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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 J6W
33YK
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.

P35001(CA 1/22)IEX 7



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 and outpatient Prescription Drug
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 [tis 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 benefits 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, and effective for the
patient’s illness, injury or disease; and

e Not primarily for the convenience of the patient, Physician, or other health care provider, and not
more costly than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness,
injury or disease.

For these purposes, "generally accepted standards of medical practice" means standards that are based
on credible scientific evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community, Physician Specialty Society recommendations, the views of Physicians
practicing in relevant clinical areas and any other relevant factors.

For Treatment of Mental Health or Substance Use Disorders: Medically Necessary (or Medical
Necessity) means a service or product addressing the specific needs of that patient, for the purpose of
preventing, diagnosing, or treating an illness, injury, condition, or its symptoms, including minimizing
the progression of that illness, injury, condition, or its symptoms, in a manner that is all of the following:

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

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

e Not primarily for the economic benefit of the health care service plan and subscribers or for the
convenience of the patient, treating Physician, or other health care provider.
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For these purposes:

e “Generally accepted standards of Mental Health and Substance Use Disorder care” means standards
of care and clinical practice that are generally recognized by health care providers practicing in
relevant clinical specialties such as psychiatry, psychology, clinical sociology, addiction medicine
and counseling, and behavioral health treatment. Valid, evidence-based sources establishing
generally accepted standards of Mental Health and Substance Use Disorder care include peer-
reviewed scientific studies and medical literature, clinical practice guidelines and recommendations
of nonprofit health care provider professional associations, specialty societies and federal
government agencies, and drug labeling approved by the United States Food and Drug
Administration.

e “Health care provider” means any of the following:
o A person who is licensed under Division 2 (commencing with Section 500) of the Business and
Professions Code.

o An associate marriage and family therapist or marriage and family therapist trainee functioning
pursuant to Section 4980.43.3 of the Business and Professions Code.

o A Qualified Autism Service Provider or qualified autism service professional certified by a
national entity pursuant to Section 10144.51 of the Insurance Code and Section 1374.73.

o An associate clinical social worker functioning pursuant to Section 4996.23.2 of the Business
and Professions Code.

o An associate professional clinical counselor or professional clinical counselor trainee functioning
pursuant to Section 4999.46.3 of the Business and Professions Code.

o A registered psychologist, as described in Section 2909.5 of the Business and Professions Code.

o A registered psychological assistant, as described in Section 2913 of the Business and
Professions Code.

o A psychology trainee or person supervised as set forth in Section 2910 or 2911 of, or subdivision
(d) of Section 2914 of, the Business and Professions Code.

For Pediatric Dental Services, Medically Necessary means Dental Services and supplies under this
Policy, which are based on accepted dental practices and meet all of the following:

e Necessary to meet the basic dental needs of the Covered Person.

e Rendered in the most cost-efficient manner and type of setting appropriate for the delivery of the
Dental Service.

e Consistent in type, frequency and duration of treatment with scientifically based guidelines of
national clinical, research, or health care coverage organizations or governmental agencies.

e Consistent with the diagnosis of the condition.
e Required for reasons other than the convenience of the Covered Person or his or her Dental Provider.

e Demonstrated through prevailing peer-reviewed dental literature to be either:
o Safe and effective for treating or diagnosing the condition or sickness for which their use is
proposed; or
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o Safe with promising efficacy.
= For treating a life threatening dental disease or condition.

* Provided in a clinically controlled research setting.

= Using a specific research protocol that meets standards equivalent to those defined by the
National Institutes of Health.

e For orthodontic benefits, when Medically Necessary to prevent disease and promote oral health,
restore oral structures to health and function, and treat emergency conditions.

(For the purpose of this definition, the term life threatening is used to describe dental diseases or
sicknesses or conditions, which are more likely than not to cause death within one year of the date of the
request for treatment.)

The fact that a Dental Provider has performed or prescribed a procedure or treatment or the fact that it

may be the only treatment for a particular dental disease does not mean that it is a Necessary Covered

Dental Service as defined in this Policy. The definition of Necessary used in this Policy relates only to
Benefits under this Policy and differs from the way in which a Dental Provider engaged in the practice
of dentistry may define necessary.

MEDICARE is the name commonly used to describe Health Insurance Benefits for the Aged and
Disabled provided under Public Law 89-97 as amended to date or as later amended.

MEDICARE ALLOWABLE AMOUNT: HNL uses available guidelines of Medicare to assist in its
determination as to which services and procedures are eligible for reimbursement. HNL will, to the
extent applicable, apply Medicare claim processing rules to claims submitted. HNL will use these rules
to evaluate the claim information and determine accuracy and appropriateness of the procedure and
diagnosis codes included in the submitted claim. Applying Medicare rules may affect the Maximum
Allowable Amount if it is determined the procedure and/or diagnosis codes used were inconsistent with
Medicare procedure coding rules or reimbursement policies.

Medicare pays 100% of the Medicare Allowable Amount. The Medicare Allowable Amount is subject
to automatic adjustment by the Centers for Medicare and Medicaid Services (CMS), an agency of the
federal government which regulates Medicare.

MENTAL HEALTH AND SUBSTANCE USE DISORDERS means a mental health condition or
substance use disorder that falls under any of the diagnostic categories listed in the mental and
behavioral disorders chapter of the most recent edition of the International Classification of Diseases or
that is listed in the most recent version of the Diagnostic and Statistical Manual of Mental Disorders.
Changes in terminology, organization, or classification of mental health and substance use disorders in
future versions of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental
Disorders or the World Health Organization’s International Statistical Classification of Diseases and
Related Health Problems shall not affect the conditions covered by this definition as long as a condition
is commonly understood to be a mental health or substance use disorder by health care providers
practicing in relevant clinical specialties.

ORTHOTICS (such as bracing, supports and casts) are rigid or semi-rigid devices that are externally
affixed to the body and designed to be used as a support or brace to assist the Covered Person with the
following:

e To restore function; or
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e To support, align, prevent, or correct a defect or function of a body part; or
e To improve natural function; or

e As part of habilitative services, which includes keeping, learning or improving skills and
functioning; or

e To restrict motion.

OUT-OF-NETWORK PROVIDERS are Physicians, Hospitals, laboratories or other providers of
health care who are not part of the Health Net EnhancedCare PPO Network, except as noted under the
definitions for "Bariatric Surgery Performance Center" and "Transplant Performance Center."

OUT-OF-POCKET MAXIMUM is the maximum dollar amount of Deductibles, Copayments and
Coinsurance for which You or Your family must pay for medical, outpatient Prescription Drug, pediatric
dental and pediatric vision Covered Expenses during a Calendar Year. After that maximum is reached
for services provided by a Preferred Provider, and out-of-network Emergency Care (including
emergency Hospital care and emergency transportation), Your payment responsibilities for Copayments
and Coinsurance will no longer apply for Covered Expenses incurred during the remainder of that
Calendar Year, as shown in the "Schedule of Benefits." Penalties paid for services which were not
certified as required will not be applied to the Out-of-Pocket Maximum, and Your responsibility for
these penalties will continue to apply to these expenses after the Out-of-Pocket Maximum is reached.
For a family plan, an individual is responsible only for meeting the individual Out-of-Pocket Maximum.
Deductibles, Copayments and Coinsurance for out-of-network Emergency Care, including emergency
Hospital care and emergency medical transportation, accrues to the in-network Out-of-Pocket
Maximum.

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 according to state and local laws and must meet all requirements of an outpatient clinic providing
surgical services.

PARTICIPATING VISION PROVIDER Is an optometrist, ophthalmologist or optician licensed to
provide Covered Services and who or which, at the time care is rendered to a Covered Person, has a
contract in effect with HNL to furnish care to Covered Persons. The names of Participating Vision
Providers are shown in Health Net’s Participating Vision Provider Directory. The names of Participating
Vision Providers and their locations and hours of practice may also be obtained by contacting the
Customer Contact Center.

PHYSICIAN means:

e A doctor of medicine (M.D.) or a doctor of osteopathy (D.O.) who is licensed to practice medicine
or osteopathy where the care is provided, or

¢ One of the following providers, but only when the provider is licensed or certified under applicable
state law to practice where the care is provided, is rendering a service within the scope of that license
or certification, is providing a service for which benefits are specified in this Policy, and when
benefits would be payable if the services were provided by a Physician as defined above:
a. Dentist (D.D.S.)

b. Optometrist (O.D.)
c. Dispensing optician
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d. Podiatrist or Chiropodist (D.P.M., D.S.P. or D.S.C.)
e. Psychologist

f. Chiropractor (D.C.)

g. Certified nurse midwife or licensed midwife

h. Nurse practitioner

1. Physician assistant

j. Clinical social worker (M.S.W. or L.C.S.W.)

k. Marriage, family and child counselor (M.F.C.C.)

f—

Physical therapist (P.T. or R.P.T.)
m. Speech pathologist

n. Audiologist

0. Occupational therapist (O.T.R.)
p. Psychiatric mental health nurse
q. Respiratory therapist

r. Acupuncturist (A.C.)

s. Other Mental Health and Substance Use Disorder providers, including, but not limited to the
following: Chemical Dependency Counselor (L.C.D.C.), Licensed Professional Counselor
(L.P.C)

POLICYHOLDER is the person enrolled under this Policy who is responsible for payment of
Premiums to HNL and whose status is the basis for Dependent eligibility under this Policy.

PREFERRED PROVIDER ORGANIZATION is a health care provider arrangement whereby HNL
contracts with a group of Physicians or other medical care providers who agree to furnish Covered
Services and Supplies at the rate known as the Contracted Rate. See the definitions for "Bariatric
Surgery Performance Center" and "Transplant Performance Center" for additional provider participation
requirements for bariatric surgery and organ, tissue and stem cell transplants.

PREFERRED PROVIDERS are Physicians, Hospitals, laboratories or other providers of health care
who have a written agreement with HNL to participate in the EnhancedCare PPO Network and have
agreed to provide Covered Persons with Covered Services and Supplies at the Contracted Rate. See the
definitions for "Bariatric Surgery Performance Center" and "Transplant Performance Center" for
additional provider participation requirements for bariatric surgery and organ, tissue and stem cell
transplants. The Covered Person must pay any Deductible(s), Copayment or Coinsurance required, but is
not responsible for any amount charged in excess of the Contracted Rate. Preferred Providers are listed
in the Preferred Provider Directory given to each Covered Person upon enrollment. The Preferred
Provider Directory is periodically updated. To ensure the participation by any Preferred Provider, please
contact Our Customer Contact Center at the telephone number on the HNL ID card before services are
received.
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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.

PREMIUM is the amount the Policyholder pays HNL for the insurance provided under this Policy.

PREVENTIVE CARE SERVICES (including services for the detection of asymptomatic diseases) are
services provided under a Physician's supervision and which include, but are not limited to, the
following:

e Reasonable health appraisal examinations on a periodic basis
e A variety of family planning services

e Preventive prenatal and postnatal care in accordance with the guidelines of the Health Resources and
Services Administration (HRSA)

e Vision and hearing testing for Covered Persons

e Immunizations for children in accordance with the recommendations of the American Academy of
Pediatrics and immunizations for adults as recommended by the U.S. Public Health Service

e Immunizations for routine use in children, adolescents, and adults that have in effect a
recommendation from the Advisory Committee on Immunization Practices (ACIP) of the Centers for
Disease Control and Prevention

e For infants, children, and adolescents, evidence-informed preventive care and screenings provided
for in comprehensive guidelines supported by the HRSA

e For women, evidence-informed preventive care and screenings provided for in binding
comprehensive health plan coverage guidelines supported by the HRSA

e Venereal disease tests
e Cytology examinations on a reasonable periodic basis

e Effective health education services, including information regarding personal health behavior and
health care, and recommendations regarding the optimal use of health care services provided through
HNL

e [Evidence-based items or services that have in effect a rating of A or B in the current
recommendations of the United States Preventive Services Task Force (USPSTF)

PRIVATE DUTY NURSING means continuous nursing services provided by a licensed nurse (RN,
LVN or LPN) for a patient who requires more care than is normally available during a home health care
visit or is normally and routinely provided by the nursing staff of a Hospital or Skilled Nursing Facility.
Except for home health nursing services, Private Duty Nursing includes nursing services (including
intermittent services separated in time, such as 2 hours in the morning and 2 hours in the evening) that
exceeds a total of six hours in any 24-hour period. Private Duty Nursing may be provided in an Inpatient
or outpatient setting, or in a non-institutional setting, such as at home or at school. Private Duty Nursing
may also be referred to as "shift care" and includes any portion of shift care services.

PROFESSIONAL VISION SERVICES include examination, material selection, fitting of eyeglasses
or contact lenses, related adjustments, instructions, etc.
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QUALIFIED AUTISM SERVICE PROVIDER means either of the following: (1) A person who is
certified by a national entity, such as the Behavior Analyst Certification Board, with a certification that
is accredited by the 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
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: (1) provides behavioral health treatment which may include
clinical case management and case supervision under the direction and supervision of a Qualified
Autism Service Provider; (2) is supervised by a Qualified Autism Service Provider; (3) provides
treatment pursuant to a treatment plan developed and approved by the Qualified Autism Service
Provider; (4) is a behavioral service provider who meets the education and experience qualifications
described in Section 54342 of Title 17 of the California Code of Regulations for an Associate
Behavior Analyst, Behavior Analyst, Behavioral Management Assistant, Behavior Management
Consultant, or Behavior Management Program; (5) has training and experience in providing services
for pervasive development disorder or autism pursuant to Division 4.5 (commencing with Section
4500) of the Welfare and Institutions Code or Title 14 (commencing with Section 95000) of the
Government Code; and (6) 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.

e A qualified autism service paraprofessional is an unlicensed and uncertified individual who: (1) is
supervised by a Qualified Autism Service Provider or qualified autism service professional at a level
of clinical supervision that meets professionally recognized standard of practice; (2) provides
treatment pursuant to a treatment plan developed and approved by the Qualified Autism Service
Provider; (3) meets the education and training qualification described in Section 54342 of Title 17 of
the California Code of Regulations; (4) has adequate education, training, and experience as certified
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 improve their level of functioning in the community. HNL requires that all Residential Treatment
Centers must be appropriately licensed by their state to provide residential treatment services.

SELECT TELEHEALTH SERVICES PROVIDER means a telehealth service provider that is
contracted with HNL 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 "Medical Benefits" sections. The designated Select Telehealth Services Provider for this
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plan is listed on your HNL ID card. To obtain services, contact the Select Telehealth Services Provider
directly as shown on your ID card.

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:

e 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

e 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

e 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, 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

SKILLED NURSING FACILITY is an institution which is licensed by the state in which it is situated
to provide skilled nursing services. At the time of the Covered Person's admission, the facility must be
approved as a Participating Skilled Nursing Facility under the Medicare program.

SPECIAL CARE UNITS are special areas of a Hospital which have highly skilled personnel and
special equipment for the care of patients with acute conditions that require constant treatment and
monitoring including, but not limited to, an intensive care, cardiac intensive care, and cardiac surgery
intensive care unit, and a neonatal intensive or intermediate care newborn nursery.

SPECIALIST is a Physician who delivers specialized services and supplies to the Covered Person.

SPECIALTY DRUGS are specific Prescription Drugs used to treat complex or chronic conditions and
usually require close monitoring. These Drugs may require special handling, special manufacturing
processes, and may have limited pharmacy availability or distribution. Specialty Drugs include Drugs
that have a significantly higher cost than traditional pharmacy benefit Drugs and may be self-
administered orally, topically, by inhalation, or by injection (either subcutaneously or intramuscularly).
A list of Specialty Drugs can be found in the Health Net Essential Rx Drug List. Specialty Drugs, as
noted in the Essential Rx Drug List, may require Prior Authorization from HNL and may need to be
dispensed through the Specialty Pharmacy Vendor to be covered. You may refer to our website at
www.myhealthnetca.com to review the Drugs that require a Prior Authorization.
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SPECIALITY PHARMACY VENDOR is a pharmacy contracted with HNL specifically to provide
injectable medications, needles and syringes.

SURROGATE PREGNANCY is one in which a woman has agreed to become pregnant with the
intention of surrendering custody of the child to another person.

TELEDENTISTRY refers to the use of telehealth systems and methodologies in dentistry.
Teledentistry can include patient care and education. See the definition of "Telehealth Services"
below. Teledentistry is covered under the dental benefit and is subject to the limitation shown in the
"Pediatric Dental Exclusions and Limitations" section under "Child Needs Dental or Eye Care" in the
"Medical Benefits" section.

TELEHEALTH SERVICES means the mode of delivering health care services and public health via
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 is at the
originating site and the provider for telehealth is at a distant site. Telehealth facilitates patient self-
management and caregiver support for patients and includes synchronous interactions and asynchronous
store and forward transfers.

For the purposes of this definition, the following apply:

e "Asynchronous store and forward" means the transmission of a patient's medical information from
an originating site to the health care provider for telehealth at a distant site without the presence of
the patient.

e '"Distant site" means a site where a health care provider for telehealth who provides health care
services is located while providing these services via a telecommunications system.

¢ "Originating site" means a site where a patient is located at the time health care services are provided
via telecommunications system or where the asynchronous store and forward service originates.

e "Synchronous interaction" means a real-time interaction between a patient and a health care provider
for telehealth located at a distant site.

TRANSPLANT PERFORMANCE CENTER is a provider in HNL’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, HNL’s network of Transplant Performance Centers includes any providers in HNL’s
designated supplemental resource network. Providers that are not designated as part of HNL’s network
of Transplant Performance Centers are considered Out-of-Network Providers, even if they have a
contract with HNL, for purposes of determining coverage and benefits for transplants and transplant-
related services and are not covered.

URGENT CARE is any otherwise Covered Service for medical care or treatment with respect to which
the application of the time periods for making non-urgent care determinations (by a person applying the
judgment of a prudent layperson who possesses an average knowledge of health and medicine) could
seriously jeopardize the life or health of the Covered Person or the Covered Person’s ability to regain
maximum function; or, in the opinion of a Physician with knowledge of the Covered Person’s medical
condition, would subject the Covered Person to severe pain that cannot be adequately managed without
the care or treatment in question.
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Bronze 60 HDHP Ambetter PPO

SCHEDULE OF BENEFITS

Health Net PPO
Plan J6W

The following is only a brief summary of the benefits covered under this Policy. Please read the
entire Policy for complete information about the benefits, conditions, limitations and exclusions of
this Health Net PPO insurance Policy.

The Covered Person will always be responsible for all expenses incurred for services or supplies
that are not covered or that exceed the benefit maximums or other limitations of this plan.

Except for Urgent Care and Emergency Care, services and supplies provided by Out-of-Network
Providers are not covered outside California.

Covered Services for medical, Mental Health and Substance Use Disorder conditions provided
appropriately as Telehealth Services are covered on the same basis and to the same extent as
Covered Services delivered in-person. Telehealth Services are covered only when performed by a
Preferred Provider.

In accordance with the Affordable Care Act, American Indians and Alaskan Natives, as
determined eligible by the Exchange and regardless of income, have no cost sharing obligation
under this Policy for all items or services that are provided by a provider of the Indian Health
Service (IHS), an Indian Tribe, Tribal Organization, or Urban Indian Organization or through
referral under Purchased/Referred Care. Referrals under Purchased/Referred Care must be
issued by an IHS provider, and must be authorized by IHS’s Managed Care Committee. Cost
sharing means Copayments, including Coinsurance, and Deductibles. Purchased/Referred Care
means health services provided at the expense of the Indian Health Service from public or private
medical or hospital facilities other than those of the Service, e.g., dentists, physicians, hospitals,
and ambulances.

Services obtained at an Indian Health Care Provider do not apply toward any annual limits on
visits services.

Copayments and Coinsurance

A Covered Person may be required to pay out-of-pocket charges for specific medical services and
supplies after all applicable Deductibles have been satisfied. These charges are known as Copayments
and Coinsurance.

Copayments: Copayments are fixed dollar amount charges, shown below, for which the Covered
Person is responsible. Health Net Life (HNL) will pay 100% of Covered Expenses for the services listed
below after the Copayment is made. The Covered Person’s out-of-pocket charge will never exceed the
cost of the benefit to HNL. The Covered Person will be responsible for paying Copayments until the
amount paid during a Calendar Year is equal to the Out-of-Pocket Maximum shown below.

Coinsurance: Coinsurance is the percentage, shown below, of Covered Expenses (as defined) for which
the Covered Person is responsible. After any applicable Deductible(s) have been satisfied, the Covered
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Person will be responsible for paying Coinsurance until the amount paid during a Calendar Year is equal
to the Out-of-Pocket Maximum.

Notes:

e The Covered Person will also be required to pay any charges billed by an Out-of-Network
Provider that exceed Covered Expenses (Maximum Allowable Amount). You will not be
reimbursed for any amount in excess of Covered Expenses (Maximum Allowable Amounts).
However, there are exceptions. For more information on these exceptions, please see the "When
Out-of-Network Non-Emergent Services are received at an In-Network Health Facility" and
"When Emergency Services are provided by an Out-of-Network Provider" provisions under
"How to Obtain Care" in the "Medical Benefits" section.

e Certification of Covered Expenses is required in some instances or benefits will be subject to the
noncertification penalty as shown in the "Noncertification Penalties" section below. Please see
the "Certification Requirements" section of this Policy for a list of services and supplies which
require Certification.

Out-of-Pocket Limits on Expenses

Out-of-Pocket Maximum:

For Covered Persons: After the Covered Person has paid Deductible, Copayments and Coinsurance
equal to the Out-of-Pocket Maximum amount shown below, he or she will not be required to pay further
Deductibles, Copayments and Coinsurance for Covered Expenses incurred during the remainder of the
Calendar Year. Deductibles, Copayments or Coinsurance for out-of-network Emergency Care, including
emergency Hospital care and emergency medical transportation, accrues to the Out-of-Pocket Maximum
for Preferred Providers. Please see "Exceptions to the Out-of-Pocket Maximum'' below for payments
that do not apply toward the Out-of-Pocket Maximum.

After the Covered Person has met the Out-of-Pocket Maximum amount, HNL will pay 100% of Covered
Expenses for any additional Covered Services and Supplies, except as stated below. The Covered Person
will continue to be responsible for any charges billed in excess of Covered Expenses (Maximum
Allowable Amounts) for the services of Out-of-Network Providers and will not be reimbursed for any
amounts in excess of Maximum Allowable Amounts.

For services or supplies provided by a Preferred Provider ..........c.cccoevueeieviiiieieiieeceeeeeeee $7,000
For services or supplies provided by an Out-of-Network Provider...........cccccecevrvninininininienennn $25,000

For Families: Each Covered Person is responsible only for meeting his or her individual Out-of-Pocket
Maximum. However, if enrolled Covered Persons of the same family have paid Covered Expenses equal
to the amounts shown below, then the Out-of-Pocket Maximum will be considered to have been met for
the entire family. No Deductible, Copayments or Coinsurance shall be required from any enrolled
Covered Person in that family for the remainder of the Calendar Year. The Covered Person will continue
to pay any charges billed in excess of Covered Expenses for the services of Out-of-Network Providers.

NOTE: In order for the Family Out-of-Pocket Maximum to apply, all Dependents must be enrolled
under a single Policyholder as a family unit. Dependents enrolled as separate Policyholders are each
subject to the per Covered Person Out-of-Pocket Maximum.

For services or supplies provided by a Preferred Provider ..........ccooveeveeieienieiinicceceeeeeee $14,000
P35001(CA 1/22)IEX BR HDHP 31



For services or supplies provided by an Out-of-Network Provider...........cccovevveviecieniecieniieieeeee $50,000

Any Deductibles, Copayments or Coinsurance paid for the services of a Preferred Provider which are
Covered Expenses will only apply toward the Out-of-Pocket Maximum for Preferred Providers and will
not apply toward the Out-of-Pocket Maximum for Out-of-Network Providers. In addition, Deductibles,
Copayments, and Coinsurance paid for the services of an Out-of-Network Provider will only apply
toward the Out-of-Pocket Maximum for Out-of-Network Providers and will not apply toward the Out-
of-Pocket Maximum for Preferred Providers. However, Deductibles, Copayments or Coinsurance paid
for Out-of-Network Emergency Care (including emergency medical transportation, and emergency
Hospital care) will be applied to the Out-of-Pocket Maximum for Preferred Providers.

Exceptions to the Out-of-Pocket Maximum: Only Covered Expenses will be applied to the Out-of-
Pocket Maximum. However the following expenses will not be counted, nor will these expenses be paid
at 100% after the Out-of-Pocket Maximum is reached:

e Penalties paid for services for which Certification was required but not obtained.

e Charges billed in excess of Covered Expenses (Maximum Allowable Amounts) for the services of
Out-of-Network Providers.

e (Cost sharing paid on Your behalf for Prescription Drugs obtained by You through the use of a drug
discount, coupon, or copay card provided by a Prescription Drug manufacturer will not apply toward
Y our Out-of-Pocket Maximum. Only what You actually pay will accrue towards Your Out-of-
Pocket Maximum.

Calendar year Deductible

The following Calendar Year Deductibles apply to the medical and Outpatient Prescription Drug
benefits. It applies to all services unless specifically noted otherwise below. Once Your payment for
medical and Prescription Drug Covered Expenses equals the amount shown below, the medical and
outpatient Prescription Drug benefits will become payable by Us (subject to any Copayment or
Coinsurance as described herein).

Calendar Year Deductible, for Preferred Provider services per Covered

oS L) o TSRS $7,000
Calendar Year Deductible, for Out-of-Network services per Covered

PEISON .ttt ettt et e et e et s et e e e et e sea et e et e e sateeeaatesaateeeaateseteesaatesareean $14,000
Family Calendar Year Deductible (all enrolled members of a family, for

Preferred Provider services, during a Calendar Year).........ccocceveevieriieienieeierieceeeeeeee e $14,000
Family Calendar Year Deductible (all enrolled members of a family, for

Out-of-Network services, during a Calendar Year)........cccooererieiieiieiieiieieieeeeeeeee e $28,000

Note: Any amount applied toward the Calendar Year Deductible for Covered Services and Supplies
received from a Preferred Provider will only apply toward the Calendar Year Deductible for Preferred
Providers and will not apply toward the Calendar Year Deductible for Out-of-Network Providers. In
addition, any amount applied toward the Calendar Year Deductible for Covered Services and Supplies
received from an Out-of-Network Provider will only apply toward the Calendar Year Deductible for
Out-of-Network Providers and will not apply toward the Calendar Year Deductible for Preferred
Providers.
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Each Covered Person is responsible only for meeting his or her individual Calendar Year Deductible.
However, if enrolled Covered Persons of the same family have met the Family Calendar Year
Deductible shown above, no additional Calendar Year Deductible shall be required from any enrolled
Covered Person in that family for the remainder of that Calendar Year.

Your payments under Pediatric Vision and Pediatric Dental services are not applied to the Calendar
Year Deductible.

Noncertification Penalties

Preferred Providers Out-of-Network

Medically Necessary services for
which Certification was
required but not obtained.............cceveirierennnnnn. $250 i $500

Notes:
e The noncertification penalty will not exceed the cost of the benefit to HNL.

e Certification is not required for services received from an IHCP, an Indian Tribe, Tribal
Organization, or Urban Indian organization or through referral under Purchased/Referred
Care.

e Certification is NOT a determination of benefits. Some of these services or supplies may
not be covered under Your Plan. Even if a service or supply is certified, eligibility rules and
benefit limitations will still apply. However, HNL will not rescind or modify Certification
after a provider renders health care services in good faith and pursuant to the
Certification, and will pay benefits under this Policy for the services certified.

Visits to a Health Care Provider's Office or Clinic

Preferred Providers Out-of-Network

Primary care visits to treat an
injury or illness

In a Physician's office.......cccoceevvevirieninieienne 090t 50%

At a Covered Person's home.........cccccceevenennnnne. 090t 50%
Specialist consultation

In a Physician's office........cccoceveinninincncnnnn 00t 50%

At a Covered Person's home..........ccccceevenneenn. 090 ueeeeeeeeeee e 50%

Telehealth consultation through
the Select Telehealth

Services Provider!..........cccooireiviicnieieen, 090t Not Covered
Urgent Care services (for
medical SETVICES).......evveiririnerirerereeeeceee 00t 50%

Urgent Care services (for Mental

Health and Substance Use

DiSOTders) ...cceeveveeienieieeieieeeee e 00 50%
Vision examination (for

refractive eye exams at an
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ophthalmologist) (age 19 and

over; for birth to age 19, see

"Child Needs Dental or Eye

Care" BEloW) ..cc.eeevieiieieeeeceee e 00 Not Covered
Vision examination (for

refractive eye exams at an

optometrist) (age 19 and

over; for birth to age 19, see

"Child Needs Dental or Eye

Care" beloW) ....ccveveeeieieieeieeeeeee e 00t Not Covered
Hearing examination (for

diagnosis or treatment) ..........ccceceeeeeeeeeerennenne. 00t Not Covered
Allr@y teStING ...t 00ttt 50%
AllSTZY SETUM.....cuieiiiiiiiiieieeeeeee e 00ttt 50%
Allergy INJECtIONS....coveeereeieieeieieeeeie e 00t 50%
Acupuncture office ViSit......ccocevvereveriecieneeieieeeee, 00 Not Covered
Medical social SETVICES......ccerverurreeierieienieieneeenes 00 Not Covered
Patient education

Diabetes education...........ccceevvennnnee.. $0, Deductible Waived........ccccoovvvvviverennnee. 50%

Asthma education ...........c.cceeevvenenen. $0, Deductible Waived........cccoocvvvvveerennnee. 50%

Weight management

education .........ooeevvieiieeee e $0, Deductible Waived........ccccoeuveennnn.. Not Covered

Stress management education............ $0, Deductible Waived.........cccceevevreerenenne. 50%

Tobacco cessation education.............. $0, Deductible Waived........cccovvennenee. Not Covered
Preventive Care Services........cccevuvvvennee.. $0, Deductible Waived........cccovvennene.. Not Covered

Notes:

e Preventive Care Services are covered at no cost to You and are not subject to any Deductible.

Covered Services and Supplies include, but are not limited to, annual preventive physical
examinations, immunizations, screening and diagnosis of prostate cancer, well-woman
examinations, preventive services for pregnancy, other women’s preventive services as

supported by the Health Resources and Services Administration (HRSA), breast feeding support
and supplies, weight management intervention services, tobacco cessation intervention services,
and preventive vision and hearing screening examinations. Refer to the "Preventive Care List of
Services" section for details. If You receive any other Covered Services and Supplies in addition
to Preventive Care Services during the same visit, You will also pay the applicable Copayment

or Coinsurance for those services.

e Hearing examinations for newborns are covered at no cost to You and are not subject to any

Deductible.

e Acupuncture Services are provided by HNL. HNL contracts with American Specialty Health
Plans of California, Inc. (ASH Plans) to offer quality and affordable acupuncture coverage. With
this program, you may obtain care by selecting a contracted acupuncturist from the ASH Plans

Contracted Acupuncturist Directory.
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e Preferred Provider Copayments, Coinsurance, and Deductible (as applicable) will apply to
Urgent Care services received outside of California and will accumulate towards the Preferred
Provider Out-of-Pocket Maximum.

' The designated Select Telehealth Services Provider for this plan is listed on Your HNL ID card. To
obtain services, contact the Select Telehealth Services Provider directly as shown on Your ID card.

Outpatient Tests

Preferred Providers Out-of-Network

Laboratory teStS.....coeieieieeeirieerce e 00 50%
X-rays and diagnostic imaging!.............c.ccccceeuennee. 090ttt 50%
Imaging (CT, PET, MRI)?......cccccevoveveiieercrerenne, 00 50%

I Certification may be required. Please refer to the "Certification Requirements" section for details.
Payment of benefits will be subject to the noncertification penalty as shown in this "Schedule of
Benefits" section if Certification is required but not obtained.

2 Certification is required, except in case of an emergency. Please refer to the "Certification
Requirements" section for details. A noncertification penalty will apply as shown in this "Schedule
of Benefits" section if Certification is not obtained.

QOutpatient Surgery and Services

Preferred Providers Out-of-Network

Facility fee
Outpatient surgery and
SEIVICES et 000 50%
Physician/surgeon fees
SULZETY ! ot 0%0ucurereiieieierererereieesseeeses e sesenas 50%
Anesthetics® ..o, 0%0. et 50%
Sterilization of males........cccocevvveveveneeienienns 090t 50%
Sterilization of females® ..................... $0, Deductible waived .........ccoevveeveeeeeeeennn. 50%
Outpatient infusion therapy'> ..........cccceevevnnee. 0% Not Covered

Blood or Blood Products, and
administration of Blood or

Blood Products ..........c.coeueeeeeeeeeeeeeeeeeeeene. 0%0. e 50%
Chemotherapy and radiation

therapy . ..o 00t 50%
Nuclear medicine!.........coccvvirverriieiiierennn 000 50%

Organ, stem cell or tissue

transplant (not Experimental

or Investigational)l.............cccooeviriiieeirinn. 00t Not Covered
Renal dialysis.....ccccooeevieieininiiiince 00t 50%
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Notes:

e Other professional services performed in the outpatient department of a Hospital, Outpatient
Surgical Center or other licensed outpatient facility such as a visit to a Physician (office visit),
laboratory and x-ray services, physical therapy, etc., may require a Copayment or Coinsurance
when these services are performed. Look under the headings for the various services such as
office visits, neuromuscular rehabilitation and other services to determine any additional
Copayments or Coinsurances that may apply.

e Screening colonoscopy and sigmoidoscopy procedures (for the purposes of colorectal cancer
screening) will be covered under "Preventive Care Services" in the "Visit to a Health Care
Provider's Office or Clinic" provision above. Diagnostic endoscopic procedures (except
screening colonoscopy and sigmoidoscopy), performed in an outpatient facility require the
Copayment or Coinsurance applicable for outpatient facility services.

Some outpatient surgical procedures and services require Certification. Please refer to the
"Certification Requirements" section for details. Payment of benefits will be subject to the
noncertification penalty shown herein if Certification is required but not obtained.

A noncertification penalty will apply as set forth herein if Certification is required but not obtained
for outpatient facility services.

The Coinsurance for these services applies to both the administration of the medication and the
medication itself.

Sterilization of females and women’s contraception methods and counseling, as supported by HRSA
guidelines, are covered under "Preventive Care Services" in the "Visit to a Health Care Provider's
Office or Clinic" provision in this section.

The Coinsurance for blood or Blood Products applies to both the administration of the medication
and the medication itself; however, blood factors provided in an outpatient setting are covered on the
Specialty Drug tier under the pharmacy benefit. Specialty Drugs are not covered under the medical
benefit even if they are administered in a Physician’s office. If You need to have the provider
administer the Specialty Drug, You can coordinate delivery of the Specialty Drug directly to the
provider’s office through the Specialty Pharmacy Vendor. Please refer to the "Specialty Pharmacy
Vendor" portion of this "Schedule of Benefits" section for the applicable Copayment or Coinsurance.

Need Immediate Attention

Services in an Emergency Room (for medical care other than Mental Health and
Substance Use Disorders)

Preferred Providers Out-of-Network

Emergency room care facility ........cccoceeevenencnenne. 090t 0%
Emergency room care
professional SeTVICES.......coeevveercerereeenieenienas 090 0%

Emergency medical
transportation (air
Ambulance or ground
AmbUlance).......cccooveveveieiereieieeeee s 0%0ucererereiieiererereveieesssre st sena 0%!
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Services in an Emergency Room (for Mental Health and Substance Use Disorders)

Preferred Providers Out-of-Network

Emergency room care facility ........c.ccoceeevercncncnne. 090t 0%
Emergency room care
professional ServiCes.......oocvvierienerienerieriennenns 090t 0%

Emergency medical
transportation (air

Ambulance or ground
AMDUIANCE)......vovveveiiiiiieee e 0%0ucerererieieeererereieieessse st 0%!

Notes:

e For all services which meet the criteria for Emergency Care, the Copayment and Coinsurance
will be the amount shown for Preferred Providers, even if the services were provided by an Out-
of-Network Provider. HNL uses a prudent layperson standard to determine whether the criteria
for Emergency Care have been met. HNL applies the prudent layperson standard to evaluate the
necessity of medical services which a Covered Person accesses in connection with a condition
that the Covered Person perceives to be an emergency situation. Please refer to "Emergency
Care" in the "Definitions" section to see how the prudent layperson standard applies to the
definition of "Emergency Care."

e The emergency room Copayments will not apply if the Covered Person is admitted to a Hospital
directly from an emergency room. Non-emergency Hospital stays at an Out-of-Network Hospital
will be subject to the Out-of-Network Coinsurance. See "Hospital Stay" below for applicable
Coinsurance.

' Emergency Care that is received from Out-of-Network providers is subject to the Medical
Deductible for Preferred Providers.

Hospital Stay
Facility fe€'2 .....covoveveeeeceeeee e, 000 50%
Confinement for bariatric
(weight 10sS) SUrgery .......ocoevvvvveeveveeeenn, 0%0ueeeneeeeeeiereeereeeree e Not Covered
Physician/surgeon fees
SULZETY ! oot 0%0ucueererieieierererereiessseeesseesesesesena 50%
Anesthetics®.......oovvveveieeeeceeeeeee e, 0%0. et 50%
Physician visit to Hospital..........cccovvrienennnn. 090 50%

Blood or Blood Products, and
administration of Blood or

Blood Products * .........c.coeeeeeeeeeeeeeeeeeeeeen, 0%0. e 50%
Chemotherapy and radiation

therapy ..o 0%0urueererieierererereieie e 50%
Nuclear medicing’..........c.cococoeveeiveveveveeeeene 0%0. et 50%

Organ, stem cell or tissue
transplant (not Experimental
or Investigational)'..............ccceovrrieeeeerieenn. 0%0u et Not Covered
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Renal dialysis......cccoceevieininininiicecee 00 50%
Notes:

e The Preferred Provider Coinsurance and Deductible (as applicable) will apply if the Covered
Person is admitted to a Hospital directly from an emergency room center and services will
accumulate towards the Preferred Provider Out-of-Pocket Maximum. The Covered Person will
remain responsible for amounts billed in excess of Covered Expenses (Maximum Allowable
Amounts) for the Inpatient stay by an Out-of-Network Provider. You will not be reimbursed for
any amounts in excess of Maximum Allowable Amounts billed by an Out-of-Network Provider.
The Covered Person should request a transfer to a preferred facility after their emergency
condition has been stabilized to avoid incurring charges billed in excess of the Maximum
Allowable Amounts.

e [fthe Covered Person receives a non-emergency Covered Service at a preferred facility by an
Out-of-Network Provider, the Covered Person will be responsible for the Preferred Provider
Coinsurance and Deductible (as applicable).

e The above Coinsurance for Inpatient Hospital or Special Care Unit services is applicable for each
admission for the hospitalization of an adult, pediatric or newborn patient. For an Inpatient stay
for the delivery of a newborn, the newborn will not be subject to a separate Deductible and
Coinsurance for Inpatient Hospital services unless the newborn patient requires admission to a
Special Care Unit or requires a length of stay greater than 48 hours for vaginal delivery or 96
hours for caesarean section.

Certification is required for Hospital stay, except in the case of an emergency. Please refer to the
"Certification Requirements" section for details.

If Certification is not obtained for Hospital facility stay, payment will be subject to the
noncertification penalty as shown in this "Schedule of Benefits".

The Coinsurance for these services applies to both the administration of the medication and the
medication itself.

Mental Health and Substance Use Disorders

Mental Health and Substance Use Disorder benefits are administered by MHN Services, an affiliate
behavioral health administrative services company, which contracts with HNL to administer these
benefits.

Please refer to the "Need Immediate Attention" portion of this "Schedule of Benefits" section for the
applicable Copayment or Coinsurance for Emergency Care related to Mental Health and Substance Use
Disorders.

Mental Health

Preferred Providers Out-of-Network

Outpatient office visits
(psychological evaluation or
therapeutic session in an
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office or other outpatient

setting, including individual

and group therapy sessions,

Urgent Care, medication

management and drug

therapy monitoring)!............cocooeevevevrieiriiinnen. 0%0ucurerereieieiererereieieeseseeses e sesenas 50%
Outpatient services other than

office visits (psychological

and neuropsychological

testing, intensive outpatient

care program, day treatment,

partial hospitalization,

medical treatment of

withdrawal symptoms, and

other outpatient procedures

including behavioral health

treatment for pervasive

developmental disorder or

AUEISIN) 1. 0%0ucererereieieeerererereieeessssesse e sesenas 50%
Inpatient facility?........cccooovervrerererereieiieeeee e, 0%0urureeerieierererereieieissee e 50%
Physician visit to Hospital,

behavioral health facility or

Residential Treatment Center...........c.ccceceeuenee. 090ttt 50%

Substance Use Disorders

Preferred Providers Out-of-Network

Outpatient office visits

(psychological evaluation or

therapeutic session in an

office or other outpatient

setting, including individual

and group therapy sessions,

Urgent Care, medication

management and drug

therapy monitoring) ........ceceeeeeeeerenenenienenennens 00t 50%
Outpatient services other than

office visits (psychological

and neuropsychological

testing, intensive outpatient

care program, day treatment,

partial hospitalization,

medical treatment for

withdrawal symptoms

(outpatient detoxification),

and other outpatient SETVICES) ......ccereevereernnenee. 00t 50%
Inpatient facility?........covevrerierreirieieerieeeseeeeeeeees 00t 50%
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Physician visit to Hospital,
behavioral health facility or

Residential Treatment Center..........cccveeeeeennnnn. 090 e 50%
Inpatient detoxification? ..............ccccoevevvireuererennne. 00t 50%
Notes:

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

Outpatient services include services for treating gender dysphoria. For benefits covered under
outpatient office visits and outpatient services other than office visits, refer to the "Mental Health
and Substance Use Disorders" section of the Policy.

2 Certification is required for Inpatient facility stays, except in the case of an emergency. Please refer
to the "Certification Requirements" section for details. Payment of benefits will be subject to the
noncertification penalty as shown in this "Schedule of Benefits" section if Certification is not
obtained.

Pregnancy

Preferred Providers Out-of-Network

Prenatal care and preconception

VISIES 1ottt $0, Deductible Waived.........cccoeeveeveeenennnnn 50%
Preventive postnatal office visits ............. $0, Deductible Waived.........ccccoovvvevreeinnnne. 50%
Non-Preventive postnatal office

VISIES .ttt 00ttt 50%
Genetic testing of fetus.......coeceevireevenierienieeeee, 0%0u et 50%

California Prenatal Screening
Program services
administered by the
California State Department
of Public Health and by other
providers in connection with
participation in the California

Prenatal Screening program............... $0, Deductible Waived.................. $0, Deductible Waived
Delivery and all Inpatient

services

HOSPItall .....covviiiecccee e 0%0ucurereiieiererererereieiessesesess e sesena 50%

Professional (including
terminations of pregnancy
and circumcision of

e Applicable Deductible, Copayment or Coinsurance requirements apply to any services and
supplies required for the treatment of an illness or condition, including but not limited to,
complications of pregnancy. For example, if the complication requires an office visit, then the
office visit Copayment or Coinsurance will apply.
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e Prenatal, postnatal and newborn care that are Preventive Care Services are covered in full by
Preferred Providers and the Calendar Year Deductible does not apply. See "Preventive Care
Services" in the "Visit to a Health Care Provider's Office or Clinic" provision above.

I HNL does not require Certification for maternity care. Certification is not needed for the first 48
hours of Inpatient Hospital services following a vaginal delivery nor the first 96 hours following a
cesarean section. However, please notify HNL within 24 hours following birth or as soon as
reasonably possible. Certification must be obtained if the Physician determines that a longer Hospital
stay is Medically Necessary either prior to or following the birth.

2 Circumcisions for Covered Persons aged 31 days and older are covered when Medically Necessary
under "Outpatient Surgery and Services." Refer to the "Outpatient Surgery and Services" section for
applicable Copayments and Coinsurance.

Help Recovering or Other Special Health Needs

Preferred Providers Out-of-Network

Home Health Care Services'........cccoovirreiricrennne. 090 Not Covered
Number of visits covered
during a Calendar Year? ..............cccccoeeevuee... OO .., Not Applicable

Rehabilitation services (physical
therapy, speech therapy,
occupational therapy, cardiac
rehabilitation therapy and
pulmonary rehabilitation
therapy)! ..o 0%0u e Not Covered

Habilitative services (physical
therapy, speech therapy,
occupational therapy, cardiac
rehabilitation therapy and
pulmonary rehabilitation

therapy)! ..o 0%0ururererieeeiererereieiresse e Not Covered
Confinement in a Skilled Nursing

Facility? ....ooveveveieiei e 0%0ucureverieieiererereieieesseeetes e 50%

Number of days covered

during a Calendar Year.............ccccccovevevvnnnnnnn. 100 ..., Not Applicable
Physician visit to Skilled Nursing

Facility ..c.cooveieieieee 00t 50%
Durable Medical Equipment?.............cccooviuruevnene. 00t Not Covered

Orthotics (such as bracing,

supports and casts)? ..........ccooveieiiieeeeeens 00 eeneeeeeeieeeeereeeeee s Not Covered

Corrective FOOtwWear .........ccccoveveveenencncncnenne, 090 Not Covered
Diabetic equipment (including

fOOtWEAT) ..o 001t 50%
ProStheses?.......covoveviiiieeeiciceeeeeeee e 0%0ucueererieieeererereeeieeseee et 50%
Cranial Prostheses (Wigs)s.......cccoevevviiierervcrerennnn, 00t 50%
Hospice facility and outpatient

CATE? 1.ttt 00 50%
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Office-based injections'............cccocoveviiiiurrirerenne, 0%0uveererieieeerererereieesseeeses e sesena 50%
Self-injectable Drugs'>..........ccceveveveveueernnne. See note below........ccccceeevevevevennnnne. See note below
Infertility services (all Covered

Services that diagnose,

evaluate or treat Infertility) .........ccceeueeneen. Not Covered .....cccevevvveniireeniennenne. Not Covered

Notes:

e Diabetic equipment and Orthotics which are covered under the medical benefit include blood
glucose monitors, insulin pumps and Corrective Footwear.

e Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered under
"Preventive Care Services" in "Visit to a Health Care Provider's Office or Clinic" in this section.
For additional information, please refer to the "Preventive Care List of Services" section.

e Durable Medical Equipment is covered when Medically Necessary and acquired or supplied by
an HNL designated contracted vendor for Durable Medical Equipment. Preferred Providers that
are not designated by HNL as a contracted vendor for Durable Medical Equipment are
considered Out-of-Network Providers for purposes of determining coverage and benefits.
Durable Medical Equipment is not covered if provided by an Out-of-Network Provider.
Certification is required. Please refer to the "Certification Requirements" section for details.
Payment of benefits will be subject to the noncertification penalty as shown in this "Schedule of
Benefits" section if Certification is not obtained. For information about HNL's designated
contracted vendors for Durable Medical Equipment, please contact the Customer Contact Center
at the telephone number on Your HNL ID card.

e Diabetic Corrective Footwear is only covered when Medically Necessary, custom-made for the
Covered Person and permanently attached to a Medically Necessary Orthotic device that is also a
covered benefit under this Policy. Corrective Footwear for the management and treatment of
diabetes-related medical conditions is covered as diabetic equipment as Medically Necessary.

e Hospice Care provided by a Preferred Provider is covered at no charge to You regardless of the
place of service.

Certification may be required. Please refer to the "Certification Requirements" section for details.
Payment of benefits will be subject to the noncertification penalty as shown in this "Schedule of
Benefits" section if Certification is required but not obtained.

Home health care rehabilitative or habilitative services will each have a separate Calendar Year
maximum of 100 visits. Home Health Care visits are limited to 3 visits per day, up to 2 hours per
visit by a nurse, medical social worker, physical/occupational/speech therapist, or up to 4 hours per
visit by a home health aide.

Certification is required for Skilled Nursing Facility or Hospice stay. Certification is not required for
outpatient (home-based) Hospice Care. Please refer to the "Certification Requirements" section for
details. Payment of benefits will be subject to the noncertification penalty as shown in this "Schedule
of Benefits" section if Certification is not obtained.

Certification is required for Durable Medical Equipment, Orthotics and Prostheses. Please refer to
the "Certification Requirements" section for details. Payment of benefits will be subject to the
noncertification penalty as shown in this "Schedule of Benefits" section if Certification is not
obtained.
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> Injectable Drugs which are self-administered are covered under the pharmacy benefit. Specialty
Drugs are not covered under the medical benefit even if they are administered in a Physician’s
office. If You need to have the provider administer the Specialty Drug, You can coordinate delivery
of the Specialty Drug directly to the provider’s office through the Specialty Pharmacy Vendor.
Please refer to the "Specialty Pharmacy Vendor" portion of this "Schedule of Benefits" section for
the applicable Copayment or Coinsurance.

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

Outpatient Prescription Drugs

Subject to the provisions of the ""Outpatient Prescription Drugs' section of this Policy, all
Medically Necessary Prescription Drugs are covered.

The Outpatient Prescription Drug benefits are subject to the Calendar Year Deductibles and Out-
of-Pocket Maximums as described at the beginning of this section.

Your financial responsibility for covered Prescription Drugs varies by the type of drug dispensed, and
whether the drug was dispensed by a Participating Pharmacy or a Nonparticipating Pharmacy. See the
"Definitions" section and the "Outpatient Prescription Drug Benefits" section for more information
about what benefits are provided.

Benefit Maximums

Maximum

Number of days per Prescription Drug Order for Drugs from a retail

PRATINACY ...ttt ettt ettt st sa et e s h et e bt et e bt ent et e en b et e eae et e aeenbeeneenes 30
Number of days per Prescription Drug Order for Maintenance Drugs

through the Mail Order Program ...........ccooiiiiiiiniiiieieeieeeeee ettt st s saeens 90
Number of days per Prescription Drug Order for Drugs for Specialty

LD 4SRRI 30
Number of days per Prescription Drug Order for insulin needles and

syringes from a retail PRAarmacy .....cccocovieioniiiieiceeceeeese et 30
Number of days per Prescription Drug Order for blood glucose monitoring

test strips and lancets from a retail Pharmacy ........cocovieiiniiiinieieiceeceeceeeee e 30

Notes:

e Except for insulin, diabetic supplies (blood glucose testing strips, lancets, disposable needles &
syringes) are packaged in 50, 100 or 200 unit packages. Packages cannot be "broken" (i.e.
opened in order to dispense the product in quantities other than those packaged). When a
prescription is dispensed, You will receive the size of package and/or number of packages
required for You to test the number of times Your Physician has prescribed for up to a 30-day
period.

e Up to a 12-consecutive-calendar-month supply of covered FDA-approved, self-administered
hormonal contraceptives may be dispensed with a single Prescription Drug Order.
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e Schedule II narcotic Drugs are not covered through mail order. Schedule II Drugs are Drugs
classified by the Federal Drug Enforcement Administration as having a high abuse risk but also
safe and accepted medical uses in the United States. A partial prescription fill, which is of a
quantity less than the entire prescription, can be requested by You or Your Member Physician.
Partial prescription fills are subject to a prorated Copayment based on the amount of the
prescription that is filled by the pharmacy.

Copayments and Coinsurance

You will be charged a Copayment or Coinsurance for each Prescription Drug Order.

Retail Pharmacy

Participating Pharmacy Nonparticipating Pharmacy

Tier 1 Drugs (most Generic

Drugs and low-cost preferred

Brand Name Drugs)........coccevevieninieninieienene 0%0.eeeneeeeeeieeeeiereee e Not Covered
Tier 2 Drugs (higher cost

Generic Drugs and preferred

Brand Name Drugs).......cccceeeevveieencncncnenennn 00 et Not Covered
Tier 3 Drugs (non-preferred

Brand Name Drugs, Brand

Name Drugs with a generic

equivalent on a lower tier, or

Drugs that have a preferred

alternative on a lower tier) .........ccoceveeeereecnnenne. 00t Not Covered
Preventive Drugs and women’s
CONTACEPLIVES...eevveerenreeeerereeeieseeennans $0, Deductible Waived............cccueuneee. Not Covered

Specialty Pharmacy Vendor

Specialty Pharmacy

Tier 4 Drugs (Specialty Drugs) (Drugs made using biotechnology, Drugs
that must be distributed through a specialty pharmacy, Drugs that
require special training for self-administration, Drugs that require
regular monitoring of care, and Drugs that cost more than six hundred
dollars for @ 0NE-MONth SUPPLY)..eeveriieiiiieieriteiereee ettt ettt be e seeeneseeens 0%

Maintenance Drugs through the Mail Order Program

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

DITUZS ) oottt sttt ettt et e et et e et et e s h e et e e a e et e et e et e eh e en b e bt entebeentebeentebeeneenbeeneen 0%
Tier 2 Drugs (higher cost Generic Drugs and preferred Brand Name
IS ) ettt ettt ettt ettt ettt et et et et e Rt e n e e n e e heeaeea e eh e e bt bt e bt e beehe b beebesbenben 0%

Tier 3 Drugs (non-preferred Brand Name Drugs, Brand Name Drugs with
a generic equivalent on a lower tier, or Drugs that have a preferred
AlterNAtIVE ON @ JOWET TIET) 1..eouiiiiiieeiieie ettt ettt et e e st e esbe e s e e beeseenbeeseensesneensans 0%
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Preventive Drugs and women’s CONtraCePLiVES ......ccueeverveeierieeeerieeierieseesieseeesaesenens $0, Deductible Waived

Notes:

Generic Drugs will be dispensed when a Generic Drug equivalent is available. We will cover
Brand Name Drugs, including Tier 4 Drugs (Specialty Drugs), that have a generic equivalent
only when the Brand Name Drug is Medically Necessary and the Physician obtains Prior
Authorization from HNL. Covered Brand Name Drugs are subject to the applicable Copayment
or Coinsurance for Tier 2 Drugs, Tier 3 Drugs or Tier 4 Drugs (Specialty Drugs).

Preventive Drugs, including smoking cessation Drugs and FDA-approved women’s
contraceptive Drugs, devices, and other products, including those available over the counter, are
covered as shown above. Please see the "Preventive Drugs and Women’s Contraceptives"
provision in the "Outpatient Prescription Drug Benefits" section for additional details. If Your
Physician determines that none of the methods designated by HNL are medically appropriate for
You, We shall cover some other FDA-approved prescription contraceptive method at no cost to
You.

Up to a 12-consecutive-calendar-month supply of covered FDA-approved, self-administered
hormonal contraceptives may be dispensed with a single Prescription Drug Order.

The Calendar Year Deductible does not apply to preventive Drugs and women’s contraceptives.

Some Drugs may require Prior Authorization from HNL to be covered. You will be subject to a
penalty of 50% of the Average Wholesale Price if Prior Authorization was not obtained, except
for Emergency or Urgently Needed care.

Generic or Brand Name Drugs not listed in the Essential Rx Drug List which are prescribed by
Your Physician and not excluded or limited from coverage may be covered as an exception and
are subject to the Tier 3 Drug Copayment or Coinsurance, as applicable. Specialty Drugs not
listed on the Essential Rx Drug List that are covered as an exception would be subject to the
Tier 4 (Specialty Drug) Coinsurance. Refer to "Prior Authorization and Exception Request
Process" under the "Outpatient Prescription Drug Benefits" portion of the Policy for more
information on the exception request process.

Up to a 90-consecutive-calendar-day-supply of covered Maintenance Drugs will be dispensed at
the applicable mail order Copayment or Coinsurance when ordered through HNL’s contracted
mail service vendor. Maintenance Drugs on the Health Net Maintenance Drug List may also be
obtained at a CVS retail pharmacy for up to a 90-day supply under the mail order program
benefits. Maintenance Drugs are also available for up to a 30-day supply from any participating
retail pharmacy.

Drugs on the Essential Rx Drug List when Medically Necessary for treating sexual dysfunction
are limited to a maximum of 8 doses in any 30-day period.

Specialty Drugs are not available through mail order. Most Specialty Drugs must be obtained
through the Health Net contracted Specialty pharmacy.

If a pharmaceutical manufacturer coupon is used, the coupon amounts Drugs will not accrue
toward Your Deductible and Out-of-Pocket Maximum. Only what You actually pay will accrue
towards Your Out-of-Pocket Maximum.
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Child Needs Dental or Eye Care

Pediatric Dental Services

Refer to the "Pediatric Dental Services" portion of the "Medical Benefits" section of this Policy for
complete benefit information. The Calendar Year Deductible does not apply to these benefits.

All of the following services must be provided by a Health Net Participating Dental Provider in order to
be covered. Refer to the "Child Needs Dental or Eye Care" portion of the "Medical Benefits" section for
limitations on covered dental services.

Benefit Description

Benefits are shown as a percentage
of Eligible Dental Expenses.

Di1agnostic BeNETItS.....ccuevuieiiiieieiieeeeeeeeee e $0, Deductible waived
Preventive BENETIES ......coooueiiiieeeee et e e e e e $0, Deductible waived
Restorative Benefits ........ooviiuiiiiiciicecce ettt 20%, Deductible waived
ENOAONTICS ...ttt et ettt et e ae e reeeaeeenaa s 50%, Deductible waived
Periodontal Maintenance Services (D4910)......ccooovieiiiiieeieeieeeeeeeeeee e 20%, Deductible waived
Periodontics (other than Periodontal Maintenance (D4910)) .....cccoocvevierveienennene. 50%, Deductible waived
Maxillofacial ProStREtICS ....oeiiieeiiiiieiie et 50%, Deductible waived
IMPLANT SETVICES....uiiuiiiieiieiieiieieete ettt 50%, Deductible waived
Prosthodontics (Removable) ..........cceiiiiiiiiiiieeeee e 50%, Deductible waived
Fixed ProSthOdONtiCS.......coviiiieieeieeeeeeee ettt et 50%, Deductible waived
Oral and Maxillofacial SUIZErY.......cceevvirieiiiriiieciceeeeeeeee e 50%, Deductible waived
Medically Necessary OrthOdONtiCS........ccuevieierieiieniieienieeieie et 50%, Deductible waived
AdJUNCLIVE SETVICES ..uvievieniieiieiieiieieetete ettt te sttt stee e ste et e se et e ssesnnensesseensesseenes 50%, Deductible waived

Pediatric Vision Services

We provide toll-free access to our Customer Service Associates to assist you with benefit coverage
questions, resolving problems or changing your vision office. Customer Service can be reached Monday
through Friday at (866) 392-6058 from 5:00 a.m. to 8:00 p.m. Pacific Standard Time. Automated service
is also provided after hours for eligibility verification and vision office transfers.

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

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

Vision Services Benefits

Routine eye exam limit: 1 per Calendar Year.........ccccecvevvrvenieevenrennnnn. $0 Copayment, Deductible waived
Exam Options:
e Standard Contact Lens Fit including Follow-up visit (routine applications of soft, spherical daily
wear contact lenses for single vision prescriptions)
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e Premium Contact Lens Fit including Follow-up visit (more complex applications, including, but
not limited to toric, bifocal/multifocal, cosmetic color, post-surgical and gas permeable)

Lenses limit: 1 pair per Calendar Year........cccceeevieveneevieneeieeeeeeee $0 Copayment, Deductible waived
Including:
e Single vision, bifocal, trifocal, lenticular

e (Glass, or Plastic, including polycarbonate

e Oversized and glass-grey #3 prescription sunglass lenses

Provider selected frames limit: 1 per Calendar Year........cccccocvevenennenne. $0 Copayment, Deductible waived
Optional Lenses and Treatments........cceevevvereerieneenieneerieneeieseeeeseenees $0 Copayment, Deductible waived
Including:

e UV Treatment

e Tint (Fashion & Gradient & Glass-Grey)

e Standard Plastic Scratch Coating

e Standard Polycarbonate

e Photochromic / Transitions Plastic

e Standard, Premium and Ultra Anti-Reflective Coating
e Polarized

e Standard, Premium, Select, and Ultra Progressive Lens
e Hi-Index Lenses

e Blended segment Lenses

e Intermediate vision Lenses

e Seclect or ultra-progressive lenses

e Premium Progressive Lens

Provider selected contact lenses, a one year supply is covered every
Calendar Year (in lieu of eyeglass [enses).......cccceevveveereeceerreeiennnne. $0 Copayment, Deductible waived

e Disposables
e Conventional
e Medically Necessary'

Subnormal or Low Vision Services and Aids - one comprehensive low
vision evaluation every 5 years; low vision aids, including high-power
spectacles, magnifiers or telescopes (limited to one aid per year) and
follow-up care (limited to 4 visits every 5 years) .......cceeveverveennnne. $0 Copayment, Deductible waived
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Medically Necessary Contact Lenses:

Contact Lenses may be Medically Necessary and appropriate in the treatment of patients affected by
certain conditions. In general, Contact Lenses may be Medically Necessary and appropriate when
the use of Contact Lenses, in lieu of eyeglasses, will result in significantly better visual and/or
improved binocular function, including avoidance of diplopia or suppression.

Contact Lenses may be Medically Necessary for the treatment of conditions, including, but not
limited to: keratoconus, pathological myopia, aphakia, anisometropia, aniridia, corneal disorders,
post-traumatic disorders and irregular astigmatism.

Medically Necessary Contact Lenses are dispensed in lieu of other eyewear.
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TERM OF POLICY AND PREMIUMS

A. TERM OF POLICY AND TERMINATION
Coverage for this Policy will commence on the date shown in the Notice of Acceptance. This Policy
shall remain in effect subject to the payment of Premiums as required, and subject to the right of
HNL and the Policyholder to terminate it in accordance with the terms of the Policy.

The following describes the termination provisions of this Policy:

Coverage under this Policy will automatically terminate on the earliest to occur of the
following dates:

If any Premium as specified in the Notice of Acceptance is not paid before the end of the grace
period, this Policy will terminate effective on midnight of the last day of the 30-day grace period.
The Policyholder is liable for all Premiums due for the period coverage is in force.

Policyholder and enrolled Dependents who are receiving Federal Advance Payment of the
Premium Tax Credit (APTC) or a California Premium Subsidy have a three-month grace period
instead of the 30-day grace period described above. Refer to the "Grace Period for Recipients of
Federal Advance Payment of Premium Tax Credit or a California Premium Subsidy" portion of
the "Grace Periods" provision in this section for information about the three-month grace period
and the consequences for non-payment of Premiums.

If the Policyholder ceases to be eligible according to the eligibility provisions of this Policy,
coverage will be terminated for the Policyholder and any enrolled Dependents effective on
midnight of the last day of eligibility.

If a Dependent ceases to be eligible according to the eligibility provisions of this Policy,
coverage will be terminated only for that person effective on midnight of the last day of
eligibility.

On midnight of the date in which entry of the final decree of dissolution of marriage, annulment
or termination of domestic partnership occurs, a spouse or Domestic Partner shall cease to be an
eligible Dependent. Children of the spouse or Domestic Partner who are not also the natural or
legally adopted children of the Policyholder shall cease to be eligible Dependents at the same
time.

If a Policyholder obtains or attempts to obtain benefits under this Policy by means of fraud or
intentional misrepresentations of material fact with respect to claims under this Policy, HNL may
cancel coverage upon 30-day written notice.

If a Policyholder performs an act or practice constituting fraud or makes an intentional
misrepresentation of material fact with respect to an application for coverage, HNL may rescind
this Policy upon 30 days written notice to the Policyholder, within 24 months following issuance
of the Policy. After 24 months following the issuance of the Policy, HNL will not rescind the
Policy for any reason or cancel the Policy, limit any of the provisions of the Policy, or raise
Premiums on the Policy due to any omissions, misrepresentations, or inaccuracies in the
application form, whether willful or not.
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e The Policyholder has the right to request a review by the California Insurance Commissioner if
the Policyholder believes his or her health insurance policy has been or will be wrongly
canceled, rescinded or not renewed. HNL's notice of intent to cancel, rescind or non-renew the
Policy will include information on how the Policyholder may request review by the California
Insurance Commissioner.

B. TERMINATION UPON NOTICE
The Policyholder may terminate this Policy by notifying Health Net Life. In such an event, the
Policy will end effective on midnight of the first day of the month following HNL's receipt of Your
request to cancel.

The Policyholder may terminate this Policy by notifying Covered California or Health Net Life. The
Policy will end at 12:01 a.m. on the date You requested, provided reasonable notice of at least 14
days was given or, if reasonable notice was not given, 14 days after receipt of Your notice unless an
earlier date is agreed to by HNL.

If HNL discontinues offering health benefit plans in California, it will provide notice to the
Commissioner of Insurance of California and to each affected Policyholder of its intention to
discontinue offering health benefit plans to California Policyholders at least 180 days prior to
termination of health benefit plan coverage.

If HNL decides to discontinue offering a particular health benefit plan in the market in California, it

will:

a. provide notice to the Commissioner of Insurance of California and each affected Policyholder of
its intention to discontinue offering the particular health benefit plan in California;

b. provide such notice at least 90 days prior to discontinuance of the particular health benefit plan;
and

c. offer to each affected Policyholder whose coverage is being discontinued, the option of replacing
the discontinued plan with any other individual plan currently being offered by HNL in
California, for which the Policyholder is eligible.

The written notice given by HNL to notify the Policyholder that coverage has terminated will be
delivered to or mailed to the Policyholder at his/her last address as shown on HNL’s records.

C. RENEWAL PROVISIONS
Subject to the termination provisions described in this Policy, coverage will remain in effect for each
month Premium fees are received and accepted by HNL. This Policy is guaranteed renewable and
HNL may only non-renew or cancel coverage for nonpayment of Premiums.

D. CHANGES IN PREMIUMS
Premiums may be changed by HNL on at least 60 days written notice to the Policyholder prior to the
date of such change. Any change in Premium shall take effect on the first day of the next Calendar
Year.

If a governmental authority (a) imposes a tax or fee that is computed on Premiums or (b) requires a
change in coverage or administrative practice that increases HNL's risk, HNL may amend this Policy
and increase the Premium sufficiently to cover the tax, fee or risk. The effective date shall be the
date shown in a written notice from HNL to the Policyholder. The effective date shall become
effective only upon renewal on the first day of the Calendar Year.
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If this Policy is terminated for any reason, the Policyholder shall be liable for all Premiums for any
time this Policy is in force.

E. GRACE PERIODS
A Grace Period of 30 days will be allowed for payment of any Premium due, except the first one.
Recipients of Federal Advance Payment of the Premium Tax Credit or a California Premium
Subsidy are subject to a different grace period as described below. During this period, the Policy will
remain in force (subject to the right of the HNL to cancel in accordance with the termination
provision above). If the Policyholder fails to pay the required Premium when due, coverage could be
canceled after a 30-day grace period. Before the 1st day of the grace period, HNL will send the
Policyholder the Notice of Premium Delinquency, Grace Period and Intent to Nonrenew. During the
30-day grace period, HNL must continue Your coverage under this plan. If HNL does not receive
payment of the delinquent Premiums within the 30-day grace period, coverage will be terminated at
the end of the grace period. The 30-day grace period shall end no sooner than the thirtieth day
following the last day of coverage for which HNL has received payment. The Policyholder will be
responsible for the full cost of any Medical Services rendered after the Covered Person's date of
termination. The Policyholder shall not be permitted to unilaterally reinstate coverage through the
submission of Premium payments after the date on which this Policy has been terminated pursuant to
this provision. Refer to "Reinstatement" below for further information. Premium payments received
by HNL following expiration of the grace period shall be returned to the Policyholder, and the
Policyholder shall not be entitled to further coverage hereunder.

Grace Period for Recipients of Federal Advance Payment of the Premium Tax Credit or a
California Premium Subsidy:

Policyholders and enrolled Dependents for whom HNL receives Federal Advance Payment of
Premium Tax Credits or California Premium Subsidies have a three-month grace period to pay any
Premium due, except the first month of coverage. If the Policyholder does not pay the Premium for
any subsequent month by the due date on the invoice, HNL will send the Policyholder a "Notice of
Premium Delinquency, Grace Period and Intent to Nonrenew" before the 1st day of the grace period.
The notice will include instructions for paying the Premium, including the last day of the grace
period by which Premium must be received to maintain coverage in force.

If the Policyholder DOES NOT pay the entire amount of outstanding Premiums in full before the
end of the three-month grace period, HNL will terminate the coverage effective on the first day of
the second month of the three-month grace period. HNL will provide a notice of termination which
indicates the reason for termination and the effective date of the coverage termination.

HNL will cover all allowable claims for the first month of the three-month grace period. However, if
payment is not received by the last day of the first month of the grace period, HNL will suspend
Your coverage and pend claims for services rendered by health care providers in the second and
third months of the three-month grace period until payment is received. If HNL ultimately
terminates the coverage because the Policyholder has not paid the entire amount of outstanding
Premiums by the last day of the third month of the grace period, any pended claims will be denied.
Providers whose claims are denied by HNL may bill the Policyholder for payment. If the
Policyholder pays the entire amount of Premiums due before the end of the three-month grace
period, the suspended coverage will be reinstated and HNL will process the pended claims.
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F. REINSTATEMENT
If any renewal Premium be not paid within the time granted the Policyholder for payment, a
subsequent acceptance of Premium by HNL or by any agent duly authorized by HNL to accept such
Premium, without requiring in connection therewith an application for reinstatement, shall reinstate
the Policy; provided, however, that if HNL or such agent requires an application for reinstatement
and issues a conditional receipt for the Premium tendered, the Policy will be reinstated upon
approval of such application by HNL or, lacking such approval, upon the forty-fifth day following
the date of such conditional receipt unless HNL has previously notified the Policyholder in writing
of its disapproval of such application. The Policyholder and HNL shall have the same rights
thereunder as they had under the Policy immediately before the due date of the defaulted Premium,
subject to any provisions endorsed hereon or attached hereto in connection with the reinstatement. If
You request reinstatement and pay all delinquent Premiums within 30 calendar days after the end of
the grace period, HNL's acceptance of that Premium is not conditional and HNL will reinstate the
Policy, effective as of the date the Policy was terminated for non-payment of Premium. If You do
not request reinstatement within 30 calendar days after the expiration of the grace period, or if the
Policy has previously been cancelled for non-payment of Premium during the previous twelve
months, reinstatement will not be granted and You will need to reapply for coverage.

G. PAYMENT OF PREMIUMS
The Policyholder is responsible for payment of Premiums to HNL. Except for family members of the
Policyholder or as required by law, HNL does not accept payments of Premiums on behalf of the
Policyholder directly or indirectly from a Hospital, Home Health Care Agency, Hospice, Outpatient
Surgical Center, Physician, Qualified Autism Provider, Residential Treatment Center, Skilled
Nursing Facility, or other entities or persons which provide Covered Services and Supplies. An
insurance agent or broker may remit payment of Premiums to HNL on behalf of the insured using
only funds received from the insured or the insured’s family members. HNL will not accept payment
of Premiums remitted by an agent or broker using funds from financially interested third parties that
are not authorized by law to pay Premiums on behalf of the insured. Upon discovery of any
unacceptable payment described in this section, HNL will return it and inform the Policyholder that
the payment is rejected and that the Premium remains due. A 30-day grace period will be allowed for
payment of the Premium due, beginning on the date that HNL notifies the Policyholder that the
payment was rejected. If HNL does not receive payment on or before the last day of the grace
period, HNL will cancel coverage after the end of the grace period. Refer to the "Grace Periods"
provision above for further information.
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ELIGIBILITY AND ENROLLMENT

This Policy is subject to the Guaranteed Availability and Guaranteed Renewability rules of the
Affordable Care Act (ACA).

HNL establishes the conditions of eligibility that must be met in order to be eligible for coverage and
continuing coverage under this Policy. In order to receive the Covered Services and Supplies under this
Policy, the Policyholder must reside in Our Service Area and must meet the following criteria:

e Not be incarcerated, other than incarceration pending the disposition of charges; and

e Apply for enrollment during an open enrollment period or during a special enrollment period as
defined below under "Special Enrollment Periods." Open enrollment takes place annually beginning
on December 16 of the preceding benefit year and ending on January 31 of the benefit year.

e Be a citizen or national of the United States or an alien lawfully present in the United States; and

e Maintain active enrollment through Covered California.

If You have end-stage renal disease and are eligible for Medicare, You remain eligible for enrollment in
this plan until You are enrolled in Medicare. The Notice of Acceptance indicates the names of applicants
who have been accepted for coverage, the Effective Date thereof and the Deductible selected.

Policyholders covered under this Policy may also enroll Dependents who satisfy the eligibility
requirements for enrollment. Dependents can live outside the Service Area but must reside in the United
States. The following types of Dependents describe those who may enroll in this Policy:

e Spouse: The legal spouse, as defined by California law.

e Domestic Partner: The registered Domestic Partner, as defined by California law.

e Children: The children of the Policyholder or the Policyholder’s spouse or Domestic Partner
(including legally adopted children, stepchildren and wards, as defined in the following provision),
who are under 26 years of age. Coverage terminates on the last day of the Calendar Year in which
the child turns 26 years of age unless the child is disabled.

e Wards: Children for whom the Policyholder or the Policyholder’s spouse or Domestic Partner is a
court-appointed guardian.

e Other child: Any child that You have assumed a parent-child relationship, in lieu of a parent-child
relationship described above, as indicated by court order, intentional assumption of parental status,
or assumption of parental duties by You, as certified by You at the time of enrollment of the child,
and annually thereafter up to the age of 26 unless the child is disabled. Coverage terminates on the
last day of the Calendar Year in which the child turns 26 years of age unless the child is disabled.

Disabled children 26 years of age and older.

A child is covered as a Dependent until the last day of the Calendar Year in which he or she turns 26
years of age. Children who reach age 26 are eligible to continue coverage beyond the last day of the
Calendar Year or initiate new Dependent coverage if all of the following conditions apply:

e The child is incapable of self-sustaining employment by reason of a physically or mentally disabling
injury, illness, or condition; and

e The child is chiefly dependent upon the Policyholder for support and maintenance.
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If the Policyholder is enrolling a disabled child who is age 26 or older for new coverage, he or she must
provide HNL with proof of incapacity and dependency within 60 days of the date the Policyholder
receives a request for such information about the Dependent child from HNL.

HNL must provide the Policyholder notice at least 90 days prior to the last day of the Calendar Year
during which his or her enrolled child reaches the age limit that coverage will terminate on the last day
of the Calendar Year unless documentation of disability and dependency is provided by the
Policyholder. The Policyholder must provide HNL with proof of his or her child’s incapacity and
dependency within 60 days of receipt of the notice. Coverage will continue until HNL makes a
determination as to the child’s disability and dependency.

The Policyholder must provide the proof of incapacity and dependency at no cost to HNL.

Following the disabled child’s 28th birthday and no more often than annually thereafter, HNL may
request that the Policyholder provide satisfactory evidence of the child’s disability, and the Policyholder
shall have 60 days to respond. A disabled child may remain covered by this plan for as long as he or she
remains incapacitated and continues to meet the eligibility criteria described above.

Application for Coverage (Enrollment) and Effective Date for Newly Eligible Dependents

You are entitled to add newly eligible Dependents (subject to the applicable Premium payment) to this
Policy as shown below:

e An application to add coverage for a newly married spouse or Domestic Partner will only be
considered if Covered California receives a completed application within sixty (60) days of marriage
or Declaration of Domestic Partnership. Coverage shall begin on the first day of the month following
plan selection. Other Dependents may also be added to the Policy.

e A newly adopted child, or a child who is being adopted, becomes eligible on the date of adoption or
the date the Policyholder or his or her spouse or Domestic Partner receives physical custody of the
child or the date of adoption or placement for adoption.

At the Policyholder’s option, coverage begins effective either on (a) the date the Policyholder or his
or her spouse or Domestic Partner receives physical custody of the child or the date of adoption or
placement of adoption or (b) on the first day of the month following the date the Policyholder or his
or her spouse or Domestic Partner receives physical custody of the child or the date of adoption or
placement of adoption. Coverage will continue for 31 days from the date of eligibility. The
Policyholder must enroll the child by the 60th day for coverage to continue beyond the first 31 days.

e Newborn children will automatically be covered for thirty-one (31) days (including the date of
birth). If you do not enroll the newborn within 60 days (including the date of birth), he or she is
covered for only 31 days. Coverage will be effective upon birth. Alternatively, the Policyholder may
elect for coverage to begin on the first day of the month following the date of birth.

e Ifa court has ordered the Policyholder to provide coverage for an eligible Dependent, coverage will
begin on the date the court order is effective or, at the option of the Policyholder, a date following
enrollment. The Policyholder must enroll the eligible Dependent within sixty (60) days of the
effective date of the court order and pay any required Premiums.
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Special Enrollment Periods

In addition to the open enrollment period, individuals and their Dependents are eligible to enroll in this
plan within 60 days of certain events, including but not limited to the following:

The individual or his or her Dependent lost coverage in a plan with minimum essential coverage
(coverage becomes effective the first of the following month after loss of coverage), not including
loss due to non-payment of Premiums or situations allowing for a rescission (fraud or intentional
misrepresentation of material fact). The individual or his or her Dependent has 60 days prior to and
following the loss of minimum essential coverage to apply for new coverage. The effective date of
the new coverage depends on when the plan selection is made. If the plan selection is made on or
before the date of the loss of coverage, then the new coverage will begin on the first day of the
month following the loss of coverage. If the plan selection is made after the date of the loss of
coverage, then the new coverage will begin on the first day of the month following plan selection;

The individual or his or her Dependent enrolled in any non-Calendar Year health plan or individual
health insurance coverage, including both grandfathered and nongrandfathered health plans that
expired or will expire, even if the individual or his or her Dependent has the option to renew such
coverage. The date of the loss of coverage shall be the last day of the plan or policy year;

The individual or his or her Dependent lost Medi-Cal coverage for pregnancy-related services;

The individual or his or her Dependent lost Medi-Cal coverage for medically needy, only once per
Calendar Year;

The individual gained, lost or changed Dependent status due to marriage, domestic partnership,
divorce, legal separation, dissolution of domestic partnership, birth, adoption, placement for
adoption, placement in foster care, coverage mandated by a valid state or federal court order, or
assumption of a parent-child relationship;

The individual or his or her Dependent was released from incarceration or whose incarceration is
pending the disposition of charges;

An individual or his or her Dependent’s health carrier substantially violated a material provision of
the health coverage contract;

The individual or his or her Dependent gained access to new health plans, or becomes newly eligible
for advance payments of the premium tax credit, as a result of a permanent move;

The individual or his or her Dependent was receiving services under another health plan from a
contracting provider, who no longer participates in that health plan, for any of the following
conditions: (a) An acute condition (a medical condition that involves a sudden onset of symptoms
due to an illness, injury, or other medical problem that requires prompt medical attention and that
has a limited duration.); (b) A serious chronic condition (a medical condition due to a disease,
illness, or other medical problem or medical disorder that is serious in nature and that persists
without full cure or worsens over an extended period of time or requires ongoing treatment to
maintain remission or prevent deterioration.); (c) A pregnancy (the three trimesters of pregnancy and
the immediate postpartum period.); (d) A terminal illness (an incurable or irreversible condition that
has a high probability of causing death within one year or less.); (¢) The care of a newborn between
birth and age 36 months; or (f) Performance of a surgery or other procedure that has been
recommended and documented by the provider to occur within 180 days of the contract’s
termination date or within 180 days of the effective date of coverage for a new Covered Person,;
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The individual or his or her Dependent was not previously a citizen, national or lawfully present
individual and gained such status;

The individual or his or her Dependent’s enrollment or non-enrollment in the health benefit plan was
unintentional, inadvertent or erroneous and is the result of the error, misrepresentation, misconduct
or inaction of an officer, employee or agent of Covered California or the health benefit plan, or its
instrumentalities as evaluated and determined by Covered California. In such cases, Covered
California may take such action as may be necessary to correct or eliminate the effects of such error,
misrepresentation or inaction;

The individual or his or her Dependent demonstrates to the Exchange (Covered California), with
respect to health plans offered through Covered California, or the California Department of
Insurance, with respect to health plans offered outside the Exchange that the individual or his or her
Dependent did not enroll in a health benefit plan during the immediately preceding enrollment
period available to the individual or his or her Dependent because the individual or his or her
Dependent were misinformed about being covered under minimum essential coverage;

It is determined by Covered California on a case-by-case basis that the individual or enrollee, or his
or her Dependents, was not enrolled as a result of misconduct on the part of a non-Covered
California entity providing enrollment assistance or conducting enrollment activities.

The individual or his or her Dependent adequately demonstrated to Covered California that the
health benefit plan substantially violated a material provision of its contract in relation to the
enrollee;

The individual or his or her Dependents is determined newly eligible or newly ineligible for
Advance Payments of the Premium Tax Credit or has a change in eligibility for cost-sharing
reductions, regardless of whether such individual is already enrolled in a health benefit plan.
Covered California must permit individuals whose existing coverage through an eligible employer-
sponsored plan will no longer be affordable or provide minimum value for his or her employer's
upcoming plan year to access this special enrollment period prior to the end of his or her coverage
through such eligible employer-sponsored plan;

The individual gains or maintains status as an Indian, as defined by section 4 of the Indian Health
Care Improvement Act, or is or becomes a Dependent of an Indian, and is enrolled in or is enrolling
on the same application as the Indian (You may enroll in a health benefit plan or change from one
plan to another one time per month);

It is demonstrated to Covered California, in accordance with guidelines issued by the Department of
Health and Human Services, that the individual or enrollee or his or her Dependent meets other
exceptional circumstances as Covered California may provide.

The individual or his or her Dependent is a member of the reserve forces of the United States
military returning from active duty or a member of the California National Guard returning from
active duty under Title 32 of United States Code.

The individual is a victim of domestic abuse or spousal abandonment, as defined by 26 Code of
Federal Regulation 1.36B-2, including a Dependent or unmarried victim within a household, are
enrolled in minimum essential coverage and seek to enroll in coverage separate from the perpetrator
of the abuse or abandonment. Dependents of the victim, who are on the same application as the
victim, are also eligible to enroll at the same time as the victim.
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e The individual or his or her Dependent applies for coverage through Covered California during the
annual open enrollment period or due to a qualifying event and are assessed by Covered California
as potentially eligible for Medi-Cal, and are determined ineligible for such coverage either after open
enrollment has ended or more than 60 days after the qualifying event.

e The individual or his or her Dependent applies for coverage with Medi-Cal during the annual open
enrollment period and are determined ineligible for such coverage after open enrollment has ended.

e The individual or his or her Dependent adequately demonstrates to Covered California that a
material error related to plan benefits, service area or premium influenced Your decision to purchase
coverage through Covered California.

e The individual provides satisfactory documentary evidence to Covered California to verify eligibility
following termination of enrollment due to failure to verify status within the required time period or
are under 100 percent of the Federal poverty level and did not enroll while waiting for the United
States Department of Health and Human Services to verify citizenship, status as a national or lawful
presence.

¢ The individual or his or her Dependent gains access to the Individual Coverage Health
Reimbursement Arrangement (ICHRA) and are not already covered by the ICHRA.

e The individual or his or her Dependent is enrolled in COBRA continuation coverage for which an
employer is paying all or part of the premiums, or for which a government entity is providing
subsidies, and the employer completely ceases its contributions to the individual’s or Dependent’s
COBRA continuation coverage or government subsidies completely cease. The triggering event is
the last day of the period for which COBRA continuation coverage is paid for or subsidized, in
whole or in part, by an employer or government entity.

"Minimum essential coverage" is the type of coverage an individual needs to have to meet the individual
responsibility requirement under the Affordable Care Act. This includes individual market policies, job-
based coverage, Medicare, Medicaid, CHIP, TRICARE and certain other coverage.
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CERTIFICATION REQUIREMENTS

Some of the Covered Expenses under this insurance plan are subject to a requirement of Certification, or
treatment review, before services are received, in order for the noncertification penalty to not apply.

Certification and any further Certifications are performed by HNL or an authorized designee. The
telephone number which the Covered Person can use to obtain Certification is listed on the Health Net
PPO Identification Card issued by HNL.

Certification is NOT a determination of benefits. Some of these services or supplies may not be
covered under Your Plan. Even if a service or supply is certified, eligibility rules, and benefit
limitations will still apply. However, HNL will not rescind or modify Certification after a provider
renders health care services in good faith and pursuant to the Certification, and will pay benefits
under this Policy for the services certified.

A. SERVICES REQUIRING PRIOR CERTIFICATION
1. Inpatient facility admissions
Any type of facility, including but not limited to:

Acute rehabilitation center

Hospice

Hospital, except in an emergency

Mental health facility, except in an emergency
Skilled Nursing Facility

Substance Use Disorder facility, except in an emergency

2. Outpatient procedures, services or equipment

Acupuncture (after the initial consultation)

Ambulance: non-emergency air or ground Ambulance services
Bronchial thermoplasty

Capsule endoscopy

Cardiac procedures

Clinical trials

Dermatology such as chemical exfoliation and electrolysis, dermabrasions and chemical
peels, laser treatment or skin injections and implants.

Diagnostic procedures
o Advanced imaging
* Computerized Tomography (CT)

»  Computed Tomography Angiography (CTA)
* Magnetic Resonance Angiography (MRA)

= Magnetic Resonance Imaging (MRI)

= Positron Emission Tomography (PET)
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o Cardiac imaging
= Coronary Computed Tomography Angiography (CCTA)

= Echocardiography
= Mpyocardial Perfusion Imaging (MPI)
= Multigated Acquisition (MUGA) Scan

e Durable Medical Equipment
o Bi-level Positive Airway Pressure (BiPAP)

o bone growth stimulator
o continuous glucose monitoring
o Continuous Positive Airway Pressure (CPAP)
o custom-made items, including custom wheelchairs
o Hospital beds and mattresses
o power wheelchairs and accessories
0 scooters
o ventilators
e FEar Nose and Throat (ENT) procedures
e Enhanced External Counterpulsation (EECP)
e Experimental/Investigational services
e Genetic testing
e Implantable pain pumps including insertion or removal

e Injections for intended use of steroid and/or pain management including epidural, nerve,
nerve root, facet joint, trigger point and Sacroiliac (SI) joint injection.

e Occupational therapy (includes home setting), except when the therapy is Medically
Necessary for treating a Mental Health diagnosis such as autism.

e Organ, tissue and stem cell transplant services, including pre-evaluation and pre-treatment
services, and the transplant procedure. Transplants must be performed through Health Net’s
designated transplantation specialty network.

¢ Orthotics (custom made items)

e Outpatient pharmaceuticals:
o Most self-injectable Drugs, excluding insulin, require Prior Authorization. Please refer to
the Essential Rx Drug List to identify which Drugs require Prior Authorization.

o All hemophilia factors through the Outpatient Prescription Drug benefit require Prior
Authorization and must be obtained through the Specialty Pharmacy Vendor.
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o Certain Physician-administered Drugs require Prior Authorization, including newly
approved Drugs whether administered in a Physician office, free-standing infusion
center, home infusion, ambulatory surgery center, outpatient dialysis center, or
outpatient Hospital. Refer to the Health Net Life website, www.myhealthnetca.com, for
a list of Physician-administered or medical benefit Drugs that require Certification for
Medical Necessity review or to coordinate delivery through our contracted Specialty
Pharmacy Vendor.

o Most Specialty Drugs must have Prior Authorization through the Outpatient Prescription
Drug benefit and may need to be dispensed through the Specialty Pharmacy Vendor.
Please refer to the Essential Rx Drug List to identify which Drugs require Prior
Authorization. Urgent or emergent Drugs that are Medically Necessary to begin
immediately may be obtained at a retail pharmacy.

o Other outpatient Prescription Drugs, as indicated in the Essential Rx Drug List may
require Prior Authorization. Refer to the Essential Rx Drug List to identify which Drugs
require Prior Authorization.

o Biosimilars are required in lieu of branded Drugs.

e Outpatient surgical procedures:
o Ablative techniques for treating Barrett’s esophagus and for treatment of primary and
metastatic liver malignancies

o Balloon sinuplasty

o Bariatric procedures

o Cochlear implants

o Joint surgeries

o Neuro or spinal cord stimulator

o Orthognathic procedures (includes TMJ treatment)

o Spinal surgery including, but not limited to: laminotomy, fusion, discectomy,
vertebroplasty, nucleoplasty, stabilization and X-Stop

o Uvulopalatopharyngoplasty (UPPP) and laser-assisted UPPP
o Vestibuloplasty

e Physical therapy (includes home setting), except when the therapy is Medically Necessary
for treating a Mental Health diagnosis such as autism

e Prosthesis and corrective appliances
e Radiation therapy

e Reconstructive and cosmetic surgery, services, and supplies including but not limited to:
o Bone alteration or reshaping such as osteoplasty

o Breast reduction and augmentation except when following a mastectomy (includes for
gynecomastia or macromastia)
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o 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.

o Excision, excessive skin and subcutaneous tissue (including lipectomy and
panniculectomy) of the abdomen, thighs, hips, legs, buttocks, forearms, arms, hands,
submental fat pad, and other areas.

o Eye or brow procedures such as blepharoplasty, brow ptosis or canthoplasty

o Gynecologic or urology procedures such as clitoroplasty, labiaplasty, vaginal
rejuvenation, scrotoplasty, testicular prosthesis, and vulvectomy

o Hair electrolysis, transplantation or laser removal
o Lift such as arm, body, face, neck, thigh

o Liposuction

o Nasal surgery such as rhinoplasty or septoplasty
o Otoplasty

o Treatment of varicose veins

o Vermilionectomy with mucosal advancement

e Speech therapy (includes home setting), except when the therapy is Medically Necessary for
treating a Mental Health diagnosis such as autism or gender dysphoria.

HNL will consider the Medical Necessity for the proposed treatment, the proposed level of care
(Inpatient or Outpatient) and the duration of the proposed treatment.

In the event of an admission, a Concurrent Review will be performed. Confinement in excess of the
number of days initially approved must be authorized by HNL.

Exceptions

Certification will not apply to outpatient procedures/services for the treatment, diagnosis or
prevention of a Mental Health or Substance Use Disorder.

HNL does not require Certification for maternity care. However, please notify HNL at the time
of the first prenatal visit.

Certification is not needed for the first 48 hours of Inpatient Hospital Services following a
vaginal delivery, nor the first 96 hours following a cesarean section. However, please notify
HNL within 24 hours following birth or as soon as reasonably possible; no penalty will apply if
notification is not received. Certification must be obtained if the Physician determines that a
longer Hospital stay is Medically Necessary either prior to or following the birth.

Certification is not required for the length of a Hospital stay for mastectomies, lymph node
dissections and reconstructive surgery incident to a mastectomy (including lumpectomy).

Prior Authorization by HNL may be required for certain Drugs. 