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Health Net HMO Disclosure Form

Delivering Choices

When it comes to your health care, the best decisions are made with the best choices. Health Net
of California, Inc. (Health Net) provides you with ways to help you receive the care you deserve.
The Disclosure Form answers basic questions about this Health Maintenance Organization (HMO)
plan.

If you have further questions, contact us:

By phone at 1-833-448-2042
@ By mail at:

Health Net of California
P.O. Box 9103
Van Nuys, CA 91409-9103

. Online at www.healthnet.com/sfhss

This Disclosure Form (including any applicable Disclosure Form Rider) and the Summary of
Benefits and Coverage (SBC) document provide a summary of your health plan. The plan’s
Evidence of Coverage (EOC), which you will receive after you enroll, contains the exact terms and
conditions of your Health Net coverage. You should also consult the Group Hospital and
Professional Service Agreement (issued to your employer) to determine governing contractual
provisions. It is important for you to carefully read this Disclosure Form, the SBC and, once
received, the plan’s EOC, especially those sections that apply to those with special health care
needs. This Disclosure Form includes a matrix of benefits in the section titled "Benefits Matrix."
The SBC, which is issued in conjunction with this Disclosure Form, describes what your plan
covers and what you pay for Covered Benefits.
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Health Net CanopyCare HMO Network
Rider (Rider)

Health Net of California, Inc. (“Health Net”) issues this Rider in conjunction with the accompanying
coverage document. It describes available provider network for your plan’s coverage. Please review
this Rider along with the accompanying document to find out what this plan covers and how much
you will pay for covered services and supplies.

Health Net CanopyCare HMO Network

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

Except for Emergency Care, benefits for Physician and Hospital services under this Health Net
CanopyCare HMO Network ("CanopyCare HMO Network") plan are only available when you live
or work in the CanopyCare HMO Network service area and use a CanopyCare HMO Network
Physician or Hospital. When you enroll in this CanopyCare HMO Network plan, you must choose a
CanopyCare HMO Network Primary Care Physician and you may only use a Physician, Hospital, or
ancillary provider who is in the CanopyCare HMO Network. You may obtain Behavioral Health
covered services and supplies from any Health Net Participating Behavioral Health Provider.

Obtaining Covered Services under the Health Net CanopyCare HMO
Network Plan

Type of Provider Available From
HOSPITAL..ovveeeeeee ettt e et e e eeeenrreeee e e e e e e snaneeees All CanopyCare HMO Network Hospitals*
PHYSICIAN .ceeeieeeerteeee ettt e e e e e e e All CanopyCare HMO Network Physicians*
ANCILLARY ..ottt e eenrreeee e e All CanopyCare HMO Network Ancillary Providers*

BEHAVIORAL HEALTH......ccooviiiirireeeeee s All Health Net Contracting Behavioral Health Providers
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*  The benefits of this plan for Physician, Hospital, and ancillary services are only available for
covered services received from a CanopyCare HMO Network Physician, Hospital or ancillary
service provider, except for (1) Urgently Needed Care outside a 30-mile radius of your Physician
Group and all Emergency Care; (2) referrals to non-CanopyCare HMO Network providers are
covered when the referral is issued by your CanopyCare HMO Network Physician Group; and (3)
covered services provided by a non-CanopyCare HMO Network provider when authorized by
Health Net. Please refer to the coverage document for more information on emergency care,
specialist and referral care.

The CanopyCare HMO Network service area and a list of its Physician, Hospital, and ancillary
providers are shown in the Health Net CanopyCare HMO Network Provider Directory. In addition,
CanopyCare HMO Network Physicians and Hospitals are listed online at our website
www.healthnet.com/sfhss. The CanopyCare HMO Network Provider Directory is different from
other Health Net Provider Directories. A copy of the Health Net CanopyCare HMO Network Provider
Directory may be ordered online or by calling the Health Net Customer Contact Center at 1-833-
448-2042.

@Not all Physician, Hospitals and ancillary providers who contract with Health Net are
CanopyCare HMO Network providers. Only those Physicians, Hospitals and ancillary
providers specifically identified as participating in the CanopyCare HMO Network may
provide services under this plan, except as described in the chart above.

Unless specifically stated otherwise, use of the following terms in the coverage document solely

refers to the CanopyCare HMO Network as explained above.

e Health Net

e Health Net Service Area

e Hospital

e Member Physician, Participating Physician Group, Primary Care Physician, Physician,
participating provider, contracting Physician Groups and contracting Providers

e Network

e Provider Directory

Health Net CanopyCare HMO Network Alternative Access Standards

The CanopyCare HMO Network includes participating Primary Care and Specialist Physicians, and
Hospitals in the CanopyCare service area, which consists of parts of Santa Clara and Solano
Counties, and all of Alameda, Contra Costa, Marin, Napa, Sonoma, San Francisco, San Mateo and
Santa Cruz Counties. However, CanopyCare Members residing in the following zip codes will need
to travel as indicated to receive non-emergency services.

16 - 30 Miles
Alameda County ............ 94550 — Livermore (Hospital), 94551 — Livermore (Hospital)
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Contra Costa County ......

Marin County.....cc.cccuuuens

Napa County..................

San Mateo County .........

Santa Clara County.........

Santa Cruz County..........
Solano County................

Sonoma County .............

Beyond 30 Miles
Sonoma County .............

If you have any questions

94509 — Antioch (Hospital), 94511 — Bethel Island (Hospital), 94513 —
Brentwood (Hospital), 94548 — Knightsen (Hospital), 94561 — Oakley
(Hospital)

94937 - Inverness (Hospital), 94946 — Nicasio (Hospital), 94947 — Novato
(Hospital), 94952 - Petaluma (Hospital), 94956 — Pt. Reyes St. (Hospital),
94960 — San Anselmo (Hospital), 94979 — San Anselmo (Hospital)

94558 — Napa (PCP and Hospital), 94567 — Pope Valley (Hospital), 94574 —
Saint Helena (Hospital), 94591 — Vallejo (Hospital)

94060 — Pescadero (Hospital)

94022 — Los Altos (Hospital), 94024 — Los Altos (Hospital), 95141 — San
Jose (Hospital)

95060 —Bonny Doon (Hospital), 95076 — Watsonville (Hospital)
94591 — Vallejo (Hospital)

94923 — Bodega Bay (Hospital), 94952 — Petaluma (Hospital), 95412 —
Annapolis (PCP and Hospital), 95425 — Cloverdale (PCP and Hospital),
95450 — Jenner (PCP and Hospital), 95480 — Stewarts Point (PCP and
Hospital)

95497 — Sea Ranch (PCP: 39 miles and Hospital: 39 miles)

about the CanopyCare HMO Network Service Area, choosing your

CanopyCare HMO Network Primary Care Physician, how to access specialist care or your benefits,
please call Health Net's Customer Contact Center at the phone number on the back cover.
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How the Plan Works

Please read the following information so you will know from whom health care may be obtained, or
what physician group to use. If any network rider has been issued with this document, refer to the
rider for additional information.

SELECTION OF PHYSICIANS AND PHYSICIAN GROUPS

e When you enroll with Health Net, you choose a contracting physician group. From your physician
group, you select one doctor to provide basic health care; this is your primary care physician (PCP).

e Health Net requires the designation of a PCP. A PCP provides and coordinates your medical care.
You have the right to designate any PCP who participates in our network and who is available to
accept you or your family members, subject to the requirements of the physician group. For
children, a pediatrician may be designated as the PCP. Until you make this PCP designation, Health
Net designates one for you. For information on how to select a PCP and for a list of the
participating PCP in the Service Area, refer to your Health Net CanopyCare HMO Directory (Health
Net CanopyCare HMO Directory). The Health Net CanopyCare HMO Directory is also available on
the Health Net website at www.healthnet.com/sfhss. You can also call the Customer Contact
Center at the number shown on your Health Net ID card to request provider information.

e Whenever you or a covered family member needs health care, your PCP will provide the Medically
Necessary care. Specialist care is also available, when referred by your PCP or physician group.

e You do not have to choose the same physician group or PCP for all members of your family.
Physician groups, with names of physicians, are listed in the Health Net CanopyCare HMO
Directory.

HOW TO CHOOSE A PHYSICIAN

Choosing a PCP is important to the quality of care you receive. To be comfortable with your choice, we
suggest the following:
e Discuss any important health issues with your chosen PCP;

e Ask your PCP or the physician group about the specialist referral policies and hospitals used by the
physician group; and

e Be sure that you and your family members have adequate access to medical care, by choosing a
doctor located within 30 miles of your home or work.

SPECIALISTS AND REFERRAL CARE

If you need medical care that your PCP cannot provide, your PCP may refer you to a specialist or other
Health Care Provider for that care. Refer to the "Mental Health or Substance Use Disorders" section
below for information about receiving care for Mental Health or Substance Use Disorders.
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You do not need prior authorization from Health Net or from any other person (including a PCP) in
order to obtain access to obstetrical or gynecological care from a health care professional in our
network who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certain procedures, including obtaining Prior Authorization for certain
services, following a pre-approved treatment plan, or procedures for making referrals. For a list of
participating health care professionals who specialize in obstetrics, gynecology or reproductive and
sexual health, refer to your Health Net CanopyCare HMO Directory (Health Net CanopyCare HMO
Directory) on the Health Net website at www.healthnet.com/sfhss. A copy of the Health Net
CanopyCare HMO Directory may also be ordered online or by calling Health Net Customer Contact
Center at 1-833-448-2042.

MENTAL HEALTH OR SUBSTANCE USE DISORDERS

For more information about how to receive care and Health Net’s prior authorization requirements,
please refer to the "Behavioral Health Services" section of this Disclosure Form.

HOW TO ENROLL

Complete the enrollment form found in the enrollment packet and return the form to your employer.
If a form is not included, your employer may require you to use an electronic enrollment form or an
interactive voice response enrollment system. Please contact your employer for more information.

Some hospitals and other providers do not provide one or more of the following
services that may be covered under the plan's Evidence of Coverage and that you or
your family member might need:

e Family planning

e Contraceptive services; including emergency contraception

o Sterilization, including tubal ligation at the time of labor and delivery

e Infertility treatments

e Abortion

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

Customer Contact Center at the phone number on the back cover to ensure that you
can obtain the health care services that you need.


file://///hncorp/dfs-common/WH/Common11/Contracts/Filing/HMO/2022/SBG/DF/www.healthnet.com
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Benefits Matrix

The matrix below lists examples of services that are provided under this plan. Refer to
the SBC, which is issued in conjunction with this Disclosure Form, for the amount you will
pay for Covered Benefits.

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A

SUMMARY ONLY. THE EVIDENCE OF COVERAGE (EOC) SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

Principal Benefits What You Pay

Deductible.....cccoveeeevciiieiiiieeeeee This plan does not have a deductible.

Lifetime maximums........ccccceeveivnennnn. This plan does not have a lifetime maximum.

Professional services.........cccoecuvvneen.. Refer to the SBC under “If you visit a Health Care Provider’s office
or clinic.”

Outpatient services........cccecvveeeenneen. Refer to the SBC under “If you have outpatient surgery.”

Hospitalization services ..................... Refer to the SBC under “If you have a hospital stay.”

Emergency health coverage............... Refer to the SBC under “If you need immediate medical
attention.”

Ambulance Services .......ccccceeeevvveeeenns Refer to the SBC under “If you need immediate medical
attention.”

Prescription Drug coverage ............... Refer to the SBC under “If you need drugs to treat your illness or
condition.”

Durable medical equipment .............. Refer to the SBC under “If you need help recovering or have other
special health needs.”

Mental health services....................... Refer to the SBC under “If you need mental health, behavioral
health, or substance abuse services.”

Substance Use Disorder services....... Refer to the SBC under “If you need mental health, behavioral
health, or substance abuse services.”

Home health services........cccccuunnneen.. Refer to the SBC under “If you need help recovering or have other
special health needs.”

Other Services .....ccccveeeeevccivrreeeeeeeenn, Refer to the SBC under “If you have a test” and “If you need help

recovering or have other special health needs.”
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Exclusions and Limitations

The Plan does not cover the services or supplies listed below that are excluded from coverage or
exceed limitations as described in the Evidence of Coverage (EOC).

These exclusions and limitations do not apply to Medically Necessary basic health care services
required to be covered under California or federal law, including but not limited to Medically Necessary
Treatment of a Mental Health or Substance Use Disorder, as well as preventive services required to be
covered under California or federal law.

These exclusions and limitations do not apply when covered by the Plan required by law.

Acupuncture Services: This Plan does not cover acupuncture services except as described in the
EOC in “Covered Services and Supplies” or as required by law.

Chiropractic Services: This Plan does not cover Chiropractic Services, except as provided by ASH
Plans as described in the Plan’s EOC in the “Schedule of Benefits and Copayments” section and the
“Covered Services and Supplies” section or as required by law.

Clinical Trials: This Plan does not cover clinical trials, except Approved Clinical Trials as described in
the Plan’s EOC in the “Covered Services and Supplies” section or as required by law.

Coverage of Approved Clinical Trials does not include the following:
o The Investigational drug, item, device or service itself;

o Drugs, items, devices, and services provided solely to satisfy data collection and analysis needs
that are not used in the direct clinical management of the Member.

o Drugs, items, devices, and services specifically excluded from coverage in the Plan’s EOC, except
for drugs, items, devices, and services required to be covered pursuant to state and federal law.

o Drugs, items, devices, and services customarily provided free of charge to a clinical trial
participant by the research sponsor.

This exclusion does not limit, prohibit, or modify a Member’s rights to the Experimental Services or
Investigational Services independent review process as described in the Plan’s EOC in the “General
Provisions” section or to the Independent Medical Review (IMR) from the Department of Managed
Health Care (DMHC) as described in the Plan’s EOC in the “General Provision” section.

Cosmetic Services, Supplies, or Surgeries: This Plan does not cover cosmetic services, supplies, or
surgeries that slow down or reverse the effects of aging, or alter or reshape normal structures of
the body in order to improve appearance rather than function except as described in the Plan’s
EOC in the “Covered Services and Supplies” section, or as required by law. The Plan does not cover
any services, supplies, or surgeries for the promotion, prevention, or other treatment of hair loss or
hair growth except as described in the Plan’s EOC in the “Covered Services and Supplies” section, or
as required by law.
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This exclusion does not apply to the following:

o Medically Necessary treatment of complications resulting from cosmetic surgery, such as
infections or hemorrhages.

o Reconstructive surgery as described in the Plan’s EOC in the “Covered Services and Supplies”
section.

o For gender dysphoria, reconstructive surgery of primary and secondary sex characteristics to
improve function, or create a normal appearance to the extent possible, for the gender with
which a Member identifies, in accordance with the standard of care as practiced by physicians
specializing in reconstructive surgery who are competent to evaluate the specific clinical issues
involved in the care requested as described in the Plan’s EOC in the “Covered Services and
Supplies” section.

Custodial or Domiciliary Care: This Plan does not cover custodial care, which involves assistance
with activities of daily living, including but not limited to, help in walking, getting in and out of bed,
bathing, dressing, preparation and feeding of special diets, and supervision of medications that are
ordinarily self-administered, except as described in the Plan’s EOC in the “Covered Services and
Supplies” section or as required by law.

This exclusion does not apply to the following:

o Assistance with activities of daily living that requires the regular services of or is regularly
provided by trained medical or health professionals.

o Assistance with activities of daily living that is provided as part of covered hospice, skilled
nursing facility, or inpatient hospital care.

o Custodial care provided in a healthcare facility.

Dental Services: This Plan does not cover dental services or supplies, except as described in the
Plan’s EOC in the “Covered Services and Supplies” section or as required by law.

Dietary or Nutritional Supplements: This Plan does not cover dietary or nutritional supplements,
except as described in the Plan’s EOC in the “Covered Services and Supplies” section or as required
by law.

Disposable Supplies for Home Use: This Plan does not cover disposable supplies for home use,
such as bandages, gauze, tape, antiseptics, dressings, diapers, and incontinence supplies, except as
described in the Plan’s EOC in the “Covered Services and Supplies” section under “Ostomy and
Urological Supplies” or as required by law.

Experimental Services or Investigational Services: This Plan does not cover Experimental Services
or Investigational Services, except as described in the Plan’s EOC in the “Covered Services and
Supplies” section or as required by law.

Experimental Services means drugs, equipment, procedures or services that are in a testing phase
undergoing laboratory and/or animal studies prior to testing in humans. Experimental Services are
not undergoing a clinical investigation.
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Investigational Services means those drugs, equipment, procedures or services for which laboratory
and/or animal studies have been completed and for which human studies are in progress but:

1.
2.
3.

Testing is not complete; and
The efficacy and safety of such services in human subjects are not yet established; and

The service is not in wide usage.

The determination that a service is an Experimental Service or Investigational Service is based on:

1.

3.

Reference to relevant federal regulations, such as those contained in Title 42, Code of Federal
Regulations, Chapter IV (Health Care Financing Administration) and Title 21, Code of Federal
Regulations, Chapter | (Food and Drug Administration);

Consultation with provider organizations, academic and professional specialists pertinent to the
specific service;

Reference to current medical literature.

However, if the Plan denies or delays coverage for your requested service on the basis that it is an
Experimental Service or Investigational Service and you meet all the qualifications set out below,
the Plan must provide an external, independent review.

Qualifications

1.
2.

You must have a Life-Threatening or Seriously Debilitating condition.

Your Health Care Provider must certify to the Plan that you have a Life-Threatening or Seriously
Debilitating condition for which standard therapies have not been effective in improving your
condition, or are otherwise medically inappropriate, or there is no more beneficial standard
therapy covered by the Plan.

Either (a) your Health Care Provider, who has a contract with or is employed by the Plan, has
recommended a drug, device, procedure, or other therapy that the Health Care Provider
certifies in writing is likely to be more beneficial to you than any available standard therapies,
or (b) you or your Health Care Provider, who is a licensed, board-certified, or board-eligible
physician qualified to practice in the area of practice appropriate to treat your condition, has
requested a therapy that based on two documents from acceptable medical and scientific
evidence, is likely to be more beneficial for you than any available standard therapy.

You have been denied coverage by the Plan for the recommended or requested service.

If not for the Plan’s determination that the recommended or requested service is an
Experimental Service or Investigational Service, it would be covered.
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External, Independent Review Process: If the Plan denies coverage of the recommended or
requested therapy and you meet all of the qualifications, the Plan will notify you within five
business days of its decision and your opportunity to request external review of the Plan’s decision.
If your Health Care Provider determines that the proposed service would be significantly less
effective if not promptly initiated, you may request expedited review and the experts on the
external review panel will render a decision within seven days of your request. If the external
review panel recommends that the Plan cover the recommended or requested service, coverage
for the services will be subject to the terms and conditions generally applicable to other benefits to
which you are entitled.

DMHC’s Independent Medical Review (IMR): This exclusion does not limit, prohibit, or modify a
Member’s rights to an IMR from the DMHC as described in the Plan’s EOC in the “General
Provisions” section. In certain circumstances, you do not have to participate in the Plan’s grievance
or appeals process before requesting an IMR of denials for Experimental Services or Investigational
Services. In such cases you may immediately contact the DMHC to request an IMR of this denial.
See the “General Provisions” section.

Vision Care: This Plan does not cover vision services, except as described in the Plan’s EOC in the
“Covered Services and Supplies” section or as required by law.

Hearing Aids: This Plan does not cover hearing aids, except as described in the Plan’s EOC in the
“Covered Services and Supplies” section or as required by law.

Immunizations: This Plan does not cover non-Medically Necessary or non-preventive
immunizations solely for foreign travel or occupational purposes, except as described in the Plan’s
EOC in the “Covered Services and Supplies” section or as required by law.

Nonlicensed or Noncertified Providers: This Plan does not cover treatments or services rendered
by a nonlicensed or noncertified Health Care Provider, except as described in the Plan’s EOC in the
“Covered Services and Supplies” section or as required by law.

This exclusion does not apply to Medically Necessary Treatment of a Mental Health or Substance
Use Disorder furnished or delivered by, or under the direction of, a Health Care Provider acting
within the scope of practice of the provider’s license or certification under applicable state law.

Prescription Drugs/Outpatient Prescription Drugs: The Plan does not cover the following
Prescription Drugs, except as described in the Plan’s EOC in the “Covered Services and Supplies”
section or as required by law:

o When prescribed for cosmetic services. For purposes of this exclusion, cosmetic means drugs
solely prescribed for the purpose of altering or affecting normal structure of the body to
improve appearance rather than function.

o When prescribed solely for the treatment of hair loss, sexual dysfunction, athletic performance,
cosmetic purposes, anti-aging for cosmetic purposes, and mental performance. The exclusion
does not apply to drugs for mental performance when they are Medically Necessary to treat
diagnosed mental iliness or medical conditions affecting memory, including, but not limited to,
treatment of the conditions or symptoms of dementia or Alzheimer’s disease.



Health Net HMO Disclosure Form 18

o When prescribed solely for the purpose of losing weight, except when Medically Necessary for
the treatment of severe obesity. Enrollment in a comprehensive weight loss program, if
covered by the Plan, may be required for a reasonable period of time prior to or concurrent
with receiving the Prescription Drug.

o When prescribed solely for the purpose of shortening the duration of the common cold.

o Prescription Drugs available over the counter or for which there is an over-the-counter
equivalent (the same active ingredient, strength, and dosage form as the Prescription Drug).
This exclusion does not apply to:

= |nsulin,

= Qver-the-counter drugs as covered under preventive services, e.g., over-the-counter FDA-
approved contraceptive drugs),

= Qver-the-counter drugs for reversal of an opioid overdose, or

= An entire class of Prescription Drugs when one drug within that class becomes available
over the counter.

Replacement of lost or stolen drugs.

o Drugs when prescribed by non-contracting providers for non-covered procedures and which are
not authorized by a plan or a plan provider, except when coverage is otherwise required in the
context of Emergency Services and Care.

e Private Duty Nursing: This Plan does not cover private duty nursing in the home, hospital, or long-
term care facility, except as described in the Plan’s EOC in the “Covered Services and Supplies”
section or as required by law.

e Personal or Comfort Items: This Plan does not cover personal or comfort items, such as internet,
telephones, personal hygiene items, food delivery services, or services to help with personal care,
except as required by law.

e Reversal of Voluntary Sterilization: This Plan does not cover reversal of voluntary sterilization,
except for Medically Necessary treatment of medical complications, except as required by law.

e Surrogate Pregnancy: This Plan does not cover testing, services, or supplies for a person who is not
covered under this Plan for a surrogate pregnancy, except as described in the Plan’s EOC in the
“General Provisions” section or as required by law.

e Therapies: This Plan does not cover the following physical and occupational therapies, except as
described in the Plan’s EOC in the “Covered Services and Supplies” section or as required by law:

o Massage therapy, unless it is a component of a treatment plan;

o Training or therapy for the treatment of learning disabilities or behavioral problems;
o Social skills training or therapy; and

o Vocational, educational, recreational, art, dance, music, or reading therapy.

e Routine Physical Examination: The Plan does not cover physical examinations for the sole purpose
of travel, insurance, licensing, employment, school, camp, court-ordered examinations, pre-
participation examination for athletic programs, or other non-preventive purpose, except as
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described under the Plan’s EOC in the “Covered Services and Supplies” section or as required by
law.

e Travel and Lodging: This Plan does not cover transportation, mileage, lodging, meals, and other
Member-related travel costs, except for licensed ambulance or psychiatric transport as described in
the Plan’s EOC in the “Covered Services and Supplies” section, as otherwise described in the Plan’s
EOC in the “Covered Services and Supplies” section or as required by law.

e Weight Control Programs and Exercise Programs: This Plan does not cover weight control
programs and exercise programs, except as described in the Plan’s EOC in the “Covered Services
and Supplies” section or as required by law.

Benefits and Coverage

MEDICALLY NECESSARY CARE

All services that are Medically Necessary will be covered by your Health Net plan (unless specifically
excluded under the plan). All Covered Benefits are listed in the plan’s EOC; any other services or
supplies are not covered.

EMERGENCIES

Health Net covers emergency and urgently needed care throughout the world. If you need emergency
or urgently needed care, seek care where it is immediately available. Depending on your
circumstances, you may seek this care by going to your physician group (medical) or participating
mental health professional (Mental Health or Substance Use Disorders) or urgent care center. For an
emergency, go to the nearest emergency facility or call 911.

You are encouraged to use appropriately the 911 emergency response system, in areas where the
system is established and operating, when you have an Emergency Medical Condition (including
Mental Health or Substance Use Disorders) that requires an emergency response. All air and ground
ambulance and ambulance transport services provided as a result of a 911 call will be covered, if the
request is made for an Emergency Medical Condition (including Mental Health or Substance Use
Disorders). You can also call 988, the national suicide and mental health crises hotline system.

All follow-up care (including Mental Health or Substance Use Disorders) after the urgency has passed
and your condition is stable, must be provided or authorized by your physician group (medical) or
participating Mental Health professional (Mental Health or Substance Use Disorders) and, if required,
authorized by your physician group (medical) or Health Net (Mental Health or Substance Use
Disorders); otherwise, it will not be covered by Health Net.

. Emergency Services and Care includes medical screening, examination and evaluation by a
physician (or other personnel to the extent permitted by applicable law and within the scope
of their license and privileges) to determine if an Emergency Medical Condition or active labor
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exists and, if it does, the care, treatment, and surgery, if within the scope of that person’s
license, necessary to relieve or eliminate the Emergency Medical Condition, within the
capability of the facility. “Active labor” means labor at the time that either of the following
could reasonably be expected to occur: (1) there is inadequate time to effect safe transfer to
another hospital prior to delivery; or (2) a transfer poses a threat to the health and safety of
the Member or unborn child. Emergency Services and Care will also include additional
screening, examination and evaluation by a physician (or other personnel to the extent
permitted by applicable law and within the scope of their license and privileges) to determine
if a Psychiatric Emergency Medical Condition exists, and the care and treatment necessary to
relieve or eliminate the Psychiatric Emergency Medical Condition, either within the capability
of the facility or by transferring the Member to a psychiatric unit within a general acute
hospital or to an acute psychiatric hospital as Medically Necessary.

All air and ground ambulance and ambulance transport services provided as a result of a 911
call will be covered, if the request is made for an Emergency Medical Condition (including
Mental Health or Substance Use Disorders).

Emergency Medical Condition means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that the absence of immediate
medical attention could reasonably be expected to result in any of the following: (1) Placing
the patient’s health in serious jeopardy, (2) Serious impairment to bodily functions, or (3)
Serious dysfunction of any bodily organ or part.

Psychiatric Emergency Medical Condition means a Mental Health or Substance Use Disorder
that manifests itself by acute symptoms of sufficient severity that it renders the patient as
being either of the following: (1) An immediate danger to themself or to others, or (2)
Immediately unable to provide for, or utilize, food, shelter, or clothing, due to the Mental
Health or Substance Use Disorder.

Urgently needed care includes an otherwise covered medical service a person would seek for
treatment of an injury, unexpected illness or complication of an existing condition, including
pregnancy, to prevent the serious deterioration of their health, but which does not qualify as
Emergency Services and Care, as defined in this section. This may include services for which a
person should have known an emergency did not exist.

NOTICE OF REQUIRED COVERAGE

Benefits of this plan provide coverage required by the Federal Newborns’ and Mothers’ Health
Protection Act of 1996 and Women’s Health and Cancer Rights Act of 1998.

The Newborns’ and Mothers’ Health Protection Act of 1996 sets requirements for a minimum hospital
length of stay following delivery. Specifically, group health plans and health insurance issuers generally
may not, under Federal law, restrict benefits for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less
than 96 hours following a cesarean section. However, Federal law generally does not prohibit the
mother's or newborn's attending provider, after consulting with the mother, from discharging the
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mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers
may not, under Federal law, require that a provider obtain authorization from the plan or the
insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

The Women’s Health and Cancer Rights Act of 1998 applies to Medically Necessary mastectomies and
requires coverage for prosthetic devices and reconstructive surgery on either breast provided to
restore and achieve symmetry.

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 nonemergency
health care services.

You may contact Health Net at the number shown on the back cover, 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. For further information, please refer to the plan's EOC or contact the Health Net
Customer Contact Center at the phone number on the back cover.

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

APPROVED CLINICAL TRIALS

Routine patient care costs for patients diagnosed with cancer or other Life-Threatening disease or
condition who are accepted into phase |, Il, lll, or IV clinical trials are covered when Medically
Necessary, recommended by the Member’s treating physician and authorized by Health Net. The
physician must determine that participation has a meaningful potential benefit to the Member and the
trial has therapeutic intent. For further information, please refer to the plan’s EOC.

SECOND OPINIONS

You have the right to request a second opinion when:

e Your PCP or a referral physician gives a diagnosis or recommends a treatment plan that you are not
satisfied with;

e You are not satisfied with the result of treatment you have received;

e You are diagnosed with, or a treatment plan is recommended for, a condition that threatens loss of
life, limb, or bodily function, or a substantial impairment, including but not limited to a serious
chronic condition; or

e Your PCP or a referral physician is unable to diagnose your condition, or test results are conflicting.
When you request a second opinion, you will be responsible for any applicable copayments. To obtain

a copy of Health Net’s second opinion policy, call the Customer Contact Center at the phone number
on the back cover.
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COVERAGE FOR NEWBORNS

Children born after your date of enrollment are automatically covered for 31 days (including the date
of birth). To continue coverage, the child must be enrolled through your employer before the 31st day
of the child’s life. If the child is not enrolled within 31 days (including the date of birth):

e Coverage will end after 31 days (including the date of birth); and

e You will have to pay your physician group for all medical care provided after 31 days (including the
date of birth).

SPECIAL ENROLLMENT RIGHTS UNDER CHILDREN’S HEALTH
INSURANCE PROGRAM REAUTHORIZATION ACT OF 2009 (CHIPRA)

The Children’s Health Insurance Reauthorization Act of 2009 (CHIPRA) creates a special enrollment
period in which individuals and their dependent(s) are eligible to request enrollment in this plan within
60 days of becoming ineligible and losing coverage from a Medi-Cal plan.

EXTENSION OF BENEFITS

If you or a covered family member is totally disabled when your employer ends its group services
agreement with Health Net, we may cover the treatment for the disability until one of the following
occurs:

e A maximum of 12 consecutive months elapses from the termination date;
e Available benefits are exhausted;
e The disability ends; or

e The Member becomes enrolled in another plan that covers the disability.

Your application for an extension of benefits for disability must be made to Health Net within 90 days
after your employer ends its agreement with us. We will require medical proof of the total disability at
specified intervals.

CONFIDENTIALITY AND RELEASE OF MEMBER INFORMATION

Health Net knows that personal information in your medical records is private. Therefore, we protect
your personal health information in all settings (including oral, written and electronic information). The
only time we would release your confidential information without your authorization is for payment,
treatment, health care operations (including, but not limited to utilization management, quality
improvement, disease or case management programs) or when permitted or required to do so by law,
such as for court order or subpoena. We will not release your confidential claims details to your
employer or their agent. Often, Health Net is required to comply with aggregated measurement and
data reporting requirements. In those cases, we protect your privacy by not releasing any information
that identifies our Members.
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PRIVACY PRACTICES

Once you become a Health Net Member, Health Net uses and discloses a Member’s protected health
information and nonpublic personal financial information* for purposes of treatment, payment, health
care operations, and where permitted or required by law. Health Net provides Members with a “Notice
of Privacy Practices” that describes how it uses and discloses protected health information; the
individual’s rights to access, to request amendments, restrictions, and an accounting of disclosures of
protected health information; and the procedures for filing complaints. Health Net will provide you the
opportunity to approve or refuse the release of your information for nonroutine releases such as
marketing. Health Net provides access to Members to inspect or obtain a copy of the Member’s
protected health information in designated record sets maintained by Health Net. Health Net protects
oral, written and electronic information across the organization by using reasonable and appropriate
security safeguards. These safeguards include limiting access to an individual's protected health
information to only those who have a need to know in order to perform payment, treatment, health
care operations or where permitted or required by law. Health Net releases protected health
information to plan sponsors for administration of self-funded plans but does not release protected
health information to plan sponsors/employers for insured products unless the plan sponsor is
performing a payment or health care operation function for the plan. Health Net's entire Notice of
Privacy Practices can be found in the plan's EOC, at www.healthnet.com/sfhss under "Privacy" or you
may call the Customer Contact Center at the phone number on the back cover of this booklet to obtain
a copy.

*  Nonpublic personal financial information includes personally identifiable financial information that

you provided to us to obtain health plan coverage or we obtained in providing benefits to you.
Examples include Social Security numbers, account balances and payment history. We do not
disclose any nonpublic personal information about you to anyone, except as permitted by law.

Utilization Management

Utilization management is an important component of health care management. Through the
processes of prior authorization, concurrent and retrospective review and care management, we
evaluate the services provided to our Members to be sure they are Medically Necessary and
appropriate for the setting and time. These processes help to maintain Health Net's high quality
medical management standards.

PRIOR AUTHORIZATION

Certain proposed services may require an assessment prior to approval. Evidence-based criteria are
used to evaluate whether or not the procedure is Medically Necessary and planned for the appropriate
setting (that is, inpatient, ambulatory surgery, etc.).
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CONCURRENT REVIEW

This process continues to authorize inpatient and certain outpatient conditions on a concurrent basis
while following a Member’s progress, such as during inpatient hospitalization or while receiving
outpatient home care services.

DISCHARGE PLANNING

This component of the concurrent review process ensures that planning is done for a Member’s safe
discharge in conjunction with the physician’s discharge orders and to authorize post-hospital services
when needed.

RETROSPECTIVE REVIEW

This medical management process assesses the appropriateness of medical services on a case-by-case
basis after the services have been provided. It is usually performed on cases where prior authorization
was required but not obtained.

CARE OR CASE MANAGEMENT

Nurse care managers provide assistance, education and guidance to Members (and their families)
through major acute and/or chronic long-term health problems. The care managers work closely with
Members, their physicians and community resources.

If you would like additional information regarding Health Net’s utilization management process, please
call the Health Net Customer Contact Center at the phone number on the back cover.

Payment of Fees and Charges

YOUR COPAYMENT AND DEDUCTIBLES

The SBC and EOC explains your coverage and payment for services. Please take a moment to look them
over.

PREPAYMENT FEES

Generally, your employer will pay Health Net your monthly subscription charges for you and all
enrolled family members. Check with your employer regarding any share that you may be required to
pay. If your share ever increases, your employer will inform you in advance.

OTHER CHARGES

You are responsible for payment of your share of the cost of services covered by this plan. Amounts
paid by you are called copayments, which are described in the SBC and EOC. Beyond these charges the
remainder of the cost of Covered Benefits will be paid by Health Net.
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When the total amount of copayments you pay equals the out-of-pocket maximum shown in the SBC
and EOC, you will not have to pay additional copayments for the rest of the year for most services
provided or authorized by your physician group.

@ Payment for services not covered by this plan will not count toward the out-of-pocket
maximum. Additionally, certain shares of cost will not count toward the out-of-pocket
maximum as shown in the SBC and EOC.

LIABILITY OF SUBSCRIBER OR MEMBER FOR PAYMENT

If you receive health care services without the required referral from your PCP or physician group
(medical), or participating mental health professional (Mental Health or Substance Use Disorders), or, if
required, authorization from your physician group (medical) or Health Net (Mental Health or Substance
Use Disorders), you are responsible for the cost of these services.

@ Remember, this plan only covers services that are provided or authorized by a PCP or physician
group, or participating mental health professional or, if required, authorized by your physician
group (medical) or Health Net (Mental Health or Substance Use Disorders), except for
emergency or out-of-area urgent care. Consult the Health Net HMO Directory for a full listing
of Health Net-contracted physicians.

REIMBURSEMENT PROVISIONS

Payments that are owed by Health Net for services provided by or through your physician group
(medical), or participating mental health professional (Mental Health or Substance Use Disorders) will
never be your responsibility.

If you have out-of-pocket expenses for Covered Benefits, call the Health Net Customer Contact Center
for a claim form and instructions. You will be reimbursed for these expenses less any required
copayment or deductible. (Remember, you do not need to submit claims for medical services provided
by your PCP or physician group.)

If you receive Emergency Services and Care not provided or directed by your physician group (medical),
or directed by Health Net (Mental Health or Substance Use Disorders), you may have to pay at the time
you receive service. To be reimbursed for these charges, you should get a complete statement of the
services received and, if possible, a copy of the emergency room report.

Please call the Health Net Customer Contact Center at the phone number on the back cover to obtain
claim forms, and to find out whether you should send the completed form to your physician group
(medical) or Health Net. Medical and mental health claims must be received by Health Net within one
year of the date of service to be eligible for reimbursement.
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How to File a Claim

For medical or Mental Health or Substance Use Disorder services, please send a completed claim form
within one year of the date of service to:

Health Net Commercial Claims
P.O. Box 9040
Farmington, MO 63640-9040

Please call Health Net Customer Contact Center at the phone number on the back cover of this booklet
or visit our website at www.healthnet.com/sfhss to obtain the claim form.

For Outpatient Prescription Drugs, please send a completed Prescription Drug claim form to:

Health Net

C/0O Caremark
P.O. Box 52136
Phoenix, AZ 85072

Please call Health Net Customer Contact Center at the phone number on the back cover of this booklet
or visit our website at www.healthnet.com/sfhss to obtain a Prescription Drug claim form.

@ Claims for covered expenses filed more than one year from the date of service will not be paid
unless you can show that it was not reasonably possible to file your claim within that time
limit and that you have filed as soon as was reasonably possible.

PROVIDER REFERRAL AND REIMBURSEMENT DISCLOSURE

If you are considering enrolling in our plan, you are entitled to ask if the plan has special financial
arrangements with our physicians that can affect the use of referrals and other services you may need.
Health Net uses financial incentives and various risk sharing arrangements when paying providers. To
get this information, call the Health Net Customer Contact Center at the phone number on the back
cover. You can also contact your physician group or your PCP to find out about our physician payment
arrangements.

Facilities

Health care services for you and eligible members of your family will be provided at:

e The facilities of the physician group you chose at enrollment; or

e A nearby Health Net-contracted hospital, if hospitalization is required.

Many Health Net contracting physician groups have either a physician on call 24 hours a day or an
urgent care center available to offer access to care at all times.
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The physician group you choose will also have a contractual relationship with local hospitals (for acute,
subacute and transitional care) and skilled nursing facilities. These are listed in your Health Net
CanopyCare HMO Directory.

PHYSICIAN GROUP TRANSFERS

You may switch doctors within the same physician group at any time. You may also transfer to another
physician group monthly. Simply contact Health Net at www.healthnet.com/sfhss or at the phone
number on the back cover of this booklet to have your transfer effective by the 1st of the following
month.

Transfer requests will generally be honored unless you are confined to a hospital. (However, Health
Net may approve transfers under this condition for certain unusual or serious circumstances. Please
call the Health Net Customer Contact Center at the phone number on the back cover of this booklet for
more information.)

CONTINUITY OF CARE

Transition of Care for New Members

You may request continued care from a provider who does not contract with Health Net if at the time
of your enrollment with Health Net you were receiving care for the conditions listed in the “Continuity
of Care upon Termination of Provider Contract” provision immediately below.

Health Net may provide coverage for completion of services from a nonparticipating provider, subject
to applicable copayments and any exclusions and limitations of your plan. You must request the
coverage within 60 days of your group's effective date unless you can show that it was not reasonably
possible to make the request within 60 days of the group's effective date and you make the request as
soon as reasonably possible. The nonparticipating 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.

Continuity of Care upon Termination of Provider Contract

If Health Net’s contract with a physician group or other provider ends, Health Net will transfer any
affected Members to another contracted physician group or provider to ensure that care continues.
Health Net will provide a written notice to affected Members at least 60-days prior to termination of a
contract with a physician group or an acute care hospital to which Members are assigned for services.
For all other hospitals that end their contract with Health Net, a written notice will be provided to
affected Members within five days after the effective date of the contract termination.

Health Net may provide coverage for completion of services from a provider whose contract has
ended, subject to applicable copayments and any other exclusions and limitations of your plan and if
such provider is willing to accept the same contract terms applicable to the provider prior to the
provider’s contract termination. You must request continued care within 30 days of the provider’s date
of termination, unless you can show that it was not reasonably possible to make the request within 30
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days of the provider’s date of termination and you make the request as soon as it is reasonably
possible.

You may request continued care from a provider whose contract is terminated if at the time of
termination the Member was receiving care from such a provider for the conditions listed below.

The following conditions are eligible for continuation of care:

e an acute condition;
e aserious chronic condition not to exceed twelve months;
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 pregnancy,
whichever occurs later;

e anewborn (up to 36 months of age, not to exceed twelve months);
e aterminalillness (through the duration of the terminal illness); or

e asurgery or other procedure that has been authorized by Health Net (or by the Member’s prior
health plan for a new enrollee) as part of a documented course of treatment.

In addition, you may request continued care from a provider, including a hospital, if you have been
enrolled in another Health Net HMO plan that included a larger network than this plan, Health Net will
offer the same scope of continuity of care for completion of services, regardless of whether you had
the opportunity to retain your current provider by selecting:

e a Health Net product with an out of network benefit;

e adifferent Health Net HMO network product that included your current provider; or

e another health plan or carrier product.

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 to request a copy of the Continuity of Care

Request Form or of Health Net's continuity of care policy, please call the Health Net Customer Contact
Center at the phone number on the back cover.

Renewing, Continuing or Ending Coverage

RENEWAL PROVISIONS

The contract between Health Net and your employer is usually renewed annually. If your contract is
amended or terminated, your employer will notify you in writing.
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INDIVIDUAL CONTINUATION OF BENEFITS

@ Please examine your options carefully before declining coverage.

If your employment with your current employer ends, you and your covered family members may
qualify for continued group coverage under:

e COBRA (Consolidated Omnibus Budget Reconciliation Act of 1985): For most groups with 20 or
more employees, COBRA applies to employees and their eligible dependents, even if they live
outside of California. Please check with your group to determine if you and your covered
dependents are eligible.

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

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

Also, you may be eligible for continued coverage for a disabling condition (for up to 12 months) if your
employer terminates its agreement with Health Net. Please refer to the "Extension of Benefits" section
of this Disclosure Form for more information.

TERMINATION OF BENEFITS

The following information describes circumstances when your coverage in this plan may be
terminated. For a more complete description of termination of benefits, please see the plan’s EOC.

Termination for Nonpayment of Subscription Charges

Your coverage under this plan ends when the agreement between the employer and Health Net
terminates due to nonpayment of the subscription charges by the employer. Health Net will provide
your employer a 30-day grace period to submit the delinquent subscription charges. If your employer
fails to pay the required subscription charges by the end of the 30-day grace period, the agreement
between Health Net and your employer will be cancelled and Health Net will terminate your coverage
at the end of the grace period.
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Termination for Loss of Eligibility

Your coverage under this plan ends on the date you become ineligible. Some reasons that you may lose
eligibility in this plan include, but are not limited to, the following situations:

e The agreement between the employer covered under this plan and Health Net ends;

e You cease to either live or work within the Service Area; or

e You no longer meet the eligibility requirements established by the Group and Health Net.

Termination for Cause

Coverage under this Health Net plan may be terminated for good cause with a 30-day written notice
for a Member who commits any act or practice, which constitutes fraud, or for any intentional
misrepresentation of material fact under the terms of the agreement, including:

e Misrepresenting eligibility information about yourself or a dependent;

e Presenting an invalid prescription or physician order;

e Misusing a Health Net member ID card (or letting someone else use it); or

e Failing to notify us of changes in family status that may affect your eligibility or benefits.

We may report criminal fraud and other illegal acts to the authorities for prosecution.

How to Appeal Your Termination

You have the right to file a complaint if you believe that your coverage is improperly terminated or not
renewed. A complaint is also called a grievance or an appeal. Refer to the "If You Have a Disagreement
with Our Plan" section for information about how to appeal Health Net's decision to terminate your
coverage.

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

If your coverage has already ended when you submit your request for review, Health Net is not
required to continue coverage. However, you may still request a review of Health Net's decision to
terminate your coverage by following the complaint process described in the "If You Have a
Disagreement with Our Plan" section.

@ If the person involved in any of the above activities is the enrolled employee, coverage under
this plan will end as well for any covered dependents.
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If You Have a Disagreement with Our Plan

The provisions referenced under this title as described below are applicable to services and supplies
covered under this Disclosure Form.

The California Department of Managed Health Care is responsible for regulating health care service
plans. If you have a grievance against your health plan, you should first telephone your health plan at
(1-800-522-0088) and use your health plan’s grievance process before contacting the department.
Utilizing this grievance procedure does not prohibit any potential legal rights or remedies that may be
available to you. If you need help with a grievance involving an emergency, or a grievance that has not
been satisfactorily resolved by your health plan, or a grievance that has remained unresolved for more
than 30 days, you may call the department for assistance. You may also be eligible for an Independent
Medical Review (IMR). If you are eligible for IMR, the IMR process will provide an impartial review of
medical decisions made by a health plan related to the medical necessity of a proposed service or
treatment, coverage decisions for treatments that are experimental or investigational in nature and
payment disputes for emergency or urgent medical services. The department also has a toll-free
telephone number (1-888-466-2219) and a TDD line (1-877-688-9891) for the hearing and speech
impaired. The department's internet website http://www.dmhc.ca.gov has complaint forms, IMR
application forms and instructions online.

MEMBER GRIEVANCE AND APPEALS PROCESS

If you are dissatisfied with the quality of care that you have received or feel that you have been
incorrectly denied a service or claim, you may file a grievance or appeal.

How to file a grievance or appeal

You may call the Customer Contact Center at the phone number on the back cover or submit a
Member Grievance Form through the Health Net website at www.healthnet.com/sfhss.

You may also write to:

Health Net of California
P.O. Box 10348
Van Nuys, CA 91410-0348

Please include all the information from your Health Net identification card as well as details of your
concern or problem.

Health Net will acknowledge your grievance or appeal within five calendar days, review the
information and tell you of our decision in writing within 30 days of receiving the grievance. For
conditions where there is an immediate and serious threat to your health, including severe pain or the
potential loss of life, limb or major bodily function, Health Net will notify you of the status of your
grievance no later than three days from the receipt of all the required information. For urgent
grievances, Health Net will immediately notify you of the right to contact the Department of Managed
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Health Care. There is no requirement that you participate in Health Net’s grievance process prior to
applying to the Department of Managed Health Care for review of an urgent grievance.

@ In addition, you can request an Independent Medical Review of disputed health care services
from the Department of Managed Health Care if you believe that health care services eligible
for coverage and payment under the plan was improperly denied, modified or delayed by
Health Net or one of its contracting providers.

Also, if Health Net denies your appeal of a denial for lack of medical necessity, or denies or
delays coverage for requested treatment involving experimental or investigational drugs,
devices, procedures or therapies, you can request an Independent Medical Review of Health
Net’s decision from the Department of Managed Health Care if you meet the eligibility criteria
set out in the plan’s EOC.

ARBITRATION

If you are not satisfied with the result of the grievance hearing and appeals process, you may submit
the problem to binding arbitration. Health Net uses binding arbitration to settle disputes, including
medical malpractice. When you enroll in Health Net, you agree to submit any disputes to arbitration, in
lieu of a jury or court trial.

Additional Plan Benefit Information

The following plan benefits show benefits available with your plan. For a more complete description of
copayments, and exclusions and limitations of service, please see the plan’s EOC.

Behavioral Health Services

Contact Health Net by calling the Health Net Customer Contact Center at the phone number on the
back cover. Health Net will help you identify a participating mental health professional within the
network, close to where you live or work, with whom you can make an appointment.

Certain services and supplies for Mental Health or Substance Use Disorders may require prior
authorization by Health Net in order to be covered.

Please refer to the plan's EOC for a more complete description of covered Mental Health or Substance
Use Disorder services and supplies, including those that require prior authorization by Health Net.

You have a right to receive timely and geographically accessible Mental Health/Substance Use
Disorder (MH/SUD) services when you need them. If Health Net fails to arrange those services for
you with an appropriate provider who is in the health plan’s network, the health plan must cover
and arrange needed services for you from an out-of-network provider. If that happens, you do not
have to pay anything other than your ordinary in-network cost sharing.
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If you do not need the services urgently, your health plan must offer an appointment for you that is
no more than 10 business days from when you requested the services from the health plan. If you
urgently need the services, your health plan must offer you an appointment within 48 hours of your
request (if the health plan does not require prior authorization for the appointment) or within 96
hours (if the health plan does require prior authorization).

If your health plan does not arrange for you to receive services within these timeframes and within
geographic access standards, you arrange to receive services from any licensed provider, even if the
provider is not in your health plan’s network. To be covered by your health plan, your first
appointment with the provider must be within 90 calendar days of the date you first asked the plan
for the MH/SUD services.

If you have questions about how to obtain MH/SUD services or are having difficulty obtaining
services you can: (1) call your health plan at the telephone number on the back of your health plan
identification card; (2) call the California Department of Managed Health Care’s Help Center at
1-888-466-2219; or (3) contact the California Department Managed Health Care through its website
at www.healthhelp.ca.gov to request assistance in obtaining MH/SUD services.

TRANSITION OF CARE FOR NEW MEMBERS

If you are receiving ongoing care for an acute, serious, or chronic Mental Health or Substance Use
Disorder from a provider not affiliated with Health Net when you enroll with Health Net, we may
temporarily cover services provided by that provider, subject to applicable copayments and any other
exclusions and limitations of this plan.

Your nonparticipating mental health professional must be willing to accept Health Net’s standard
mental health provider contract terms and conditions and be located in the plan’s Service Area.

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 to request a copy of the Continuity of Care
Request Form or of our continuity of care policy, please call the Health Net Customer Contact Center at
the phone number on the back cover.

MENTAL HEALTH OR SUBSTANCE USE DISORDERS

Mental Health or Substance Use Disorders means a mental health condition or Substance Use Disorder
that falls under any of the diagnostic categories listed in the mental and behavioral disorders chapter
of the most recent edition of the International Classification of Diseases or that is listed in the most
recent version of the Diagnostic and Statistical Manual of Mental Disorders. Changes in terminology,
organization, or classification of Mental Health or Substance Use Disorders in future versions of the
American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders or the World
Health Organization’s International Statistical Classification of Diseases and Related Health Problems
shall not affect the conditions covered by this definition as long as a condition is commonly understood
to be a Mental Health or Substance Use Disorder by Health Care Providers practicing in relevant clinical
specialties.
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CONTINUATION OF TREATMENT

If you are in treatment for a Mental Health or Substance Use Disorder, call the telephone number
shown on your Health Net ID card to receive assistance in transferring your care to a network provider.

WHAT’S COVERED

Please refer to the SBC and EOC for the explanation of Covered Benefits and copayments.

WHAT’S NOT COVERED (EXCLUSIONS AND LIMITATIONS)

Please refer to the “Exclusions and Limitations” section of this Disclosure Form for a list of what’s not
covered under this plan.

Prescription Drug Program

Health Net contracts with many major pharmacy chains, supermarket-based pharmacies and privately
owned neighborhood pharmacies in California. For a complete and up-to-date list of participating
pharmacies, please visit our website at www.healthnet.com/sfhss or call the Health Net Customer
Contact Center at the phone number on the back cover.

THE HEALTH NET FORMULARY

This plan uses the Formulary. The Health Net Formulary is the approved list of medications covered for
illnesses and conditions. It was developed to identify the safest and most effective medications for
Health Net Members while attempting to maintain affordable pharmacy benefits.

We specifically suggest to all Health Net contracting PCPs and specialists that they refer to this
Formulary when choosing drugs for patients who are Health Net Members. When your physician
prescribes medications listed in the Formulary, it ensures that you are receiving a high quality
prescription medication that is also of high value.

The Formulary is updated regularly, based on input from the Pharmacy and Therapeutics (P&T)
Committee. The Committee members are actively practicing physicians of various medical specialties
and clinical pharmacists. Voting members are recruited from contracting physician groups throughout
California based on their experience, knowledge and expertise. In addition, the P&T Committee
frequently consults with other medical experts to provide additional input to the Committee. Updates
to the Formulary and drug usage guidelines are made as new clinical information and new drugs
become available. In order to keep the Formulary current, the P&T Committee evaluates clinical
effectiveness, safety and overall value through:

e Medical and scientific publications;
e Relevant utilization experience; and

e Physician recommendations.
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To obtain a copy of Health Net’s most current Formulary, please visit our website at
www.healthnet.com/sfhss or call the Health Net Customer Contact Center at the phone number on the
back cover.

WHAT IS "PRIOR AUTHORIZATION?"

Some drugs require prior authorization. This means that your doctor must contact Health Net in
advance to provide the medical reason for prescribing the medication. You may obtain a list of drugs
requiring prior authorization by visiting our website at www.healthnet.com/sfhss or call the Health Net
Customer Contact Center at the phone number on the back cover. Step therapy exceptions are also
subject to the prior authorization process.

How to Request Prior Authorization or Step Therapy Exceptions

Requests for prior authorization, including step therapy exceptions, may be submitted electronically or
by telephone or facsimile. Upon receiving your physician’s request for prior authorization, Health Net
will evaluate the information submitted and make a determination based on established clinical
criteria for the particular medication. The criteria used for prior authorization are developed and based
on input from the P&T Committee as well as physician specialist experts. Your physician may contact
Health Net to obtain the usage guidelines for specific medications.

Urgent requests from physicians for authorization are processed, and prescribing providers notified of
Health Net’s determination, as soon as possible, not to exceed 24 hours, after Health Net’s receipt of
the request and any additional information requested by Health Net that is reasonably necessary to
make the determination. A prior authorization request is urgent when a Member is suffering from a
health condition that may seriously jeopardize the Member’s life, health, or ability to regain maximum
function. Routine requests from physicians are processed, and prescribing providers notified of Health
Net’s determination, in a timely fashion, not to exceed 72 hours. For both urgent and routine requests,
Health Net must also notify the Member or their designee of its decisions. If Health Net fails to respond
within the required time limit, the prior authorization request is deemed granted.

If authorization is denied by Health Net, you will receive written communication including the specific
reason for denial. If you disagree with the decision, you may appeal the decision.

The appeal may be submitted in writing, by telephone or through e-mail. We must receive the appeal
within 365 days of the date of the denial notice. Please refer to the plan’s EOC for details regarding
your right to appeal.

To submit an appeal:

e Call the Health Net Customer Contact Center at the phone number on the back cover;
e Visit www.healthnet.com/sfhss for information on e-mailing the Customer Contact Center; or
e Write to:

Health Net Customer Contact Center
P.O. Box 10348
Van Nuys, CA 91410-0348
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PRESCRIPTIONS BY MAIL ORDER

If your prescription is for a maintenance medication (a drug that you will be taking for an extended
period), you may fill it through our convenient prescriptions-by-mail order program. This program
allows you to receive up to a 90-consecutive-calendar-day supply of maintenance drugs from our
network mail-order pharmacy. For complete information, visit www.healthnet.com/sfhss or call the
Health Net Customer Contact Center at the phone number on the back cover.

@ Schedule Il narcotic drugs (which are drugs that have a high abuse risk as classified by the
Federal Drug Enforcement Administration) are not covered through mail order.

WHAT’S COVERED

Please refer to the SBC and EOC for the explanation of Covered Benefits and copayments.
This plan covers the following:

e Tier 1 drugs - Drugs listed as Tier 1 on the Formulary that are not excluded from coverage (include
most generic drugs and low-cost preferred brand name drugs);

e Tier 2 drugs — Drugs listed as Tier 2 on the Formulary that are not excluded from coverage (include
nonpreferred generic drugs, preferred brand name drugs, and any other drugs recommended by
the Pharmacy and Therapeutics Committee based on safety, efficacy, and cost);

e Tier 3 drugs - Drugs listed on the Formulary as Tier 3 (include nonpreferred brand name drugs, or
drugs that are recommended by the Pharmacy and Therapeutics Committee based on safety,
efficacy, and cost, or that generally have a preferred and often less costly therapeutic alternative at
a lower tier).

e Specialty drugs - Drugs listed on the Formulary as Specialty Drugs (include drugs that the Food and
Drug Administration of the United States Department of Health and Human Services or the
manufacturer requires to be distributed through a specialty pharmacy, drugs that require the
Member to have special training or clinical monitoring for self-administration, or drugs that cost
Health Net more than six hundred dollars ($600) net of rebates for a one-month supply).

e Preventive drugs and contraceptives.

MORE INFORMATION ABOUT DRUGS THAT WE COVER

e Prescription drug covered expenses are the lesser of Health Net’s contracted pharmacy rate or the
pharmacy’s cost of the prescription for covered Prescription Drugs.

e [f a Prescription Drug deductible (per Member each calendar year) applies, you must pay this
amount for Prescription Drug covered expenses before Health Net begins to pay. Diabetic supplies,
preventive drugs and contraceptives are not subject to the deductible. After the deductible is met
the copayment amounts will apply.
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e Prescription drug refills are covered, up to a 30-consecutive-calendar-day supply per prescription at
a Health Net contracted pharmacy for one copayment. A copayment is required for each
prescription. In some cases, a 30-consecutive-calendar-day supply of medication may not be an
appropriate drug treatment plan according to the Food and Drug Administration (FDA) or
Health Net’s usage guidelines. If this is the case, the amount of medication dispensed may be less
than a 30-consecutive-calendar-day supply.

e Percentage copayments will be based on Health Net’s contracted pharmacy rate.

e Mail order drugs are covered up to a 90-consecutive-calendar-day supply. When the retail
pharmacy copayment is a percentage, the mail order copayment is the same percentage of the cost
to Health Net as the retail pharmacy copayment.

e Prescription drugs for the treatment of asthma are covered. Inhaler spacers and peak flow meters
under the pharmacy benefit are covered when Medically Necessary. Nebulizers (including face
masks and tubing) are covered under “Durable Medical Equipment” and educational programs for
the management of asthma are covered under “Patient Education” through the medical benefit.

e Preventive drugs, including smoking cessation drugs, are prescribed over-the-counter drugs or
Prescription Drugs that are used for preventive health purposes per the U.S. Preventive Services
Task Force A and B recommendations. No annual limits will be imposed on the number of days for
the course of treatment for all FDA-approved smoking and tobacco cessation medications. Covered
contraceptives are FDA-approved contraceptives that are either available over-the-counter or are
only available with a prescription. Vaginal, oral, transdermal and emergency contraceptives and
condoms are covered under this pharmacy benefit. IUD, implantable and injectable contraceptives
are covered (when administered by a physician) under the medical benefit. Refer to the plan’s EOC
for more information.

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

e Specialty drugs require prior authorization and upon approval, the specialty pharmacy vendor will
arrange for the dispensing of the drugs. Please refer to the plan's EOC for additional information.

WHAT’S NOT COVERED (EXCLUSIONS AND LIMITATIONS)

Please refer to the “Exclusions and Limitations” section of this Disclosure Form for a list of what’s not
covered under this plan.

Members’ Rights and Responsibilities

AS A MEMBER, YOU HAVE THE RIGHT TO:

e Receive information about your rights and responsibilities.
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e Receive information about your Plan, the services your Plan offers you, and the Health Care
Providers available to care for you.

e Make recommendations regarding the Plan’s Member rights and responsibilities policy.

e Receive information about all health care services available to you, including a clear explanation of
how to obtain them and whether the Plan may impose certain limitations on those services.

e Know the costs for your care, and whether your deductible or out-of-pocket maximum have been
met.

e Choose a Health Care Provider in your Plan’s network, and change to another doctor in your Plan’s
network if you are not satisfied.

e Receive timely and geographically accessible health care.

e Have a timely appointment with a Health Care Provider in your Plan's network, including one with a
specialist.

e Have an appointment with a Health Care Provider outside of your Plan’s network when your Plan
cannot provide timely access to care with an in-network Health Care Provider.

e Certain accommodations for your disability, including:

o Equal access to medical services, which includes accessible examination rooms and medical
equipment at a Health Care Provider’s office or facility.

o Full and equal access, as other members of the public, to medical facilities.
o Extra time for visits if you need it.
o Taking your service animal into exam rooms with you.

e Purchase health insurance or determine Medi-Cal eligibility through the California Health Benefit
Exchange, Covered California.

e Receive considerate and courteous care and be treated with respect and dignity.
e Receive culturally competent care, including but not limited to:

o Trans-Inclusive Health Care, which includes all Medically Necessary services to treat gender
dysphoria or intersex conditions.

o To be addressed by your preferred name and pronoun.

e Receive from your Health Care Provider, upon request, all appropriate information regarding your
health problem or medical condition, treatment plan, and any proposed appropriate or Medically
Necessary treatment alternatives. This information includes available expected outcomes
information, regardless of cost or benefit coverage, so you can make an informed decision before
you receive treatment.

e Participate with your Health Care Providers in making decisions about your health care, including
giving informed consent when you receive treatment. To the extent permitted by law, you also
have the right to refuse treatment.

e Adiscussion of appropriate or Medically Necessary treatment options for your condition,
regardless of cost or benefit coverage.

e Receive health care coverage even if you have a pre-existing condition.
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e Receive Medically Necessary Treatment of a Mental Health or Substance Use Disorder.

e Receive certain preventive health services, including many without a copay, coinsurance, or
deductible.

e Have no annual or lifetime dollar limits on basic health care services.

e Keep eligible dependent(s) on your Plan.

e Be notified of an unreasonable rate increase or change, as applicable.

e Protection from illegal balance billing by a Health Care Provider.

e Request from your Plan a second opinion by an Appropriately Qualified Health Care Provider.

e Expect your Plan to keep your personal health information private by following its privacy policies,
and state and federal laws.

e Ask most Health Care Providers for information regarding who has received your personal health
information.

e Ask your Plan or your doctor to contact you only in certain ways or at certain locations.
e Have your medical information related to sensitive services protected.

e Get a copy of your records and add your own notes. You may ask your doctor or health plan to
change information about you in your medical records if it is not correct or complete. Your doctor
or health plan may deny your request. If this happens, you may add a statement to your file
explaining the information.

e Have an interpreter who speaks your language at all points of contact when you receive health care
services.

e Have an interpreter provided at no cost to you.
e Receive written materials in your preferred language where required by law.
e Have health information provided in a usable format if you are blind, deaf, or have low vision.

e Request continuity of care if your Health Care Provider or medical group leaves your Plan or you
are a new Plan Member.

e Have an Advanced Health Care Directive.

e Be fully informed about your Plan’s grievances procedure and understand how to use it without
fear of interruption to your health care.

e File a complaint, grievance, or appeal in your preferred language about:
o Your Plan or Health Care Provider.

Any care you receive, or access to care you seek.

Any covered service or benefit decision that your Plan makes.

Any improper charges or bills for care.

©c O O O

Any allegations of discrimination on the basis of gender identity or gender expression, or for
improper denials, delays, or modifications of Trans-Inclusive Health Care, including Medically
Necessary services to treat gender dysphoria or intersex conditions.

o Not meeting your language needs.
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e Know why your Plan denies a service or treatment.

e Contact the Department of Managed Health Care if you are having difficulty accessing health care
services or have questions about your Plan.

e To ask for an Independent Medical Review if your Plan denied, modified, or delayed a health care
service.

AS A PLAN MEMBER, YOU HAVE THE RESPONSIBILITY TO:

e Treat all Health Care Providers, Health Care Provider staff, and Plan staff with respect and dignity.

e Share the information needed with your Plan and Health Care Providers, to the extent possible, to
help you get appropriate care.

e Participate in developing mutually agreed-upon treatment goals with your Health Care Providers
and follow the treatment plans and instructions to the degree possible.

e To the extent possible, keep all scheduled appointments, and call your Health Care Provider if you
may be late or need to cancel.

e Refrain from submitting false, fraudulent, or misleading claims or information to your Plan or
Health Care Providers.

e Notify your Plan if you have any changes to your name, address, or family members covered under
your Plan.

e Timely pay any premiums, copayments, and charges for non-Covered Benefits.
e Notify your Plan as soon as reasonably possible if you are billed inappropriately.

Definitions

Advanced Health Care Directive means a legal document that tells your doctor, family, and friends
about the health care you want if you can no longer make decisions for yourself. It explains the types
of special treatment you want or do not want. For more information, contact the Plan or the California
Attorney General's Office.

Appropriately Qualified Health Care Provider means a Health Care Provider who is acting within his or
her scope of practice and who possesses a clinical background, including training and expertise, related
to the particular illness, disease, condition or conditions associated with the request for a second
opinion.

Approved Clinical Trial means a phase |, phase Il, phase lll, or phase IV clinical trial conducted in
relation to the prevention, detection, or treatment of cancer or another Life-Threatening disease or
condition that meets at least one of the following:

e The study or investigation is approved or funded, which may include funding through in-kind
donations, by one or more of the following:

o The National Institutes of Health.
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o The federal Centers for Disease Control and Prevention.
o The Agency for Healthcare Research and Quality.
o The federal Centers for Medicare and Medicaid Services.

o A cooperative group or center of the National Institutes of Health, the federal Centers for
Disease Control and Prevention, the Agency for Healthcare Research and Quality, the federal
Centers for Medicare and Medicaid Services, the Department of Defense, or the United States
Department of Veterans Affairs.

o A qualified nongovernmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.

o One of the following departments, if the study or investigation has been reviewed and
approved through a system of peer review that the Secretary of the United States Department
of Health and Human Services determines is comparable to the system of peer review used by
the National Institutes of Health and ensures unbiased review of the highest scientific standards
by qualified individuals who have no interest in the outcome of the review:

= The United States Department of Veterans Affairs.
= The United States Department of Defense.
= The United States Department of Energy.

e The study or investigation is conducted under an investigational new drug application reviewed by
the United States Food and Drug Administration.

e The study or investigation is a drug trial that is exempt from an investigational new drug application
reviewed by the United States Food and Drug Administration.

Covered Benefits means those Medically Necessary services and supplies that you are entitled to
receive under a group agreement and which are described in the Evidence of Coverage or under
California health plan law.

Emergency Medical Condition means a medical condition, manifesting itself by acute symptoms of
sufficient severity, including severe pain, such that the absence of immediate medical attention could
reasonably be expected to result in any of the following:

e Placing the patient’s health in serious jeopardy;
e Serious impairment to bodily functions; or
e Serious dysfunction of any bodily organ or part.

Emergency Services and Care means (1) medical screening, examination, and evaluation by a Physician
and surgeon, or, to the extent permitted by applicable law, by other appropriate personnel under the
supervision of a physician and surgeon, to determine if an Emergency Medical Condition or active labor
exists and, if it does, the care, treatment, and surgery, within the scope of that person’s license, if
necessary to relieve or eliminate the Emergency Medical Condition, within the capability of the facility;
and/or (2) an additional screening, examination, and evaluation by a physician, or other personnel to
the extent permitted by applicable law and within the scope of their licensure and clinical privileges, to



Health Net HMO Disclosure Form 42

determine if a Psychiatric Emergency Medical Condition exists, and the care and treatment necessary
to relieve or eliminate the Psychiatric Emergency Medical Condition within the capability of the facility.

Evidence of Coverage (EOC) means any certificate, agreement, contract, brochure, or letter of
entitlement issued to a Member setting forth the coverage to which the Member is entitled.

Experimental Services means drugs, equipment, procedures or services that are in a testing phase
undergoing laboratory and/or animal studies prior to testing in humans. Experimental Services are not
undergoing a clinical investigation.

Health Care Provider means any professional person, medical group, independent practice association,
organization, health care facility, or other person or institution licensed or authorized by the state to
deliver or furnish health services.

Independent Medical Review (IMR) means a review of your Plan’s denial, modification, or delay of
your request for health care services or treatment. The review is provided by the Department of
Managed Health Care and conducted by independent medical experts. If you are eligible for an IMR,
the IMR process will provide an impartial review of medical decisions made by your Plan related to
medical necessity of a proposed service or treatment, coverage decisions for treatments that are
experimental or investigational in nature, and payment disputes for emergency or urgent medical
services. Your Plan must pay for the services if an IMR decides you need it.

Investigational Services means those drugs, equipment, procedures or services for which laboratory
and/or animal studies have been completed and for which human studies are in progress but:

1. Testing is not complete; and

2. The efficacy and safety of such services in human subjects are not yet established; and
3. The service is not in wide usage.

Life-Threatening means either or both of the following:

e Diseases or conditions where the likelihood of death is high unless the course of the disease is
interrupted.

e Diseases or conditions with potentially fatal outcomes, where the end point of clinical intervention
is survival.

Medically Necessary means a service or product addressing the specific needs of that patient, for the
purpose of preventing, diagnosing, or treating an illness, injury, condition, or its symptoms, including
minimizing the progression of that illness, injury, condition, or its symptoms, in a manner that is all of
the following:

e In accordance with the generally accepted standards of care, including generally accepted
standards of Mental Health or Substance Use Disorder care.

e Clinically appropriate in terms of type, frequency, extent, site, and duration.

e Not primarily for the economic benefit of the health care service plan and Members or for the
convenience of the patient, treating physician, or other Health Care Provider.
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Member means a subscriber, enrollee, enrolled employee, or dependent of a subscriber or an enrolled
employee, who has enrolled in the Plan and for whom coverage is active or live.

Mental Health or Substance Use Disorder means a mental health condition or substance use disorder
that falls under any of the diagnostic categories listed in the mental and behavioral disorders chapter
of the most recent edition of the International Classification of Diseases or that is listed in the most
recent version of the Diagnostic and Statistical Manual of Mental Disorders.

Outpatient Prescription Drug means a self-administered drug that is approved by the federal Food and
Drug Administration for sale to the public through a retail or mail order pharmacy, requires a
prescription, and has not been provided for use on an inpatient basis.

Prescription Drug or “drug’”’ means a drug approved by the federal Food and Drug Administration
(FDA) for sale to consumers that requires a prescription and is not provided for use on an inpatient
basis. The term “drug’ or “prescription drug” includes: (A) disposable devices that are filled syringes;
(C) drugs, devices, and FDA-approved products covered under the prescription drug benefit of the
product pursuant to sections 1367.002, 1367.25, and 1367.51 of the Health and Safety Code, including
any such over-the-counter drugs, devices, and FDA-approved products; and (D) at the option of the
health plan, any vaccines or other health care benefits covered under the Plan’s prescription drug
benefit.

Psychiatric Emergency Medical Condition means a mental disorder that manifests itself by acute
symptoms of sufficient severity that renders the patient as being either: an immediate danger to
himself or herself or to others, or immediately unable to provide for, or utilize, food, shelter, or
clothing, due to the mental disorder.

Seriously Debilitating means diseases or conditions that cause major irreversible morbidity.

Service Area means the geographic area designated by the plan within which a plan shall provide
health care services.

Standard Fertility Preservation Services means procedures consistent with the established medical
practices and professional guidelines published by the American Society of Clinical Oncology or the
American Society for Reproductive Medicine.

Trans-Inclusive Health Care means comprehensive health care that is consistent with the standards of
care for individuals who identify as transgender, gender diverse, or intersex; honors an individual’s
personal bodily autonomy; does not make assumptions about an individual’s gender; accepts gender
fluidity and nontraditional gender presentation; and treats everyone with compassion, understanding,
and respect.
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Nondiscrimination Notice

Health Net complies with applicable State and Federal civil rights laws and does not discriminate,
exclude people or treat them differently because of race, color, national origin, age, mental disability,
physical disability, sex (including pregnancy, sexual orientation, and gender identity), religion, ancestry,
ethnic group identification, medical condition, genetic information, marital status, or gender.

Health Net:

e Provides free aids and services to people with disabilities to help them communicate effectively
with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, and
other formats)

e Provides free language services to people whose primary language is not English, such as:
e Qualified interpreters
e Information written in other languages

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

Group Plans through Health Net 1-833-448-2042 (TTY: 711)

Upon request, this document can be made available to you in braille, large print, audiocassette, or
electronic form. To obtain a copy in one of these alternative formats, please call or write to:
Health Net

Post Office Box 9103, Van Nuys, California 91409-9103

Customer Contact Center 1-800-675-6110 (TTY: 711)

California Relay 711

If you believe that Health Net has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, or sex (including pregnancy, sexual orientation, and gender
identity), mental disability, physical disability, religion, ancestry, ethnic group identification, medical
condition, genetic information, marital status, or gender you can file a grievance with the 1557
Coordinator.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our 1557
Coordinator is available to help you.

e By phone: Call 855-577-8234 (TTY: 711)

e By fax: 1-866-388-1769

e In writing: Write a letter and send it to Health Net 1557 Coordinator, PO Box 31384, Tampa, FL
33631
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Electronically: Send an email to SM_Section1557Coord@centene.com. This notice is available at Health
Net website: https://www.healthnet.com/en us/disclaimers/legal/non-discrimination-notice.html.

If your health problem is urgent, if you already filed a complaint with Health Net and are not satisfied
with the decision or it has been more than 30 days since you filed a complaint with Health Net, 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.dmbhc.ca.gov/FileaComplaint.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.

FLYO65732EP0OO (11/24)
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Notice of Language Services

English

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you
in your language. For help, call the Customer Contact Center at the number on your ID card or call

Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace,

call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).

Arabic
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1-800-522-0088 ( §&E[EH4R : 711) -

Hindi

fOeT eeh $TUT JAIT| HIT UH GHTAT UTH A Hhd & 1T SETAdSil DI 30T 791 F Tear
TPhd &l Feg & fow, 3ua IS #1S F RBU 90 dR W ARF FAT g, B Dok HL IT TTehard
3R %A tarea (3TSTHY) 3T TaHdS: 1-800-839-2172 (TTY: 711) WX &icd &yl Hfordrierar
IeIRT & forw, ST 3T TaEdst 1-888-926-4988 (TTY: 711) AT T fasiaw
1-888-926-5133 (TTY: 711) WX el Y| §eU A< & HAIHA | U Tl & forw

1-800-522-0088 (TTY: 711) W Hict &Yl

Hmong

Tsis Muaj Tus Ngi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California ghov chaw kiab
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau

1-800-522-0088 (TTY: 711).



Health Net HMO Disclosure Form

48

Japanese
HEOSEY—CRAZRBHEL TEY 3, BREL ZHAVWELETET., AAETXELBHAT
HZELAEETT, ~NVTHRRELESIX. IDI— FZREHINWTWAE S CTEBEERKE ZF—F
TBREWESbEW=72< H>, Individual & Family Plan (IFP) (EA « FEiERIT 7T V)

Off Exchange: 1-800-839-2172 (TTY: 711) ¥ TEBEFHELLEI W, WY 7N =TMDO~—4 v b
7 LA RZ2OWTI, IFP On Exchange 1-888-926-4988 (TTY: 711) F7=i% Small Business
1-888-926-5133 (TTY: 711) ¥ TEBEFEL Z3 VY, Health NetiZ KBTI N—TFFF NZHWTIX,
1-800-522-0088 (TTY: 711) F TEBEIEL XV,

Khmer

TEUNMANINWRARGIS T INAHRNGS §UMSHAUMUIUMSAY INAHRNGANUIRH SO
ﬁmajmnﬁﬁﬁmmﬁnmdjmﬂﬁaﬁﬂ ﬁmﬂﬁfigm BT gIiNIgIMSURBANUE NAGSHHE
Srsmuneinumsistiiltananigsiuiinnagh wumgirineimsagii off Exchange
sumﬁq,mhmmmn Usin SﬁLﬁﬁLﬁhﬂi (IFP) MBI INISS 1-800-839-2172 (TTY: 711)
UGS ENIG California AJBIUTIGIAGNISIMSHAYIT On Exchange IRAIHI{EY IFP MBI IS
1-888-926-4988 (TTY: 711) UBUISHIZIRYZNHGMLILI: IS 1-888-926-5133 (TTY: 711)
U URIENM{EMEIL: Health Net fytiuTIgiri0igimSinug 1-800-522-0088 (TTY: 711)4

Korean

58 Ao Auj2dyt. 59 Mu|2& 2ol F gy £4 35 Auj2§ god 3
YE M| 2 A7t FARHE A2 AFTHEHUY. 50 ZRFAUID 7= 58 a2
LA A B 2 Al E e ?‘;%ﬂ’\]ﬂ‘—’r M R 715 %%H(IFP)—Q] 74§~ Off Exchange:
1-800-839-2172(TTY: 711 2. & A 3}s) 5 Z*‘ l A T Yo} F npAZg o] 29 AL

IFP On Exchange 1-888-926- 4988('ITY 711), i#_‘z Hl Z1429] 7% 1-888-926- 5133(TTY 7IHHO R
313 =4 Al L. Health NetS 53 15 S99 79 1-800-522-0088(TTY: 711)H 2.2 7 3} 3}

FHAA L.

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ na hadidoot'jit. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t'aa na akddoolniit. Akét’éego shika a’doowot ninizingo
Customer Contact Center hoolyéhijj’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikaa’ éi doodago kojj’ hélne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711).
California marketplace bahigii kojj" hélne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) éi doodago
Small Business bahigii kojj’ hélne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net bahigii éi
koji’ hélne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
(81 L2 g 02 53 ) 5o Ladi ) 40 sl S sl g 50 2l 55 a2 580 (ALAS s e S Al 5 e AL A U L) Silera
o Jadi 4 [FP) Off Exchange) 83 sila 5638 ¢ sl b (lalild IS (g5 o jladi 4 (g yidhie (el S ya by oSS 2y 0
1-888-926-4988 = j«i IFP On Exchange L «uials )l ) 2,58 i (TTY:711) 1-800-839-2172
Giob 3l s 8 b 2ok ) a8 il (TTY:711) 1-888-926-5133 S 5S IS 5 S L (TTY:711)
2% ol (TTY:711) 1-800-522-0088 L <Health Net
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Panjabi (Punjabi)

oo fan B3 TS I7 AT A 9 ToHie €t A ITAS 39 AaT JI IT$ THI"H 333 I
€9 Uz 2 gee 7 Hae I5| HEE B8, WU WES 93 3 3 S99 3 rox Augg ded Iy a3 A
fongSias w3 ufgead A (IFP) ig WaHSH ‘3 8 &3: 1-800-839-2172 (TTY: 711)| ABIeISM
HIfSEUBH B, IFP Wi WaroH § 1-888-926-4988 (TTY: 711) 7 AHs famdA &

1-888-926-5133 (TTY: 711) ‘3 IS AJ| IBH &< It AYfIa uBS B,

1-800-522-0088 (TTY: 711) ‘3 IS 3|

Russian

BecnnaTtHast nomouis nepeBouMKoB. Bbl MoXkeTe nonyunTs NoMols: nepeBounka. Bam MoryT npounTath
JOKyMeHThI Ha Bauiem pogHowm si3bike. Eciin Bam HykHa nomotip, 3BoHKTE 110 TenedoHry LlenTpa nomonm
KIJIMEHTaM, yKa3aHHOMY Ha Ballieil KapTe Y4YacTHYKA MiaHa. Bbl Takke MOKeTe MO3BOHUTL B OT/E] NOMOLIN
YUaCTHHKAM He MpPeJICTABIEHHbIX Ha (hefiepalbHOM PhIHKE TUIAHOB JiIsl YACTHBIX JIML U CeMei

(IFP) Off Exchange 1-800-839-2172 (TTY: 711). Yuactauku nnaxos ot California marketplace: 3Bonnte
B OT/IeJ TOMOLIM YYaCTHUKAM NpejICTaBIeHHbIX Ha (heiepanbHoM phiHke miaHoB [FP (On Exchange) no
tenecony 1-888-926-4988 (TTY: 711) nnu B otaen nuaHoB s manoro 6usHeca (Small Business) no
tenegony 1-888-926-5133 (TTY: 711). YuacTHHKM KO/IIEKTUBHBIX [IAHOB, NPEJJOCTABIISEMBIX Uepe3
Health Net: 3BonuTe no tenegony 1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, comuniquese con el Centro de Comunicacién con el Cliente
al niimero que figura en su tarjeta de identificacion o llame al plan individual y familiar que no pertenece al
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al
1-888-926-4988 (TTY: 711); para los planes de pequenas empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).

Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai

lideimsdmnim quaunsalgswld qmmmsn‘lﬁd1manmﬂﬁﬂ°3Lﬂummmaoqm'lﬁ WINABINSANNTIY
1nde Tmmguu‘Qnﬁwﬁ’uw"uﬂﬁﬁmmmamuuﬁ'mﬂs:iﬁﬁ"mamm wialnsmechounuyanaussasauniazasenyu
(Individual & Family Plan (IFP) Off Exchange) ﬁ 1-800-839-2172 (I'Mm TLY: 731) dmsuauadnasiie Tnsm
chmmuqﬂﬂaua:ﬂ‘saua%"maﬁg (IFP On Exchange) 1#7 1-888-926-4988 (Inua TTY: 711) n3a thossfissmaiin
(Small Business) ﬁ 1-888-926-5133 (Tmm ETYGEMA) ﬁm%’mmuuuunéalmun'm Health Net Ins

1-800-522-0088 (lyiua TTY: 711)
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Vietnamese

Céc Dich Vu Ngén Ngir Mién Phi. Quy vi ¢6 th€ c6 mét phién dich vién. Quy vi c6 the yéu ¢4 duoc doc cho
nghe tai liéu bing ngdn ngir ctia quy vi. D& dwore gitip d, vui long goi Trung Tam Lién Lac Khach Hang theo
s& dién thoai ghi trén thé ID cia quy vi hodc goi Chwong Trinh Bao Hi€m Céd Nhéan & Gia Dinh (IFP) Phi Tap
Trung: 1-800-839-2172 (TTY: 711). B&1 vai thi treomng California, vui long goi IFP Tép Trung
1-888-926-4988 (TTY: 711) hodac Doanh Nghiép Nho 1-888-926-5133 (TTY: 711). P61 vai cdc Chuwong Trinh
Bao Hi€m Nhém qua Health Net, vui long goi 1-800-522-0088 (TTY: 711).

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

FLYO017549EHO00 (12/17)






Contact Us

Health Net

1-833-448-2042 (English) TTY: 711
1-800-331-1777 (Spanish)
1-877-891-9053 (Mandarin)
1-877-891-9050 (Cantonese)
1-877-339-8596 (Korean)
1-877-891-9051 (Tagalog)
1-877-339-8621 (Vietnamese)

Health Net
Post Office Box 9103
Van Nuys, California 91409-9103

HealthNet.com/sfhss

HMO, EOA, POS, PPO and Salud con Health Net HMO plans are offered by Health Net of California, Inc.
Health Net of California, Inc. is a subsidiary of Health Net, LLC and Centene Corporation. Health Net is a
registered service mark of Health Net, LLC. All rights reserved.

CanopyCare HMO is offered by Health Net of California, Inc. Health Net of California, Inc. is a subsidiary
of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.


http://www.healthnet.com/

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Health Net of CA: CanopyCare HMO-San Francisco Health Services System, G0727A-N96

Coverage Period: 01/01/2026-12/31/2026
Coverage for: All Covered Members | Plan Type: HMO

M 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 copy of the complete terms of coverage, visit www.healthnet.com/sfhss or call 1-833-448-2042. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can
view the Glossary at https://www.healthcare.gov/sbc-glossary/ or www.healthnet.com/sfhss or you can call 1-833-448-2042 to request a copy.

Important Questions

Answers

What is the overall
deductible?

$0.

Why This Matters

See the Common Medical Events charge below for your costs for services this plan covers.

Are there services
covered before you
meet your deductible?

There is no deductible.

There is no deductible.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

Combined medical/pharmacy limit: $2,000

member/$4,000 family per calendar year.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, , hearing aids and healthcare this
plan doesn'’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Will you pay less if you
use a network
provider?

Yes. For a list of preferred providers, see
www.healthnet.com/sfhss or call 1-833-448-
2042.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill froma provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you getservices.

Do you need a referral
to see a specialist?

Yes. Requires written prior authorization.
Referrals by your primary care physician to
specialists within the CanopyCare HMO
Network are required.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.

Page 1 of 7
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https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/sbc-glossary/#premium
https://sfhss.healthnetcalifornia.com/
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/
https://sfhss.healthnetcalifornia.com/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/glossary/deductible/
https://www.healthcare.gov/glossary/deductible/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/glossary/out-of-pocket-maximum-limit/
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://sfhss.healthnetcalifornia.com/enroll/provider-search-tips.html
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/glossary/network/
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/network/
https://www.healthcare.gov/glossary/non-preferred-provider/
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/balance-billing/
https://www.healthcare.gov/glossary/balance-billing/
https://www.healthcare.gov/glossary/preferred-provider/
https://www.healthcare.gov/glossary/non-preferred-provider/
https://www.healthcare.gov/glossary/non-preferred-provider/
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/specialist/
https://www.healthcare.gov/glossary/referral/
https://www.healthcare.gov/glossary/specialist/

M 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

What You Will Pay
In-network CanopyCare
Provider

What You Will Pay
Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions & Other
Important Information

(You will pay the least)

Primary care visit to treat "
an injury or fliness $25 copay/visit Not covered None
If you visit a health care T - ) ) .
provider’s office or Specialist visit $25 copay/visit Not covered Requires prior authorization.
clinic You may have to pay for services that
Preventive care/screening/ No charge for covered N aren’t preventive. Ask your provider if the
immunization services services needed are preventive. Then
check what your plan will pay for.
Eli:o g(\:\lsgir?(;eSt (x-ray, No charge Not covered Requires referral.
If you have a test :
:\ng)ng (CT/PET scans, No charge Not covered Requires prior authorization.
, , 10 Iretail ord Supply/order: up to 30 day (retail); 35-90
Generic drugs (Tier 1) %ZO%U ‘;‘M/rr?};‘ order Not covered day (mail), except where quantity limits
apply. Prior Authorization is required for
If you need drugs to select drugs. If you buy a brand name drug
treat your illness or Preferred brand drugs (Tier $25 copayiretail order - that has a generic equivalent, you pay the
condition. 2) $50 copay/mail order difference in cost between the brand name
and generic drug plus copay or
. coinsurance for the generic. Maintenance
l\ch_)n-%referred brand drugs gfgom/ r/etallll or%er Not covered drugs may be filled by mail order or a CVS
(Tier 3) copay/mail order retail pharmacy for up to a 90 day supply.
More information about , o .
prescription drug Prior Authorization is required for select
coverage is available at . . drUgS. Quantlty limits may apply to select
www.healthnet.com/sthss | Specialty druds 20% coinsurance up to $100 - drugs. Supply/order: up to a 30 days

max per prescription

supply filled by specialty pharmacy. Refer
to the recommended drug list for drugs
considered specialty.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com/sfhss.
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https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://sfhss.healthnetcalifornia.com/
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#coinsurance

Common Medical Event

Services You May Need

What You Will Pay
In-network CanopyCare
Provider

What You Will Pay
Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions & Other
Important Information

If you have outpatient
surgery

Facility fee (e.g.,

ambulatory surgery center)

(You will pay the least)

Hospital/ASC-$100
copay/admission
Services other than surgery-
No charge

Not covered

Requires prior authorization.

Physician/surgeon fees

No charge

Not covered

None

If you need immediate
medical attention

Emergency room care

Medical, mental health &
substance use disorders-
Professional charges-No
charge
Facility charges-$100
copay/visit

Emergency medical

Medical, mental health &

Covered at In-Network cost-
share for emergencies only

Copay waived if admitted into the hospital.

TSTTaIoh substaggeaus/;ar etljri]sécr))rcc)irtirs-$50 None
Medical, mental health &
Urgent care substance use disorders-$25 None
copay/visit
Facility fee (e.g., hospital . . : o
ifiyou have ahospital room) $200 copay/admission Not covered Requires prior authorization.
stay
Physician/surgeon fees No charge Not covered None
Office-inqgvidual therapy
session-$25 copay/visit : :
If you need mental : - - Outpatient services that are not part of an
health, behavioral Outpatient services group ther(':e:)p);1 s/e;/sg;sn $12.50 Not covered office visit require prior authorization,
health, or substance Other than office-No charge
abuse services
Inpatient services $200 copay/admission Not covered Requires prior authorization.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com/sfhss.

Page 3 of 7



https://www.healthcare.gov/sbc-glossary/#copayment
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What You Will Pay

In-network CanopyCare What You Will Pay

Out-of-Network Provider Limitations, Exceptions & Other

Common Medical Event | Services You May Need

Provider - Important Information
(You will pay the least) (You will pay the most)
Office visits Prenatal/Postnatal-No charge Not covered W does not apply for preventive
If you are pregnant Childbirth/delive
ry
orofessional services No charge Not covered None
If a newborn patient requires admission to
Childbirth/delivery facility 1 a Special Care Unit, a separate copay for
services $200 copay/admission Not covered inpatient hospital services for the newborn
patient will apply.
Limited to 100 visits per calendar year.
. Copay is required on and after the 31st
Home health care $25 copay/visit Not covered calendar day of the treatment plan.
Requires prior authorization.
Irfeyégger:?:g :re Lpave Rehabilitation services $25 copay/visit Not covered Reau . orizati
other special health — : — equires prior authorization.
needs Habilitation services $25 copay/visit Not covered
- - Limited to 100 days per calendar year.
Skilled nursing center No charge Not covered Requires prior authorization.
Corrective footwear is not covered, except
. . for podiatric devices to prevent or treat
Durable medical equipment No charge Not covered diabetes-related complications. Requires
prior authorization.
Hospice services No charge Not covered Requires prior authorization.
Children’s eye exam $25 copay/visit Not covered None
If your child needs
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com/sfhss. Page 4 of 7
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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.)

e Cosmetic surgery e long-term care e Private-duty nursing
e Dental care (Adult) e Non-emergency care when traveling outside e Routine foot care
the U.S. e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion-termination of pregnancy and e Chiropractic care-$15 copay/visit up to 30 o Infertility treatment
related services are covered in full. visits per calendar year. Administered by e Routine eye care (Adult)
e Acupuncture-$15 copay/visit up to 30 visits American Specialty Health (ASH).
per calendar year. Administered by American e Hearing aids-covered to a maximum
Specialty Health (ASH). payment of $5,000 for both ears combined,
e Bariatric surgery every 36 months.

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: Department of Labor’'s Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health and Human Services, Center for Consumer
Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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 plan 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
1-833-448-2042, submit a grievance form through www.healthnet.com/sfhss, or file your complaint in writing to, Health Net Appeals and Grievance Department, P.O.
Box 10348, Van Nuys, CA 91410-0348. For information about group health care coverage subject to ERISA, contact the U.S. Department of Labor’'s Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you have a grievance against Health Net, you can also contact the California
Department of Managed Health Care at 1-888-466-2219 or TDD line 1-877-688-9891 for the hearing and speech impaired or www.dmhc.ca.gov. Additionally, a
consumer assistance program can help you file your appeal. Contact the California Department of Managed Health Care at the contact information provided above.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com/sfhss. Page 5 of 7
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Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, 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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-448-2042.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-448-2042.
Chinese (HF30): AR FRZE 1 SCAYEEE), BRI S8 1-833-448-2042.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-448-2042.

| 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.healthnet.com/sfhss. Page 6 of 7
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About these Coverage Examples:

aMn 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)

The plan’s overall deductible $0
Specialist copayment $25
Hospital (facility) copayment $200
Other copayment $25

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)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

The plan’s overall deductible $0
Specialist copayment $25
Hospital (facility) copayment $200
Other copayment $25

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
The plan’s overall deductible $0
Specialist copayment $25
Hospital (facility) copayment $200
Other copayment $25

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $200 Copayments $700 Copayments $400

Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $260 The total Joe would pay is $720 The total Mia would pay is $400

The plan would be responsible for the other costs of these EXAMPLE covered services.
Page 7 of 7
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Health Net complies with applicable State and Federal civil rights laws and does not
discriminate, exclude people or treat them differently because of race, color, national
origin, age, mental disability, physical disability, sex (including pregnancy, sexual
orientation, and gender identity), religion, ancestry, ethnic group identification, medical
condition, genetic information, marital status, or gender.

Health Net:

e Provides free aids and services to people with disabilities to help them
communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic
formats, and other formats)

e Provides free language services to people whose primary language is not English,
such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact the Health Net 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)

Upon request, this document can be made available to you in braille, large print,
audiocassette, or electronic form. To obtain a copy in one of these alternative formats,
please call one of the phone numbers above or write to:

Health Net
Post Office Box 9103, Van Nuys, California 91409-9103

If you believe that Health Net has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, or sex (including pregnancy,
sexual orientation, and gender identity), mental disability, physical disability, religion,
ancestry, ethnic group identification, medical condition, genetic information, marital status,
or gender you can file a grievance with the 1557 Coordinator.

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, our 1557 Coordinator is available to help you.

e By phone: Call 855-577-8234 (TTY: 711)

o By fax: 1-866-388-1769



e In writing: Write a letter and send it to Health Net 1557 Coordinator, PO Box 31384,
Tampa, FL 33631

e Electronically: Send an email to SM Section1557Coord@centene.com This notice
is available at Health Net website:
https://www.healthnet.com/en us/disclaimers/legal/non-discrimination-notice.html

If your health problem is urgent, if you already filed a complaint with Health Net and are
not satisfied with the decision or it has been more than 30 days since you filed a
complaint with Health Net, 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.dmbhc.ca.gov/FileaComplaint.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.

FLY065732EPO00 (05/25)
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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).

CA Commercial DMHC On and Off-Exchange Member Notice of Language Assistance
FLYO017549EHO0 (12/17)
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