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Dear Health Net Member:

Thank you for choosing Health Net to provide your health care benefits. We look forward to ensuring a
positive experience and your continued satisfaction with the services we provide.

This is your new Health Net Evidence of Coverage.

If your Group has requested that we make it available, you can access this document online through&’
Health Net’s secure website at www.healthnet.com. You can also elect to have a hard copy of thi
Evidence of Coverage mailed to you. Please call the telephone number on the back of your ]% er

identification card to request a copy.

We look forward to serving you. Contact us at www.healthnet.com 24 hours a day, s elﬁbc'iays a week
for information about our plans, your benefits and more. You can even submit questions to us through

the website, or contact us at1-888-893-1572. Our Customer Contact Center is avadable from 8:00 a.m.
to 6:00 p.m., Monday through Friday, except holidays. You’ll find the numbezto'call on the back of
your Member ID card. O
This document is the most up-to-date version. To avoid confusion, plea}o%‘iscard any versions you may
have previously received. A
»
Thank you for choosing Health Net. c’b&
N
2
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ABOUT THIS BOOKLET ‘?0

Please read the following information so you will know fro%}w(%om or what group of

providers health care may be obtained. \

X
This Evidence of Coverage constitutes only a sume@(')f the health plan. The health
plan contract must be consulted to determine the és{@ct terms and conditions of coverage.

See the “Notice of Privacy Practices” undeb 1scellaneous Provisions” for information
regarding your right to request conﬁdentlaé, ommunications.

>
Method of Provider Reiml%ﬂsement

Health Net uses financial incet@‘iés and various risk sharing arrangements when paying
providers. You may reque tz@ore information about our payment methods by contacting
the Customer Contact Cexter at the telephone number on your Health Net ID card, your
Physician Group or y

0
)
S
>
b\

Q@

rimary Care Physician.






Use of Special Words

Special words used in this Evidence of Coverage to explain your Plan have their first letter capitalized
and appear in the “Definitions” section.

The following words are used frequently: \

e “You” or “Your” refers to anyone in your family who is covered; that is, anyone who is eh%)bi}e for
coverage in this Plan and who has been enrolled.

e “Employee” has the same meaning as the word “you” above. ‘D’QQ

o “We” or “Our” refers to Health Net. \

e “Subscriber” means the primary Member, generally an Employee of a Groupb,%

e “Physician Group” or “Participating Physician Group (PPG)” means % medical group the
individual Member selected as the source of all covered medical care, 0

e “Primary Care Physician” is the individual Physician each Merr@ar selected who will provide or
authorize all covered medical care. N

XV
e “Group” is the business entity (usually an employer) that &@tracts with Health Net to provide this
coverage to you. . @

)
e “Plan” and “Evidence of Coverage” (EOC) have s‘i@ar meanings. You may think of these as
meaning your Health Net benefits.
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INTRODUCTION TO HEALTH NET

The benefits described under this Evidence of Coverage do not discriminate on the basis of race,
color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age, or disability, and are not subject to any pre-existing condition or exclusion

period. N\

How to Obtain Care

When you enroll in this Plan, you must select a contracting Physician Group where you o receive
all of your medical care. That Physician Group will provide or authorize all medical e?.éCall your
Physician Group directly to make an appointment. For contact information on your sician Group,
please call the Customer Contact Center at the telephone number on your Health D card.

In addition, CVS MinuteClinic licensed practitioners are available to provide®eou with treatment of
common illnesses, vaccinations and other health services inside CVS/phagthacy stores. However,
Specialist referrals following care from CVS MinuteClinic must be obtatsied through the contracting
Physician Group. Members traveling in another state which has a C @Pharmacy with a MinuteClinic
can access MinuteClinic Covered Benefits under this Plan at thatWinuteClinic under the terms of this
Evidence of Coverage. ,{b

N

Some Hospitals and other providers do not provide on’e@i more of the following services that may
be covered under your Evidence of Coverage and th’@ou or your Family Member might need:
family planning; contraceptive services, includi ergency contraception; sterilization,
including tubal ligation at the time of labor al}éelivery; Infertility treatments; or abortion. You
should obtain more information before yousenroll. Call your prospective doctor, medical group,
independent practice association or clini&he Customer Contact Center at 1-888-893-1572 to
ensure that you can obtain the Health C3re Services that you need.

Transition of Care for New@mbers

You may request continued ca@om a provider, including a Hospital that does not contract with
Health Net, if at the time ofﬁéllment with Health Net, you were receiving care from such a provider
for any of the following &@ ions:

e An Acute Conditi

e A Serious Qlic Condition not to exceed twelve months from the Member’s Effective Date of
coverage 352 er this Plan;

e Ap 'gigncy (including the duration of the pregnancy and immediate postpartum care);

o %?emal mental health, not to exceed 12 months from the diagnosis or from the end of pregnancy,
ichever occurs later;

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

e A Terminal Illness (for the duration of the Terminal Illness); or
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e A surgery or other procedure that has been authorized by your prior health plan 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: N
e A Health Net product with an out of network benefit; A\
e A different Health Net HMO network product that included your current provider; or '(,O

e Another health plan or carrier product. (D,QQ

For definitions of Acute Condition, Serious Chronic Condition and Terminal Illness @}e the
“Definitions” section. ‘50
<

Health Net may provide coverage for completion of services from such a pro ’&'r, subject to applicable
Copayments and any exclusions and limitations of this Plan. You must re es he coverage within 60
days of your Group’s effective date unless you can show that it was not'sgaSonably possible to make the
request within 60 days of your Group’s effective date and you make tlig¢ 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 capjtdted and who practice in the same or
similar geographic region. If the provider does not accept s erms, Health Net is not obligated to
provide coverage with that provider. '(}N

To request continued care, you will need to complet ontinuity of Care Request Form. If you would
like more information on how to request continue e, or request a copy of the Continuity of Care
Request Form or of our continuity of care policy‘(please contact the Customer Contact Center at the
telephone number on your Health Net ID cq&b

Selecting a Primary Care Physig%an

Health Net requires the designation©f a Primary Care Physician. A Primary Care Physician provides
and coordinates your medical t%&( ou have the right to designate any Primary Care Physician who
participates in our network a ho is available to accept you or your Family Members, subject to the
requirements set out belo er “Selecting a Contracting Physician Group.”

For children, a pediat@ian may be designated as the Primary Care Physician. Until you make this
Primary Care Physjcian designation, Health Net designates one for you. Information on how to select a
Primary Care m@kn and a list of the participating Primary Care Physicians in the Service Area are
available on % ealth Net website at www.healthnet.com. The provider directory allows you to find
informatio network providers including names, addresses, telephone numbers, specialties, and more
You ca o call the Customer Contact Center at the number shown on your Health Net ID card to

req rovider information.

Selecting a Contracting Physician Group

Each person must select a Primary Care Physician at a contracting Physician Group close enough to
their residence or place of work to allow reasonable access to medical care. Family Members may select
different contracting Physician Groups.
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A Subscriber who resides outside the Service Area may enroll based on the Subscriber’s work address
that is within the Service Area. Family Members who reside outside the Service Area may also enroll
based on the Subscriber’s work address that is within the Service Area. If you choose a Physician Group
based on its proximity to the Subscriber’s work address, you will need to travel to that Physician Group
for any nonemergency or nonurgent care that you receive. Additionally, some Physician Groups may
decline to accept assignment of a Member whose home or work address is not close enough to the
Physician Group to allow reasonable access to care. Please call the Customer Contact Center at the A
number shown on your Health Net ID card if you need a provider directory or if you have question‘,s@l
involving reasonable access to care. The provider directory is also available on the Health Net site at

www.healthnet.com. QQ
Selecting a Participating Mental Health Professional \,(b

When you need to see a Participating Mental Health Professional, contact Health(gapby calling the
Health Net Customer Contact Center at the phone number on your Health Net IDCard. Health Net will
help you identify a Participating Mental Health Professional within the net , close to where you live
or work, with whom you can make an appointment. Q

Routine outpatient therapy and medication management visits with arlin-network provider do not
require Prior Authorization nor referral from a Primary Care Physician. Certain services and supplies for
Mental Health and Substance Use Disorders may require Prior orization by Health Net in order to
be covered. Upon request, the criteria used to review the l_’r%nﬁ‘thorization request, and any education
program materials used to develop these criteria, will be ided to you at no cost. This information is
available online at our website at www.healthnet.com, X0u can also call the Health Net Customer
Contact Center at the telephone number on your a@ Net ID card to request the information

Please refer to the “Mental Health or Substange @¥e Disorders” provision in the “Covered Benefits”
section for a complete description of Menta Ith or Substance Use Disorder services and supplies,
including those that require Prior Authorizatiton by Health Net.

Specialists and Referral Carb'{ﬁ

Sometimes, you may need carextht the Primary Care Physician cannot provide. At such times, you will
be referred to a Specialist or other Health Care Provider for that care. Refer to the “Selecting a
Participating Mental Health Rrofessional” section above for information about receiving care for Mental
Health or Substance %e‘Disorders.

THE CONTIN ARTICIPATION OF ANY ONE PHYSICIAN, HOSPITAL OR OTHER
PROVIDER OT BE GUARANTEED.

THE FAC @-IAT A PHYSICIAN OR OTHER PROVIDER MAY PERFORM, PRESCRIBE,
ORDER, COMMEND OR APPROVE A SERVICE, SUPPLY OR HOSPITALIZATION
DOE T, IN ITSELF, MAKE IT MEDICALLY NECESSARY OR MAKE IT A COVERED
S CE.

Standing Referral to Specialty Care for Medical and Surgical Services

A standing referral is a referral to a participating Specialist for more than one visit without your Primary
Care Physician having to provide a specific referral for each visit. You may receive a standing referral to
a Specialist if your continuing care and recommended treatment plan is determined Medically Necessary
by your Primary Care Physician, in consultation with the Specialist, Health Net’s Medical Director and
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you. The treatment plan may limit the number of visits to the Specialist, the period of time that the visits
are authorized or require that the Specialist provide your Primary Care Physician with regular reports on
the health care provided. Extended access to a participating Specialist is available to Members who have
a Life Threatening, degenerative or disabling condition (for example, Members with HIV/AIDS). To
request a standing referral ask your Primary Care Physician or Specialist.

If you see a Specialist before you get a referral, you may have to pay for the cost of the treatment. Ifs_ |
Health Net denies the request for a referral, Health Net will send you a letter explaining the reason f&e
letter will also tell you what to do if you don’t agree with this decision. This notice does not giveyou all
the information you need about Health Net’s Specialist referral policy. To get a copy of our %ﬂ,\cy,
please contact us at the number shown on your Health Net ID card. @Q

AN

Changing Contracting Physician Groups %8

You may transfer to another contracting Physician Group, but only according to, C?Qonditions
explained in the “Transferring to Another Contracting Physician Group” poﬁé%)of the “Eligibility,
Enrollment and Termination™ section. ‘D’Q

N

Your Financial Responsibility 40

Your Physician Group will authorize and coordinate all your caré providing you with medical services
or supplies. You are financially responsible only for any requised Copayment described in the “Schedule
of Benefits and Copayments” section. You are completely, financially responsible for medical care that
the contracting Physician Group does not provide or autl@?fze except for Medically Necessary care
provided in an emergency. However, if you receive vered Benefits at a contracted network health
facility at which, or as a result of which, you recei@ ervices provided by a noncontracted provider, you
will pay no more than the same cost sharing you‘Would pay for the same Covered Benefits received
from a contracted network provider. You ar}@ o financially responsible for care that this Plan does not
cover. Q
Questions &O'{ﬁ
Call the Customer Contact Cerﬁ@vith questions about this Plan at the number shown on your
Health Net ID card. )

i

Timely Access to Care

/
The California ﬂ%r‘cment of Managed Health Care (DMHC) has issued regulations (California Code of
Regulations, @[l 28, Section 1300.67.2.2) with requirements for timely access to nonemergency Health

Care SerViQs

03
Please.getitact Health Net at the number shown on your Health Net ID card, 7 days per week, 24 hours

per, d3y to access triage or screening services. Health Net provides access to covered Health Care
ices in a timely manner.

Please see the “Language Assistance Services” section and the “Notice of Language Services” section
for information regarding the availability of no cost interpreter services.
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Definitions Related to Timely Access to Care

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

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

>
Business Day is every official working day of the week. Typically, a business day is Monday tl@)”hgh

Friday, and does not include weekends or holidays.

Scheduling Appointments with Your Primary Care Physician \‘D‘Q

When you need to see your Primary Care Physician (PCP), call their office for ar‘%ggdintment at the
phone number on your Health Net ID card. Please call ahead as soon as possiblgWHen you make an
appointment, identify yourself as a Health Net Member, and tell the receptior%%hen you would like to
see your doctor. The receptionist will make every effort to schedule an ap ent at a time convenient
for you. If you need to cancel an appointment, notify your Physician as"sgen as possible.

This is a general idea of how many business days, as defined aboyquﬁt you may need to wait to see
your Primary Care Physician. Wait times depend on your condi%ﬁﬁ*and the type of care you need. You
should get an appointment to see your PCP: \"&

e Nonurgent appointments with PCP: within 10 busig®ss days of request for an appointment.
e Urgent care appointment with PCP: within 48 lfours of request for an appointment.
¢ Routine check-up/physical exam: within 3 siness days of request for an appointment.

Your Primary Care Physician may decide t}@is okay to wait longer for an appointment as long as it
does not harm your health. Q

Scheduling Appointments wi@fvéour Participating Mental Health Professional

When you need to see your desiggated Participating Mental Health Professional, call their office for an
appointment. When you call foian appointment, identify yourself as covered through Health Net, and
tell them when you would@%’ to see your provider. They will make every effort to schedule an
appointment at a time@o‘fwenient for you. If you need to cancel an appointment, notify your provider as
soon as possible. q/

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

e Urgel 'Qare appointment with non-Physician behavioral HealthCare Provider or behavioral
h care Physician (psychiatrist) that does not require Prior Authorization: within 48 hours
abrequest.

e Urgent care appointment with non-Physician behavioral Health Care Provider or behavioral
health care Physician (psychiatrist) that requires Prior Authorization: within 96 hours of
request.

e Nonurgent appointment with behavioral Health Care Physician (psychiatrist): within 15
business days of request.
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e Nonurgent appointment with non-Physician behavioral Health Care Provider: within 10
business days of request.

e Nonurgent follow-up appointment with non-Physician mental Health Care Provider (NPMH):
within 10 business days of request.

e Non-Life -Threatening behavioral health emergency: within 6 hours of request for an
appointment. &

o Life-threatening behavioral health emergencies: require immediate intervention and treatment.

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

Scheduling Appointments with a Specialist for Medical and Surgical‘Services

Your Primary Care Physician is your main doctor who makes sure you get the @(t%’ you need when you
need it. Sometimes your Primary Care Physician will send you to a Speciali

Once you get approval to receive the Specialist services, call the Specizﬁ@ s office to schedule an
appointment. Please call ahead as soon as possible. When you mak:@appointment, identify yourself as
a Health Net Member, and tell the receptionist when you would o see the Specialist. The
Specialist’s office will do their best to make your appointment z{&%me that works best for you.

This is a general idea of how many business days, as deﬁn@bove, that you may need to wait to see the
Specialist. Wait times for an appointment depend on yog@eondition and the type of care you need. You

should get an appointment to see the Specialist:
¢ Nonurgent appointments with Specialists: in 15 business days of request for an appointment.

e Urgent care appointment: with a Speci ﬁ‘t or other type of provider that needs approval in
advance — within 96 hours of request fop’an appointment.

e Urgent care appointment: with (,‘S}pecialist or other type of provider that does not need approval in
advance — within 48 hours of I@est for an appointment.

>

Scheduling Appointme \for Ancillary Services

Sometimes your doctor iy 11 you that you need ancillary services such as lab, x-ray, therapy, and
medical devices, for t@tment or to find out more about your health condition.

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

o Ancil@’qgervice appointment: within 15 business days of request for an appointment.

Canceling or Missing Your Appointments

Igou cannot go to your appointment, call the doctor’s office right away. If you miss your appointment,
call right away to reschedule your appointment. By canceling or rescheduling your appointment, you let
someone else be seen by the doctor.
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Triage and/or Screening/24-Hour Nurse Advice Line

As a Health Net Member, you have access to triage or screening services, 24 hours per day, 7 days per
week. When you are sick or need urgent behavioral health care and cannot reach your doctor, like on the
weekend or when the office is closed, you can call Health Net’s Customer Contact Center or the 24-hour
Nurse Advice Line at the number shown on your Health Net ID card, and select the Triage and/or
Screening option to these services. You will be connected to a health care professional (such as a doetor,
nurse, or other provider, depending on your needs) who will be able to help you and answer your ‘0
questions. You can also call 988, the national suicide and mental health crisis hotline system. O

If you have a Life Threatening emergency, call “911” or go immediately to the closest eniergency
room. Use “911” only for true emergencies. Q

WHAT TO DO WHEN YOU NEED MEDICAL OR MENTAL HEADAH OR SUBSTANCE
USE DISORDER CARE IMMEDIATELY 'Q
In serious emergency situations: Call “911” or go to the nearest H}%pltal

If your situation is not so severe: Call your Primary Care Ph)i&lan or Physician Group or a
Participating Mental Health Professional or, if you cannot c em or you need medical or mental
health care right away, go to the nearest medical center okﬁospltal You can also call 988, the
national suicide and mental health crisis hotline system

Your Physician Group and Health Net are available 24\ours a day, seven days a week, to respond to
your phone calls regarding care that you believe i ded immediately. They will evaluate your
situation and give you directions about where to @e for the care you need.

Except in an emergency or other urgent cir tances:

authorized by them to be per ed by others. You may use other providers outside your

e Medical services: Covered Be ﬁ(g of this Plan must be performed by your Physician Group or
Physician Group only wh %’&,éou are referred to them by your Physician Group or Health Net.

e Mental Health or Su,@\t'énce Use Disorders services: Covered Benefits of this Plan must be
performed by your icipating Mental Health Professional or authorized by Health Net to be
performed by otherS. You may use nonparticipating mental health providers only when
authorized %}:alth Net.

If you are not SQ?I ether you have an emergency or require urgent care please contact Health Net at
the number s on your Health Net ID card. As a Health Net Member, you have access to triage or
screening es, 24 hours per day, 7 days per week.

eeded Care within a 30-mile radius of your Physician Group and all Non-Emergency
@&s and Care must be performed by your Physician Group or Participating Mental Health
ssmnal or authorized by your Physician Group or Health Net in order to be covered. These
services, if performed by others outside your Physician Group or our network of Participating Mental
Health Professionals, will not be covered unless they are authorized by your Physician Group (medical)
or Health Net (Mental Health and Substance Use Disorders).

Urgently Needed Care outside a 30-mile radius of your Physician Group and all Emergency
Services and Care (including care outside of California) may be performed by your Physician Group
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or another provider when your circumstances require it. Services by other providers will be covered if
the facts demonstrate that you required Emergency Services and Care or Urgently Needed Care.
Authorization is not mandatory to secure coverage. See the “Definitions Related to Emergency and
Urgently Needed Care” section below for the definition of Urgently Needed Care.

It is critical that you contact your Physician Group (medical) or Health Net (Mental Health or Substance
Use Disorders) as soon as you can after receiving emergency services from others outside your \ -
Physician Group. Your Physician Group (medical) or Health Net (Mental Health or Substance Use
Disorders) will evaluate your circumstances and make all necessary arrangements to assume <
responsibility for your continuing care. They will also advise you about how to obtain reimbufsement
for charges you may have paid.

Always present your Health Net ID card to the Health Care Provider regardless of wh‘sge(g'ou are. It will
help them understand the type of coverage you have and they may be able to assisté'o@t in contacting
your Physician Group or Health Net. Q

A
After your medical problem (including Mental Health or Substance Use DiSO?r) no longer requires
Urgently Needed Care or ceases to be an emergency and your conditio{ able, any additional care

you receive is considered Follow-Up Care.

Follow-Up Care services must be performed by your Physician G@p (medical) or a Participating
Mental Health Professional (Mental Health or Substance Use D§vrders) and, if required, authorized by
your Physician Group (medical) or Health Net (Mental Heahésor Substance Use Disorders), or it will
not be covered. '\%

State Hospital Treatment: Services in a state Hospit Qe,limiteaf to treatment or confinement as the
result of an Emergency Services and Care or Urg Needed Care as defined in the “Definitions”
section. Q

Follow-Up Care after Emergency Care at g-Hospital that is not contracted with Health Net: If you are
treated for Emergency Services and Care‘@a Hospital that is not contracted with Health Net, Follow-
Up Care must be authorized by HealtftNet or it will not be covered. If, once your Emergency Medical
Condition or Psychiatric Emerge edical Condition is stabilized, and your treating Health Care
Provider at the Hospital believ at you require additional Medically Necessary Hospital services, the
noncontracted Hospital must&'tact Health Net to obtain timely authorization. If Health Net determines
that you may be safely tra red to a Hospital that is contracted with Health Net and you refuse to
consent to the transfer, the noncontracted Hospital must provide you with written notice that you will be
financially respons(ﬁﬁ@”or 100% of the cost for services provided to you once your emergency condition
is stable. Also, @@y oncontracted Hospital is unable to determine the contact information at Health
Net in order to request Prior Authorization, the noncontracted Hospital may bill you for such services.

Defini @Qﬁelated to Emergency Services and Care and Urgently Needed Care
Plea fer to the “Definitions” section for definitions of Emergency Services and Care, Emergency
l\Q tCal Condition, Psychiatric Emergency Medical Condition and Urgently Needed Care.
Prescription Drugs

If you purchase a covered Prescription Drug for a medical Emergency Services and Care or Urgently
Needed Care from a Nonparticipating Pharmacy, this Plan will reimburse you for the retail cost of the



Introduction to Health Net Page 17

drug less any required Copayment shown in the “Schedule of Benefits and Copayments” section. You
will have to pay for the Prescription Drug when it is dispensed.

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

Note(s): &
The Prescription Drugs/Outpatient Prescription Drugs” exclusion in the “Exclusions and <

Limitations” section and the requirements of the Formulary also apply when drugs are di sed by
a Nonparticipating Pharmacy.
q,Q

Chiropractic Services

If you require Emergency Chiropractic Services, American Specialty Health Plar@%Cahfomla Inc.

(ASH Plans) will provide coverage for those services. Emergency Chiropracti¢\Services are covered
Benefits provided for the sudden and unexpected onset of an injury or condj affecting the
neuromusculoskeletal system which manifests itself by acute symptom ufficient severity, including

severe Pain, such that a person could reasonably expect that a delay of immediate Chiropractic Services
could result in serious jeopardy to your health or body functions OKDrgans. See also the “Definitions”
section, “Emergency Chiropractic Services.” Q

ASH Plans shall determine whether Chiropractic Services c@ﬁtitute Emergency Chiropractic Services.
ASH Plans' determination shall be subject to ASH Planslgtievance procedures and the Department of
Managed Health Care’s Independent Medical Revie cess.

You may receive Emergency Chiropractic Servic érom any chiropractor. ASH Plans will not cover any
services as Emergency Chiropractic Services f&s the chiropractor rendering the services can show
that the services in fact were Emergency Chmopractic Services. You must receive all other covered
Chiropractic Services from a chiropractordnder contract with ASH Plans (“Contracted Chiropractor®) or
from a non-Contracted Chiropractor @ upon a referral by ASH Plans.

Because ASH Plans arranges onl ropractic Services, if you require medical services in an
emergency, ASH Plans recomitends that you consider contacting your Primary Care Physician or
another Physician or callin 1.” You are encouraged to use appropriately the “911 emergency
response system, in areas &hefe the system is established and operating, when you have an Emergency

Medical Condition th%r quires an emergency response.

Acupuncturﬂ/@rvices

If you requiré)JEmergency Acupuncture Services, American Specialty Health Plans of California, Inc.
(ASHP will provide coverage for those services. Emergency Acupuncture Services are covered
Acup re Services provided for the sudden and unexpected onset of an injury or condition affecting
omusculoskeletal system, or causing Pain, or Nausea which manifests itself by acute symptoms
fﬁment severity, that a person could reasonably expect that a delay of immediate Acupuncture
Serv1ces could result in serious jeopardy to your health or body functions or organs. See also the
“Definitions” section, “Emergency Acupuncture Services.”

ASH Plans shall determine whether Acupuncture Services constitute Emergency Acupuncture Services.
ASH Plans' determination shall be subject to ASH Plans’ grievance procedures and the Department of
Managed Health Care’s Independent Medical Review process.
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You may receive Emergency Acupuncture Services from any acupuncturist. ASH Plans will not cover
any services as Emergency Acupuncture Services unless the acupuncturist rendering the services can
show that the services in fact were Emergency Acupuncture Services. You must receive all other
covered Acupuncture Services from an acupuncturist under contract with ASH Plans (“Contracted
Acupuncturist®) or from a non-Contracted Acupuncturist only upon a referral by ASH Plans.

Because ASH Plans arranges only Acupuncture Services, if you require medical services in an \ -
emergency, ASH Plans recommends that you consider contacting your Primary Care Physician or , Qv
another Physician or calling “911.” You are encouraged to use appropriately the “911* emerge
response system, in areas where the system is established and operating, when you have an %{ergency
Medical Condition that requires an emergency response. @Q



Schedule of Benefits and Copayments Page 19

SCHEDULE OF BENEFITS AND COPAYMENTS

The following schedule shows the Copayments (fixed dollar and percentage amounts) that you must pay
for this Plan’s Covered Benefits.

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

>
There is a limit to the amount of Copayments you must pay in a Calendar Year. Refer to the “Oes’éf-
Pocket Maximum” section, for more information. <

See “COVID-19 Outpatient Services” in the “Covered Services and Supplies” section fo tional
coverage information about screening, diagnostic testing, therapeutics, and Vaccinationé r COVID-19

and its variants. <
¥

Covered Benefits for medical conditions or Mental Health and Substance Use Digorders provided

appropriately as Telehealth Services are covered on the same basis and to th e extent as Covered
Benefits delivered in-person. Please refer to the “Telehealth Services” det@ion in the “Definitions”

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

section for more information.

K

Use of emergency room (facility and professionahSeIViCes) ............ooveueveeeeueereeeeeeeeereeeeseeseeeeenens

Use of urgent care center (facility and professBp SCTVICES) cuvveeeerreeereeeiireeesreeeisseesseeesseeesseeessseeensnes $35
Copayment Exception(s): (D'Q
If you are admitted to a Hospital inpatient directly from the emergency room, the emergency

room Copayment will not appL(O

For Emergency Services a *&i@'are in an emergency room or urgent care center, you are required to
pay only the Copayment@mounts required under this Plan as described above. Refer to “Ambulance
Services” below for ency medical transportation Copayment.

Emergency rgently Needed Care in an Emergency Room or Urgent
Care Centéy(Mental Health or Substance Use Disorders)

Use of giné rgency room (facility and professional SEIVICES) ......c.uiervieeriireriieeiiieeiieeeieeeereeesveeesvee e $75
Use@@[rgent care center (facility and professional SEIVICES) .........evvueerieeiiieniiiiiieie et $10

opayment Exception(s):

If you are admitted to a Hospital as an inpatient directly from the emergency room, the emergency
room Copayment will not apply.
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For Emergency Services and Care in an emergency room or urgent care center, you are required to
pay only the Copayment amounts required under this Plan as described above. Refer to “Ambulance
Services” below for emergency medical transportation Copayment.

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

Ground ambulance l

AT @MDULANCE ...ttt ettt ettt et sbe et s bt eneene e st et e s e be s ee Q 'Q ............. $0
Note(s): \(b‘
For more information on ambulance services coverage, refer to the “Ambulancégérvices” portions
of the “Covered Services and Supplies” section. 0@'

Ambulance Services (Mental Health or Substance l}g@%isorders)

Copayment
Ground AMDULANCE ... ae e KA} ....................................................... $0
AL AMDULANCE .o '{/@; ........................................................... $0
N
Note(s):
() \6

of the “Covered Services and Supplies” sectiob

Office Visits a0

Visit to Physician, Physician Assistant‘or Nurse Practitioner at a

contracting PhySiCian GIrOUP....). o uiieeeeieieeieeie ettt ettt ettt eete e eteeseersesaeesseessesseenseesnans $10
Specialist or specialty care con\u‘@a TOM™ Lottt sttt et $10
Visit t0 CVS MINULECTINICH . sl .ottt ettt ettt st ebeeseeneeaesensesbeesens $10
Primary Care Physician vi Member's home (at the discretion of the

Physician in acco%aﬁpe with the rules and criteria established by

HEAIth INEt) ... Sed et ettt ettt e e b e e teeeabeeesseeaseeeaeeenseensseenneas $10
Specialist visit toMember's home (at the discretion of the Physician in

accordance(\;ﬂth the rules and criteria established by Health Net) ...........c.ccocoiiiiiiin. $10
Vision exa %tions including refractive eye examinations by an

oph '&ologist .................................................................................................................................. $10
Visi&éminations including refractive eye examinations by all other

Viders INCIUAING OPLOMELIISTS. ...c.eiiueiiiiieiieeieeiie ettt ettt ettt et ee e te et eenbeeseeeereesaeeenseenes $10

I&ring examinations for hearing loss by an otolaryngologist ............cccveevvieeiiieeiiieeieece e $10
Hearing examinations for hearing loss by all other providers including

AUAIOLOZISES ...veevvieeieetieeie ettt ettt et e et e et e et e et e ete et e eteeeteeabeessesseeaseesseseesseesseessenseesseseesseesseseenseeneans $10

Telehealth consultation through the Select Telehealth Services Provider*™*............ccccooeviiiiniininncnnne $0
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Note(s):

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

*  Specialist referrals following care from CVS MinuteClinic must be obtained through the ™\ -
contracting Physician Group. Preventive Care Services through the CVS MinuteClinic are
subject to the Copayment shown below under “Preventive Care Services.” @)

** The designated Select Telehealth Services Provider for this Plan is listed on your ]Q’h@h Net ID

card. To obtain services, contact the Select Telehealth Services Provider directly @y $hown on

your ID card. )
Preventive Care Services \}fb'
Preventive Care ServiCes™ ........oooooiiiiiiiiiiee e @ ............................................ $0
Note(s): . é
Covered Benefits include, but are not limited to, annual pr: Ob)}ftive physical examinations,
immunizations, well-woman examinations, preventive ces for pregnancy, other women’s

preventive services as supported by the Health Reso ¢es and Services Administration (HRSA),
breastfeeding support and supplies (including one B§st pump per pregnancy), and preventive vision
and hearing screening examinations. Refer to t reventive Care Services” portion of the
“Covered Services and Supplies” section, fo ails.

If you receive any other Covered Benef} é‘ addition to Preventive Care Services during the same
visit, you will also pay the applicable Qepayment for those services.

Cervical cancer and human papillgmavirus (HPV) screenings, and preventive colonoscopies will be
covered at no cost. X
N

Hospital Visits by 0,) ician

Physician visit to He Pital or Skilled NUrSING FaCIItY ..ceovvieiiiieeiiieciie et $0

Note(s): q/Q

The abov@&opayment applies to professional services only. Care that is rendered in a Hospital or

Skilled Wursing Facility is also subject to the applicable facility Copayment. Look under the

“Inpatient Hospital Services” and “Skilled Nursing Facility Services” headings to determine any
‘Q itional Copayments that may apply.

Allergy, Immunizations and Injections

ATLET@Y TESTINE . .evteueeteteteeteettete ettt ettt et eeteete e st et e e st eseesse s essesseese et eeseeseeseensensensesseeseeseeseeseensensensensensansens $0
ALLETZY INJECTION SETVICES ..euuveirentieutiriienieeieeiteeteetesatesteebeettesbeestesatesbeebeebtesbeentesatesbeebeeabesseebeeatenbeenseennes $0
ATLET@Y SETUIN....uieuieiieieteete ettt ettt et et st e teeteete e et eseeseeseesse s essesseeseeseeseeseessensensensesseesesseeneeseensensensensensansens $0
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Immunizations for occupational purposes or foreign travel .........ccoccoevieiiiiiiiiiiiiieee e, 20%
Injections
Office based injectable medications - administration (Per dOSE€)........c.eevvuvreeruireririeeriieeeiieeeieeeeveeeans $0
Office based injectable medications - injected substance (pPer doSe)..........ccvvvrvvierieeiiienveeniienieeieenen $0
Note(s):
Immunizations that are part of Preventive Care Services are covered under “Preventive Care '\
Services” in this section. 4

tier under the pharmacy benefit. Specialty Drugs are not covered under the medical be even if
they are administered in a Physician’s office. If you need to have the provider admin e
Specialty Drug, you will need to obtain the Specialty Drug through our contractegd $pecialty
pharmacy vendor and bring it with you to the Physician’s office. Alternativel u can coordinate
delivery of the Specialty Drug directly to the provider office through our c cted specialty
pharmacy vendor. Please refer to the “Specialty Drugs (up to a 30-day supply)” portion of this
“Schedule of Benefits and Copayments” section for the applicable % ment.

Certain injectable drugs which are considered self-administered are covered on the Speci )QQDrug
o

Rehabilitation and Habilitation Therapy R\

Copayment
PRySICAL tRETAPY ...veeuiieiieeiieieeie e o Ta et este e teesaesseenseeseesseensesnsesseenseensenseensenneans $0
Occupational therapy .........ccccceevevieecieiierieeieeeeie e, . ,Q\ .................................................................... $0
Speech therapy ......cccovveevieiiiiiiieeee e, A e eeeeeeeeseeeeteseeeees s eseesesese e eeese s eeeeeeeneeeasenees $0
Pulmonary rehabilitation therapy...........cccccoevenenn. @@ .......................................................................... $0
Cardiac rehabilitation therapy ...........ccoooiiieee e M i $0
Habilitative therapy.........cocoeeveeieciiecieiieieense b{ ....................................................................................... $0

Note(s): ‘D‘Q

These services will be covered when’Medically Necessary.

Coverage for physical, occ@nal and speech rehabilitation and habilitation therapy services is
subject to certain exclusiq,@. s described under the heading “Therapies” in “Exclusions and
Limitations” section. o

Care for Conditions of Pregnancy

Prenatal or p TIAA] OFFICE VISIE® ... eeeeeeeseeeeeeee e eeeeeeeee e s seeee e eeeeesese e seeseeeeeseeeeseeeeeees
Newborn eqpe“0ffice visit (birth through 30 days)........cccoereueiiiniiriiniinieeeeee e, $10

Physiciz&isit to the mother or newborn at a Hospital™™ ...........c.coooiiiiiiiiiiie e $0

No delivery, Including CeSArean SECHION ........cecuvieeiiieeiieeeiieeeieeeeiee et eesereeesaeeeereeeseeessseeensseeensseens $0

@umcision of newborn (birth through 30 days) ™ ........coooiiii e $0
Note(s):

The above Copayments apply to professional services only. Services that are rendered in a Hospital
are also subject to the Hospital services Copayment. Look under the “Inpatient Hospital Services”
and “Outpatient Facility Services” headings to determine any additional Copayments that may apply.
Genetic testing is covered as a laboratory service as shown under the “Other Professional Services”
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heading below. Genetic testing through the California Prenatal Screening (PNS) Program at PNS-
contracted labs, and follow-up services provided through PNS-contracted labs and other PNS-
contracted providers are covered in full.

Medically Necessary pasteurized donor human milk obtained from a licensed tissue bank is covered
as shown under “Prostheses” in the “Medical Supplies” section below.

*  Termination of pregnancy and related services are covered in full. Prenatal, postnatal and "\ -

newborn care that are Preventive Care Services are covered in full. See “Preventive Care
Services” above. If other non-Preventive Care Services are received during the same o visit,
the above Copayment will apply for the non-Preventive Care Services. Refer to “Preﬁe Care
Services” and “Pregnancy” under the “Covered Services and Supplies” section. ‘D‘Q

** One Copayment per visit. @\
*#*Circumcisions for Members age 31 days and older are covered when Medi¢dlly Necessary under
outpatient surgery. Refer to “Other Professional Services” and “Outpatfent Facility Services” for
applicable Copayments. O
N
Family Planning )
> Copayment
Sterilization of female...........ccoovvviiiiiiiiiiiiciecee e )é,. ............................................................ $0
Sterilization of male..........cocoeviiiiiiiiiiiee T»»e) .................................................................. $0

Note(s): &

The above Copayments apply to professional s&ces only. Services that are rendered in a Hospital
are also subject to the Hospital services C &nent. Look under the “Inpatient Hospital Services”
and “Outpatient Facility Services” headi,\a/ig to determine any additional Copayments that may apply.

Sterilization of females and contrac &n methods and counseling, as supported by Health
Resources and Services Administ@e\&[?n (HRSA) guidelines, are covered under “Preventive Care
Services” in this section. \,O

D
Infertility Services .

Infertility services " overed Benefits that diagnose, evaluate or treat
Infertility). Q/Q ............................................................................................................ See note below™

Note(s):

Infe&@ services include Prescription Drugs, professional services, inpatient and outpatient care
an; atment by injections.

Qﬁfer‘[ility services (which include GIFT, IVF, and ZIFT limited to 3 completed oocyte retrieval
cycles per lifetime) and all Covered Benefits that prepare the Member to receive this procedure, are
covered only for the Health Net Member.

Refer to the “Infertility Services” and “Fertility Preservation” provisions in the “Covered Services
and Supplies” section for additional information.
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*  Applicable Copayment requirements apply to any services and supplies required for Infertility
services. For example, if the Infertility service requires an office visit, then the office visit
Copayment will apply.

Other Professional Services N
(N
Copayment
Surgery )
In an INPAtIENE SEHNE......ccviieiieeiieeciiecie ettt ettt et ettt e ebeeeteeebe e seeeseesaeeesseessseenseas Q ............ $0
In a Physician’s office or outpatient fac111ty(b§ ................ $0
Assistance at surgery <
In an INPAtient SEHNZ......cc.eeierrieireiierie ettt ete et ere e re e e sse e e see e Qﬁ ........................... $0
In a Physician’s office or outpatient facﬂlty@(b' ............................... $0
Administration of anesthetics Qﬁ
In an iNpatient SEHNG.........ccvevverierieeiere et oA $0
In a Physician’s office or outpatient facility.........ccccoceeeeuverveeiiiennnsy, \ .............................................. $0
Chemotherapy ........cocvevueeiiiriiniiiieceeeeee e . ,46 .................................................. $0
RAdiation therapy ........c.cooveveviveeeieeeeeeeeee e KOVeervertrrieressessessssssssasssssssessssssssssssanses $0
In an inpatient SEttNG.........ccveevereerieeieriee e e eeee e $0
In a Physician’s office or outpatient facility................ .&@ ................................................................. $0
Laboratory services S
In an inpatient SEtting..........cceeeveveerreeeenreereennenn. 'CQ\’ ........................................................................ $0
In a Physician’s office or outpatient facility é, ............................................................................... $0
Diagnostic imaging (including x-ray) services, ‘0~
In an INPAtieNt SEHNZ......ccvevvieeierierieeees bl ettt ettt et e ettt e e e steeteesaesseesseenaesseeseeneeeseenes $0
In a Physician’s office or outpatient fa@'ﬁy ........................................................................................ $0
CT, SPECT, MRI, MUGA and PET
In an inpatient setting................ SR TIRSOOeS $0
In a Physician’s office or outlgﬂent FACTIIEY coeee e $0
Medical social services ......... & .............................................................................................................. $0
Patient @dUCATION™ .......c..cocelmueeiienieieiereet ettt ettt et b ettt be it et et et et e st e e besbe e bt e st es e e st e tententennen $0
Nuclear medicine (use of(,@dloactive MALETIALS) 1oeiviieiiieeiie e $0
In an inpatient set@g ........................................................................................................................... $0
In a Physiciang office or outpatient faCility ...........cceeveeviieiiiiiiiiieieeeee e $0
RENAL QALY SIS () oottt ettt ettt ettt et et e s ae e b e e st e be et e e st e nse e b e esa et e enteeatenseenaeeneenseensenneans $0
Organ, tissue;$0r stem Cell transSplants ...........cceeevveeeiieeeiieeeeece e See note below™*
Infusion t@’a yEE
In a@ ettt ettt h et Rt e h et h e h et h e et a sttt a et s e b et e b s a e eae et e $0
Office OF OULPATIENTE SELHINE .....eeuviiiiiiiieeie ettt ettt et e et e et e e aeesnreesneeens $10
Note(s):

The above Copayments apply to professional services only. Care that is rendered in a Hospital or in
an outpatient surgery setting is also subject to the applicable facility Copayment. Look under the
“Inpatient Hospital Services” and “Outpatient Facility Services” headings to determine any
additional Copayments that may apply.
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Surgery includes surgical reconstruction of a breast incident to a mastectomy, including surgery to
restore symmetry; also includes prosthesis and treatment of physical complications at all stages of
mastectomy, including lymphedema.

* Covered health education counseling for diabetes, weight management and smoking cessation,
including programs provided online and counseling over the phone, are covered as preventive care
and have no cost-sharing; however, if other medical services are provided at the same time that age |
not solely for the purpose of covered preventive care, the appropriate related Copayment will 3%

stem cell transplants. For example, if the transplant requires an office visit, then the offic€yVisit

** Applicable Copayment requirements apply to any services and supplies required for 0rgan§®sue, or
Copayment will apply. @‘Q

***Infusion therapy is limited to a maximum of 30 days for each supply of inj ectabl@fescription Drugs
and other substances, for each delivery.

Medical Supplies 2

Orthotics (such as bracing, supports and casts) .........c..ceeu.een. L0 TP $0
Diabetic eqUIPIMENT ™ ............o.iveveieeeeeeeeeeeeeeeeeeee oo e D et $0

Corrective Footwear (for the treatment of conditions rﬁl@to

IADELES) .ot "Q\ .................................................................... $0
Prostheses (internal or external)***................cc.......... A e eeeeeeeeseeeeteseeeees s eseesesese e eeese s eeeeeeeneeeasenees $0
Blood or blood products except for drugs used to t@‘&cl:emophilia,

INClUdIng blOOd FACOTS .....o.eeuiiiiiiriiiieee e ettt sttt $0
Drugs used to treat hemophilia, including blo@d factors™ ™ *™ | .. ... ..o, $0

Note(s): Jod

* For coverage information, pleas &g“Durable Medical Equipment” in the “Covered Services and
Supplies” section. Breastfeedifig-devices and supplies, as supported by HRSA guidelines, are
covered under “Preventive 8dre Services” in this section. For additional information, please refer to
the “Preventive Care Se% es” provision in the “Covered Services and Supplies” section.

** For a list of covered /@gff)etic equipment and supplies, please see “Diabetic Equipment” in the
“Covered Servi bnd Supplies” section.

***Prostheses Ptf@ e coverage of ostomy and urological supplies. See “Ostomy and Urological
Supplies” portion of the “Covered Services and Supplies” section.

wAEED g{@b the treatment of hemophilia, including blood factors are also covered under the
Prel%iption Drug benefit.

Iﬁ)%le Health Care Services

Copayment

Copayments are required for home health visits on and after the 31
calendar day of the treatment plan............c.ooviiiiiiii i $10 per visit
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Hospice Services

Copayment

HOSPICE CATC....oviieieiiieiiecteete ettt ettt ettt et e et e s bt e beestesaeesseesaesseesseessesseesseessesseesseesseseessaessesseensenssans $0

Inpatient Hospital Services

Copayment
Room and board in a semi-private room or Special Care Unit including '{,O
ancillary (additional) SEIVICES ......cc.eeviieriieiiieiieeie ettt sttt saaeenbee e .Q ............. $0
Note(s): @Q

The above Copayments apply to facility services only. Care that is rendered in a Hospital is also
subject to the professional services Copayments. Look under the “Hospital Vz'cap y Physician,”
“Care for Conditions of Pregnancy” and “Other Professional Services” headihgs to determine any
additional Copayments that may apply. O

Inpatient care for Infertility is described above in the “Infertility Se iCes” section.

The above Copayment is applicable for each admission for the h&spltahzatlon of an adult, pediatric
or newborn patient. For an inpatient stay for the delivery of ’ﬁ%wborn the newborn will not be
subject to a separate Copayment for inpatient Hospital s es unless the newborn patient requires
admission to a Special Care Unit or requires a length 0®ay greater than 48 hours for vaginal
delivery or 96 hours for caesarean section. :

Outpatient Facility Services

Outpatient facility services (other than SUFBEFY)..........cccocoiiiiiiiiiiiiie $0
Outpatient surgery (surgery performe@ a Hospital outpatient setting or
Outpatient Surgical Center onl{@ ....................................................................................................... $0

Notes: \‘b‘

The above Copayments @pply to facility services only. Care that is rendered in an outpatient surgery
setting is also subjec}(T the professional services Copayments. Look under the “Care for Conditions
of Pregnancy,” “F@ﬁ y Planning” and “Other Professional Services” headings to determine any
additional Co@ments that may apply.

Outpatient a(e for Infertility is described above in the “Infertility Services” section.

Other ssional services performed in the outpatient department of a Hospital, such as a visit to a
Ph @ an (office visit), laboratory and x-ray services or physical therapy are subject to the same
(ééayment which is required when these services are performed at your Physician’s office.

QLook under the headings for the various services such as office visits, neuromuscular rehabilitation
and other professional services to determine any additional Copayments that may apply.

Screening colonoscopy and sigmoidoscopy procedures (for the purposes of colorectal cancer
screening) will be covered under the “Preventive Care Services” section above. Diagnostic
endoscopic procedures (except screening colonoscopy and sigmoidoscopy), performed in an
outpatient facility require the Copayment applicable for outpatient facility services.
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Use of a Hospital emergency room appears in the first item at the beginning of this section.

Skilled Nursing Facility Services

Room and board in a semi-private room with ancillary (additional)
SEIVICES 1.vvvivieesietetetisestet et etese st et et e sese b et et et e s e se et s et et e s e s s e b et e s s bt b e s et e s e bbbt es e bbb e s et eae s s ebesesn e s esenis N30

o
Limitation(s): 4
Skilled Nursing Facility services are covered for up to a maximum of 100 days a CalendQ'g(ear for
each Member.

Mental Health or Substance Use Disorder Benefits @

Mental Health

Outpatient office visit/professional consultation (psychological evaluation > ”,
or therapeutic session in an office setting, including medication \fbu
management and drug therapy monitoring)”..............cccocoeveveuenene. e $10

Outpatient group therapy SESSION.........cevueeriieriieriiierierieeieeeieeena B N $5

Outpatient services other than an office visit/professional cons&ﬁ@on
(including psychological and neuropsychological testing
outpatient procedures; intensive outpatient care progr Kc{
treatment; partial hospitalization; therapeutic sessioghn a home setting
for pervasive developmental disorder or autiSn&@rowder per day)
and other outpatient services including, but ited to, laboratory
services or re-habilitation when provided %Mental Health or
Substance Use Disorder Condition) ™ ... s .. .o.ovovreeeeeeeeeeeeeeeeete e eee e eeees e esese s anas $0

Participating Mental Health Professional ¥isit to Member’s home (at the
discretion of the Participating Mental Health Professional in
accordance with the rules and 1a established by Health Net) ........ccccoooiiviiiiiiniies $10

Participating Mental Health Profgssional visit to Hospital, Participating

Behavioral Health Facilit Residential Treatment Center...........cccevvvevieririinieneniienienieeeeeeneeeane $0
Inpatient services at a Ho , Participating Behavioral Health Facility or
Residential Treat eni%enter ..............................................................................................................

Substance Use Dlsorders
Outpatient offie® yisit/professional consultation (psychological evaluation

or therapguytiC session in an office setting, including medication

man. @%t and drug therapy MONItOTiNg) ............cocvovviviviveieeeeeeeeeee et eeees e $10
Outpat1 STOUP TheTAPY SESSIOM ...uiiiiiiiiiieiie ettt ettt et et et te st e estteebeesaaeenbeesseeenbeessaesnseensseenseennns $5
Out nt services other than an office visit/professional consultation
including psychological and neuropsychological testing, other

outpatient procedures, intensive outpatient care program, day

treatment and partial hospitalization) and other outpatient services

including, but not limited to, laboratory services or rehabilitation when

provided for a Mental Health or Substance Use Disorder condition) ™ ............ccccooovevererevrerrcenennns $0
Participating Mental Health Professional visit to Hospital, Participating

Behavioral Health Facility or Residential Treatment Center...........cocoevervevienenieneenienieneeeeeeneenee $0
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Inpatient services at a Hospital, Participating Behavioral Health Facility or

Residential TreatMent CONET ........cc.couereririiriieiieieieietete sttt ettt ettt este st steseeeseeseeneeneesensesseesens $0
Participating Mental Health Professional visit to Member’s home (at the

discretion of the Physician in accordance with the rules and criteria

established by Health INEt) ......ccoooiiiiiiiiiccce ettt et e eabe e saeeaeesnneens $10
Detoxification at a Hospital, Participating Behavioral Health Facility or

Residential Treatment Center on an iNPatient DaSIS........cccveierveeerieeeiieeeiieeeieeereeesreeeereeeeree e &30

Exception(s): 4

* If two or more Members in the same family attend the same office visit outpatient treatr@ session,
only one Copayment will be applied.

Note(s): @\
The applicable Copayment for outpatient services is required for each visit. (b,%

** Medically Necessary services for Mental Health or Substance Use Disor are not subject to the
visit limitations shown elsewhere in this “Schedule of Benefits and ng%ments” section.

Prescription Drugs . 46

XN

Retail Pharmacy (up to a 30 day supply) ,(;\}%

Tier 1 Drugs include most Generic Drugs and low-c@}referred Brand

JA 303 TS B Y 5 PSSR $10
Tier 2 Drugs include nonpreferred Generic D g@‘preferred Brand Name

Drugs and any other drugs recommende & the Pharmacy and

Therapeutics Committee based on safébv efficacy, and COSt. .....cccvveviiieiiiieeeeeeeee e $20
Tier 3 Drugs include nonpreferred Brand Name Drugs or drugs that are

recommended by the Pharmac %1 herapeutics Committee based on

safety, efficacy, and cost, &1 generally have a preferred and often

less costly therapeutic alt 1VE At @ JOWET IET vt e $35
LLAMCELS ...ttt 00 ettt bbbt a ettt b bt h e bt n e n s et et tenbenre s $0
Sexual dysfunction drug ncludlng self-injectable drugs)........ccceevveeeiiieniiieeieeee e 50%
Weight loss drugs e treatment of obesity (including self-injectable

ATUEZS) oo N ettt ettt e bttt e s bt e et e e e bt e et e e s bt e et e e bt e e bt e saeeeanean 50%
Infertility drugﬂmcludmg self-injectable drugs) .......cccovvveriiniieiieiee e See note below*
Preventive d@s ANA CONITACEPLIVES ...vveeirieeeiiieeeieeeiteeeiteeeteeeeteeesteeeesteeessteeesssaeessaeensaeesnsaeesssnesnsseesnnses $0

Spec@? Drugs (up to a 30 day supply)

@t as listed below, all Specialty Drugs are subject to the applicable Tier 1, 2 or 3 Drug Copayment
shown above under “Retail Pharmacy.”

Self-injectable drugs and drugs for the treatment of hemophilia, including
blood factors, per prescription, maximum of 30 days per prescription .........eecveeeeeeeeecveeeecveeesiveeennennn $0
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Maintenance Drugs through the Mail Order Program (a 90 day supply)

Tier 1 Drugs include most Generic Drugs and low-cost preferred Brand

INAIME DIIUES ...ttt ettt et ettt et e e ttesaeesbeesaesbeessesssesseenseessesssenseessesseensesssesssenes $20
Tier 2 Drugs 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. ........ceeveevviieeiiieniie e, QALO
Tier 3 Drugs include nonpreferred Brand Name Drugs or drugs that are A‘D‘
recommended by the Pharmacy and Therapeutics Committee based on O
safety, efficacy, and cost, or that generally have a preferred and often S
less costly therapeutic alternative at a lower ter ........c.ceecvveeeciieeecieeeciie e Q .............. $70
LLAMCELES ...ttt sttt ettt ettt ettt ettt s ettt b et et ene st nt et et e tebentens \(b' ................... $0
Preventive drugs and CONtraCePtIVES.......cccuieriuireriiieeiiieectieesteeerieeeeeeeesaeeesereeeseveeenns Qs $0
Notes: 0@'%
* Infertility drugs are subject to the applicable Tier 1, 2, 3 or Specialty D@er Copayment shown
above under “Retail Pharmacy.” Q

Orally administered anti-cancer drugs will have a Copaymeﬂﬁnammum of $200 for an
individual prescription of up to a 30-day supply.

For information about Health Net’s Formulary, please c @ Customer Contact Center at the
telephone number on your ID card or visit our websr[e ww.healthnet.com to view the Formulary.

Percentage Copayments will be based on the lessef&&[ealth Net’s contracted pharmacy rate or the
pharmacy’s cost of the prescription for covere cription Drugs.

Generic Drugs will be dispensed when a Gerigric Drug equivalent is available unless a Brand Name
Drug is specifically requested by the Physic¢ian or the Member, subject to the Copayment
requirements specified in the “Copayr[%} Exceptions” provision below. We will cover Brand Name
Drugs that have generic equivalen L? when Medically Necessary and the Physician obtains Prior
Authorization from Health Net

You will be charged a Co ?’ment for each Prescription Drug Order.

Your financial responsibihity for covered Prescription Drugs varies by the type of drug dispensed.
For a complete desc rip n of Prescription Drug benefits, exclusions and limitations, please refer to
“Prescription D, portion of the “Covered Services and Supplies” section and the “Prescription
Drugs/Outpa@ﬁT/Prescrlptlon Drugs” exclusion in the “Exclusions and Limitations” section.

Prior Au ((lﬁzatlon

Prior* rization may be required. Refer to the “Prescription Drugs” portion of the “Covered

Se s and Supplies” section for a description of Prior Authorization requirements or visit our
site at www.healthnet.com to obtain a list of drugs that require Prior Authorization.

Copayment Exception(s):

If the pharmacy's or the mail order administrator’s cost of the prescription is less than the applicable
Copayment, you will only pay the pharmacy's cost of the prescription or the mail order
administrator’s cost of the prescription.


http://www.healthnet.com/
http://www.healthnet.com/
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If a Generic Drug equivalent is available and a Brand Name Drug is dispensed, then you must pay
the following:
e The Tier 1 Drug Copayment, plus

e The difference between the cost of the Generic Drug and the Brand Name Drug

However, if the Prescription Drug Order states “do not substitute,” “dispense as written,” or words
of similar meaning in the Physician’s handwriting to indicate medical necessity, then you must p?;

the following: A\
e The Tier 2 Drug Copayment for Tier 2 Drugs; or ,{/O
e The Tier 3 Drug Copayment for Tier 3 Drugs. ‘D'QQ

Preventive Drugs and Contraceptives: @\

Preventive drugs, including smoking cessation drugs, and contraceptives that pproved by the
Food and Drug Administration and recommended by the United States Pre@ﬁive Services Task
Force (USPSTF) are covered at no cost to the Member. Please see the @entive Drugs and
Contraceptives” provision in the “Prescription Drugs” portion of thg “&dvered Services and
Supplies” section, for additional details. No annual limits will be i ‘}ﬁsed on the number of days for
the course of treatment for all FDA-approved smoking and tobac¢d cessation medications.

Up to a 12-consecutive-calendar-month supply of covere;g:@&-approved, self-administered
hormonal contraceptives may be dispensed with a single% scription Drug Order.

Mail Order: . »(,\N

D
Up to a 90-consecutive-calendar-day supply o cékred Maintenance Drugs will be dispensed at the
applicable mail order Copayment. However, n the retail Copayment is a percentage, the mail
order Copayment is the same percentage (6;[ ¢ cost to Health Net as the retail Copayment.

Maintenance Drugs on the Health Net;@ntenance Drug List may also be obtained at a CVS retail
pharmacy under the mail order prog%am benefits.

Diabetic Supplies: &O

Diabetic supplies (blood g ﬁ&s’e testing strips, lancets, disposable needles and syringes) are
packaged in 50, 100 or nit packages. Packages cannot be “broken” (i.e., opened in order to
dispense the product ,{,ﬂq ntities other than those packaged).

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

Sexual D§s(a{nction Drugs:

Dru uding injectable medications) when Medically Necessary for treating sexual dysfunction
are litnited to quantities as specified in Health Net's Formulary. For information about Health Net’s
ulary, please call the Customer Contact Center at the telephone number on your ID card.

exual dysfunction drugs are not available through the mail order program.

Chiropractic Services and Supplies

Chiropractic services and supplies are provided by Health Net. Health Net contracts with American
Specialty Health Plans of California, Inc. (ASH Plans) to offer quality and affordable chiropractic
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coverage. With this program, you may obtain chiropractic care by selecting a Contracted Chiropractor
from our ASH Plans Contracted Chiropractor Directory.

Office Visits Copayment

NEW PAtieNt EXAMINATION .....ccuvieiuieiiieitieeteeeteeecteeeteeeseesteeeseesseeesseessseeseessseasseessseesseessseasseessssenssessseesesnses $5
EaCh SUDSEQUENT VISTE.....iitieiieeiiiiieiieiietieteeeteettete et e eteeteestesteesseesaesteesseessesseesseeseesseessesssesseessesssesseensesseans $5
RE-EXAMINATION VISTE..uutiiiiiiitiiiieiit ettt ettt et e st e bt e et esbeesabeesbeeenbeesbeesabeenseeenseanseesaneesl $5
SECONA OPINMION. .....viiuieiiiiietieteete ettt ettt et ettt et et et e st e eaeeaeeteesseasess e s esseeseessessessensessensessesseeseessens Q@’..SSS
Note(s): '(,O
If the re-examination occurs during a subsequent visit, only one Copayment will be reQ d.
Limitations: \

%)
Up to 20 Medically Necessary office visits to a Contracted Chiropractor duri%alendar Year are
covered. (combined with office visits to the Contracted Acupuncturist).

A visit to a Contracted Chiropractor to obtain a second opinion genera 1 not count toward the
Calendar Year visit limit if you were referred by another Contracteds@ﬁropractor. However, the visit
to the first Contracted Chiropractor will count toward the Calendaf )Y ear visit limit.

Diagnostic Services

XATAYS vttt ettt ettt ettt ettt ettt a ettt ettt n e '{, A $0
LabOratory St ........c.ovevveieeeeeeeeeeeeeeeeeeeesesee e .@') .................................................................. $0

Chiropractic Appliances :
FOr €ach applianCe .........cceevvieiiiiieiieiceeeieeeecee o S ettt ettt ae e ae s enaens $0

Limitation(s): b’

Up to a maximum of $50 is covered fép¢ach Member during a Calendar Year for covered
Chiropractic Appliances. (combingdiwith office visits to the Contracted Chiropractor).

&O
Acupuncture Serv1ce

Acupuncture Services are @ ed by Health Net. Health Net contracts with American Specialty Health
Plans of California, Inc Plans) to offer quality and affordable acupuncture coverage. With this

program, you may ob@n care by selecting a Contracted Acupuncturist from the ASH Plans Contracted
Acupuncturist Directory.

If the re-examination occurs during a subsequent visit, only one Copayment will be required.
Limitations:

Up to 20 office visits to a Contracted Acupuncturist during a Calendar Year are covered.
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A visit to a Contracted Acupuncturist to obtain a second opinion generally will not count toward the
Calendar Year visit limit if you were referred by another Contracted Acupuncturist. However, the
visit to the first Contracted Acupuncturist will count toward the Calendar Year visit limit.

\-
04
S
R
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OUT-OF-POCKET MAXIMUM

The Out-of-Pocket Maximum (OOPM) amounts below are the maximum amounts you must pay for
Covered Benefits during a particular Calendar Year, except as described in “Exceptions to OOPM”
below.

Once the total amount of all Deductibles and Copayments you pay for Covered Benefits under this "\ *
Evidence of Coverage in any one Calendar Year equals the “Out-of-Pocket Maximum” amount, DQ(D

payment for Covered Benefits may be imposed on any Member, except as described in “Exce@ns to

OOPM” below.
X

OOPM for Medical Benefits \(b

The OOPM amounts for medical benefits, including Covered Benefits provided b \“ erican Specialty
Health Plans of California, Inc. (ASH Plans), are: RS

ONE MEMDET .....iiiiiiiciiie ettt e e ve e e staeeeaveeesseeennaeas ,QC,?O .............................. $1500
TWO MEIMDETS ..o eeeee e e eeeeee e e e eeeeseeeeeeeseneeeeeneeeeeeee P e $3000
Family (three or more Members) .........ccccueevuieniieiieniieiiieieeeee s @ rooresssrsi s $4500
OOPM for Outpatient Prescription Drug Benefits (5\4&

The OOPM amounts for this Plan are: . %\4&

ONE MEMDET ..ot M N .............................................................. $2000
Family (two or more Members).........c.ccccueeueeneenne 6& .................................................................... $4000
Exceptions to OOPM: od

Your payments for services or supplies tha@ Plan does not cover will not be applied to the OOPM
amount.

The following Copayments or expeg& aid by you for Covered Benefits under this Plan will not be
applied to the OOPM amount: X0

>
e Out-of-pocket costs for Prescription Drugs exceeding Prescription Drug benefit coverage as
described in the “Retaj rmacies and the Mail Order Program” provision of the “Prescription

Drugs” subsectioB e “Covered Services and Supplies,” section and any cost differential between
brand/generic mﬁ/ ations when dispensing Brand Name Drugs not based on medical necessity.

e Services fr CVS MinuteClinic that are not otherwise covered under this Plan. Please refer to the
“CoveredServices and Supplies,” section for additional information.

beenr ed.
Q@bte(s):

All Specialty Drugs will be applied to the Pharmacy OOPM.

You ar;és@lred to continue to pay these Copayments listed by the bullets above after the OOPM has
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How the OOPM Works
Keep a record of your payment for Covered Benefits.

e Ifan individual Member pays amounts for Covered Benefits in a Calendar Year that equal the
OOPM amount shown above for an individual Member, no further payment is required for that
Member for the remainder of the Calendar Year.

e Once an individual Member in a family satisfies the individual OOPM, the remaining enrolled, Qv
Family Members must continue to pay the Deductibles and Copayments until either (a) the @egate
of such Copayments paid by the family reaches the Family OOPM or (b) each enrolled
Member individually satisfies the individual OOPM.

e [famounts for Covered Benefits paid for all enrolled Members equal the OOPM a}gount shown for a
family, no further payment is required from any enrolled Member of that famll%@r the remainder of
the Calendar Year for those services.

¢ Only amounts that are applied to the individual Member's OOPM amou @ay be applied to the
family's OOPM amount. Any amount you pay for C overed Benefit ourself that would
otherwise apply to your individual OOPM, but exceeds the above stated OOPM amount for one
Member, will be refunded to you by Health Net and will not p&é{oward your family’s OOPM.
Individual Members cannot contribute more than their indiv )gu 1 OOPM amount to the family
OOPM. \,&

You will be notified by us of your OOPM accumulation fopeach month in which benefits were used. You
will also be notified when you have reached your OO mount for the Calendar Year. You can also
obtain an update on your OOPM accumulation by ng the Customer Contact Center at the telephone
number on your ID card. Please keep a copy of @liveceipts and canceled checks for payments for
Covered Benefits as proof of Copayments ma@

o
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ELIGIBILITY, ENROLLMENT AND TERMINATION

Who is Eligible for Coverage

The Covered Benefits of this Plan are available to eligible employees (Subscribers) as long as they 11%.
in the continental United States, either work or live in the Service Area; are full-time paid on a Q
salary/hourly basis (not 1099, commissioned or substitute) and are nonseasonal employees workifrg the
minimum number of hours per week as specified in the Group Application; and meet any addi€ional
eligibility requirements of the Group and mutually agreed upon by Health Net:

Covered Benefits and supplies of this Plan are also available to the following Family b{e%ers of the
Subscriber who meet any eligibility requirements of the Group or as mutually agrefgipon with

Health Net: Qv
A

e Spouse: The Subscriber’s lawful spouse as defined by California law. (Th@Aerm “spouse” also
includes the Subscriber’s Domestic Partner as defined in the “Deﬁniti@@” section.)

e Children: The children of the Subscriber or their spouse (including Jegally adopted children,
stepchildren and wards, as defined in the following provision S

e Wards: Children for whom the Subscriber or their spouse& ié@’court-appointed guardian.

Children of the Subscriber or spouse who are the subjec’P&a Medical Child Support Order,
according to state or federal law, are eligible even if i ive outside the t Service Area. Coverage of
care received outside the Service Area will be limjtedhto services provided in connection with
Emergency Services and Care or Urgently Nee@ are.

The Subscriber and any Family Members o @e Subscriber who reside outside the Service Area may
enroll based on the Subscriber’s work address that is within the Service Area. If you choose a
Physician Group based on its proximity, to the Subscriber’s work address, you will need to travel to
that Physician Group for any none %ency or nonurgent care that you receive. Additionally, some
Physician Groups may decline to’accept assignment of a Member whose home or work address is not
close enough to the Physician Group to allow reasonable access to care.

&
Age Limit for Child{@ﬂ
Each child is eligib}i/@htil the age of 26 (the limiting age).

Disabled Chi
Children,w@qﬁach age 26 are eligible to continue coverage if all of the following conditions apply:

03
e T éﬁld is incapable of self-sustaining employment by reason of a physically or mentally disabling
@jury, illness, or condition; and

Q

e "The child is chiefly dependent upon the Subscriber for support and maintenance.

If you are enrolling a disabled child for new coverage, you must provide Health Net with proof of
incapacity and dependency within 60 days of the date you receive a request for such information about
the dependent child from Health Net. The child must have been continuously covered as a dependent of
the Subscriber or spouse under a previous group health plan at the time the child reached the age limit.
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Health Net must provide you notice at least 90 days prior to the date your enrolled child reaches the age
limit at which the dependent child’s coverage will terminate. You must provide Health Net with proof of
your child’s incapacity and dependency within 60 days of the date you receive such notice from

Health Net in order to continue coverage for a disabled child past the age limit.

You must provide the proof of incapacity and dependency at no cost to Health Net.

Health Net may require proof of continuing incapacity and dependency. If so, Health Net will folloyp-
these guidelines: 4

e Within the first two years following the child’s reaching the age limit, you may be asked t8,provide
proof as may be required by Health Net.

e After this two-year period, Health Net may require proof no more frequently thanhg}f:be’ a year.

e A disabled child may remain covered by this Plan for as long as they remain 1 %amtated and
continue to meet the eligibility criteria described above. 0,

€

%
Notify the Group that you want to enroll an eligible person. The Greup will send the request to
Health Net according to current procedures. &
S

N
Employee A2

Eligible employees must enroll within 30 days of the .Qhey first become eligible for this Plan.
Eligible Family Members may also be enrolled at ime (see “Who Is Eligible for Coverage” above
in this section). Q

If enrollment of the eligible employee or el;ég'e Family Members does not occur within this time
period, enrollment may be carried out as sfated below in the “Late Enrollment Rule” provision of this
section.

The employee may enroll on the em@er of the following dates:

e When the Plan takes effec@J\f the employee is eligible on that date

e When any waiting or,@@ tionary period required by the Group has been completed
Eligible employees (ﬁ@ enroll in this Plan are called Subscribers.

Newly Acqu Dependents
You are enitted to enroll newly acquired dependents as follows:

Spouse&you are the Subscriber and you marry while you are covered by this Plan, you may enroll
you spouse (and your spouse’s eligible children) within 30 days of the date of marriage. Coverage
ins on the first day of the calendar month following the date the application for coverage is received.

Domestic Partner: If you are the Subscriber and you enter into a domestic partnership while you are
covered by this Plan, you may enroll your new Domestic Partner (and their eligible children) within 30
days of the date a Declaration of Domestic Partnership is filed with the Secretary of State or other
recognized state or local agency, or within 30 days of the formation of the domestic partnership
according to your Group’s eligibility rules.
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Coverage begins on the first day of the calendar month following the date the application for coverage is
received.

Newborn Child: A child newly born to the Subscriber or their spouse will automatically be covered for
31 days (including the date of birth). If you do not enroll the newborn within 31 days (including the date
of birth), they are covered for only the 31 days starting on and including the day of birth.

If the mother is the Subscriber’s spouse and an enrolled Member, the child will be assigned to the ™\ -
mother's Physician Group. If the mother is not enrolled, the child will be automatically assigned m@'
Subscriber’s Physician Group. If you want to choose another contracting Physician Group for that child,
the transfer will take effect only as stated in “Transferring to Another Contracting PhysicianQ oup”
portion of this section. ‘D’Q

Adopted Child: A newly adopted child or a child who is being adopted, becomes eligible on the date
the appropriate legal authority grants the Subscriber or their spouse, in writing, the@ght to control the
child's health care. 0@'

Coverage begins automatically and will continue for 30 days from the date igibility. The child will
be assigned to the Subscriber’s Physician Group. You must enroll the chj{@before the 30™ day for
coverage to continue beyond the first 30 days. If you want to choose gnother contracting Physician
Group for that child, the transfer will take effect only as stated in “@éansferring to Another Contracting
Physician Group” portion of this section. &&

Health Net will require written proof of the right to control a:ge’ child's health care when you enroll them.

Legal Ward (Guardianship): If the Subscriber or spo‘&@becomes the legal guardian of a child, the
child is eligible to enroll on the effective date of the ceurt order, but coverage is not automatic. The child
must be enrolled within 30 days of the effective % of the guardianship. Coverage will begin on the
first day of the month after Health Net receiv%} enrollment request.

Health Net will require proof that the Sub§$ﬁber or spouse is the court-appointed legal guardian.

In Hospital on Your Effectiv&lﬁte

If you are confined in a Hospit I(@KSkilled Nursing Facility on the Effective Date of coverage, this Plan
will cover the remainder of t onfinement only if you inform the Customer Contact Center upon your
Effective Date about the c&‘@aement.

Health Net and your e'gted Physician Group will consult with your attending Physician and may
transfer you to a pQ i¢ipating facility when medically appropriate.

Totally Disabled on Your Effective Date

General]yghder the federal Health Insurance Portability and Accountability Act, Health Net cannot
deny yowbenefits due to the fact that you are totally disabled on your Effective Date. However, if upon
yO ective Date you are totally disabled and pursuant to state law you are entitled to an extension of
baaefits from your prior group health plan, benefits of this Plan will be coordinated with benefits
payable by your prior group health plan, so that not more than 100% of covered expenses are provided
for services rendered to treat the disabling condition under both plans.

For the purposes of coordinating benefits under this Evidence of Coverage, if you are entitled to an
extension of benefits from your prior group health plan, and state law permits such arrangements, your
prior group health plan shall be considered the Primary Plan (paying benefits first) and benefits payable
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under this Evidence of Coverage shall be considered the secondary plan (paying any excess covered
expenses), up to 100% of total covered expenses.

Late Enrollment Rule

Health Net’s late enrollment rule requires that if an individual does not enroll within 30 days of
becoming eligible for coverage, they must wait until the next Open Enrollment Period to enroll. (Til&.
limits for enrolling are explained in the “Employee” or “Newly Acquired Dependents” provisions . ¢0»
above.) 04

The term “form” within this section may include electronic enrollment forms or enrollment @’r the
phone. Electronic enrollment forms or phone enrollments are deemed signed when you 11;5@ ur
employer’s enrollment system to make or confirm changes to your benefit enrollment\

: o : <
You may have decided not to enroll upon first becoming eligible. At that time, yo ployer should
have given you a form to review and sign. It would have contained informatio et you know that
there are circumstances when you will not be considered a late enrollee.

If you later change your mind and decide to enroll, Health Net can impos@ifs late enrollment rule. This
means that individuals identified on the form you signed will not be aftfowed to enroll before the next
Open Enrollment Period. However, there are exceptions to this ;

Exceptions to Late Enrollment Rule (CD

If any of the circumstances below are true, the late enrol@nt rule will not apply to you.

N
1. You Did Not Receive a Form to Sign or a Sié, orm Cannot Be Produced

If you chose not to enroll when you were ﬁrs}b’ gible, the late enrollment rule will not apply to you
if:

¢ You never received from your emp‘@gor signed a form explaining the consequences of your
decision; or

e The signed form exists, but AAt be produced as evidence of your informed decision.

2. You Do Not Enroll Beca e’&‘ Other Coverage and Later the Other Coverage Is Lost
If you declined coverage &is Plan and you stated on the form that the reason you were not
enrolling was because verage through another group health plan and coverage is or will be lost
for any of the followfng reasons, the late enrollment rule will not apply to you.
e The subscri ?Qf the other plan has ceased being covered by that other plan (except for either
failure t premium contributions or a “for cause” termination such as fraud or
misreprééntation of an important fact).

J s§Yot coverage because of termination of employment or reduction in the number of hours of
loyment.

Q@ Loss of coverage through an HMO or other individual arrangement because an individual ceases
to reside, live or work in the Service Area.

e Loss of coverage through an HMO or other arrangement in the group market because an
individual ceases to reside, live or work in the Service Area, and no other benefit package is
available to the individual.

e The other plan is terminated and not replaced with other group coverage.
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e The other employer stops making contributions toward employee's or dependent's coverage.

e When the individual's plan ceases to offer any benefits to the class of similarly situated
individuals that includes the individual.

e The other Subscriber or employee dies.

e The Subscriber and spouse are divorced or legally separated and this causes loss of the othera,_ .,
group coverage. A‘D

e Loss of coverage because of cessation of dependent status (such as attaining the maxir@ age to
be eligible as a dependent child under the plan).

e The other coverage was federal COBRA or California COBRA and the periodﬁf@&erage ends.
%)

3. You Lose Eligibility from a Medi-Cal Plan
If you become ineligible and lose coverage under Medi-Cal, you and/or you, ‘@e%%ndent(s) will be
eligible to enroll in this Plan upon submitting a completed application fo ithin 60 days of losing
such coverage. If you and/or your dependent(s) wait longer than 60 d&nroll, you and/or your
dependent(s) may not enroll until the next Open Enrollment Period.\|

4. Multiple Health Plans . 40
If you are enrolled as a dependent in a health plan (not Heal et) and the Subscriber, during open
enrollment, chooses a different plan (such as moving fro MO plan to a fee-for-service plan)
and you do not wish to continue to be covered by it, ym\(:,wﬂl not be considered a late enrollee should
you decide to enroll in this Plan. . &

5. Court Orders
If a court orders the Subscriber to provide coyerage for a spouse (a current spouse, not a former
spouse) or orders the Subscriber or enroll¢d spouse to provide coverage for a minor child through
Health Net, that spouse or child will notbe treated as a late enrollee.

If the exceptions in 2 or 4 above apply,§ou must enroll within 30 days of the loss of coverage. If you
wait longer than 30 days to enroll, y; ill be a late enrollee and you may not enroll until the next Open
Enrollment Period. A court orde ependent may be added without any regard to open enrollment
restrictions. O

&

Special Enrollment ,@dle for Newly Acquired Dependents
If an employee gaimé@w dependents due to childbirth, adoption or marriage the following rules apply.

If the Empl@ée is Enrolled in this Plan

If you are ed by this Plan as a Subscriber, you can enroll your new dependent if you request
enrollm@t within 30 days after childbirth, marriage, adoption or placement for adoption. In addition, a
cou%@dered dependent may be added without any regard to open enrollment restrictions.

l@re information about enrolling new dependents and their Effective Date of coverage is available
above under the heading “How to Enroll for Coverage” and the subheading “Newly Acquired
Dependents.”
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If the Employee Declined Enrollment in this Plan

If you previously declined enrollment in this Plan because of other group coverage, and you gain a new
dependent due to childbirth, marriage, adoption or placement for adoption, you can enroll yourself and
the dependent within 30 days of birth, marriage, adoption or placement for adoption.

If you gain a new dependent due to a court order and you did not previously enroll in this Plan, you may
enroll yourself and your court ordered dependent(s) without any regard to open enrollment restricti(gs’\,'

In addition, any other Family Members who are eligible for coverage may enroll at the same ti you
and the new dependent. You no longer have to wait for the next Open Enrollment Period, andwhether or
not you are covered by another group plan has no effect on this right.

If you do not enroll yourself, the new dependent and any other Family Members withﬁs@(g days of
acquiring the new dependent, you will have to wait until the next Open Enrollmen iod to do so.

The Effective Date of coverage for you and all Family Members who enroll wi@g 0 days of childbirth,
marriage, adoption or placement for adoption will be the same as for the ne pendent.

e In the case of childbirth, the Effective Date will be the moment of b%@

e For marriage or domestic partnership, the Effective Date will bqgé first of the month following the
date the application for coverage is received.

e Regarding adoption, the Effective Date will be the date %ébu’th parent or appropriate legal authority
grants the employee or their spouse, in writing, the ri o control the child's health care.

e In the case of a Medical Child Support Order, th ectlve Date will be the date the Group is
notified of the court order. S
od

Notes: b’

When you (the employee) are not enrqﬁ in this Plan and you wish to have coverage for a newborn
or adopted child who is ill, please contact your employer as soon as possible and ask that you (the
employee) and the newborn or ted child be enrolled. An employee must be enrolled in order for
their eligible dependent to be gnrolled.

While you have 30 days in which to enroll the child, until you and your child are formally
enrolled and recorded embers in our computer system, we cannot verify coverage to any
inquiring medical Qp}r@fylder.

Special Reinstatement Rule for Reservists Returning From

Active Duty

Reserv'%xordered to active duty on or after January 1, 2007, who were covered under this Plan at the
tim. y were ordered to active duty and their eligible dependents will be reinstated without waiting

10ds or exclusion of coverage for pre-existing conditions. A reservist means a member of the U.S.
Military Reserve or California National Guard called to active duty pursuant to Public Law 107-243 or
Presidential Order No. 13239. Please notify the Group when you return to employment if you want to
reinstate your coverage under the Plan.
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Special Reinstatement Rule under USERRA

USERRA, a federal law, provides service members returning from a period of uniformed service who
meet certain criteria with reemployment rights, including the right to reinstate their coverage without
pre-existing exclusions or waiting periods, subject to certain restrictions. Please check with your Group
to determine if you are eligible. N

Transferring to Another Contracting Ph

2

As stated in “Selecting a Contracting Physician Group” portion of the “Introduction to He et,
section, each person must select a contracting Physician Group close enough to their residence or place
of work to allow reasonable access to care. Please call the Customer Contact Center ai'the telephone
number on your Health Net ID card if you have questions involving reasonable ac% to care.

Any individual Member may change Physician Groups by transferring from (@ganother when:
e The Group's Open Enrollment Period occurs; @’0
e The Member moves to a new address (notify Health Net within 3%1&1 s of the change);
e The Member’s employment work-site changes (notify Health;Nlé within 30 days of the change);
e Determined necessary by Health Net; or \"ﬁ
e The Member exercises the once-a-month transfer o_p;é}r.
D

Exceptions: @

Health Net will not permit a once-a-month trgsister at the Member’s option if the Member is
confined to a Hospital. However, if you b@eve you should be allowed to transfer to another
contracting Physician Group because gpiusual or serious circumstances and you would like
Health Net to give special consideration to your needs, please contact the Customer Contact Center
at the telephone number on your Health Net ID card for prompt review of your request.

&
Effective Date of Transfex >

Once we receive your req or a transfer, the transfer will occur on the first day of the following
month. (Example: Reque§tteceived March 12, transfer effective April 1.)

If your request forQ;I?\sfer is not allowed because of a hospitalization and you still wish to transfer
after the medic?xé dition or treatment for it has ended, please call the Customer Contact Center to
process the transfer request. The transfer in a case like this will take effect on the first day of the
calendar .m@ following the date the treatment for the condition causing the delay ends.

For a n@kf eligible child who has been automatically assigned to a contracting Physician Group, the
transfor ' will not take effect until the first day of the calendar month following the date the child first
b@omes eligible. (Automatic assignment takes place with newborn and adopted children and is
described in “How to Enroll for Coverage” provision earlier in this section.)
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When Coverage Ends

You must notify the Group of changes that will affect your eligibility. The Group will send the
appropriate request to Health Net according to current procedures. Health Net is not obligated to notify
you that you are no longer eligible or that your coverage has been terminated.

All Group Members (&,

All Members of a Group become ineligible for coverage under this Plan at the same time if the géup
Service Agreement (between the Group and Health Net) is terminated, including for terminatigp due to
nonpayment of subscription charges by the Group, as described below in the “Terminatio

Nonpayment of Subscription Charges” provision. od

>

Termination for Nonpayment of Subscription Charges ‘b'%

If the Group fails to pay the required subscription charges when due, the Gro% ervice Agreement
could be canceled after a 30-day grace period. >

When subscription charges are not paid by the due date, a Late Payme Sg)tlce is generated. The date of
the Late Payment Notice is the first day of the 30-day grace period. Notice will include the dollar
amount due to Health Net, the last day of paid coverage, and the )@ﬁ and last day of the grace period
after which coverage will be cancelled if subscription charg ,Q not paid. Coverage will continue
during the grace period but the Member is responsible for e){chd subscription charges and any required
Copayments, coinsurance or Deductible amounts.

within the 30-day grace period, Health Net will a termination notice that will provide the following
information: (a) that the Group Service Agreemetit has been cancelled for nonpayment of subscription
charges; (b) the specific date and time whe&erage is terminated for the Subscribers and all
dependents; and (c) your right to submlt a ievance.

If Health Net does not receive payment of the deligq@t subscription charges from your employer

If coverage through this Plan ends f sons other than nonpayment of subscription charges, see the
“Coverage Options Following ngn hation” section below for coverage options.

Termination for Loss Qﬁllglblllty

In addition to no lon%&mdlng in the Service Area, individual Members become ineligible on the date
any of the followi urs:

o The Membell% longer meets the eligibility requirements established by the Group and Health Net.
This will include a child subject to a Medical Child Support Order, according to state or federal law,
who b es ineligible on the earlier of:

1. @ date established by the order.

@Q[he date the order expired.

R

The Member becomes eligible for Medicare and assigns Medicare benefits to another health
maintenance organization or competitive medical plan.

e The Subscriber’s marriage or domestic partnership ends by divorce, annulment or some other form
of dissolution. Eligibility for the Subscriber’s enrolled spouse (now former spouse) and that spouse’s
enrolled dependents, who were related to the Subscriber only because of the marriage, will end.
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When the Member ceases to reside in the Service Area, coverage will be terminated effective on
midnight of the last day of the month in which loss of eligibility occurred. However, a child subject to a
Medical Child Support Order, according to state or federal law, who moves out of the Service Area,
does not cease to be eligible for this Plan. But, while that child may continue to be enrolled, coverage of
care received outside the Service Area will be limited to services provided in connection with
Emergency Services Care or Urgently Needed Care. Follow-Up Care, routine care and all other benefits
of this Plan are covered only when authorized by Health Net. A

D

For any termination for loss of eligibility, a cancellation or nonrenewal notice will be sent at le 0
days prior to the termination which will provide the following information: (a) the reason fo

effective date of the termination; (b) names of all enrollees affected by the notice; (c) you t to
submit a grievance and (d) information regarding possible eligibility for reduced-cost co@gge through
the California Health Benefit Exchange or no-cost coverage through Medi-Cal. Oncezoverage is
terminated, Health Net will send a termination notice which will provide the foll information: (a)
the reason for and effective date of the termination; (b) names of all enrollees ted by the notice and
(c) your right to submit a grievance.

The Subscriber and all their Family Members will become ineligible fofséé(/erage at the same time if the

Subscriber loses eligibility for this Plan. 40
I >
Termination for Cause @&

Health Net has the right to terminate your coverage from ¢t @S"%an for good cause, as set forth below.
Your coverage may be terminated with a 30-day writtenietice if you commit any act or practice, which
constitutes fraud, or for any intentional misrepresent of material fact under the terms of the
agreement, including:

e Misrepresenting eligibility information ab@gfiourself or a dependent;

e Presenting an invalid prescription or Physician order;

e Misusing a Health Net Member H{?&:rd (or letting someone else use it); or

e Failing to notify us of chan Q§7l family status that may affect your eligibility or benefits.

We may also report criminal fcdud and other illegal acts to the authorities for prosecution.
7

For any termination for , a cancellation or nonrenewal notice will be sent at least 30 days prior to
the termination whicl@i provide the following information: (a) the reason for and effective date of the
termination; (b) of all enrollees affected by the notice; (c) your right to submit a grievance; and
(d) informatio rding possible eligibility for reduced-cost coverage through the California Health
Benefit Exc ¢ or no-cost coverage through Medi-Cal. Once coverage is terminated, Health Net will
send a te ion notice which will provide the following information: (a) the reason for and effective
date of @Ntermination; (b) names of all enrollees affected by the notice and (c¢) your right to submit a
grie@@fe.

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 “Grievance Procedures”
provision in the “General Provisions” section for information about how to appeal Health Net's decision
to terminate your coverage.



Page 44 Eligibility, Enrollment and Termination

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 under this Plan until the review process is completed, subject to Health Net's receipt of the
applicable subscription charges. You must also continue to pay 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 requi
to continue coverage. However, you may still request a review of Health Net's decision to termina
coverage by following the complaint process described in the “Grievance Procedures” provisio
“General Provisions” section. If your complaint is decided in your favor, Health Net will rei@a
coverage back to the date of the termination.

Health Net will conduct a fair investigation of the facts before any termination for @Q&’le above

e your

reasons is carried out. Your health status or requirements for Health Care Services not determine
eligibility for coverage. If you believe that coverage was terminated because 0@ status or the need
for health services, you may request a review of the termination by the Direck% f the California
Department of Managed Health Care. "D'Q

\

Coverage Options Following Termination

If coverage through this Plan ends as a result of the Group’s non ent of subscription charges, see
“All Group Members” portion of “When Coverage Ends” section for coverage options following
termination. If coverage through this Plan ends for reason: $§y er than the Group’s nonpayment of
subscription charges, the terminated Member may be eh@b e for additional coverage.

e COBRA Continuation Coverage: Many gro e requ1red to offer continuation coverage by the
federal Consolidated Omnibus Budget Recongiation Act of 1985 (COBRA). For most Groups with
20 or more employees, COBRA applies t%mployees and their eligible dependents, even if they live
outside California. Please check with ye@r roup to determine if you and your covered dependents
are eligible.

e Cal-COBRA Continuation Co &ie If you have exhausted COBRA and you live in the Service
Area, you may be eligible fo itional continuation coverage under state Cal-COBRA law. This
coverage may be availabledfbyou have exhausted federal COBRA coverage, have had less than 36
months of COBRA cov g%e and you are not entitled to Medicare. If you are eligible, you have the
opportunity to conth roup coverage under this Evidence of Coverage through Cal-COBRA for
up to 36 months t@n the date that federal COBRA coverage began.

Health Net Will'Offer Cal-COBRA to Members: Health Net will send Members whose federal
COBRA co%age is ending information on Cal-COBRA rights and obligations along with the
emium information, enrollment forms, and instructions to formally choose Cal-COBRA
tion Coverage. This information will be sent by U.S. mail with the notice of pending

ation of federal COBRA.

Qloosing Cal-COBRA: If an eligible Member wishes to choose Cal-COBRA Continuation
Coverage, they must deliver the completed enrollment form (described immediately above) to
Health Net by first class mail, personal delivery, express mail, or private courier company. The
address appears on the back cover of this Evidence of Coverage.
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The Member must deliver the enrollment form to Health Net within 60 days of the later of (1) the
Member’s termination date for COBRA coverage or (2) the date they were sent a notice from Health
Net that they may qualify for Cal-COBRA Continuation.

Payment for Cal-COBRA: The Member must pay Health Net 110% of the applicable group rate
charged for employees and their dependents.

The Member must submit the first payment within 45 days of delivering the completed enrollment, -
form to Health Net in accordance with the terms and conditions of the health Plan contract. Thg first
payment must cover the period from the last day of prior coverage to the present. There can®e no
gap between prior coverage and Cal-COBRA Continuation Coverage. The Member's ﬁréyment
must be delivered to Health Net by first-class mail, certified mail, or other reliable of
delivery, including personal delivery, express mail, or private courier company. If‘?e payment
covering the period from the last day of prior coverage to the present is not rec ived within 45 days
of providing the enrollment form to Health Net, the Member's Cal-COBRA on is not effective
and no coverage is provided.

All subsequent payments must be made on the first day of each mo&t%‘ﬁ the payment is late, the
Member will be allowed a grace period of 30 days. Fifteen days fr e due date (the first of the
month), Health Net will send a letter warning that coverage will triminate 15 days from the date on
the letter. If the Member fails to make the payment within 15x2ys of the notice of termination,
enrollment will be canceled by Health Net. If the Memb @kes the payment before the termination
date, coverage will be continued with no break in coveragé. Amounts received after the termination
date will be refunded to the Member by Health Net\ in 20 business days.

Employer Replaces Previous Plan: There ar b@ways the Member may be eligible for Cal-

COBRA Continuation Coverage if the emplo eé’replaces the previous plan:

1. If the Member had chosen Cal-COB %ntinuation Coverage through a previous plan provided
by their current employer and replaa&y this Plan because the previous policy was terminated,
or

2. If the Member selects this P@ the time of the employer's open enrollment.

The Member may choose t c&tinue to be covered by this Plan for the balance of the period that
they could have continue 0\be covered by the prior group plan. In order to continue Cal-COBRA
coverage under the ne ﬁ, the Member must request enrollment and pay the required premium
within 30 days of recg1vVing notice of the termination of the prior plan. If the Member fails to request
enrollment andp&)he premium within the 30-day period, Cal-COBRA continuation coverage will
terminate. _

Employe Q@places this Plan: If the agreement between Health Net and the employer terminates,

covera th Health Net will end. However, if the employer obtains coverage from another insurer

or , the Member may choose to continue to be covered by that new plan for the balance of the
d that they could have continued to be covered by the Health Net Plan.

QWhen Does Cal-COBRA Continuation Coverage End? When a Qualified Beneficiary has chosen
Cal-COBRA Continuation Coverage, coverage will end due to any of the following reasons:
1. You have been covered for 36 months from your original COBRA effective date (under this or
any other plan).*

2. The Member becomes entitled to Medicare, that is, enrolls in the Medicare program.

The Member moves outside the Service Area.
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4. The Member fails to pay the correct premium amount on the first day of each month as described
above under “Payment for Cal-COBRA.”

5. The Group’s Agreement with Health Net terminates. (See “Employer Replaces this Plan.”)

6. The Member becomes covered by another group health plan that does not contain a pre-existing
condition limitation preventing the individual from receiving the full benefits of that plan.

If the Member becomes covered by another group health plan that does contain a pre-existing D
condition limitation preventing the individual from receiving the full benefits of that plan, c age
through this Plan will continue. Coordination of Benefits will apply, and Cal-COBRA pl@ ill be

the Primary Plan.
*  The COBRA effective date is the date the Member first became covered under\C@g(A
continuation coverage. <

e USERRA Coverage: Under a federal law known as the Uniformed Servic@'mployment and
Reemployment Rights Act (USERRA), employers are required to provid@fnployees who are absent
from employment to serve in the uniformed services and their depen who would lose their
group health coverage the opportunity to elect continuation coverageMor a period of up to 24
months. Please check with your Group to determine if you are eligtble.

e Extension of Benefits: Described below in the subsection ij@ “Extension of Benefits.”
XN

Extension of Benefits A

When Benefits May Be Extended e}&

Benefits may be extended beyond the date co@rage would ordinarily end if you lose your Health Net
coverage because the Group Service Agre@@ht is discontinued and you are totally disabled at that time.
When benefits are extended, you will nat be required to pay subscription charges. However, the
Copayments shown in the “Scheduleoéf enefits and Copayments” section will continue to apply.

Benefits will only be extended e condition that caused you to become totally disabled. Benefits
will not be extended for other,medical conditions.

Benefits will not be exte @%f coverage was terminated for cause as stated in “Individual Members -
Termination for Causg”’ provision of this “Eligibility, Enrollment and Termination” section.

“Totally disable%%s a different meaning for different Family Members.

e For the Sub(slafiber it means that because of an illness or injury, the Subscriber is unable to engage in
employ, or occupation for which they are or become qualified by reason of education, training
or exgerience; furthermore, the Subscriber must not be employed for wage or profit.

. Wl Family Member it means that because of an illness or injury, that person is prevented from
performing substantially all regular and customary activities usual for a person of their age and
family status.

How to Obtain an Extension

If your coverage ended because the Group Service Agreement between Health Net and the Group was
terminated and you are totally disabled and want to continue to have extended benefits, you must send a
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written request to Health Net within 90 days of the date the Agreement terminates. The request must
include written certification by the Member's Physician Group that the Member is totally disabled.

If benefits are extended because of total disability, provide Health Net with proof of total disability at
least once every 90 days during the extension. The Member must ensure that Health Net receives this
proof before the end of each 90-day period.

\.

When the Extension Ends 4®
The Extension of Benefits will end on the earliest of the following dates: ,{,O

1. On the date the Member is no longer totally disabled; Q

2. On the date the Member becomes covered by a replacement health policy or plan &Qt(gned by the

Group and this coverage has no limitation for the disabling condition; %
3. On the date that available benefits are exhausted; or (b'
4. On the last day of the 12-month period following the date the extensior@g@n.
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COVERED SERVICES AND SUPPLIES

This Plan covers services or supplies provided from the Effective Date of coverage through midnight of
the effective date of cancellation, except as specified in the “Extension of Benefits” portion of the
“Eligibility, Enrollment and Termination” section. A service is considered provided on the day it is
performed. A supply is considered provided on the day it is dispensed.

You are entitled to receive Medically Necessary services and supplies described below when they >
authorized according to procedures Health Net and the contracting Physician Group have established.
The fact that a Physician or other provider may perform, prescribe, order, recommend or ap@/e a
service, supply or hospitalization does not, in itself, make it Medically Necessary or makeftyadcovered
service. All Covered Benefits, except for Emergency Services and Care and Urgently é&d&d Care, for
Subscribers and their eligible dependents must be performed by the Physician Grou authorized by
the Physician Group (medical) or Health Net (Mental Health or Substance Use D‘ig ers) to be
performed by another provider. A

This Plan only covers services or supplies that are specified as Covered B@@?@s in this Evidence of
Coverage, unless coverage is required by state or federal law. \(D'

Any services or supplies not related to the diagnosis or treatment pﬁ.ﬁ@overed condition, illness or injury
are not covered. However, the Plan does cover Medically Nece%@ services or supplies for medical
conditions directly related to non-Covered Benefits when co;apy ations exceed routine Follow-Up Care
(such as life-threatening complications of cosmetic surgevy@

r Deductible or have a benefit maximum.
ts” section, for details.

Any covered service or supply may require a Copaym
Please refer to the “Schedule of Benefits and Cop &

obtain services in order to know what Heal, et will and will not cover.

QD

Medical Services and S‘u nlies

Office Visits \‘Z’

Office visits for services Q@’hyswlan are covered. Also covered are office visits for services by other
health care professional s{ygéen you are referred by your Primary Care Physician.

1t is extremely important to read this section gn@t e “Exclusions and Limitations” section before you

CVS MlnuteC@q{c Services

CVS Mlnute c visits for Preventive Care Services and for the diagnosis and evaluation of minor
illnesses QI ies are covered as shown in the “Schedule of Benefits and Copayments” section.

Preve&@ Care Services that may be obtained at a CVS MinuteClinic include services such as:
° ccinations;
e Health condition monitoring for asthma, diabetes, high blood pressure or high cholesterol; and

e Wellness and preventive services including, but not limited to, asthma, cholesterol, diabetes and
blood pressure screenings, pregnancy testing and weight evaluations.
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In addition, the CVS MinuteClinic also provides non-Preventive Care Services, such as the evaluation
and diagnosis of:

e Minor illnesses, including flu, allergy or sinus symptoms, body aches, and motion sickness
prevention;

e Minor injuries, including blisters, burns, sprains (foot, ankle, or knee), and wounds and abrasions;
and &
e Minor skin conditions, such as, minor infections, rashes, or sunburns, wart treatment, or pm@wy

You do not need Prior Authorization or a referral from your Primary Care Physician or con ing
Physician Group in order to obtain access to CVS MinuteClinic services. However, a ref; rom the
contracting Physician Group or Primary Care Physician is required for any Specialist onsultations.

You will receive a written visit summary at the conclusion of each CVS MinuteC i% visit. With your
permission, summaries of your CVS MinuteClinic visit, regardless of visit type@gbé sent to your Primary
Care Physician. If you require a nonemergent referral to a Specialist, you wi % referred back to your
Primary Care Physician for coordination of such care. Q

Members traveling in another state which has a CVS Pharmacy with @MinuteClinic can access
MinuteClinic Covered Benefits under this Plan at that MinuteCligi¢under the terms of this Evidence of
Coverage. @)}‘

If a Prescription Drug is required as part of your treatment @' CVS MinuteClinic clinician will
prescribe the Prescription Drug. You will not need to re to your Primary Care Physician for a
Prescription Drug Order.

Certain limitations or exclusions may apply. CV nuteChnlcs may offer some services that are not
covered by this Plan. Please refer to the “Genetal*Exclusions and Limitations” portion of the
“Exclusions and Limitations” section for &éﬂformatlon. For additional information about CVS
MinuteClinics, please contact the Health Customer Contact Center at the telephone number on your
Health Net ID card. <

©)

Preventive Care Services\fb&

The coverage described below shall be consistent with the requirements of the Affordable Care Act
(ACA). ,@

Preventive Care Se ‘@s are covered for children and adults, as directed by your Physician, based on the
guidelines from t@ llowing resources:

e U.S. Prev r%e Services Task Force (USPSTF) Grade A & B recommendations
(https:/ .uspreventiveservicestaskforce.org/uspstf/recommendation-topics/uspstf-a-and-b-

reco?i@nendatlons)

@?Adwsory Committee on Immunization Practices (ACIP) that have been adopted by the Center
for Disease Control and Prevention

(https://www.cdc.gov/vaccines/?CDC_AAref Val=https://www.cdc.gov/vaccines/schedules/index.ht
ml)

e QGuidelines for infants, children and adolescents as supported by the Health Resources and Services
Administration (HRSA). These recommendations are referred to as Bright Futures.
(https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf).
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e Guidelines for women’s preventive health care as supported by the Health Resources and Services
Administration (HRSA) (www.hrsa.gov/womensguidelines/)

Your Physician will evaluate your health status (including, but not limited to, your risk factors, family
history, gender and/or age) to determine the appropriate Preventive Care Services and frequency. The
list of Preventive Care Services is available through www.healthcare.gov/preventive-care-benefits/.

Examples of Preventive Care Services include, but are not limited to: N
e Periodic health evaluations 2\

e Preventive vision and hearing screening '{,O

e Blood pressure, diabetes, and cholesterol tests (DQQ

e U.S. Preventive Services Task Force (USPSTF) and Health Resources and Servi(@}Administration
(HRSA) recommended cancer screenings, including cervical cancer screenin luding human
papillomavirus (HPV) screening), screening for prostate cancer (including tate-specific antigen
testing and digital rectal examinations) , lung cancer, and colorectal ca% creening (e.g.,
colonoscopies) Q

e Breast cancer screening (mammograms, including three-dimensipaal (3D) mammography, also
known as digital breast tomosynthesis). Additional breast imag (e.g., MRI, ultrasound) and
pathology evaluation is covered if additional imaging is in’{@a ed to complete the screening process

¢ Human Immunodeficiency Virus (HIV) testing and scg@%ng

e Pre-Exposure Prophylaxis (PrEP) medications for ¢ prevention of HIV infection including related
medical services - baseline and follow-up testi d ongoing monitoring (e.g., HIV testing, kidney
function testing, serologic testing for hepatitis\B’and C virus, testing for other sexually transmitted
infections, pregnancy testing when appro@ate and adherence counseling)

e Developmental screenings to diagnose’é[\(/i assess potential developmental delays

e Counseling on such topics as quitting smoking, lactation, losing weight, eating healthfully, treating
depression, prevention of sex transmitted diseases and reducing alcohol use

¢ Routine immunizations t()@r\bvent diseases and infections, as recommended by the ACIP (e.g.,
chickenpox, measles, , meningitis, mumps, flu, pneumonia, shingles, or HPV)

e Vaccination for a%u'ﬁ’ed immune deficiency disorder (AIDS) that is approved for marketing by the
FDA and that i ommended by the United States Public Health Service

o Counseling{}}reening, and immunizations to ensure healthy pregnancies
o Anxi.ettg%ening for children, adolescents, and adults

e Re Nr well-baby and well-child visits

o Well-woman visits

Preventive Care Services for women also include screening for gestational diabetes (diabetes in
pregnancy); sexually-transmitted infection counseling; human immunodeficiency virus (HIV)
counseling; FDA-approved contraception methods for women and contraceptive counseling;
breastfeeding support, supplies and counseling; and screening and counseling intimate partner and
domestic violence.
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One breast pump and the necessary supplies to operate it (as prescribed by your Physician) will be
covered for each pregnancy at no cost to the Member. This includes one retail-grade breast pump (either
a manual pump or a standard electric pump) as prescribed by your Physician. We will determine the type
of equipment, whether to rent or purchase the equipment and the vendor who provides it. You can find
out how to obtain a breast pump by calling the Customer Contact Center at the phone number on your
Health Net ID card or visit our website at www.healthnet.com. N

Preventive Care Services are covered as shown in the “Schedule of Benefits and Copayments” sectigm.

COVID-19 Outpatient Services Q’(,O
COVID-19 diagnostic and screening testing, therapeutics, and vaccinations are: ®Q
e Covered in full when provided by a Participating Pharmacy or provider within t@MO Network;
or
r
e Covered at a 50% Member cost share when provided by a Nonparticipati@%?harmacy or provider.

You may be required to pay out-of-pocket and submit a medical claim £0r réimbursement. See
“Notice of Claim” under the “Miscellaneous Provisions” section. \(D'

The cost shares above apply to these listed services only. ) 40
Y
Vision and Hearing Examinations &{b‘

Vision and hearing examinations for diagnosis and treat e& including refractive eye examinations, are
covered as shown in the “Schedule of Benefits and Coj ents” section. Preventive vision and hearing
screening are covered as Preventive Care Servicess plan does not cover vision therapy, eyeglasses or

contact lenses. However, implanted lenses that replace organic eye lenses are covered.

O

Refractive Eye Surgery S

This Plan covers eye surgery performedito correct refractive defects of the eye, such as near-sightedness
(myopia), far-sightedness (hyperopi astigmatism, only when Medically Necessary, recommended
by the Member’s treating Physi{jgyand authorized by Health Net.

Routine Foot Care qy
Q

Routine foot care inc diirg callus treatment, corn paring or excision, toenail trimming, massage of any
type and treatment llen arches, flat or pronated feet are covered only when Medically Necessary.
Additionally, tredtthént for cramping of the feet, bunions and muscle trauma are covered only when
Medically Necessary

Obste%iéi\z’m and Gynecologist (OB/GYN) Self-Referral

Ify e a female Member you may obtain OB/GYN Physician services without first contacting your
P@nary Care Physician.

If you need OB/GYN Preventive Care Services, are pregnant or have a gynecology ailment, you may go
directly to an OB/GYN Specialist or a Physician who provides such services in your Physician Group.

If such services are not available in your Physician Group, you may go to one of the contracting
Physician Group’s referral Physicians who provides OB/GYN services. (Each contracting Physician
Group can identify its referral Physicians.)


http://www.healthnet.com/
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The OB/GYN Physician will consult with the Member’s Primary Care Physician regarding the
Member’s condition, treatment and any need for Follow-Up Care.

Copayment requirements may differ depending on the service provided. Refer to the “Schedule of
Benefits and Copayments” section. Preventive Care Services are covered under the “Preventive Care
Services” heading as shown in this section, and in the “Schedule of Benefits and Copayments” section.

The coverage described above meets the requirements of the Affordable Care Act (ACA), whlch \
States:

You do not need Prior Authorization or a referral from Health Net or from any other person dlng a
Primary Care Physician) in order to obtain access to obstetrical or gynecological care fro 'éealth care
professional in our network who specializes in obstetrics or gynecology. The health ¢ re@r essional,
however, may be required to comply with certain procedures, including obtaining Priet»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 or gy ogy, contact the

Customer Contact Center at the phone number on your Health Net ID card @51‘[ our website at
www.healthnet.com. ‘&

Self-Referral for Reproductive and Sexual Health Car&gervwes

You may obtain reproductive and sexual health care Physician ﬁces without first contacting your
Primary Care Physician or securing a referral from your Prin@r Care Physician. Reproductive and
sexual Health Care Services include but are not limited to ,\&bgnancy services, including contraceptives
and treatment; diagnosis and treatment of sexually tran ted disease (STD); medical care due to rape
or sexual assault, including collection of medical ;@Ice and HIV testing.

If you need reproductive or sexual Health Care 1ces, you may go directly to a reproductive and
sexual health care Specialist or a Physician w prov1des such services in your Physician Group.

If such services are not available in your sician Group, you may go to one of the contracting
Physician Group’s referral Physicians who provides reproductive and sexual Health Care Services.
(Each contracting Physician Grou{'@% identify its referral Physicians.)

The reproductive and sexual ha@{ care Physician will consult with the Member’s Primary Care
Physician regarding the Me ’s condition, treatment and any need for Follow-Up Care.

Copayment requirement&/g{ay differ depending on the service provided. Refer to the “Schedule of
Benefits and Copay&@ts” section. Preventive Care Services are covered under the “Preventive Care
Services” headin@ hown in this section, and in the “Schedule of Benefits and Copayments” section.

Treatmen@elated to Rape or Sexual Assault

This PI QVldGS Covered Benefits for a Member who is treated following a rape or sexual assault.
Thes ices include Emergency Services and Care, Follow-Up Care, medical care, behavioral health
c nd Outpatient Prescription Drugs. These services will be covered in full.

These benefits do not require the Member to file a police report, charges to be brought against an
assailant, or an assailant to be convicted of rape or sexual assault in order to be covered.


http://www.healthnet.com/
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Immunizations and Injections

This Plan covers immunizations and injections (including infusion therapy when administered by a
health care professional in the office setting), professional services to inject the medications and the
medications that are injected. This includes allergy serum. Preventive Care Services are covered under
the “Preventive Care Services” heading as shown in this section, and in the “Schedule of Benefits and

Copayments” section. N\
In addition, injectable medications approved by the FDA to be administered by a health care <
professional in the office setting are covered. ,(,O
You will be charged the appropriate Copayment as shown in the “Schedule of Benefits anQQ
Copayments” section. \‘b’

: : <
Surgical Services ‘b'%

Services by a surgeon, assistant surgeon, anesthetist or anesthesiologist are cg%géd.

>

Surgically Implanted Drugs \,‘D’
Surgically implanted drugs are covered under the medical beneﬁt,wlig‘f Medically Necessary, and may
be provided in an inpatient or outpatient setting. (5&}

S
Gender Affirming Surgery . %K’
Medically Necessary gender affirming services, includmg; but not limited to, mental health evaluation
and treatment, pre-surgical and post-surgical ho erapy, fertility preservation, speech therapy,
and surgical services (such as, hysterectomy, ov tomy, and orchiectomy, genital surgery, breast

surgery, mastectomy, and other reconstructivé*surgery), for the treatment of gender dysphoria or gender

identity disorder are covered. Services not ically Necessary for the treatment of gender dysphoria or

gender identity disorder are not covere S@rgical services must be performed by a qualified provider in

conjunction with gender affirming SLOLge or a documented gender affirming surgery treatment plan.
ST : .

Laboratory and Diagnostx@lmagmg (including X-ray) Services

Laboratory and diagnostic i%ging (including x-ray) services and materials are covered as Medically
Necessary. ,(,@

Genetic Testi d Diagnostic Procedures

Genetic testin (il/covered when determined by Health Net to be Medically Necessary. The prescribing
Physician request Prior Authorization for coverage. Biomarker testing is covered when determined
by Healtii'\Net to be Medically Necessary, including for the purposes of diagnosis, treatment, appropriate
ent, or ongoing monitoring of a disease or condition to guide treatment decisions. However,
uthorization is not required for biomarker testing for Members with advanced or metastatic stage
4 cancer.

Genetic testing will not be covered for nonmedical reasons or when a Member has no medical
indication. For information regarding genetic testing and diagnostic procedures of a fetus, see the
"Pregnancy" portion of the "Covered Services and Supplies" section.
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Home Visit

Visits by a Member Physician to a Member's home are covered at the Physician’s discretion in
accordance with the rules and criteria set by Health Net, and if the Physician concludes that the visit is
medically and otherwise reasonably indicated.

Rehabilitation Therapy A

Rehabilitation therapy services (physical, speech and occupational therapy) are covered when Med&?’lly
Necessary, except under therapies in the “Exclusions and Limitations™ section.

Coverage for rehabilitation therapy is limited to Medically Necessary services provided b)% lan
contracted Physician, licensed physical, speech or occupational therapist or other con provider,
acting within the scope of their license, to treat physical conditions and Mental Healtl,0r Substance Use
Disorders, or a Qualified Autism Service (QAS) Provider, QAS professional or Qﬁparaprofessional to
treat pervasive developmental disorder or autism. Coverage is subject to any required authorization from
the Plan or the Member's Physician Group. The services must be based on ﬁment plan authorized,
as required by the Plan or the Member's Physician Group. Such services ate’not covered when medical
documentation does not support the Medical Necessity because of th mber’s inability to progress
toward the treatment plan goals or when a Member has already metth@ treatment plan goals. See the
“General Provisions” section for the procedure to request Indep‘%&m Medical Review of a Plan denial
of coverage on the basis of Medical Necessity. &'Q

Rehabilitation and habilitation therapy for physical impauinents in Members with Mental Health or
Substance Use Disorders, including pervasive develo tal disorder and autism that develops or
restores, to the maximum extent practicable, the fi ning of an individual, is considered Medically

Necessary when criteria for rehabilitation or habgitdtion therapy are met.

Aquatic therapy and other water therapy are covered, except for aquatic therapy and other water
therapy services that are part of a physicalghierapy treatment plan.

This Plan covers massage therapy on ﬁhen such services are part of a physical therapy treatment plan.
The services must be based on a tr&@nent plan authorized, as required by Health Net or your Physician

Group. \‘D‘
Habilitative Services @%

Coverage for hablhta(@e services and/or therapy is limited to Health Care Services and devices that help
a person keep, leasg,Lor improve skills and functioning for daily living, when provided by a Member
Physician, lice physical, speech or occupational therapist or other contracted provider, acting within
the scope of t?élr license, to treat physical conditions and Mental Health or Substance Use Disorders, or
a Quahﬁed@: 1sm Service (QAS) Provider, QAS professional or QAS paraprofessional to treat
pervasi evelopmental disorder or autism, subject to any required authorization from Health Net or
you sician Group. The services must be based on a treatment plan authorized, as required by Health
or your Physician Group and address the skills and abilities needed for functioning in interaction
with an individual's environment.

Examples include therapy for a child who is not walking or talking at the expected age. These services
may include physical and occupational therapy, speech language pathology and other services for people
with disabilities in a variety of inpatient and/or outpatient settings. Habilitative services shall be covered
under the same terms and conditions applied to rehabilitative services under this Evidence of Coverage.
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Cardiac Rehabilitation Therapy

Rehabilitation therapy services provided in connection with the treatment of heart disease is covered
when Medically Necessary.

Pulmonary Rehabilitation Therapy

Rehabilitation therapy services provided in connection with the treatment of chronic respiratory &
impairment is covered when Medically Necessary.

Approved Clinical Trials

&
Routine patient care costs for items and services furnished in connection with partici ti@?n an
Approved Clinical Trial are covered when Medically Necessary, authorized by Healti)Net, and either
the Member’s treating Physician has recommended participation in the trial or th mber has provided
medical and scientific information establishing eligibility for the Clinical Trials&pproved Clinical Trial
services performed by nonparticipating providers are covered only when th tocol for the trial is not
available through a participating provider within California. Services r ed as part of a clinical trial
may be provided by a nonparticipating or participating provider subj e@t the reimbursement guidelines
as specified in the law.

“Routine patient care costs” are the costs associated with the r: é@:}rements of Health Net, including
drugs, items, devices and services that would normally be co¥ered under this Evidence of Coverage, if
they were not provided in connection with an Approved @%cal Trials program.

Please refer to “Independent Medical Review of Inv@a‘[ional or Experimental Therapies,” in the
“General Provisions” section, as well as the “Med@ Services and Supplies” portion of the “Covered
Services and Supplies” section for additional i&f@fnation.

Please refer to the “Exclusions and Limitatighs™ section for more information.

Pregnancy ,{,4)

Hospital and professional servic r conditions of pregnancy are covered, including prenatal and
postnatal care, delivery and newborn care. In cases of identified high-risk pregnancy, prenatal diagnostic
procedures, alpha-fetoproteiiitesting and genetic testing of the fetus are also covered. Prenatal
diagnostic procedures i ¢ services provided by the California Prenatal Screening Program
administered by the (@%mia Department of Public Health and are covered at no cost to the Members.
The California Pré;,%l Screening Program is a statewide program offered by prenatal care providers to
all pregnant ind’ﬁg uals in California. Prenatal screening uses a pregnant individual’s blood samples to
screen for certain birth defects in their fetus. Prenatal screenings must be performed at or through a
PNS-contrd¢téd lab. Individuals with a fetus found to have an increased chance of one of those birth
defects abe offered genetic counseling and other follow-up services through state-contracted Prenatal
Dia@ is Centers.

Pldase refer to the "Schedule of Benefits and Copayments" section for Copayment requirements.

Termination of pregnancy and related services, including initial consultation, diagnostic services and
follow up care, are covered at no cost to the Member. Travel allowances for Members outside California
may be available; call the Customer Contact Center at the telephone number on your Health Net ID card
for additional information
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Coverage for pregnancy includes at least one maternal mental health screening during pregnancy and
another within the first six weeks postpartum. Additional screenings will be provided if your provider
determines they are Medically Necessary.

As an alternative to a Hospital setting, birthing center services are covered when authorized by your
Physician Group. A birthing center is a homelike facility accredited by the Commission for
Accreditation of Birth Centers (CABC) that is equipped, staffed and operated to provide maternity- »_
related care, including prenatal, labor, delivery and postpartum care. Services provided by other thj&
CABC-accredited designated center will not be covered. o)

A birth which takes place at home will only be covered when the criteria for Emergency Sen@es and
Care, as defined in this Evidence of Coverage, have been met. >

Preventive services for pregnancy, as listed in the U.S. Preventive Services Task For \A&B
recommendations and Health Resources and Services Administration’s (“HRSA” men’s Preventive
Service are covered as Preventive Care Services. RS

Health Net offers a doula program for Members who are pregnant or were ant in the past year.
Doulas are birth workers who provide health education, advocacy, and 1cal, emotional, and
nonmedical support for pregnant and postpartum persons before, durigg, and after childbirth, including
support for miscarriage, stillbirth, and termination of pregnancy. F, ore information, you can call the
Customer Contact Center telephone number listed on your Hea et ID.

When you give birth to a child in a Hospital, you are entitleé‘m coverage of at least 48 hours of care
following a vaginal delivery or at least 96 hours followi@ cesarean section delivery.

Your Physician will not be required to obtain authgrj %n for a Hospital stay that is equal to or less
than 48 hours following vaginal delivery or 96 h following cesarean section. Longer stays in the
Hospital will require authorization. Also, the egr%rmance of elective cesarean sections must be
authorized.

You may be discharged earlier only if u@nd your Physician agree to it.

If you are discharged earlier, your P&Sician may decide, at their discretion, that you should be seen at
home or in the office, within 4 @&s of the discharge, by a licensed health care provider whose scope
of practice includes postpartu.&are and newborn care. Your Physician will not be required to obtain
authorization for this visit,

(%)
The coverage describgﬁ ébove meets requirements for Hospital length of stay under the Newborns’ and

Mothers’ Health ction Act of 1996, which states:

Group health planS and health insurance issuers generally may not, under federal law, restrict benefits
for any Hospé% ength of stay in connection with childbirth for the mother or newborn child to less than
48 hour fQ@n ing a vaginal delivery, or less than 96 hours following a cesarean section. However,
federal generally does not prohibit the mother's or newborn's attending provider, after consulting
wit mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as

icable). 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).
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Family Planning

This Plan covers counseling and planning for contraception, fitting examination for a vaginal
contraceptive device (diaphragm and cervical cap) and insertion or removal of an intrauterine device
(IUD). Sterilization of females and contraception methods and counseling, as supported by the Health
Resources and Services Administration (HRSA) guidelines are covered as Preventive Care Services.

Contraceptives that are covered under the medical benefit include Intrauterine Devices (IUDs), &
injectable and implantable contraceptives. Prescribed contraceptives are covered as described in the
“Prescription Drugs” portion of this “Covered Services and Supplies” section of this Evidenc

Coverage. Q

&S
Infertility Services 6\
Medically Necessary Infertility services are covered when a Member and/or the beer’s partner is
infertile (refer to Infertility in the “Definitions” section). If one partner does @e Health Net
coverage, Infertility services are covered only for the Health Net Member. >

Covered Benefits include: \(D‘

e Office visits, laboratory services, professional services, inpatienﬂa%d outpatient services;
e Prescription Drugs; &@)}'

e Treatment by injections; . \%&

e Artificial insemination; \Q

¢ In-vitro fertilization (IVF); 6&

e Zygote intrafallopian transfer (ZIFT); b,
e Gamete Intrafallopian Transfer (GIFTgdnd

e Related processes or supplies tha&% Medically Necessary to prepare the Member to receive the
covered Infertility treatment, in¢luding oocyte retrieval and embryo transfers in accordance with the
guidelines of the American“{&iety for Reproductive Medicine (ASRM), using single embryo
transfer when recomme and medically appropriate.

Infertility services do no(/g{c ude:

e Collection or s e of gamete or embryo unless Medically Necessary to prepare the Member to
receive the ed Infertility treatment;

o Purchase% sperm or ova;
o Oocg;?etrievals after the lifetime maximum of 3 completed oocyte retrieval cycles have been met.

Infertihity services are subject to the Copayments and benefit limitations, as shown under “Infertility
S@lces” and “Prescription Drugs” in the “Schedule of Benefits and Copayments” section.

Treatment of Infertility and fertility services are covered without discrimination on the basis of age,
ancestry, color, disability, domestic partner status, gender, gender expression, gender identity, genetic
information, marital status, national origin, race, religion, sex, or sexual orientation.
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Fertility Preservation

This Plan covers Medically Necessary services and supplies for Standard Fertility Preservation
Treatment for iatrogenic Infertility. latrogenic Infertility is Infertility that is caused directly or indirectly
by surgery, chemotherapy, radiation or other medical treatment. Standard Fertility Preservation Services
are procedures consistent with the established medical treatment practices and professional guidelines
published by the American Society of Clinical Oncology or the American Society for Reproductive N
Medicine. A‘b’
This benefit is subject to the applicable Copayments shown in the “Schedule of Benefits and O
Copayments” section as would be required for Covered s to treat any illness or condition 1}@ thls Plan.

Coverage for fertility preservation does not include the following:

e Follow-up Assisted Reproductive Technologies (ART) to achieve future pregn@%gfl such as artificial
insemination, in vitro fertilization, and/or embryo transfer

e Pre-implantation genetic diagnosis ‘QQO
e Donor eggs, sperm or embryos \(D'
e Gestational carriers (surrogates) . $©
XV
Medical Social Services &{b‘

Hospital discharge planning and social service counselin
social service worker may refer you to noncontractin
are covered only when authorized by your Physici

viders for add1t10nal services. These services
oup and not otherwise excluded under this Plan.

Patient Education b,

Patient education programs on how to pre@% illness or injury and how to maintain good health,
including diabetes management programs and asthma management programs are covered. Your
Physician Group will coordinate ac o these services. Health Net will pay for a diabetes instruction
program supervised by a licen edﬁf registered health care professional. A diabetes instruction program
is a program designed to teacj%u (the diabetic) and your covered dependent about the disease process,
medical nutrition therapy %% e daily management of diabetic therapy.

Services for Edudational or Training Purposes

Except for serv @related to behavioral health treatment for pervasive development disorder or autism
which are cov, as shown in this section, all other services related to or consisting of education or
training, in, @ng for employment or professional purposes, are not covered, even if provided by an
individ censed as a Health Care Provider by the state of California. Examples of excluded services
includé%?watwn and training for nonmedical purposes such as:

‘Q aining academic knowledge for educational advancement to help students achieve passing marks
and advance from grade to grade. For example: The Plan does not cover tutoring, special
education/instruction required to assist a child to make academic progress; academic coaching;
teaching Members how to read; educational testing or academic education during residential
treatment.
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e Developing employment skills for employment counseling or training, investigations required for
employment, education for obtaining or maintaining employment or for professional certification or
vocational rehabilitation, or education for personal or professional growth.

e Teaching manners or etiquette appropriate to social activities.

e Behavioral skills for individuals on how to interact appropriately when engaged in the usual
activities of daily living, such as eating or working, except for behavioral health treatment as
indicated above in conjunction with the diagnosis of pervasive development disorder or auti&m&

Home Health Care Services Q,(’

The services of a Home Health Care Agency in the Member’s home are covered wheg@v ded by a

registered nurse or licensed vocational nurse and/or licensed physical, occupational, ghéech therapist or

respiratory therapist. These services are in the form of visits that may include, b not limited to,
skilled nursing services, medical social services, rehabilitation therapy (inclg& physical, speech and
y

occupational), pulmonary rehabilitation therapy and cardiac rehabilitation t

Home Health Care Services must be ordered by your Physician, approv%&y your Physician Group or
Health Net and provided under a treatment plan describing the lengthype and frequency of the visits to
be provided. The following conditions must be met in order to re{dq Home Health Care Services:

e The skilled nursing care is appropriate for the medical trqé&ent of a condition, illness, disease or
injury; A2

e The Member is homebound because of illness or i
unable to leave home unassisted, and, when th

medical care, or for short, infrequent nonmeds
religious services or adult day care); b,

(this means that the Member is normally
mber does leave home, it must be to obtain
reasons such as a trip to get a haircut, or to attend

e The Home Health Care Services are pant*time and intermittent in nature; a visit lasts up to 4 hours in
duration in every 24 hours; and &A

e The services are in place of a o@inued hospitalization, confinement in a Skilled Nursing Facility, or
outpatient services providet&&tside of the Member's home.

Additionally, Home Infusi erapy is also covered. A provider of infusion therapy must be a licensed
pharmacy. Home nursing S€rvices are also provided to ensure proper patient education, training, and
monitoring of the administration of prescribed home treatments. Home treatments may be provided
directly by infusi% armacy nursing staff or by a qualified home health agency. The patient does not
need to be hon{e‘w)und to be eligible to receive Home Infusion Therapy. See the “Definitions” section.

Custodial C}‘g’%ervices and Private Duty Nursing, as described in the “Definitions” section and any
other ty f services primarily for the comfort or convenience of the Member, are not covered even if
they vailable through a Home Health Care Agency. Home Health Care Services do not include

Pr1 Duty Nursing or shift care. Private Duty Nursing (or shift care, including any portion of shift

care services) is not a Covered Benefit under this Plan even if it is available through a Home Health
Care Agency or is determined to be Medically Necessary. See the “Definitions” section.
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Outpatient Infusion Therapy

Outpatient infusion therapy used to administer covered drugs and other substances by injection or
aerosol is covered when appropriate for the Member’s illness, injury or condition and will be covered
for the number of days necessary to treat the illness, injury or condition.

Infusion therapy includes: Total Parenteral Nutrition (TPN) (nutrition delivered through the vein);
injected or intravenous antibiotic therapy; chemotherapy; injected or intravenous Pain management;, \
intravenous hydration (substances given through the vein to maintain the patient's fluid and electm‘l@e
balance, or to provide access to the vein); aerosol therapy (delivery of drugs or other Medicallx/o
Necessary substances through an aerosol mist); and tocolytic therapy to stop premature lab

Covered Benefits include professional services (including clinical pharmaceutical su&fb’ o0 order,
prepare, compound, dispense, deliver, administer or monitor covered drugs or other ¢overed substances
used in infusion therapy.

r
Covered Benefits include injectable Prescription Drugs or other substances w;, ﬁ are approved by the
California Department of Public Health or the Food and Drug Administrati¢h ¥or general use by the
public. Other Medically Necessary supplies and Durable Medical Equi@@’nt necessary for infusion of
covered drugs or substances are covered. Q

All services must be billed and performed by a provider licensed%} the state. Only a 30-day supply will
be dispensed per delivery. &,Cb‘

Infusion therapy benefits will not be covered in connectigmwith the following:

e Infusion medication administered in an outpatier}g%spital setting that can be administered in the
home or a non-Hospital infusion suite setting; b,

e Nonprescription drugs or medications; bfb
e Any drug labeled “Caution, limited b eral law to investigational use” or investigational drugs
not approved by the FDA;

e Drugs or other substances obt ﬁ% outside of the United States;
e Homeopathic or other her@&edicaﬁons not approved by the FDA;

e FDA approved dru%;&%dications prescribed for indications that are not approved by the FDA, or
which do not mee ical community standards (except for non-Investigational FDA approved
drugs used for @ﬁ/&ﬁbel indications when the conditions of state law have been met);

e Growth ho ¢ treatment; or

e Supplie Q@d by a Health Care Provider that are incidental to the administration of infusion therapy,
incl@@ but not limited to: cotton swabs, bandages, tubing, syringes, medications and solutions.

lance Services

All air and ground ambulance, and ambulance transport services provided as a result of a “911”
emergency response system request for assistance will be covered when the criteria for Emergency
Services and Care, as defined in this Evidence of Coverage, have been met.
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The contracting Physician Group may order the ambulance themselves when they know of your need in
advance. If circumstances result in you or others ordering an ambulance, your Physician Group must
still be contacted as soon as possible and they must authorize the services.

Paramedic, ambulance, or ambulance transport services are not covered in the following situations:

e If Health Net determines that the ambulance or ambulance transport services were never performed;
or -

o
e [f Health Net determines that the criteria for Emergency Services and Care were not met, un&s’%é
authorized by your Physician Group; or <

e Upon findings of fraud, incorrect billings, that the provision of services that were no 'gred under
the Plan, or that membership was invalid at the time services were delivered for tie,pénding
emergency claim. %

Nonemergency ambulance services are covered when Medically Necessary an en your condition
requires the use of services that only a licensed ambulance can provide whe % use of other means of
transportation would endanger your health. These services are covered & hen the vehicle transports
you to or from Covered Benefits.

| &
Hospice Care Y
Hospice care is available for Members diagnosed as terminalybill by a Member Physician and the
contracting Physician Group. To be considered terminal% , @ Member must have been given a medical
prognosis of one year or less to live. A

Hospice care includes Physician services, counselingy medications, other necessary services and supplies
and homemaker services. The Member Physigﬁbwill develop a plan of care for a Member who elects
Hospice care.

In addition, up to five consecutive days of dtipatient care for the Member may be authorized to provide
relief for relatives or others caring fo;{, Member.

O
Durable Medical Equipm{b}'
Durable Medical Equipme ich includes but is not limited to wheelchairs, crutches, standard curved

handle or quad cane and,gﬁp ies, dry pressure pad for a mattress, compression burn garments, IV pole,
tracheostomy tube ang=supplies, enteral pump and supplies, bone stimulator, cervical traction (over
door), photothera; ankets for treatment of jaundice in newborns, bracing, supports, casts, nebulizers
(including face s and tubing), inhaler spacers, peak flow meters and Hospital beds, is covered.
Durable Medigcal Equipment also includes Orthotics (such as bracing, supports and casts) that are
custom m r the Member.

D

Equip Qt and medical supplies required for home hemodialysis and home peritoneal dialysis are
coyéfed after you receive appropriate training at a dialysis facility approved by Health Net. Coverage is
lithited to the standard item of equipment or supplies that adequately meets your medical needs.

Except for podiatric devices to prevent or treat diabetes-related complications as discussed below,
Corrective Footwear (including specialized shoes, arch supports and inserts) is only covered when all of
the following circumstances are met:

e The Corrective Footwear is Medically Necessary;
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e The Corrective Footwear is custom made for the Member; and

e The Corrective Footwear is permanently attached to a Medically Necessary Orthotic device that is
also a covered benefit under this Plan.

Corrective Footwear for the management and treatment of diabetes-related medical conditions is
covered under the “Diabetic Equipment” benefit as Medically Necessary.

Covered Durable Medical Equipment will be repaired or replaced when necessary. However, rep@ ’
replacement for loss or misuse is not covered. Health Net will decide whether to repair or repla

Common Procedure Coding System (HCPCS) Level II and Medicare National Cove Determinations
(NCD). (b,%

Some Durable Medical Equipment may have specific quantity limits or may 5Pbe covered as they are
considered primarily for nonmedical use. Nebulizers (including face masks@ﬁ tubing), inhaler spacers,
peak flow meters and Orthotics are not subject to such quantity limits. |

Coverage for Durable Medical Equipment is subject to the limitat_icngdescribed in the “Durable Medical
Equipment” portion of the “Exclusions and Limitations” section)Please refer to the “Schedule of
Benefits and Copayments” section for the applicable Copayl}{@@

Breastfeeding devices and supplies, as supported by HRS?\%’uidelines, are covered as Preventive Care
Services. For additional information, please refer to thé\‘@reventive Care Services” provision in this
“Covered Services and Supplies” section.

When applicable, coverage includes fitting and a@pustment of covered equipment or devices.

Diabetic Equipment @,'Q

Equipment and supplies for the mana{a*ent and treatment of diabetes are covered, as Medically
Necessary, including: &O

e Insulin pumps and all releusy&,%cessary supplies

e Corrective Footwear t vent or treat diabetes-related complications

e Specific brands o%l,é’od glucose monitors and blood glucose testing strips™

e Blood glucos@flfnitors designed to assist the visually impaired

o Ketone u%e testing strips™®

e Lan é@nd lancet puncture devices™

o %&:iﬁc brands of pen delivery systems for the administration of insulin, including pen needles™
OQSpeciﬁc brands of insulin syringes*

* These items (as well as insulin and Prescription Drugs for the treatment and management of

diabetes) are covered under the Prescription Drug benefits. Please refer to the “Prescription
Drugs” portion of this section for additional information.
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Additionally, the following supplies are covered under the medical benefit as specified:

e Visual aids (excluding eyewear) to assist the visually impaired with proper dosing of insulin are
provided through the prostheses benefit (see the “Prostheses” portion of this section).

e Glucagon is provided through the self-injectables benefit (see the “Immunizations and Injections”
portion of this section). N

e Self-management training, education and medical nutrition therapy will be covered, only whe
provided by licensed health care professionals with expertise in the management or treatmentyo
diabetes. Please refer to the “Patient Education” portion of this section for more informa&.

Bariatric (Weight Loss) Surgery ‘D‘Q

Bariatric surgery provided for the treatment of severe obesity is covered when Mec{?ly Necessary,
authorized by Health Net and performed at a Health Net Bariatric Surgery Perf ce Center by a
Health Net Bariatric Surgery Performance Center network surgeon who is afﬁg with the Health Net
Bariatric Surgery Performance Center. ‘D‘Q

Health Net has a specific network of facilities and surgeons, which ar &signated as Bariatric Surgery
Performance Centers to perform weight loss surgery. Your Memheﬂ%fysician can provide you with
information about this network. You will be directed to a Health N2t Bariatric Surgery Performance
Center at the time authorization is obtained. All clinical work-Qp; diagnostic testing and preparatory
procedures must be acquired through a Health Net BariatrigSurgery Performance Center by a

Health Net Bariatric Surgery Performance Center netw@urgeon.

If you live 50 miles or more from the nearest Heal t Bariatric Surgery Performance Center, you are
eligible to receive travel expense reimbursementsincluding clinical work-up, diagnostic testing and
preparatory procedures, when necessary for the safety of the Member and for the prior approved
Bariatric weight loss surgery. All requests fo&fwel expense reimbursement must be prior approved by
Health Net.

Approved travel-related expensesﬁbe reimbursed as follows:

: Xy o
e Transportation for the Mem@to and from the Bariatric Surgery Performance Center up to $130 per
trip for a maximum of fo ) trips (pre-surgical work-up visit, one pre-surgical visit, the initial
surgery and one follo visit).

e Transportation fo{@ne companion (whether or not an enrolled Member) to and from the Bariatric
Surgery Perf ce Center up to $130 per trip for a maximum of three (3) trips (work-up visit, the
initial surg% d one follow-up visit).

modations for the Member not to exceed $100 per day for the pre-surgical work-up, pre-
isit and the follow-up visit, up to two (2) days per trip or as Medically Necessary. Limited
to room, double occupancy.

gJotel accommodations for one companion (whether or not an enrolled Member) not to exceed $100
per day, up to four (4) days for the Member’s pre-surgical work-up and initial surgery stay and up to
two (2) days for the follow-up visit. Limited to one room, double occupancy.

e Other reasonable expenses not to exceed $25 per day, up to two (2) days per trip for the pre-surgical
work-up, pre-surgical visit and follow-up visit and up to four (4) days for the surgery visit.
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The following items are specifically excluded and will not be reimbursed:
e Expenses for tobacco, alcohol, telephone, television, and recreation are specifically excluded.

Submission of adequate documentation including receipts is required to receive travel expense
reimbursement from Health Net.

\.

Treatment of Obesity

>
Treatment or surgery for obesity, weight reduction or weight control is limited to the treatment vere
obesity. Certain services may be covered as Preventive Care Services; refer to the “Preventive’(are
Services” provision in this section. Q
>
Organ, Tissue and Stem Cell Transplants @\

Organ, tissue and stem cell transplants that are not Experimental Services or Invegfigational Services are
covered if the transplant is authorized by Health Net and performed at a Heal@& et Transplant
Performance Center. >

Health Net has a specific network of designated Transplant Performa }&nters to perform organ,
tissue and stem cell transplants. Your Member Physician can provi \gou with information about our
Transplant Performance Centers. You will be directed to a desigrg@ed Health Net Transplant
Performance Center at the time authorization is obtained. S

Medically Necessary services, in connection with an orggcﬁssue or stem cell transplant are covered as
follows: A

e For the enrolled Member who receives the tra; nt; and

e For the donor (whether or not an enrolled é%ber). Benefits are reduced by any amounts paid or
payable by the donor’s own coverage. Medically Necessary services related to the organ
donation are covered.

For more information on organ do;ﬁ@coverage, please contact the Customer Contact Center at the
telephone number on your Healtl;)b' ID card.

Evaluation of potential candid@t€s is subject to Prior Authorization. More than one evaluation (including
tests) at more than one tra nt center will not be authorized unless it is Medically Necessary.

Organ donation exte ,éﬁd enhances lives and is an option that you may want to consider. For more
information on orﬁ onation, including how to elect to be an organ donor, please visit the Department
of Health and n Services organ donation website at www.organdonor.gov.

Renal Di is

Renaléfé‘xysis services in your home Service Area are covered. Dialysis services for Members with End-
St enal Disease (ESRD) who are traveling within the United States are also covered. Outpatient
dg%s)is services within the United States but outside of your home Service Area must be arranged and
authorized by your Physician Group or Health Net in order to be performed by providers in your
temporary location. Outpatient dialysis received out of the United States is not a covered service.
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Prostheses

Internal and external prostheses required to replace a body part are covered. Examples are artificial legs,
surgically implanted hip joints, devices to restore speaking after a laryngectomy and visual aids
(excluding eyewear) to assist the visually impaired with proper dosing of insulin.

Also covered are internally implanted devices such as heart pacemakers.

Prostheses to restore symmetry after a Medically Necessary mastectomy (including lumpectomy),
prostheses to restore symmetry and treat complications, including lymphedema, are covered.
Lymphedema wraps and garments are covered, as well as up to three brassieres in a 12 mon}@seriod to
hold a prostheses.

In addition, enteral formula for Members who require tube feeding is covered in accof{?c‘e with
Medicare guidelines.

Health Net or the Member's Physician Group will select the provider or Vendor\fé@' e items. If two or
more types of medically appropriate devices or appliances are available, H t or the Physician
Group will determine which device or appliance will be covered. The d@ must be among those that
the Food and Drug Administration has approved for general use.

Prostheses will be replaced when no longer functional. However 'ug;air or replacement for loss or
misuse is not covered. Health Net will decide whether to replac%r repair an item.

Prostheses are covered as shown under “Medical Supphes”cé&t e “Schedule of Benefits and
Copayments” section. . Q
D

Ostomy and Urological Supplies 6(,0

Ostomy and urological supplies are covered Q’ the “Prostheses” benefit as shown under “Medical
Supplies” in the “Schedule of Benefits and ayments” section, and include the following:

e Ostomy adhesives — liquid, brush, ;Ltg)e disc or pad
e Adhesive removers \.O

e Belts — ostomy \(D‘

e Belts — hernia @qa

e C(Catheters

e Catheter 1nse@>q(trays

e C(Cleaners

o Drai&a@ bags/bottles — bedside and leg

o %@’sing supplies

OQIrrigation supplies

e Lubricants
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e Miscellaneous supplies — urinary connectors; gas filters; ostomy deodorants; drain tube attachment
devices; soma caps tape; colostomy plugs; ostomy inserts; irrigation syringes, bulbs and pistons;
tubing; catheter clamps, leg straps and anchoring devices; penile or urethral clamps and compression
devices

e Pouches - urinary. drainable, ostomy
e Rings - ostomy rings &
e Skin barriers <

e Tape — all sizes, waterproof and nonwaterproof.

Blood 6\

Blood transfusions, including blood processing, the cost of blood, unreplaced bloz%?@hd blood products,
are covered. A

This Plan does not cover treatments which use umbilical cord blood, cord stem cells or adult stem

cells (nor their collection, preservation and storage) as such treatments ﬁc&':onsidered to be experimental
or investigational in nature. See the “General Provisions” section f(ﬁ@e procedure to request an
Independent Medical Review of a Plan denial of coverage on the@s s that it is considered an

Experimental Service or Investigational Service. &fb
XN

Inpatient Hospital Confinement . (}\%

Covered Benefits include: (/Q\

e Accommodations as an inpatient in a room 0[@0 or more beds, at the Hospital's most common
semi-private room rate with customary fu@}s ings and equipment (including special diets as
Medically Necessary);

e Services in Special Care Units; 4>

Private rooms, when Medically Necessary;

Physician services; &

Specialized and critic e;

General nursin @'ﬁ;

Special dut sing as Medically Necessary;

Operatin@&ielivery and special treatment rooms;

e Sup and ancillary services including laboratory, cardiology, pathology, radiology and any
prdfessional component of these services;

OQPhysical, speech, occupational and respiratory therapy;

e Radiation therapy, chemotherapy and renal dialysis treatment;

e Other diagnostic, therapeutic and rehabilitative services, as appropriate;
¢ Biologicals and radioactive materials;

e Anesthesia and oxygen services;



Covered Services and Supplies Page 67

e Durable Medical Equipment and supplies;
e Medical social services;

e Drugs and medicines approved for general use by the Food and Drug Administration which are
supplied by the Hospital for use during your stay;

¢ Blood transfusions, including blood processing, the cost of blood and unreplaced blood and bloosk,
products are covered; and A‘D

e (Coordinated discharge planning including the planning of such continuing care as may be ,Q/@essary,
both medically and as a means of preventing possible early re-hospitalization.

Note: Services in a state Hospital are limited to treatment or confinement as the result&f@%mergency
Services and Care or Urgently Needed Care as defined in the “Definitions” section. ¢,

Outpatient Hospital Services \}(b

Professional services, outpatient Hospital facility services and outpatient su@%' performed in a
Hospital or Outpatient Surgical Center are covered. 4

Professional services performed in the outpatient department of a,HQs%ltal (including but not limited to a
visit to a Physician, rehabilitation therapy, including physical, ogéUpational and speech therapy,

pulmonary rehabilitation therapy, cardiac rehabilitation ther aboratory tests, x-ray, radiation therapy
and chemotherapy) are subject to the same Copayment th@? is required when these services are
performed at your Physician Group. . &

Copayments for surgery performed in a Hospital @a‘tient surgery center may be different than
Copayments for professional or outpatient Hospitabfacility services. Please refer to “Outpatient Facility
Services” in the “Schedule of Benefits and C@yments” section of this Evidence of Coverage for more
information. O

>
Note: Services in a state Hospital are lithited to treatment or confinement as the result of an Emergency
Services and Care or Urgently Nee re as defined in the “Definitions” section.

>
Reconstructive Surgery &

Reconstructive surgery to re and achieve symmetry including surgery performed to correct or repair
abnormal structures of tie ody caused by congenital defects, developmental abnormalities, trauma,
infection, tumors o ase, to do either of the following:

e Improve fu n; or

e C(reate @mal appearance to the extent possible, unless the surgery offers only a minimal
imprQ ent in the appearance of the Member.

This.does not include cosmetic surgery that is performed to alter or reshape normal structures of the

n order to improve appearance or dental services or supplies or treatment for disorders of the jaw
except as set out under “Dental Services” and “Disorders of the Jaw” portions below” section.
Reconstructive surgery includes Medically Necessary dental or orthodontic services that are an integral
part of reconstructive surgery for cleft palate procedures. Cleft palate includes cleft palate, cleft lip or
other craniofacial anomalies associated with cleft palate.
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Health Net and the contracting Physician Group determine the feasibility and extent of these services,
except that, the length of Hospital stays related to mastectomies (including lumpectomies) and lymph
node dissections will be determined solely by the Physician and no Prior Authorization for determining
the length of stay is required. This includes reconstructive surgery to restore and achieve symmetry
incident to mastectomy.

The coverage described above in relation to a Medically Necessary mastectomy complies with \ -
requirements under the Women’s Health and Cancer Rights Act of 1998. In compliance with the fba
Women’s Health and Cancer Rights Act of 1998, this Plan provides benefits for mastectomy-r
services, including all stages of reconstruction and surgery to achieve symmetry between th%%easts
prostheses, and complications resulting from a mastectomy, including lymphedema. See a
“Prostheses ” in this “Covered Services and Supplies” section for a description of co&r@‘

prostheses.
(Z,‘?o

Dental Services
Dental services or supplies are limited to the following situations: AQC?O

e When immediate Emergency Services and Care to sound natural t } as a result of an accidental
injury is required. Please refer to the “Emergency and UrgentlyNeé€ded Care” portion of the
“Introduction to Health Net” section for more information \.

e General anesthesia and associated facﬂlty services are c ed when the clinical status or underlying
medical condition of the Member requires that an o y noncovered dental service which would
normally be treated in a dentist's office and witho ’gaeral anesthesia must instead be treated in a
Hospital or Outpatient Surgical Center. The g anesthesia and associated facility services must
be Medically Necessary, are subject to the o exclusions and limitations of this Evidence of
Coverage, and will only be covered under the following circumstances (a) Members who are under
eight years of age or, (b) Members wh @e developmentally disabled or (¢) Members whose health
1s compromised and general anesth % s Medically Necessary.

e When dental examinations and @&t
diagnosis or treatment of a t

ent of the gingival tissues (gums) are performed for the

e Medically Necessary de or orthodontlc services that are an integral part of reconstructive surgery
for cleft palate proc / Cleft palate includes cleft palate, cleft lip or other craniofacial anomalies
associated with c late

e For acupunct@eatment of postoperative dental Pain, but only when Acupuncture Services are
covered un is Plan through American Specialty Health Plans of California, Inc. (ASH Plans).

The followmgServices are not covered under any circumstances, except as described above for

outine care or treatment of teeth and gums including, but not limited to, dental abscesses, inflamed
tissue or extraction of teeth.
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e Spot grinding, restorative or mechanical devices, orthodontics, inlays or onlays, crowns, bridgework,
dental splints or Orthotics (whether custom fit or not), or other dental appliances and related
surgeries to treat dental conditions, including conditions related to temporomandibular (jaw) joint
(TMD/TMJ) disorders. However, custom made oral appliances (intra-oral splint or occlusal splint)
and surgical procedures to correct TMD/TMJ disorders are covered if they are Medically Necessary,
as described in the “Disorders of the Jaw” provision of this section.

e Dental implants (materials implanted into or on bone or soft tissue) and any surgery to prepareAt‘]&
jaw for implants. @)

e Follow-up treatment of an injury to sound natural teeth as a result of an accidental injury{regardless
of reason for such services. Q

2
0‘27'

e Drugs prescribed for routine dental treatment.

Disorders of the Jaw %
Treatment for disorders of the jaw is limited to the following situations: ‘D’Q

e Surgical procedures to correct abnormally positioned or improper }éveloped bones of the upper or
lower jaw are covered when such procedures are Medically Neeéssary. However, spot grinding,
restorative or mechanical devices; orthodontics, inlays or or}%ﬂ‘}, crowns, bridgework, dental splints
(whether custom fit or not), dental implants or other dent&l{a pliances and related surgeries to treat
dental conditions are not covered under any circumsta’p@@s.

e Custom made oral appliances (intra-oral splint oﬁs%sal splint and surgical procedures) to correct
disorders of the temporomandibular (jaw) join 0 known as TMD or TMJ disorders) are covered
if they are Medically Necessary. However, spat'grinding, restorative or mechanical devices,
orthodontics inlays or onlays, crowns, bri@ework, dental splints, dental implants or other dental
appliances to treat dental conditions reldted to TMD/TMJ disorders are not covered, as stated in the
“Dental Services” provision of this AEC on.

TMD is generally caused when &c ewing muscles and jaw joint do not work together correctly
and may cause headaches, R@‘mess in the jaw muscles, tinnitus or facial Pain.

Skilled Nursing Facil&@gv

Care in a room of tw rﬂnore is covered. Benefits for a private room are limited to the Hospital's most
common charge fo o-bed room, unless a private room is Medically Necessary. Covered Benefits at
a Skilled Nursi cility include the following services:

o Physicia@d nursing services
o Roo@&'?d board

. @";}’gs prescribed by a Plan Physician as part of your plan of care in the Plan Skilled Nursing Facility
in accord with our drug Formulary guidelines if they are administered to you in the Plan Skilled
Nursing Facility by medical personnel

e Durable Medical Equipment in accord with our Durable Medical Equipment formulary if Skilled
Nursing Facilities ordinarily furnish the equipment

e Imaging and laboratory services that Skilled Nursing Facilities ordinarily provide



Page 70 Covered Services and Supplies

e Medical social services

¢ Blood, blood products, and their administration

e Medical supplies

e Physical, occupational, and speech therapy

e Behavioral health treatment for pervasive developmental disorder or autism 4&

e Respiratory therapy Q)
A Member does not have to have been hospitalized to be eligible for Skilled Nursing Fa;gé%re.
Benefits are limited to the number of days of care stated in the “Schedule of Benefits ,§n

section. Qg)
Phenylketonuria (PKU) 0‘0’

Coverage for testing and treatment of Phenylketonuria (PKU) includes fo and special food
products that are part of a diet prescribed by a Physician and managed Bx@’licensed health care

professional in consultation with a Physician who specializes in the tr€atment of metabolic disease. The
diet must be deemed Medically Necessary to prevent the develoy t of serious physical or mental
g

payments”

disabilities or to promote normal development or function. Co e is provided only for those costs
which exceed the cost of a normal diet. . %\,

“Formula” is an enteral product for use at home that is. %ribed by a Physician.

“Special food product” is a food product that is pr&@ed by a Physician for treatment of PKU and used
in place of normal food products, such as grocer}b re foods. It does not include a food that is naturally
low in protein. b,

Vitamins and Nutritional Supp%p&%ts

Prescription vitamins and nutrition lements listed in the Health Net Formulary are covered. Other
specialized formulas and nutritio‘%b Supplements, including vitamins and herbal remedies, are not
covered.

O
Second Opinion by Q/@?ysician
You have the right (tgl/(@quest a second opinion when:

e Your Primar&are Physician or a referral Physician gives a diagnosis or recommends a treatment
plan that é%u are not satisfied with;

e Yo ot satisfied with the result of treatment you have received;
o é@ are diagnosed with or a treatment plan is recommended for, a condition that threatens loss of
Q ife, limb or bodily function or a substantial impairment, including but not limited to a Serious

Chronic Condition; or

¢ Your Primary Care Physician or a referral Physician is unable to diagnose your condition or test
results are conflicting;

To request an authorization for a second opinion, contact your Primary Care Physician or the Customer
Contact Center at the telephone number on your Health Net ID card. Physicians at your Physician Group
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or Health Net will review your request in accordance with Health Net’s procedures and timelines as
stated in the second opinion policy. When you request a second opinion, you will be responsible for any
applicable Copayments. You may obtain a copy of this policy from the Customer Contact Center.

All authorized second opinions must be provided by a Physician who has training and expertise in the
illness, disease or condition associated with the request.

Telehealth Services 4& .

Covered Benefits for medical conditions and Mental Health or Substance Use Disorders providéd
appropriately as Telehealth Services are covered on the same basis and to the same extent asg vered
Benefits delivered in-person. For supplemental services that may provide telehealth cov or certain
services at a lower cost, see the “Telehealth Consultations Through the Select Telehedith Services

Provider” provision below. Please refer to the “Telehealth Services” definition in t@ ‘Definitions”
section for more information. Qib'

Telehealth Consultations Through the Select Telehealth e@%es Provider

Health Net contracts with certain Select Telehealth Services Providerg’fo provide Telehealth Services for
medical conditions and Mental Health or Substance Use Disordem\ he designated Select Telehealth
Services Provider for this Plan is listed on your Health Net ID . To obtain services, contact the
Select Telehealth Services Provider directly as shown on yo card. Services from the Select
Telehealth Services Provider are not intended to replace s¢xvices from your Physician, but are a
supplemental service that may provide telehealth coverage for certain services at a lower cost. You are
not required to use the Health Net Select Teleheal &vices Provider for your Telehealth Services.

Telehealth consultations through the Select Teleh@alth Services Provider are confidential consultations
by telephone or secure online video. The Se elehealth Services Provider provides primary care
services and may be used when your Physictan’s office is closed or you need quick access to a Physician
or Participating Mental Health Professjq(ga . You do not need to contact your Primary Care Physician
prior to using telehealth consultatio ices through the Select Telehealth Services Provider.

Prescription Drug Orders recei é&'rom the Select Telehealth Services Provider or Participating Mental
Health Professional are subj X the applicable Deductible and Copayment shown in the “Prescription
Drugs” portion of the “Sc e of Benefits and Copayments” section and the coverage and Prior
Authorization require ¢hts, exclusions and limitations shown in the “Prescription Drugs” portions of
the “Covered Servi ection and Supplies” and "Prescription Drugs/Outpatient Prescription Drugs”
provision in the ‘@{cription Drugs/Outpatient Prescription Drugs” provision in the “Exclusions and
Limitations” sectron.

Telehealth\@%ultation services through a Select Telehealth Services Provider do not cover:

° S@list services; and

gfescriptions for substances controlled by the DEA, nontherapeutic drugs or certain other drugs
which may be harmful because of potential for abuse.

Please refer to the definitions of “Select Telehealth Services Provider” and “Telehealth Services” in the
“Definitions” section for more information.
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Mental Health or Substance Use Disorders

The coverage described below complies with requirements under the Paul Wellstone-Pete Domenici
Mental Health Parity and Addiction Equity Act of 2008.

Certain limitations or exclusions may apply. Please read the “Exclusions and Limitations” section of
this Evidence of Coverage.

In order for a Mental Health or Substance Use Disorder service or supply to be covered, it musAf;@'
Medically Necessary and authorized by Health Net. Q

When you need to see a Participating Mental Health Professional, contact Health Net by c@g the
Health Net Customer Contact Center at the phone number on your Health Net ID card. Qy

Certain services and supplies for Mental Health or Substance Use Disorders require Prior Authorization
by Health Net to be covered. The services and supplies that require Prior Authori@ {on are:

e Outpatient procedures that are not part of an office visit (for example: ps 0c;logical and
neuropsychological testing, outpatient Electroconvulsive Therapy (E and Transcranial Magnetic

Stimulation (TMS)), partial hospitalization, day treatment and half-day partial hospitalization and
gender affirming procedures; A

¢ Inpatient, residential, partial hospitalization, inpatient ECT, Natien‘[ psychological and
neuropsychological testing intensive outpatient services; gender affirming surgery; and

e Behavioral health treatment for pervasive developm@ disorder or autism (see below under
“Outpatient Services”). 2

Health Net will help you identify a nearby Partic;'z@ing Mental Health Professional, within the network
and with whom you can schedule an appointment; as discussed in the “Introduction to Health Net”
section. The designated Participating Menta&alth Professional will evaluate you, develop a treatment
plan for you and submit that treatment pla@to Health Net for review. Upon review and authorization (if
authorization is required) by Health Neét;\the proposed services will be covered by this Plan if they are
determined to be Medically Neceg&@/.

If services under the proposed ﬁ&ment plan are determined by Health Net to not be Medically
Necessary, as defined in the ‘ﬁéﬁnitions” section, services and supplies will not be covered for that
condition. However, Health Net may direct you to community resources where alternative forms of
assistance are availab ee the “General Provisions” section for the procedure to request an
Independent Medidal Review of a Plan denial of coverage. Medically Necessary speech, occupational
and physical t services are covered under the terms of this Plan, regardless of whether community
resources are avdilable.

For addjti information on accessing Mental Health and Substance Use Disorder services, visit our
websi www.healthnet.com or contact Health Net at the Health Net Customer Contact Center phone
n shown on your Health Net ID card.

In &n emergency, call 911 or go to the nearest Hospital. If your situation is not so severe, or if you are
unsure of whether an emergency condition exists, you may call Health Net at the Customer Contact
Center telephone number shown on your Health Net ID card. You can also call 988, the national suicide
and mental health crisis hotline system. Please refer to the “Emergency and Urgently Needed Care”
portion of the “Introduction to Health Net” section for more information.
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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.

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, I
you urgently need the services, your health Plan must offer you an appointment within 48 rs of
your request (if the health Plan does not require Prior Authorization for the appointm 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 timef(,a(ﬁes and
within geographic access standards, you can arrange to receive services from licensed
provider, even if the provider is not in your health Plan's network. To be ¢ by your health
Plan, your first appointment with the provider must be within 90 calendeéays of the date you
first asked the Plan for the MH/SUD services. ‘D‘Q

If you have questions about how to obtain MH/SUD services or ar }hving 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 D &@’tment of Managed Health Care
through its website at www.healthhelp.ca.gov to request stance in obtaining MH/SUD services.

D

The following types of treatment are only covered whéx&ovided in connection with covered treatment
for a Mental Health or Substance Use Disorder: b'

e Treatment for co-dependency. D

O

e Treatment for psychological stress. S
e Treatment of marital or family dysfunction.

Treatment of neurocognitive disordérs ' which include delirium, major and mild neurocognitive disorders
and their subtypes and neurodeyél®epmental disorders are covered for Medically Necessary medical
services but covered for accompanying behavioral and/or psychological symptoms or Substance Use
Disorder conditions onl};"gﬁnable to psychotherapeutic, psychiatric, or Substance Use Disorder
treatment. This provisiomydoes not impair coverage for the Medically Necessary treatment of any Mental
Health or Substanc %&: Disorder identified as a Mental Health or Substance Use Disorder in the
Diagnostic and S@i tical Manual of Mental Disorders, Fifth Edition, Text Revision, as amended to
date.

In additio I1th Net will cover only those Mental Health or Substance Use Disorder services which
are deliyered by providers who are licensed in accordance with California law and are acting within the
scop such license or as otherwise authorized under California law.

Transition of Care for New Members

If you are receiving ongoing care for an acute, serious, or chronic Mental Health or Substance Use
Disorder condition from a non-Participating Mental Health Professional at the time you enroll with
Health Net, we may temporarily cover services from a provider not affiliated with Health Net, subject to
applicable Copayments and any other exclusions and limitations of this Plan.


https://www.dmhc.ca.gov/?referral=hmohelp.ca.gov

Page 74 Covered Services and Supplies

Your non-Participating Mental Health Professional must be willing to accept Health Net’s standard
Mental Health or Substance Use Disorder 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 request a copy of the Continuity of Care
Request Form or of our continuity of care policy, please call the Customer Contact Center at the \ -
telephone number on your Health Net ID card. &

The following benefits are provided: '{,O

Outpatient Services @Q

N

Outpatient services are covered as shown in the “Schedule of Benefits and Copayn%
“Mental Health and Substance Use Disorder Benefits.” Q

Covered Benefits include: QOQ'

section under

e Outpatient office visits/professional consultation including Substan se Disorders: Includes
outpatient crisis intervention, short-term evaluation and therapy, mgdication management (including
detoxification), drug therapy monitoring, longer-term specializx therapy, and individual and group
Mental Health and Substance Use Disorder evaluation and u@tment.

e Outpatient services other than an office Visits/professio@‘consultation including Substance Use
Disorders: Including psychological and neuropsych ical testing when necessary to evaluate a
Mental Health or Substance Use Disorder, intensi \)utpatient care program, day treatment and
partial hospitalization program and other 0utp$‘? procedures/services including, but not limited to,
laboratory services or rehabilitation when préided for Mental Health or Substance Use Disorder
conditions. Intensive outpatient care pro is a treatment program that is utilized when a patient’s
condition requires structure, monitorirz@ nd medical/psychological intervention at least three (3)
hours per day, three (3) times per wéek. Partial hospitalization/day treatment program is a treatment
program that may be freestandinger‘Hospital-based and provides services at least four (4) hours per
day and at least four (4) days perweek.

e Behavioral health treatmentMor pervasive developmental disorder or autism: Professional services
for behavioral health t ent, including applied behavior analysis and evidence-based behavior
intervention progr, nis that develop or restore, to the maximum extent practicable, the functioning of
a Member diag with pervasive developmental disorder or autism, as shown in the “Schedule of
Benefits and Cdpayments” section under “Mental Health or Substance Use Disorder Benefits.”

o The treatment must be prescribed by a licensed Physician or developed by a licensed
psy gist, and must be provided under a documented treatment plan prescribed, developed
ndapproved by a Qualified Autism Service Provider providing treatment to the Member for
om the treatment plan was developed. The treatment must be administered by the Qualified
&7 Autism Service Provider, by qualified autism service professionals who are supervised by the
Q treating Qualified Autism Service Provider or by qualified autism service paraprofessionals who
are supervised by the treating Qualified Autism Service Provider or a qualified autism service
professional.

o A licensed Physician or licensed psychologist must establish the diagnosis of pervasive
development disorder or autism. In addition, the Qualified Autism Service Provider must submit
the initial treatment plan to Health Net.
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o The treatment plan must have measurable goals over a specific timeline that is developed and
approved by the Qualified Autism Service Provider for the specific patient being treated, and
must be reviewed by the Qualified Autism Service Provider at least once every six months and
modified whenever appropriate. The treatment plan must not be used for purposes of providing
or for the reimbursement of respite, day care or educational services, or to reimburse a parent for
participating in a treatment program. N

o The Qualified Autism Service Provider must submit updated treatment plans to Health Net. fo¥
continued behavioral health treatment beyond the initial six months and at ongoing inte of
no more than six-months thereafter. The updated treatment plan must include docum rq
evidence that progress is being made toward the goals set forth in the initial treatr%’Q lan.

o Health Net may deny coverage for continued treatment if the requirements abdye are not met or
if ongoing efficacy of the treatment is not demonstrated.

Note: All services related to or consisting of education or training, includin@%r employment or

professional purposes, are not covered, even if provided by an individu%@ensed as a Health Care

Provider by the state of California. Examples of excluded services 1&(2@ e education and training for

nonmedical purposes such as:

o Gaining academic knowledge for educational advancement);é%elp students achieve passing
marks and advance from grade to grade. For example: Thé.Plan does not cover tutoring, special

education/instruction required to assist a child to ma ademic progress; academic coaching;
teaching Members how to read; educational testing@ academic education during residential
treatment. R4

D
o Developing employment skills for employ &:ounseling or training, investigations required
for employment, education for obtaining aintaining employment or for professional
certification or vocational rehabilitati(%, or education for personal or professional growth.

o Teaching manners or etiquette apmé%xrfiate to social activities.

o Behavioral skills for individu@n how to interact appropriately when engaged in the usual
activities of daily living, sugh’as eating or working, except for behavioral health treatment as
indicated above in conj@hon with the diagnosis of pervasive development disorder or autism.

A
Second Opinion @QO
You may request a se@n% opinion when:

Your Partic}@qé Mental Health Professional renders a diagnosis or recommends a treatment plan
that you are not satistied with;

You a@a satisfied with the result of the treatment you have received;
Y@ uestion the reasonableness or necessity of recommended surgical procedures;

9ou 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;

Your Primary Care Physician or a referral Physician is unable to diagnose your condition or test
results are conflicting;
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e The treatment plan in progress is not improving your medical condition within an appropriate period
of time for the diagnosis and plan of care; or

e Ifyou have attempted to follow the plan of care you consulted with the initial Primary Care
Physician or a referral Physician due to serious concerns about the diagnosis or plan of care.

To request an authorization for a second opinion contact Health Net. Participating Mental Health
Professionals will review your request in accordance with Health Net’s second opinion policy. Whe o\ ¢
you request a second opinion, you will be responsible for any applicable Copayments. You may Q]i{?l’n a
copy of this policy from the Customer Contact Center. ,(,O

Second opinions will only be authorized for Participating Mental Health Professionals, un it is
demonstrated that an appropriately qualified Participating Mental Health Professional,is @oPavailable.
Health Net will ensure that the provider selected for the second opinion is appropriately licensed and has
expertise in the specific clinical area in question. o>

Any service recommended must be authorized by Health Net in order to be c@ed.
Inpatient Services \,‘D’

Inpatient treatment of a Mental Health or Substance Use Disorder, is&:@vered as shown in the “Schedule
of Benefits and Copayments” section under “Mental Health or Substance Use Disorder Benefits.”

Covered Benefits include: &'Q

e Accommodations in a room of two or more beds, inc@}lng special treatment units, such as intensive
care units and psychiatric care units, unless a priv. Stoom is determined to be Medically Necessary.

e Supplies and ancillary services normally proy?é’d by the facility, including professional services,
laboratory services, drugs and medication$\disSpensed for use during the confinement, psychological
testing and individual, family or group t@rapy or counseling.

e Medically Necessary services in a %Imdential Treatment Center are covered .

e Admissions that are not conside edically Necessary and are not covered include, but are not
limited to, admissions for C 1al Care, for a situational or environmental change only; or as an
alternative to placement ir@ oster home or halfway house;

Detoxification and K@qaotment of Withdrawal Symptoms

Inpatient and outpaﬁ services for detoxification, withdrawal symptoms and treatment of medical
conditions relat}’ﬁ Substance Use Disorders are covered, based on medical necessity, including room
and board, Participating Mental Health Professional services, drugs, dependency recovery services,
education % unseling.

D)

Tra@onal Residential Recovery Services

lﬂnes)itional residential recovery services for Substance Use Disorders in a licensed recovery home
when approved by Health Net are covered.

Aversion Therapy

Therapy intended to change behavior by inducing a dislike for the behavior through association with a
noxious stimulus is not covered.
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Psychological Testing

Psychological testing is only covered when conducted by a licensed psychologist for assistance in
treatment planning, including medication management or diagnostic clarification. The scoring of
automated computer-based reports is only covered when performed by a provider qualified to perform it.

Biofeedback N

Coverage for biofeedback therapy is limited to Medically Necessary treatment of certain physicakd
disorders (such as incontinence and chronic Pain) and Mental Health or Substance Use DisordQ,@

Nonstandard Therapies @QQ

Hypnotherapy services are covered as part of a comprehensive evidence-based Men @}Iealth treatment
plan and provided by a licensed Mental Health provider with a medical hypnot}g@ certification.
Services that do not meet national standards for professional medical health o ntal Health or
Substance Use Disorder practice, including, but not limited to, Erhard/The @m, primal therapy,
bioenergetic therapy, and crystal healing therapy are not covered. \@4

For information regarding requesting an Independent Medical ReviewZof a denial of coverage see the
“Independent Medical Review of Investigational or Experimenta{' rapies” portion of the “General
Provisions” section. Q

&

Treatment Related to Judicial or Administrai@?Proceedings

Medical and Mental Health or Substance Use Disor: \ervices as a condition of parole or probation,
and court-ordered testing are limited to Medicall cessary Covered Benefits.

Exception: The Plan will cover the cost of deye]oping an evaluation pursuant to Welfare and Institutions
Code Section 5977.1 and the provision of a&glth Care Services for a Member when required or
recommended for the Member pursuant to@ Community Assistance, Recovery, and Empowerment
(CARE) agreement or a CARE plan a@oved by a court, regardless of whether the service is provided
by an in-network or out-of-netwonk@ovider. Services are provided to the Member with no cost share or
Prior Authorization, except foﬁ?@Scription Drugs. Prescription Drugs are subject to the cost share
shown in the “Schedule of its and Copayments” and may require Prior Authorization.

S

"z
0&0
Q@
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Prescription Drugs

Please read the “Prescription Drugs/Outpatient Prescription Drugs” portion of the “Exclusions and
Limitations,” section.

Cost-sharing and any accrual of amounts from all Drug Coupons paid on your behalf for any
Prescription Drugs obtained by you through the use of a Drug Discount, Coupon, or Copay Card D
provided by a Prescription Drug manufacturer will not apply toward your Plan Deductible or 016 ?‘
Pocket Maximum. <

Covered Drugs and Supplies @Q

Prescription Drugs must be dispensed for a condition, illness or injury that is coveredby this Plan. Refer
to the “Exclusions and Limitations” section of this Evidence of Coverage to ﬁnd@ f a particular

condition is not covered. OO
Tier 1 Drugs (Primarily Generic) and Tier 2 Drugs (Primarily Bran%’b:Q

Tier 1 and Tier 2 Drugs listed in the Health Net Formulary are covergd) when dispensed by Participating
Pharmacies and prescribed by a Physician from your selected Physician Group, an authorized referral
Specialist or an emergent or urgent care Physician. Some Tier ffand Tier 2 Drugs require Prior
Authorization from Health Net in order to be covered. The that a drug is listed in the Formulary
does not guarantee that your Physician will prescribe it f&ﬁ)ou for a particular medical condition.

D)

Tier 3 Drugs 6&

Tier 3 Drugs are Prescription Drugs that may g@eneric Drugs or Brand Name Drugs, and are either:
 Specifically listed as Tier 3 on the Form{lary; or

e Not listed in the Health Net Formuldgy and are not excluded or limited from coverage.

Some Tier 3 Drugs require Prior A@orization from Health Net in order to be covered.

Please refer to the “Formulary’ portion of this section for more details.

Generic Equivalents to qu Name Drugs

Generic Drugs willﬁé@ispensed when a Generic Drug equivalent is available, unless a Brand Name
Drug is specifica quested by the Physician or the Member, subject to the Copayment requirements
described in th¢ | Prescription Drugs” portion of the “Schedule of Benefits and Copayments” section.

Off-La e,@rqggs

A Pr tion Drug prescribed for a use that is not stated in the indications and usage information
published by the manufacturer is covered only if the drug meets all of the following coverage criteria:

1. The drug is approved by the Food and Drug Administration; AND
2. The drug meets one of the following conditions:
A. The drug is prescribed by a participating licensed health care professional for the treatment of a
Life-Threatening condition; OR



Covered Services and Supplies Page 79

B. The drug is prescribed by a participating licensed health care professional for the treatment of a
chronic and Seriously Debilitating condition, the drug is Medically Necessary to treat such
condition and the drug is either on the Formulary or Prior Authorization by Health Net has been
obtained; AND

3. The drug is recognized for treatment of the Life-Threatening, or chronic and Seriously Debilitating
condition by one of the following: \ -
A. The American Hospital Formulary Service Drug Information; OR 4@4

B. One of the following compendia, if recognized by the federal Centers for Medicare ani@edicaid

Services as part of an anticancer therapeutic regimen: Q
i.  The Elsevier Gold Standard’s Clinical Pharmacology. ‘be
ii. The National Comprehensive Cancer Network Drug and Biologics Con@ﬁ um.
iii. The Thomson Micromedex DrugDex; OR 0@’

C. Two articles from major peer reviewed medical journals that preseqﬁ%ﬂ supporting the
proposed off-label use or uses as generally safe and effective unlegy there is clear and convincing
contradictory evidence presented in a major peer reviewed me@'c | journal.

Diabetic Drugs and Supplies (5&3
Prescription Drugs for the treatment of diabetes (including idSutlin) are covered as stated in the
Formulary. Diabetic supplies are also covered including, bt not limited, to specific brands of pen

delivery systems, specific brands of disposable insuli
needles, specific brands of blood glucose monitor. testing strips, ketone test strips, lancet puncture
devices and lancets when used in monitoring bl lucose levels. Additional supplies are covered
under the medical benefit. Please refer to “Medical Services and Supplies” portion of this Section, under
“Diabetic Equipment,” for additional info@hon. Refer to the “Schedule of Benefits and Copayments”
section for details about the supply amo%n that are covered and the applicable Copayment.

dles and syringes, disposable insulin pen

Drugs and Equipment for the T;@'{I’nent of Asthma

Prescription Drugs for the tre&(z%@lt of asthma are covered as stated in the Formulary. Inhaler spacers
and peak flow meters used @? e management and treatment of asthma are covered when Medically
Necessary. Nebulizers (i){@l ing face masks and tubing) are covered under the medical benefit. Please
refer to the “Medical @rvices and Supplies” portion of this section under “Durable Medical Equipment”
for additional inf 1on.

Compounde S{ugs

Compo rugs are prescription orders that have at least one ingredient that is federal legend or state
restrictgd/in a therapeutic amount as Medically Necessary and are combined or manufactured by the
pharmacist and placed in an ointment, capsule, tablet, solution, suppository, cream or other form and
require a prescription order for dispensing. Compounded drugs (that use FDA approved drugs for an
FDA approved indication) are covered when at least one of the primary ingredients is on the Formulary
and when there is no similar commercially available product. Coverage for compounded drugs must be
obtained from a Participating Pharmacy and is subject to Prior Authorization by the Plan and medical
necessity. Refer to the “Off-Label Drugs” provision in this “Prescription Drugs” portion of the “Covered
Services and Supplies” section for information about FDA approved drugs for off-label use. Coverage
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for compounded drugs requires the Tier 3 Drug Copayment, must be obtained from a Participating
Pharmacy and is subject to Prior Authorization by the Plan and medical necessity.

Diagnostic Drugs

Diagnostic drugs are covered under the medical benefit when Medically Necessary. Drugs used for
diagnostic purposes are not covered as a part of the Prescription Drug benefit. N
Schedule IT Narcotic Drugs <

Schedule II drugs are drugs classified by the federal Drug Enforcement Administration as h '&ga high
abuse risk but also safe and accepted for medical uses in the United States. A partial pres@@on fill,
which is of a quantity less than the entire prescription, can be requested by you or yo ber
Physician. Partial prescription fills are subject to a prorated Copayment based on th &oun‘[ of the
prescription that is filled by the pharmacy. Schedule II narcotic drugs are not cov(gﬂ through mail

order. A
N

Sexual Dysfunction Drugs \@4

Drugs that establish, maintain or enhance sexual functioning are coveted for sexual dysfunction when
Medically Necessary. These Prescription Drugs are covered for L,Q\‘éﬁe number of doses or tablets
specified in Health Net's Formulary. For information about He et’s Formulary, please call the
Customer Contact Center at the telephone number on your gﬂé or visit our website at
www.healthnet.com. A

>

Preventive Drugs and Contraceptives ({Q

Preventive drugs, including smoking cessation dixgs, and contraceptives that are approved by the Food
and Drug Administration and recommended bythe United States Preventive Services Task Force
(USPSTF) are covered at no cost to the er. Covered preventive drugs are over-the-counter drugs
or Prescription Drugs that are used for g%eventive health purposes per the U.S. Preventive Services Task
Force A and B recommendations. <&

xO

Drugs for the relief of nicotine%@hdrawal symptoms require a prescription from the treating Physician.
For information regarding s ng cessation behavioral modification support programs available
through Health Net, conta@I Customer Contact Center at the telephone number on your Health Net
ID card or visit the Health Net website at www.healthnet.com. No annual limits will be imposed on the
number of days for, ourse of treatment for all FDA-approved smoking and tobacco cessation
medications. _ ()

Covered con (ck)tives are FDA-approved contraceptives for women that are either available over the
counter qQr Q%vailable with a Prescription Drug Order. Contraceptives that are covered under this
Prescri;@n Drug benefit include vaginal, oral, transdermal and emergency contraceptives and condoms.
For g/6dmplete list of contraceptive products covered under the Prescription Drug benefit, please refer to
t rmulary.

Over-the-counter preventive drugs that are covered under this Plan, except for over-the-counter
contraceptives. require a Prescription Drug Order. You must present the Prescription Drug Order at a
Health Net Participating Pharmacy to obtain such drugs. Over-the-counter contraceptives that are
covered under this Plan do not require a Prescription Drug Order but must be obtained from a Health
Net Participating Pharmacy at the Prescription Drug counter.
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Intrauterine Devices (IUDs), injectable and implantable contraceptives are covered as a medical benefit
when administered by a Physician. Please refer to the “Medical Services and Supplies” portion of this
section, under the headings “Preventive Care Services” and “Family Planning” for information
regarding contraceptives covered under the medical benefit.

For the purpose of coverage provided under this provision, “emergency contraceptives” means FDA-
approved drugs taken after intercourse to prevent pregnancy. Emergency contraceptives required i .
conjunction with Emergency Care Services and Care, as defined under the “Definitions” section :‘y%e
covered when obtained from any licensed pharmacy, but must be obtained from a Plan contmcl@jK
pharmacy if not required in conjunction with Emergency Services and Care as defined. Q’(,

S

Weight Loss Drug %)

Weight loss drugs that require a prescription in order to be dispensed for the treatmefib/of obesity are
covered when Medically Necessary and when you meet Health Net Prior Author'rba n coverage
requirements. The prescribing Physician must request and obtain Prior Authogizdtion for coverage.

The Formulary \‘D‘Q

<
What Is the Health Net Formulary? . $

Health Net developed the Formulary to identify the safest and \ﬁc effective medications for Health Net
Members while attempting to maintain affordable pharmacy-benefits. We specifically suggest to all
Health Net contracting Physicians and Specialists that theyefer to this Formulary when choosing drugs
for patients who are Health Net Members. When you sician prescribes medications listed in the
Formulary, it is ensured that you are receiving a h@zlity and high value prescription medication. In
addition, the Formulary identifies whether a genefiC version of a Brand Name Drug exists and whether
the drug requires Prior Authorization. If the @eric version exists, it will be dispensed instead of the
brand name version. ‘@5

You may call the Customer Contact er at the telephone number on your Health Net ID card to find
out if a particular drug is listed in th€)Formulary. You may also request a copy of the current Formulary
and it will be mailed to you. T]Q ent Formulary is also available on the Health Net website at
www.healthnet.com. 0

How Are Drugs Chosel(,@r the Health Net Formulary?

The Formulary is cq;@d and maintained by the Pharmacy and Therapeutics Committee. Before
deciding wheth nclude a drug on the Formulary, the Committee reviews medical and scientific
publications, relevant utilization experience and Physician recommendations to assess the drug for its:

Safet
e Safe yN'Q
e E 1veness

-ng)st-effectiveness (when there is a choice between two drugs having the same effect, the less costly
drug will be listed)

e Side effect profile

e Therapeutic outcome
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This Committee has quarterly meetings to review medications and to establish policies and procedures
for drugs included in the Formulary. The Formulary is updated as new clinical information and
medications are approved by the FDA.

Who Is on the Pharmacy and Therapeutics Committee and How Are Decisions Made?

The Committee is made up of actively practicing Physicians of various medical specialties from
Health Net Physician Groups, as well as clinical pharmacists. Voting members are recruited from A\
contracting Physician Groups throughout California based on their experience, knowledge and rtise.
In addition, the Pharmacy and Therapeutics Committee frequently consults with other medic perts to
provide additional input to the Committee. A vote is taken before a drug is added to the Fqg?lary. The
voting members are not employees of Health Net. This ensures that decisions are unbiaségFand without

conflict of interest. )
"
A

Step therapy is a process in which you may need to use one type of Presc:iﬁgﬁ Drug before Health Net
will cover another one. We check certain Prescription Drugs to make su& at proper prescribing
guidelines are followed. These guidelines help you get high quality a@ cost-effective Prescription
Drugs. Exceptions to the step therapy process are subject to Prior- orization. However, if you were
taking a Prescription Drug for a medical condition under a previQus plan before enrolling in this Plan,
you will not be required to use the step therapy process to coi@mue using the Prescription Drug.

Step Therapy

Step Therapy Exception . @

A step therapy exception is defined as a decision t @rtide a generally applicable step therapy protocol
in favor of coverage of the Prescription Drug pr: ed by a Health Care Provider for an individual
enrollee. For more information on the step th@,py exception process please see “Step Therapy
Exception” in the Formulary on www.hea‘lt@et.com.

Prior Authorization and Step Iﬁerapy Exception Process for Prescription Drugs

Prior Authorization status is i ded in the Formulary — The Formulary identifies which drugs
require Prior Authorization o therapy. A Physician must get approval from Health Net before
writing a Prescription Dru der for a drug that is listed as requiring Prior Authorization, in order for
the drug to be covered by Health Net. Step therapy exceptions are also subject to the Prior Authorization
process. You may Q @1 a list of drugs requiring Prior Authorization by visiting our website at
www.healthnet.com @r call the Customer Contact Center at the telephone number on your Health Net ID
card. If a drug 1s not on the Formulary, your Physician should call Health Net to determine if the drug
requires Prio%uthorization.

by telgphone or facsimile. Urgent requests from Physicians for authorization are processed, and

p ibing 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 decision. If

Reques?'f'o? Prior Authorization, including step therapy exceptions, may be submitted electronically or
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Health Net fails to respond within the required time limit, the Prior Authorization request is deemed
granted.

Health Net will evaluate the submitted information upon receiving your Physician’s request for Prior
Authorization 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
Pharmacy and Therapeutics Committee as well as Physician experts. Your Physician may contact He{h.h
Net to obtain the usage guidelines for specific medications. 4@4

Once a medication is approved, its authorization becomes effective immediately. @,

If the Prior Authorization or step therapy exception request is approved, drugs will be cov@ including
refills, as shown in the “Schedule of Benefits and Copayments” section. If the Prior Authprization or
step therapy exception is denied, the drug is not covered and you are responsible for @entire cost of

the drug. QO

o
If you are denied Prior Authorization, please refer to the “Grievance, Appeal ﬁﬂependent Medical
Review and Arbitration” portion of the “General Provisions” section of thi%?@dence of Coverage.
>

Retail Pharmacies and the Mail Order Program @\’
Purchase Drugs at Participating Pharmacies ‘&N
Except as described below under “Nonparticipating Pharm '% and Emergencies” and “Drugs
Dispensed by Mail Order,” you must purchase covered @s at a Participating Pharmacy.

Health Net is contracted with many major pharmaci@permarket-based pharmacies and privately
owned pharmacies in California. To find a conveniéntly located Participating Pharmacy please visit our
website at www.healthnet.com or call the Custortér Contact Center at the telephone number on your
Health Net ID card. Present the Health Net @ard and pay the appropriate Copayment when the drug is
dispensed. %)

@ply is covered for each Prescription Drug Order. In some cases,

of medication may not be an appropriate drug treatment plan
ministration (FDA) or Health Net’s usage guidelines. Medications
taken on an “as-needed” basig\nay have a Copayment based on a specific quantity, standard package,
vial, ampoule, tube, or o}@ andard units. In such a case, the amount of medication dispensed may be
less than a 30-consecytive-calendar-day supply. If Medically Necessary, your Physician may request a
larger quantity fronﬁ}&altb Net.

Up to a 30-consecutive-calendar-da
a 30-consecutive-calendar-day su
according to the Food and Dru;

If refills are sti ed on the Prescription Drug Order, a Participating Pharmacy may dispense up to a
30-consecutiye-calendar-day supply for each Prescription Drug Order or for each refill at the appropriate
time int r@ the Health Net ID card is not available or eligibility cannot be determined:

e P e entire cost of the drug; and
‘QSubmit a claim for possible reimbursement.

Health Net will reimburse you for the cost of the Prescription Drug, less any required Copayment shown
in the “Schedule of Benefits and Copayments” section of this Evidence of Coverage.

Except as described below in “Nonparticipating Pharmacies and Emergencies,” for new Members and
emergent care, if you elect to pay out-of-pocket and submit a prescription claim directly to Health Net
instead of having the contracted pharmacy submit the claim directly to Health Net, you will be
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reimbursed based on the lesser of Health Net’s contracted pharmacy rate or the pharmacy’s cost of the
prescription, less any applicable Copayment or Deductible.

Nonparticipating Pharmacies and Emergencies

During the first 30 days of your coverage, Prescription Drugs will be covered if dispensed by a
Nonparticipating Pharmacy, but only if you are a new Member and have not yet received your
Health Net ID card. After 30 days, Prescription Drugs dispensed by a Nonparticipating Pharmacy wi
be covered only for Emergency Services and Care or Urgently Needed Care, as defined in the

“Definitions” section of this Evidence of Coverage. '{,O
If the above situations apply to you: @‘Q’Q

e Pay the full cost of the Prescription Drug that is dispensed; and @\

e Submit a claim to Health Net for possible reimbursement. ‘b'%

Health Net will reimburse you Prescription Drug covered expenses, less any quired Copayment shown
in the “Schedule of Benefits and Copayments” section of this Evidence o@emge.

If you present a Prescription Drug Order for a Brand Name Drug, phq@kcists will offer a Generic Drug
equivalent if commercially available. In cases of Emergency Serviges and Care or Urgently Needed
Care, you should advise the treating Physician of any drug aller%N or reactions, including to any
Generic Drugs. \"Q

‘“&provision in this “Covered Services and
iCipating Pharmacies after 30 days of coverage
gency Services and Care or Urgently Needed

Except as specified in the “COVID-19 Outpatient Servi
Supplies” section, there are no benefits through Nonp
or if the Prescription Drug was not purchased for
Care. Q>

Note: The “Prescription Drug/Outpatient Pregetiption” portion of the “Exclusions and Limitations”
section of this Evidence of Coverage and the'requirements of the Formulary described above still apply
when Prescription Drugs are dispense a Nonparticipating Pharmacy.

Claim forms will be provided by H@th Net upon request or may be obtained from the Health Net
website at www_.healthnet.com\

Drugs Dispensed by Mal@&der

If your prescription is(é)r a Maintenance Drug, you have the option of filling it through our convenient
mail order programl.

To receive Pres@p’tption Drugs by mail, send the following to the designated mail order administrator:

o The coz@p%ted Prescription Mail Order Form;

o %Q}ginal Prescription Drug Order (not a copy) written for up to a 90-consecutive-calendar-day
ply of a Maintenance Drug, when appropriate; and

oQThe appropriate Copayment.

You may obtain a Prescription Mail Order Form and further information by contacting the Customer
Contact Center at the telephone number on your Health Net ID card or visit our website at
www.healthnet.com.
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The mail order administrator may dispense up to a 90-consecutive-calendar-day supply of a covered
Maintenance Drug and each refill allowed by that order. The required Copayment applies each time a
drug is dispensed. In some cases, a 90-consecutive-calendar-day supply of medication may not be an
appropriate drug treatment plan, according to Food and Drug Administration (FDA) or Health Net's
usage guidelines. If this is the case, the mail order may be less than a 90-consecutive-calendar-day

supply.

Maintenance drugs listed on the Health Net Maintenance Drug List may also be obtained at a CVifp}ﬁl
pharmacy under the mail order program benefit.

Note: Specialty Drugs and Schedule II narcotic drugs are not covered through our mail ordeQﬁ’ogram

Chiropractic Services and Supplies

Please read the “Chiropractic Services and Supplies Exclusions and Limitati
section.

ortion of the

Chiropractic Services are covered up to the maximum number of Visitss{r,@‘%\ﬁ in the “Schedule of
Benefits and Copayments” section.

American Specialty Health Plans of California, Inc. (ASH Plans),%h arrange covered Chiropractic
Services for you. You may access any Contracted Chlropract out a referral from a Physician or
your Primary Care Physician.

You may receive covered Chiropractic Services from agt%ontracted Chiropractor at any time and you
are not required to pre-designate the Contracted Chirdpractor prior to your visit from whom you will
receive covered Chiropractic Services. You must rﬁe covered Chiropractic Services from a
Contracted Chiropractor, except that:

e You may receive Emergency Chiropr@&@%erwces from any chiropractor, including a non-
Contracted Chiropractor; and

e If covered Chiropractic Service 'é’e ot available and accessible to you in the county in which you
live, you may obtain cove d(g'llropractlc Services from a non-Contracted Chiropractor who is
available and accessible tg&u in a neighboring county only upon referral by ASH Plans.

All covered Chiropracticig @gﬁces may be subject to verification of medical necessity by ASH Plans

except: ‘O

e Anew patien&nination by a Contracted Chiropractor and the provision or commencement, in the
new patien mination, of Medically Necessary services that are covered Chiropractic Services, to
the extent%)nsistent with professionally recognized standards of practice; and

I ogical consultations, or laboratory services.

Q

) Ear%?;f?cy Chiropractic Services including, without limitation, any referral for x-ray services,



Page 86 Covered Services and Supplies

The following benefits are provided for Chiropractic Services:

Office Visits

e A new patient exam or an established patient exam is performed by a Contracted Chiropractor for
the initial evaluation of a patient with a new condition or new episode to determine the
appropriateness of Chiropractic Services. A new patient is one who has not received any .
professional services from the provider, or another provider of the same specialty who belong f&he
same group practice, within the past three years. An established patient is one who has recei
professional services from the provider, or another provider of the same specialty who beldngs to the
same group practice, within the past three years. Q

Established patient exams are performed by a Contracted Chiropractor to assess tﬁ\r%éd to initiate,
continue, extend, or change a course of treatment. The established patient exa '@)nly covered
when used to determine the appropriateness of Chiropractic Services. The e\%’t@ hed patient exam
must be Medically Necessary.

e Subsequent office visits, as set forth in a treatment plan approved b@ Plans, may involve a
chiropractic manipulation (adjustment), a re-examination and othes sétrvices, in various
combinations. A Copayment will be required for each visit to the\6tfice.

¢ Adjunctive modalities and procedures such as rehabilitativ Kércise, traction, ultrasound, electrical
muscle stimulation, and other therapies are covered onlyWhen provided during the same course of
treatment and in support of chiropractic manipulatip@éhe spine, joints, and/or musculoskeletal

soft tissue. A
¥

Second Opinion Q>

If you would like a second opinion with re o Covered Benefits provided by a Contracted
Chiropractor, you will have direct access tppdny other Contracted Chiropractor. Your visit to a
Contracted Chiropractor for purposes {ﬂ)obtaining a second opinion will count as one visit, for purposes
of any maximum benefit and you must pay any Copayment that applies for that visit on the same terms
and conditions as a visit to any,o Contracted Chiropractor.

However, a visit to a second@ﬁhtracted Chiropractor to obtain a second opinion will not count as a visit,
for purposes of any maxi benefit, if you were referred to the second Contracted Chiropractor by
another Contracted Chiropractor (the first Contracted Chiropractor). The visit to the first Contracted
Chiropractor will cdﬁgb toward any maximum benefit.

Q
X-ray and Qboratory Tests

X-rays a oOratory tests are payable when prescribed by a Contracted Chiropractor and approved by
ASH Plabs. Radiological consultations are a Covered Benefit when approved by ASH Plans as
Medically Necessary Chiropractic Services and provided by a licensed chiropractic radiologist, medical

ologist, radiology group or Hospital which has contracted with ASH Plans to provide those services.
A Copayment is not required.

X-ray second opinions are covered only when performed by a radiologist to verify suspected tumors or
fractures.
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Chiropractic Appliances

Chiropractic Appliances are payable when prescribed by a Contracted Chiropractor and approved by
ASH Plans for up to the maximum benefit shown in the “Schedule of Benefits and Copayments”
section.

Chiropractic Services and Supplies Exclusions and Limitations &
<

The exclusions and limitations in the “Exclusions and Limitations” section also apply to o
Chiropractic Services.

Note: Services or supplies excluded under the chiropractic benefits may be covered,@ r your
medical benefit portion of this Evidence of Coverage. Please refer to the “MedicdlServices and
Supplies” portion of this section for more information.

Services, laboratory tests and x-rays and other treatment not approved by ASH.@@I’IS and documented as
Medically Necessary as appropriate or classified as experimental, and/or beintg/n the research stage, as
determined in accordance with professionally recognized standards of e are not covered. If you
have a Life-Threatening or Seriously Debilitating condition and ASH Dlgls denies coverage based on
the determination that the therapy is experimental, you may be ablefofequest an Independent Medical
Review of ASH Plans’ determination. You should contact ASH s at 1-800-678-9133 for more
information. &Q

Additional exclusions and limitations include, but ar{@t limited to, the following:

Anesthesia b,&
od

Charges for anesthesia are not covered. b’
>

Coverage is limited to x-rays. No ot %iagnostic radiology (including magnetic resonance imaging or

MRI) is covered. \(D’}»
¥

Drugs QO
Prescription Drugs an@)&g—the—counter drugs are not covered.

Diagnostic Radiology

Educational l&rams
Educational programs, nonmedical self-care, self-help training and related diagnostic testing are not
covered.. >
D)
Ex%ei'mental or Investigational Chiropractic Services

(ﬁrfopractic care that is (a) investigatory; or (b) an unproven Chiropractic Service that does not meet
generally accepted and professionally recognized standards of practice in the chiropractic provider
community is not covered. ASH Plans will determine what will be considered Experimental Services or
Investigational Services.
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Hospital Charges

Charges for Hospital confinement and related services are not covered.

Hypnotherapy

Hypnotherapy, behavior training, sleep therapy and weight programs are not covered. N
Non-Contracted Providers <

©)
Services or treatment rendered by chiropractors who do not contract with ASH Plans are no;@&vered,
except with regard to Emergency Chiropractic Services or upon a referral by ASH Plans.(bQ

Nonchiropractic Examinations @\
Examinations or treatments for conditions unrelated to Musculoskeletal and Re isorders are not
covered. This means that physiotherapy not associated with spinal, muscle a int manipulation, is not
covered.
\(DQ
Out-of-State Services 40
Services provided by a chiropractor practicing outside Califom%@é not covered, except with regard to
Emergency Chiropractic Services. &ﬁ
&
Services Not Within License \(}\
Services that are not within the scope of license ofaﬁ@ansed chiropractor in California.
od
Thermography O

The diagnostic measuring and recording a‘aﬁgdy heat variations (thermography) are not covered.

Transportation Costs \,O&

Transportation costs are not cm@d, including local ambulance charges.

Medically/Clinically ﬁ@lecessary Services

Only Chiropractic ;,%é@jces that are necessary, appropriate, safe, effective and that are rendered in
accordance with R ssionally recognized, valid, evidence-based standards of practice are covered.
Vitamins Qﬁ

Vitami \&nerals, nutritional supplements or other similar products, including when in combination
with scription product, are not covered.

Q@
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Acupuncture Services

2999

Please read the “Acupuncture Services Exclusions and Limitations”” portion of section.

Acupuncture Services are covered up to the maximum number of visits shown in the “Schedule of
Benefits and Copayments™ section.

American Specialty Health Plans of California, Inc. (ASH Plans) will arrange covered Acupunctur
Services for you. You may access any Contracted Acupuncturist without a referral from a Physician or
your Primary Care Physician.

You may receive covered Acupuncture Services from any Contracted Acupuncturist, andﬁu are not
required to pre-designate, a Contracted Acupuncturist prior to your visit from whom you will receive
covered Acupuncture Services. You must receive covered Acupuncture Services ﬁé‘ a Contracted
Acupuncturist except that: 0@'

¢ You may receive Emergency Acupuncture Services from any acupunc@ including a non-
Contracted Acupuncturist; and \@4

e If covered Acupuncture Services are not available and accessible &' you in the county in which you

live, you may obtain covered Acupuncture Services from a nf ontracted Acupuncturist who is
available and accessible to you in a neighboring county or;{tjblpon referral by ASH Plans.

All covered Acupuncture Services may be subject to Veriﬁ.@lon of Medical Necessity by ASH Plans
except: &

e A new patient examination by a Contracted A cturist and the provision or commencement, in
the new patient examination, of Medically Neegssary services that are covered Acupuncture
Services, to the extent consistent with pro@sionally recognized standards of practice; and

e Emergency Acupuncture Services. Q¥

The following benefits are provi{é@r Acupuncture Services:

- >

Office Visits &

e A new patient exam %?%stablished patient exam is performed by a Contracted Acupuncturist for
the initial evaluati a patient with a new condition or new episode to determine the
appropriatenes cupuncture Services. A new patient is one who has not received any
profession. 1ces from the provider, or another provider of the same specialty who belongs to the

professi services from the provider, or another provider of the same specialty who belongs to the

same gro actice, within the past three years. An established patient is one who has received
sam%@rgup practice, within the past three years.

@leished patient exams are performed by a Contracted Acupuncturist to assess the need to initiate,
continue, extend, or change a course of treatment. The established patient exam is only covered
when used to determine the appropriateness of Acupuncture Services. The established patient exam
must be Medically Necessary.

e Subsequent office visits, as set forth in a treatment plan approved by ASH Plans, may involve
acupuncture treatment, a re-examination and other services, in various combinations. A Copayment
will be required for each visit to the office.
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e Adjunctive therapy may include therapies such as acupressure, cupping, moxibustion, or breathing
techniques. Adjunctive therapy is only covered when provided during the same course of treatment
and in conjunction with acupuncture.

Only the treatment of Pain, Nausea or Musculoskeletal and Related Disorders is covered, provided that
the condition may be appropriately treated by a Contracted Acupuncturist in accordance with
professionally recognized standards of practice. Covered Pain and Musculoskeletal and Related N

Disorders include: 4@‘

e Tension-type headache; migraine headache with or without aura; &O

e Hip or knee joint Pain associated with Osteoarthritis (OA); QQ

e Other extremity joint Pain associated with OA or mechanical irritation/ 1nﬂammat1%p when chronic
and unresponsive to standard medical care; %

e Other Pain syndromes involving the joints and associated soft tissues; Qibl

e Musculoskeletal cervical spine, thoracic spine, and lumbar spine Pain, 0>

e Covered Nausea includes: o

e Nausea associated with pregnancy (only when co-managed); \}4

e Post-operative Nausea/vomiting (generally within the fir Q?hours after surgery) or post-discharge
Nausea/vomiting (generally within a few days after po&@peratlve discharge); (only when co-

managed); \Q
e Nausea associated with chemotherapy; (only v@o—managed).

Second Opinion b,(bl

If you would like a second opinion with reﬁl to covered services provided by a Contracted
Acupuncturist, you will have direct aceess to any other Contracted Acupuncturist. Your visit to a
Contracted Acupuncturist for purpoges of obtaining a second opinion will count as one visit, for
purposes of any maximum ben, d you must pay any Copayment that applies for that visit on the
same terms and conditions as awisit to any other Contracted Acupuncturist. However, a visit to a second
Contracted Acupuncturist tain a second opinion will not count as a visit, for purposes of any
maximum benefit, if yo re referred to the second Contracted Acupuncturist by another Contracted
Acupuncturist (the &x Contracted Acupuncturist). The visit to the first Contracted Acupuncturist will
count toward any@ imum benefit.

Acupunc%re Services Exclusions and Limitations

The ex ons and limitations in the “Exclusions and Limitations” section also apply to
Acug@:cture Services.

lﬁte: Services or supplies excluded under the acupuncture benefits may be covered under your
medical benefits portion of this Evidence of Coverage. Please refer to the “Medical Services and
Supplies” portion of this section for more information.

Services, laboratory tests, x-rays and other treatment not approved by ASH Plans and documented as
Medically/Clinically Necessary as appropriate or classified as experimental, and/or being in the research
stage, as determined in accordance with professionally recognized standards of practice are not covered.
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If you have a Life-Threatening or Seriously Debilitating condition and ASH plans denies coverage based
on the determination that the therapy is experimental, you may be able to request an Independent
Medical Review of ASH Plans’ determination. You should contact ASH Plans at 1-800-678-9133 for
more information.

Additional exclusions and limitations include, but are not limited to, the following:

\.

Auxiliary Aids 4
Auxiliary aids and services are not covered. This includes but is not limited to interpreters, tr &ggription
services, written materials, telecommunications devices, telephone handset amplifiers, tequéon
decoders and telephones compatible with hearing aids. QQ
<
Diagnostic Radiology
o o . . ‘Zf%
No diagnostic radiology (including x-rays, magnetic resonance imaging or M@ﬁs covered.
Drugs \‘D‘Q
Prescription drugs and over-the-counter drugs are not covered. | 40
Y
Durable Medical Equipment &{D‘
Durable Medical Equipment is not covered. 'x%
Educational Programs ({Q

Educational programs, nonmedical self-care, selfZhelp training and related diagnostic testing are not

covered.
>

Experimental or Investigationa,]%&?upuncture Services

=

Acupuncture care that is (a) invest,ﬁl@ory; or (b) an unproven Acupuncture Service that does not meet
generally accepted and professiofially recognized standards of practice in the acupuncture provider
community is not covered. ASBPlans will determine what will be considered Experimental Services or
Investigational Services. )

Hospital Chargpéo
Charges for Hq@&l confinement and related services are not covered.

Anesth %
nese{@

Chargég)r anesthesia are not covered.

)
Iﬁpnotherapy

Hypnotherapy, sleep therapy, behavior training and weight programs are not covered.
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Noncontracted Providers

Services or treatment rendered by acupuncturists who do not contract with ASH Plans are not covered,
except with regard to Emergency Acupuncture Services or upon referral by ASH Plans.
Acupuncture Services Not Listed under Acupuncture Services

Only Acupuncture Services that are listed under “Acupuncture Services” are covered. Unlisted serv XS‘,
which include, without limitation, services to treat asthma and services to treat any addiction, inck&ng
treatment for smoking cessation, are not covered. <

Out-of-State Services Q

Services provided by an acupuncturist practicing outside California are not covered @ept with regard
to Emergency Acupuncture Services. ‘b'%

Thermography Q%

The diagnostic measuring and recording of body heat variations (thermﬁg(gphy) are not covered.
<

Transportation Costs &4

Transportation costs are not covered, including local ambula&s’é@harges.

X-ray and Laboratory Tests \'(,‘}

X-ray and laboratory tests are not covered. 6&

Medically/Clinically Unnecessary Se@,i(gés

Only Acupuncture Services that are neces@, appropriate, safe, effective and that are rendered in
accordance with professionally recog}{ﬁ?d, valid, evidence-based standards of practice are covered.

Services Not Within Lice s@*‘

Only services that are withi the scope of licensure of a licensed acupuncturist in California are covered.
Other services, including, @ithout limitation, ear coning and Tui Na are not covered. Ear coning, also
sometimes called “ea é%dling,” involves the insertion of one end of a long, flammable cone (“ear
cone”) into the ear q@ The other end is ignited and allowed to burn for several minutes. The ear cone
is designed to c‘i% smoke from the burning cone to enter the ear canal to cause the removal of earwax
and other matgrials. Tui Na, also sometimes called “Oriental Bodywork” or “Chinese Bodywork
Therapy,” es the traditional Chinese medical theory of Qi but is taught as a separate but equal field
of studyMinthe major traditional Chinese medical colleges and does not constitute acupuncture.

\Q@%ns

Vitamins, minerals, nutritional supplements or other similar products are not covered.
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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 this 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 sefvices

required to be covered under California or federal law. ,(,O
These exclusions and limitations do not apply when covered by the Plan or required Q w.
o

Acupuncture Services @\
This Plan does not cover Acupuncture Services, except as described in this EOC@%e “Schedule of
Benefits and Copayments” section and the “Covered Services and Supplies” on or as required by
law. >

N
Chiropractic Services d)

This Plan does not cover Chiropractic Services, except as descrin@in this £OC in the “Schedule of
Benefits and Copayments” section and the “Covered Service{%% Supplies” section or as required by

law. .
aw . ox@
Clinical Trials .2

This Plan does not cover clinical trials, except A ved Clinical Trials as described in this £OC in the
“Covered Services and Supplies” section or a@e uired by law.

Coverage of Approved Clinical Trials doe@'&t include the following:
e The investigational drug, item, deg'é; or service itself;

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

e Drugs, items, devices, services specifically excluded from coverage in this EOC, except for
drugs, items, devi&e}s’,&and services required to be covered pursuant to state and federal law.

e Drugs, items, devyices, and services customarily provided free of charge to a clinical trial participant
by the rese ponsor.

This exclus'@does not limit, prohibit, or modify a Member’s rights to the Experimental Services or
Investi 'h&al Services independent review process as described in this EOC in the “General
ProvigiQns” section or to the Independent Medical Review (IMR) from the Department of Managed
]%@1 Care (DMHC) as described in this 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 this FOC 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
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other treatment of hair loss or hair growth except as described in this EOC in the “Covered Services and
Supplies” section, or as required by law.

This exclusion does not apply to the following:

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

e Reconstructive surgery as described in this EOC in the “Covered Services and Supplies” section?y

<

e For gender dysphoria, reconstructive surgery of primary and secondary sex characteristics $6)
improve function, or create a normal appearance to the extent possible, for the gender wi% hich a
Member identifies, in accordance with the standard of care as practiced by Physiciar\ﬁe ializing in
reconstructive surgery who are competent to evaluate the specific clinical issues iftyolved in the care
requested as described in this EOC in the “Covered Services and Supplies” section.

‘b’
Custodial or Domiciliary Care Qg’

This Plan does not cover custodial care, which involves assistance with&cﬁ%ﬁes 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 areprdinarily self-administered, except
as described in this £OC in the “Covered Services and Supplies%@ction or as required by law.

This exclusion does not apply to the following: \,&

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

e Assistance with activities of daily living that(ﬁ'rovided as part of covered hospice, skilled nursing
facility, or inpatient hospital care. b,

e Custodial care provided in a healthcar@ility.

O

Dental Services O

This Plan does not cover denta ices or supplies, except as described in this £OC in the “Covered
Services and Supplies” sectignbr as required by law.

Dietary or Nutrit%ﬂ‘a?Supplements

This Plan does n: QWer dietary or nutritional supplements, except as described in this EOC in the
“Covered Servi nd Supplies” section or as required by law.

Disposa@ggupplies for Home Use

does not cover disposable supplies for home use, such as bandages, gauze, tape, antiseptics,
gs, diapers, and incontinence supplies, except as described in this 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 this
EOC in the “Covered Services and Supplies” section or as required by law.
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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.

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 A
2. The efficacy and safety of such services in human subjects are not yet established; and 04
3. The service is not in wide usage. 30

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

1. Reference to relevant federal regulations, such as those contained in Title 42, C ®\of Federal
Regulations, Chapter IV (Health Care Financing Administration) and Title Zb%de of Federal

N

2. Consultation with provider organizations, academic and professional Qﬁists pertinent to the
specific service;

Regulations, Chapter I (Food and Drug Administration);

3. Reference to current medical literature. . 40

Experimental Service or Investigational Service and you m | the qualifications set out below, the

>
However, if the Plan denies or delays coverage for your requeg@‘service on the basis that it is an
Plan must provide an external, independent review. '(}\

Qualifications
1. You must have a Life-Threatening or Serlajb%eblhtatmg condition.

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

3. Either (a) your Health Car Vlder who has a contract with or is employed by the Plan, has

recommended a drug, %@%& procedure, or other therapy that the Health Care Provider certifies in
writing is likely to be-fBor€ 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 gﬁprea of practice appropriate to treat your condition, has requested a therapy that
based on t cuments from acceptable medical and scientific evidence, is likely to be more
beneficia % you than any available standard therapy.

e

4. en denied coverage by the Plan for the recommended or requested service.

5. If«get for the Plan’s determination that the recommended or requested service is an Experimental
Q rV10e or Investigational Service, it would be covered.

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
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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) N

This exclusion does not limit, prohibit, or modify a Member’s rights to an IMR from the DMHC as<}»
described in this EOC in the “General Provisions” section. In certain circumstances, you do not e to
participate in the Plan’s grievance or appeals process before requesting an IMR of denials fo
Experimental Services or Investigational Services. In such cases you may 1mmed1ately co 'Q the
DMHC to request an IMR of this denial. See the “General Provisions™ section.

@
Vision Care ‘D'%
This Plan does not cover vision services, except as described in this EOC in Covered Services and
Supplies” section or as required by law. ‘D‘Q

N
<

Hearing Aids

This Plan does not cover hearing aids, except as described in thi ' C in the “Covered Services and
Supplies” section or as required by law. %&Q

Immunizations N

travel or occupational purposes, except as descripee'in this EOC in the “Covered Services and Supplies”

This Plan does not cover non-Medically Necessa ;e&)n preventive immunizations solely for foreign
section or as required by law.

Nonlicensed or Noncertified Pr Vl‘a‘ers

This Plan does not cover treatmentsé{*s rvices rendered by a nonlicensed or noncertified Health Care
Provider, except as described m\}gs EOC in the “Covered Services and Supplies” section or as required
by law. o

This exclusion does not W&o Medically Necessary Treatment of a Mental Health or Substance Use
Disorder furnished or/delwered by, or under the direction of, a Health Care Provider acting within the
scope of practice ofﬁ@provider’s license or certification under applicable state law.

Prescripti %q}rugs/Outpatlent Prescription Drugs

The Plan- ot cover the following Prescription Drugs, except as described in this EOC in the
“Cover ervices and Supplies” section or as required by law:

OQWhen 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.
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e 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 illness or medical conditions affecting memory, including, but not limited to, treatment of the
conditions or symptoms of dementia or Alzheimer’s disease.

e When prescribed solely for the purpose of losing weight, except when Medically Necessary for t%,
treatment of obesity. Enrollment in a comprehensive weight loss program, if covered by the Pldiibd
may be required for a reasonable period of time prior to or concurrent with receiving the P}r{/@r ption
Drug.

e When prescribed solely for the purpose of shortening the duration of the common co}ﬁ

e Prescription Drugs available over the counter or for which there is an over-the-c er equivalent
(the same active ingredient, strength, and dosage form as the Prescription D his exclusion does

not apply to: A

o Insulin, QC?O

o Over-the-counter drugs as covered under preventive services, e.@»%ver—the—counter FDA-
approved contraceptive drugs), 40

o Over-the-counter drugs for reversal of an opioid overdos¢$

o An entire class of Prescription Drugs when one drpg,gérhin that class becomes available over the

counter. . Q\
e Replacement of lost or stolen drugs. (/Q\

e Drugs when prescribed by non-contracting preyiders for non-covered procedures and which are not
authorized by a plan or a plan provider, e)@pt when coverage is otherwise required in the context of
Emergency Services and Care. ‘@0

Private Duty Nursing '{,4)

This Plan does not cover private nursing in the home, hospital, or long-term care facility, except as
described in this £EOC in the ‘E€9vered Services and Supplies” section or as required by law.

Personal or Comfor&@tems

This Plan does not 1 personal or comfort items, such as internet, telephones, personal hygiene items,
food delivery s s, or services to help with personal care, except as required by law.
Reversglc?&’oluntary Sterilization

This Pl@oes not cover reversal of voluntary sterilization, except for Medically Necessary treatment of
med@ complications, except as required by law.

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 this FOC in the “Surrogacy Arrangements” provision in
the “General Provisions” section or as required by law.
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Therapies

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

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

e Training or therapy for the treatment of learning disabilities or behavioral problems; N
e Social skills training or therapy; and 04‘@
e Vocational, educational, recreational, art, dance, music, or reading therapy. Q'{/

Routine Physical Examination N

The Plan does not cover physical examinations for the sole purpose of travel, insur%é, licensing,
employment, school, camp, court-ordered examinations, pre-participation examifidtion for athletic
programs, or other non-preventive purpose, except as described under this £ n the “Covered
Services and Supplies” section or as required by law. ‘D‘Q

N
Travel and Lodging 40

This Plan does not cover transportation, mileage, lodging, meal "&fd other Member-related travel costs,
except for licensed ambulance or psychiatric transport as de ﬁ@t d in this EOC in the “Covered
Services and Supplies” section, as otherwise described 1n‘t.@ OC in the “Covered Services and
Supplies” section or as required by law. Q

Weight Control Programs and Exerc1se® ﬁé\rams

This Plan does not cover weight control progr@ls and exercise programs, except as described in this
EOC in the “Covered Services and Suppli%g’section or as required by law.
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GENERAL PROVISIONS

When the Plan Ends

The Group Service Agreement specifies how long this Plan remains in effect.

If you are totally disabled on the date that the Group Service Agreement is terminated, benefits WM(D‘
continue according to the “Extension of Benefits” portion of the “Eligibility, Enrollment and ,
Termination” section. Q&

Q,

When the Plan Changes
Subject to notification and according to the terms of the Group Service Agreememdy the Group has the
éi

right to terminate this Plan or to replace it with another plan with different te
is not limited to, changes or termination of specific benefits, exclusions a&@l

This may include, but
bility provisions.

Health Net has the right to modify this Plan, including the right to ch §subscription charges
according to the terms of the Group Service Agreement. Notice of mdodification will be sent to the
Group. Except as required under the “Eligibility, Enrollment an. rmination” section, “When
Coverage Ends” regarding termination for nonpayment, Heal&lﬂ et will not provide notice of such
changes to Plan Subscribers unless it is required to do so by=taw. The Group may have obligations under
state or federal law to provide notification of these cha to Plan Subscribers.

If you are confined in a Hospital when the Group @e Agreement is modified, benefits will continue
as if the Plan had not been modified, until you a scharged from the Hospital.

Form or Content of the Plan: No agent or Qloyee of Health Net is authorized to change the form or
content of this Plan. Any changes can be made only through an endorsement authorized and signed by
an officer of Health Net. 4)

S

Members’ Rights, Responsibilities and Obligations Statement

Health Net is committed t @?@ting Members in a manner that respects their rights, recognizes their
specific needs and maintajffs a mutually respectful relationship. In order to communicate this
commitment, Heal @t has adopted these Members’ rights and responsibilities. These rights and
responsibilities a to Members’ relationships with Health Net, its contracting practitioners and
providers, and ﬁmother health care professionals providing care to its Members.

As a Mefabéers you have a right to:
. %@elve information about your rights and responsibilities.

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

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.

Receive timely and geographically accessible health care.

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

Have an appointment with a Health Care Provider outside of your Plan’s network whe ,{’r Plan
cannot provide timely access to care with an in-network Health Care Provider. Q

Certain accommodations for your disability, including: @\
o Equal access to medical services, which includes accessible examination FBQ@S 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 Wl ies.

o Extra time for visits if you need it. 0\
o Taking your service animal into exam rooms with you. \,4
Purchase health insurance or determine Medi-Cal eligibil{(&%rough the California Health Benefit

Exchange, Covered California. R
oY
Receive considerate and courteous care and be t{@@? with respect and dignity.

Receive culturally competent care, including b@ ot limited to:
o Trans-Inclusive Health Care, which in&lt@s all Medically Necessary services to treat gender
dysphoria or intersex conditions.

o To be addressed by your prefe%d@ame and pronoun.

Receive from your Health Care b der, upon request, all appropriate information regarding your
health problem or medical ttion, treatment plan, and any proposed appropriate or Medically
Necessary treatment alte es. This information includes available expected outcomes
information, regardless %ost or benefit coverage, so you can make an informed decision before
you receive treatment

Participate wit r Health Care Providers in making decisions about your health care, including
giving infoy@ consent when you receive treatment. To the extent permitted by law, you also have
se treatment.

the right ‘ggr
A discuission of appropriate or Medically Necessary treatment options for your condition, regardless
of or benefit coverage.

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

Receive certain preventive health services, including many without a co-pay, co-insurance, or
deductible.

Have no annual or lifetime dollar limits on basic health care services.
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Keep eligible dependent(s) on your Plan.

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

Protection from illegal balance billing by a Health Care Provider.

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

Expect your Plan to keep your personal health information private by following its privacy poli(("b};s,’
and state and federal laws.

: : : : : @)
Ask most Health Care Providers for information regarding who has received your perso@ealth
information. Q

Ask your Plan or your doctor to contact you only in certain ways or at certain loc&' ns.
Have your medical information related to sensitive services protected. Q

Get a copy of your records and add your own notes. You may ask your deé{or or health plan to
change information about you in your medical records if it is not corre¢€dt"complete. Your doctor or
health plan may deny your request. If this happens, you may add a s%&'ment to your file explaining
the information. ) 40

Have an interpreter who speaks your language at all points Qg%ntact when you receive health care

services. &ﬁ
Have an interpreter provided at no cost to you. | Q\%
Receive written materials in your preferred lan, ;@} where required by law.

Have health information provided in a usableéﬁmat if you are blind, deaf, or have low vision.

Request continuity of care if your Healt re Provider or medical group leaves your Plan or you are
a new Plan Member.

o
Have an Advanced Health Care 8@‘@6.

Be fully informed about yo&rgﬂm’s grievances procedure and understand how to use it without fear
of interruption to your healtfrcare.

File a complaint, grig , or appeal in your preferred language about:
o Your Plan or @a Care Provider.

o Any care @/feceive, or access to care you seek.

(o)

o Anyc \g{ed service or benefit decision that your Plan makes.
'Q&f%proper charges or bills for care.

ny allegations of discrimination on the basis of gender identity or gender expression, or for

o)
Q@ 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.
Know why your Plan denies a service or treatment.

Contact the Department of Managed Health Care if you are having difficulty accessing health care
services or have questions about your Plan.
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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 y@}y’
get appropriate care. 4

e Participate in developing mutually agreed-upon treatment goals with your Health Care Providers f‘ngIIow
the treatment plans and instructions to the degree possible. 'QQ

e To the extent possible, keep all scheduled appointments, and call your Health Care Provi%r@'you may be
late or need to cancel. &

e Refrain from submitting false, fraudulent, or misleading claims or information to yo$‘p| or Health Care
Providers.

e Notify your Plan if you have any changes to your name, address, or family\rp@bers covered under your Plan.
e Timely pay any premiums, copayments, and charges for non-covered s@/ices.

e Notify your Plan as soon as reasonably possible if you are billed ima'gpropriately.

Grievance, Appeals, Independent Medical Review and
Arbitration

Grievance Procedures >

Appeal, complaint or grievance means any, djssatisfaction expressed by you or your representative
concerning a problem with Health Net, &dical provider or your coverage under this EOC, including
an adverse benefit determination as sef forth under the Affordable Care Act (ACA). An adverse benefit
determination, as applicable to thi@oup health plan, means a decision by Health Net to deny, reduce,
terminate or fail to pay for all O&rt of a benefit that is based on:

e Determination of an in& rdual's eligibility to participate in this Health Net Plan; or
e Determination tha@%eneﬁt is not covered; or

o Determinatio@naﬁ a benefit is Experimental, Investigational, or not Medically Necessary or

appropriateq/

If you are Q@tisﬁed with efforts to solve a problem with Health Net or your Physician Group, before
filing a itration proceeding, you must first file a grievance or appeal against Health Net by calling
the Cystomer Contact Center at 1-888-893-1572 or by submitting a Member Grievance Form through
the Héalth Net website at www.healthnet.com. You may also file your complaint in writing by sending
information to:

Health Net

Appeals and Grievance Department
P.O. Box 10348

Van Nuys, CA 91410-0348
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If your concern involves the chiropractic or acupuncture program, call the Health Net Customer Contact
Center at 1-888-893-1572 or write to:

Health Net

Appeals and Grievance Department

P.O. Box 10348

Van Nuys, CA 91410-0348 \ -

For grievances filed for reasons other than cancellation or nonrenewal of coverage, you must ﬁl@ur
grievance or appeal with Health Net within 365 calendar days following the date of the incidenfor
action that caused your grievance. For grievances filed regarding cancellation or nonrene\@f
coverage, you must file your grievance with Health Net within 180 days of the terminatigi hotice.

Please include all information from your Health Net identification card and the detai@f the concern or

problem. ‘?0

0
We will: A

e For grievances filed for reasons other than cancellation or nonrenewals0f coverage, confirm in
writing within five calendar days that we received your request. For grievances filed regarding
cancellation, rescission or nonrenewal of coverage, confirm in wiiting within three calendar days
that we received your request. Y

e For grievances filed for reasons other than cancellation Iéonrenewal of coverage, review your
complaint and inform you of our decision in writing within 30 days from the receipt of the
grievance. For conditions where there is an immediafe ‘and serious threat to your health, including
severe Pain, or the potential for loss of life, li @najor bodily function exists, Health Net must
notify you of the status of your grievance no )%5! than three days from receipt of the grievance. For
urgent grievances, Health Net will immediately notify you of the right to contact the Department of
Managed Health Care. There is no requifement that you participate in Health Net’s grievance or
appeals process before requesting | ROfor denials based on the investigational or experimental
nature of the therapy. In such cas%au may immediately contact the Department of Managed
Health Care to request an IMR&@‘[ e denial.

Department of Managed H Care for assistance or to request an Independent Medical Review, or
you may initiate binding@l ation, as described below. Binding arbitration is the final process for the
resolution of disputes(o

If you continue to be dissatisfi;@fter the grievance procedure has been completed, you may contact the

Independenh@dical Review of Grievances Involving a Disputed Health Care
Service QO

You mayxéquest an Independent Medical Review (IMR) of disputed Health Care Services from the
Deparmient of Managed Health Care (Department) if you believe that Health Care Services eligible for
coyérage and payment under your Health Net Plan have been improperly denied, modified or delayed by
Health Net or one of its contracting providers. A “Disputed Health Care Service” is any Health Care
Service eligible for coverage and payment under your Health Net Plan that has been denied, modified or
delayed by Health Net or one of its contracting providers, in whole or in part because the service is not
Medically Necessary.

The IMR process is in addition to any other procedures or remedies that may be available to you. You
pay no application or processing fees of any kind for IMR. You have the right to provide information in



Page 104 General Provisions

support of the request for IMR. Health Net will provide you with an IMR application form and

Health Net’s grievance response letter that states its position on the Disputed Health Care Service. A
decision not to participate in the IMR process may cause you to forfeit any statutory right to pursue legal
action against Health Net regarding the Disputed Health Care Service.

Eligibility

Your application for IMR will be reviewed by the Department to confirm that it meets all the ehglb&r
requirements of the law for IMR which are set out below: O

1. Your provider has recommended a Health Care Service as Medically Necessary; you ha 'geceived
urgent or Emergency Services and Care that a provider determined to have been Med'&é?
Necessary; or in the absence of the provider recommendation, you have been see }sba' ealth Net
Member Physician for the diagnosis or treatment of the medical condition for w. h you seek IMR;

2. The Disputed Health Care Service has been denied, modified or delayed by Net or one of its
contracting providers, based in whole or in part on a decision that the He Care Service is not
Medically Necessary; and

3. You have filed a grievance with Health Net and the disputed dem%)n 18 upheld by Health Net or the
grievance remains unresolved after 30 days. Within the next six<months, you may apply to the
Department for IMR or later, if the Department agrees toe the application deadline. If your
grievance requires expedited review you may bring it imafediately to the Department’s attention.
The Department may waive the requirement that you fs@bw Health Net’s grievance process in
extraordinary and compelling cases. A

If your case is eligible for IMR, the dispute will b mitted to a medical Specialist who will make an
independent determination of whether or not the@dre is Medically Necessary. You will receive a copy of
the assessment made in your case from the H\@. If the IMR determines the service is Medically
Necessary, Health Net will provide the Di@ed Health Care Service. If your case is not eligible for
IMR, the Department will advise you of{your alternatives.

For nonurgent cases, the IMR orgar@'&tion designated by the Department must provide its determination
within 30 days of receipt of the%qgo ication for review and the supporting documents. For urgent cases
involving imminent and serio;@, reat to your health, including, but not limited to, serious Pain, the
potential loss of life, limb ajor bodily function or the immediate and serious deterioration of your
health, the IMR organiza{ion must provide its determination within three business days.

For more informati garding the IMR process, or to request an application form, please call the
Customer Cont enter at the telephone number on your Health Net ID card or visit our website at
www.healthnet.

Indep ddent Medical Review of Investigational or Experimental Therapies

Hea@l et does not cover experimental or investigational drugs, devices, procedures or therapies.

ever, if Health Net denies or delays coverage for your requested treatment on the basis that it is an
Experimental or an Investigational and you meet the eligibility criteria set out below, you may request
an Independent Medical Review (IMR) of Health Net’s decision from the Department of Managed
Health Care. The Department does not require you to participate in Health Net’s grievance system or
appeals process before requesting IMR of denials based on the investigational or experimental nature of
the therapy. In such cases you may immediately contact the Department to request an IMR of this
denial.
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Eligibility
1. You must have a Life-Threatening or Seriously Debilitating condition.

2. Your Physician must certify to Health Net 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 and there is no more beneficial therapy covered by Health Net.

3. Your Physician must certify that the proposed Experimental or Investigational therapy is likely t;bé
more beneficial than available standard therapies or, as an alternative, you submit a request
therapy that, based on documentation you present from the medical and scientific evidenc likely
to be more beneficial than available standard therapies.

4. You have been denied coverage by Health Net for the recommended or requested&&égpy.

If not for Health Net’s determination that the recommended or requested treatn@&@ is an
Experimental Service or an Investigational Service, it would be covered. Qibl

If Health Net denies coverage of the recommended or requested therapy w meet the eligibility
requirements, Health Net will notify you within five business days of it\\y ision and your opportunity
to request external review of Health Net’s decision through IMR. H}z%h et will provide you with an
application form to request an IMR of Health Net’s decision. The- process is in addition to any
other procedures or remedies that may be available to you. You(gb no application or processing fees of
any kind for IMR. You have the right to provide information@support of your request for IMR. If your
Physician determines that the proposed therapy should bet 'fOpromptly, you may request expedited
review and the experts on the IMR panel will render a de&ion within seven days of your request. If the
IMR panel recommends that Health Net cover the mended or requested therapy, coverage for the
services will be subject to the terms and conditio &enerally applicable to other benefits to which you
are entitled. A decision not to participate in thg IMR process may cause you to forfeit any statutory right
to pursue legal action against Health Net re&ng the denial of the recommended or requested therapy.

For more information, please call the C st(gmer Contact Center at the telephone number on your
Health Net ID card or visit our web%& www.healthnet.com.
X0

Department of Managed Health Care

e{;ﬁoqﬁ\/lanaged Health Care is responsible for regulating health care service
plans. If you have a gfigvance against your health plan, you should first telephone Health Net at (1-800-
522-0088) and us&% health plan’s grievance process before contacting the department. Utilizing this
grievance proc?elﬁ 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, a grievance that has not been
satisfactqrng olved by your health plan, or a grievance that has remained unresolved for more than 30
days, theqou may call the department for assistance. You may also be eligible for an Independent
Mediegh Review (IMR). If you are eligible for IMR, the IMR process will provide an impartial review of
u%]@al 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

The California Departm
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impaired. The department's internet website www.dmhc.ca.gov has complaint forms, IMR application
forms and instructions online.

Binding Arbitration

As a condition to becoming a Health Net Member, YOU AGREE TO SUBMIT ALL DISPUTES
RELATING TO OR ARISING OUT OF YOUR HEALTH NET MEMBERSHIP TO FINAL N
BINDING ARBITRATION, EXCEPT AS THOSE DESCRIBED BELOW AND YOU AGRE®»
NOT TO PURSUE ANY CLAIMS ON A CLASS ACTION BASIS. Likewise, Health Net es to
arbitrate all such disputes. This mutual agreement to arbitrate disputes means that bot ézou and
Health Net are bound to use binding bilateral arbitration as the final means of resolv isputes
that may arise between the parties, and thereby the parties agree to forego any ey may
have to a jury trial on such disputes. However, no remedies that otherwise would léivallable to
either party in a court of law will be forfeited by virtue of this agreement to use a @e bound by Health
Net’s binding arbitration process. This agreement to arbitrate shall be enforced@&’n if a party to the
arbitration is also involved in another action or proceeding with a third part‘b ing out of the same
matter.

Sometimes disputes or disagreements may arise between you (includifig your enrolled Family Members,
heirs or personal representatives) and Health Net regarding the co; ction, interpretation, performance
or breach of this Evidence of Coverage or regarding other mat 9¢Ela‘[ing to or arising out of your
Health Net membership. Typically, such disputes are han@l%&% resolved through the Health Net
Grievance, Appeal and Independent Medical Review progcgss described above, and you must attempt to
resolve your dispute by utilizing that process before ingtituting arbitration. However, in the event that a
dispute is not resolved in that process, Health Net inding bilateral arbitration as the final method
for resolving all such disputes, whether stated in4Qrt, contract or otherwise, and whether or not other
parties such as employer groups, Health Care oviders or their agents or employees, are also involved.
In addition, disputes with Health Net inv %@g alleged professional liability or medical malpractice (that
is, whether any medical services rendered were unnecessary or unauthorized or were improperly,
negligently or incompetently rendere{%so must be submitted to binding arbitration.

the parties. The Federal Arbitratton Act, 9 U.S.C. § 1, et seq., will govern arbitrations under this process.
In the event that the total a nt of damages claimed is $500,000 or less, the parties shall, within 30
days of submission of t @érnand for arbitration to Health Net, appoint a mutually acceptable single
neutral arbitrator w (@mll hear and decide the case and have no jurisdiction to award more than
$500,000. In the that total amount of damages is over $500,000, the parties shall, within 30 days
of submission ¢ demand for arbitration to Health Net, appoint a mutually acceptable panel of three
neutral arbltr@rs (unless the parties mutually agree to one arbitrator), who shall hear and decide the

case. &

If the 1es fail to reach an agreement during this time frame, then either party may apply to a Court of
(‘Q@etent Jurisdiction for appointment of the arbitrator(s) to hear and decide the matter.

Health Net’s binding arbitrati0§ ess is conducted by mutually acceptable arbitrator(s) selected by
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Arbitration can be initiated by submitting a demand for arbitration to Health Net at the address provided
below. The demand must have a clear statement of the facts, the relief sought and a dollar amount.

Health Net of California

Attention: Legal Department

P.O. Box 4504

Woodland Hills, CA 91365-4504 \ -

The arbitrator is required to follow applicable state or federal law. The arbitrator may interpret t

of law. At the conclusion of the arbitration, the arbitrator will issue a written opinion an. ard setting
forth findings of fact and conclusions of law. The award will be final and binding oné'bparties except to
the extent that state or federal law provides for judicial review of arbitration proc é@wgs.

The parties will share equally the arbitrator's fees and expenses of administra ion"involved in the
arbitration. Each party also will be responsible for their own attorneys’ feesg&acases of extreme
hardship to a Member, Health Net may assume all or a portion of a Memb@t's share of the fees and
expenses of the arbitration. Upon written notice by the Member requesting a hardship application,
Health Net will forward the request to an independent professiona ﬂ;spute resolution organization for a
determination. Such request for hardship should be submitted tqﬁﬁe Legal Department at the address
provided above. X

Members who are enrolled in an employer’s plan that is ?:ct to ERISA, 29 U.S.C. § 1001 et seq., a
federal law regulating benefit plans, are not required bmit disputes about certain “adverse benefit
determinations” made by Health Net to mandato ding arbitration. Under ERISA, an “adverse
benefit determination” means a decision by Healfly Net to deny, reduce, terminate or not pay for all or a
part of a benefit. However, you and Health N@may voluntarily agree to arbitrate disputes about these
“adverse benefit determinations” at the tilyﬁ%e dispute arises.

Involuntary Transfer to Ano&feﬁ Primary Care Physician or Contracting Physician
Group ‘D&

Health Net has the right to t@aer you to another Primary Care Physician or contracting Physician
Group under certain circupstances. The following are examples of circumstances that may result in
involuntary transfer:

e Refusal to Fo Treatment: You may be involuntarily transferred to an alternate Primary Care
Physician sician Group if you continually refuse to follow recommended treatment or
established procedures of Health Net, the Primary Care Physician or the contracting Physician

Gro KQ
e H Net will offer you the opportunity to develop an acceptable relationship with another Primary

Q@\re Physician at the contracting Physician Group, or at another contracting Physician Group, if
available. A transfer to another Physician Group will be at Health Net’s discretion.

e Disruptive or Threatening Behavior: You may be involuntarily transferred to an alternate Primary
Care Physician or Physician Group if you repeatedly disrupt the operations of the Physician Group
or Health Net to the extent that the normal operations of either the Physician’s office, the contracting
Physician Group or Health Net are adversely impacted.
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e Abusive Behavior: You may be involuntarily transferred to an alternate Primary Care Physician or
Physician Group if you exhibit behavior that is abusive or threatening in nature toward the Health
Care Provider, their office staff, the contracting Physician Group or Health Net personnel.

e Inadequate Geographic Access to Care: You may be involuntarily transferred to an alternate Primary
Care Physician or contracting Physician Group if it is determined that neither your residence nor
place of work are within reasonable access to your current Primary Care Physician. \ -

Other circumstances may exist where the treating Physician or Physicians have determined that th.ér is
an inability to continue to provide you care because the patient-Physician relationship has bee
compromised to the extent that mutual trust and respect have been impacted. In the U.S., t eg ating
Physicians and contracting Physician Group must always work within the code of ethics gStablished
through the American Medical Association (AMA). (For information on the AMA codg of ethics, please
refer to the American Medical Association website at http://www.ama-assn.org). l@??the code of
ethics, the Physician will provide you with notice prior to discontinuing as your fi@ating Physician that
will enable you to contact Health Net and make alternate care arrangements. D

Health Net will conduct a fair investigation of the facts before any invo w@y transfer for any of the
above reasons is carried out.

Technology Assessment >

New technologies are those procedures, drugs or devices th Kﬁave recently been developed for the
treatment of specific diseases or conditions or are new apghcations of existing procedures, drugs or
devices. New technologies are considered InvestigatiomalServices or Experimental Services during
various stages of clinical study as safety and effectivehess are evaluated and the technology achieves
acceptance into the medical standard of care. Th hnologies may continue to be considered
investigational or experimental if clinical studixhas not shown safety or effectiveness or if they are not
considered standard care by the appropriat dical specialty. Approved technologies are integrated into
Health Net benefits.

Health Net determines whether newcéc ologies should be considered medically appropriate, or
Investigational Services or Experithental Services, following extensive review of medical research by
appropriately specialized Physicians. Health Net requests review of new technologies by an
independent, expert medlca viewer in order to determine medical appropriateness or investigational or
experimental status of a nology or procedure.

The expert medlcawﬁq wer also advises Health Net when patients require quick determinations of
coverage, whe is no guiding principle for certain technologies or when the complexity of a

patient’s medl ondition requires expert evaluation. If Health Net denies, modifies or delays coverage
ed treatment on the basis that it is an Experimental Service or an Investigational Service,

%@&ed Health Care Service” above in this “General Provisions” section for additional details.

Medical Malpractice Disputes

Health Net and the Health Care Providers that provide services to you through this Plan are each
responsible for their own acts or omissions and are ordinarily not liable for the acts or omissions or costs
of defending others.
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Recovery of Benefits Paid by Health Net

WHEN YOU ARE INJURED

If you are ever injured through the actions of another person or yourself (responsible party), Health Net
will provide benefits for all Covered Benefits that you receive through this Plan. However, if you
receive money or are entitled to receive money because of your injuries, whether through a settlement, *
judgment or any other payment associated with your injuries, Health Net or the medical providers.t@éin
the right to recover the value of any services provided to you through this Plan.

As used throughout this provision, the term responsible party means any party actually o thlally
responsible for making any payment to a Member due to a Member’s injury, illness o &tlon The
term responsible party includes the liability insurer of such party or any insurance 00@: age.

Some examples of how you could be injured through the actions of a responsibl y are:
e You are in a car accident; or ‘Q%
e You slip and fall in a store. \(D‘

Health Net’s rights of recovery apply to any and all recoveries ma_tdﬂl@ you or on your behalf from the
following sources, including but not limited to: \}

e Payments made by a third party or any insurance compa%géon behalf of a third party;
e Uninsured or underinsured motorist coverage; . &

e Personal injury protection, no fault or any oth party coverage;

e Workers Compensation or Disability av:;@ébsdﬂement;

e Medical payments coverage under any
coverage, umbrella coverage; and

mobile policy, premises or homeowners’ insurance

e Any other payments from any 0@& ource received as compensation for the responsible party’s
actions.

By accepting benefits under b&Plan you acknowledge that Health Net has a right of reimbursement
that attaches when this P1 s paid for health care benefits for expenses incurred due to the actions of
a responsible party ar%}&u or your representative recovers or is entitled to recover any amounts from a
responsible party.

Under Cahformaygv Health Net’s legal right to reimbursement creates a health care lien on any
recovery

By acc benefits under this Plan, you also grant Health Net an assignment of your right to recover
medic e&(penses from any medical payment coverage available to the extent of the full cost of all
vered Benefits provided by the Plan and you specifically direct such medical payments carriers to
tfectly reimburse the Plan on your behalf.
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STEPS YOU MUST TAKE

If you are injured because of a responsible party, you must cooperate with Health Net's and the medical
providers' efforts to obtain reimbursement, including:

e Telling Health Net and the medical providers the name and address of the responsible party, if you
know it, the name and address of your lawyer, if you are using a lawyer, the name and address of
any insurance company involved with your injuries and describing how the injuries were caused‘bt ‘

e Completing any paperwork that Health Net or the medical providers may reasonably requir@a assist
in enforcing the lien;

e Promptly responding to inquiries from the lienholders about the status of the case andb&y settlement
discussions; @\

e Notifying the lienholders immediately upon you or your lawyer receiving anyﬁ@hey from the
responsible parties, any insurance companies, or any other source;

e Pay the health care lien from any recovery, settlement or judgment, o c@f%source of compensation
and all reimbursement due Health Net for the full cost of benefits paid-under the Plan that are
associated with injuries through a responsible party regardless of, whether specifically identified as
recovery for medical expenses and regardless of whether you&msp made whole or fully compensated
for your loss. &‘b

"
¢ Do nothing to prejudice Health Net's rights as set forth@ove. This includes, but is not limited to,
refraining from any attempts to reduce or exclude ﬁ;@ settlement or recovery the full cost of all
benefits paid by the Plan; and ,(/Q

e Hold any money that you or your lawyer rec from the responsible parties or, from any other
source, in trust and reimbursing Health N@and the medical providers for the amount of the lien as
soon as you are paid. Q

How the Amount of Your Regtﬁ%ursement is Determined

The following section is not a h&ble to Workers’ Compensation liens and may not apply to certain
ERISA plans, Hospital liens, &dicare plans and certain other programs and may be modified by written
agreement.*

%)
Your reimbursement alth Net or the medical provider under this lien is based on the value of the
services you receive)afid the costs of perfecting this lien. For purposes of determining the lien amount,
the value of the-sétVices depends on how the provider was paid and, as summarized below, will be
calculated in @mrdance with California Civil Code, Section 3040, or as otherwise permitted by law.

o Theé'@nt of the reimbursement that you owe Health Net or the Physician Group will be reduced
by the"percentage that your recovery is reduced if a judge, jury or arbitrator determines that you were
@ﬁ)nsible for some portion of your injuries.

oQThe amount of the reimbursement that you owe Health Net or the Physician Group will also be
reduced a prorated share for any legal fees or costs that you paid from the money you received.

e The amount that you will be required to reimburse Health Net or the Physician Group for services
you receive under this Plan will not exceed one-third of the money that you receive if you do engage
a lawyer, or one-half of the money you receive if you do not engage a lawyer.
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*  Reimbursement related to Workers” Compensation benefits, ERISA plans, Hospital liens,
Medicare and other programs not covered by California Civil Code, Section 3040 will be
determined in accordance with the provisions of this Evidence of Coverage and applicable law.

Surrogacy Arrangements

A Surrogacy Arrangement is an arrangement in which a woman agrees to become pregnant and to @y
the child for another person or persons who intend to raise the child. 3

Your Responsibility for Payment to Health Net 'Q

If you enter into a surrogacy arrangement, you must pay us for Covered Benefits you c@ve related to
conception, pregnancy, or delivery in connection with that arrangement (“Surrogacy &¢alth Services”),

except that the amount you must pay will not exceed the payments you and/or a our Family
Members are entitled to receive under the surrogacy arrangement. You also a to pay us for the
Covered Benefits that any child born pursuant to the surrogacy arrangeme ives at the time of birth

or in the initial Hospital stay, except that if you provide proof of valid ingurance coverage for the child
in advance of delivery or if the intended parents make payment arrangements acceptable to Health Net
in advance of delivery, you will not be responsible for the payme{& the child’s medical expenses.

Assignment of Your Surrogacy Payments (ﬁ{b

By accepting Surrogacy Health Services, you automaticallyassign to us your right to receive payments
that are payable to you or your chosen payee under t rrogacy arrangement, regardless of whether
those payments are characterized as being for me expenses. To secure our rights, we will also have
a lien on those payments and/or any escrow accopnt or trust established to hold those payments. Those
payments shall first be applied to satisfy our lign. The assignment and our lien will not exceed the total
amount of your obligation to us under the preceding paragraph.

Duty to Cooperate O’QA)

Within 30 days after entering int@)a surrogacy arrangement, you must send written notice of the
arrangement, including the nages and addresses of the other parties to the arrangement to include any
escrow agent or trustee, a opy of any contracts or other documents explaining the arrangement as
well as the account nymber for any escrow account or trust, to:

Surrogacy Thi @arty Liability — Product Support
The Rawli ompany
One Eden<Paftkway
LaGra Y 40031-8100
Sl

You n@st complete and send us all consents, releases, authorizations, lien forms, and other documents
thaat Gte reasonably necessary for us to determine the existence of any rights we may have under this
“Stirrogacy Arrangements” provision and/or to determine the existence of (or accounting for funds
contained in) any escrow account or trust established pursuant to your surrogacy arrangement and to
satisfy Health Net’s rights.

You must do nothing to prejudice the health plan’s recovery rights.
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You must also provide us the contact and insurance information for the persons who intend to raise the
child and whose insurance will cover the child at birth.

You may not agree to waive, release, or reduce our rights under this provision without our prior, written
consent. If your estate, parent, guardian, or conservator asserts a claim against a third party based on the
surrogacy arrangement, your estate, parent, guardian, or conservator and any settlement or judgment
recovered by the estate, parent, guardian, or conservator shall be subject to our liens and other rightsio
the same extent as if you had asserted the claim against the third party. We may assign our rights t&o’bt
enforce our liens and other rights.

Relationship of Parties

Contracting Physician Groups, Member Physicians, Hospitals and other Health Carg®roviders are not
agents or employees of Health Net. ‘b‘%

Health Net and its employees are not the agents or employees of any Physici@@roup, Member
Physician, Hospital or other Health Care Provider.

>
All of the parties are independent contractors and contract with each @ to provide you the covered
services or supplies of this Plan. o

»
The Group and the Members are not liable for any acts or om;‘g[s:@\ﬁs of Health Net, its agents or
employees or of Physician Groups, any Physician or Hospi any other person or organization with
which Health Net has arranged or will arrange to provi.dﬁ Covered Benefits of this Plan.

D
Provider/Patient Relationship b’&

Member Physicians maintain a doctor-patien e@fionship with the Member and are solely responsible
for providing professional medical sewices@ﬁpitals maintain a Hospital-patient relationship with the
Member and are solely responsible for pregading Hospital services.

Liability for Charges &o‘

While it is not likely, it is possﬂg@‘that Health Net may be unable to pay a Health Net provider. If this
happens, the provider has ¢ ctually agreed not to seek payment from the Member.

However, this provision;Q,@y applies to providers who have contracted with Health Net. You may be
held liable for the ¢ @f services or supplies received from a noncontracting provider if Health Net
does not pay that@%ﬁider.

This provision dets not affect your obligation to pay any required Copayment or to pay for services and
supplies fh%%s Plan does not cover.
)
Presexiption Drug Liability
91 Net will not be liable for any claim or demand as a result of damages connected with the
manufacturing, compounding, dispensing or use of any Prescription Drug this Plan covers.
Continuity of Care upon Termination of Provider Contract

If Health Net's contract with a Physician Group or other provider is terminated, Health Net will transfer
any affected Members to another contracting Physician Group or provider and make every effort to
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ensure continuity of care. At least 60 days prior to termination of a contract with a Physician Group or
acute care Hospital to which Members are assigned for services, Health Net will provide a written notice
to affected Members. For all other Hospitals that terminate their contract with Health Net, a written
notice will be provided to affected Members within 5 days after the effective date of the contract
termination.

In addition, a Member may request continued care from a provider whose contract is terminated if atthe
time of termination the Member was receiving care from such a provider for: 4@4

e An Acute Condition; ,{,O
e A Serious Chronic Condition not to exceed twelve months from the contract terminatiQ te;
e A pregnancy (including the duration of the pregnancy and immediate postpartum b@r(g,

%)
e Maternal mental health, not to exceed 12 months from the diagnosis or from }B’Q@nd of pregnancy,
whichever occurs later; A

e A newborn up to 36 months of age not to exceed twelve months from tl@%ntract termination date;

e A Terminal Illness (for the duration of the Terminal Illness); or N

<
e A surgery or other procedure that has been authorized by Heq{ et as part of a documented course

of treatment. %)

S
For definitions of Acute Condition, Serious Chronic Cond@i and Terminal Illness see the
“Definitions” section of this Evidence of Coverage. - &

Health Net may provide coverage for completion (&@dces from a provider whose contract has been
terminated, subject to applicable Copayments a y other exclusions and limitations of this Plan and if
such provider is willing to accept the same cohtract terms applicable to the provider prior to the
provider’s contract termination. You must reupuest 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
days of the provider’s date of terrninaQ,‘Bil and you make the request as soon as reasonably possible.

To request continued care, you }\:@L’need to complete a Continuity of Care Request Form. If you would
like more information on how {Orequest continued care, or request a copy of the Continuity of Care
Request Form or of our con@ty of care policy, please contact the Customer Contact Center at the
telephone number on yom{@l alth Net ID card or visit our website at www.healthnet.com.

Contracting nistrators

Health Net ma}%signate or replace any contracting administrator that provides the Covered Benefits of
this Plan. I}@alth Net designates or replaces any administrator and as a result procedures change,
Health léetg ill inform you.

Any inistrator designated by Health Net is an independent contractor and not an employee or agent
alth Net, unless otherwise specified in this Evidence of Coverage.
Decision-Making Authority

Health Net has discretionary authority to interpret the benefits of this Plan and to determine when
services are covered by the Plan.
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Coordination of Benefits

The Member’s coverage is subject to the same limitations, exclusions and other terms of this Evidence of
Coverage whether Health Net is the Primary Plan or the Secondary Plan.

Coordination of Benefits (COB) is a process, regulated by law, that determines financial responsibility
for payment of allowable expenses between two or more group health plans.

Allowable expenses are generally the cost or value of medical services that are covered by two ow@'re
group health plans, including two Health Net Plans. Q

The objective of COB is to ensure that all group health plans that provide coverage to an i idual will
pay no more than 100% of the allowable expense for services that are received. This payient will not
exceed total expenses incurred or the reasonable cash value of those services and supplies when the
group health plan provides benefits in the form of services rather than cash paym%%

Health Net’s COB activities will not interfere with your medical care.

Coordination of benefits is a bookkeeping activity that occurs between th @CEQ{MOS or insurers.
However, you may occasionally be asked to provide information about}o r other coverage.

This Coordination of Benefits (COB) provision applies when a M-erﬂozc)r has health care coverage under
more than one plan. “Plan” is defined below. Y

o
A%h plan will pay as the Primary Plan. The
ility that another plan may cover some
nd may reduce the benefits it pays so that
the total allowable expense. “Allowable

The order of benefit determination rules below determines
Primary Plan that pays first pays without regard to the p
expenses. A Secondary Plan pays after the Primary Pl
payment from all group plans does not exceed 100&
Expense” is defined below. Q>

O

Definitions (D‘Q
The following definitions apply to the s%verage provided under this Subsection only.

A. “Plan”—A “Plan” is any of thq@llowing that provides benefits or services for medical or dental
care or treatment. Howevelgﬁbseparate contracts are used to provide coordinated coverage for
members of a group, theﬁarate contracts are considered parts of the same Plan and there is no
COB among those se contracts.

1. “Plan” incl (@ group insurance, closed panel (HMO, PPO or EPO) coverage or other forms of
group or -type coverage (whether insured or uninsured); Hospital indemnity benefits in
excess 00 per day; medical care components of group long-term care contracts, such as
skilledynursing care.

icare is not included as a “Plan” with which Health Net engages in COB. We do, however,
duce benefits of this Plan by the amount paid by Medicare. For Medicare coordination of
Q@ benefits, please refer to “Government Coverage’ portion of this “General Provisions” section).

2. “Plan” does not include nongroup coverage of any type, amounts of Hospital indemnity
insurance of $200 or less per day, school accident-type coverage, benefits for nonmedical
components of group long-term care policies, Medicare supplement policies, a state plan under
Medicaid or a governmental plan that, by law, provides benefits that are in excess of those of any
private insurance plan or other nongovernmental plan.
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Each contract for coverage under (1) and (2) above is a separate Plan. If a Plan has two parts and
COB rules apply only to one of the two, each of the parts is treated as a separate Plan.

B. Primary Plan or Secondary Plan—The order of benefit determination rules determine whether this
Plan is a “Primary Plan” or “Secondary Plan” when compared to another Plan covering the person.

When this Plan is primary, its benefits are determined before those of any other Plan and without
considering any other plan’s benefits. When this Plan is secondary, its benefits are determined a‘%g-
those of another Plan and may be reduced because of the Primary Plan’s benefits. 4

C. Allowable Expense—This concept means a Health Care Service or expense, including Dedtrctibles
and Copayments, that is covered at least in part by any of the plans covering the perso hen a
Plan provides benefits in the form of services, (for example an HMO) the reasonable‘@ash value of
each service will be considered an Allowable Expense and a benefit paid. An ex e or service that
is not covered by any of the Plans is not an Allowable Expense. QO

The following are examples of expenses or services that are not Allowab@kpenses:
1. If a Member is confined in a private room, the difference between t st of a semi-private
room in the Hospital and the private room, is not an Allowable E{ﬁense.

Exceptions: . 40

If the patient’s stay in a private Hospital room is Medic xecessary in terms of generally
accepted medical practice or one of the Plans routine%provides coverage for Hospital private
rooms, the expense or service is an Allowable E)?@e.

2. Ifaperson is covered by two or more Plans th ¢ mpute their benefit payments on the basis of
usual and customary fees, any amount in e of the highest of the usual and customary fees
for a specific benefit is not an Allowable ense.

3. Ifaperson is covered by two or mo@ans that provide benefits or services on the basis of
negotiated fees, an amount in exce§y 0f the highest of the negotiated fees is not an Allowable
Expense.

4. Ifaperson is covered by 0&@1311 that calculates its benefits or services on the basis of usual and
customary fees and ano‘bkk‘a' Plan that provides its benefits or services on the basis of negotiated
fees, the Primary PI ayment arrangements shall be the Allowable Expense for all Plans.

5. The amount a beh(,«,@t 1s reduced by the Primary Plan because of a Member does not comply with
the plan pro i@ns is not an Allowable Expense.

Exampl ese provisions are second surgical opinions, Prior Authorization of admissions
and preferted provider arrangements.

D. ClaimQS@rmination Period—This is the Calendar Year or that part of the Calendar Year during
whi@ person is covered by this Plan.

E @%ed Panel Plan—This is a Plan that provides health benefits to Members primarily in the form of

Qservices through a panel of providers that have contracted with or are employed by the Plan and that
limits or excludes benefits for services provided by other providers, except in cases of emergency or
referral by a panel member.

F. Custodial Parent—This is a parent who has been awarded custody of a child by a court decree. In
the absence of a court decree, it is the parent with whom the child resided more than half of the
Calendar Year without regard to any temporary visitation.
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Order of Benefit Determination Rules

If the Member is covered by another group health Plan, responsibility for payment of benefits is
determined by the following rules. These rules indicate the order of payment responsibility among
Health Net and other applicable group health Plans by establishing which Plan is primary, secondary and
SO on.

A.

B.

Primary or Secondary Plan—The Primary Plan pays or provides its benefits as if the Seconda‘rg»‘
Plan or Plans did not exist. 2\

No COB Provision—A Plan that does not contain a coordination of benefits provision i@%cu/)ays
primary.

There is one exception: coverage that is obtained by virtue of membership in a grd@%a‘[ is designed
to supplement a part of a basic package of benefits may provide that the supplementary coverage
shall be excess to any other parts of the Plan provided by the contract holder. mples of these
types of situations are major medical coverages that are superimposed oves base plan Hospital and
surgical benefits and insurance-type coverages that are written in conneCtidh with a closed Panel
Plan to provide out-of-network benefits. AN

Secondary Plan Performs COB—A Plan may consider the ben@%‘ls paid or provided by another
Plan in determining its benefits only when it is secondary to that other Plan.

. Order of Payment Rules—The first of the following n%}ét at describes which Plan pays its

benefits before another Plan is the rule that will apply. Ay

1. Subscriber (Non-Dependent) vs. Dependen he Plan that covers the person other than as a
dependent, for example as an employee, S riber or retiree, is primary and the Plan that covers
the person as a dependent is secondary. Q¥

2. Child Covered By More Than O an—The order of payment when a child is covered by

more than one Plan is: o
a. Birthday Rule—The Pri Plan is the Plan of the parent whose birthday is earlier in the
year if: X
>

e The parents arg ' warried;
e The pareq{@% not separated (whether or not they ever have been married); or

e A cg&ll{tﬂecree awards joint custody without specifying that one party has the
respg sibility to provide health care coverage.
If both parents have the same birthday, the plan that covered either of the parents longer is
ary.
b\COUFt Ordered Responsible Parent—If the terms of a court decree state that one of the
parents is responsible for the child’s health care expenses or health care coverage and the

4
Q Plan of that parent has actual knowledge of those terms, that Plan is primary. This rule

applies to claim determination periods or plan years commencing after the Plan is given
notice of the court decree.
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c. Parents Not Married, Divorced or Separated—If the parents are not married or are
separated (whether or not they ever have been married) or are divorced, the order of benefits
is:

e The Plan of the Custodial Parent.

e The Plan of the spouse of the Custodial Parent.
e The Plan of the noncustodial parent. Y

<

e The Plan of the spouse of the noncustodial parent. Q)

3. Active vs. Inactive Employee—The Plan that covers a person as an employee who_i§ heither
laid off nor retired (or their dependent), is primary in relation to a Plan that cover; person as a
laid off or retired employee (or their dependent). When the person has the san&%\status under both
Plans, the Plan provided by active employment is first to pay.

If the other plan does not have this rule and if, as a result, the Plans do @%gree on the order of
benefits, this rule is ignored.

Coverage provided an individual by one Plan as a retired work by another Plan as a
dependent of an actively working spouse will be determine%@,der the rule labeled D (1) above.

4. COBRA Continuation Coverage—If a person whose coydrage is provided under a right of
continuation provided by federal (COBRA) or state l%@’imilar to COBRA) also is covered
under another Plan, the Plan covering the person ag @a"employee or retiree (or as that person’s
dependent) is primary and the continuation cove is secondary. If the other Plan does not have
this rule and if, as a result, the Plans do not a on the order of benefits, this rule is ignored.

5. Longer or Shorter Length of Coverage the preceding rules do not determine the order or
payment, the Plan that covers the Sub@t{?'er (non-dependent), retiree or dependent of either for
the longer period is primary.

a. Two Plans Treated as One—Tb determine the length of time a person has been covered
under a Plan; two Plans sh?l%be treated as one if the Member was eligible under the second
within twenty-four hou&@ ter the first ended.

b. New Plan Does N clude—The start of a new Plan does not include:
1. A change in th¢"amount or scope of a Plan’s benefits.

. A charée&?the entity that pays, provides or administers the Plan’s benefits.

. A e from one type of Plan to another (such as from a single employer Plan to that of
Itiple employer Plan).
c. surement of Time Covered—The person’s length of time covered under a Plan is

'@easured from the person’s first date of coverage under that Plan. If that date is not readily

b’ available for a group Plan, the date the person first became a Member of the Group shall be

@Q used as the date from which to determine the length of time the person’s coverage under the
Q present Plan has been in force.

6. Equal Sharing—If none of the preceding rules determines the Primary Plan, the Allowable
Expenses shall be shared equally between the Plans.
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Effect on the Benefits of This Plan

A. Secondary Plan Reduces Benefits—When this Plan is secondary, it may reduce its benefits so that
the total benefits paid or provided by all plans during a claim determination period are not more than
100% of total Allowable Expenses.

B. Coverage by Two Closed Panel Plans—If a Member is enrolled in two or more closed panel plans
and if, for any reason, including the person’s having received services from a nonpanel provide
benefits are not covered by one closed panel plan, COB shall not apply between that plan andz.d];?'
closed panel plans.

But, if services received from a nonpanel provider are due to an emergency and would@%overed by
both plans, then both plans will provide coverage according to COB rules.

Right to Receive and Release Information ‘b'%

Certain facts about health care coverage and services are needed to apply theg%%’OB rules and to
determine benefits payable under this Plan and other plans.

Health Net may obtain the facts it needs from or give them to other or }lzatlons or persons for the
purpose of applying these rules and determining benefits payable undef this Plan and other plans
covering the person claiming benefits. \,

Health Net need not tell or obtain the consent of any person &'&lo this. Each person claiming benefits
under this Plan must give Health Net any facts it needs t ze%ly those rules and determine benefits

payable.
@@

Health Net’s Right to Pay Others Q>

A “payment made” under another plan may include an amount that should have been paid under this
Plan. If this happens, Health Net may pay amount to the organization that made the payment. That
amount will then be treated as though Lqrvere a benefit paid under this Plan. Health Net will not have to
pay that amount again. O

The term “payment made” includ@s providing benefits in the form of services, in which case “payment
made” means the reasonable eash value of the benefits provided in the form of services.

Recovery of Exce si’&% Payments by Health Net

If “amount of the @nent made” by Health Net is more than it should have paid under this COB
provision, Hea@et may recover the excess from one or more of the persons it has paid or for whom it
has paid or fog any other person or organization that may be responsible for the benefits or services
provided.f@t Member.

>

“Amountof the payments made” includes the reasonable cash value of any benefits provided in the form

(Q ces.
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Government Coverage

Medicare Coordination of Benefits (COB)

When you reach age 65, you may become eligible for Medicare based on age. You may also become
eligible for Medicare before reaching age 65 due to disability or End-Stage Renal Disease (ESRD). We
will solely determine whether we are the Primary Plan or the secondary plan with regard to services.fo,a
Member enrolled in Medicare in accordance with the Medicare Secondary Payer rules establishedufider
the provisions of Title XVIII of the Social Security Act and its implementing regulations. Gen&@ly,
those rules provide that: Q

If you are enrolled in Medicare Parts A and Part B, and are not an active employee or,yodr é€mployer
group has less than twenty employees, then this Plan will coordinate with Medicare be the
secondary plan. This Plan also coordinates with Medicare if you are an active em @ee participating in
a Trust through a small employer, in accordance with Medicare Secondary Pa les. (If you are not
enrolled in Medicare Part A and Part B, Health Net will provide coverage fi edically Necessary
Covered Benefits without coordination with Medicare.) For services a plies covered under
Medicare Part A and Part B, claims are first submitted by your provid by you to the Medicare
administrative contractor for determination and payment of allowablg d@mounts. The Medicare
administrative contractor then sends your medical care provider{ﬁ@ledicare Summary Notice (MSN),
(formerly an Explanation of Medicare Benefits (EOMB)). In,@ t cases, the MSN will indicate that the
Medicare administrative contractor has forwarded the clar Health Net for secondary coverage
consideration. Health Net will process secondary claim eived from the Medicare administrative
contractor. Secondary claims not received from the care administrative contractor must be
submitted to Health Net by you or the provider of gdrVice, and must include a copy of the MSN.

Health Net and/or your medical provider is regs(@ﬁble for paying the difference between the Medicare

paid amount and the amount allowed under lan for the Covered Benefits described in this Evidence
of Coverage, subject to any limits establisited by Medicare COB law. This Plan will cover benefits as a
secondary payer only to the extent seryages are coordinated by your Primary Care Physician and
authorized by Health Net as requiregﬁer this Evidence of Coverage.

If either you or your spouse is the age of 65 and you are actively employed, neither you nor your
spouse is eligible for Medic oordination of benefits, unless you are employed by a small employer
and pertinent Medicare requifements are met.

For answers to questi@s regarding Medicare, contact:

e  Your local Security Administration office or call 1-800-772-1213;
e The Med%re Program at 1-800-MEDICARE (1-800-633-4227);

e The "Eﬁal Medicare website at www.medicare.gov;

o ealth Insurance Counseling and Advocacy Program (HICAP) at 1-800-434-0222, which offers
Qhealth insurance counseling for California seniors; or
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Write to:

Medicare Publications

Department of Health and Human Services
Centers for Medicare and Medicaid Services
6325 Security Blvd.

Baltimore, MD 21207 \ -
: 4
Medi-Cal o
Medi-Cal is last to pay in all instances. Health Net will not attempt to obtain reimbursemenb@m Medi-
Cal. @Q

o

Health Net will not attempt to obtain reimbursement from the Department of V¢terans’ Affairs (VA) for
service-connected or nonservice-connected medical care. N
Qr

Workers’ Compensation

This Plan does not replace Workers' Compensation Insurance. ¥§s} Group will have separate insurance
coverage that will satisfy Workers” Compensation laws. \"&

Veterans’ Administration

If you require Covered Benefits or supplies and the inj;@?ﬂlness is work-related and benefits are
available as a requirement of any Workers” Compens or Occupational Disease Law, your Physician
Group will provide services and Health Net will Mtain reimbursement from the Workers'

Compensation carrier liable for the cost of medicaltreatment related to your illness or injury.
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MISCELLANEOUS PROVISIONS

Cash Benefits

Health Net, in its role as a health maintenance organization, generally provides all Covered Benefits
through a network of contracting Physician Groups. Your Physician Group performs or authorizes a

care and you will not have to file claims. 4@4

There is an exception when you receive covered Emergency Care or Urgently Needed Care fr&@a

provider who does not have a contract with Health Net. Q

When cash benefits are due, Health Net will reimburse you for the amount you paid for ices or

supplies, less any applicable Copayment. If you signed an assignment of benefits an provider

presents it to us, we will send the payment to the provider. You must provide pro any amounts that

you have paid. NS

If a parent who has custody of a child submits a claim for cash benefits on f of the child who is

subject to a Medical Child Support Order, Health Net will send the pam&t to the Custodial Parent.
<©

Benefits Not Transferable ){}

No person other than a properly enrolled Member is entitled t&@‘ceive the benefits of this Plan. Your
right to benefits is not transferable to any other person or entity.

If you use benefits fraudulently, your coverage will b'e@tceled. Health Net has the right to take
appropriate legal action. b'

Notice of Claim bfb

In most instances, you will not need to fil Qlaim to receive benefits this Plan provides. However, if
you need to file a claim (for example, f%) mergency Services and Care or Urgently Needed Care from a
non-Health Net provider), you must@& within one year from the date you receive the services or
supplies. Any claim filed more \tlzlis-one year from the date the expense was incurred will not be paid
unless it is shown that it was casonably possible to file within that time limit, and that you have
filed as soon as was reason@ possible.

Call the Customer Contd6t Center at the telephone number shown on your Health Net ID card or visit
our website at Wwwhﬂzalthnet.com to obtain claim forms.

|4
If you need to ﬁ% claim for medical or Mental Health or Substance Use Disorder emergency services
or for serviceéoa horized by your Physician Group or PCP with Health Net, please send a completed

claim fom@.
A, : )
H Net Commercial Claims
. Box 9040
X Farmington, MO 63640-9040
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If you need to file a claim for Outpatient Prescription Drugs, please send a completed Prescription Drugs
claim form to:

Health Net

C/O Caremark

P.O. Box 52136

Phoenix, AZ 85072 \
Please call Health Net Customer Contact Center at the telephone number shown on your Health ID

card or visit our website at www.healthnet.com to obtain a Prescription Drugs claim form. <’

If you need to file a claim for Emergency Chiropractic Services or Emergency Acupunct;;s? rvices or
for other covered Chiropractic Services or covered Acupuncture Services provided upgn referral by
American Specialty Health Plans of California, Inc. (ASH Plans), you must file the ¢laim with (ASH

Plans) within one year after receiving those services. You must use ASH Plans' fi in filing the claim
and you should send the claim to ASH Plans at the address listed in the claim or to ASH Plans at:
American Specialty Health Plans of California, Inc. ‘D’Q
Attention: Customer Contact Center N
P.0. Box 509002 . 46
San Diego, CA 92150-9002 &J\

ASH Plans will give you claim forms on request. For more ifformation regarding claims for covered
Chiropractic Services or covered Acupuncture Service.siglg\l may call ASH Plans at 1-800-678-9133 or
you may write ASH Plans at the address given imgg y above.

This Plan does not cover reimbursement to the MembBer for services or supplies for which the Member is
not legally required to pay the provider or forgh%h the provider pays no charge.

Payment of Claim f}o

Within 30 calendar days of receipt of»éﬁdaim (refer to “Notice of Claim” above), Health Net shall pay
the benefits available under this Exigience of Coverage or provide written notice regarding additional
information needed to determiﬁ{éhr responsibility for the claim.

Physician Self—Treaa@gﬁt

This Plan does not ;S/@r Physician self-treatment rendered in a nonemergency (including, but not
limited to, prescr@ services, supplies and drugs). Physician self-treatment occurs when Physicians
provide their oﬂymedical services, including prescribing their own medication, ordering their own
laboratory tesh,and self-referring for their own services. Claims for emergency self-treatment are subject
to revieg ealth Net.

"lé@%lent by Immediate Family Members
h

This Plan does not cover routine or ongoing treatment, consultation or provider referrals (including, but
not limited to, prescribed services, supplies and drugs) provided by the Member's parent, spouse,
Domestic Partner, child, stepchild or sibling. Members who receive routine or ongoing care from a
member of their immediate family will be reassigned to another Physician at the contracting Physician
Group (medical) or a Participating Mental Health Professional (Mental Health or Substance Use
Disorders).
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Health Care Plan Fraud

Health care plan fraud is defined as a deception or misrepresentation by a provider, Member, employer
or any person acting on their behalf. It is a felony that can be prosecuted. Any person who willfully and
knowingly engages in an activity intended to defraud the health care plan by filing a claim that contains
a false or deceptive statement is guilty of insurance fraud.

If you are concerned about any of the charges that appear on a bill or Explanation of Benefits form, é}if
you know of or suspect any illegal activity, call Health Net's toll-free Fraud Hotline at 1-800-9773565.
The Fraud Hotline operates 24 hours a day, seven days a week. All calls are strictly conﬁden‘u{p

Disruption of Care :@Q’Q

Circumstances beyond Health Net's control may disrupt care; for example, a natural @X&ster, war, riot,
civil insurrection, epidemic, complete or partial destruction of facilities, atomic egg?gsion or other
release of nuclear energy, disability of significant contracting Physician Grou@ sonnel or a similar
event.

If circumstances beyond Health Net's control result in your not being am&'o obtain the Medically
Necessary Covered Benefits of this Plan, Health Net will make a goodfaith effort to provide or arrange
for those services or supplies within the remaining availability OQQ acilities or personnel. In the case of
an emergency, go to the nearest doctor or Hospital. See the “E@rgency and Urgently Needed Care”
section under the “Introduction to Health Net” section. %\,
D

Sending and Receiving Notices \'Q

Any notice that Health Net is required to make Wi]@ﬁailed to the Group at the current address shown
in Health Net's files. The Evidence of Covera e, Rowever, will be posted electronically on Health Net’s
website at www.healthnet.com. The Group @%’opt for the Subscribers to receive the Evidence of
Coverage online. By registering and loggifig"on to Health Net’s website, Subscribers can access,
download and print the Evidence of Coxuerage, or can choose to receive it by U.S. mail, in which case
Health Net will mail the Evidence of-Coverage to each Subscriber’s address on record.

If the Subscriber or the Group s fquired to provide notice, the notice should be mailed to the Health
Net office at the address listeddn the back cover of this Evidence of Coverage.

Q
Transfer of Medi%lﬁRecords

A Health Care Pr, (Ri&‘r may charge a reasonable fee for the preparation, copying, postage or delivery
costs for the tr r of your medical records. Any fees associated with the transfer of medical records
are the Membeyr’s responsibility. State law limits the fee that the providers can charge for copying
records te, & more than twenty-five cents ($0.25) per page, or fifty cents ($0.50) per page for records
that are Copied from microfilm and any additional reasonable clerical costs incurred in making the
recogds ‘available. There may be additional costs for copies of x-rays or other diagnostic imaging

erials.

Confidentiality of Medical Records

A STATEMENT DESCRIBING HEALTH NET'S POLICIES AND PROCEDURES FOR
PRESERVING THE CONFIDENTIALITY OF MEDICAL RECORDS IS AVAILABLE AND
WILL BE FURNISHED TO YOU UPON REQUEST.
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED. AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLE&S@

REVIEW IT CAREFULLY. 4
PLEASE REVIEW IT CAREFULLY. Effective 0&.{@!.2017
Covered Entities Duties: ‘D’Q

Health Net* (referred to as “we” or “the Plan”) is a Covered Entity as defined and re@ated under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA). Health N %required by law to
maintain the privacy of your protected health information (PHI), provide you \h@iz&this Notice of our
legal duties and privacy practices related to your PHI, abide by the terms o Notice that is currently
in effect and notify you in the event of a breach of your unsecured PHI 1s information about you,
including demographic information, that can reasonably be used to i y you and that relates to your
past, present or future physical or mental health or condition, the pm&@wn of health care to you or the
payment for that care.

This Notice describes how we may use and disclose your P%L'{It also describes your rights to access,
amend and manage your PHI and how to exercise those ri All other uses and disclosures of your
PHI not described in this Notice will be made only withh\your written authorization.

Health Net reserves the right to change this Notic e reserve the right to make the revised or changed
Notice effective for your PHI we already have asi¥ell as any of your PHI we receive in the future.
Health Net will promptly revise and distrib@is Notice whenever there is a material change to the
following: Q

e Uses or disclosures ,{,A
e Your rights;

e Our legal duties; and
e Other privacy practw@/@ﬁ ated in the notice

We will make any ml/ ed Notices available on our website and in our Member Handbook.

Internal Prote%ns of Oral, Written and Electronic PHI:

Health Ne ?ﬁects your PHI. We are also committed in keeping your race, ethnicity, and language
(REL), s@[al orientation and gender identity (SOGI) and social needs information confidential. We have
priv%gmnd security processes to help.

"l%se are some of the ways we protect your PHI.
e We train our staff to follow our privacy and security processes.

e We require our business associates to follow privacy and security processes.

*This Notice of Privacy Practices also applies to enrollees in any of the following Health Net entities:
Health Net of California, Inc., Health Net Community Solutions, Inc. and Health Net Life Insurance
Company, which are subsidiaries of Health Net, LLC and Centene Corporation. Health Net is a
registered service mark of Health Net, LLC. All other identified trademarks/service marks remain the
property of their respective companies. All rights reserved Rev. 09/05/25
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Permissible Uses and Disclosures of Your PHI: 4@‘

We keep our offices secure.
We talk about your PHI only for a business reason with people who need to know
We keep your PHI secure when we send it or store it electronically.

We use technology to keep the wrong people from accessing your PHI.

\.

The following is a list of how we may use or disclose your PHI without your permission or ,&O
authorization:

Treatment - We may use or disclose your PHI to a Physician or other Health Care;%r‘&nder
providing treatment to you, to coordinate your treatment among providers, or to,assist us in making
Prior Authorization decisions related to your benefits. ‘b'%

Payment - We may use and disclose your PHI to make benefit payments @he Health Care
Services provided to you. We may disclose your PHI to another heaé@ﬂ% , to a Health Care
Provider, or other entity subject to the federal Privacy Rules for theit\payment purposes. Payment
activities may include: .4

0 processing claims

>
o determining eligibility or coverage for claims N’Q
o R ’\%
o issuing premium billings e
o reviewing services for medical necessity; an@\
o performing utilization review of claims. Q

Health Care Operations - We may use @disclose your PHI to perform our health care operations.
These activities may include: Q
o providing customer services 4>

o responding to complaints aq@appeals

o providing case manag@en‘[ and care coordination

o conducting medic@%iew of claims and other quality assessment and for
o improvement @ivities

In our health €ay¢ operations, we may disclose PHI to business associates. We will have written
agreements(a?protect the privacy of your PHI with these associates. We may disclose your PHI to
anothe@xy that is subject to the federal Privacy Rules. The entity must have a relationship with
youAor'its health care operations. This includes the following:

o ,Céality assessment and improvement activities

Q@ reviewing the competence or qualifications of health care professionals

o case management and care coordination; and
o detecting or preventing health care fraud and abuse

Your race, ethnicity, language, sexual, orientation, gender identity and social needs information are
protected by the health plan’s systems and laws. This means information you provide is private and
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secure. We can only share this information with California regulatory agencies Health Care
Providers, and health care oversight entities. It will not be shared with others without your
permission or authorization. We use this information to help improve the quality of your care and
services.

This information helps us to:

o better understand your healthcare needs; N\
o know your language preference when seeing healthcare providers; OA(D
o providing healthcare information to meet your care needs; and $

o offer programs to help you be your healthiest. (D,QQ

This information is not used for underwriting purposes or to make decisions abo@hether you are
able to receive coverage or services. ‘b’%

Group Health Plan/Plan Sponsor Disclosures - We may disclose your p@gz:ted health information
to a sponsor of the group health plan, such as an employer or other entitypthat is providing a health
care program to you, if the sponsor has agreed to certain restrictions\é how it will use or disclose
the protected health information (such as agreeing not to use the ptotected health information for
employment-related actions or decisions). ’{}

Jod
Other Permitted or Required Disclosures of Your PHI: %\,&

money for a charitable foundation or similar enti help finance their activities. If we do contact
you for fundraising activities, we will give yo@ opportunity to opt-out, or stop, receiving such
communications in the future.

Fundraising Activities — We may use or diSCIOSWHI for fundraising activities, such as raising

Underwriting Purposes — We may use @%sclose your PHI for underwriting purposes, such as to
make a determination about a cover. g@épplication or request. If we do use or disclose your PHI for
underwriting purposes, we are pmﬁ%ited from using or disclosing your PHI that is genetic
information in the underwriti 0Cess.

Appointment Reminders/. (D;ment Alternatives - We may use and disclose your PHI to remind
you of an appointment for-freatment and medical care with us or to provide you with information
regarding treatment aqy@natives or other health-related benefits and services, such as information on
how to stop sm or lose weight.

As Requireﬁg@ aw - If federal, state, and/or local law requires a use or disclosure of your PHI, we
may use or disclose your PHI to the extent that the use or disclosure complies with such law and is
limitc?;i&e requirements of such law. If two or more laws or regulations governing the same use
or dB sure conflict, we will comply with the more restrictive laws or regulations.

ic Health Activities - We may disclose your PHI to a public health authority for the purpose of
preventing or controlling disease, injury, or disability. We may disclose your PHI to the Food and
Drug Administration (FDA) to ensure the quality, safety or effectiveness of products or services
under the jurisdiction of the FDA.

Victims of Abuse and Neglect - We may disclose your PHI to a local, state, or federal government
authority, including social services or a protective services agency authorized by law to receive such
reports if we have a reasonable belief of abuse, neglect or domestic violence.
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Judicial and Administrative Proceedings - We may disclose your PHI in judicial and administrative
proceedings. We may also disclose it in response to the following:
o An order of a court;

o Administrative tribunal;

o Subpoena;

o Summons; 4@‘
o Warrant; ,{,O
o Discovery request; QQ
. o
o Similar legal request. @\

Law Enforcement - We may disclose your relevant PHI to law enforcement W required to do so.
For example, in response to a:

o Court order; 'Q%

o Court-ordered warrant; \(D‘
o Subpoena; . 40

o Summons issued by a judicial officer, or @)‘&}

o Grand jury subpoena. . \%\&

We may also disclose your relevant PHI for the purpose of identifying or locating a suspect, fugitive,
material witness, or missing person.

Coroners, Medical Examiners and Funeral‘Directors - We may disclose your PHI to a coroner or
medical examiner. This may be necessa ébr example, to determine a cause of death. We may also
disclose your PHI to funeral directors;@&ecessary, to carry out their duties.

Organ, Eye and Tissue Donatio ﬁ\/e may disclose your PHI to organ procurement organizations.
We may also disclose your PHL@ those who work in procurement, banking or transplantation of:

o Cadaveric organs 0%
>

o Eyes; and QQ
. %)
o Tissues ‘O&

Threats to H@ and Safety - We may use or disclose your PHI if we believe, in good faith, that
the use or ch‘z/ sure is necessary to prevent or lessen a serious or imminent threat to the health or
safety of Qg rson or the public.

Spe 'a&ed Government Functions - 1f you are a member of U.S. Armed Forces, we may disclose

y HI as required by military command authorities. We may also disclose your PHI:
@ "To authorized federal officials for national security and intelligence activities

o The Department of State for medical suitability determinations; and
o For protective services of the President or other authorized persons

Workers’ Compensation - We may disclose your PHI to comply with laws relating to workers’
compensation or other similar programs, established by law, that provide benefits for work-related
injuries or illness without regard to fault.
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o FEmergency Situations — We may disclose your PHI in an emergency situation, or if you are
incapacitated or not present, to a family member, close personal friend, authorized disaster relief
agency, or any other person previously identified by you. We will use professional judgment and
experience to determine if the disclosure is in your best interests. If the disclosure is in your best
interest, we will only disclose the PHI that is directly relevant to the person's involvement in your
care.

e Inmates - If you are an inmate of a correctional institution or under the custody of a law enfo @ient
official, we may release your PHI to the correctional institution or law enforcement officia @here
such information is necessary for the institution to provide you with health care; to prot %’our
health or safety; or the health or safety of others; or for the safety and security of the %’@ ctional
institution.

e Research - Under certain circumstances, we may disclose your PHI to researc when their
clinical research study has been approved and where certain safeguards are\rg, lace to ensure the
privacy and protection of your PHIL

>

Uses and Disclosures of Your PHI That Require Your Written Aut ization

We are required to obtain your written authorization to use or dlsekyée your PHI, with limited

exceptions, for the following reasons: ‘b
Sale of PHI — We will request your written authorization _b% we make any disclosure that is deemed
a sale of your PHI, meaning that we are receiving comp 1on for disclosing the PHI in this manner.

Marketing — We will request your written authorizati \to use or disclose your PHI for marketing
purposes with limited exceptions, such as when w@x ve face-to-face marketing communications with
you or when we provide promotional gifts of ofhinal value.

Psychotherapy Notes — We will request y%i‘l;\wrltten authorization to use or disclose any of your
psychotherapy notes that we may have e with limited exception, such as for certain treatment,
payment or health care operation fune@ﬁh

Impermissible Use of PHI — not use your language, race, ethnic background, sexual orientation,
and gender identity and socia ds information to deny coverage, services, benefits, or for
underwriting purposes.

o

5

The following ar r rights concerning your PHI. If you would like to use any of the following rights,
please contact usising the information at the end of this Notice.

Individuals Rights_(~

The state, ifornia nondiscrimination requirements (as described in benefit coverage documents),
Health of California, Inc. and Health Net Life Insurance Company (Health Net, LLC) comply with
app%@ e federal civil rights laws and do not discriminate, exclude people or treat them differently on
sis of race, color, national origin, ancestry, religion, marital status, gender, gender identity, gender
ffirming care, sexual orientation, age, disability, or sex.

e Right to Revoke an Authorization - You may revoke your authorization at any time, the revocation
of your authorization must be in writing. The revocation will be effective immediately, except to the
extent that we have already taken actions in reliance of the authorization and before we received
your written revocation.
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Right to Request Restrictions - You have the right to request restrictions on the use and disclosure
of your PHI for treatment, payment or health care operations, as well as disclosures to persons
involved in your care or payment of your care, such as family members or close friends. Your
request should state the restrictions you are requesting and state to whom the restriction applies. We
are not required to agree to this request. If we agree, we will comply with your restriction request
unless the information is needed to provide you with emergency treatment. However, we will res{igt
the use or disclosure of PHI for payment or health care operations to a health plan when you IRY@,
paid for the service or item out of pocket in full.

communicate with you about your PHI by alternative means or to alternative locations? must
accommodate your request if it is reasonable and specifies the alternative means 01\10 ation where
your PHI should be delivered. A confidential communications request shall be ip¥plemented by the

@)
Right to Request Confidential Communications - Y ou have the right to request that‘?\i@é

health insurer within seven 7 calendar days of the receipt of an electronic tra sion or telephonic
request or within 14 calendar days of receipt by first-class mail. We shall qd¢"disclose Medical
Information related to Sensitive Services provided to a Protected Indivi to the Group,

Subscriber, or any plan enrollees other than the Protected Individual‘eéeiving care, absent an
express written authorization of the Protected Individual receiving’gare. Refer to the customer
service phone number on the back of your Member identiﬁca\'/ card or the plan’s website for
instructions on how to request confidential communication,

Right to Access and Receive Copy of Your PHI - Y ov, h‘g&e the right, with limited exceptions, to
look at or get copies of your PHI contained in a desi@?fed record set. You may request that we
provide copies in a format other than photocopie e will use the format you request unless we
cannot practicably do so. You must make a re(@ t in writing to obtain access to your PHI. If we
deny your request, we will provide you a writfen explanation and will tell you if the reasons for the
denial can be reviewed and how to ask fg&ﬂch a review or if the denial cannot be reviewed.

Right to Amend Your PHI - You h vélthe right to request that we amend, or change, your PHI if
you believe it contains incorrect i ation. Your request must be in writing, and it must explain
why the information should b dmiended. We may deny your request for certain reasons, for example
if we did not create the inf tion you want amended and the creator of the PHI is able to perform
the amendment. If we de@ﬁ?our request, we will provide you a written explanation. You may
respond with a statemenfthat you disagree with our decision and we will attach your statement to the
PHI you request tbsc'&/e amend. If we accept your request to amend the information, we will make
reasonable efft inform others, including people you name, of the amendment and to include the
changes in ture disclosures of that information.

Right to eive an Accounting of Disclosures - Y ou have the right to receive a list of instances
within Aleast 6 years period in which we or our business associates disclosed your PHI. This does
not &ly to disclosure for purposes of treatment, payment, health care operations, or disclosures you

fthorized and certain other activities. If you request this accounting more than once in a 12-month
period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
We will provide you with more information on our fees at the time of your request.

Right to File a Complaint - If you feel your privacy rights have been violated or that we have
violated our own privacy practices, you can file a complaint with us in writing or by phone using the
contact information at the end of this Notice.
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You can also file a complaint with the Secretary of the U.S. Department of Health and Human
Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington,
D.C. 20201 or calling 1-800-368-1019, (TTY: 1-866-788-4989) or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints.

WE WILL NOT TAKE ANY ACTION AGAINST YOU FOR FILING A COMPLAINT.

e Right to Receive a Copy of this Notice - Y ou may request a copy of our Notice at any time by L@?g
the contact information list at the end of the Notice. If you receive this Notice on our web51t
electronic mail (e-mail), you are also entitled to request a paper copy of the Notice.

Contact Information @‘Q
If you have any questions about this Notice, our privacy practices related to your PH@‘ how to exercise
your rights you can contact us in writing or by phone using the contact informatiogtdsted below.

Health Net Privacy Office Telephone: 1-800-522-0088

Attn: Privacy Official Fax: -887-0151

P.O. Box 9103 Email: \%rivacv@healthnet.com

Van Nuys, CA 91409 <

>

For Medi-Cal members only, if you believe that we have not pr ted your privacy and wish to
complain, you may file a complaint by calling or writing: %
\

Privacy Officer

c/o Office of Legal Services &
California Department of Health Care Serv1ce%
1501 Capitol Avenue, MS 0010

P.O. Box 997413 br
Sacramento, CA 95899-7413 o

Phone: 1-916-445-4646 or 1- 86@&6%—0602 (TTY:TDD: 1-877-735-2929)
E-mail: Prwacyofﬁcer@dhcs,&

FINANCIAL INFORMA’?N PRIVACY NOTICE
HO

THIS NOTICE DESCRI& W FINANCIAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED.AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CA LLY.

purposes o notice, “personal financial information” means information about an enrollee or an

We are comm't(tad to maintaining the confidentiality of your personal financial information. For the
app%?‘ﬁzalth care coverage that identifies the individual, is not generally publicly available, and is
ual

colle from the individual or is obtained in connection with providing health care coverage to the

i
Illgormation We Collect: We collect personal financial information about you from the following
sources:

e Information we receive from you on applications or other forms, such as name, address, age,
Medical Information and Social Security number;
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¢ Information about your transactions with us, our affiliates or others, such as premium payment and
claims history; and

e Information from consumer reports.

Disclosure of Information: We do not disclose personal financial information about our enrollees or
former enrollees to any third party, except as required or permitted by law. For example, in the cour&of
our general business practices, we may, as permitted by law, disclose any of the personal financial
information that we collect about you, without your authorization, to the following types of inst' ions:

e To our corporate affiliates, such as other insurers; ,Q

e To nonaffiliated companies for our everyday business purposes, such as to process y@gtransactions,
maintain your account(s), or respond to court orders and legal investigations; ande

e To nonaffiliated companies that perform services for us, including sending p tional
communications on our behalf.

Confidentiality and Security: We maintain physical, electronic and p@ral safeguards, in
accordance with applicable state and federal standards, to protect your onal financial information
against risks such as loss, destruction or misuse. These measures in e computer safeguards, secured
files and buildings, and restrictions on who may access your pers@a financial information.

Questions about this Notice: &'ﬁ

If you have any questions about this notice, our privacy %tices related to your PHI or how to exercise
your rights you can contact us in writing or by phone sing the contact information listed below.

Health Net, LLC fo
Attn: Privacy Official b’(b
21281 Burbank Blvd >
Woodland Hills, CA 91367 )

Please call the toll-free phone nun@%r on the back of your ID card or contact Health Net at
1-888-893-1572.
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DEFINITIONS

This section defines words that will help you understand your Plan. These words appear throughout this
Evidence of Coverage with the initial letter of the word in capital letters.

Acupuncture Services are services rendered or made available to a Member by an acupuncturist for
treatment or diagnosis of Musculoskeletal and Related Disorders, Nausea and Pain. Acupuncture "\ *
Services include services rendered by an acupuncturist for the treatment of carpal tunnel syndromQ(b
headaches, menstrual cramps, osteoarthritis, stroke rehabilitation and tennis elbow. Acupunctl{
Services do not include any other services, including, without limitation, services for treatm

asthma or addiction (including, but not limited to, smoking cessation). Q>

Acute Condition is a medical condition that involves a sudden onset of symptoms d@\to an illness,
injury, or other medical problem that requires prompt medical attention and that limited duration.
Completion of Covered Benefits shall be provided for the duration of the Acut ndition.

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

American Specialty Health Plans of California, Inc. (ASH s) is a specialized health care service
plan contracting with Health Net to arrange the delivery of Cltiropractic and Acupuncture Services
through a network of Contracted Chiropractors and Contracted Acupuncturist.

D)
Appropriately Qualified Health Care Provider s a Health Care Provider who is acting within his
or her scope of practice and who possesses a clini ackground, including training and expertise,
related to the particular illness, disease, condlg or conditions associated with the request for a second

opinion. ,Q

Approved Clinical Trial means a ph I, phase I1, phase III, or phase IV clinical trial conducted in
relation to the prevention, detection eatment of cancer or another Life-Threatening disease or
condition that meets at least one e following:

e The study or investigatio proved or funded, which may include funding through in-kind
donations, by one or f the following:
o The National Instiftites of Health.
o The feder q,enters for Disease Control and Prevention.
o The Ag@yzy for Healthcare Research and Quality.
o ral Centers for Medicare and Medicaid Services.

Th

bmoperatlve group or center of the National Institutes of Health, the federal Centers for Disease
%ontrol 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.
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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. &O

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

e The study or investigation is a drug trial that is exempt from an investigational drug application
reviewed by the United States Food and Drug Administration. Q
Bariatric Surgery Performance Center is a provider in Health Net’s desi d network of California

bariatric surgical centers and surgeons that perform weight loss surgery, Q

Brand Name Drug is a Prescription Drug or medicine that has been registered under a brand or trade
name by its manufacturer and is advertised and sold under that nange; and indicated as a brand in the
Medi-Span or similar third party national database used by He et.

Calendar Year is the twelve-month period that begins at.l%é?# a.m. Pacific Time on January 1 of each
year. . ,(,\}

Chiropractic Appliances are support type device }ribed by a Contracted Chiropractor specifically
for the treatment of a Musculoskeletal and Relat@morder. The devices this Plan covers are limited to
elbow supports, back (thoracic) supports, cervicatcollars, cervical pillows, heel lifts, hot or cold packs,
lumbar supports, lumbar cushions, OrthoticgnWwrist supports, rib belts, and home traction units (cervical
or lumbar), ankle braces, knee braces, rib §pports and wrist braces.

Chiropractic Services are chiropfz&fg anipulation services provided by a Contracted Chiropractor (or
in case of emergency services, by anon-Contracted Chiropractor) for treatment or diagnosis of
Musculoskeletal and Related%g‘&ders and Pain syndromes. These services are limited to the
management of Musculosk and Related Disorders and Pain syndromes primarily through
chiropractic manipulatio e spine, joints, and/or musculoskeletal soft tissue. This includes: (1)
differential diagnosti %minations and related diagnostic x-rays, radiological consultations, and
clinical laboratory §tidies when used to determine the appropriateness of Chiropractic Services; (2) the
follow-up offic, r@its which during the course of treatment must include the provision of chiropractic
manipulation ﬂ‘ﬁe spine, joints, and/or musculoskeletal soft tissue. In addition, it may include such
services as,e%nctive physiotherapy modalities and procedures provided during the same course of
treatme@nd in conjunction with chiropractic manipulation of the spine, joints, and/or musculoskeletal
soft tissue.

&utracted Acupuncturist means an acupuncturist who is duly licensed to practice acupuncture in
California and who has entered into an agreement with American Specialty Health Plans of California,
Inc. (ASH Plans) to provide covered Acupuncture Services to Members.

Contracted Chiropractor means a chiropractor who is duly licensed to practice chiropractic in
California and who has entered into an agreement with American Specialty Health Plans of California,
Inc. (ASH Plans) to provide covered Chiropractic Services to Members.
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Copayment is a fee charged to you for Covered Benefits when you receive them and can either be a
fixed dollar amount or a percentage of Health Net's cost for the service or supply, agreed to in advance
by Health Net and the contracted provider. The fixed dollar Copayment is due and payable to the
provider of care at the time the service is received. The percentage Copayment is usually billed after the
service is received. The Copayment for each covered service is shown in the “Schedule of Benefits and
Copayments” section.

Corrective Footwear includes specialized shoes, arch supports and inserts and is custom made f%& )
Members who suffer from foot disfigurement. Foot disfigurement includes, but is not limited to
disfigurement from cerebral palsy, arthritis, polio, spina bifida, diabetes, and foot disﬁgurenﬁ&; caused
by accident or developmental disability.

Covered Benefits means those Medically Necessary services and supplies that you alwe{l%tled to
receive under a group agreement and which are described in this Evidence of Cove or under
California health plan law. Q

such as help in walking, getting in and out of bed, bathing, dressing, feeding, preparation of special diets

A
Custodial Care is care that is rendered to a patient to assist in support of th %entials of daily living
and supervision of medications which are ordinarily self-administered aﬁg for which the patient:

e Is disabled mentally or physically and such disability is expec{@&to continue and be prolonged;

e Requires a protected, monitored or controlled environme%%ether in an institution or in the home;
and R

e Is not under active and specific medical, surgical oi\@chiatric treatment that will reduce the
disability to the extent necessary to enable the 6’ t to function outside the protected, monitored or
controlled environment. Q

CVS MinuteClinic is a health care facility, éerally inside CVS/pharmacy stores, which are designed
to offer an alternative to a Physician’s offigg>visit for the unscheduled treatment of nonemergency
illnesses or injuries such as strep throat,pink eye or seasonal allergies. CVS MinuteClinics also offer the
administration of certain vaccines ob'{n unizations such as tetanus or hepatitis; however, they are not
designed to be an alternative for Ig’hergency services or the ongoing care provided by a Physician.

CVS MinuteClinics must be 'leed and certified as required by any state or federal law or regulation,
must be staffed by license ctitioners, and have a Physician on call at all times who also sets
protocols for clinical E(?)l’fcles, guidelines and decisions.

CVS MinuteClini thcare services in the state of California are provided by MinuteClinic
Diagnostic Megdical Group of California, Inc.

Domestic P er is, for the purposes of this Evidence of Coverage, the Subscriber’s partner if the
Subscris@ partner are a couple who are registered domestic partners that meet all the requirements
of Sectieds 297 or 299.2 of the California Family Code.

g‘@mscount or Coupon or Copay Card means cards or Coupons typically provided by a drug
manufacturer to discount the Copayment and/or coinsurance or your other out-of-pocket costs (e.g.,
Deductible or Out-of-Pocket Maximum.)

Durable Medical Equipment

e Serves a medical purpose (its reason for existing is to fulfill a medical need and it is not useful to
anyone in the absence of illness or injury).
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o Fulfills basic medical needs, as opposed to satisfying personal preferences regarding style and range
of capabilities.

e Withstands repeated use.
e s appropriate for use in a home setting.

Effective Date is the date that you become covered or entitled to receive the benefits this Plan provides.
Enrolled Family Members may have a different Effective Date than the Subscriber if they are addﬁibt
later to the Plan. Q)

Emergency Acupuncture Services are Covered Benefits that are Acupuncture Services proQ ed for
the sudden and unexpected onset of an injury or condition affecting the neuromusculosk @1 system, or
causing Pain or Nausea which manifests itself by acute symptoms or sufficient sever%such that a
person could reasonably expect that a delay of immediate Acupuncture Services ¢ result in: (1)
placing the health of the individual (or with respect to a pregnant woman, the h a&?@f the woman or her
unborn child) in serious jeopardy; (2) serious impairment to bodily functions@' serious dysfunction of
any bodily organ or part; or (4) decreasing the likelihood of maximum rec . ASH Plans shall
determine whether Acupuncture Services constitute Emergency Acupuﬁg@'re Services. ASH Plans’
determination shall be subject to ASH Plans’ grievance procedures g@the Department of Managed
Health Care’s independent medical review process.

Y

Emergency Chiropractic Services are Covered Benefits th (e Chiropractic Services provided for the
sudden and unexpected onset of an injury or condition affectulg the neuromusculoskeletal system which
manifests itself by acute symptoms of sufficient severity{including severe Pain such that a person could
reasonably expect that a delay of immediate Chiro r'%qé Services could result in: (1) placing the health
of the individual (or with respect to a pregnant wo , the health of the woman or her unborn child) in
serious jeopardy; (2) serious impairment to badif*functions; (3) serious dysfunction of any bodily organ
or part; or (4) decreasing the likelihood of um recovery. ASH Plans shall determine whether
Chiropractic Services constitute Emergency'Chiropractic Services. ASH Plans’ determination shall be
subject to ASH Plans’ grievance procedl;res and the Department of Managed Health Care’s independent
medical review process. Q)

Emergency Medical Condition‘theans a medical condition manifesting itself by acute symptoms of
sufficient severity (including:sévere Pain) such that the absence of immediate medical attention could
reasonably be expected toggsilt in any of the following:

e Placing the patier@ health in serious jeopardy.
e Serious im}%al)@l(l/nt to bodily functions; or.
e Serious d@function of any bodily organ or part.

Emergen ervices and Care means (1) medical screening, examination, and evaluation by a

Physigign and surgeon, or, to the extent permitted by applicable law, by other appropriate personnel
I;QZV@ e supervision of a Physician and surgeon, to determine if an Emergency Medical Condition or
actrve 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 determine if a Psychiatric Emergency Medical Condition exists, and the care and treatment
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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 is any procedure, treatment, therapy, drug, biological product, equipment, device or
supply which Health Net has not determined to have been demonstrated as safe, effective or medically,
appropriate and which the United States Food and Drug Administration (FDA) or Department of Health
and Human Services (HHS) has determined to be Experimental or Investigational or is the sub{@ ofa
clinical trial.

With regard to Chiropractic Services and Acupuncture Services, “Experimental” service@%
chiropractic care or acupuncture care that is an unproven Chiropractic Service or Ac chture Service
that does not meet professionally recognized, valid, evidence-based standards of %’1@106.

Please refer to “Independent Medical Review of Investigational or Experime herapies,” in the
“General Provisions” section, as well as the “Medical Services and Suppli rtion of the “Covered
Benefits” section for additional information. \‘D‘

Family Members are dependents of the Subscriber, who meet the ﬁg?oility requirements for coverage
under this Plan and have been enrolled by the Subscriber. Y

Follow-Up Care is the care provided after Emergency Care &ﬂ@‘rgently Needed Care when the
Member’s condition, illness or injury has been stabilized no longer requires Emergency Care or
Urgently Needed Care. A

Formulary is a list of the Prescription Drugs that overed by this Plan. It is prepared and updated by
Health Net and distributed to Members, MemberBhysicians and Participating Pharmacies and posted on
the Health Net website at www.healthnet.coan he Formulary is also referred to as “Recommended
Drug List.” Some drugs in the Formulary ;&@ﬁre Prior Authorization from Health Net in order to be
covered.

Generic Drug is the pharmaceutica@&julvalent of a Brand Name Drug whose patent has expired and is
available from multiple manufactpreérs as set out in the Medi-Span or similar third party database used
by Health Net. The Food and g Administration must approve the Generic Drug as meeting the same
standards of safety, puritye‘ﬁ%ngth and effectiveness as the Brand Name Drug.

Group is the busines f%anization (usually an employer or trust) to which Health Net has issued the
Group Service A rﬁ%

nt to provide the benefits of this Plan.

eement is the contract Health Net has issued to the Group, in order to provide the

Health 7& Provider means any professional person, medical group, independent practice association,
organjzdtion, health care facility, or other person or institution licensed or authorized by the state to
iver or furnish health services.

Health Care Services (including Behavioral Health Care Services) are those services that can only be
provided by an individual licensed as a Health Care Provider by the state of California to perform the
services, acting within the scope of their license or as otherwise authorized under California law.

Health Net of California, Inc. (herein referred to as Health Net) is a federally qualified health
maintenance organization (HMO) and a California licensed health care service plan.
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Health Net Service Area is the geographic area in California where Health Net has been authorized by
the California Department of Managed Health Care to contract with providers, market products, enroll
Members, and provide benefits through approved health plans.

Home Health Care Services are services, including skilled nursing services, provided by a licensed
Home Health Care Agency to a Member in their place of residence that is prescribed by the Member’s
attending Physician as part of a written plan. Home Health Care Services are covered if the Memberas |
homebound, under the care of a contracting Physician, and requires Medically Necessary skilled n ‘f@\iﬁg
services, physical, speech, occupational therapy, or respiratory therapy or medical social service@ nly
Intermittent Skilled Nursing Services, (not to exceed 4 hours a day), are Covered Benefits u this
Plan. Private Duty Nursing or shift care (including any portion of shift care services) is no ered
under this Plan. See also “Intermittent Skilled Nursing Services” and “Private Duty Nursthg.”

Home Infusion Therapy is infusion therapy that involves the administration of medieations, nutrients,
or other solutions through intravenous, subcutaneously by pump, enterally or epidwral route (into the
bloodstream, under the skin, into the digestive system, or into the membrane ounding the spinal
cord) to a patient who can be safely treated at home. Home Infusion Thera ays originates with a
prescription from a qualified Physician who oversees patient care and i igned to achieve Physician-
defined therapeutic end points. Q

Hospice is a facility or program that provides a caring environmeig}for meeting the physical and
emotional needs of the terminally ill. The Hospice and its en}&@ees must be licensed according to
applicable state and local laws and certified by Medicare.- \%

Hospital is a legally operated facility licensed by the s’u@@as an acute care Hospital and approved either
by the Joint Commission on Accreditation of Heal Organizations (JCAHO) or by Medicare.

Independent Medical Review (IMR) means a r@view of your Plan’s denial, modification, or delay of
your request for health care services or treatn%m. The review is provided by the Department of
Managed Health Care and conducted by 1 endent 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 tr@ﬁent, coverage decisions for treatments that are experimental or
investigational in nature, and payent disputes for emergency or urgent medical services. Your Plan
must pay for the services if arﬁe decides you need it.

Infertility exists when an@he following apply to a Member when the Member or the Member’s
partner has not yet go e‘ﬁhrough menopause:

e The Member has|had coitus on a recurring basis for one year or more without use of contraception or
other birth ei/ ol methods which has not resulted in a pregnancy, or when a pregnancy did occur, a
live birth was not achieved; or

e Al eg@ Physician’s determination of infertility, based on the Member’s medical, sexual, and
repreductive history, age, physical findings, diagnostic testing, or any combination of those factors.

@nittent Skilled Nursing Services are services requiring the skilled services of a registered nurse
or LVN, which do not exceed 4 hours in every 24 hours.

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
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3. The service is not in wide usage.
Life-Threatening means either or both of the following:

¢ 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 interventio,{i.s
survival. 4@4
Maintenance Drugs are Prescription Drugs taken continuously to manage chronic or long-te?
10n at a

conditions where Members respond positively to a drug treatment plan with a specific mediaQ
constant dosage requirement. ®Q

Maximum Allowable Cost for any Prescription Drug is the maximum charge Healt]@%et will allow for
Generic Drugs or Brand Name Drugs which have a generic equivalent. A list of M%mum Allowable
Cost is maintained and may be revised periodically by Health Net. Qibl

Medical Child Support Order is a court judgment or order that, accordin tate or federal law,
requires employer health plans that are affected by that law to provide e@rage to your child or children
who are the subject of such an order. Health Net will honor such ordegs.

Medical Information means any individually identifiable infom@on, in electronic or physical form, in
possession of or derived from a provider of health care, healt e service plan, pharmaceutical
company, or contractor regarding a patient’s medical histo “wiental health application information,
reproductive or sexual health application information, | or physical condition, or treatment.
“Individually identifiable” means that the Medical In ation includes or contains any element of
personal identifying information sufficient to allo ntification of the individual, such as the patient’s
name, address, electronic mail address, telephon@number, or social security number, or other
information that, alone or in combination witlbrther publicly available information, reveals the identity
of the individual. Q

Medically Necessary means a servic ‘b% product addressing the specific needs of that patient, for the
purpose of preventing, diagnosing, ¢btreating an illness, injury, condition, or its symptoms, including
minimizing the progression of t{@ﬁ’llness, injury, condition, or its symptoms, in a manner that is all of
the following: A

e In accordance with tgg%erally accepted standards of care, including generally accepted standards
of Mental Health bstance Use Disorder care.

e C(linically a;? 1ate in terms of type, frequency, extent, site, and duration.

e Not prim;ﬂ for the economic benefit of the health care service plan and Members or for the

convend of the patient, treating Physician, or other Health Care Provider.

3
Medi éis the Health Insurance Benefits for the Aged and Disabled Act, cited in Public Law 89-97, as

a d
l\gmber 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.

Member Physician is a Physician who practices medicine as an associate of a contracting Physician
Group.
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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.

Musculoskeletal and Related Disorders are conditions with associated signs and symptoms related to
the nervous, muscular and/or skeletal systems. Musculoskeletal and Related Disorders are condition&.
typically categorized as structural, degenerative or inflammatory disorders or biomechanical dysflx’@lon
of the joints of the body and/or related components of the motor unit (muscles, tendons, fascia, es,
ligaments/capsules, discs and synovial structures) and related neurological manifestations or @itions.

Nausea means an unpleasant sensation in the abdominal region associated with the desirfg@ omit that
may be appropriately treated by a Contracted Acupuncturist in accordance with profe&@o ally

recognized standards of practice. O
Nonparticipating Pharmacy is a pharmacy that does not have an agreement \p@jﬁfeal‘th Net to provide
Prescription Drugs to Members. QO

Nurse Practitioner (NP) is a registered nurse certified as a Nurse Practifioner by the California Board

of Registered Nursing. The NP, through consultation and collaboratiogywith Physicians and other health
providers, may provide and make decisions about, health care. A

Open Enrollment Period is a period of time each Calendar Y,¢ar, during which individuals who are
eligible for coverage in this Plan may enroll for the first ti ot Subscribers, who were enrolled
previously, may add their eligible dependents. Enrolled %&nbers can also change Physician Groups at
this time.

D)
The Group decides the exact dates for the Open %@ﬁent Period.

Changes requested during the Open Enrollme@Period become effective on the first day of the calendar
month following the date the request is sujgﬁfted or on any date approved by Health Net.

Orthotics (such as bracing, supports @ casts) are rigid or semi-rigid devices that are externally affixed

to the body and designed to be use{@ a‘support or brace to assist the Member with the following:
e To restore function; or &@‘

e To support, align, pre\@@or correct a defect or function of an injured or diseased body part; or
e To improve natur%fﬁnction; or
e To restrict m@

Out-of-Pock t(ﬂ‘faximum is the maximum amount of Copayments and Deductibles you must pay for
Covered B éﬁts for each Calendar Year. Deductibles and Copayments, which are paid toward certain
Covere efits are not applicable to your Out-of-Pocket Maximum and these exceptions are specified
in th ut-of-Pocket Maximum” section.

(ﬁtpatient 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.

Outpatient Surgical Center is a facility other than a medical or dental office, whose main function is
performing surgical procedures on an outpatient basis. It must be licensed as an outpatient clinic
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according to state and local laws and must meet all requirements of an outpatient clinic providing
surgical services.

Pain means a sensation of hurting or strong discomfort in some part of the body caused by an injury,
illness, disease, functional disorder or condition. Pain includes low back Pain, post-operative Pain, and
post-operative dental Pain.

Participating Behavioral Health Facility is a Hospital, Residential Treatment Center, structured "\ -
outpatient program, day treatment, partial hospitalization program or other mental health care facjﬁ@'
that has signed a service contract with Health Net, to provide Mental Health or Substance Use ,{morder

benefits. Q

This facility must be licensed by the state of California to provide acute or intensive psyébgtric care,
detoxification services or Substance Use Disorder rehabilitation services. )

Participating Mental Health Professional is a Physician or other professional s licensed by the
state of California to provide mental Health Care Services. The Participating tal Health Professional
must have a service contract with Health Net to provide Mental Health an. tance Use Disorder
rehabilitation services. See also “Qualified Autism Service Provider” ba{/@v in this “Definitions”
section. e

Participating Pharmacy is a licensed pharmacy that has a contr&é&with Health Net to provide

Prescription Drugs to Members of this Plan. &‘b

N
Physician is a Doctor of Medicine (M.D.) or a Doctor of Q@eopa‘[hy (D.O.) who is licensed to practice

medicine or osteopathy where the care is provided. &

Physician Assistant is a health care professional ied by the state as a Physician Assistant and
authorized to provide medical care when supervised by a Physician.

Physician Group is a group of Physicians, ,@ are organized as a legal entity, that has an agreement in
effect with Health Net to provide medical@ate to Health Net Members. They are sometimes referred to
as a “contracting Physician Group” or~Rarticipating Physician Group (PPG).” Another common term is
“a medical group.” An individual p&]@y ice association may also be a Physician Group.

Plan is the health benefits purd&é@éd by the Group and described in the Group Service Agreement and
this Evidence of Coverage.

Prescription Drug or “d(gg’ means a drug approved by the federal Food and Drug Administration
(FDA) for sale to ¢ @mers that requires a prescription and is not provided for use on an inpatient
basis. The term * ?i” or “prescription drug’’ includes: (A) disposable devices that are medically
necessary for t ministration of a covered prescription drug, such as spacers and inhalers for the
administrati aerosol Outpatient Prescription Drugs; (B) syringes for self-injectable prescription
drugs t a‘(\& ot dispensed in pre-filled syringes; (C) drugs, devices, and FDA-approved products
covered@nder the prescription drug benefit of the product pursuant to sections 1367.002, 1367.25, and
136731 of the Health and Safety Code, including any such over-the-counter drugs, devices, and FDA-

oved 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.

Prescription Drug Order is a written or verbal order, or refill notice for a specific drug, strength and
dosage form (such as a tablet, liquid, syrup or capsule) issued by a Member Physician.

Preventive Care Services are services and supplies that are covered under the “Preventive Care
Services” heading as shown in the “Schedule of Benefits and Copayments” section and the “Covered
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Benefits” section. These services and supplies are provided to individuals who do not have the symptom
of disease or illness, and generally do one or more of the following:

e Maintain good health

e Prevent or lower the risk of diseases or illnesses

e Detect disease or illness in early stages before symptoms develop N
e Monitor the physical and mental development in children A\
Primary Care Physician is a Member Physician who coordinates and controls the delivery overed
Benefits to the Member. Primary Care Physicians include general and family practitioners, rnists,

pediatricians and obstetricians/gynecologists. Under certain circumstances, a clinic th{i@s ffed by
these health care Specialists must be designated as the Primary Care Physician. )

Prior Authorization is the approval process for certain services and supplies. T@@%ain a copy of
Health Net’s Prior Authorization requirements, call the Customer Contact Ce telephone number

listed on your Health Net ID card. See “Prior Authorization Process for Pr tion Drugs” in the
“Prescription Drugs” portion of “Covered Services and Supplies” for detéb's regarding the Prior
Authorization process relating to Prescription Drugs. <

Private Duty Nursing means continuous nursing services providet by a licensed nurse (RN, LVN or
LPN) for a patient who requires more care than is normally ifible during a home health care visit or
is normally and routinely provided by the nursing staff of. spital or Skilled Nursing Facility. Private
Duty Nursing includes nursing services (including interngittent services separated in time, such as 2
hours in the morning and 2 hours in the evening) tha eeds a total of four hours in any 24-hour
period. Private Duty Nursing may be provided in patient or outpatient setting, or in a
noninstitutional setting, such as at home or at schdol. Private Duty Nursing may also be referred to as
“shift care” and includes any portion of shift dare services.

who can consent to a Health Care Se without the consent of a parent or legal guardian, pursuant to
state or federal law. “Protected Inditudual” does not include an individual that lacks the capacity to give
informed consent for health car&@ursuant to Section 813 of the Probate Code. A health care service plan
shall not require a Protected Jndividual to obtain the Group, Subscriber, or other Member authorization
to receive Sensitive Servi to submit a claim for Sensitive Services if the Protected Individual has
the right to consent to cafe.

Protected Individual means any adult éo%red by the Subscriber’s health care service plan or a minor

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

Quali é'\Autism Service Provider means either of the following: (1) A person who is certified by a
natighdl entity, such as the Behavior Analyst Certification Board with a certification, that is accredited
bysthe National Commission for Certifying Agencies, and who designs, supervises, or provides
treatment for pervasive developmental disorder or autism, provided the services are within the
experience and competence of the person who is nationally certified. (2) A person licensed as a
Physician and surgeon, physical therapist, occupational therapist, psychologist, marriage and family
therapist, educational psychologist, clinical social worker, professional clinical counselor, speech-
language pathologist, or audiologist and who designs, supervises, or provides treatment for pervasive



Page 142 Definitions

developmental disorder or autism, provided the services are within the experience and competence of
the licensee.

Qualified Autism Service Providers supervise qualified autism service professionals and
paraprofessionals who provide behavioral health treatment and implement services for pervasive
developmental disorder or autism pursuant to the treatment plan developed and approved by the
Qualified Autism Service Provider. \ -

e A qualified autism service professional: A\
A. Provides behavioral health treatment which may include clinical case management an(@e
supervision under the direction and supervision of a Qualified Autism Service Providgy;

B. Is supervised by a Qualified Autism Service Provider; 20

C. Provides treatment pursuant to a treatment plan developed and approved byéo@ Qualified Autism
Service Provider; ( Q

D. Is either of the following: N
i. Is a behavioral service provider that has training and experien providing services for
pervasive developmental disorder or autism and who meets the education and experience
qualifications described in Section 54342 of Title 17 of mgCalifornia Code of Regulations
for an Associate Behavior Analyst, Behavior AnalystxBehavior Management Assistant,
Behavior Management Consultant, or Behavior M@ement Program; or

ii. A psychological associate, an associate marri%&nd family therapist, an associate clinical

social worker, or an associate professional cal counselor, as defined and regulated by the
Board of Behavioral Sciences or the B%@f Psychology;
E. Is either of the following: QQ

i. Has training and experience in pro@ding services for pervasive developmental disorder or
autism pursuant to Division 4.5§Q§mmencing with Section 4500) of the Welfare and
Institutions Code or Title 14{cdmmencing with Section 95000) of the Government Code; or

ii. If an individual meets %quirement described in clause (ii) of subparagraph (D), the
individual shall als t the criteria set forth in the regulations adopted pursuant to Section
4686.4 of the Wel{%’ and Institutions Code for a Behavioral Health Professional; and

F. Is employed by t% alified Autism Service Provider or an entity or group that employs
Qualified Auttgn ervice Providers responsible for the autism treatment plan.

e A qualified a%opﬁ service paraprofessional is an unlicensed and uncertified individual who: (1) is
supervised Ql/a Qualified Autism Service provider or qualified autism service professional at a level
of clinic pervision that meets professionally recognized standards of practice; (2) provides
trea pursuant to a treatment plan developed and approved by the Qualified Autism Service
Pr er; (3) meets the education and training qualifications described in Section 54342 of Title 17

e California Code of Regulations; (4) has adequate education, training, and experience as
chrtiﬁed by the Qualified Autism Service Provider or an entity or group that employs Qualified
Autism Service Providers; and (5) is employed by the Qualified Autism Service Provider or an entity
or group that employs Qualified Autism Service Providers responsible for the autism treatment plan.

Residential Treatment Center is a twenty-four hour, structured and supervised group living
environment for children, adolescents or adults where psychiatric, medical and psychosocial evaluation
can take place, and distinct and individualized psychotherapeutic interventions can be offered to
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improve their level of functioning in the community. Health Net requires that all Residential Treatment
Centers must be appropriately licensed by their state in order to provide residential treatment services.

Select Telehealth Services Provider means a Telehealth Service provider that is contracted with Health
Net to provide Telehealth Services that are covered under the “Telehealth Consultations through the
Select Telehealth Services Provider” heading as shown in the “Schedule of Benefits and Copayments”
and “Covered Benefits” sections. The designated Select Telehealth Services Provider for this Plan i 1
listed on your Health Net ID card. To obtain services, contact the Select Telehealth Services Provi S
directly as shown on your ID card.

Sensitive Services means all Health Care Services related to mental or behavioral health, seQ and
reproductive health, sexually transmitted infections, substance use disorder, gender afﬁn?’% care, and
intimate partner violence, and includes services described in Sections 6924, 6925, 69 927, 6928,
6929, and 6929, 6930 of the Family Code, and Sections 121020 and 124260 of the th and Safety
Code, obtained by a patient at or above the minimum age specified for consenﬁéi he service
specified in the section.

Serious Chronic Condition is a medical condition due to a disease, 111 '%r other medical problem or
medical disorder that is serious in nature and that persists without full or worsens over an extended
period of time or requires ongoing treatment to maintain remission q revent deterioration.

Seriously Debilitating means diseases or conditions that causeaﬁg or irreversible morbidity.

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

Skilled Nursing Fac1llty is an institution that is li @ by the appropriate state and local authorities to
provide skilled nursing services. In addition, Me ére must approve the facility as a participating
Skilled Nursing Facility.

Special Care Units are special areas of a ital which have highly skilled personnel and special
equipment for the care of patients with % te Conditions that require constant treatment and monitoring
including, but not limited to, an inte care, cardiac intensive care, and cardiac surgery intensive care
unit, and a neonatal intensive or i ediate care newborn nursery.

O

Specialist is a Member Physi,@l who delivers specialized services and supplies to the Member. Any
Physician other than an ob @ician/ gynecologist acting as a Primary Care Physician, general or family
practitioner, internist or &iatrician is considered a Specialist. With the exception of well-woman visits
to an obstetrician/ g}é@logist, all Specialist visits must be referred by your Primary Care Physician to
be covered. Q

g(g/are, drugs that the Food and Drug Administration of the United States Department of
an Services or the manufacturer requires to be distributed through a specialty pharmacy,

Specialty Dr

dard 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.

Subscriber is the principal eligible, enrolled Member. The Subscriber must meet the eligibility
requirements established by the Group and agreed to by Health Net as well as those described in this
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Evidence of Coverage. An eligible employee (who becomes a Subscriber upon enrollment) may enroll
members of their family who meet the eligibility requirements of the Group and Health Net.

Substance Use Disorder Care Facility is a Hospital, Residential Treatment Center, structured
outpatient program, day treatment or partial hospitalization program or other mental health care facility
that is licensed to provide Substance Use Disorder detoxification services or rehabilitation services.

Telehealth Services means the mode of delivering Health Care Services and public health via A
information and communication technologies to facilitate the diagnosis, consultation, treatment, .
education, care management, and self-management of a patient's health care while the patient §® the
originating site and the provider for telehealth is at a distant site. Telehealth facilitates patieng‘ 1f-

management and caregiver support for patients and includes synchronous interactions a chronous
store and forward transfers. @\
For the purposes of this definition, the following apply: QO

e “Asynchronous store and forward” means the transmission of a patient's cal Information from
an originating site to the Health Care Provider for telehealth at a distan without the presence of

the patient. \‘D‘

e “Distant site” means a site where a Health Care Provider for t,el@@tlth who provides Health Care
Services is located while providing these services via a telecogimunications system.

e “Originating site” means a site where a patient is locate ?e time Health Care Services are
provided via telecommunications system or where th nchronous store and forward service
originates. A

e “Synchronous interaction” means a real-time ipteraction between a patient and a Health Care
Provider for telehealth located at a distant,sit€”

Terminal Illness is an incurable or irreversikleCondition that has a high probability of causing death
within one year or less. Completion of oVered Benefits shall be provided for the duration of a Terminal
Illness. <

Trans-Inclusive Health Care comprehensive health care that is consistent with the standards of
care for individuals who identif{ds transgender, gender diverse, or intersex; honors an individual’s
personal bodily autonomy; not make assumptions about an individual’s gender; accepts gender
fluidity and nontradition&l@ der presentation; and treats everyone with compassion, understanding,

and respect. ‘O
Tier 1 Drugs ino@@f most Generic Drugs and low-cost preferred Brand Name Drugs

Tier 2 Drugs.nclude nonpreferred Generic Drugs, preferred Brand Name Drugs and any other drugs
recommen y the Pharmacy and Therapeutics Committee based on safety, efficacy, and cost.

Tier 3 gs include nonpreferred Brand Name Drugs or drugs that are recommended by the Pharmacy
a rapeutics Committee based on safety, efficacy, and cost, or that generally have a preferred and
often less costly therapeutic alternative at a lower tier.

Transplant Performance Center is a provider in Health Net’s designated network in California for
solid organ, tissue and stem cell transplants and transplant-related services, including evaluation and
Follow-Up Care. For purposes of determining coverage for transplants and transplant-related services,
Health Net’s network of Transplant Performance Centers includes any providers in Health Net’s
designated supplemental resource network.
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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 Care, as
defined in this section. This may include services for which a person should have known an emergency
did not exist.
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LANGUAGE ASSISTANCE SERVICES

Health Net provides free language assistance services, such as, in-person interpretation, telephone
interpretation, video remote interpretation, sign language interpretation, translated written materials oral
translation and appropriate auxiliary aids for individuals with disabilities. Health Net’s Customer
Contact Center has bilingual multilingual staff and interpreter services for additional languages to
support Member language needs. Interpretation services in your language can be used for, but not D
limited to, explaining benefits, filing a grievance and answering questions related to your health Ptan.
Also, our Customer Contact Center staff can help you find a Health Care Provider who speaks{your
language. Call the Customer Contact Center number on your Health Net ID card for this ft rvice and
to schedule an interpreter. Providers may not request that you bring your own interpreterean
appointment. There are limitations on the use of family and friends as interpreters. Miatters can only be
used as interpreters if there is an imminent threat to the patient’s safety and no qualifted interpreter is
available. Language assistance is available 24 hours a day, 7 days a week at all pgints of contact where a
Covered Benefit or service is accessed. If you cannot locate a Health Care Proyader who meets your
language needs, you can request to have an interpreter available at no chq@ nterpreter services shall
be coordinated with scheduled appointments for Health Care Services in\such a manner that ensures the
provision of interpreter services at the time of the appointment. Some“types of interpretation must be
scheduled before the appointment. X0
,{,‘b'
N
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NOTICE OF LANGUAGE SERVICES

English

Mo Cost Language Services. You can get an interpreter. You can get documents read to yvou and some sent to vou
in your language. For help, call the Customer Contact Center at the mumber on your ID card or call

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

call IFP On Exchange 1-585-9226-4935 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

For Group Plans through Health Net, call 1-800-522-0088 (TTY: T11).

Arabic
o sl 1 o S Bam el o gl i RS ) 1R ) iy g pe el R e Bl B pl e
ATTY:711) 1-800-839-2172 :iilally 3 1 dlasl o il o 1 JooaTd] gi FoBiny o poall o |y el Lt € pa
(TTY: 711) 1-888-926-4988 a8 I s dBially 4 1 Ahsl o il o8 N JlaTd) o p ol S 3 ool 2
6 Ac paaal) habal (TTY: 711) 1-B88-926-5133 5 pseall Jie y 12l g
ATTY: T11) 1-B00-522-0088 & Juasil = 2 Health Net

Armenian

Binjdwn (Equljpumb somnpmpmiaibn: rmp upnn Bp poiagnn prupguaihy wun b
dwmmnmpnpEpp jupng & Yupnw) Ap (Equm]: Ogmppoi hodnp qubqubupbp Zndwjunpniukph
wnymumplumi GEnnpnh Atp ID pupnf gpoe bofus e eoowbhaodunnyg Jud quiadqubapkp
Individual & Family Flan (IFF) Off Exchange’ 1-800-83%-2172 hhrwjunuwmbhmdmpm] (TTY ™ 711

Y hdnphboh bodwn qubgubmpbp IFF On Exl:hange.

1-888-926-4988 hEmuunuwhunlmpm] (TTY" 711) ljund ©npp phqutuh h‘l!lll[‘l!llIll-

1-888-926-5133 himwpunuwhunfmpm] (TTY " 711): Health Net-h balpmjhh Spugpiph kudup
quigmbumpkp 1-800-522-0085 hEmujunumhuiuipm] ('IT“:!" Tiiy

Chinese

RS RN - STE OSSR - SR TSR TR S T RS TS
Tl - B - SFETOE B+ EATHE RIS E PR OB = HR TR v B iR sh
A7 Individual & Family Plan (IFP) 0&y © 1-800-839-2172 (M © T11) - S INHIPRE S 5 -
SRESTRE(rds = B iR IFP T7LR 1-888-926-4988 (REEMPLR @ T11) - EU(RSERIRETT
1-888-926-5133 ( §E[EIFLY @ 711) - {NA#%iE Health Net §iSemi{rtE - SHE+T

1-800-522-0088 ( JEiEML © 711) -

Hindi

o= g[oeF W1 HA| WO U GHINGT WA & WG £ N0 GOl S AU HiT # ugen
AEa g figg & oo 3ua 3Ed &2 & fBr v Jav W mEd d@ar & & &l & 91 saneaa
3T & T (AETE) AF TEEES: 1-800-838-2172 (TTY: 711) T @ &1 Hfawirm
ARt & fow, IETEdl e Tasla 1-888-926-4988 (TTY: 711) 1 A faa=ta
1-888-926-5133 (TTY: 711) W &I il 2ol #c & ALTA H U &= & 60

1-800-522-0088 (TTY: 711) W &I &t

Hmong

Tsis Muaj Tus Ngi Pab Txhais Lus. Koj maj veem tan xais ib s kws pab txhais us. Koj maj veem muaj ib
s neeg nyeem cov nianb niawy ran koj ua koj hom Ius hais. Txhawm ran pab, b xovitooj ran Neeg Qhua Lub
Chaw Trv Toj nfawm tus npawh nyob nfawm koj daim npav ID lossis hu ran Tus MNeeg thiab Tsev Neep (hov
Kev Npaj (IFP) Ntawm Eev Sib Hloov Panv: 1-800-339-2172 {TTY: 711). Ran California ghov chaw kab
khw, hu rau IFP Mitawm Qhov Sib Hloowv Pauv 1-885-926-4988 (TTY: T11) lossis Lag Luam Me
1-888-926-3133 (TTY: 711). Kan Cov Pab Pawg Chaw Npaj Eho Mob hla Health Net, hm ran

1-800-522-D088 (TTY: 711).
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Japanese

EROFET—YASEM L TCED 4, BRFLITRAGEETES, PR TEEER SRR T
S LT, ~AFHEESRSE. Y- FoifMEasn T 2R TRELE T ¥ —F
TGS ER < A, Individual & Family Plan (IFP) (@A - FERTF S

Off Exchange: 1-800-839-2172 (TTY: Til) £ TREF K&, #1234 =THO~=—4 =}
Tl RG220 T, IFP On Exchange 1-888-926-4988 (TTY: T11) ZE{id Small Business
1-888-926-5133 (TTY: T11) F TEESF < F &Ly, Health Netio L2 ¥ 0—7FFF wis20vTH.
1-800-522-0038 (TTY: 711} FT=REELFE,

Ehmer

MmN ARRTE mnﬁijﬁmﬁﬂqmmmjﬁmm_iglmmm INARAMGANUIEMSNA
ANIEMINAERMMANUATN AR Rpniagw e girdpeimauhpnnudandsnsd
ﬁﬁsmmmzmmmsts‘lrmuggm;nn@smmmnﬁijﬁ WU gIAlieIMEAYIS Off Exchange
ﬁ.Tﬁ.i'ﬁT[U'Iﬂﬁ'll-'LTlﬁﬂ.ﬂ T.fﬁl-'l.T Eﬂ'[[‘iﬂ[ﬁﬁﬂl (IFP) fEIWiuEs: 1-800-839-2172 (TTY: 711)7
AU S GG California fYUILTIGIATIFIMSALIG On Exchange IUAIEIE IFP MUIL:IE
1-888-926-4988 (TTY: 711) T_.ﬂj‘iﬁi_ﬁ E?ﬂﬁiﬁgg‘nﬁﬁﬁmmm:tmz 1-8858-926-5133 (TTY: 71111
FIEURIEM{HMUI: Health Net AJUTUTIGIASIFIMENUE 1-800-522-0088 (TTY: 711)4
Eorean

28 oe] MulAduct Y AuAE wod £ Fuick F4 35 e A8 gl 5
A58 A 25 A7 FAa8E A2 AFguct 280 2884 H D 7o S5 H ¥ 3
WM A e HEEAAL ALl B oS SRR 42 Off Exchange:
1-800-839217X(TTY- 71y 2 & AZH T JH Ao FEElFau]el T oAl g el a8 EAE

IFP On Exchange 1-888-9264988(TTY: 711), 272 #| =]~ 9] 2% 1.888-926-5133(TTY: TIDH L =

Fgh#) F494 9. Health Net® B8 25§ 89 4% 1-800-322-0088(TTY: TIDH 2.2 7 5}
HM e

HlE-
ﬁ-Llu

MNavajo

Doo baddh ilinigdd saad bea haka ada'llysed. Ata” halne'igii da k&' nd hadiddot’)|t. Naaltsoos da t'3a
shi shizaad k'ehji shich|’ yideoltah ninizingo t'4& nd akddoolniit. Akdt'éego shiké a'doowol ninizingo
Customer Contact Center hoolyéhijl” hodiilinih ninaaltsoos nanitinge bee néého'dolzinigii hodoonihjl’
blkaa” éi deodago koj]” holne” Individual & Family Plan (IFP) Off Exchange: 1-300-832-2172 (TTY: 711).
Califomia marketplace bahigii kojl’ holne” IFP On Exchange 1-888- 926-4938 (TTY: 711) &i doodago
Small Business bahigii ko))" hdlne’ -388-926-5133 (TTY: 711). Group Plans through Health Net bahigii &i
kogl’ halne” 1-800-322-0088 (TTY: 711).

Persian (Farsi)
(sl B el g ol e LS e A Tl 2 S 0 2l 8 ok e RIS an e S 0 6 DA Oy b Sl
s jat 4 [FP) Off Exchange) L3588 552 8 p b b hdis S8 50 8 el & o 220 S JE ol o Sa€ il
1-888-926-4988 » a2 IFP On Exchange L < A0 J 3 sl u 8 ol (TTY:711) 1-800-838-2172
Gl G h g sh gl sl e 28 el (TTY-T11) 1-888-926-5133 S8 JIE 5 B L (TTY:711)
A ula (TTY-711) 1-800-522-0088 L Health Net



Panjabi (Punjabi)
ﬁ?hﬁmaﬁ#mﬁ@?@ﬁﬁ%@aﬁéfﬁ?mmﬂﬂéélﬂmmm
&9 ug 3 I 7 Faw 951 WEE B, WE Wi IO I R dSe I e SR des A T
fevaatag = ulfs==aa Bae (IFP) s Warod 2 @8 @9: 1-800-839-2172 (TTY: 711)| aBegamr
WalacusR 59, |Fp s *ﬂaﬂﬂﬁé 1-888-926-LIBE (TTY: 711) 7 AHE FEIH?:THT.':I:T

1-888-926-5133 (TTY: 711) ‘3 &5 a1 387 < 7l Ayfas vds =4,

1-200-522-0088 (TTY: 711) ‘3 I8 =41

Russian

Becisarius nosoils nepeaoimkos. Bel soders noay4eTs oMol nepesorme. Bas MoryT npounrars
aoeyMenTsl e Bames pojmos sisie . Econ Bas BysHa noMolls, ssomrre no Tesedory Leampa nosomm
FUIMEHTAM, YRAIAHHOMY Hil BAILER KAPTE YHACTHHES asa. Bhl rasiss Mosere n0sB0HNTE B 0TI NOoMOuH
YHACTHHKAM He [TPeic TABISHHRI Ha (helepanbHom PhiHKe ILMHOB [IH SACTHRIX MHI # CeMed

(IFP) Off Exchange 1-800-332-2172 (TTY: 711). ¥uacrunkn naanos or California marketplace: ssoumre
B OTJIEN IOMOIIH YHACTHIKAM HpejicTamiesnnn v denepuibiom priske naasos IFP (On Exchange) no
renedony 1-888-926-4988 (TTY: 711) win & omen naasos wns monoro Gusseca (Small Business) no
renedory 1-888-926-5133 (TTY: 711). YuacTHMEN KOMISKTHEHRBIX IAHOE, HPSI0CTIRIREMBIN SEped
Health Net: ssonwre 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 obrener avuda, comuniguese con el Cenmo de Commmicacion con el Cliene
al mimero que fisura en s targeta de idendficacion o 1lame al plan individual v familiar que no perensce al
Mercado de Segures de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
Califormia, lame al plan individual v familiar que pentenece al Mercado de Seeuros de 5alud al
1-888-926-4988 (TTY: 711); para los planes de pequefias empresas, lame al 1-888-926-5133 (TTY: 711).
Para planes grupales a ravés de Health Net, llame al 1-800-322-0088 (TTY: 711).

Tazalo

Wa?ang %a}'ad na Mpa Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakaluha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa mlong, mmawag sa Customer Contact Centel sa
numerong nasa ID card ninyo o mmawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya
(Individual & Family Plan, IFP): 1-800-83%-2172 (TTY: 711). Para sa California marketplace, mmawag sa
IFP Om Exchange 1-B33-926-4988 (TTY: 711} o Maliliit na Negosyo 1-883-926-5133 (TTY: T11).

Para sa mga Planong Pang-emupo sa pamamagitan ng Health Net, mmawag sa 1-800-322-0088 (TTY: T11).
Thai

Lidfwimamnen AumanTalaauld fman salRenuenariinaduaen pefmls windgamanute
wmiia Tnmwamada SRS AT s TR TR sanm wislnmuhowmunrsauasaseuausaenm
{Individual & Family Plan (IFP} (ff Exchangs) i 1-B00-830-2172 (Taus TTY: 744) smilesausdvefie Tnomn
dﬂuuﬂuqﬂﬂﬂuﬁ:ﬁswnﬁ'uwf_{ (IFP Oin Exchange) 147 1-886-028-4088 (Taus TTY: 711) wiE dﬂuqﬁﬁwmmﬁn
(Srnall Busineza) fi 1-888-026-5133 {Iwaum TTY: 711) STLLEMLULAGLETWITA Health Net Tns

1-800-522-0088 (Tnum TTY: 7144)
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Vietnamese
Cic Dich Vu Nzdn Neir Mién Phi. Quy vi oo the' cd mét phign dich vién. Quy vi cd the véu ¢ a duroc doc cho
nghe ti lién bang nedn ngir ciia qui vi. D dupe pitip &, vii 1éng goi Trung Tim Lifn Lac Khich Hing theo
58 didn thoal zhi mén the ID cia quy vi hode 20i Chrong Trinh Bio Higm C4 Nhin & Gia Binh (IFF) Fhi Tip
Trung: 1-800-839-2172 (TTY: 711). &1 vo thi tromg California, vui lang goi IFP Tip Trng \'
1-888-926-4988 (TTY: 711) hodc Doanh Nehigp Nho 1-838-926-3133 (TTY: 711). DG v cie Cluremg Trinh 4@'
Bio Hifm Nhom qua Health Net, vui long goi 1-800-322-0088 (TTY: 711). @)
y

CA Commercial DMHC On and Off-Exchange Member Notice of Language Assistance
FLY017549EHO0 (12/17)



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 comrnumca@%actwely
with us, such as:
¢ Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible elec(@mc formats, and
other formats)
e Provides free language services to people whose primary language }5% English, such as:
¢ Qualified interpreters
e Information written in other languages

If you need these services, contact the Health Net Customer Con enter at

Individual & Family Plan (IFP) Members On Exchange/C ed California 1-888-926-4988 (TTY:
711)

Individual & Family Plan (IFP) Members Off Excha ef 800-839-2172 (TTY: 711)

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

Group Plans through Health Net 1-888-893-157 Y:711)

Upon request, this document can be made ava&a;@e to you in braille, large print, audiocassette, or
electronic form. To obtain a copy in one of alternative formats, please call or write to:

Health Net

Post Office Box 9103, Van Nuy Cﬁ)lfomla 91409-9103
Customer Contact Center 1- SQQ 6110 (TTY: 711)
California Relay 711 \"D‘

If you believe that Health ,b]%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 fi rievance in person or by mail, fax, or email. If you need help filing a grievance, our
1557 C inator is available to help you.

Q@%y 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



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 satistied
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 1-888-466-22194@‘
(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 ices,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portalsavailable at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: o

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

Room 509F, HHH Building 'Q%
Washington, D.C. 20201 \fbu
1-800-368-1019, 1-800-537-7697 (TDD) 4@
Complaint forms are available at https://www.hhs. gov/ocr/comp‘Ifﬁi}[ts/index.html.
xS FLY065732EP00 (11/24)
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Contact us

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

Large Group:

1-888-893-1572 TTY: 711 Q
o >

(for companies with 101 or @\

more employees) (?0
‘b’

Customer Contact Center ,{,O

Small Group: QO
1-888-893-1572 TTY: 711 O
(for companies with 1-100 employees) \(b

Individual & Family Plans: ,{}
1-800-839-2172 TTY: 711 &‘b‘

1-800-331-1777 (Spanish) i Q
1-877-891-9053 (Mandarin) D)
1-877-891-9050 (Cantonese) 6@
1-877-339-8596 (Korean) Q
1-877-891-9051 (Tagalog) O
1-877-339-8621 (Vietnamese) @0

&Od
N
2

HMO, EOA, POé, PKB% and Salud con Health Net HMO plans are offered by Health Net of

www.healthnet.com

California, In Ith Net of California, Inc. is a subsidiary of Health Net, LLC and Centene
Corporation. Ith Net is a registered service mark of Health Net, LLC. All rights reserved.
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