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Notice of Right to Examination:

If You are not satisfied with Your coverage under this Policy, You may return this Policy to HNL
within 10 days of receipt for a refund of any Premiums paid.

Policyholders age 65 and older have the right to return the Policy to HNL within 30 days of receipt
for a full refund of all Premiums and any policy fee paid.

Upon timely return of the Policy by mail or delivery, HNL will consider the Policy void from the
beginning (as if it had never been issued).
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NOTICE OF PROTECTION PROVIDED BY
CALIFORNIA LIFE AND HEALTH INSURANCE GUARANTEE ASSOCIATION

This notice provides a brief summary regarding the protections provided to policyholders by the
California Life and Health Insurance Guarantee Association ("the Association"). The purpose of the
Association is to assure that policyholders will be protected, within certain limits, in the unlikely event
that a member insurer of the Association becomes financially unable to meet its obligations. Insurance
companies licensed in California to sell life insurance, health insurance, annuities and structured
settlement annuities are members of the Association. The protection provided by the Association is not
unlimited and is not a substitute for consumers' care in selecting insurers. This protection was created
under California law, which determines who and what is covered and the amounts of coverage.

Below is a brief summary of the coverages, exclusions and limits provided by the Association. This
summary does not cover all provisions of the law; nor does it in any way change anyone's rights or
obligations or the rights or obligations of the Association.

COVERAGE
e Persons Covered

Generally, an individual is covered by the Association if the insurer was a member of the Association
and the individual lives in California at the time the insurer is determined by a court to be insolvent.
Coverage is also provided to policy beneficiaries, payees or assignees, whether or not they live in
California.

e Amounts of Coverage
The basic coverage protections provided by the Association are as follows.
o Life Insurance, Annuities and Structured Settlement Annuities

For life insurance policies, annuities and structured settlement annuities, the Association will
provide the following:

= Life Insurance

80% of death benefits but not to exceed $300,000

80% of cash surrender or withdrawal values but not to exceed $100,000
= Annuities and Structured Settlement Annuities

80% of the present value of annuity benefits, including net cash withdrawal and net cash
surrender values but not to exceed $250,000

The maximum amount of protection provided by the Association to an individual, for all life
insurance, annuities and structured settlement annuities is $300,000, regardless of the number of
policies or contracts covering the individual.

o Health Insurance

The maximum amount of protection provided by the Association to an individual, as of April 1,
2011, is $470,125. This amount will increase or decrease based upon changes in the health care
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cost component of the consumer price index to the date on which an insurer becomes an
insolvent insurer.

COVERAGE LIMITATIONS AND EXCLUSIONS FROM COVERAGE

The Association may not provide coverage for this policy. Coverage by the Association generally
requires residency in California. You should not rely on coverage by the Association in selecting an
insurance company or in selecting an insurance policy.

The following policies and persons are among those that are excluded from Association coverage:

A policy or contract issued by an insurer that was not authorized to do business in California when it
issued the policy or contract

A policy issued by a health care service plan (HMO), a hospital or medical service organization, a
charitable organization, a fraternal benefit society, a mandatory state pooling plan, a mutual
assessment company, an insurance exchange, or a grants and annuities society

If the person is provided coverage by the guaranty association of another state.

Unallocated annuity contracts; that is, contracts which are not issued to and owned by an individual
and which do not guaranty annuity benefits to an individual

Employer and association plans, to the extent they are self-funded or uninsured
A policy or contract providing any health care benefits under Medicare Part C or Part D
An annuity issued by an organization that is only licensed to issue charitable gift annuities

Any policy or portion of a policy which is not guaranteed by the insurer or for which the individual
has assumed the risk, such as certain investment elements of a variable life insurance policy or a
variable annuity contract

Any policy of reinsurance unless an assumption certificate was issued

Interest rate yields (including implied yields) that exceed limits that are specified in Insurance Code
Section 1607.02(b)(2)(C).

NOTICES

Insurance companies or their agents are required by law to give or send You this notice. Policyholders
with additional questions should first contact their insurer or agent. To learn more about coverages
provided by the Association, please visit the Association’s website at www.califega.org, or contact
either of the following:

California Life and Health Insurance
Guarantee Association

P.O Box 16860

Beverly Hills, CA 90209-3319

(323) 782-0182
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California Department of Insurance
Consumer Communications Bureau
300 South Spring Street

Los Angeles, CA 90013

(800) 927- 4357

Insurance companies and agents are not allowed by California law to use the existence of the
Association or its coverage to solicit, induce or encourage You to purchase any form of insurance.
When selecting an insurance company, You should not rely on Association coverage. If there is
any inconsistency between this notice and California law, then California law will control.
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health net

HEALTH NET PPO INSURANCE POLICY

ISSUED BY

HEALTH NET LIFE INSURANCE COMPANY
(HNL)
LOS ANGELES, CALIFORNIA

Upon payment of Premium charges in the amount and manner provided in this Policy. Health Net Life
Insurance Company

HEREBY AGREES

to provide benefits as defined in this Policy to the Policyholder and their eligible Dependents according
to the terms and conditions of this Policy. Payment of Premium by the Policyholder in the amount and
manner provided for in the Policy shall constitute the Policyholder's acceptance of the terms and
conditions of the Policy. This Health Net Life Insurance Company Policy, the Application for Individual
and Family Policy and the enrollment forms of Policyholder's Dependents, inclusively shall constitute
the entire agreement between the parties.

HEALTH NET LIFE INSURANCE COMPANY

N

Steven Sickle J. Brian Ternan
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INSURANCE PLAN J6U
33YT
HEALTH NET PPO POLICY

ISSUED BY
HEALTH NET LIFE INSURANCE COMPANY

Los Angeles, California

THIS BENEFIT PLAN PROVIDES BOTH PREFERRED PROVIDER AND OUT-OF-
NETWORK PROVIDER BENEFITS FOR SERVICES (INCLUDING BEHAVIORAL HEALTH
TREATMENT) ONLY WITHIN CALIFORNIA. THIS BENEFIT PLAN DOES NOT PROVIDE
BENEFITS FOR SERVICES (INCLUDING SERVICES FOR BEHAVIORAL HEALTH
TREATMENT) OUTSIDE OF CALIFORNIA, EXCEPT FOR URGENT CARE, EMERGENCY
CARE AND CLINICAL TRIALS WHEN THE PROTOCOL FOR THE TRIAL IS NOT
AVAILABLE THROUGH PREFERRED PROVIDERS WITHIN CALIFORNIA. OUTSIDE
THE UNITED STATES, COVERAGE IS LIMITED TO URGENT CARE AND EMERGENCY
CARE, AS DESCRIBED UNDER "FOREIGN TRAVEL OR WORK ASSIGNMENT" IN THIS
"MISCELLANEOUS PROVISIONS" SECTION.

THE ENHANCEDCARE PPO NETWORK IS ONLY AVAILABLE WITHIN THE COUNTIES
LISTED IN THE SERVICE AREA. PLEASE SEE THE DEFINITION OF "SERVICE AREA"
BELOW FOR A LIST OF COUNTIES AND ZIP CODES.

Service Area is the geographic area within which HNL markets and sells Ambetter PPO insurance
plans, and is defined as the following counties in the state of California: Los Angeles, Orange,
Sacramento, San Diego, and Yolo.

In addition, the Service Area consists of the following partial counties:

Placer: For ZIP codes 95602, 95603, 95604, 95631, 95648, 95650, 95658, 95661, 95663, 95668, 95677,
95678, 95681, 95701, 95703, 95713, 95714, 95722, 95736, 95746, 95747, 95765

Riverside: For ZIP codes 91752, 92201, 92202, 92203, 92210, 92211, 92220, 92223, 92230, 92234,
92235, 92236, 92240, 92241, 92247, 92248, 92253, 92254, 92255, 92258, 92260, 92261, 92262, 92263,
92264, 92270, 92274, 92276, 92282, 92320, 92501, 92502, 92503, 92504, 92505, 92506, 92507, 92508,
92509, 92513, 92514, 92516, 92517, 92518, 92519, 92521, 92522, 92530, 92531, 92532, 92536, 92539,
92543,92544, 92545, 92546, 92548, 92549, 92551, 92552, 92553, 92554, 92555, 92556, 92557, 92561,
92562, 92563, 92564, 92567, 92570, 92571, 92572, 92581, 92582, 92583, 92584, 92585, 92586, 92587,
92589, 92590, 92591, 92592, 92593, 92595, 92596, 92599, 92860, 92877, 92878, 92879, 92880, 92881,
92882, 92883

San Bernardino: For ZIP Codes 91701, 91708, 91709, 91710, 91729, 91730, 91737, 91739, 91743,

91758,91759,91761,91762,91763,91764,91784, 91785, 91786, 92252, 92256, 92268, 92277, 92278,
92284, 92285, 92286, 92301, 92305, 92307, 92308, 92309, 92310, 92311, 92312, 92313, 92314, 92315,
92316,92317, 92318, 92321, 92322, 92324, 92325, 92327, 92329, 92331, 92333, 92334, 92335, 92336,
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92337,92339, 92340, 92341, 92342, 92344, 92345, 92346, 92347, 92350, 92352, 92354, 92356, 92357,
92358, 92359, 92365, 92368, 92369, 92371, 92372, 92373, 92374, 92375, 92376, 92377, 92378, 92382,
92385, 92386, 92391, 92392, 92393, 92394, 92395, 92397, 92398, 92399, 92401, 92402, 92403, 92404,
92405, 92406, 92407, 92408, 92410, 92411, 92413, 92415, 92418, 92423, 92427

Preferred Providers are providers who participate in the Health Net EnhancedCare PPO Network
("EnhancedCare PPO Network"). Providers that are not designated as part of the EnhancedCare
PPO Network are treated as Qut-of-Network Providers, even if they are included in the network
for other Health Net plans.

Benefits may be modified by Policy amendments which may provide greater or lesser benefits. Any
Policy amendments issued to You should be attached to this Policy.

HEALTH NET LIFE INSURANCE COMPANY (herein called HNL) agrees to provide benefits as
described in this Policy to the Policyholder (herein called "You" or "Your") and Your eligible
Dependents.

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

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

HNL will provide 60 days advance notice to Policyholders before the effective date of any material
modification to this Policy, including changes in Preventive Care Services.

PLEASE READ THE FOLLOWING INFORMATION TO KNOW FROM WHOM OR WHICH
GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED.

How to Obtain Care

Selecting a Primary Care Physician. HNL believes maintaining an ongoing relationship with a
Physician who knows You well and whom You trust is an important part of a good health care program.
That’s why You are required to select a primary care Physician for Yourself and each member of Your
family, even though You may go directly to any Preferred Provider without first seeing Your primary
care Physician. Primary care Physicians can help provide, arrange and coordinate Your health care.

Y our out-of-pocket costs will depend on if the providers are Preferred Providers or Out-of-Network
Providers.

You may designate any primary care Physician who participates in Our EnhancedCare PPO Network,
and who is available to accept You or Your Dependents. Dependents may select different primary care
Physicians. An obstetrician/gynecologist may be designated as a primary care Physician. For children, a
pediatrician may be designated as the primary care Physician. Until You make this primary care
Physician designation, HNL designates one for You. Information on how to select a primary care
Physician and a listing of the participating Physicians in the EnhancedCare PPO Network, are available
on the HNL website at www.myhealthnetca.com. You can also call the Customer Contact Center at the
number shown on Your HNL ID card to request provider information or if You have questions involving
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reasonable access to care. Primary care Physicians include general and family practitioners, internists,
pediatricians and obstetricians/gynecologists.

You do not need prior Certification from HNL or from any other person (including a primary care
Physician) in order to obtain access to obstetrical or gynecological care from a health care professional
in Our Network who specializes in obstetrics or gynecology. The health care professional, however, may
be required to comply with certain procedures, including obtaining prior Certification for certain
services, following a pre-approved treatment plan, or procedures for making referrals.

You do not need to obtain a referral from Your primary care Physician or any other provider prior to
receiving coverage or services for reproductive and sexual health care. Reproductive and sexual health
care services include but are not limited to: pregnancy services, including contraceptives and treatment;
diagnosis and treatment of sexual transmitted disease (STD); medical care due to rape or sexual assault,
including collection of medical evidence; and HIV testing.

Preferred Providers are providers who have agreed to "participate" in the EnhancedCare PPO Network
of HNL's Preferred Provider Organization program ("PPO"), which is called Health Net PPO. They have
agreed to provide the Covered Persons under this Policy with Covered Services and Supplies as
explained in this Policy and accept a special contracted rate, called the "Contracted Rate" as payment in
full. The Covered Person's share of costs is based on that contracted rate. Preferred Providers are listed
on the HNL website at www.myhealthnetca.com and selecting "Provider Search" or one can contact the
Customer Contact Center at the telephone number on the HNL ID card to obtain a copy of the Preferred
Provider Directory at no cost. If Medically Necessary care is not available through a Preferred Provider,
HNL will arrange for the required care with available and accessible Out-of-Network Providers.

The EnhancedCare PPO Network is subject to change. It is Your responsibility to choose a provider that
is listed as participating in the EnhancedCare PPO provider network directory. IMPORTANT NOTE:
Please be aware that it is Your responsibility and in Your best financial interest to verify that the health
care providers treating You are Preferred Providers, including:

e The Hospital or other facility where care will be given. After verifying that the Hospital or the
facility is a Preferred Provider, You should not assume all providers at that Hospital or facility are
also Preferred Providers; if You receive services from an Out-of-Network Provider at that Hospital
or other facility, refer to "When Out-of-Network Services are received at an In-Network Health
Facility" below for information on how those services are paid.

e The provider You select, or to whom You are referred, at the specific location at which You will
receive care. Some providers participate at one location, but not at others.

Note: Not all providers who contract with HNL are Preferred Providers under this Policy.
Providers that are not designated as part of the EnhancedCare PPO Network are considered
Out-of-Network Providers, even if they have a contract with HNL for Health Net PPO or other
plans.

Out-of-Network Providers have not agreed to participate in the EnhancedCare PPO Network. You may
choose to obtain Covered Services and Supplies from an Out-of-Network Provider.

WHEN YOU USE OUT-OF-NETWORK PROVIDERS, BENEFITS ARE SUBSTANTIALLY
REDUCED. WHEN YOU USE OUT-OF-NETWORK PROVIDERS, YOU WILL INCUR
SIGNIFICANTLY HIGHER OUT-OF-POCKET EXPENSE. The Covered Person's out-of-pocket
expense is greater because: (1) the Covered Person is responsible for a higher percentage of the benefits
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than for the services of Preferred Providers; (2) HNL's benefit for Out-of-Network Providers is based on

a percentage of the Maximum Allowable Amount; and (3) the Covered Person is financially responsible

for any amounts Out-of-Network Providers charge in excess of this amount. Please refer to the definition
of Maximum Allowable Amount in the "Definitions" section for details.

When Services are not Available through a Preferred Provider: If HNL determines that the
Medically Necessary care You require is not available within the EnhancedCare PPO Preferred Provider
network, HNL will authorize You to receive the care and will arrange for the required medically
appropriate care from an available and accessible Out-of-Network Provider or facility. Covered Services
and Supplies received from Out-of-Network Providers under these circumstances will be payable at the
Preferred Provider level of coverage. Cost-sharing paid at the Preferred Provider level of coverage will
apply toward the in-network Deductible and accrue to the in-network Out-of-Pocket Maximum and You
will not be responsible for any amounts in excess of the Maximum Allowable Amount. If You need
access to medically appropriate care that is not available in the EnhancedCare PPO Preferred Provider
network, or are being billed for amounts in excess of the Maximum Allowable Amount for Covered
Services received under these circumstances, please call the Customer Contact Center at the number
shown on Your HNL ID card.

When Out-of-Network Non-Emergent Services are received at an In-Network Health Facility: In
addition, if You receive covered non-emergent services at an in-network (EnhancedCare PPO network)
health facility (including, but not limited to, a licensed Hospital, an ambulatory surgical center or other
outpatient setting, a laboratory, or a radiology or imaging center), at which, or as a result of which, You
receive non-emergent Covered Services by an Out-of-Network Provider, the non-emergent services
provided by the Out-of-Network Provider will be payable at the Preferred Provider level of cost-sharing
and Deductible, if applicable, and without balance billing (balance billing is the difference between a
provider’s billed charge and the Maximum Allowable Amount); the cost-sharing and Deductible will
accrue to the Out-of-Pocket Maximum for Preferred Providers.

The Out-of-Network Provider may bill or collect from You the difference between a provider’s billed
charge and the Maximum Allowable Amount in addition to any applicable Out-of-Network
Deductible(s), Copayments and/or Coinsurance, when You consent in writing at least 24 hours in
advance of care. The Out-of-Network Provider must give You notice that consent is required within the
following time frames:

e [fthe appointment is scheduled at least 72 hours in advance, notice and consent forms must be
provided to You not later than 72 hours prior to the day when the service will be furnished.

e [fthe appointment is scheduled between 24 hours and 72 hours in advance, notice and consent forms
must be provided to You on the day the appointment is scheduled, no later than 24 hours in advance
of care.

Notice by the Out-of-Network Provider, and/or Your written consent, less than 24 hours in advance of
care is not allowed.

In order to be valid, that consent must meet all of the following requirements: (1) The consent shall be
obtained by the Out-of-Network Provider in a document that is separate from the document used to
obtain the consent for any other part of the care or procedure. The consent shall not be obtained by the
facility or any representative of the facility. The consent shall not be obtained at the time of admission or
at any time when You are being prepared for surgery or any other procedure; (2) At the time the consent
is provided, the Out-of-Network Provider shall give You a written estimate of Your total out-of-pocket
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cost of care. The written estimate shall be based on the Out-of-Network Provider's billed charges for the
service to be provided. The Out-of-Network Provider shall not attempt to collect more than the
estimated amount without receiving separate written consent from You or Your authorized
representative, unless circumstances arise during delivery of services that were unforeseeable at the time
the estimate was given that would require the provider to change the estimate; (3) The consent shall
advise You that You may elect to seek care from a Preferred Provider or may contact HNL in order to
arrange to receive the health service from a Preferred Provider for lower out-of-pocket costs; (4) The
consent shall also advise You that any costs incurred as a result of Your use of the Out-of-Network
benefit shall be in addition to Preferred Provider cost-sharing amounts and may not count toward the
annual Out-of-Pocket Maximum on Preferred Provider benefits or a Deductible, if any, for in-network
benefits; and (5) The consent and estimate shall be provided in the language spoken by You, in certain
circumstances.

The consent criteria in this provision do not apply, and an Out-of-Network Provider will always be
subject to the limitations of this provision with respect to the following services:

e Ancillary services, meaning:
o Items and services related to emergency medicine, anesthesiology, pathology, radiology, and
neonatology, whether provided by a Physician or non-Physician practitioner;

o Items and services provided by assistant surgeons, hospitalists, and intensivists;
o Diagnostic services, including radiology and laboratory services; and

o Items and services provided by an Out-of-Network Provider if there is no Preferred Provider who
can furnish such item or service at such facility.

e [tems or services furnished as a result of unforeseen, urgent medical needs that arise at the time an
item or service is furnished, regardless of whether the Out-of-Network Provider satisfied the consent
criteria in this provision.

For information regarding HNL’s payment for Out-of-Network Non-Emergent Services, please refer to
the Maximum Allowable Amount definition in the "Definitions" section of this Policy.

When Emergency Services are provided by an Out-of-Network Provider

When Covered Services are received in connection with Emergency Care, You will pay the Preferred
Provider level of cost-sharing, regardless of whether the provider is a Preferred Provider or an Out-of-
Network Provider, and without balance billing. Balance billing is the difference between an Out-of-
Network Provider’s billed charge and the Maximum Allowable Amount. When You receive Emergency
Care from an Out-of-Network Provider, Your payment of the cost-sharing will accrue toward the
Deductible (if applicable) and the Out-of-Pocket Maximum for Preferred Providers.

For information regarding HNL’s payment for Out-of-Network Emergency Care, please refer to the
Maximum Allowable Amount definition in the "Definitions" section of this Policy.

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

THE FACT THAT A PHYSICIAN OR OTHER PROVIDER MAY PERFORM, PRESCRIBE,
ORDER, RECOMMEND OR APPROVE A SERVICE, SUPPLY OR HOSPITALIZATION DOES
NOT, IN ITSELF, MAKE IT MEDICALLY NECESSARY, OR MAKE IT A COVERED SERVICE.
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To maximize the benefits received under this Health Net Ambetter PPO insurance plan, Covered
Persons must use Preferred Providers.

HNL applies certain payment policies and rules to determine appropriate reimbursement that may affect
Your responsibility (including, but not limited to, rules affecting reductions in reimbursement for
charges for multiple procedures, services of an assistant surgeon, unbundled or duplicate items, and
services covered by a global charge for the primary procedure). See the "Outpatient Surgery and
Services" and "Hospital Stay" portions of the "Schedule of Benefits" section and the "Professional
Surgical Services" portion of the "Medical Benefits" section for additional details. Additional
information about HNL’s reimbursement policies is available on the HNL website at
www.myhealthnetca.com or by contacting HNL’s Customer Contact Center at the telephone number
listed on Your Health Net PPO Identification Card.

Some Hospitals and other providers do not provide one or more of the following services that may
be covered under this Policy and that the Covered Person might need: family planning;
contraceptive services, including emergency contraception; sterilization, including tubal ligation
at the time of labor and delivery; Infertility treatments; or abortion. The Covered Person should
obtain more information before enrollment by calling his or her prospective doctor, Preferred
Provider, or clinic, or call HNL’s Customer Contact Center at the telephone number on his or her
HNL ID card, to ensure that the health care services needed can be obtained.

IF YOU HAVE QUESTIONS ABOUT COVERAGE, PLEASE CONTACT OUR MEMBER
SERVICES DEPARTMENT BEFORE YOU RECEIVE SERVICES FROM A PROVIDER.

THE TERMS "YOU" OR "YOUR," WHEN THEY APPEAR IN THIS POLICY, REFER TO
THE POLICYHOLDER. THE TERMS "WE," "OUR" OR "US," WHEN THEY APPEAR IN
THIS POLICY, REFER TO HNL. PLEASE REFER TO "POLICYHOLDER" AND "HNL" IN
THE "DEFINITIONS" SECTION FOR MORE INFORMATION.

Important Notice To California Policyholders

In the event that You need to contact someone about Your insurance coverage for any reason, please
contact:

Health Net Life Insurance Company
P.O. Box 9103

Van Nuys, CA 91409-9103
1-888-926-4988
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If You have been unable to resolve a problem concerning Your insurance coverage or a complaint
regarding Your ability to access needed health care in a timely manner, after discussions with Health
Net Life Insurance Company, or its agent or other representative, You may contact:

California Department of Insurance
Consumer Communications Bureau
300 South Spring Street

South Tower

Los Angeles, CA 90013
1-800-927-HELP or 1-800-927-4357
TDD: 1-800-482-4TDD
www.insurance.ca.gov
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DEFINITIONS

This section defines words that will help You understand Your plan. These words appear throughout the
Policy with the initial letter of the word in capital letters. Definitions do not imply coverage and are
subject to eligibility rules, coverage limitations and exclusions specified elsewhere in this Policy.

ACCIDENTAL INJURY is physical harm or disability which is the result of a specific unexpected
incident caused by an outside force. The physical harm or disability must have occurred at an
identifiable time and place. Accidental Injury does not include illness, infection (except infection of a
cut or nonsurgical wound) or damage to the teeth or dental prosthesis caused by chewing.

ADVERSE BENEFIT DETERMINATION means a denial, reduction, or termination of, or a failure
to provide or make payment, in whole or in part, for a benefit based on a determination of eligibility for
coverage, the application of any utilization review, and a failure to cover an item or service for which
benefits are otherwise provided because it is determined to be Experimental or Investigational or not
Medically Necessary or appropriate. This also includes a rescission of coverage, regardless of whether
the rescission adversely affects payment for any particular benefit at the time of the rescission.

AMBULANCE means an automobile or airplane (fixed wing or helicopter), which is specifically
designed and equipped for transporting the sick or injured. It must have patient care equipment,
including at least a stretcher, clean linens, first aid supplies and oxygen equipment. It must be staffed by
at least two persons who are responsible for the care and handling of patients. One of these persons must
be trained in advanced first aid. The vehicle must be operated by a business or agency which holds a
license issued by a local, state or national governmental authority authorizing it to operate Ambulances.

BARIATRIC SURGERY PERFORMANCE CENTER is a provider in HNL’s designated network of
California bariatric surgical centers and surgeons that perform weight loss surgery. Providers that are not
designated as part of HNL’s network of Bariatric Surgery Performance Centers are considered Out-of-
Network Providers, even if they have a contract with HNL, for purposes of determining coverage and
benefits for weight loss surgery and are not covered.

BLOOD PRODUCTS are biopharmaceutical products derived from human blood, including but not
limited to, blood clotting factors, blood plasma, immunoglobulins, granulocytes, platelets and red blood
cells.

CALENDAR YEAR is the continuous, twelve-month period commencing January 1 of each year at
12:01 a.m., Pacific Time.

CALENDAR YEAR DEDUCTIBLE is the amount of medical Covered Expenses which must be
incurred by You or Your family each Calendar Year and for which You or Your family has payment
responsibility before benefits become payable by HNL.

CERTIFICATION refers to the process of obtaining approval from Us in advance of receiving certain
services and supplies covered under this Policy. The "Schedule of Benefits" shows the penalties
applicable to those expenses that are not certified in accordance with the provisions of this Policy. The
requirements for Certification are described in the "Certification Requirements" section.

COINSURANCE is the percentage of the Covered Expenses, for which the Covered Person is
responsible, as specified in the "Schedule of Benefits."
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CONTRACTED RATE is the rate that Preferred Providers are allowed to charge You, based on a
contract between HNL and such provider. Covered Expenses for services provided by a Preferred
Provider will be based on the Contracted Rate.

COPAYMENT is a fixed dollar fee charged to a Covered Person for Covered Services and Supplies.
The amount of each Copayment is indicated in "Schedule of Benefits" and is due and payable by the
Covered Person to the provider of care at the time services are rendered.

CORRECTIVE FOOTWEAR includes specialized shoes, arch supports and inserts and is custom
made for Covered Persons who suffer from foot disfigurement. Foot disfigurement includes, but is not
limited to, disfigurement from cerebral palsy, arthritis, polio, spina bifida, diabetes, and foot
disfigurement caused by accident or developmental disability.

COVERED DENTAL SERVICE is a Dental Service or Dental Procedure for which benefits are
provided under this Policy.

COVERED EXPENSES are the maximum charges for which HNL will pay benefits for each Covered
Service or Supply (including Covered Services related to Mental Health and Substance Use Disorders).
The amount of Covered Expenses varies by whether the Covered Person obtains services from a
Preferred Provider, or an Out-of-Network Provider. Covered Expenses are the lesser of the billed charge
or: (i) Contracted Rate, for services or supplies provided by a Preferred Provider; (ii) the Maximum
Allowable Amount for the services or supplies from an Inpatient Hospital, Skilled Nursing Facility,
Home Health Care Agency, for Outpatient surgery or for Emergency Care received during Foreign
Travel or Work Assignment, provided by an Out-of-Network Provider; or (iii) for the cost of services or
supplies from any other Out-of-Network Provider, the Maximum Allowable Amount.

COVERED PERSON means You and Your Dependents who are covered under this Policy.

COVERED SERVICES AND SUPPLIES or COVERED SERVICES means Medically Necessary
services and supplies that are payable or eligible for reimbursement, subject to any Deductibles,
Copayments, Coinsurance, benefit limitations or maximums, under the Policy.

CUSTODIAL CARE is care that is rendered to a patient to assist in support of the essentials of daily
living such as help in walking, getting in and out of bed, bathing, dressing, feeding, preparation of
special diets and supervision of medications which are ordinarily self-administered, and for which the
patient:

e s disabled mentally or physically and such disability is expected to continue and be prolonged;

e Requires a protected, monitored or controlled environment whether in an institution or in the home;
and

e [s notunder active and specific medical, surgical or psychiatric treatment that will reduce the
disability to the extent necessary to enable the patient to function outside the protected, monitored or
controlled environment.

DEDUCTIBLE is a set amount You pay for specified Covered Services and Supplies before HNL pays
any benefits for those Covered Services and Supplies.

DENTAL PROVIDER is any dentist or dental practitioner who is duly licensed and qualified under the
law of jurisdiction in which treatment is received to render Dental Services, perform dental surgery or
administer anesthetics for dental surgery.
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DENTAL SERVICE or DENTAL PROCEDURES is dental care or treatment provided by a Dental
Provider to a Covered Person while the Policy is in effect, provided such care or treatment is a generally
accepted form of care or treatment according to prevailing standards of dental practice.

DEPENDENT includes:
1. A Policyholder’s legally married spouse or Domestic Partner as defined by California law;

2. A Policyholder’s child who is:
a. under the age of 26; or

b. over the age of 26 and incapable of self-sustaining employment by reason of physical or mental
disability incurred prior to attainment of age 26 and who is chiefly dependent upon the
Policyholder or Policyholder’s spouse or Domestic Partner for support;

The term "child" includes a stepchild, a legally adopted child from the moment of placement in Your
home, and any other child for whom You or Your spouse or Domestic Partner has assumed a parent-
child relationship, as indicated by intentional assumption of parental duties, as certified by You or Your
Domestic Partner at the time of enrollment of the child, and annually thereafter up to age 26.

An enrolled Dependent child who reaches age 26 during a Calendar Year may remain enrolled as a
Dependent until the end of that Calendar Year. The Dependent coverage shall end on the last day of the
Calendar Year during which the Dependent child becomes ineligible.

DOMESTIC PARTNER is a person eligible for coverage as a Dependent provided that the partnership
is with the Policyholder and who is a registered domestic partner and meets all domestic partnership
requirements under specified by section 297 or 299.2 of the California Family Code.

DURABLE MEDICAL EQUIPMENT:

e Serves a medical purpose (its reason for existing is to fulfill a medical need or health condition, it is
not for convenience and/or comfort and it is not useful to anyone in the absence of a health
condition);

o Fulfills basic medical needs, as opposed to satisfying personal preferences regarding style and range
of capabilities;

e Withstands repeated use; and

e [s appropriate for use in a home setting.

EFFECTIVE DATE is the date on which the Policyholder (and enrolled Dependents) becomes covered
by or entitled to the benefits under this Policy. The precise Effective Date can be found on the Notice of
Acceptance. Enrolled Dependents may have a different Effective Date than the Policyholder if they are
added later to the Policy.

ELIGIBLE DENTAL EXPENSES for Covered Dental Services, incurred while the Policy is in effect,
are determined as stated below:

e For Network Benefits, when Covered Dental Services are received from Network Dental Providers,
Eligible Dental Expenses are our contracted fee(s) for Covered Dental Services with that provider.

e For Non-Network Benefits, when Covered Dental Services are received from Non-Network Dental
Providers, Eligible Dental Expenses is the Maximum Allowable Amount, as defined below.
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EMERGENCY CARE is any otherwise Covered Service for an acute illness, a new injury or an
unforeseen deterioration or complication of an existing illness, injury or condition already known to the
person or, if a minor, to the minor’s parent or guardian that a reasonable person with an average
knowledge of health and medicine (a prudent layperson), would seek if he or she was having serious
symptoms and believed that without immediate treatment, any of the following would occur:

e His or her health would be put in serious danger (and in the case of a pregnant woman, would put the
health of her unborn child in serious danger);

e His or her bodily functions, organs, or parts would become seriously damaged; or
e His or her bodily organs or parts would seriously malfunction.

Emergency Care includes, in conjunction with an emergency medical condition as described above, an
appropriate medical screening examination as well as Covered Services and Supplies after the Covered
Person is stabilized and as part of the outpatient observation or an inpatient or outpatient stay.

Emergency Care also includes treatment of severe pain or active labor. Active labor means labor at the
time that either of the following would occur:

e There is inadequate time to effect safe transfer to another Hospital prior to delivery; or
e A transfer poses a threat to the health and safety of the Covered Person or unborn child.

Emergency Care is available and accessible to all Covered Persons in the Service Area 24 hours a day,
seven days a week. Emergency Care is also covered outside the Service Area, including outside the
United States. Emergency Care includes air and ground Ambulance transport services provided through
the 911 emergency response system if the request was made for Emergency Care. Ambulance services
will transport the Covered Person to the nearest 24-hour emergency facility with Physician coverage.

Emergency Care will also include additional screening, examination and evaluation by a Physician (or
other health care provider acting within the scope of his or her license) to determine if a psychiatric
emergency medical condition exists, and the care and treatment necessary to relieve or eliminate such
condition, within the capability of the facility.

A "psychiatric emergency medical condition" means a Mental Health and Substance Use Disorder that
manifests itself by acute symptoms of sufficient severity that it renders the patient as being either of the
following:

e An immediate danger to himself or herself or to others.

e Immediately unable to provide for, or utilize, food, shelter, or clothing, due to the Mental Health and
Substance Use Disorder.

See "Independent Medical Review of Grievances Involving a Disputed Health Care Service" under
"Coverage Decisions and Disputes Resolution" for the procedure to request an Independent Medical
Review of a Plan denial of coverage for Emergency Care.

ENVOLVE VISION, INC. administers the vision services benefits.

ESSENTIAL HEALTH BENEFITS are a set of health care service categories (as defined by the
Affordable Care Act and section 10112.27 of the California Insurance Code) that must be covered by all
health benefits plans starting in 2014. Categories include: ambulatory patient services, emergency
services, hospitalization, maternity and newborn care, Mental Health and Substance Use Disorder
services, including behavioral health treatment, Prescription Drugs, rehabilitative and habilitative
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services and devices, laboratory services, preventive and wellness services and chronic disease
management, and pediatric services, including dental and vision care.

EXPERIMENTAL (or INVESTIGATIONAL) means a drug, biological product, device, equipment,
medical treatment, therapy, or procedure ("Service") that is not presently recognized as standard medical
care for a medically diagnosed condition, illness, disease, or injury, but which Service is being actively
investigated for use in the treatment of the diagnosed condition, illness, disease, or injury.

A service is Investigational or Experimental if it meets any of the following criteria:

e [tis currently the subject of active and credible evaluation (e.g., clinical trials or research) to
determine:
o clinical efficacy,

o therapeutic value or beneficial effects on health outcomes, or
o Dbenefits beyond any established medical based alternative.

e Itis the subject of an active and credible evaluation and does not have final clearance from
applicable governmental regulatory bodies (such as the US Food and Drug Administration "FDA")
and unrestricted market approval for use in the treatment of a specified medical condition or the
condition for which authorization of the service is requested.

e The most recent peer-reviewed scientific studies published or accepted for publication by nationally
recognized medical journals do not conclude, or are inconclusive in finding, that the service is safe
and effective for the treatment of the condition for which authorization of the service is requested.

HEALTH NET ENHANCEDCARE PPO NETWORK ("ENHANCEDCARE PPO NETWORK")
is a network of providers who have a Health Net PPO agreement in effect with HNL and have agreed to
participate in the Health Net EnhancedCare PPO Network to provide the Preferred Provider benefits
under this Policy. Providers that are not designated as part of the EnhancedCare PPO Network are
considered Out-of-Network Providers, even if they have a contract with HNL for Health Net PPO or
other plans.

HEALTH NET LIFE INSURANCE COMPANY or HNL or HEALTH NET LIFE (also referred to
as "We," "Our" and "Us") is a life and disability insurance company regulated by the California
Department of Insurance.

HEALTH NET PPO is the Preferred Provider Organization (PPO) insurance plan described in this
Policy, which allows Covered Persons to obtain medical benefits from either a network of Preferred

Providers with whom HNL has contracted to provide services at the Contracted Rate; or else any Out-of-
Network Provider. HNL underwrites the benefits of Health Net PPO.

HOME HEALTH CARE AGENCY is an organization licensed by the state in which it is located, to
provide Home Health Care Services certified by Medicare or accredited by the Joint Commission on the
Accreditation of Healthcare Organizations.

HOME HEALTH CARE SERVICES are services, including skilled nursing services, provided by a
licensed Home Health Care Agency to a Covered Person in his or her place of residence that is
prescribed by the Covered Person’s attending Physician as part of a written plan. Home Health Care
Services are covered if the Covered Person is homebound, under the care of a contracting Physician, and
requires Medically Necessary skilled nursing services, physical, speech, occupational therapy, or
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respiratory therapy or medical social services. Only Intermittent Skilled Nursing Services are covered
benefits under this plan. See also "Intermittent Skilled Nursing Services" and "Private Duty Nursing."

HOSPICE is a facility or program that provides a caring environment for meeting the physical and
emotional needs of the terminally ill. The Hospice and its employees must be licensed according to
applicable state and local laws and certified by Medicare.

HOSPICE CARE is care that is designed to provide medical and supporting care to the terminally ill
and their families. Hospice Care is designed to be provided primarily in the Covered Person's home.

HOSPITAL is a place that maintains and operates organized facilities licensed by the state in which
they are located for the diagnosis, care, and treatment of human illnesses to which persons may be
admitted for overnight stay, but which does not include Skilled Nursing Facility or Hospice, and which
is accredited or certified either by the Joint Commission on the Accreditation of Healthcare
Organizations or by Medicare.

INTERMITTENT SKILLED NURSING SERVICES are services requiring the skilled services of a
registered nurse or LVN, which do not exceed 6 hours in total, provided either continuously or
intermittently, in a 24-hour period. Home health aide services are covered under the Home Health Care
benefit if the Covered Person’s condition requires the services of a nurse, physical therapist,
occupational therapist, or speech therapist.

INPATIENT means being confined as a bed patient in a Hospital, Hospice or Skilled Nursing Facility.

INVESTIGATIONAL (or EXPERIMENTAL) means a drug, biological product, device, equipment,
medical treatment, therapy, or procedure ("Service") that is not presently recognized as standard medical
care for a medically diagnosed condition, illness, disease, or injury, but which Service is being actively
investigated for use in the treatment of the diagnosed condition, illness, disease, or injury.

A service is Investigational or Experimental if it meets any of the following criteria:

e [tis currently the subject of active and credible evaluation (e.g., clinical trials or research) to
determine:
o clinical efficacy,

o therapeutic value or beneficial effects on health outcomes, or
o Dbenefits beyond any established medical based alternative.

e Itis the subject of an active and credible evaluation and does not have final clearance from
applicable governmental regulatory bodies (such as the US Food and Drug Administration "FDA")
and unrestricted market approval for use in the treatment of a specified medical condition or the
condition for which authorization of the service is requested.

e The most recent peer-reviewed scientific studies published or accepted for publication by nationally
recognized medical journals do not conclude, or are inconclusive in finding, that the service is safe
and effective for the treatment of the condition for which authorization of the service is requested.

MAXIMUM ALLOWABLE AMOUNT (MAA) is the amount on which HNL bases its
reimbursement for Covered Services and Supplies provided by an Out-of-Network Provider, which may
be less than the amount billed for those services and supplies. HNL calculates Maximum Allowable
Amount as the lesser of the amount billed by the Out-of-Network Provider or the amount determined as
shown below. Maximum Allowable Amount is not the amount that HNL pays for a Covered Service; the
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actual payment will be reduced by applicable Coinsurance, Copayments, Deductibles and other
applicable amounts shown in this Policy.

e Maximum Allowable Amount for Covered Services and Supplies, excluding Emergency Care,
pediatric Dental Services, and outpatient pharmaceuticals, received from an Out-of-Network
Provider is a percentage of what Medicare would pay, known as the Medicare Allowable Amount, as
defined in this Policy.

For illustration purposes only, Out-of-Network Provider: 70% Plan Payment / 30%

Coinsurance:

Nonparticipating Provider’s billed charge for extended office Visit.........ccccceevvevirievineeciennenen. $128.00
MAA allowable for extended office visit (example only; does not

mean that MAA always equals thiS amMOUNt) .........cccueeiiriiiieiiicieieceee e $102.40
Your Coinsurance is 30% of MAA: 30% x $102.40 (assumes

Deductible has already been satiSfied) ........cooveeieririiiniiieieceeeeeee e $30.72
You are also responsible for the difference between the billed charge

($128.00) and the MAA amount ($102.40) .....cvoveuioeereeeeeeeeeeeeeeteeeeeteee et enenas $25.60
Total amount of $128.00 charge that is Your responsibility $56.32

The Maximum Allowable Amount for facility services, including but not limited to Hospital, Skilled
Nursing Facility, and Outpatient Surgery, is determined by applying 150% of the Medicare
Allowable Amount.

Maximum Allowable Amount for Physician and all other types of services and supplies is the lesser
of the billed charge or 100% of the Medicare Allowable Amount.

In the event there is no Medicare Allowable Amount for a billed service or supply code:

a. Maximum Allowable Amount for professional and ancillary services shall be 100% of FAIR
Health’s Medicare gapfilling methodology. Services or supplies not priced by gapfilling
methodology shall be the lesser of: (1) the average amount negotiated with Preferred Providers
within the geographic region for the same Covered Services or Supplies provided; (2) 50th
percentile of FAIR Health database of professional and ancillary services not included in FAIR
Health Medicare gapfilling methodology; (3) 100% of Medicare Allowable Amount for the same
Covered Services or Supplies under alternative billing codes published by Medicare; or (4) 50%
of the Out-of-Network Provider’s billed charges for Covered Services. A similar type of database
or valuation service will only be substituted if a named database or valuation services becomes
unavailable due to discontinuation by the vendor or contract termination.

b. Maximum Allowable Amount for facility services shall be the lesser of: (1) the average amount
negotiated with Preferred Providers within the geographic region for the same Covered Services
or Supplies provided; (2) 100% of the derived amount using a method developed by Data iSight
for facility services (a data service that applies a profit margin factor to the estimated costs of the
services rendered), or a similar type of database or valuation service, which will only be
substituted if a named database or valuation services becomes unavailable due to discontinuation
by the vendor or contract termination; (3) 150% of the Medicare Allowable Amount for the same
Covered Services or Supplies under alternative billing codes published by Medicare; or (4) 50%
of the Out-of-Network Provider’s billed charges for Covered Services.
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e Maximum Allowable Amount for Out-of-Network Emergency Care will be the greatest of: (1)
the median of the amounts negotiated with Preferred Providers for the emergency service provided,
excluding any in-network Copayment or Coinsurance; (2) the amount calculated using the same
method HNL generally uses to determine payments for Out-of-Network providers, excluding any in-
network Copayment or Coinsurance; or (3) the amount paid under Medicare Part A or B, excluding
any in-network Copayment or Coinsurance. Emergency Care provided by an Out-of-Network
Provider is subject to the Preferred Provider level of cost-sharing (and Deductible, if applicable)
based on this MAA amount. You are not responsible for any charges in excess of the amount other
than the Preferred Provider level of cost-sharing (and Deductible, if applicable).

e Maximum Allowable Amount for non-emergent services at an in-network (EnhancedCare PPO
network) health facility, at which, or as a result of which, You receive non-emergent Covered
Services by an Out-of-Network Provider, the non-emergent services provided by the Out-of-
Network Provider will be payable at the greater of the average Contracted Rate or 125% of the
amount Medicare reimburses on a fee-for-service basis for the same or similar services in the general
geographic region in which the services were rendered unless otherwise agreed to by the
noncontracting individual health professional and HNL.

e Maximum Allowable Amount for covered outpatient pharmaceuticals (including but not limited
to injectable medications) dispensed and administered to the patient in an outpatient setting,
including, but not limited to, Physician office, outpatient Hospital facilities, and services in the
patient’s home, will be the lesser of billed charges or the Average Wholesale Price for the drug or
medication.

e Maximum Allowable Amount for pediatric Dental Services is calculated by HNL based on
available data resources of competitive fees in that geographic area and must not exceed the fees that
the Dental Provider would charge any similarly situated payor for the same services for each
Covered Dental Service. The data resources of competitive fees are supplied by FAIR Health, which
are updated twice a year. HNL reimburses non-Network Dental Providers at 55% of FAIR Health
rates. You must pay the amount by which the non-Network provider's billed charge exceeds the
Eligible Dental Expense.

The Maximum Allowable Amount may also be subject to other limitations on Covered Expenses. See
"Schedule of Benefits," "Medical Benefits," and "General Exclusions and Limitations" sections for
specific benefit limitations, maximums, prior certification requirements and payment policies that limit
the amount HNL pays for certain Medical Services. In addition to the above, from time to time, HNL
also contracts with vendors that have contracted fee arrangements with providers ("Third Party
Networks"). In the event HNL contracts with a Third Party Network that has a contract with the Out-of-
Network Provider, HNL may, at its option, use the rate agreed to by the Third Party Network as the
Maximum Allowable Amount. Alternatively, HNL may, at its option, refer a claim for Out-of-Network
Services to a fee negotiation service to negotiate the Maximum Allowable Amount for the service or
supply provided directly with the Out-of-Network Provider. In either of these two circumstances, You
will not be responsible for the difference between the Maximum Allowable Amount and the billed
charges. You will be responsible for any applicable Deductible, Copayment and/or Coinsurance at the
Out-of-Network level.

NOTE: When the Centers for Medicare and Medicaid Services (CMS) adjust the Medicare Allowable
Amount, HNL will adjust, without notice, the Maximum Allowable Amount based on the CMS schedule
currently in effect. Claims payment will be determined according to the schedule in effect at the time the
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charges are incurred. Claims payment will also never exceed the amount the Out-of-Network Provider
charges for the service or supply. You should contact the Customer Contact Center if You wish to
confirm the Covered Expenses for any treatment or procedure You are considering.

For more information on the determination of Maximum Allowable Amount, or for information,
services and tools to help You further understand Your potential financial responsibilities for Out-of-
Network Services and Supplies please log on to www.myhealthnetca.com or contact HNL Customer
Service at the number on Your identification card.

MEDICALID (identified as ""Medi-Cal" in California) is the program of medical coverage provided by
the states under Title XIX of the Social Security Act, as amended by Public Law 89-97, including any
amendments which may be enacted in the future.

MEDICALLY NECESSARY (OR MEDICAL NECESSITY)

For services other than Mental Health or Substance Use Disorders: Medically Necessary (or
Medical Necessity) means health care services and outpatient Prescription Drug benefits that a
Physician, exercising prudent clinical judgment, would provide to a patient for the purpose of
preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, or health
condition, and that are:

e In accordance with generally accepted standards of medical practice;

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