in the outpatient department of a hospital, such as a visit
to a Physician (office visit), lab and X-ray services, physical therapy, etc. are subject to the same
Copayment which is required when these services are performed at your Physician’s office. Look
under the headings for the various services such as office visits, neuromuscular rehabilitation and
other professional services to determine any additional Copayments that may apply.

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

surgery).

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

Skilled Nursing Facility Services

Room and board in a semiprivate room with ancillary (additional) SErvices ..........ccccueevureriierieerieennnnne. 0%
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Note:

e Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

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

Mental Health and Substance Use Disorders

Outpatient office visit/professional consultation (psychological evaluation

or therapeutic session in an office setting medical management and

drug therapy MONTEOTINE) .......eevuiieiieriieeiieiie et eeete ettt e et e stteeteestteebeessaeesbeesaseesseessseenseesaseenseensnes 0%
Outpatient Zroup therapy SESSION. .......eeruiiiiieiiieieeite ettt ettt et e bt e bt esbee st e e bt e sabeebeesabeenbeesabeebeenas 0%%*
Outpatient services other than an office visit/professional consultation

(psychological and neuropsychological testing, other outpatient

procedures, outpatient detoxification, intensive outpatient care

program, day treatment and partial hospitalization) ............cceoeeiiiiiiiniiiiiii e 0%
Participating Mental Health Professional visit to a Member's home (at the

discretion of the Participating Mental Health Professional in

accordance with the rules and criteria established by the

AQMINTSIIALOT) ..ttt ettt e s ae e et e s ab e et e e sbb e et e e sabeeabeessbeenbeesaeeenbeesaeeeanes 0%%*
Participating Mental Health Physician visit to Hospital, Behavioral Health

Facility or Residential Treatment Center®™ ............ccccoiiiiiiiiiiiie e 0%
Inpatient Services at a Hospital, Behavioral Health Facility or Residential

TTEaAtMENT CENLET ......eiiiiiiiiiiiiee ettt et et san e enee e e 0%
DELOXIFICALION ...ttt ettt ettt be sttt ettt be b eae e 0%

Notes:

e C(Certification may be required. Please refer to the “Certification Requirements” section for
details. Payment of benefits will be reduced as set forth in this “Schedule of Benefits and
Copayments” if Certification is required but not obtained.

e FEach group therapy session counts as one half of a private office visit for each Member
participating in the session.

e The applicable Copayment for outpatient services is required for each visit.

* The Calendar Year Deductible applies after the first 3 non-preventive visits. Non-preventive visits
include urgent care visits, office visits to a Physician, physician assistant, Nurse Practitioner, other
practitioner or postnatal office visits and Mental Health and Substance Use Disorder outpatient
visits.

** Inpatient visits by Participating Mental Health Professionals other than physicians are included in
the Inpatient Services facility fee.
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Prescription Drugs

Refer to the Note below for clarification of your financial responsibility regarding Copayment.
Copayment

Retail Pharmacy (up to a 30 day supply)

Tier 1 Drugs (most Generic Drugs and low cost preferred Brand Name

Drugs when listed in the Essential RX Drug List).......ccoooiiiiiiiiiiiiiiiieeee e 0%
Tier 2 Drugs (non-preferred Generic and preferred Brand Name Drugs,

peak flow meters, inhaler spacers, insulin and diabetic supplies and

certain Brand Name Drugs with a generic equivalent when listed in the

Essential RX DIUG LIST)...ccuuieoiieiiiiiieiiieiiesiie ettt ettt siteeveeseaeebeesaaeesseessaeensaessseesseassseenseessseas 0%
Tier 3 Drugs (non-preferred Brand Name Drugs, Brand Name Drugs with

a generic equivalent (when Medically Necessary), drugs listed as Tier

3 Drugs in the Essential Rx Drug List, drugs indicated as “NF,” if

approved, or drugs not listed in the Essential RX Drug List)........ccccoeeuieviirciiinieiiieiecieeiee e 0%
Preventive drugs and women’s CONtraCePtiVeS .......ccuveerueerieeriienieeiienie e siee e $0 (deductible waived)

Tier 4 (Specialty Drugs) (up to a 30 day supply)

Tier 4 (Specialty Drugs) (may be required through a Specialty Pharmacy
Vendor. Includes Specialty Drugs that are not listed on the Essential
Rx Drug List and that are covered as an @XCEPLION. ) ....cevueruirierierieniiinieeiene ettt 0%

Maintenance Drugs through the Mail Order Program (up to a 90 day supply)

Tier 1 Drugs (most Generic Drugs and low cost preferred Brand Name

Drugs when listed in the Essential RX Drug List)........cccveeiiiiiieiieniieiiecieeieecie e 0%
Tier 2 Drugs (non-preferred Generic and preferred Brand Name Drugs,

insulin and diabetic supplies and certain Brand Name Drugs with a

generic equivalent when listed in the Essential RX Drug List).......cccceveeviiniininiiniinieicnecenieees 0%
Tier 3 Drugs (non-preferred Brand Name Drugs, Brand Name Drugs with

a generic equivalent (when Medically Necessary), drugs listed as Tier

3 Drugs in the Essential Rx Drug List, drugs indicated as “NF,” if

approved, or drugs not listed in the Essential RX Drug List)......cccccoceeviriiniininiiniiiiiicnccicneenee 0%
Preventive drugs and women’s CONtraCePtiVeS .......cccveerueerreeriierieenieenieeieeseveeseeens $0 (deductible waived)
Notes:

¢ Orally administered anti-cancer drugs will have a Copayment maximum of $250 for an
individual prescription of up to a 30-day supply.

e For information about Health Net’s Essential Rx Drug List, please call the Customer Contact
Center at the telephone number on your ID card.
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e Regardless of prescription drug tier, Generic Drugs will be dispensed when a Generic Drug
equivalent is available. We will cover Brand Name drugs, including Specialty Drugs, that have
generic equivalents only when the Brand Name Drug is Medically Necessary and the Physician
obtains Prior Authorization from Health Net. Covered Brand Name Drugs are subject to the
applicable Copayment for Tier 2, Tier 3 or Tier 4 (Specialty Drugs) prescription drugs.

Prior Authorization:

Prior Authorization may be required. Refer to the "Prescription Drugs" portion of the "Covered
Services and Supplies" section for a description of Prior Authorization requirements or visit our
website at www.myhealthnetca.com to obtain a list of drugs that require Prior Authorization.

Preventive Drugs and Women’s Contraceptives:

Preventive drugs, including smoking cessation drugs, and women’s contraceptives that are approved
by the Food and Drug Administration are covered at no cost to the Member. Covered preventive
drugs include over-the-counter drugs and Prescription Drugs that are used for preventive health
purposes per the U.S. Preventive Services Task Forces A and B recommendations, including
smoking cessation drugs. No annual limits will be imposed on the number of days for the course of
treatment for all FDA-approved smoking and tobacco cessation medications. Up to a 12-
consecutive-calendar-month supply of covered FDA-approved, self-administered hormonal
contraceptives may be dispensed with a single Prescription Drug Order. Please see the "Preventive
Drugs and Women’s Contraceptives" provision in the "Prescription Drugs" portion of the "Covered
Services and Supplies" section for additional details.

Generic Drugs will be dispensed when a Generic Drug equivalent is available. However, if a Brand
Name Drug is Medically Necessary and the Physician obtains Prior Authorization from Health Net,
then the Brand Name Drug will be dispensed at no charge.

Diabetic Supplies:

Diabetic supplies (blood glucose testing strips, lancets, disposable needles and syringes) are
packaged in 50, 100 or 200 unit packages. Packages cannot be “broken” (i.e., opened in order to
dispense the product in quantities other than as packaged).

When a prescription is dispensed, you will receive the size of package and/or number of packages
required for you to test the number of times your Physician has prescribed for up to a 30-day period.

Tier 4 (Specialty Drugs):

Tier 4 (Specialty Drugs) are specific Prescription Drugs that may have limited pharmacy availability
or distribution, may be self-administered orally, topically, by inhalation, or by injection (either
subcutaneously, intramuscularly or intravenously) requiring the Member to have special training or
clinical monitoring for self-administration, includes biologics and drugs that the FDA or drug
manufacturer requires to be distributed through a Specialty Pharmacy, or have high cost as
established by Covered California. Tier 4 (Specialty Drugs) are identified in the Essential Rx Drug
List with “SP”, require Prior Authorization from Health Net and may be required to be dispensed
through the Specialty Pharmacy Vendor to be covered. Tier 4 (Specialty Drugs) are not available
through mail order.
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“Split-fill” Program

For high cost orally-administered anti-cancer drugs, Health Net provides a free 14-day trial. Health
Net will approve the initial fill for a 14-day supply at no cost to you. If, after the initial fill, you are
free of adverse effects and wish to continue on the drug, the subsequent fills will be dispensed for up
to a 30-day supply per fill. You will be charged the applicable Deductible and Copayment for each
subsequent fill, up to the Copayment maximum for orally-administered anti-cancer drugs described
above.

Pediatric Vision Services

All of the following services must be provided by a Health Net Participating Vision Provider in
order to be covered. Refer to the “Pediatric Vision Services” portion of “Exclusions and
Limitations” for limitation on covered pediatric vision services.

The pediatric vision services benefits are provided by Health Net. Health Net contracts with Envolve
Vision, Inc. to administer the pediatric vision services benefits.

Pediatric vision services are covered until the last day of the month in which the individual turns
nineteen years of age.

Calendar Year Deductible

The Calendar Year Deductible applies to one pair of glasses per year (or contact lenses in lieu of
glasses), as described in the “Deductible for Certain Services” portion of this “Schedule of Benefits and
Copayments” section. Before you meet your Calendar Year Deductible, you will be responsible for the
copayments noted below. Once you meet your Calendar Year Deductible, you pay $0 for covered
pediatric vision services for the remainder of the calendar year.

Professional Services

Copayment

Routine eye examination with dilation ............cccecveviiiiiiiniiieiieiececeece e $0 (deductible waived)*
Examination for Contact Lenses
Standard contact lens fit and fOllOW=UP .......cccveeviiiiiieiieiiieieceeece e $0 (deductible waived)*
Premium contact lens fit and follow-up.........cccceeviiiiiiniiiniieee 0% (deductible waived)*
Limitation:

* In accordance with professionally recognized standards of practice, this Plan covers one complete
vision examination once every calendar year.

Notes:

e Examination for contact lenses is in addition to the Member’s vision examination. There is no
additional copayment for contact lens follow-up visit after the initial fitting exam.

e Benefits may not be combined with any discounts, promotional offerings or other group
benefit plans. Allowances are one time use benefits. No remaining balance.

e Standard contact lens includes soft, spherical and daily wear contact lenses.
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e Premium contact lens includes toric, bifocal, multifocal, cosmetic color, post-surgical and gas
permeable contact lenses.

Materials (includes frames and lenses)

Copayment

Provider selected Frames (one every 12 mOnths) ........cccoeoiiiiiiiiiieiiieniecieeie ettt ve e $0
Standard Plastic Eyeglass Lenses (one pair every 12 months) ......c..ccoceeveeiieniineniiiniinenicneenenieseeieee $0
e Single vision, bifocal, trifocal, lenticular

e Glass or plastic

Optional Lenses and Treatments INCIUAING: .....cccveieiuiiiiiiiiiiiii et $0
e UV Treatment

e Tint (Fashion & Gradient & Glass-Grey)
e Standard Plastic Scratch Coating

e Standard Polycarbonate

e Photochromatic / Transitions Plastic
e Standard Anti-Reflective Coating

e Polarized

e Standard Progressive Lens

e Hi-Index Lenses

¢ Blended segment Lenses

¢ Intermediate vision Lenses

e Select or ultra-progressive lenses

Premium ProgreSsive LENSES .......iiuiiiiiiieiiieie ettt ettt et et eete e st e esbeesnaeeseesnbeenseennnes $0
Provider selected Contact Lenses (In lieu of eyeglass 1€nSes).........cevveeeiireeiiiiiiiieciie et $0
e Extended Wear Disposables: Up to 6 month supply of monthly or 2 week disposable, single
vision spherical or toric contact lenses

e Daily Wear/Disposables: Up to 3 month supply of daily disposables, single vision spherical
contact lenses

e Conventional: 1 pair from selection of provider designated contact lenses
e Medically Necessary*

* Contact Lenses are defined as medically necessary if the individual is diagnosed with one of the
following conditions:
e High Ametropia exceeding -10D or +10D in meridian powers

¢ Anisometropia of 3D in meridian powers

e Keratoconus when the member's vision is not correctable to 20/25 in either or both eyes using
standard spectacle lenses
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e Vision improvement for members whose vision can be corrected two lines of improvement on
the visual acuity chart when compared to the best corrected standard spectacle lenses

Medically Necessary Contact Lenses:

Coverage of Medically Necessary contact lenses is subject to Medical Necessity and all applicable
exclusions and limitations. See “Pediatric Vision Services” portion of “Exclusions and Limitations” for
details of limitations.

Pediatric Dental Services

Except as otherwise provided in the “Pediatric Dental Services” portion of “Covered Services and
Supplies,” and “Pediatric Dental Services” portion of “Introduction to Health Net,” all of the
following services must be provided by your selected Health Net Participating Primary Dental
Provider in order to be covered. Refer to the “Pediatric Dental Services” portion of “Exclusions
and Limitations” for limitations on covered pediatric dental services.

Pediatric dental services are covered until the last day of the month in which the individual turns
nineteen years of age.

If you have purchased a supplemental pediatric dental benefit plan, pediatric dental benefits covered
under this plan will be paid first, with the supplemental pediatric dental benefit plan covering non-
covered services and or cost sharing as described in your supplemental pediatric dental benefit plan
coverage document.

IMPORTANT: If you opt to receive dental services that are not covered services under this plan, a
participating dental provider may charge you his or her usual and customary rate for those services.
Prior to providing a patient with dental services that are not a covered benefit, the dentist should provide
to the patient a treatment plan that includes each anticipated service to be provided and the estimated
cost of each service. If you would like more information about dental coverage options, you may call the
Customer Contact Center at the telephone number on your Health Net dental ID card or your insurance
broker. To fully understand your coverage, you may wish to carefully review this Plan Contract and
Evidence of Coverage document.

Administration of these pediatric dental plan designs comply with requirements of the pediatric dental
EHB benchmark plan, including coverage of services in circumstances of medical necessity as defined
in the Early Periodic Screening, Diagnosis and Treatment (EPSDT) benefit for pediatric dental services.

Calendar Year Deductible

The Calendar Year Deductible applies to all Pediatric Dental services except diagnostic and preventive
services as described in the “Deductible for Certain Services” portion of this “Schedule of Benefits and
Copayments” section. Once you meet your Calendar Year Deductible, you pay 0% for covered pediatric
dental services for the remainder of the calendar year.
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Member

Code Service Copayment
Diagnostic
D0120 Periodic oral evaluation - established patient limited to 1 No Charge
every 6 months
D0140 Limited oral evaluation - problem focused No Charge
DO0145 Oral evaluation for a patient under three years of age and No Charge
counseling with primary caregiver
D0150 Comprehensive oral evaluation - new or established patient No Charge
D0160 Detailed and extensive oral evaluation - problem focused, = No Charge
by report
D0170 Re-evaluation - limited, problem focused (established No Charge
patient; not post-operative visit) up to six times in a 3
month period and up to a maximum of 12 in a 12 month
period
DO0171 Re-evaluation - post-operative office visit No Charge
D0180 Comprehensive periodontal evaluation - new or established N Charge
patient
D0210 X-rays Intraoral - complete series (including bitewings) No Charge
limited to once per provider every 36 months
D0220 X-rays Intraoral - periapical first film limited to a No Charge
maximum of 20 periapicals in a 12 month period by the
same provider, in any combination of the following:
intraoral- periapical first radiographic image (D0220) and
intraoral- periapical each additional radiographic image
(D0230). Periapicals taken as part of an intraoral-complete
series of radiographic images (D0210) are not considered
against the maximum of 20 periapicals in a 12 month
period.
D0230 X-rays Intraoral - periapical each additional film limited to No Charge
a maximum of 20 periapicals in a 12 month period
D0240 X-rays Intraoral - occlusal film limited to 2 in a 6 month No Charge
period
D0250 Extraoral, 2D projection radiographic image created using  No Charge
a stationary radiation source, and detector - first film
D0251 Extraoral posterior dental radiographic image No Charge
D0270 X-rays Bitewing - single film limited to once per date of No Charge

service
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D0272 X-rays Bitewings - two films limited to once every 6 No Charge
months

D0273 X-rays Bitewings - three films No Charge

D0274 X-rays Bitewings - four films - limited to once every 6 No Charge
months

D0277 Vertical bitewings - 7 to 8 films No Charge

D0310 Sialography No Charge

D0320 Temporomandibular joint arthrogram, including injection =~ No Charge
limited to a maximum of 3 per date of service

D0322 Tomographic survey limited to twice in a 12 month period No Charge

D0330 Panoramic film limited to once in a 36 month period per No Charge
provider, except when documented as essential for a
follow-up/ post-operative exam (such as after oral surgery)

D0340 2D Cephalometric radiographic image limited to twice ina No Charge
12 month period per provider

D0350 2D oral/facial photographic image obtained intra-orally or ~ No Charge
extra-orally 1st limited to a maximum of 4 per date of
service

DO0351 3D photographic image No Charge

D0460 Pulp vitality tests No Charge

D0470 Diagnostic casts may be provided only if one of the above =~ No Charge
conditions is present

D0502 Other oral pathology procedures, by report No Charge

D0601 Caries risk assessment and documentation, with a finding ~ No Charge
of low risk

D0602 Caries risk assessment and documentation, with a finding ~ No Charge
of moderate risk

D0603 Caries risk assessment and documentation, with a finding ~ No Charge
of high risk

D0701 Panoramic radiographic image — image capture only No Charge

D0702 2-D cephalometric radiographic image — image capture No Charge
only

D0703 2-D oral/facial photographic image obtained intra-orally or N Charge

extra-orally —image capture only
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Copayment

DO0704 3-D photographic image — image capture only No Charge

D0705 Extra-oral posterior dental radiographic image — image No Charge
capture only

D0706 Intraoral — occlusal radiographic image — image capture No Charge
only

D0707 Intraoral — periapical radiographic image — image capture ~ No Charge
only

D0708 Intraoral — bitewing radiographic image — image capture No Charge
only

D0709 Intraoral — complete series of radiographic images — image No Charge
capture only

D0999 Office visit fee - per visit (Unspecified diagnostic No Charge
procedure, by report)

Preventive

D1110 Prophylaxis - adult limited to once in a 12 month period No Charge

D1120 Prophylaxis - child limited to once in a 6 month period No Charge

D1206 Topical fluoride varnish limited to once in a 6 month No Charge
period

D1208 Topical application of fluoride excluding varnish limited to No Charge
once in a 6 month period

D1310 Nutritional counseling for control of dental disease No Charge

D1320 Tobacco counseling for the control and prevention of oral ~ No Charge
disease

D1321 Counseling for the control and prevention of adverse oral,  No Charge
behavioral, and systemic health effects associated with
high-risk substance use

D1330 Oral hygiene instructions No Charge

D1351 Sealant - per tooth limited to first, second and third No Charge
permanent molars that occupy the second molar position

D1352 Preventive resin restoration in a moderate to high caries No Charge
risk patient - permanent tooth limited to first, second and
third permanent molars that occupy the second molar
position

D1353 Sealant repair - per tooth No Charge

D1354 Interim caries arresting medicament application - per tooth No Charge
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Copayment

D1355 Caries preventive medicament application — per tooth No Charge
DI1510 Space maintainer - fixed - unilateral limited to once per No Charge
quadrant
D1516 Space maintainer - fixed — bilateral, maxillary No Charge
DI1517 Space maintainer - fixed — bilateral, mandibular No Charge
D1520 Space maintainer - removable - unilateral limited to once No Charge
per quadrant
D1526 Space maintainer - removable — bilateral, maxillary No Charge
D1527 Space maintainer - removable — bilateral, mandibular No Charge
D1551 Re-cement or re-bond bilateral space maintainer — No Charge
maxillary
D1552 Re-cement or re-bond bilateral space maintainer — No Charge
mandibular
D1553 Re-cement or re-bond unilateral space maintainer — per No Charge
quadrant
D1556 Removal of fixed unilateral space maintainer - per No Charge
quadrant
D1557 Removal of fixed bilateral space maintainer - maxillary No Charge
D1558 Removal of fixed bilateral space maintainer - mandibular ~ No Charge
D1575 Distal shoe space maintainer - fixed - unilateral -- per No Charge
quadrant
Restorative
D2140 Amalgam - one surface, primary limited to once in a 12 0%
month period
D2140 Amalgam - one surface, permanent limited to once ina 36 0%
month period
D2150 Amalgam - two surfaces, primary limited to once in a 12 0%
month period
D2150 Amalgam - two surfaces, permanent limited to once ina 36 0%
month period
D2160 Amalgam - three surfaces, primary limited to once ina 12 0%
month period
D2160 Amalgam - three surfaces, permanent limited to onceina 0%

36 month period
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Copayment

D2161 Amalgam - four or more surfaces, primary limited to once 0%
in a 12 month period

D2161 Amalgam - four or more surfaces, permanent limited to 0%
once in a 36 month period

D2330 Resin-based composite - one surface, anterior, primary 0%
limited to once in a 12 month period

D2330 Resin-based composite - one surface, anterior, permanent 0%
limited to once in a 36 month period

D2331 Resin-based composite - two surfaces, anterior primary 0%
limited to once in a 12 month period

D2331 Resin-based composite - two surfaces, anterior permanent 0%
limited to once in a 36 month period

D2332 Resin-based composite - three surfaces, anterior primary 0%
limited to once in a 12 month period

D2332 Resin-based composite - three surfaces, anterior permanent 0%
limited to once in a 36 month period

D2335 Resin-based composite - four or more surfaces or 0%
involving incisal angle (anterior) primary limited to once
in a 12 month period

D2335 Resin-based composite - four or more surfaces or 0%
involving incisal angle (anterior) permanent limited to
once in a 36 month period

D2390 Resin-based composite crown, anterior, primary limited to 0%
once in a 12 month period

D2390 Resin-based composite crown, anterior, permanent limited 0%
to once in a 36 month period

D2391 Resin-based composite - one surface, posterior primary 0%
limited to once in a 12 month period

D2391 Resin-based composite - one surface, posterior permanent 0%
limited to once in a 36 month period

D2392 Resin-based composite - two surfaces, posterior; primary 0%
limited to once in a 12 month period

D2392 Resin-based composite - two surfaces, posterior; 0%
permanent limited to once in a 36 month period

D2393 Resin-based composite - three surfaces, posterior; primary 0%

limited to once in a 12 month period
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D2393

Service

Resin-based composite - three surfaces, posterior;
permanent limited to once in a 36 month period

Member
Copayment
0%

D2394 Resin-based composite - four or more surfaces, posterior; 0%
primary limited to once in a 12 month period

D2394 Resin-based composite - four or more surfaces, posterior; 0%
permanent limited to once in a 36 month period

D2710 Crown - Resin-based composite (indirect) limited to once 0%
in a 5 year period

D2712 Crown - % resin-based composite (indirect) limited to once 0%
in a 5 year period

D2721 Crown - Resin with predominantly base metal limited to 0%
once in a 5 year period

D2740 Crown - porcelain/ceramic substrate limited toonceina5 0%
year period

D2751 Crown - porcelain fused to predominantly base metal 0%
limited to once in a 5 year period

D2781 Crown - % cast predominantly base metal limited to once 0%
in a 5 year period

D2783 Crown - % porcelain/ceramic limited to once in a 5 year 0%
period

D2791 Crown - full cast predominantly base metal limited to once 0%
in a 5 year period

D2910 Recement or re-bond inlay, onlay, veneer or partial 0%
coverage restoration limited to once in a 12 month period

D2915 Recement or re-bond indirectly fabricated or prefabricated 0%
post and core

D2920 Recement or re-bond crown 0%

D2921 Reattachment of tooth fragment, incisal edge or cusp 0%

D2928 Prefabricated porcelain/ceramic crown — permanent tooth 0%

D2929 Prefabricated porcelain/ceramic crown - primary tooth 0%
limited to once in a 12 month period

D2930 Prefabricated stainless steel crown - primary tooth limited 0%
to once in a 12 month period

D2931 Prefabricated stainless steel crown - permanent tooth 0%

limited to once in a 36 month period
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D2932

Service
Prefabricated Resin Crown, primary limited to once in a 12
month period

Member
Copayment
0%

D2932 Prefabricated Resin Crown, permanent limited to once ina 0%
36 month period
D2933 Prefabricated Stainless steel crown with resin window, 0%
primary limited to one in a 12 month period
D2933 Prefabricated Stainless steel crown with resin window, 0%
permanent limited to once in a 36 month period
D2940 Protective restoration limited to once per tooth in a 12 0%
month period
D2941 Interim therapeutic restoration - primary dentition 0%
D2949 Restorative foundation for an indirect restoration 0%
D2950 Core buildup, including any pins when required 0%
D2951 Pin retention - per tooth, in addition to restoration 0%
D2952 Post and core in addition to crown, indirectly fabricated 0%
limited to once per tooth regardless of number of posts
placed
D2953 Each additional indirectly fabricated post - same tooth 0%
D2954 Prefabricated post and core in addition to crown limited to 0%
once per tooth regardless of number of posts placed
D2955 Post removal 0%
D2957 Each additional prefabricated post - same tooth 0%
D2971 Additional procedures to construct new crown under 0%
existing partial dental framework
D2980 Crown repair necessitated by restorative material failure, 0%
by report. Limited to laboratory processed crowns on
permanent teeth. Not a Benefit within 12 months of initial
crown placement or previous repair for the same provider.
D2999 Unspecified restorative procedure, by report 0%
Endodontics
D3110 Pulp cap - direct (excluding final restoration) 0%
D3120 Pulp cap - indirect (excluding final restoration) 0%
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D3220

Service

Therapeutic pulpotomy (excluding final restoration)
removal of pulp coronal to the dentinocemental junction
and application of medicament limited to once per primary
tooth

Member
Copayment
0%

D3221 Pupal debridement primary and permanent teeth 0%

D3222 Partial Pulpotomy for apexogenesis, permanent tooth with 0%
incomplete root development limited to once per
permanent tooth

D3230 Pulpal therapy (resorbable filing) - anterior, primary tooth 0%
(excluding final restoration) limited to once per primary
tooth

D3240 Pulpal therapy (resorbable filing) - posterior, primary tooth 0%
(excluding final restoration) limited to once per primary
tooth

D3310 Endodontic (Root canal) therapy, Anterior (excluding final 0%
restoration) limited to once per tooth for initial root canal
therapy treatment

D3320 Endodontic (Root canal) therapy, Bicuspid (excluding final 0%
restoration) limited to once per tooth for initial root canal
therapy treatment

D3330 Endodontic (Root canal) therapy, Molar (excluding final 0%
restoration) limited to once per tooth for initial root canal
therapy treatment

D3331 Treatment of root canal obstruction; non-surgical access 0%

D3333 Internal root repair of perforation defects 0%

D3346 Retreatment of previous root canal therapy - anterior 0%

D3347 Retreatment of previous root canal therapy - bicuspid 0%

D3348 Retreatment of previous root canal therapy - molar 0%

D3351 Apexification/recalcification - initial visit (apical 0%
closure/calcific repair of perforations, root resorption, etc.)
limited to once per permanent tooth

D3352 Apexification/recalcification - interim medication 0%
replacement only following D3351. Limited to once per
permanent tooth

D3410 Apicoectomy - anterior 0%

D3421 Apicoectomy - bicuspid (first root) 0%
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Code
D3425

Service
Apicoectomy - molar (first root)

Member
Copayment
0%

D3426 Apicoectomy (each additional root) 0%

D3430 Retrograde filling - per root 0%

D3471 Surgical repair of root resorption - anterior 0%

D3472 Surgical repair of root resorption — premolar 0%

D3473 Surgical repair of root resorption — molar 0%

D3910 Surgical procedure for isolation of tooth with rubber dam 0%

D3999 Unspecified endodontic procedure, by report 0%

Periodontics

D4210 Gingivectomy or gingivoplasty - four or more contiguous 0%
teeth or tooth bounded spaces per quadrant - once per
quadrant every 36 months

D4211 Gingivectomy or gingivoplasty - one to three contiguous 0%
teeth or tooth bounded spaces per quadrant - once per
quadrant every 36 months

D4249 Clinical crown lengthening - hard tissue 0%

D4260 Osseous surgery (including elevation of a full thickness 0%
flap and closure) - four or more contiguous teeth or tooth
spaces per quadrant - once per quadrant every 36 months

D4261 Osseous surgery (including elevation of a full thickness 0%
flap and closure) - one to three contiguous teeth or tooth
bounded spaces per quadrant - once per quadrant every 36
months

D4265 Biologic materials to aid in soft and osseous tissue 0%
regeneration

D4341 Periodontal scaling and root planing - four or more teeth 0%
per quadrant - once per quadrant every 24 months

D4342 Periodontal scaling and root planing - one to three teeth per 0%
quadrant - once per quadrant every 24 months

D4346 Scaling in presence of generalized moderate or severe 0%
gingival inflammation - full mouth, after oral evaluation

D4355 Full mouth debridement to enable comprehensive 0%
evaluation and diagnosis

D4381 Localized delivery of antimicrobial agents via a controlled 0%

release vehicle into diseased crevicular tissue, per tooth
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D4910

Service
Periodontal maintenance limited to once in a calendar
quarter

Member
Copayment
0%

D4920 Unscheduled dressing change (by someone other than 0%
treating dentist). Once per Member per provider; for
Members age 13 or older only; must be performed within
30 days of the date of service of gingivectomy or
gingivoplasty (D4210 and D4211) and osseous surgery
(D4260 and D4261).
D4999 Unspecified periodontal procedure, by report 0%
Prosthodontics,
removable
D5110 Complete denture - maxillary limited to once in a 5 year 0%
period from a previous complete, immediate or
overdenture- complete denture
D5120 Complete denture - mandibular limited to once ina 5 year 0%
period from a previous complete, immediate or
overdenture- complete denture
D5130 Immediate denture - maxillary 0%
D5140 Immediate denture - mandibular 0%
D5211 Maxillary partial denture - resin base (including 0%
retentive/clasping materials, rests and teeth) limited to
once in a 5 year period
D5212 Mandibular partial denture - resin base (including 0%
retentive/clasping materials, rests and teeth) limited to
once in a 5 year period
D5213 Maxillary partial denture - cast metal framework with resin 0%
denture bases (including retentive/clasping materials, rests
and teeth) limited to once in a 5 year period
D5214 Mandibular partial denture - cast metal framework with 0%
resin denture bases (including retentive/clasping materials,
rests and teeth) limited to once in a 5 year period
D5221 Immediate maxillary partial denture - resin base (including 0%
retentive/clasping materials, rests and teeth)
D5222 Immediate mandibular partial denture - resin base 0%

(including retentive/clasping materials, rests and teeth)
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D5223

Service

Immediate maxillary partial denture - cast metal
framework with resin denture bases (including
retentive/clasping materials, rests and teeth)

Member
Copayment
0%

D5224 Immediate mandibular partial denture - cast metal 0%
framework with resin denture bases (including
retentive/clasping materials, rests and teeth)

D5410 Adjust complete denture - maxillary limited to once per 0%
date of service; twice in a 12 month period

D5411 Adjust complete denture - mandibular limited to once per 0%
date of service; twice in a 12 month period

D5421 Adjust partial denture - maxillary limited to once per date 0%
of service; twice in a 12 month period

D5422 Adjust partial denture - mandibular limited to once per date 0%
of service; twice in a 12 month period

D5511 Repair broken complete denture base, mandibular 0%

D5512 Repair broken complete denture base, maxillary 0%

D5520 Replace missing or broken teeth - complete denture (each 0%
tooth) limited to a maximum of four, per arch, per date of
service; twice per arch in a 12 month period

D5611 Repair resin denture base, mandibular 0%

D5612 Repair resin denture base, maxillary 0%

D5621 Repair cast framework, mandibular 0%

D5622 Repair cast framework, maxillary 0%

D5630 Repair or replace broken retentive/clasping materials- per 0%
tooth - limited to a maximum of three, per date of service;
twice per arch in a 12 month period

D5640 Replace broken teeth - per tooth - limited to maximum of 0%
four, per arch, per date of service; twice per arch in a 12
month period

D5650 Add tooth to existing partial denture limited to a maximum 0%
of three, per date of service; once per tooth

D5660 Add clasp to existing partial denture - per tooth - limited to 0%

a maximum of three, per date of service; twice per arch in
a 12 month period
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Member
Copayment

D5730 Reline complete maxillary denture (chairside) limited to 0%
once in a 12 month period

D5731 Reline complete mandibular denture (chairside) limitedto 0%
once in a 12 month period

D5740 Reline maxillary partial denture (chairside) limited to once 0%
in a 12 month period

D5741 Reline mandibular partial denture (chairside) limited to 0%
once in a 12 month period

D5750 Reline complete maxillary denture (laboratory) limited to 0%
once in a 12 month period

D5751 Reline complete mandibular denture (laboratory) limited to 0%
once in a 12 month period

D5760 Reline maxillary partial denture (laboratory) limited to 0%
once in a 12 month period

D5761 Reline mandibular partial denture (laboratory) limited to 0%
once in a 12 month period

D5850 Tissue conditioning, maxillary limited to twice per 0%
prosthesis in a 36 month period

D5851 Tissue conditioning, mandibular maxillary limited to twice 0%
per prosthesis in a 36 month period. Not a Benefit: a. same
date of service as reline complete mandibular denture
(chairside) (D5731), reline mandibular partial denture
(chairside) (D5741), reline complete mandibular denture
(laboratory) (D5751) and reline mandibular partial denture
(laboratory) (D5761); and b. same date of service as a
prosthesis that did not require extractions.

D5862 Precision attachment, by report 0%

D5863 Overdenture - complete maxillary 0%

D5864 Overdenture - partial maxillary 0%

D5865 Overdenture - complete mandibular 0%

D5866 Overdenture - partial mandibular 0%

D5899 Unspecified removable prosthodontic procedure, by report 0%

Macxillofacial

Prosthetics

D5911 Facial moulage (sectional) 0%
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Copayment

D5912 Facial moulage (complete) 0%
D5913 Nasal prosthesis 0%
D5914 Auricular prosthesis 0%
D5915 Orbital prosthesis 0%
D5916 Ocular prosthesis 0%
D5919 Facial prosthesis 0%
D5922 Nasal septal prosthesis 0%
D5923 Ocular prosthesis, interim 0%
D5924 Cranial prosthesis 0%
D5925 Facial augmentation implant prosthesis 0%
D5926 Nasal prosthesis, replacement 0%
D5927 Auricular prosthesis, replacement 0%
D5928 Orbital prosthesis, replacement 0%
D5929 Facial prosthesis, replacement 0%
D5931 Obturator prosthesis, surgical 0%
D5932 Obturator prosthesis, definitive 0%
D5933 Obturator prosthesis, modification limited to twiceina 12 0%
month period
D5934 Mandibular resection prosthesis with guide flange 0%
D5935 Mandibular resection prosthesis without guide flange 0%
D5936 Obturator prosthesis, interim 0%
D5937 Trismus appliance (not for TMD treatment) 0%
D5951 Feeding aid 0%
D5952 Speech aid prosthesis, pediatric 0%
D5953 Speech aid prosthesis, adult 0%
D5954 Palatal augmentation prosthesis 0%
D5955 Palatal lift prosthesis, definitive 0%
D5958 Palatal lift prosthesis, interim 0%
D5959 Palatal lift prosthesis, modification limited to twice ina 12 0%

month period
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D5960 Speech aid prosthesis, modification limited to twice ina 12 0%
month period

D5982 Surgical stent 0%

D5983 Radiation carrier 0%

D5984 Radiation shield 0%

D5985 Radiation cone locator 0%

D5986 Fluoride gel carrier 0%

D5987 Commissure splint 0%

D5988 Surgical splint 0%

D5991 Vesiculobullous disease medicament carrier 0%

D5999 Unspecified maxillofacial prosthesis, by report 0%

Implant

Services

D6010 Surgical placement of implant body: endosteal implant 0%

D6011 Surgical access to an implant body (second 0%
stage implant surgery)

D6013 Surgical placement of mini implant 0%

D6040 Surgical placement: eposteal implant 0%

D6050 Surgical placement: transosteal implant 0%

D6055 Connecting bar - implant supported or abutment supported 0%

D6056 Prefabricated abutment - includes modification and 0%
placement

D6057 Custom fabricated abutment - includes placement 0%

D6058 Abutment supported porcelain/ceramic crown 0%

D6059 Abutment supported porcelain fused to metal crown (high 0%
noble metal)

D6060 Abutment supported porcelain fused to metal crown 0%
(predominantly base metal)

D6061 Abutment supported porcelain fused to metal crown (noble 0%
metal)

D6062 Abutment supported cast metal crown (high noble metal) 0%
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Service Copayment

D6063 Abutment supported cast metal crown (predominantly base 0%
metal)

D6064 Abutment supported cast metal crown (noble metal) 0%

D6065 Implant supported porcelain/ceramic crown 0%

D6066 Implant supported crown (porcelain fused to high noble 0%
alloys)

D6067 Implant supported crown (, high noble alloys) 0%

D6068 Abutment supported retainer for porcelain/ceramic FPD 0%

D6069 Abutment supported retainer for porcelain fused to metal 0%
FPD (high noble metal)

D6070 Abutment supported retainer for porcelain fused to metal 0%
FPD (predominantly base metal)

D6071 Abutment supported retainer for porcelain fused to metal 0%
FPD (noble metal)

D6072 Abutment supported retainer for cast metal FPD (high 0%
noble metal)

D6073 Abutment supported retainer for cast metal FPD 0%
(predominantly base metal)

D6074 Abutment supported retainer for cast metal FPD (noble 0%
metal)

D6075 Implant supported retainer for ceramic FPD 0%

D6076 Implant supported retainer FPD (porcelain fused to high 0%
noble alloys)

D6077 Implant supported retainer for metal FPD (high noble 0%
alloys)

D6080 Implant maintenance procedures when prostheses are 0%

removed and reinserted, including cleansing of prostheses
and abutments

D6081 Scaling and debridement in the presence of inflammation 0%
or mucositis of a single implant, including cleaning of the
implant surfaces, without flap entry and closure

D6082 Implant supported crown - porcelain fused to 0%
predominantly bass alloys

D6083 Implant supported crown - porcelain fused to noble alloys 0%
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D6084 Implant supported crown - porcelain fused to titanium and 0%
titanium alloys

D6085 Provisional implant crown 0%

D6086 Implant supported crown - predominantly base alloys 0%

D6087 Implant supported crown - noble alloys 0%

D6088 Implant supported crown - titanium and titanium alloys 0%

D6090 Repair implant supported prosthesis, by report 0%

D6091 Replacement of replaceable part of semi-precision or 0%
precision attachment (male or female component) of
implant/abutment supported prosthesis, per attachment

D6092 Recement implant/abutment supported crown 0%

D6093 Recement implant/abutment supported fixed partial 0%
denture

D609%4 Abutment supported crown - titanium and titanium alloys 0%

D6095 Repair implant abutment, by report 0%

D6096 Removal of broken implant retaining screw 0%

D6100 Implant removal, by report 0%

D6097 Abutment supported crown - porcelain fused to titanium 0%
and titanium alloys

D6098 Implant supported retainer - porcelain fused to 0%
predominantly base alloys

D6099 Implant supported retainer for FPD - porcelain fused to 0%
noble alloys

D6110 Implant/abutment supported removable denture for 0%
edentulous arch - maxillary

D6111 Implant/abutment supported removable denture for 0%
edentulous arch - mandibular

D6112 Implant/abutment supported removable denture for 0%
partially edentulous arch - maxillary

D6113 Implant/abutment supported removable denture for 0%
partially edentulous arch - mandibular

D6114 Implant/abutment supported fixed denture for edentulous 0%

arch - maxillary
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Code
D6115

Service
Implant/abutment supported fixed denture for edentulous
arch - mandibular

Member
Copayment
0%

D6116 Implant/abutment supported fixed denture for partially 0%
edentulous arch - maxillary

D6117 Implant/abutment supported fixed denture for partially 0%
edentulous arch - mandibular

D6120 Implant supported retainer - porcelain fused to titanium 0%
and titanium alloys

D6121 Implant supported retainer for metal FPD - predominantly 0%
base alloys

D6122 Implant supported retainer for metal FPD - noble alloys 0%

D6123 Implant supported retainer for metal FPD - titanium and 0%
titanium alloys

D6190 Radiographic/Surgical implant index, by report 0%

D6191 Semi-precision abutment — placement 0%

D6192 Semi-precision attachment — placement 0%

D6194 Abutment supported retainer crown for FPD - titanium and 0%
titanium alloys

D6195 Abutment supported retainer - porcelain fused to titanium 0%
and titanium alloys

D6199 Unspecified implant procedure, by report 0%

Prosthodontics,

fixed

D6211 Pontic - cast predominantly base metal limited to once ina 0%
5 year period

D6241 Pontic - porcelain fused to predominantly base metal 0%
limited to once in a 5 year period

D6245 Pontic - porcelain/ceramic limited to once in a 5 year 0%
period

D6251 Pontic - resin with predominantly base metal limited to 0%
once in a 5 year period

D6721 Retainer Crown - resin predominantly base metal - denture 0%
limited to once in a 5 year period

D6740 Retainer Crown - porcelain/ceramic limited to onceina5 0%

year period
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Code
D6751

Service
Retainer Crown - porcelain fused to predominantly base
metal limited to once in a 5 year period

Member

Copayment
0%

D6781 Retainer Crown - % cast predominantly base metal limited 0%
to once in a 5 year period

D6783 Retainer Crown - % porcelain/ceramic limited to once ina 0%
5 year period

D6784 Retainer Crown - % titanium and titanium alloys 0%

D6791 Retainer Crown - full cast predominantly base metal 0%
limited to once in a 5 year period

D6930 Recement or re-bond fixed partial denture 0%

D6980 Fixed partial denture repair necessitated by restorative 0%
material failure

D6999 Unspecified fixed prosthodontic procedure, by report 0%

Oral

Maxillofacial

Prosthetics

D7111 Extraction, coronal remnants - deciduous tooth 0%

D7140 Extraction, erupted tooth or exposed root (elevation and/or 0%
forceps removal)

D7210 Extraction, erupted tooth requiring removal of bone and/or 0%
sectioning of tooth, including elevation of mucoperiosteal
flap if indicated

D7220 Removal of impacted tooth - soft tissue 0%

D7230 Removal of impacted tooth - partially bony 0%

D7240 Removal of impacted tooth - completely bony 0%

D7241 Removal of impacted tooth - completely bony, with 0%
unusual surgical complications

D7250 Removal of residual tooth roots (cutting procedure) 0%

D7260 Oroantral fistula closure 0%

D7261 Primary closure of a sinus perforation 0%

D7270 Tooth reimplantation and/or stabilization of accidentally 0%

evulsed or displaced tooth - limited to once per arch
regardless of the number of teeth involved; permanent
anterior teeth only
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D7280

Service
Exposure of an unerupted tooth

Member
Copayment
0%

D7283 Placement of device to facilitate eruption of impacted tooth 0%

D7285 Incisional biopsy of oral tissue - hard (bone, tooth) limited 0%
to removal of the specimen only; once per arch per date of
service

D7286 Incisional biopsy of oral tissue - soft limited to removal of 0%
the specimen only; up to a maximum of 3 per date of
service

D7290 Surgical repositioning of teeth; permanent teeth only; once 0%
per arch for patients in active orthodontic treatment

D7291 Transseptal fiberotomy/supra crestal fiberotomy, by report 0%
limited to once per arch for patients in active orthodontic
treatment

D7310 Alveoloplasty in conjunction with extractions - four or 0%
more teeth or tooth spaces, per quadrant. A benefit on the
same date of service with 2 or more extractions (D7140-
D7250) in the same quadrant. Not a benefit when only one
tooth is extracted in the same quadrant on the same date of
service.

D7311 Alveoloplasty in conjunction with extractions - one to 0%
three teeth or tooth spaces - per quadrant

D7320 Alveoloplasty not in conjunction with extractions - four or 0%
more teeth or tooth spaces - per quadrant

D7321 Alveoloplasty not in conjunction with extractions - oneto 0%
three teeth or tooth spaces - per quadrant

D7340 Vestibuloplasty - ridge extension (secondary 0%
epithelialization) limited to once in a 5 year period per arch

D7350 Vestibuloplasty - ridge extension (including soft tissue 0%
grafts, muscle reattachment, revision of soft tissue
attachment and management of hypertrophied and
hyperplastic tissue) limited to once per arch

D7410 Excision of benign lesion up 1.25 cm 0%

D7411 Excision of benign lesion greater than 1.25 cm 0%

D7412 Excision of benign lesion, complicated 0%

D7413 Excision of malignant lesion up to 1.25 cm 0%

D7414 Excision of malignant lesion greater than 1.25 cm 0%
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D7415

Service
Excision of malignant lesion, complicated

Member
Copayment
0%

D7440 Excision of malignant tumor - lesion diameter up to 1.25 0%
cm

D7441 Excision of malignant tumor - lesion diameter greater than 0%
1.25 cm

D7450 Removal of benign odontogenic cyst or tumor - lesion 0%
diameter up to 1.25 cm

D7451 Removal of benign odontogenic cyst or tumor - lesion 0%
diameter greater than 1.25 cm

D7460 Removal of benign nonodontogenic cyst or tumor - lesion 0%
diameter up to 1.25 cm

D7461 Removal of benign nonodontogenic cyst or tumor - lesion 0%
diameter greater than 1.25 cm

D7465 Destruction of lesion(s) by physical or chemical method, 0%
by report

D7471 Removal of lateral exostosis (maxilla or mandible) limited 0%
to once per quadrant for the removal of buccal or facial
exostosis only

D7472 Removal of torus palatinus limited to once in a patient’s 0%
lifetime

D7473 Removal of torus mandibularis limited to once per 0%
quadrant

D7485 Surgical reduction of osseous tuberosity limited to once 0%
per quadrant

D7490 Radical resection of maxilla or mandible 0%

D7510 Incision and drainage of abscess - intraoral soft tissue 0%
limited to once per quadrant, same date of service

D7511 Incision and drainage of abscess - intraoral soft tissue - 0%
complicated (includes drainage of multiple fascial spaces)
limited to once per quadrant, same date of service

D7520 Incision and drainage of abscess - extraoral soft tissue 0%

D7521 Incision and drainage of abscess - extraoral soft tissue - 0%

complicated (includes drainage of multiple fascial spaces)
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Member

Service Copayment
D7530 Removal of foreign body from mucosa, skin, or 0%
subcutaneous alveolar tissue limited to once per date of
service
D7540 Removal of reaction producing foreign bodies, 0%
musculoskeletal system limited to once per date of service
D7550 Partial ostectomy /sequestrectomy for removal of non-vital 0%
bone limited to once per quadrant per date of service
D7560 Maxillary sinusotomy for removal of tooth fragment or 0%
foreign body
D7610 Maxilla - open reduction (teeth immobilized, if present) 0%
D7620 Maxilla - closed reduction (teeth immobilized, if present) 0%
D7630 Mandible - open reduction (teeth immobilized, if present) 0%
D7640 Mandible - closed reduction (teeth immobilized, if present) 0%
D7650 Malar and/or zygomatic arch - open reduction 0%
D7660 Malar and/or zygomatic arch - closed reduction 0%
D7670 Alveolus - closed reduction, may include stabilization of 0%
teeth
D7671 Alveolus - open reduction, may include stabilization of 0%
teeth
D7680 Facial bones - complicated reduction with fixation and 0%
multiple surgical approaches
D7710 Maxilla - open reduction 0%
D7720 Maxilla - closed reduction 0%
D7730 Mandible - open reduction 0%
D7740 Mandible - closed reduction 0%
D7750 Malar and/or zygomatic arch - open reduction 0%
D7760 Malar and/or zygomatic arch - closed reduction 0%
D7770 Alveolus - open reduction stabilization of teeth 0%
D7771 Alveolus, closed reduction stabilization of teeth 0%
D7780 Facial bones - complicated reduction with fixation and 0%
multiple approaches
D7810 Open reduction of dislocation 0%
D7820 Closed reduction of dislocation 0%
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Service

Member
Copayment

D7830 Manipulation under anesthesia 0%
D7840 Condylectomy 0%
D7850 Surgical discectomy, with/without implant 0%
D7852 Disc repair 0%
D7854 Synovectomy 0%
D7856 Myotomy 0%
D7858 Joint reconstruction 0%
D7860 Arthrotomy 0%
D7865 Arthroplasty 0%
D7870 Arthrocentesis 0%
D7871 Non-arthroscopic lysis and lavage 0%
D7872 Arthroscopy - diagnosis, with or without biopsy 0%
D7873 Arthroscopy - lavage and lysis of adhesions 0%
D7874 Arthroscopy - disc repositioning and stabilization 0%
D7875 Arthroscopy - synovectomy 0%
D7876 Arthroscopy - discectomy 0%
D7877 Arthroscopy - debridement 0%
D7880 Occlusal orthotic device, by report 0%
D7881 Occlusal orthotic device adjustment 0%
D7899 Unspecified TMD therapy, by report 0%
D7910 Suture of recent small wounds up to 5 cm 0%
D7911 Complicated suture - up to 5 cm 0%
D7912 Complicated suture - greater than 5 cm 0%
D7920 Skin graft (identify defect covered, location and type of 0%
graft)
D7922 Placement of intra-socket biological dressing to aid in 0%
hemostasis or clot stabilization, per site
D7940 Osteoplasty - for orthognathic deformities 0%
D7941 Osteotomy - mandibular rami 0%
D7943 Osteotomy - mandibular rami with bone graft; includes 0%

obtaining the graft
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Member
Copayment

D7944 Osteotomy - segmented or subapical 0%
D7945 Osteotomy - body of mandible 0%
D7946 LeFort I (maxilla - total) 0%
D7947 LeFort I (maxilla - segmented) 0%
D7948 LeFort II or LeFort III (osteoplasty of facial bones for 0%
midface hypoplasia or retrusion) - without bone graft
D7949 LeFort II or LeFort I1I - with bone graft 0%
D7950 Osseous, osteoperiosteal, or cartilage graft of mandible or 0%
maxilla - autogenous or nonautogenous, by report
D7951 Sinus augmentation with bone or bone substitutes via a 0%
lateral open approach
D7952 Sinus augmentation via a vertical approach 0%
D7955 Repair of maxillofacial soft and/or hard tissue defect 0%
D7961 Buccal / labial frenectomy (frenulectomy) 0%
D7962 Lingual frenectomy (frenulectomy) 0%
D7963 Frenuloplasty limited to once per arch per date of service 0%
D7970 Excision of hyperplastic tissue - per arch limited to once 0%
per arch per date of service
D7971 Excision of pericoronal gingiva 0%
D7972 Surgical reduction of fibrous tuberosity limited to once per 0%
quadrant per date of service
D7979 Non-surgical Sialolithotomy 0%
D7980 Sialolithotomy 0%
D7981 Excision of salivary gland, by report 0%
D7982 Sialodochoplasty 0%
D7983 Closure of salivary fistula 0%
D7990 Emergency tracheotomy 0%
D7991 Coronoidectomy 0%
D7995 Synthetic graft - mandible or facial bones, by report 0%
D7997 Appliance removal (not by dentist who placed appliance), 0%

includes removal of archbar limited to once per arch per
date of service

55



Member

Code Service Copayment
D7999 Unspecified oral surgery procedure, by report 0%

Orthodontics Medically Necessary Banded Case (The copayment applies 0%
to a Member’s course of treatment as long as that Member
remains enrolled in this plan.)

D8080 Comprehensive orthodontic treatment of the adolescent
dentition Handicapping malocclusion

D8210 Removable appliance therapy

D8220 Fixed appliance therapy

D8660 Pre-orthodontic treatment examination to monitor growth
and development

D8670 Periodic orthodontic treatment visit

D8680 Orthodontic retention (removal of appliances, construction

and placement of retainer(s))

D8681 Removable orthodontic retainer adjustment

D8696 Repair of orthodontic appliance - maxillary

D8697 Repair of orthodontic appliance - mandibular

D8698 Recement or re-bond fixed retainer - maxillary

D8699 Recement or re-bond fixed retainer - mandibular

D8701 Repair of fixed retainer, includes reattachment - maxillary

D8702 Repair of fixed retainer, includes reattachment -
mandibular

D8703 Replacement of lost or broken retainer - maxillary

D8704 Replacement of lost or broken retainer - mandibular

D8999 Unspecified orthodontic pro