Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Health Net Life Insurance Co: Bronze 60 EnhancedCare PPO Al-AN

Coverage Period: 01/01/2021-12/31/2021
Coverage for: All Covered Members | Plan Type: PPO

or

iex or call 1-888-9

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
a summary. For more information about your coverage, or to get a co% of the complete terms of coverage, visit

' -4988. For general definitions of common terms, such as allowed amount, balance

provider, or other underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/

or you can call 1-888-926-4988 to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0 at Indian Health Care Provider (IHCP) or with [HCP

referral at non-IHCP. $6,300 per person / $12,600 per
family through the non-IHCP pmgé[@dﬁmm network;

$12,600 per person / $25,200 per family for out-of-network

providers per calendar year.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount

before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

Are there services
covered before you
meet your deductible?

Yes. Preventive care, laboratory tests, rehabilitation and
habilitation services, hospice; first 3 non-preventive visits
per year combined (including non-preventive primary care,
specialist, other practitioner office visits & medical urgent
care visits); mental health, behavioral health or substance
abuse visits; outpatient mental health/
substance abuse office visits pediatric vision and pediatric
dental care are covered before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers

W services without cost sharing and before you meet your
ible. See a list of covered preventive services at

Are there other

$0 at IHCP or with IHCP referral at non-IHCP; or Yes,

You must pay all of the costs for these services up to the specific deductible amount

. .. | preferred pharmacy deductible $500 per person / $1,000
ggf#ggg,ﬁ for specific Fetr_ fami1ly4peTrhcaIendar yea}[L. Pharmjollrcy (fedumbte applies | before this plan begins to pay for these services.
: o tiers 1-4. There are no other specific deductibles.

- For non-IHCP iders $8,200 per person / L - -
What is the out-of- : ’ by The out-of- is the most you could pay in a year for covered services. If
pocket limit for this Mpggga(%g p:rr c:rlggg?%)é%agbgoreorlﬁﬁnengrom you have other family members in this plan, tﬁey have to meet their own out-of-
plan? T year’ perp WU P yp pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of- imit?

Premiums, balance billing charges, penalties for non-
certification and healthcare this plan doesn't cover.

Ea/]in though you pay these expenses, they don’t count toward the out-of-pocket.

Will you pay less if you
network

Yes. For a list of non-IHCP preferred providers, see
' or call 1-888-926-

This plan uses a provider network. You will pay less if you use a Eiﬁéfgﬁﬁ in the
plan’s network. You will pay the most if you use an out-of- ider, and you
might receive a bill from a provider for the difference between the provider's charge

use a b . !
: and what your plan pays (balance billing). Be aware, your network provider might
4988. use an out-of- ider for some services (such as lab work). Check W%[h
your provider before you get services.
a°s%%uanw No. You can see the specialist you choose without a referral.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

Services You May
Need

€a
Care Provider

(IHCP)

(You will pay

the least)

What You Will Pay

Non-[HCP
Preferred Provider
(You will pay more)

on-IHCF
Out-of-Network
Provider
(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

Cost sharing waived at non-IHCP with IHCP referral.

. . $65 copay/visit applies after first 3 non-preventive visits
Primary care visit to Nocharge | deductible does not appl 50% coinsurance  combined (including non-preventive primary care
treat an injury or illness S for TaBisits i jalist, E)th_e.r pragctition%r oftce visits & medical
urgent care visits).
- . Cost sharing waived at non-IHCP with IHCP referral.
Eeﬁ#hvéglrtea S $95 copay/visit _ Deductible gp?lie.s after first 3 non-preventive visits
e Specialist visit No charge deductible does not apply 50% coinsurance | combined (including non-preventive primary care,
il office for 1t 3 visits , other practitioner office visits & medical
orclinic urgent care visits).

You m?y haxe k’[o pay for s_ervi%q[ﬁ that aren’t .
care/ No charge No charge Not covered ClfetiEne. A S T fl 116 SEVICSs NGeas
immunization ?orﬁ preventive. Then check what your plan will pay

Lab-$40 copay/visit
' ' X-ray, deductible does not apply :
blood work) (x-ray No charge X-ray- 50% coinsurance | None
40% coinsurance
If you have a test Cost sharing waived at non-IHCP with IHCP referral.

I certification is not obtained a $250 penalty will
Imaging (CT/PET - ; Sgﬁgllty\rﬁiﬁ%%qf out-of-network Certificatioﬁ?s not
scans,%/lﬂ%ls) No charge 40% coinsurance 50% coinsurance  eqiréd for services received from an IHCP, an

Indian Tribe, Tribal Organization, or Urban Indian
organization or through referral under
Purchased/Referred Care.

* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com
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What You Will Pay

Common Medical Services You May Care Pro(\e/?dter Non-IHCP om_g?_}letork Limitations, Exceptions, & Other Important
Event Need (IHCP) Preferred Provider Provider Information
(You will pay (You will pay more) (You will pay the
the least) most)
; : 18 copay/retail order
Generic drugs (Tier 1) No charge 3 copay/mai Not covered
$36 mail order Cost sharing waived at non-IHCP with [HCP referral.
Supply/order: up to 30 day (retail); 31-90 day (mail),
except where quantity limits apply. Preauthorization
Preferred brand'd 40% coinsurance up to a is required for select drugs or you will be subject to a
-lf-e eEre fand arugs No charge maximum of $500 per 30 Not covered penalty of 50% of the average wholesale price,
(Tier 2} day script retail/mail order except for emer_gen%/ care. Preferred pharmacy
If you need drugs uctible applies $500 per member /' $1,000 per
to treat your family. Tier 2 and Tier 3 drugs will have a
iliness or coinsurance maximum of $500 per individual
condition 40% coinsurance up to B(r)e(sjcnptlon {or _ngﬁ tc|>. a.?oaday sgpgly olr $1 ,5|OQ[ fora
: ; - 0 -day supply. The limits described only a 0
R stes o Drgferred brand Nocharge - maximurn o $500per30 | Not covered drugs-obtained from non-IHCP network phamacies.
cgye[aPe is
available at Cost sharing waived at non-IHCP with |HCP referral.
1 Supply/order: 30 day supply from specialty Rx except
where quantity limits apply. _ )
_ required for select drugs or you will be subject to a
Specialty drugs (Tier 4 ol 40% comsuf[a$n5c0e0up tosg - : penalt fof 50% of the average V\%holegalﬁ price,
ier o charge maximum o er ot covere except for emergency care. Preferred pharmac
° day script P dedugnble a pligs $ng0 per member / F?$1 ,000 p)ér
family. Tier 4 drugs will have a coinsurance
maximum of $500 per individual prescription for up to
a 30-dag supply. The limits described only apply to
drugs obtained from non-IHCP network pharmacies.
Cost sharing waived at non-IHCP with IHCP referral.
Some outpatient surglcal procedures require
Facility fee (e certification or a $250 penalty will apply through the
9. o e o eni etwork, a $500 penalty will apply
ambulatory surgery No charge 40% coinsurance 50% coinsurance | ¢ Sfnefwork. Certification is not required for
If you have center) services received from an IHCP, an Indian Tribe,
outpatient Tribal Organization, or Urban Indian organization or
surgery through referral under Purchased/Referred Care.
o . . Cost sharing waived at non-IHCP with IHCP referral.
Physician/surgeon fees No charge 40% coinsurance 50% coinsurance Sorrtr_l]g ogtpa ient surgical procedures require
certification.
* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com Page 3 of 8
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What You Will Pay

Common Medical | Services YouMay | Care Pro?/?dter Non-IHCP om_g?_}letork Limitations, Exceptions, & Other Important

Event Need (IHCP) Preferred Provider Provider Information
(You will pay (You will pay more) (You will pay the
the least) most)

, o Viedical facllity tee-
Medical facility fee- 40% coinsurance
40% coinsurance Mental health,

Mental health, behavioral - pehayioral health or | Cost sharing waived at non-IHCP with IHCP referral
Emergency room care Nocharge  health or substance abuse = “gpstance abuse | Cost sharing waived if admitted into the hospital.

facility fee-No charge il _
Professional SeNies  profetsional somices.

No charge

No charge
i0al-40° Medical-40%
If you need | Medical-40% R
it ention | (s oot neaical Nocharge | Mental health, behavioral | . Mental health, ¢yt sharing waived at non-IHCP with IHCP referral.
medical attention e Tt be&q{woral ht?alth ﬁr
abuse-No charge Subs aré(r:]%ra use-No
ge
Medical-$65 copay/visit
deductible does not apply Cost sharing waived at non-IHCP with IHCP referral.
for 1st 3 visits _ Deductible applies after first 3 non-preventive visits
Urgent care No charge = Mental health, behavioral 50% coinsurance  combined (including non-preventive primary care,
Eealth$%r substance specialist, oth.e.rt p)ractltloner office visits & medical
abuse-$65 copay/visit urgent care visits).
deductible does not apply
Cost sharing waived at non-IHCP with IHCP referral.
gzc%tlﬂcatlﬁn |s_”not olbta#]ned lR ?hnon-emer ency a
enalty will a rough the
Facility fee (e.g., No charge 40% coinsurance 50% colnsurance pnomfemejyamk apEgOO per?alty will apply out-of-
hospital room) g 0 0 network. Certification is not required for sérvices
If you have a received from an IHCP, an Indian Tribe, Tribal
hospital stay Organization, or Urban Indian organization or
through referral under Purchased/Referred Care.

o . . Cost sharing waived at non-IHCP with IHCP referral.
Physician/surgeon fees No charge 40% coinsurance 50% coinsurance | Certification’is required for a hospital stay and some
services received while admitted to the hospital.

Cost sharing waived at non-IHCP with IHCP referral.
Certification is not required for outpatient services for
. . mental health and substance use disorder diagnoses
If you need Office visit-$65 copay/visit except for mmnsimﬂuasujégze%z certification is
mental health, . . deductible does not aplply . required but not obtained a $250 penalty will aéaply
behavioral health, | Outpatient services No charge Other than office visit- 50% coinsurance throu&h the pL&feLLed_pLOMIdﬂLnQEALQ[k a $500
olg substance 40%$%Q5m§utancg tth to pena de\%I” apply Quijlf_[lBI!A(Lij[K Cert||f||_<|:(a:tF|’on is not
abuse services copay/visi requiréd for services received from an ,an
Ingian Tribe, Tribal Organization, or Urban Indian
organization or through referral under
Purchased/Referred Care.

* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com Page 4 of 8
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Common Medical

Event

Services You May
Need

Inpatient services

ealt
Care Provider

(IHCP)

(You will pay

the least)

No charge

What You Will Pay

Non-IHCP
Preferred Provider
(You will pay more)

40% coinsurance

on- L] »
Out-of-Network
Provider
(You will pay the
most

50% coinsurance

Limitations, Exceptions, & Other Important
Information

Cost sharing waived at non-IHCP with IHCP referral.
If certification is not obtained in a non-emergency a
$250 penalty will ap Igthrough the
pmufemejs/mnk a E 00 penalty will apply out-of-
network. Certification is not required for sérvices
received from an IHCP, an Indian Tribe, Tribal
Organization, or Urban Indian organization or
through referral under Purchased/Referred Care.

If you are
pregnant

Office visits

No charge

No charge

50% coinsurance

Cost sharing waived at non-IHCP with I[HCP referral.

aring does not apply for Ve services.
Depending on the type of services, a coinsurance
may apply. Maternity care may include tests and
services described élsewhere’in the SBC (i.e.,
ultrasound).

Childbirth/delivery
professional services

No charge

40% coinsurance

50% coinsurance

Cost sharing waived at non-IHCP with IHCP referral.

Childbirth/delivery
facility services

No charge

40% coinsurance

50% coinsurance

Cost sharing waived at non-IHCP with IHCP referral.

If you need help
recovering or
have other
special health
needs

No charge

40% coinsurance

Not covered

Cost sharin% waived at non-IHCP with IHCP referral.
Limited to 100 visits per calendar year (rehabilitative
and habilitative home health serviCes are each
limited to separate 100 visit limits per calendar year)
through non-IHCP preferred providers, Certification
is reﬂuwed for some home health services or a $250
penalty will apply. Certification is not required for
servicés received from an [HCP, an Indian Tribe,
Tribal Organization, or Urban Indian organization or
through referral under Purchased/Refetred Care.

No charge

$65 copayvisit
deductible does not apply

Not covered

Cost sharing waived at non-IHCP with IHCP referral.
If certification is not obtained a $250 penalty will
apply. Certification is not required for services
received from an [HCP, an Indian Tribe, Tribal
Organization, or Urban Indian organization or
through referral under Purchased/Referred Care.

No charge

$65 copay/visit
deductible does not apply

Not covered

Cost sharing waived at non-IHCP with IHCP referral.
If certification is not obtained a $250 penalty will
apply. Certification is not required for services
received from an IHCP, an Indian Tribe, Tribal
Organization, or Urban Indian organization or
through referral under Purchased/Referred Care.

* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com
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What You Will Pay

\ THCP
Common Medical | Services YouMay | Care Pro(\e/?dter Non-IHCP om_g?_Network Limitations, Exceptions, & Other Important

Event Need (IHCP) Preferred Provider Provider Information
(You will pay (You will pay more) (You will pay the
the least) most

Cost sharing waived at non-IHCP with IHCP referral.
If certification is not obtained a $250 penalty will

applyltthrqﬁgh ﬂlleomaneMQ[k Certitcation s not

i - o eni % o enalty willa -0f- . Certification is no

Skilled nursing care No charge 40% coinsurance 50% coinsurance Pe _uirgd for S%%(:es received from an IHCP, an
Indian Tribe, Tribal Organization, or Urban Indian
organization or through referral under
Purchased/Referred Care.

Cost sharing waived at non-IHCP with IHCP referral.
If ceirtl&catlo?] |tshnot obtained a $250 penalty will
iabeti i a rough the ,a
EA%F&:% e?gg?\zqe?rg Pgﬁgllty will%p?ly out-of-network. Orthotics, corrective
and prosthesis only- oq[twear agd atl o]}hertduribcléa W?dictal equipnlent are y
. not covered out-of-network Certification is not require
50% coinsurance  for services received from an IHCP, an Ind_ian_'lgribe,
Tribal Organization, or Urban Indian organization or
through referral under Purchased/Refefred Care.

Cost sharing waived at non-IHCP with IHCP referral.
If certification is not obtained a $250 penalty will

apply|tthr°'ﬁgh tTeQuLQLneIMLQ[k Certifcation s not

: : o~ enalty willa -0f- . Certification is no

Hospice services No charge No charge 50% coinsurance | fg _uirgd for s%?y){ces received from an IHCP, an
Indian Tribe, Tribal Organization, or Urban Indian
organization or through referral under
Purchased/Referred Care.

Limited to 1 visit per year through non-IHCP
preferred providers.

Provider selected frames; 1 per calendar year
through non-IHCP preferred providers.

Limited to 1 check-up every 6 months through non-
IHCP preferred providers.

equipment No charge 40% coinsurance

Children’s eye exam No charge No charge Not covered

If your child :
needs dental or | Children’s glasses No charge No charge Not covered

eye care Children’s dental check-
up
Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
Chiropractic care
Cosmetic surgery

[ ]
e Dental care (Adult)
e Hearing aids

No charge No charge Not covered

e Infertility services e Private-duty nursing
Long-term care e Routine foot care

Non-emergency care when traveling outside the e  Weight loss programs (exclusion does not apply to
u.s. preventive care behavioral interventions)

* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com Page 6 of 8
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion services e Bariatric surgery (covered through the preferred e Routine eye care (Adult) (screenings/eye refraction
o Acupuncture (covered when medically necessary) provider network If medically necessary) for vision correction purposes)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is:

e Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-
o %alifornia Department of Insurance — 300 Capitol Mall Suite 1600 Sacramento CA 95814. Call toll free: (800) 927-4357 or visit

J O#ice of Personnel Management Multi State Plan Program: https:

For more information on your riﬁhts to continue coverage, contact the plan at 1-888-926-4988. Other coverage options may be available to you too, includin% buying
iznggi)\éidual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-

Your Grievance and Appeals Rights: There are agencies that can help if You have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact; Health Net’s Customer Contact Center at 1-888-926-4988, submit a grievance form through www.myhealthnetca.com, or file your complaint in writing to,
Health Net Ad)geals and Grievance Department, P.O. Box 10348, Van Nuys, CA 91410-0348. For information about group health care coverage sub#'ect to ERISA,
contact the U.S. DﬁPartment of Labor’s Employee Benefits Security Administration at 1-866-444 (EBSA (3272) or mmmgl.gm&b&am&aﬁhmfatm If you have a
grievance against Health Net, you can also contact the California Department of Insurance, Consumer Communications Bureau Health Unit, 300 South Spring Street,

outh Tower, Los Angeles, CA 90013 or at 1-800-927-HELP (4357), 1-800 482-4833 TDD or at www.insurance.ca.gov. Additionally, a consumer assistance program
can help you file your appeal. Contact the California Department of Insurance at the contact information provided above.

Does this plan provide Minimum Essential Coverage? Yes
Minjmum:gsgmmmm&tagigenerally includes plans, health insurance available through the gi%i gflggg or other individual market policies, Medicare, Medicaid,

CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Mi you may not be eligible for the premium tax credit.
Does this plan meet the Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish IiEspaﬁoI;i: Para obtener asistencia en Espafiol, llame al 1-888-926-4988.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Ta allg)%tumawa sa 1-888-926-4988.

n
Chingse (150 ) A AR e [ HEED, Y48 |1 - B88-926.4088,
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne" 1-888-926-4988.

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control

number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy
of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com Page 7 of 8
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About these Coverage Examples:

fl" I Y

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $0
W Specialist copayment $0
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $0
B Specialist copayment $0
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:

care)
B The plan’s overall deductible $0
B Specialist copayment $0
B Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $60

Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $20

Emergency room care (including medical
supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)
Total Example Cost ‘ $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider

without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.

* For more information about limitations and exceptions, see the plan or policy document at www.myhealthnetca.com
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Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents), Health Net
of California, Inc. and Health Net Life Insurance Company (Health Net) comply with applicable federal civil rights laws and do
not discriminate, exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital
status, gender, gender identity, sexual orientation, age, disability, or sex.

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

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

If you need these services, contact Health Net’s Customer Contact Center at:

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

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

Group Plans through Health Net 1-800-522-0088 (TTY: 711)

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

Health Net of California, Inc./Health Net Life Insurance Company Appeals & Grievances
PO Box 10348, Van Nuys, CA 91410-0348

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

For HMO, HSP, EOA, and POS plans offered through Health Net of California, Inc.: If your health problem is urgent, if you
already filed a complaint with Health Net of California, Inc. and are not satisfied with the decision or it has been more than

30 days since you filed a complaint with Health Net of California, Inc., you may submit an Independent Medical Review/
Complaint Form with the Department of Managed Health Care (DMHC). You may submit a complaint form by calling the DMHC
Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at www.dmhc.ca.gov/FileaComplaint.

For PPO and EPO plans underwritten by Health Net Life Insurance Company: You may submit a complaint
by calling the California Department of Insurance at 1-800-927-4357 or online at https://www.insurance.ca.gov/
01-consumers/101-help/index.cfm.

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex, you can also
file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights (OCR), electronically
through the OCR Complaint Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department
of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019 (TDD: 1-800-537-7697).

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

FLYO28964EPOO (3/19)
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TEBVvEEEGER < Ay Individual & Family Plan (IFF) (A - FEmMIT T 72D

Off Exchange: 1-800-839-2172 (TTY: T11) £ CREFIESWv, 0V 7+ =THO~—4
F oo RZ-20vTH, IFF On Exchange 1-883-926-4988 (TTY: 711) = jd Small Business
1-888-926-5133 (TTY: T11) ECREH < EE, Health Netio L3 7A—F 75 o200 T,
1-300-522-0088 (TTY: Tl1) = THEEBEHLFEy,

Ehmer
Imﬁmﬁmmmﬁﬁﬁﬁig'j mnmjﬁmﬁaqmmmjﬁmimgmmﬁﬂ mﬂﬁaﬁmrs@mﬁmsuﬁ
ﬁﬂiEﬂMﬁﬁﬁmmﬁﬂmmrﬁlﬁﬁﬁ‘j ﬁJﬂﬂUﬁ%LU mﬁmﬂg:mmMmsumﬁwmgmﬁﬂshﬁﬁ
66 smmmziﬁmmms*ltmuggmwm%ﬂmmmnmjﬁ ger'q:mgisrTmsﬁH?ﬁ Off Exchange
mnmqmﬂmmljnn UG SUIFEEANT (IFP) MUIL:NUE: 1-800-838-2172 (TTY: 711)4
mij_nuﬁﬁpng‘, California fqu.rrT'QImEIImﬁIEHEﬂE On Exchange ITJ['JEi'i‘[j.ﬂﬂ IFP FHIWizife
1-888-926-4988 (TTY: 711) Ujfivligm ﬁfﬁg@ﬁiﬁﬁmmmztma 1-888-926-5133 (TTY: 711)"1
ﬁJ'EﬂT:iﬁl‘ﬁﬂhm'[ﬁ‘Fjﬁ'liﬁLU: Health Met wnmﬁqrr&grﬂmétma 1-800-522-0088 (TTY: 7114
Korean
-r.'«?r = »’-’IH]M.JL tl B HeAE ved £ 945U F 35 qe A god 9
5 M2 ;qﬂ:'}—‘vu‘kv}"ﬂiﬂi-# HAFHUE &0 HAFAHID 72 5 A3
JI?E M) 2 ﬂ]ﬂnﬂ HEF A AL A 2 A S RIFEP S E5$ Of Exchange:
1-B00-339-21THTTY- TIH 2 = Az + ‘E Az AEEuel F oFlEH A A8
IFPﬂnE.:chng 1-B88- 926 498R(TTY: T11), A FE H] =1]29] ﬁ—.— 1-288-025-3133TTY 71 22

A TY4 2. Health Net& B2 2F §99 4% 1-800-522-008(TTY: 71H 2.2 Az
'-"r"*dﬁli

HL.

ku Io

Navajo

Doo bagh ilinigdd saad bee haka ada'llyeed. Ata" halne’igii da ta’ na hadidéot’||f. Naaltsoos da t'aa
shi shizaad k'ehji shichj’ yideoltah ninizinge t'3& nd dkddoolniit. Akdt'éego shiksd a'doowet ninizingo
Customer Contact Center hoolyéhi])l’ hodiilnih ninaaltseos nanitinge bee néého’dolzinigii hodoonihjl’
bikad” i doodago koj)” hdlne’ Individual & Family Plan (IFP) Off Exchange: 1-800-835-2172 {TTY: 711).
Califomia marketplace bahigii kejl” hélne” IFP On Exchange 1-888- 926-4938 (TTY: 711) i deodago
small Business bahigii kojl” hélne’ -388-926-5133 (TTY: 711). Group Plans through Health Net bahigii &i
kojl” halne” 1-800-322-0088 (TTY: 711).

Persian (Farsi)
sl S e e e e A Sl M Cellpn il e s AU aa R R S AR A G p e e
8 jat 4 |FP) Off Exchange) Sdsts 5 s2 @bl Gldis o € oy ot ds ol mta plas 1€ pa s o S8 28 0
1-888-926-4958 + sus IFP On Exchange L o Ads J sl 28 els (TTY:T11) 1-800-839-2172
G 1A E el b sl e Wl (TTYCT11) 1-888-926-5133 =28 8 5 =l L(TTY:T11)
A ele (TTY:711) 1-800-522-0085 L <Health MNet



Panjabi (Punjabi)
ﬁ?hﬁmaﬁ#mﬁ@?@ﬁﬁ%@aﬁéﬁ@mmmﬁélﬂmmm
&9 ug 3 7= 7 AEE 351 WEE B, wE WEE g9s I R de I e nuTe A A W
fevadtag 2 ufs=ga wae (IFP) e WaAon 2 @8 @9: 1-800-839-2172 (TTY: 711)| ABlegomr
WaacusHE 59, |Fp s sered § 1-888-926-LIBE (TTY: 711) 7 AHE FEIﬂﬁFI?HE

1-888-926-5133 (TTY: 711) ‘3 5 5= 388 3¢ Tt Ayfaa v =4,

1-200-522-0088 (TTY: 711) ‘2 T8 =1

Russian

Becnsarhas nosoils nepesoimkos. Bl smosers no0y4eTs oMb nepesararka. Bas MoryT npodnrars
aoeyMenTsl i Bamies pojsos sasiie . Ecan Bay By sHa noMoilb, asomrre 10 Tenetgony Lerrpa nomoug
FUIMEHTIM, YRAIAHHOMY HL BAILGA KAPTE YHACTHHKE I0ana, Bel rakse Mosers n03BoHRTE B 0TI N0
YHACTHHKAM HE [IPEICTABIEHHRIN Ha (he/lepanbHoM PhiHKe ILMHOE |18 SACTHRIX ML § Cemed

(IFP) Off Exchange 1-800-832-2172 (TTY: 711). ¥uactuukn nnanos ot California marketplace: ssomiTe
B OTHIEN DOMOIH YHICTHHKEM NpeicTasies b v dhenepuibion phixke naasos IFP (On Exchange) no
renedhony 1-888-826-4988 (TTY: 711) win & omien maados ans sanoro Guskeca (Small Business) no
reqepory 1-888-926-5133 (TTY: T11). YuacTHikt KOMIEKTHBREIX ITAHOE, TPE/I0CTLRIREMBIN SEped
Health Net: ssonmre no renedony 1-800-522-0088 (TTY: T11).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos v
recibir alzumos en su idioma. Para obtener ayoda, comumiquess con el Cenmo de Commmicacion con el Clisne
al mimero que fisura en s tarjeta de idendficacion o llame al plan individoal v familiar que no pertensce al
Mercado de Segures de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
California, lame al plan individual v familiar que pertenece al Mercado de Seeuros de Salud al
1-888-926-4988 (TTY: 711); para los planes de pequefias empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a ravés de Health Met, llame al 1-800-322-0088 (TTY: 711).

Tazalo

Wa?ang %a}'ad na Mpa Serbisyo s5a Wika. Makakakuha kavo ng interpreter. Makakakuha kayo ng mga
dokumento na babasalin sa inyo sa inyong wika. Para sa tlong, mmawag sa Customer Contact Centel sa
numerong nasa ID card ninyo © mmawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilva
(Individual & Family Plan, IFP): 1-B00-8358-2172 (TTY: 711). Para sa Califomia marketplace, mmawag sa
IFP Om Exchange 1-B83-926-4988 (TTY: T11) o Maliliit na Negosyo 1-B88-926-5133 (TTY: T11).

Para sa mga Planong Pang-prupo sa pamamagitan ng Health MNet, mmawag sa 1-800-322-0088 (TTT: 711).
Thai

Liddwinmedmmen auswnlyala qmsnmm'lﬁtiﬂmnnmﬂﬁﬂ':!Lﬂmqmmqm‘lﬁ WINRBIMIATIUTIE
wiie Tnmwmada AR AT nETLw AT R sanms wialnmhoumuneRLasAseve TSN
{Individual & Family Plan (IFF) Off Exchange) 1 1-800-830-2172 (Taus TTY: 711) dmileaurdvefiiie Tnom
dﬂuuﬂuqﬂﬂﬂuﬂ:ﬁswnﬁ'uudfj {IFF On Exchangs) 147 1-885-928-4088 (s TTT: 741) wia dﬂﬂ!ﬂﬁﬂu"lﬂl.ﬁﬂ
(Srnall Busine=a) fi 1-888-026-5133 {Twam TTY: 711) SmTLLMULLNGUETWIYK Health Net Tns

1-800-522-0088 (Tnum TTY: 741)



Vietnamese

Cic Dich Vi Nedn Nedr Mién Phi. Quy vi ¢d the cé mdt phién dich vién. Quyf vi cd the véu ¢ 3 droe doc cho
nghe ti ligu bing ngén newr ciia quy vi. D duwe gidp &, vii léng goi Trung Tim Lifn Lac Khich Hing theo
50 dién thogi ghi mén thé ID clia quy vi hodc goi Churong Trnh Bao Hiem C3 Nhin & Gia Binh (IFP) Phi Tip
Trmg: 1-800-839-2172 (TTY: T11). BMi vovi th twrme California, vui 1ang eoi IFP Tip Trung
1-888-926-498% (TTY: 711) hodc Doanh Nehiép Nho 1-588-926-5133 (TTY: 711). B&i voi cic Churomg Trinh
Bio Hifm Nhim qua Health Net. vui léng 2oi 1-800-322-0088 (TTY: 711).
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