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

Except for Emergency Care, benefits for Physician and Hospital services under this Health Net
Ambetter HMO Network ("Ambetter HMO Network") Plan are only available when you live or work
in the Ambetter HMO Network service area and use an Ambetter HMO Network Physician or Hospital.
However, if you receive Covered Services at an Ambetter HMO Network health facility at which or as a
result of which you receive services provided by a non-contracted provider, you will pay no more than
the same cost sharing you would pay for the same Covered Services received from an Ambetter HMO
Network provider. When you enroll in this Ambetter HMO Network Plan, you may only use a Physician
or Hospital that is in the Ambetter HMO Network, except as noted above, and you must choose an
Ambetter HMO Network Primary Care Physician. You may obtain ancillary, pharmacy or behavioral
health Covered Services and supplies from any Health Net Participating ancillary, pharmacy or
behavioral health provider.

Obtaining Covered Services under the Health Net Ambetter HMO Network Plan

Type of Provider Available From

HOSPITAL ..ot *Only Ambetter HMO Network Hospitals
PHYSICIAN ..ottt *Only Ambetter HMO Network Physicians
ANCILLARY oottt All Health Net Contracting Ancillary Providers
PHARMACY ...ttt ettt Only Health Net Ambetter Pharmacy Network
BEHAVIORAL HEALTH........cceocvveieiieenee. All Health Net Contracting Behavioral Health Providers

*  The benefits of this Plan for Physician and Hospital services are only available for Covered Services
received from an Ambetter HMO Network Physician or Hospital, except for (1) Urgently Needed
Care outside a 30-mile radius of your Physician Group and all Emergency Care; (2) referrals to non-
Ambetter HMO Network providers are covered when the referral is issued by your Ambetter HMO
Network Physician Group; and (3) Covered Services provided by a non-Ambetter HMO Network
provider when authorized by Health Net. Please refer to the "Introduction to Health Net" section for
more details on referrals and how to obtain Emergency Care.

Note(s):

e Not all Physician and Hospitals that contract with Health Net are Ambetter HMO Network
providers. Only those Physicians and Hospitals specifically identified as participating in the
Ambetter HMO Network may provide services under this Plan, except as described in the chart
above.

The Ambetter HMO Network service area and a list of its Physician and Hospital providers are shown in
the Health Net Ambetter HMO Network Provider Directory, which is available online at our website
www.myhealthnetca.com. You can also call the Health Net Customer Contact Center at 1-800-839-2172
to request provider information. The Ambetter HMO Network Provider Directory is different from other
Health Net Provider Directories.




Unless specifically stated otherwise, use of the following terms in this Plan Contract and Evidence of
Coverage solely refers to the Ambetter HMO Network as explained above.

e Health Net
e Health Net Service Area
e Hospital

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

e Network

e Provider Directory

Health Net Ambetter Pharmacy Network

Not all pharmacies that contract with Health Net are in the Health Net Ambetter Pharmacy Network.
Except in an emergency, only those pharmacies specifically identified as participating in the Ambetter
Pharmacy Network may provide the Prescription Drugs benefit under this Plan. For a list of pharmacies
participating in the Ambetter Pharmacy Network, call our Health Net Customer Contact Center or visit
our website at www.myhealthnetca.com. Pharmacies that are not in the Ambetter Pharmacy Network are
considered Nonparticipating Pharmacies under this Plan.

Unless specifically stated otherwise, use of the following terms in this Plan Contract and Evidence of
Coverage solely refers to the Ambetter Pharmacy Network as explained above.

e Participating Pharmacy
e Health Net contracting retail pharmacy
e Contracted pharmacy

If you have any questions about the Ambetter HMO Network Service Area, choosing your Ambetter
HMO Network Primary Care Physician, how to access Specialist care or your benefits, please contact
the Health Net Customer Contact Center at 1-800-839-2172.

Health Net Ambetter HMO Network Alternative Access Standards

The Ambetter HMO Network includes participating primary care and Specialist Physicians, and
Hospitals in the Ambetter HMO Network service area. However, Members residing in the following zip
codes will need to travel as indicated to access a participating PCP and/or receive non-emergency
Hospital services.

16 — 30 Miles

Kern County: 93306 — Buttonwillow (PCP); 93307 — Bakersfield (PCP); 93308 — Bakersfield (PCP);
93311 — Bakersfield (PCP); 93313 — Bakersfield (PCP); 93516 — Boron (PCP)

San Bernardino County: 92307 — Apple Valley (PCP)
Beyond 30 Miles

Imperial County: 92004 — Borrego Springs (Hospital: 40 miles); 92222 — Bard (PCP: 54 miles and
Hospital: 65 miles); 92225 — Blythe (Hospital: 73 miles); 92227 — Brawley (PCP: 32 miles); 92257 —
Niland (PCP: 42 miles and Hospital: 45 miles); 92259 — Ocotillo (PCP: 40 miles and Hospital: 40
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miles); 92266 — Palo Verde (PCP: 69 miles and Hospital: 70 miles); 92274 — Thermal (PCP: 34 miles
and Hospital: 46 miles); 92275 — Salton City (Hospital: 45 miles); 92283 — Winterhaven (PCP: 55 miles
and Hospital: 70 miles)

Kern County: 93222 — Pine Mountain Club (PCP: 34 miles); 93225 — Frazier Park (PCP: 33 miles);
93243 — Lebec (PCP: 39 miles); 93249 — Lost Hills (PCP: 33 miles); 93524 — Edwards Air Force Base
(PCP: 34 miles)

Los Angeles County: 90704 — Avalon (PCP: 70 miles); 93243 — Lebec (PCP: 39 miles)
Riverside County: 92254 — Mecca (PCP: 36 miles)

San Bernardino County: 92278 — Twentynine Palms (PCP: 46 miles); 92309 — Baker (PCP: 109
miles); 92310 — Fort Irwin (PCP: 45 miles); 92311 — Barstow (PCP: 45 miles); 92347 — Hinkley (PCP:
33 miles); 92356 — Lucerne Valley (PCP: 31 miles); 92365 — Newberry Springs (PCP: 44 miles); 93516
— Boron (PCP: 32 miles); 93524 — Edwards Air Force Base (PCP: 37 miles)
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Plan Contract and Evidence of Coverage ('""Plan Contract')

ISSUED BY

Health Net of California, Inc.

LOS ANGELES, CALIFORNIA

To the extent herein limited and defined, this Plan Contract and Evidence of Coverage ("Plan
Contract") provides for comprehensive health services provided through Health Net of California, Inc.
(Health Net). Although, Health Net is a federally qualified Health Maintenance Organization and a
California Health Care Service Plan, this health Plan is not a federally qualified product. Upon payment
of subscription charges in the manner provided for in this Plan Contract, Health Net hereby agrees to
furnish services and benefits as defined in this Plan Contract to eligible Subscribers and their eligible
Family Members according to the terms and conditions of this Plan Contract.

Plan Code: KNW

Health Net

mjm\ Z

Amy W. Krause J. Brian Ternan
Secretary President






Use of Special Words

Special words used in this Plan Contract to explain your Plan have their first letter capitalized and
appear in the "Definitions" section.

The following words are used frequently:

e "You" or "Your" refers to anyone in your family who is covered; that is, anyone who is eligible for
coverage in this Plan and who has been accepted for enrollment.

e "We" or "Our" refers to Health Net.
e "Subscriber" means the primary Member.
e "Member" is the Subscriber or an enrolled Family Member.

e "Physician Group" or "Participating Physician Group (PPG)" means the Health Net contracting
medical group the individual Member selected as the source of all covered medical care.

e "Primary Care Physician" is the individual Physician each Member selected who will provide or
authorize all covered medical care.

¢ "Plan" and "Plan Contract and Evidence of Coverage (EOC)" have similar meanings. You may
think of these as meaning your Health Net benefits.
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About This Booklet

Please read the following information so you will know from whom or what group of providers health
care may be obtained.

See the ""Notice of Privacy Practices" under "Miscellaneous Provisions' for information
regarding your right to request confidential communications.

Method of Provider Reimbursement

Health Net uses financial incentives and various risk sharing arrangements when paying providers. The
Member may request more information about our payment methods by contacting the Customer Contact
Center at the telephone number on your Health Net ID card.

TERM OF YOUR COVERAGE

For Subscribers and any of their Family Members whose application for enrollment is accepted by
Health Net, this Plan Contract becomes effective on the date stated on your Notice of Acceptance, at
12:00 midnight and will remain in effect, subject to the payment of subscription charges as set below.
You may terminate this Plan Contract by notifying Health Net. In such event, termination will be
effective on midnight of the first day of the month following our receipt of your request to cancel.
Health Net may terminate or not renew this Plan Contract for causes as set forth in the "Termination for
Cause" subsection of the "Eligibility, Enrollment and Termination" section. If the terms of this Plan
Contract are altered by Health Net, no resulting reduction in coverage will adversely affect a Member
who is confined to a Hospital at the time of such change.

SUBSCRIPTION CHARGES

For Subscribers, the first subscription charge payment must be paid to Health Net on or before the
Effective Date of this Plan Contract. After that, payment is due on or before the first day of each
coverage month (the first of each coverage quarter for quarterly billing) while the Plan Contract is in
effect. Subscription charges are payable by the Subscriber and are based on the type of family unit and
are set out on the Notice of Acceptance. Subscription charges must be paid in advance once a month in
full for each Member receiving coverage for any portion of the month, including those Members whose
coverage commences during the month and those Members whose coverage terminates during the
month. Regarding coverage of newly born or newly adopted children, see the "Special Enrollment
Periods for Newly Acquired Dependents" portion of the "Eligibility, Enrollment and Termination"
section.

This Plan Contract may be terminated by Health Net after a 30 day grace period which
begins on the first day after the last day of paid coverage. Coverage will continue during
the grace period; however, you are still responsible to pay unpaid premiums and any
Copayments, coinsurance or Deductible amounts required under the Plan Contract.

If you do not pay your subscription charges by the first day of the month for which subscription charges
are due, Health Net will send a late payment notice which will provide: (a) dollar amount due which
must be paid in full in order to avoid termination of coverage; (b) date of the last day of paid coverage;
(c) names of all enrollees affected by the notice; (d) additional information regarding the grace period;
(e) consequences of losing coverage for nonpayment of subscription charges; and (f) the date the grace
period begins and expires.



If payment is not received by the end of the 30 day grace period, the Plan Contract will be cancelled.
Health Net will mail a termination notice that will provide the following information: (a) that the Plan
Contract has been cancelled for nonpayment of subscription charges; (b) the specific date and time
when coverage is terminated for the Subscriber and all Dependents; and (c) your right to submit a
grievance.

Health Net will allow one reinstatement during any twelve-month period, if the amounts owed are paid
within 15 days of the date the notice confirming your termination is mailed. If you do not obtain
reinstatement of the cancelled Plan Contract within the required 15 days or if the Plan Contract has
previously been cancelled for nonpayment of subscription charges during the previous contract year,
then Health Net is not required to reinstate you and you will need to reapply for coverage. Amounts
received after the termination date will be refunded to you by Health Net within 20 business days.

The Subscriber can pay the subscription charges by any one of the following options: monthly automatic
deduction from a personal checking account, check, cashier’s check, money order, debit card, credit
card, or general purpose pre-paid debit card.

Subscription payments by a paper check, cashier’s check, or money order should be mailed to:

Health Net
P.O. Box 748705
Los Angeles, CA 90074-8705

Call Health Net’s Automated Payment System, 1-800-539-4193, to make a payment by check, debit
card, credit card, or general purpose pre-paid debit card.

Note(s):
This address is for initial application submission:

Health Net Individual and Family Enrollment Unit
P.O. Box 989731
West Sacramento, CA 95798-9731

Retroactive adjustments for additions for any Family Members will be made in subsequent billings, but
in no event will the Effective Date be more than 30 days prior to the date Health Net received the written
request.

Subscription charges may be changed by Health Net effective January 1% of each year with at least 60
days written notice to the Subscriber prior to the date of such change. Payment of any installment of
subscription charges as altered shall constitute acceptance of this change.

If this Plan Contract is terminated for any reason, the Subscriber shall be liable for all subscription
charges for any time this Plan Contract is in force during any notice period.

PAYMENT OF SUBSCRIPTION CHARGES

The Subscriber is responsible for payment of subscription charges to Health Net.



INTRODUCTION TO HEALTH NET

The coverage described in this Plan Contract 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 Plan Contract do not discriminate on the basis of race, color,
national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation,
age, or disability, and are not subject to any pre-existing condition or exclusion period.

How to Obtain Care

When you enroll in this Plan, you must select a Physician Group where you want to receive all of your
medical care. That Physician Group will provide or authorize all medical care. Call your Physician
Group directly to make an appointment. Information on how to select a Primary Care Physician and a
listing of the participating Primary Care Physicians in the Health Net Service Area, are available on the
Health Net website at www.myhealthnetca.com. You can also call the Customer Contact Center at the
number shown on your Health Net ID card to request provider information.

In addition, CVS MinuteClinic licensed practitioners are available to provide you with treatment of
common illnesses, vaccinations and other health services inside CVS/pharmacy stores. However,
Specialist referrals following care from CVS MinuteClinic must be obtained through the contracting
Physician Group. Members traveling in another state which has a CVS Pharmacy with a MinuteClinic
can access MinuteClinic Covered Services under this Plan at that MinuteClinic under the terms of this
Plan Contract and Evidence of Coverage.

Some Hospitals and other providers do not provide one or more of the following
services that may be covered under your Plan Contract and Evidence of Coverage
and that you or your Family Member might need: family planning; contraceptive
services, including emergency contraception; sterilization, including tubal ligation at
the time of labor and delivery; infertility treatments; or abortion. You should obtain
more information before you enroll. Call your prospective doctor, medical group,
independent practice association or clinic or call the Customer Contact Center at
1-800-839-2172 to ensure that you can obtain the Health Care Services that you
need.

Transition of Care for New Enrollees

You may request continued care from a provider, including a Hospital, that does not contract with
Health Net if your prior coverage was an individual plan that was terminated due to the health plan or
health insurer no longer offering your health plan and, at the time of enrollment with Health Net, you
were receiving care from such a provider for any of the following conditions:

e an Acute Condition;

e a Serious Chronic Condition not to exceed twelve months from the Member’s Effective Date of
coverage under this Plan;

e apregnancy (including the duration of the pregnancy and immediate postpartum care);



e maternal mental health, not to exceed 12 months from the diagnosis or from the end of the
pregnancy, whichever occurs later;

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

e a Terminal Illness (for the duration of the Terminal Illness); or

e asurgery or other procedure that has been authorized by your prior health plan as part of a
documented course of treatment.

For definitions of Acute Condition, Serious Chronic Condition and Terminal Illness see the
"Definitions" section.

Health Net may provide coverage for completion of services from such a provider, subject to applicable
Copayments and any exclusions and limitations of this Plan. You must request the coverage within 60
days of your Effective Date unless you can show that it was not reasonably possible to make the request
within 60 days of your Effective Date and you make the request as soon as reasonably possible. The
nonparticipating provider must be willing to accept the same contract terms applicable to providers
currently contracted with Health Net, who are not capitated and who practice in the same or similar
geographic region. If the provider does not accept such terms, Health Net is not obligated to provide
coverage with that provider.

To request continued care, you will need to complete a Continuity of Care Request Form. If you would
like more information on how to request continued care or request a copy of the Continuity of Care
Request Form or of our continuity of care policy, please contact the Customer Contact Center at the
telephone number on your Health Net ID card.

Selecting a Primary Care Physician

Health Net requires the designation of a Primary Care Physician. A Primary Care Physician provides
and coordinates your medical care. You have the right to designate any Primary Care Physician who
participates in our network and who is available to accept you or your Family Members, subject to the
requirements set out below under "Selecting a Contracting Physician Group."

For children, a pediatrician may be designated as the Primary Care Physician. Until you make your
Primary Care Physician designation, Health Net designates one for you. Information on how to select a
Primary Care Physician and a listing of the participating Primary Care Physicians in the Health Net
Service Area, are available on the Health Net website at www.myhealthnetca.com. You can also call the
Customer Contact Center at the number shown on your Health Net ID card to request provider
information.

Selecting a Contracting Physician Group

Each person must select a Primary Care Physician at a contracting Physician Group close enough to
their residence to allow reasonable access to medical care. Family Members may select different
contracting Physician Groups.

Some Physician Groups may decline to accept assignment of a Member whose home address is not close
enough to the Physician Group to allow reasonable access to care. Please call the Customer Contact
Center at the number shown on your Health Net ID card if you need to request provider information or if
you have questions involving reasonable access to care. The provider directory is also available on the
Health Net website at www.myhealthnetca.com.
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Selecting a Participating Mental Health Professional

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

Certain services and supplies for Mental Health and Substance Use Disorders may require Prior
Authorization by Health Net in order to be covered. Please refer to the "Mental Health and Substance
Use Disorders" provision in the "Covered Services and Supplies" section for a complete description of
Mental Health and Substance Use Disorder services and supplies, including those that require Prior
Authorization by Health Net.

Specialists and Referral Care

Sometimes, you may need care that the Primary Care Physician cannot provide. At such times, you will
be referred to a Specialist or other health care provider for that care. Refer to the "Selecting a
Participating Mental Health Professional" section above for information about receiving care for Mental
Health and Substance Use Disorders.

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.

Standing Referral to Specialty Care for Medical and Surgical Services

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

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

Changing Physician Groups

You may transfer to another Physician Group, but only according to the conditions explained in the
"Transferring to Another Contracting Physician Group" portion of the "Eligibility, Enrollment and
Termination" section of this Plan Contract.
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Your Financial Responsibility

Your Physician Group will authorize and coordinate all your care, providing you with medical services
or supplies. You are financially responsible for any required Copayment amount for certain services, as
described in "Schedule of Benefits and Copayments."

However, you are completely financially responsible for medical care that the Physician Group does not
provide or authorize except for Medically Necessary care provided in an emergency. You are also
financially responsible for care that this Plan does not cover.

Questions

Call the Customer Contact Center with questions about this Plan at the number shown on your
Health Net ID card.

Timely Access to Care

The California Department of Managed Health Care (DMHC) has issued regulations (California Code of
Regulations Title 28, Section 1300.67.2.2) with requirements for timely access to non-emergency Health
Care Services.

Please contact Health Net at the number shown on your Health Net ID card, 7 days per week, 24 hours
per day to access triage or screening services. Health Net provides access to covered Health Care
Services in a timely manner.

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

Definitions Related to Timely Access to Care

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

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

Business Day is every official working day of the week. Typically, a business day is Monday through
Friday, and does not include weekends or holidays.

Scheduling Appointments with Your Primary Care Physician

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

This is a general idea of how many business days, as defined above, that you may need to wait to see
your Primary Care Physician. Wait times depend on your condition and the type of care you need. You
should get an appointment to see your PCP:

e Non-urgent appointments with PCP: within 10 business days of request for an appointment
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e Urgent care appointment with PCP: within 48 hours of request for an appointment
¢ Routine check-up/physical exam: within 30 business days of request for an appointment

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

Scheduling Appointments with Your Participating Mental Health
Professional

When you need to see your designated Participating Mental Health Professional, call their office for an
appointment. When you call for an appointment, identify yourself as covered through Health Net. The
receptionist will make every effort to schedule an appointment at a time convenient for you. If you need
to cancel an appointment, notify your provider as soon as possible.

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

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

e Urgent care appointment with a non-physician behavioral health care provider or behavioral
health care Physician (psychiatrist) that does not require Prior Authorization: within 48 hours
of request.

¢ Non-urgent appointment with behavioral health care Physician (psychiatrist): within 15
business days of request.

e Non-urgent appointment with a non-physician behavioral health care provider: within 10
business days of request.

e Non-urgent follow-up appointment with non-physician mental health care provider (NPMH):
within 10 business days of request.

e Non-life-threatening behavioral health emergency: within 6 hours of request for an appointment.

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

Scheduling Appointments with a Specialist for Medical and Surgical
Services

Your Primary Care Physician is your main doctor who makes sure you get the care you need when you
need it. Sometimes your Primary Care Physician will send you to a Specialist.

Once you get approval to receive the Specialist services call the Specialist’s office to schedule an
appointment. Please call ahead as soon as possible. When you make an appointment, identify yourself as
a Health Net Member, and tell the receptionist when you would like to see the Specialist. The
Specialist’s office will do their best to make your appointment at a time that works best for you.

13



This is a general idea of how many business days, as defined above, that you may need to wait to see the
Specialist. Wait times for an appointment depend on your condition and the type of care you need. You
should get an appointment to see the Specialist:

e Non-urgent appointments with Specialists: within 15 business days of request for an appointment

e Urgent care appointment: with a Specialist or other type of provider that needs approval in
advance - within 96 hours of request for an appointment

Scheduling Appointments for Ancillary Services

Sometimes your doctor will tell you that you need ancillary services such as lab, x-ray, therapy, and
medical devices for treatment or to find out more about your health condition.

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

e Ancillary service appointment: within 15 business days of request for an appointment

Canceling or Missing Your Appointments

If you cannot go to your appointment, call the doctor’s office right away. If you miss your appointment,
call right away to reschedule your appointment. By canceling or rescheduling your appointment, you let
someone else be seen by the doctor.

Triage and/or Screening/24-Hour Nurse Advice Line

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

If you have a life-threatening emergency, call "911" or go immediately to the closest emergency
room. Use "911" only for true emergencies.

Emergency and Urgently Needed Care

What to do when you need medical or mental health and substance use disorder care immediately
In serious emergency situations: Call "911" or go to the nearest Hospital.

If your situation is not so severe: Call your Primary Care Physician or Physician Group or a
Participating Mental Health Professional, or if you cannot call them or you need medical or mental
health care right away, go to the nearest medical center or Hospital. You can also call 988, the national
suicide and mental health crises hotline system.

Your Physician Group and Health Net are available 24 hours a day, seven days a week, to respond to
your phone calls regarding medical care that you believe is needed immediately. They will evaluate your
situation and give you directions about where to go for the care you need.
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Except in an emergency or other urgent circumstances:

e Medical services: Covered Services of this Plan must be performed by your Physician Group or
authorized by them to be performed by others. You may use other providers outside your Physician
Group only when you are referred to them by your Physician Group or Health Net.

e Mental Health and Substance Use Disorders services: Covered Services of this Plan must be
performed by your Participating Mental Health Professional or authorized by Health Net to be
performed by others. You may use nonparticipating mental health providers only when you are
authorized by Health Net.

If you are not sure whether you have an emergency or require urgent care, please contact Health Net at
the number shown on your Health Net ID card. As a Health Net Member, you have access to triage or
screening services, 24 hours per day, 7 days per week.

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

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

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

Always present your Health Net ID card to health care providers regardless of where you are. It will
help them understand the type of coverage you have, and they may be able to assist you in contacting
your Physician Group or Health Net.

After your medical problem no longer requires Urgently Needed Care or ceases to be an emergency and
your condition is stable, any additional care you receive is considered Follow-Up Care.

Follow-up Care services must be performed by your Physician Group or a Participating Mental Health
Professional, and, if required, authorized by your Physician Group (medical) or Health Net (Mental
Health and Substance Use Disorders), or it will not be covered.

Follow-up Care after Emergency Care at a Hospital that is not contracted with Health Net: If you are
treated for Emergency Care at a Hospital that is not contracted with Health Net, Follow-up Care must
be authorized by Health Net or it will not be covered. If, once your Emergency Medical Condition or
Psychiatric Emergency Medical Condition is stabilized, and your treating health care provider at the
Hospital believes that you require additional Medically Necessary Hospital services, the non-contracted
Hospital must contact Health Net to obtain timely authorization. If Health Net determines that you may
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be safely transferred to a Hospital that is contracted with Health Net and you refuse to consent to the
transfer, the non-contracted Hospital must provide you with written notice that you will be financially
responsible for 100% of the cost for services provided to you once your Emergency condition is stable.
Also, if the non-contracted Hospital is unable to determine the contact information at Health Net in
order to request Prior Authorization, the non-contracted Hospital may bill you for such services.

Definitions Related to Emergency and Urgently Needed Care

Please refer to the "Definitions" section for definitions of Emergency Care, Emergency Medical
Condition, Psychiatric Emergency Medical Condition and Urgently Needed Care.

Prescription Drugs

If you purchase a covered Prescription Drug for a medical Emergency or Urgently Needed Care from a
non-participating pharmacy, this Plan will pay you the retail cost of the drug less any required
Deductible and Copayment shown in the "Schedule of Benefits and Copayments" section. You will have
to pay for the Prescription Drug when it is dispensed.

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

Note(s):

e The Prescription Drugs portion of the "Exclusions and Limitations" section and the requirements
of the Essential Rx Drug List also apply when drugs are dispensed by a Nonparticipating
Pharmacy.

Pediatric Vision Services

In the event you require Emergency Pediatric Vision Care, please contact a Health Net Participating
Vision Provider to schedule an immediate appointment. Most Participating Vision Providers are
available during extended hours and weekends and can provide services for urgent or unexpected
conditions that occur after-hours.

Pediatric Dental Services

Emergency dental services are dental procedures administered in a dentist's office, dental clinic, or other
comparable facility, to evaluate and stabilize dental conditions of a recent onset and severity
accompanied by excessive bleeding, severe Pain, or acute infection that a person could reasonably
expect that immediate dental care is needed.

All selected general dentists provide emergency dental services twenty-four (24) hours a day, seven (7)
days a week and we encourage you to seek care from your selected general dentist. If you require
emergency dental services, you may go to any dental provider, go to the closest emergency room,
or call 911 for assistance, as necessary. Prior Authorization for emergency dental services is not
required.

Your reimbursement from us for emergency dental services, if any, is limited to the extent the treatment
you received directly relates to emergency dental services - i.e., to evaluate and stabilize the dental
condition. All reimbursements will be allocated in accordance with your Plan benefits, subject to any
exclusions and limitations. Hospital charges and/or other charges for care received at any Hospital or
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outpatient care facility that are not related to treatment of the actual dental condition are not covered
benefits.
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Platinum 90 Ambetter HMO
SCHEDULE OF BENEFITS AND COPAYMENTS

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

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

There is a limit to the amount of Copayments you must pay in a Calendar Year. Refer to the "Out-of-
Pocket Maximum" section for more information.

Covered Services for medical conditions and Mental Health and Substance Use Disorders provided
appropriately as Telehealth Services are covered on the same basis and to the same extent as Covered
Services delivered in-person. Please refer to the "Telehealth Services" definition in the "Definitions"
section for more information.

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

Use of emergency ro0m faCIIItY......c.ccoiiiiiiiieiiieiieeie ettt ettt sttt e e b e e saaeenseesenas $150
Emergency room PRYSICIAN ........cccviiiiiieiiiie ettt ettt e e st e e sata e e sstaeesssaeesssaeensseeensnaennns $0
Use of urgent care center (facility and professional SErviCes) ........cocueevieriieriienieeniienie e eieeiee e $15

Copayment Exception(s):

e Ifyou are admitted to a Hospital as an inpatient directly from the emergency room, the
emergency room facility Copayment will not apply.

e Ifyoureceive care from an urgent care center owned and operated by your Physician Group, the
urgent care Copayment will not apply. (But a visit to one of its facilities will be considered an
office visit, and any Copayment required for office visits will apply.)

e For Emergency Care in an emergency room or urgent care center, you are required to pay only
the Copayment amounts required under this Plan as described above. Refer to "Ambulance
Services" below for emergency medical transportation Copayment.

Emergency or Urgently Needed Care in an Emergency Room or Urgent
Care Center (Mental Health and Substance Use Disorders)

Use of emergency ro0m faACIIITY ......c..eeviuiiiiiieieiie ettt e et e st e e seae e e saeeesaeeenaeeenns $150
Emergency room PRYSICIAN .........coouiiiiiiiiiiiiiciiee ettt ettt et eebee st e esbeessaeenseesaseenseennnes $0
Use of urgent care center (facility and professional SETVICES) .......ccueeevivieriiieeriiieeeiieeriee e $15
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Copayment Exception(s):

e Ifyou are admitted to a Hospital as an inpatient directly from the emergency room, the
emergency room facility Copayment will not apply.

e Ifyou receive care from an urgent care center owned and operated by your Physician Group, the
urgent care Copayment will not apply. (But a visit to one of its facilities will be considered an
office visit, and any Copayment required for office visits will apply.)

e For Emergency Care in an emergency room or urgent care center, you are required to pay only
the Copayment amounts required under this Plan as described above. Refer to "Ambulance
Services" below for emergency medical transportation Copayment.

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

Copayment

GIOUNA AMBDULANCE ...t e e e e e e e e e e et e e e e e e e e e e e e eeeeeeeeeeaasererreeeeeaaaan $150
AT AINDULANCE ..ottt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e et e e e e e e e e e e e e e e aeeeeeeeeeaeeaaaaaes $150
Note(s):

e For more information on ambulance services coverage, refer to the "Ambulance Services"
portions of the "Covered Services and Supplies" section, and the "Exclusions and Limitations"
section.

Ambulance Services (Mental Health and Substance Use Disorders)

GIOUNA AMBDULANCE ... e e e e e e e e e e e e et eeeee e e e e e e eeeeeeeeeaaseeereeeeeeaaaan $150
AT AINDULANCE ..ottt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aeeeeeeeeeaeeaaaaaes $150
Note(s):

e For more information on ambulance services coverage, refer to the "Ambulance Services"
portions of the "Covered Services and Supplies" section, and the "Exclusions and Limitations"

section.

Office Visits
Visit to Physician, Physician Assistant, Nurse Practitioner, or Podiatrist...........ccceeeveeriieeniieenieeeeen. $15
SPECIalist CONSUITALION .....ecviiiieiieiieeiieie ettt ettt et e e e teesbe e b e s seesbeesaeesaesseessessaesseessessseseensessean $30
Hearing examination for diagnosis Or treatmMent............cocuieeeiieeiiieeiiee et e eieeeeieeesaeeesveeeseveeeeaeeenaeens $15
Vision examination for diagnosis or treatment (ages 19 and older) by an

OPLOMECIIIST™ ...oieiiitiiiie ettt ettt e e st eeeteeetaeeteeeaseesseassseeseessseesseessseensaessseesseessseensaessseenseenns $15
Vision examination for diagnosis or treatment (ages 19 and older) by an

OPhthalmMOLOGIST......ceiiiiiieiieeiee ettt ettt et e et e et e e eaeeteeeaaeesseessseensaessseesseassseeseessseanseanes $30
Physician visit to a Member's home (at the discretion of the Physician in

accordance with the rules and criteria established by Health Net) .........ccccoeeeiieiiiieiiieiiiieeieeee $15

Platinum 90 Ambetter HMO 19



Specialist visit to a Member's home (at the discretion of the Physician in

accordance with the rules and criteria established by Health Net) .........c.ccccoeviiiiiiiiiiniiiiiciie $30
Annual Physical Examination (1 per Calendar Year)™™.........c.ccccoveeiiieniiiieniieeiee e Not Covered
Telehealth consultation through the Select Telehealth Services

a8 T0 ) 16 1<) kOSSR $0

Note(s):

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

e The office visit Copayment applies to visits to your Primary Care Physician. The Specialist
consultation Copayment applies to services that are performed by a Member Physician who is
not your Primary Care Physician. When a Specialist is your Primary Care Physician, the office
visit Copayment will apply to visits to that Physician, except as noted below for certain
Preventive Care Services. See "Primary Care Physician" in the "Definitions" section for
information about the types of Physicians you can choose as your Primary Care Physician.

* See "Pediatric Vision Services" for details regarding pediatric vision care services for ages younger
than 19.

** For non-preventive purpose, such as taken to obtain employment or administered at the request of a
third party, such as a school, camp, or sports organization. For annual preventive physical
examinations, see "Preventive Care Services" below.

***The designated Select Telehealth Services Provider for this Plan is listed on your Health Net ID
card. To obtain services, contact the Select Telehealth Services Provider directly as shown on your
ID card.

Preventive Care Services

Copayment

PreventiVe Care SEIVICES™ ....oovviiiiiiiiieeeeeeeeeeeeeeee ettt eeee et et et e et e etet et etereeet ettt ettt ereterererererereeeeeeereees $0
Note(s):

e (Covered Services 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), breastfeeding support and supplies (including
one breast pump per pregnancy) and preventive vision and hearing screening examinations.
Refer to the "Preventive Care Services" portion of the "Covered Services and Supplies" section
for details.

e Ifyoureceive any other Covered Services in addition to Preventive Care Services during the
same visit, you will also pay the applicable Copayment for those services.

*  Preventive colonoscopies will be covered at no cost.
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Hospital Visits by Physician

Copayment
Physician visit t0 HOSPIAL .......c.ooiiiiiiiiieiesieece ettt sttt ettt ettt $0
Note(s):

e The above Copayment applies to professional services only. Care that is rendered in a Hospital is
also subject to the applicable facility Copayment. Look under the "Inpatient Hospital Services"
heading to determine any additional Copayments that may apply.

Allergy, Immunizations and Injections

Copayment

ATLETEY TESTINE. ...ttt ettt ettt et et et e e bt et ebe e st e st es e et e st e ebeebeeseeseeseentensenbenbeebeebeeseeneeneaneensentens $30
ALLBTZY SEIUITL. ..ttt ettt sttt e s a e e bt e shteeab e e e st e e bt e saeeembeeeaeeeabeesabeenbeesseeenbeenaeean 10%
ALLCTZY INJECTION SETVICES ..euveruventienteritertieteeiiestteteettesteetesate st e e st eatesbeebeeaaesaeenbeesbesbeenbeensesseenbeensessaenseens $15
Immunizations for occupational purposes or foreign travel ..........cccoccvvevciiieeciieencieesiee e Not covered
Injections (excluding injections for infertility)
Office based injectable medications (PET dOSE) ........ceeuieriiriiieriieiiieie et 10%
Note(s):

e Immunizations that are part of Preventive Care Services are covered under "Preventive Care
Services" in this section.

e (Certain injectable drugs which are considered self-administered are covered on the Specialty
Drug tier under the pharmacy benefit. Specialty Drugs are not covered under the medical
benefits even if they are administered in a Physician’s office. If you need to have the provider
administer the Specialty Drug, you will need to obtain the Specialty Drug through our contracted
specialty pharmacy vendor and bring it with you to the Physician’s office. Alternatively, you can
coordinate delivery of the Specialty Drug directly to the provider office through our contracted
specialty pharmacy vendor. Please refer to the "Tier 4 Drugs (Specialty Drugs)" portion of this
"Schedule of Benefits and Copayments" section for the applicable Copayment.

Rehabilitation and Habilitation Therapy

Copayment

PRYSICAL tREIAPY ...vvevvieiiieiieieeie ettt ettt ettt et e e b e teebeesaessaenseesaeeseesseessessaenseessesseenseenes $15

OCCUPALIONAL TRETAPY ...veivviiieiieiieeie ettt ettt ettt eeaa e e teesabeebeessseesbeessseesseessseesseessseenseessseenses $15

SPEECH tNETAPY ..ttt ettt ettt e e e te et e esbe e st ebeesaeeteeseenbeereebeenaeessereensennean $15

PUIMONATY thETAPY ...veieiiiiiicie et ettt ettt e et e e e tbeeabeesaseesteessaeesseessseenssesssaenseanns $15

CATAIAC TNETAPY ..e.vvevieiieeeiesieeie ettt ettt ettt et et et e steesbeeseesaeesbeesaessaesseesseaseesseessesseenseessesseessesssenseensensean $15

HabilitatiVe theTapy ....ccviiiiiieiieiie ettt ettt et e e e be e st e esbeesabeesbeessaeesseessseessessseenseanns $15
Note(s):

e These services will be covered when Medically Necessary.

e Coverage for physical, occupational and speech rehabilitation and habilitation therapy services is
subject to certain conditions as described under the heading "Rehabilitation and Habilitation
Therapy" of the "Exclusions and Limitations" section.
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Care for Conditions of Pregnancy

Copayment

Prenatal care and preconCEePLiON VISIES™ .........cccuiiiiieiiienieeiiierieetteete et ete et e sae et e sate e bt e seneeseesaeeenseesenas $0
POStNatal OffICE VISTE*......c.eeiieieceiee ettt ettt ettt et et e st ebeeneesaeeseeneesneenseenes $15
Newborn care office visit (birth through 30 days)™........cccooiiiiiiiiii e $15
Physician visit to the mother or newborn at a Hospital™™® ............cccoooiiiiiiiiiii e $0
Professional Services for normal delivery, including cesarean SECtion............ccceeveeriieriienieeneenieeieenne. $0
Normal delivery, including CeSarean SECTION ..........ccuieiiiieeiireeieeeiee e et e esteeesreeeseaeeeeaeeeareeeseeeenneas $0
Circumcision of newborn (birth through 30 days)***

IN AN INPALENTE SEENE.....eeviiieiieiieeie ettt ettt e et e st e ebe e teeesbeeteeesseessseesseesseessseessaessseesseessseenses $0

In a Physician’s office or outpatient faCility ..........ccevieriieiierieiiieiese et $20

Note(s):

e The above Copayments apply to the noted professional services only. Care that is rendered in a
Hospital or in an outpatient surgery setting is also subject to the applicable inpatient and
outpatient professional and facility Copayments. Look under the "Hospital Visits by Physician,"
"Other Professional Services," "Inpatient Hospital Services" and "Outpatient Facility Services"
headings to determine any additional Copayments that may apply. Genetic testing is covered as a
laboratory service as shown under the "Other Professional Services" heading below. Genetic
testing through the California Prenatal Screening (PNS) Program at PNS-contracted labs, and
follow-up services provided through PNS-contracted labs and other PNS-contracted providers
are covered in full.

* Termination of pregnancy and related services are covered in full. Prenatal, postnatal and newborn
care that are Preventive Care Services are covered in full. See "Preventive Care Services" above. If
other non-Preventive Care Services are received during the same office visit, the above Copayment
will apply for the non-Preventive Care Services. Refer to "Preventive Care Services" and
"Pregnancy" under "Covered Services and Supplies."

** One Copayment per visit.

***Circumcisions for Members age 31 days and older are covered when Medically Necessary under
outpatient surgery. Refer to "Other Professional Services" and "Outpatient Facility Services" for
applicable Copayments.

Family Planning

SETETTHZALION OF TEIMALE ... et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e s e e e s e s e s e s e s e s e s asasasaaann $0
SEETIIIZATION OF TNALE ..ottt e e e e e e e et e e e e e e e e e s eeeeeeeeeeeeaae s aeeeeeeeeeaaesrenees $0
Note(s):

e Sterilization of females and contraception methods and counseling, as supported by HRSA
guidelines, are covered under "Preventive Care Services" in this section.
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Other Professional Services

Copayment

Surgery

IN AN INPALENE SEENE.....ecviiiiiieiiecie ettt ettt et e et e st e et e eteeeabeesseeesseesseessseesseessseenseessseesseessseenses $0

In a Physician’s office or outpatient faCility ...........ccevvieriieiierieiieieeeee et $20
Assistance at surgery

IN AN INPALIENT SEEHINZ . ....eeuveetieiieieitieiteeiesteeie et et est e et e steeseeaeettesseessesseesseessesseeseessesseesseassessseseessenns $0

In a Physician’s office or outpatient facility .........cccceeeiiiiiiiiiiiii e $20
Administration of anesthetics

IN AN INPALENTE SEENE.....ccviiieiieiieeie ettt ettt ettt e et e st e e be e et e esbeeseeesbeeseessseesseessseeseessseesseessseenses $0

In a Physician’s office or outpatient faCility ..........ccevieriieiierieiiieiese et $20
CREMOTNETAPY ...ttt bttt b e e et e e bt e e ab e e bt e sab e e bt e sabeenbeessbeebeesaeeenbeenns 10%
RAIAtION tNETAPY ...vviiiiiiiieiie et ettt ettt et e st e e sbe e bt e sabeeseesnbeeseesnseenseesnseenseens 10%
LaDOTAtOTY SETVICES .ueivviiiieeiiieitieeteeetee et eeteeeteeette e bt esaeeesseessaeasseessseessaesssaesseessseesseessseasseessseenssessseaseanes $15
Diagnostic imaging (INCludiNg X-TaY) SETVICES ....c.eeruieruieriieiiienieeiiesteesieeeteeteesreesseessseeseessseenseesnseenne $30
CT, SPECT, MRI, MUGA and PET .......couiiiiieieecee ettt sttt eneas $75
MEdICAl SOCIAL SETVICES ....veuveiieiiiieiitet ettt ettt sb et st sb et et sae et st e bt eteeaeenees $15
Patient @AUCATION™ .......c.eiiiiiieeie ettt ettt et e bt et e s et et e et e e st et e enaesae e beenee st enteeneenneens $0
Nuclear medicine (use of radioactive Materials) ..........cccveeiieriieiienii e 10%
RENAL AIALYSIS ...ttt ettt et s et e e bt e s et e beeeat e e bt e saeeebeenaeean 10%
Organ, tissue, or stem cell transplant™™® ..............cccooviiiiiiiiiii e See note below
Infusion therapy in a home, outpatient Or Office SEING ......cocueeriieiiiiiiiiieieee e 10%

Note(s):

e The above Copayments apply to professional services only. Care that is rendered in a Hospital or
in an outpatient surgery setting is also subject to the applicable facility Copayment. Look under
the "Inpatient Hospital Services" and "Outpatient Facility Services" headings to determine any
additional Copayments that may apply.

e Surgery includes surgical reconstruction of a breast incident to a mastectomy, including surgery
to restore symmetry, also includes prosthesis and treatment of physical complications at all
stages of mastectomy, including lymphedema.

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

** Applicable Copayment requirements apply to any services and supplies required for organ, tissue, or
stem cell transplants. For example, if the transplant requires an office visit, then the office visit
Copayment will apply. Refer to the "Organ, Tissue and Stem Cell Transplants" portion of the
"Covered Services and Supplies" section for details.

Medical Supplies
Copayment
Durable Medical Equipment, nebulizers, including face masks and tubing™..............cccceoiininiinnnns 10%
Orthotics (such as bracing, SUppOrts and CaSLS) ........ceevuieriiiiiiiiieiiieee e 10%
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DiabetiC EQUIPIMEIIE™ ... ..ottt ettt ettt bt e st e et e e sateebeesabeebeesaeeebeesaeean 10%

DIADELIC TOOEWEAT .......eiutiiiiiieteeiteet ettt ettt et sa et e st sbe et e et e saeenbeentesaeenaeens 10%
Prostheses (internal or eXternal)®™............ooiiiiiiii e 10%
Cranial prostheses (WiZs) ™ ... . ettt e st e et esabeesaeesaeeseaes 10%
Blood or blood products, except for drugs used to treat hemophilia,

including blood factors™ ™ [ e 10%

Note(s):

e Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered under
"Preventive Care Services" in this section. For additional information, please refer to the
"Preventive Care Services" provision in the "Covered Services and Supplies" section.

*  Corrective Footwear for the management and treatment of diabetes are covered under the "Diabetic
Equipment" benefit as Medically Necessary. For a complete list of covered diabetic equipment and
supplies, please see "Diabetic Equipment" in the "Covered Services and Supplies" section.

** Includes coverage of ostomy and urological supplies. See "Ostomy and Urological Supplies" portion
of the "Covered Services and Supplies."

***Cranial Prostheses (wigs) following chemotherapy and/or radiation therapy services, burns or for
Members 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.

**#*Drugs for the treatment of hemophilia, including blood factors, are considered self-injectable drugs
and covered as a Tier 4 Drug (Specialty Drug) under the Prescription Drug benefit.

Home Health Care Services

Copayment
Home Health Care SEIVICES ........eeiiiiiiieiiieiieeie ettt ettt ettt ettt e et sateebeessaeeseesaaaenseees $20 per visit
Limitation(s):

100 visits maximum per Calendar Year.

Hospice Services
Copayment

HOSPICE CATC.. ittt ettt ettt e et e e tt e e tb e e aeeesbeeseeeaseesseeesseessseesseesseeesseenssessseessaessseenseensseas $0

Inpatient Hospital Services

Copayment
Room and board in a semi-private room or Special Care Unit including
ancillary (additional) SEIVICES .......c.eevuieriieiiieiiieiieeie ettt $225 per day up to 5 days
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Note(s):

e The above Copayment applies to facility services only. Care that is rendered in a Hospital is also
subject to the professional services Copayments. Look under the "Hospital Visits by Physician,"
"Care for Conditions of Pregnancy" and "Other Professional Services" headings to determine any
additional Copayments that may apply.

e The above Copayment for inpatient Hospital services or Special Care Unit services is applicable
for each day of 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 Copayment 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.

e No additional Copayment after the first 5 days of a continuous inpatient Hospital stay.

Outpatient Facility Services

Copayment

Outpatient surgery facility (surgery performed in a Hospital outpatient

setting or Outpatient SUIrZICal CENLET) .....c.uieviuiieeiiieeiieeeieeeiee et e e eesae e et eessaeeeeaeeesaeeenneeas $75
Outpatient facility services (other than SUTZETY).........cocuieviiiriiiiieiieeieee et 10%
Note(s):

e The above Copayments apply to facility services only. Care that is rendered in an outpatient
surgery setting is also subject to the professional services Copayments. Look under the "Care for
Conditions of Pregnancy" and "Other Professional Services" headings to determine any
additional Copayments that may apply.

e Other professional services performed in the outpatient department of a Hospital, such as a visit
to a Physician (office visit), laboratory and x-ray services, physical therapy, etc. are subject to
the same Copayment which is required when these services are performed at your Physician’s
office. Look under the headings for the various services such as office visits, neuromuscular
rehabilitation and other professional services to determine any additional Copayments that may

apply.

e Screening colonoscopy and sigmoidoscopy procedures (for the purposes of colorectal cancer
screening) will be covered under the "Preventive Care Services" section above.

e Use of a Hospital emergency room appears in the first item at the beginning of this section.

Skilled Nursing Facility Services

Room and board in a semi-private room with ancillary (additional)
SCIVICES ..vteuvteeutienureenteessreesteenseeesseessteesseesseanseensaeasseenseesnseenseesnseenseesnseenseennseenne $125 per day up to 5 days

Note(s):
e No additional Copayment after the first 5 days of a continuous Skilled Nursing Facility stay.

Platinum 90 Ambetter HMO 25



e Skilled Nursing Facility services are covered for up to a maximum of 100 days per Calendar
Year for each Member.

Mental Health and Substance Use Disorders

Outpatient office visit/professional consultation (psychological evaluation

or therapeutic session in an office setting, medication management and

drug therapy MONILOTINE) ...ccecuveieiiieeiiieeiieeeitee ettt e ereeeesteeesteeesbeeesstaeessseeessseeessseeensseeessaessseesnsseens $15
Outpatient Sroup therapy SESSION......c..eecuieriieiiieiieeitieriteetteeteettestteebeeseteeseessaeeseessaesseessseeseessseensees $7.50
Outpatient services other than an office visit/professional consultation

(psychological and neuropsychological testing, other outpatient

procedures, outpatient detoxification, intensive outpatient care

program, day treatment and partial hospitalization) ............ccccceeviieiiienieiiiienie e $0
Participating Mental Health Professional visit to a Member's home (at the

discretion of the Participating Mental Health Professional in

accordance with the rules and criteria established by Health Net) .........ccccoeoeviieiiiieniieiiiecieeee, $15
Participating Mental Health Physician visit to Hospital, Behavioral Health

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

TreatmMent CENLET ......ececviieeiiieeiieeeiee e eeiee et e steeesaeeeseaeeeeaeeesaeeesaeeennees $225 per day up to 5 days
DEtOXITICALION ...evevieiiieiiiieiieeiit ettt ettt ettt e et e st eebeeeseeenseesaaeenne $225 per day up to 5 days

Note(s):

e FEach group therapy session counts as one half of a private office visit for each Member
participating in the session.

e The applicable Copayment for outpatient services is required for each visit.
Exception(s):

e Iftwo or more Members in the same family attend the same outpatient treatment session, only
one Copayment will be applied.

Prescription Drugs

Refer to the Note below for clarification of your financial responsibility regarding Copayment.
Copayment

Retail Pharmacy (up to a 30 day supply)

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

INAIME DITUES ...ttt ettt ettt e st e et e e st ebeesaeeseebeesseeseesbeessesssenseessasseesseessesssenseessesssensens $7
Tier 2 Drugs include non-preferred Generic Drugs, preferred Brand Name

Drugs and any other drugs recommended by the Health Net Pharmacy

and Therapeutics Committee based on safety, efficacy, and cOSt.........cccuvvevciiieiiiiecieieieceeee, $16
Tier 3 Drugs include non-preferred Brand Name Drugs or drugs that are

recommended by the Health Net Pharmacy and Therapeutics

Committee based on safety, efficacy, and cost, or that generally have a

preferred and often less costly therapeutic alternative at a lower tier..........cccocvveeecieeecieeecieeeieeeee, $25
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Preventive drugs and CONTIACEPIIVES. ......cccuiiiriiieiiiieeeiieeitee ettt eeieeesteeesaeeesebeeeebeeessaeessnaeessseaessseeessseeennns $0

Tier 4 Drugs (Specialty Drugs) (up to a 30 day supply)

Tier 4 Drugs (Specialty Drugs) are drugs that are biologics, drugs that the
Food and Drug Administration of the United States Department of
Health and Human Services or the manufacturer requires to be
distributed through a specialty pharmacy, drugs that require the
enrollee to have special training or clinical monitoring for self-
administration, or drugs that cost Health Net more than six hundred
dollars for a one-month SUPPLY. ..cveeeeiiieriiieiee e 10% up to $250 per script

Maintenance Drugs through the Mail Order Program (up to a 90 day supply)

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

INAIME DITUZS ..ottt ettt et et e st e e b e eseesasesseessesseesseessessaesseessessaesseessesssenseensenns $14
Tier 2 Drugs include non-preferred Generic Drugs, preferred Brand Name

Drugs and any other drugs recommended by the Health Net Pharmacy

and Therapeutics Committee based on safety, efficacy, and COSt.........ccccveveiieriiiiieiieincieccee e, $32
Tier 3 Drugs include non-preferred Brand Name Drugs or drugs that are

recommended by the Health Net Pharmacy and Therapeutics

Committee based on safety, efficacy, and cost, or that generally have a

preferred and often less costly therapeutic alternative at a lower tier..........ccecveeveieercieeecee e, $50
Preventive drugs and CONTIACEPLIVES. .....ccuiiruiiiiieiiieeiieeiie et eee ettt e bt e st e ebeesaaeeseesabeesbeesnseeseesnseenseesnnas $0
Note(s):

e Orally administered anti-cancer drugs will have a Copayment maximum of $250 for an
individual prescription of up to a 30-day supply.

e To obtain specific benefit and drug information, including your cost for a specific drug at your
preferred pharmacy, please log into your secure member portal or call the Customer Contact
Center at the number on your Health Net ID card.

e "Split-fill" Program: For certain high cost orally administered anti-cancer drugs, Health Net
provides a free 14-day trial. Drugs under the Split-fill program are indicated in the Essential Rx
Drug List with "SF" in the comment section. Health Net will approve the initial fill for a 14-day
supply at no cost to you. If, after the initial fill, you are free of adverse effects and wish to
continue on the drug, the subsequent fills will be dispensed for the full quantity as written by
your Physician. You will be charged the applicable Copayment for each subsequent fill, up to the
Copayment maximum for orally administered anti-cancer drugs described above.

e For information about Health Net’s Essential Rx Drug List, please call the Customer Contact
Center at the telephone number on your ID card.

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

¢ Your financial responsibility for covered Prescription Drugs varies by the type of drug
dispensed. For a complete description of Prescription Drug benefits, exclusions and limitations,
please refer to the "Prescription Drugs" portion of the "Covered Services and Supplies" and the
"Exclusions and Limitations" sections.

e Percentage Copayments will be based on Health Net’s contracted pharmacy rate.
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e Regardless of prescription drug tier, Generic Drugs will be dispensed when a Generic Drug
equivalent is available. We will cover Brand Name Drugs, including Specialty Drugs, that have
generic equivalents only when the Brand Name Drug is Medically Necessary and the Physician
obtains Prior Authorization from Health Net. Covered Brand Name Drugs are subject to the
applicable Copayment for Tier 2, Tier 3 or Tier 4 (Specialty Drugs) Prescription Drugs.

Prior Authorization:

Prior Authorization may be required. Refer to the "Prescription Drugs" portion of the "Covered
Services and Supplies" section for a description of Prior Authorization requirements or visit our
website at www.myhealthnetca.com to obtain a list of drugs that require Prior Authorization.

Copayment Exception(s):

If the pharmacy’s or the mail order administrator’s retail price is less than the applicable Copayment,
the Member will only pay the pharmacy’s retail price or the mail order administrator’s retail price.

Preventive Drugs and Contraceptives:

Preventive drugs, including smoking cessation drugs, and contraceptives that are approved by the
Food and Drug Administration and recommended by the United States Preventive Services Task
Force (USPSTF) are covered at no cost to the Member. Covered preventive drugs include over-the-
counter drugs and Prescription Drugs that are used for preventive health purposes per the U.S.
Preventive Services Task Forces A and B recommendations, including smoking cessation drugs. No
annual limits will be imposed on the number of days for the course of treatment for all FDA-
approved smoking and tobacco cessation medications. 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. Please see the "Preventive Drugs and Contraceptives" provision in
the "Prescription Drugs" portion of the "Covered Services and Supplies" section for additional
details.

Generic Drugs will be dispensed when a Generic Drug equivalent is available. However, if a Brand
Name Drug is Medically Necessary and the Physician obtains Prior Authorization from Health Net,
then the Brand Name Drug will be dispensed at no charge.

Mail Order:

Up to a 90 consecutive-calendar-day supply of covered Maintenance Drugs will be dispensed at the
applicable mail order Copayment. However, when the retail Copayment is a percentage, the mail
order Copayment is the same percentage of the cost to Health Net as the retail Copayment.

Diabetic Supplies:

28

Diabetic supplies (blood glucose testing strips, lancets, disposable needles and 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 as 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.
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Tier 4 (Specialty Drugs)

Tier 4 (Specialty Drugs) are specific Prescription Drugs that may have limited pharmacy availability
or distribution, may be self-administered orally, topically, by inhalation, or by injection (either
subcutaneously, intramuscularly or intravenously) requiring the Member to have special training or
clinical monitoring for self-administration, includes biologics and drugs that the FDA or drug
manufacturer requires to be distributed through a specialty pharmacy, or have high cost as
established by Covered California. Tier 4 Drugs (Specialty Drugs) are identified in the Essential Rx
Drug List with "SP," require Prior Authorization from Health Net and may be required to be
dispensed through the specialty pharmacy vendor to be covered. Tier 4 Drugs (Specialty Drugs) are
not available through mail order.
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Pediatric Dental Services

Except as otherwise provided in the "Pediatric Dental Services' portion of '""Covered Services and
Supplies," and "Pediatric Dental Services' portion of '"Introduction to Health Net," all of the
following services must be provided by your selected Health Net Participating Primary Dental
Provider in order to be covered. Refer to the '"Pediatric Dental Services' portion of '""Exclusions
and Limitations' for limitations on covered pediatric dental services.

Pediatric dental services are covered until the last day of the month in which the individual turns
nineteen years of age.

If you have purchased a supplemental pediatric dental benefit plan, pediatric dental benefits covered
under this Plan will be paid first, with the supplemental pediatric dental benefit plan covering non-
covered services and or cost sharing as described in your supplemental pediatric dental benefit plan
coverage document.

IMPORTANT: If you opt to receive dental services that are not Covered Services under this Plan, a
participating dental provider may charge you their usual and customary rate for those services. Prior to
providing a patient with dental services that are not covered benefits, the dentist should provide to the
patient a treatment plan that includes each anticipated service to be provided and the estimated cost of
each service. If you would like more information about dental coverage options, you may call the
Customer Contact Center at the telephone number on your Health Net dental ID card or your insurance
broker. To fully understand your coverage, you may wish to carefully review this Plan Contract and
Evidence of Coverage document.

Administration of these pediatric dental plan designs comply with requirements of the pediatric dental
EHB benchmark plan, including coverage of services in circumstances of medical necessity as defined
in the Early Periodic Screening, Diagnosis and Treatment (EPSDT) benefit for pediatric dental services.

Member
Code Service Copayment
Diagnostic
D0120 Periodic oral evaluation - established patient limited to 1 No Charge
every 6 months
D0140 Limited oral evaluation - problem focused No Charge
DO0145 Oral evaluation for a patient under three years of age and No Charge
counseling with primary caregiver
DO0150 Comprehensive oral evaluation - new or established patient No Charge
D0160 Detailed and extensive oral evaluation - problem focused, = No Charge
by report
D0170 Re-evaluation - limited, problem focused (established No Charge
patient; not post-operative visit) up to six times in a 3
month period and up to a maximum of 12 in a 12 month
period
DO0171 Re-evaluation - post-operative office visit No Charge
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Service

Member

Copayment

DO0180 Comprehensive periodontal evaluation - new or established No Charge
patient

D0210 X-rays Intraoral - comprehensive series (including No Charge
bitewings) limited to once per provider every 36 months

D0220 X-rays Intraoral - periapical first film limited to a No Charge
maximum of 20 periapicals in a 12 month period by the
same provider, in any combination of the following:
intraoral-periapical first radiographic image (D0220) and
intraoral-periapical each additional radiographic image
(D0230). Periapicals taken as part of an intraoral-complete
series of radiographic images (D0210) are not considered
against the maximum of 20 periapicals in a 12 month
period

D0230 X-rays Intraoral - periapical each additional film limited to No Charge
a maximum of 20 periapicals in a 12 month period

D0240 X-rays Intraoral - occlusal film limited to 2 in a 6 month No Charge
period

D0250 Extraoral, 2D projection radiographic image created using  No Charge
a stationary radiation source, and detector - first film

D0251 Extraoral posterior dental radiographic image No Charge

D0270 X-rays Bitewing - single film limited to once per date of No Charge
service

D0272 X-rays Bitewings - two films limited to once every 6 No Charge
months

D0273 X-rays Bitewings - three films No Charge

D0274 X-rays Bitewings - four films - limited to once every 6 No Charge
months

D0277 Vertical bitewings - 7 to 8 films No Charge

D0310 Sialography No Charge

D0320 Temporomandibular joint arthrogram, including injection =~ No Charge
limited to a maximum of 3 per date of service

D0322 Tomographic survey limited to twice in a 12 month period No Charge

DO0330 Panoramic film limited to once in a 36 month period per No Charge
provider, except when documented as essential for a
follow-up/post-operative exam (such as after oral surgery)

D0340 2D Cephalometric radiographic image limited to twice ina No Charge

12 month period per provider
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Member

Service Copayment

DO0350 2D oral/facial photographic image obtained intra-orally or ~ No Charge
extra-orally 1st limited to a maximum of 4 per date of
service

D0460 Pulp vitality tests No Charge

D0470 Diagnostic casts may be provided only if one of the above  No Charge
conditions is present

D0502 Other oral pathology procedures, by report No Charge

D0601 Caries risk assessment and documentation, with a finding ~ No Charge
of low risk

D0602 Caries risk assessment and documentation, with a finding No Charge
of moderate risk

D0603 Caries risk assessment and documentation, with a finding ~ No Charge
of high risk

D0701 Panoramic radiographic image - image capture only No Charge

D0702 2-D cephalometric radiographic image - image capture No Charge
only

D0703 2-D oral/facial photographic image obtained intra-orally or No Charge
extra-orally - image capture only

D0705 Extra-oral posterior dental radiographic image - image No Charge
capture only

D0706 Intraoral - occlusal radiographic image - image capture No Charge
only

D0707 Intraoral - periapical radiographic image - image capture No Charge
only

D0708 Intraoral - bitewing radiographic image - image capture No Charge
only

D0709 Intraoral - comprehensive series of radiographic images - No Charge
image capture only

DO0801 3D dental surface scan - direct No Charge

D0802 3D dental surface scan - indirect No Charge

D0803 3D facial surface scan - direct No Charge

D0804 3D facial surface scan - indirect No Charge

D0999 Office visit fee - per visit (Unspecified diagnostic No Charge
procedure, by report)

Preventive
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Service

Member

Copayment

D1110 Prophylaxis - adult limited to once in a 12 month period No Charge
D1120 Prophylaxis - child limited to once in a 6 month period No Charge
D1206 Topical fluoride varnish limited to once in a 6 month No Charge
period
D1208 Topical application of fluoride excluding varnish limited to No Charge
once in a 6 month period
D1310 Nutritional counseling for control of dental disease No Charge
D1320 Tobacco counseling for the control and prevention of oral ~ No Charge
disease
D1321 Counseling for the control and prevention of adverse oral, =~ No Charge
behavioral, and systemic health effects associated with
high-risk substance use
D1330 Oral hygiene instructions No Charge
D1351 Sealant - per tooth limited to first, second and third No Charge
permanent molars that occupy the second molar position
D1352 Preventive resin restoration in a moderate to high caries No Charge
risk patient - permanent tooth limited to first, second and
third permanent molars that occupy the second molar
position
D1353 Sealant repair - per tooth No Charge
D1354 Interim caries arresting medicament application - per tooth No Charge
D1355 Caries preventive medicament application - per tooth No Charge
DI510 Space maintainer - fixed - unilateral limited to once per No Charge
quadrant
DI516 Space maintainer - fixed - bilateral, maxillary No Charge
D1517 Space maintainer - fixed - bilateral, mandibular No Charge
D1520 Space maintainer - removable - unilateral limited to once =~ No Charge
per quadrant
D1526 Space maintainer - removable - bilateral, maxillary No Charge
D1527 Space maintainer - removable - bilateral, mandibular No Charge
D1551 Re-cement or re-bond bilateral space maintainer - No Charge
maxillary
D1552 Re-cement or re-bond bilateral space maintainer - No Charge

mandibular
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Code

Service

Member
Copayment

D1553 Re-cement or re-bond unilateral space maintainer - per No Charge
quadrant

D1556 Removal of fixed unilateral space maintainer - per No Charge
quadrant

D1557 Removal of fixed bilateral space maintainer - maxillary No Charge

DI1558 Removal of fixed bilateral space maintainer - mandibular ~ No Charge

DI1575 Distal shoe space maintainer - fixed - unilateral - per No Charge
quadrant

Restorative

D2140 Amalgam - one surface, primary limited to once ina 12 $25
month period

D2140 Amalgam - one surface, permanent limited to once ina 36~ $25
month period

D2150 Amalgam - two surfaces, primary limited to once in a 12 $30
month period

D2150 Amalgam - two surfaces, permanent limited to once ina 36  $30
month period

D2160 Amalgam - three surfaces, primary limited to once ina 12 $40
month period

D2160 Amalgam - three surfaces, permanent limited to once ina ~ $40
36 month period

D2161 Amalgam - four or more surfaces, primary limited to once ~ $45
in a 12 month period

D2161 Amalgam - four or more surfaces, permanent limited to $45
once in a 36 month period

D2330 Resin-based composite - one surface, anterior, primary $30
limited to once in a 12 month period

D2330 Resin-based composite - one surface, anterior, permanent  $30
limited to once in a 36 month period

D2331 Resin-based composite - two surfaces, anterior primary $45
limited to once in a 12 month period

D2331 Resin-based composite - two surfaces, anterior permanent ~ $45
limited to once in a 36 month period

D2332 Resin-based composite - three surfaces, anterior primary $55

limited to once in a 12 month period

34
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Member

Service Copayment

D2332 Resin-based composite - three surfaces, anterior permanent  $55
limited to once in a 36 month period

D2335 Resin-based composite - four or more surfaces or $60
involving incisal angle (anterior) primary limited to once
in a 12 month period

D2335 Resin-based composite - four or more surfaces or $60
involving incisal angle (anterior) permanent limited to
once in a 36 month period

D2390 Resin-based composite crown, anterior, primary limited to ~ $50
once in a 12 month period

D2390 Resin-based composite crown, anterior, permanent limited ~ $50
to once in a 36 month period

D2391 Resin-based composite - one surface, posterior primary $30
limited to once in a 12 month period

D2391 Resin-based composite - one surface, posterior permanent ~ $30
limited to once in a 36 month period

D2392 Resin-based composite - two surfaces, posterior; primary $40
limited to once in a 12 month period

D2392 Resin-based composite - two surfaces, posterior; $40
permanent limited to once in a 36 month period

D2393 Resin-based composite - three surfaces, posterior; primary ~ $50
limited to once in a 12 month period

D2393 Resin-based composite - three surfaces, posterior; $50
permanent limited to once in a 36 month period

D2394 Resin-based composite - four or more surfaces, posterior; $70
primary limited to once in a 12 month period

D2394 Resin-based composite - four or more surfaces, posterior; $70
permanent limited to once in a 36 month period

D2710 Crown - Resin-based composite (indirect) limited to once ~ $140
in a 5 year period

D2712 Crown - % resin-based composite (indirect) limited to once  $190
in a 5 year period

D2721 Crown - Resin with predominantly base metal limited to $300
once in a 5 year period

D2740 Crown - porcelain/ceramic limited to once in a 5 year $300

period
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Service

Member
Copayment

D2751 Crown - porcelain fused to predominantly base metal $300
limited to once in a 5 year period

D2781 Crown - % cast predominantly base metal limited to once $300
in a 5 year period

D2783 Crown - % porcelain/ceramic limited to once in a 5 year $310
period

D2791 Crown - full cast predominantly base metal limited to once ~ $300
in a 5 year period

D2910 Recement or re-bond inlay, onlay, veneer or partial $25
coverage restoration limited to once in a 12 month period

D2915 Recement or re-bond indirectly fabricated or prefabricated  $25
post and core

D2920 Recement or re-bond crown $25

D2921 Reattachment of tooth fragment, incisal edge or cusp $45

D2928 Prefabricated porcelain/ceramic crown - permanent tooth $120

D2929 Prefabricated porcelain/ceramic crown - primary tooth $95
limited to once in a 12 month period

D2930 Prefabricated stainless steel crown - primary tooth limited ~ $65
to once in a 12 month period

D2931 Prefabricated stainless steel crown - permanent tooth $75
limited to once in a 36 month period

D2932 Prefabricated Resin Crown, primary limited to once ina 12 $75
month period

D2932 Prefabricated Resin Crown, permanent limited to onceina  $75
36 month period

D2933 Prefabricated Stainless steel crown with resin window, $80
primary limited to one in a 12 month period

D2933 Prefabricated Stainless steel crown with resin window, $80
permanent limited to once in a 36 month period

D2940 Protective restoration limited to once per tooth in a 12 $25
month period

D2941 Interim therapeutic restoration - primary dentition $30

D2949 Restorative foundation for an indirect restoration $45

D2950 Core buildup, including any pins when required $20

D2951 Pin retention - per tooth, in addition to restoration $25
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D2952 Post and core in addition to crown, indirectly fabricated $100
limited to once per tooth regardless of number of posts
placed
D2953 Each additional indirectly fabricated post - same tooth $30
D2954 Prefabricated post and core in addition to crown limited to ~ $90
once per tooth regardless of number of posts placed
D2955 Post removal $60
D2957 Each additional prefabricated post - same tooth $35
D2971 Additional procedures to customize a crown to fit under an ~ $35
existing partial dental framework
D2980 Crown repair necessitated by restorative material failure, $50
by report. Limited to laboratory processed crowns on
permanent teeth. Not a benefit within 12 months of initial
crown placement or previous repair for the same provider.
D2999 Unspecified restorative procedure, by report $40
Endodontics
D3110 Pulp cap - direct (excluding final restoration) $20
D3120 Pulp cap - indirect (excluding final restoration) $25
D3220 Therapeutic pulpotomy (excluding final restoration) $40
removal of pulp coronal to the dentinocemental junction
and application of medicament limited to once per primary
tooth
D3221 Pupal debridement primary and permanent teeth $40
D3222 Partial Pulpotomy for apexogenesis, permanent tooth with ~ $60
incomplete root development limited to once per
permanent tooth
D3230 Pulpal therapy (resorbable filing) - anterior, primary tooth ~ $55
(excluding final restoration) limited to once per primary
tooth
D3240 Pulpal therapy (resorbable filing) - posterior, primary tooth  $55
(excluding final restoration) limited to once per primary
tooth
D3310 Endodontic (Root canal) therapy, Anterior (excluding final $195

restoration) limited to once per tooth for initial root canal
therapy treatment
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D3320 Endodontic (Root canal) therapy, premolar (excluding final $235
restoration) limited to once per tooth for initial root canal
therapy treatment

D3330 Endodontic (Root canal) therapy, Molar tooth (excluding $300
final restoration) limited to once per tooth for initial root
canal therapy treatment

D3331 Treatment of root canal obstruction; non-surgical access $50
D3333 Internal root repair of perforation defects $80
D3346 Retreatment of previous root canal therapy - anterior $240
D3347 Retreatment of previous root canal therapy - premolar $295
D3348 Retreatment of previous root canal therapy - molar $350
D3351 Apexification/recalcification - initial visit (apical $85

closure/calcific repair of perforations, root resorption, etc.)
limited to once per permanent tooth

D3352 Apexification/recalcification - interim medication $45
replacement only following D3351. Limited to once per
permanent tooth

D3410 Apicoectomy - anterior $240
D3421 Apicoectomy - premolar (first root) $250
D3425 Apicoectomy - molar (first root) $275
D3426 Apicoectomy (each additional root) $110
D3428 Bone graft in conjunction with periradicular surgery - per ~ $350
tooth, single site
D3429 Bone graft in conjunction with periradicular surgery - each  $350
additional contiguous tooth in the same surgical site
D3430 Retrograde filling - per root $90
D3431 Biologic materials to aid in soft and osseous tissue $80
regeneration, in conjunction with periradicular surgery
D3471 Surgical repair of root resorption - anterior $160
D3472 Surgical repair of root resorption - premolar $160
D3473 Surgical repair of root resorption - molar $160
D3910 Surgical procedure for isolation of tooth with rubber dam  $30
D3999 Unspecified endodontic procedure, by report $100
Periodontics
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D4210 Gingivectomy or gingivoplasty - four or more contiguous ~ $150
teeth or tooth bounded spaces per quadrant - once per
quadrant every 36 months

D4211 Gingivectomy or gingivoplasty - one to three contiguous $50
teeth or tooth bounded spaces per quadrant - once per
quadrant every 36 months

D4249 Clinical crown lengthening - hard tissue $165

D4260 Osseous surgery (including elevation of a full thickness $265
flap and closure) - four or more contiguous teeth or tooth
spaces per quadrant - once per quadrant every 36 months

D4261 Osseous surgery (including elevation of a full thickness $140
flap and closure) - one to three contiguous teeth or tooth
bounded spaces per quadrant - once per quadrant every 36
months

D4265 Biologic materials to aid in soft and osseous tissue $80
regeneration, per site

D4341 Periodontal scaling and root planing - four or more teeth $55
per quadrant - once per quadrant every 24 months

D4342 Periodontal scaling and root planing - one to three teeth per $30
quadrant - once per quadrant every 24 months

D4346 Scaling in presence of generalized moderate or severe $40
gingival inflammation - full mouth, after oral evaluation

D4355 Full mouth debridement to enable a comprehensive $40
periodontal evaluation and diagnosis on a subsequent visit

D4381 Localized delivery of antimicrobial agents via a controlled  $10
release vehicle into diseased crevicular tissue, per tooth

D4910 Periodontal maintenance limited to once in a calendar $30
quarter

D4920 Unscheduled dressing change (by someone other than $15
treating dentist). Once per Member per provider; for
Members age 13 or older only; must be performed within
30 days of the date of service of gingivectomy or
gingivoplasty (D4210 and D4211) and osseous surgery
(D4260 and D4261).

D4999 Unspecified periodontal procedure, by report $350

Prosthodontics,

removable
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D5110 Complete denture - maxillary limited to once in a 5 year $300
period from a previous complete, immediate or
overdenture- complete denture

D5120 Complete denture - mandibular limited to once ina 5 year ~ $300
period from a previous complete, immediate or
overdenture- complete denture

D5130 Immediate denture - maxillary $300

D5140 Immediate denture - mandibular $300

D5211 Maxillary partial denture - resin base (including $300
retentive/clasping materials, rests and teeth) limited to
once in a 5 year period

D5212 Mandibular partial denture - resin base (including $300
retentive/clasping materials, rests and teeth) limited to
once in a 5 year period

D5213 Maxillary partial denture - cast metal framework with resin  $335
denture bases (including retentive/clasping materials, rests
and teeth) limited to once in a 5 year period

D5214 Mandibular partial denture - cast metal framework with $335
resin denture bases (including retentive/clasping materials,
rests and teeth) limited to once in a 5 year period

D5221 Immediate maxillary partial denture - resin base (including $275
retentive/clasping materials, rests and teeth)

D5222 Immediate mandibular partial denture - resin base $275
(including retentive/clasping materials, rests and teeth)

D5223 Immediate maxillary partial denture - cast metal $330
framework with resin denture bases (including
retentive/clasping materials, rests and teeth)

D5224 Immediate mandibular partial denture - cast metal $330
framework with resin denture bases (including
retentive/clasping materials, rests and teeth)

D5410 Adjust complete denture - maxillary limited to once per $20
date of service; twice in a 12 month period

D5411 Adjust complete denture - mandibular limited to once per ~ $20
date of service; twice in a 12 month period

D5421 Adjust partial denture - maxillary limited to once per date ~ $20

of service; twice in a 12 month period
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D5422 Adjust partial denture - mandibular limited to once per date  $20
of service; twice in a 12 month period

D5511 Repair broken complete denture base, mandibular $40

D5512 Repair broken complete denture base, maxillary $40

D5520 Replace missing or broken teeth - complete denture (each ~ $40
tooth) limited to a maximum of four, per arch, per date of
service; twice per arch in a 12 month period

D5611 Repair resin denture base, mandibular $40

D5612 Repair resin denture base, maxillary $40

D5621 Repair cast framework, mandibular $40

D5622 Repair cast framework, maxillary $40

D5630 Repair or replace broken retentive/clasping materials- per ~ $50
tooth - limited to a maximum of three, per date of service;
twice per arch in a 12 month period

D5640 Replace broken teeth - per tooth - limited to maximum of  $35
four, per arch, per date of service; twice per arch in a 12
month period

D5650 Add tooth to existing partial denture limited to a maximum  $35
of three, per date of service; once per tooth

D5660 Add clasp to existing partial denture - per tooth - limited to ~ $60
a maximum of three, per date of service; twice per arch in
a 12 month period

D5730 Reline complete maxillary denture (chairside) limited to $60
once in a 12 month period

D5731 Reline complete mandibular denture (chairside) limited to ~ $60
once in a 12 month period

D5740 Reline maxillary partial denture (chairside) limited to once ~ $60
in a 12 month period

D5741 Reline mandibular partial denture (chairside) limited to $60
once in a 12 month period

D5750 Reline complete maxillary denture (laboratory) limited to ~ $90
once in a 12 month period

D5751 Reline complete mandibular denture (laboratory) limited to  $90
once in a 12 month period

D5760 Reline maxillary partial denture (laboratory) limited to $80

once in a 12 month period
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D5761 Reline mandibular partial denture (laboratory) limited to $80
once in a 12 month period

D5850 Tissue conditioning, maxillary limited to twice per $30
prosthesis in a 36 month period

D5851 Tissue conditioning, mandibular maxillary limited to twice  $30
per prosthesis in a 36 month period. Not a benefit: a. same
date of service as reline complete mandibular denture
(chairside) (D5731), reline mandibular partial denture
(chairside) (D5741), reline complete mandibular denture
(laboratory) (D5751) and reline mandibular partial denture
(laboratory) (D5761); and b. same date of service as a
prosthesis that did not require extractions.

D5862 Precision attachment, by report $90
D5863 Overdenture - complete maxillary $300
D5864 Overdenture - partial maxillary $300
D5865 Overdenture - complete mandibular $300
D5866 Overdenture - partial mandibular $300
D5899 Unspecified removable prosthodontic procedure, by report ~ $350
Macxillofacial

Prosthetics

D5911 Facial moulage (sectional) $285
D5912 Facial moulage (complete) $350
D5913 Nasal prosthesis $350
D5914 Auricular prosthesis $350
D5915 Orbital prosthesis $350
D5916 Ocular prosthesis $350
D5919 Facial prosthesis $350
D5922 Nasal septal prosthesis $350
D5923 Ocular prosthesis, interim $350
D5924 Cranial prosthesis $350
D5925 Facial augmentation implant prosthesis $200
D5926 Nasal prosthesis, replacement $200
D5927 Auricular prosthesis, replacement $200
D5928 Orbital prosthesis, replacement $200
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D5929 Facial prosthesis, replacement $200
D5931 Obturator prosthesis, surgical $350
D5932 Obturator prosthesis, definitive $350
D5933 Obturator prosthesis, modification limited to twiceina 12 $150
month period
D5934 Mandibular resection prosthesis with guide flange $350
D5935 Mandibular resection prosthesis without guide flange $350
D5936 Obturator prosthesis, interim $350
D5937 Trismus appliance (not for TMD treatment) $85
D5951 Feeding aid $135
D5952 Speech aid prosthesis, pediatric $350
D5953 Speech aid prosthesis, adult $350
D5954 Palatal augmentation prosthesis $135
D5955 Palatal lift prosthesis, definitive $350
D5958 Palatal lift prosthesis, interim $350
D5959 Palatal lift prosthesis, modification limited to twiceina 12 $145
month period
D5960 Speech aid prosthesis, modification limited to twice ina 12 $145
month period
D5982 Surgical stent $70
D5983 Radiation carrier $55
D5984 Radiation shield $85
D5985 Radiation cone locator $135
D5986 Fluoride gel carrier $35
D5987 Commissure splint $85
D5988 Surgical splint $95
D5991 Vesiculobullous disease medicament carrier $70
D5999 Unspecified maxillofacial prosthesis, by report $350
Implant
Services
D6010 Surgical placement of implant body: endosteal implant $350
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D6011 Surgical access to an implant body (second $350
stage implant surgery)

D6012 Surgical placement of interim implant body for transitional ~ $350
prosthesis; endosteal implant

D6013 Surgical placement of mini-implant $350

D6040 Surgical placement: eposteal implant $350

D6050 Surgical placement: transosteal implant $350

D6055 Connecting bar - implant supported or abutment supported  $350

D6056 Prefabricated abutment - includes modification and $135
placement

D6057 Custom fabricated abutment - includes placement $180

D6058 Abutment supported porcelain/ceramic crown $320

D6059 Abutment supported porcelain fused to metal crown (high ~ $315
noble metal)

D6060 Abutment supported porcelain fused to metal crown $295
(predominantly base metal)

D6061 Abutment supported porcelain fused to metal crown (noble  $300
metal)

D6062 Abutment supported cast metal crown (high noble metal) $315

D6063 Abutment supported cast metal crown (predominantly base  $300
metal)

D6064 Abutment supported cast metal crown (noble metal) $315

D6065 Implant supported porcelain/ceramic crown $340

D6066 Implant supported crown (porcelain fused to high noble $335
alloys)

D6067 Implant supported crown (high noble alloys) $340

D6068 Abutment supported retainer for porcelain/ceramic FPD $320

D6069 Abutment supported retainer for porcelain fused to metal $315
FPD (high noble metal)

D6070 Abutment supported retainer for porcelain fused to metal $290
FPD (predominantly base metal)

D6071 Abutment supported retainer for porcelain fused to metal $300

FPD (noble metal)
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D6072 Abutment supported retainer for cast metal FPD (high $315
noble metal)
D6073 Abutment supported retainer for cast metal FPD $290
(predominantly base metal)
D6074 Abutment supported retainer for cast metal FPD (noble $320
metal)
D6075 Implant supported retainer for ceramic FPD $335
D6076 Implant supported retainer for FPD (porcelain fused to $330
high noble alloys)
D6077 Implant supported retainer for metal FPD (high noble $350
alloys)
D6080 Implant maintenance procedures when prostheses are $30
removed and reinserted, including cleansing of prostheses
and abutments
D6081 Scaling and debridement in the presence of inflammation ~ $30
or mucositis of a single implant, including cleaning of the
implant surfaces, without flap entry and closure
D6082 Implant supported crown - porcelain fused to $335
predominantly base alloys
D6083 Implant supported crown - porcelain fused to noble alloys ~ $335
D6084 Implant supported crown - porcelain fused to titanium and ~ $335
titanium alloys
D6085 Interim implant crown $300
D6086 Implant supported crown - predominantly base alloys $340
D6087 Implant supported crown - noble alloys $340
D6088 Implant supported crown - titanium and titanium alloys $340
D6090 Repair implant supported prosthesis, by report $65
D6091 Replacement of replaceable part of semi-precision or $40
precision attachment of implant/abutment supported
prosthesis, per attachment
D6092 Recement implant/abutment supported crown $25
D6093 Recement implant/abutment supported fixed partial $35
denture
D609%4 Abutment supported crown - titanium and titanium alloys ~ $295
D6095 Repair implant abutment, by report $65
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D6096 Removal of broken implant retaining screw $60

D6097 Abutment supported crown - porcelain fused to titanium $315
and titanium alloys

D6098 Implant supported retainer - porcelain fused to $330
predominantly base alloys

D6099 Implant supported retainer for FPD - porcelain fused to $330
noble alloys

D6100 Surgical removal of implant body $110

D6105 Removal of implant body not requiring bone removal or $110
flap elevation

D6110 Implant/abutment supported removable denture for $350
edentulous arch - maxillary

Do6111 Implant/abutment supported removable denture for $350
edentulous arch - mandibular

D6112 Implant/abutment supported removable denture for $350
partially edentulous arch - maxillary

D6113 Implant/abutment supported removable denture for $350
partially edentulous arch - mandibular

D6114 Implant/abutment supported fixed denture for edentulous $350
arch - maxillary

D6115 Implant/abutment supported fixed denture for edentulous $350
arch - mandibular

D6116 Implant/abutment supported fixed denture for partially $350
edentulous arch - maxillary

D6117 Implant/abutment supported fixed denture for partially $350
edentulous arch - mandibular

D6118 Implant/abutment supported interim fixed denture for $350
edentulous arch - mandibular

D6119 Implant/abutment supported interim fixed denture for $350
edentulous arch - maxillary

D6120 Implant supported retainer - porcelain fused to titanium $330
and titanium alloys

D6121 Implant supported retainer for metal FPD - predominantly ~ $350
base alloys

D6122 Implant supported retainer for metal FPD - noble alloys $350
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D6123 Implant supported retainer for metal FPD - titanium and $350
titanium alloys

D6190 Radiographic/Surgical implant index, by report $75

D6191 Semi-precision abutment - placement $350

D6192 Semi-precision attachment - placement $350

D6194 Abutment supported retainer crown for FPD - titanium and ~ $265
titanium alloys

D6195 Abutment supported retainer - porcelain fused to titanium ~ $315
and titanium alloys

D6197 Replacement of restorative material used to close an access $95
opening of a screw-retained implant supported prosthesis,
per implant

D6198 Remove interim implant component $110

D6199 Unspecified implant procedure, by report $350

Prosthodontics,

fixed

D6211 Pontic - cast predominantly base metal limited to once ina  $300
5 year period

D6241 Pontic - porcelain fused to predominantly base metal $300
limited to once in a 5 year period

D6245 Pontic - porcelain/ceramic limited to once in a 5 year $300
period

D6251 Pontic - resin with predominantly base metal limited to $300
once in a 5 year period

D6721 Retainer Crown - resin predominantly base metal - denture ~ $300
limited to once in a 5 year period

D6740 Retainer Crown - porcelain/ceramic limited to onceina 5 $300
year period

D6751 Retainer Crown - porcelain fused to predominantly base $300
metal limited to once in a 5 year period

D6781 Retainer Crown - % cast predominantly base metal limited  $300
to once in a 5 year period

D6783 Retainer Crown - % porcelain/ceramic limited to once ina ~ $300
5 year period

D6784 Retainer Crown - % titanium and titanium alloys $300
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D6791 Retainer Crown - full cast predominantly base metal $300
limited to once in a 5 year period
D6930 Recement or re-bond fixed partial denture $40
D6980 Fixed partial denture repair necessitated by restorative $95
material failure
D6999 Unspecified fixed prosthodontic procedure, by report $350
Oral
Macxillofacial
Prosthetics
D7111 Extraction, coronal remnants - primary tooth $40
D7140 Extraction, erupted tooth or exposed root (elevation and/or  $65
forceps removal)
D7210 Extraction, erupted tooth requiring removal of bone and/or  $120
sectioning of tooth, including elevation of mucoperiosteal
flap if indicated
D7220 Removal of impacted tooth - soft tissue $95
D7230 Removal of impacted tooth - partially bony $145
D7240 Removal of impacted tooth - completely bony $160
D7241 Removal of impacted tooth - completely bony, with $175
unusual surgical complications
D7250 Removal of residual tooth roots (cutting procedure) $80
D7260 Oroantral fistula closure $280
D7261 Primary closure of a sinus perforation $285
D7270 Tooth reimplantation and/or stabilization of accidentally $185
evulsed or displaced tooth - limited to once per arch
regardless of the number of teeth involved; permanent
anterior teeth only
D7280 Exposure of an unerupted tooth $220
D7283 Placement of device to facilitate eruption of impacted tooth  $85
D7285 Incisional biopsy of oral tissue - hard (bone, tooth) limited $180
to removal of the specimen only; once per arch per date of
service
D7286 Incisional biopsy of oral tissue - soft limited to removal of  $110

the specimen only; up to a maximum of 3 per date of
service
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D7290 Surgical repositioning of teeth; permanent teeth only; once  $185
per arch for patients in active orthodontic treatment
D7291 Transseptal fiberotomy/supra crestal fiberotomy, by report ~ $80
limited to once per arch for patients in active orthodontic
treatment
D7310 Alveoloplasty in conjunction with extractions - four or $85
more teeth or tooth spaces, per quadrant. A benefit on the
same date of service with 2 or more extractions (D7140-
D7250) in the same quadrant. Not a benefit when only one
tooth is extracted in the same quadrant on the same date of
service.
D7311 Alveoloplasty in conjunction with extractions - one to $50
three teeth or tooth spaces - per quadrant
D7320 Alveoloplasty not in conjunction with extractions - four or  $120
more teeth or tooth spaces - per quadrant
D7321 Alveoloplasty not in conjunction with extractions - one to ~ $65
three teeth or tooth spaces - per quadrant
D7340 Vestibuloplasty - ridge extension (secondary $350
epithelialization) limited to once in a 5 year period per arch
D7350 Vestibuloplasty - ridge extension (including soft tissue $350
grafts, muscle reattachment, revision of soft tissue
attachment and management of hypertrophied and
hyperplastic tissue) limited to once per arch
D7410 Excision of benign lesion up 1.25 cm $75
D7411 Excision of benign lesion greater than 1.25 cm $115
D7412 Excision of benign lesion, complicated $175
D7413 Excision of malignant lesion up to 1.25 cm $95
D7414 Excision of malignant lesion greater than 1.25 cm $120
D7415 Excision of malignant lesion, complicated $255
D7440 Excision of malignant tumor - lesion diameter up to 1.25 $105
cm
D7441 Excision of malignant tumor - lesion diameter greater than  $185
1.25cm
D7450 Removal of benign odontogenic cyst or tumor - lesion $180

diameter up to 1.25 cm
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D7451 Removal of benign odontogenic cyst or tumor - lesion $330
diameter greater than 1.25 cm

D7460 Removal of benign nonodontogenic cyst or tumor - lesion ~ $155
diameter up to 1.25 cm

D7461 Removal of benign nonodontogenic cyst or tumor - lesion ~ $250
diameter greater than 1.25 cm

D7465 Destruction of lesion(s) by physical or chemical method, $40
by report

D7471 Removal of lateral exostosis (maxilla or mandible) limited  $140
to once per quadrant for the removal of buccal or facial
exostosis only

D7472 Removal of torus palatinus limited to once in a patient’s $145
lifetime

D7473 Removal of torus mandibularis limited to once per $140
quadrant

D7485 Surgical reduction of osseous tuberosity limited to once $105
per quadrant

D7490 Radical resection of maxilla or mandible $350

D7509 Marsupialization of odontogenic cyst $180

D7510 Incision and drainage of abscess - intraoral soft tissue $70
limited to once per quadrant, same date of service

D7511 Incision and drainage of abscess - intraoral soft tissue - $70
complicated (includes drainage of multiple fascial spaces)
limited to once per quadrant, same date of service

D7520 Incision and drainage of abscess - extraoral soft tissue $70

D7521 Incision and drainage of abscess - extraoral soft tissue - $80
complicated (includes drainage of multiple fascial spaces)

D7530 Removal of foreign body from mucosa, skin, or $45
subcutaneous alveolar tissue limited to once per date of
service

D7540 Removal of reaction producing foreign bodies, $75
musculoskeletal system limited to once per date of service

D7550 Partial ostectomy/sequestrectomy for removal of non-vital ~ $125
bone limited to once per quadrant per date of service

D7560 Maxillary sinusotomy for removal of tooth fragment or $235
foreign body
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D7610 Maxilla - open reduction (teeth immobilized, if present) $140
D7620 Maxilla - closed reduction (teeth immobilized, if present) $250
D7630 Mandible - open reduction (teeth immobilized, if present)  $350
D7640 Mandible - closed reduction (teeth immobilized, if present) $350
D7650 Malar and/or zygomatic arch - open reduction $350
D7660 Malar and/or zygomatic arch - closed reduction $350
D7670 Alveolus - closed reduction, may include stabilization of $170
teeth
D7671 Alveolus - open reduction, may include stabilization of $230
teeth
D7680 Facial bones - complicated reduction with fixation and $350
multiple surgical approaches
D7710 Maxilla - open reduction $110
D7720 Makxilla - closed reduction $180
D7730 Mandible - open reduction $350
D7740 Mandible - closed reduction $290
D7750 Malar and/or zygomatic arch - open reduction $220
D7760 Malar and/or zygomatic arch - closed reduction $350
D7770 Alveolus - open reduction stabilization of teeth $135
D7771 Alveolus, closed reduction stabilization of teeth $160
D7780 Facial bones - complicated reduction with fixation and $350
multiple approaches
D7810 Open reduction of dislocation $350
D7820 Closed reduction of dislocation $80
D7830 Manipulation under anesthesia $85
D7840 Condylectomy $350
D7850 Surgical discectomy, with/without implant $350
D7852 Disc repair $350
D7854 Synovectomy $350
D7856 Myotomy $350
D7858 Joint reconstruction $350
D7860 Arthrotomy $350
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D7865 Arthroplasty $350
D7870 Arthrocentesis $90
D7871 Non-arthroscopic lysis and lavage $150
D7872 Arthroscopy - diagnosis, with or without biopsy $350
D7873 Arthroscopy - lavage and lysis of adhesions $350
D7874 Arthroscopy - disc repositioning and stabilization $350
D7875 Arthroscopy - synovectomy $350
D7876 Arthroscopy - discectomy $350
D7877 Arthroscopy - debridement $350
D7880 Occlusal orthotic device, by report $120
D7881 Occlusal orthotic device adjustment $30
D7899 Unspecified TMD therapy, by report $350
D7910 Suture of recent small wounds up to 5 cm $35
D7911 Complicated suture - up to 5 cm $55
D7912 Complicated suture - greater than 5 cm $130
D7920 Skin graft (identify defect covered, location and type of $120
graft)
D7922 Placement of intra-socket biological dressing to aid in $80
hemostasis or clot stabilization, per site
D7940 Osteoplasty - for orthognathic deformities $160
D7941 Osteotomy - mandibular rami $350
D7943 Osteotomy - mandibular rami with bone graft; includes $350
obtaining the graft
D7944 Osteotomy - segmented or subapical $275
D7945 Osteotomy - body of mandible $350
D7946 LeFort I (maxilla - total) $350
D7947 LeFort I (maxilla - segmented) $350
D7948 LeFort IT or LeFort III (osteoplasty of facial bones for $350
midface hypoplasia or retrusion) - without bone graft
D7949 LeFort II or LeFort III - with bone graft $350
D7950 Osseous, osteoperiosteal, or cartilage graft of mandible or ~ $190

maxilla - autogenous or nonautogenous, by report
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D7951 Sinus augmentation with bone or bone substitutes via a $290
lateral open approach
D7952 Sinus augmentation via a vertical approach $175
D7955 Repair of maxillofacial soft and/or hard tissue defect $200
D7961 Buccal/labial frenectomy (frenulectomy) $120
D7962 Lingual frenectomy (frenulectomy) $120
D7963 Frenuloplasty limited to once per arch per date of service $120
D7970 Excision of hyperplastic tissue - per arch limited to once $175
per arch per date of service
D7971 Excision of pericoronal gingiva $80
D7972 Surgical reduction of fibrous tuberosity limited to once per $100
quadrant per date of service
D7979 Non-surgical sialolithotomy $155
D7980 Surgical sialolithotomy $155
D7981 Excision of salivary gland, by report $120
D7982 Sialodochoplasty $215
D7983 Closure of salivary fistula $140
D7990 Emergency tracheotomy $350
D7991 Coronoidectomy $345
D7995 Synthetic graft - mandible or facial bones, by report $150
D7997 Appliance removal (not by dentist who placed appliance),  $60
includes removal of archbar limited to once per arch per
date of service
D7999 Unspecified oral surgery procedure, by report $350
Orthodontics Medically Necessary banded case (The Copayment applies  $1000
to a Member’s course of treatment as long as that Member
remains enrolled in this Plan)
D8080 Comprehensive orthodontic treatment of the adolescent
dentition handicapping malocclusion
D8210 Removable appliance therapy
D8220 Fixed appliance therapy
D8660 Pre-orthodontic treatment examination to monitor growth

and development
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Member

Code Service Copayment

D8670 Periodic orthodontic treatment visit

D8680 Orthodontic retention (removal of appliances, construction
and placement of retainer(s))

D8681 Removable orthodontic retainer adjustment

D8696 Repair of orthodontic appliance - maxillary

D8697 Repair of orthodontic appliance - mandibular

D8698 Recement or re-bond fixed retainer - maxillary

D8699 Recement or re-bond fixed retainer - mandibular

D8701 Repair of fixed retainer, includes reattachment - maxillary

D8702 Repair of fixed retainer, includes reattachment -
mandibular

D8703 Replacement of lost or broken retainer - maxillary

D8704 Replacement of lost or broken retainer - mandibular

D8999 Unspecified orthodontic procedure, by report

Adjunctive

General

Services

D9110 Palliative treatment of dental Pain - per visit $30

D9120 Fixed partial denture sectioning $95

D9210 Local anesthesia not in conjunction with operative or $10
surgical procedures limited to once per date of service

D9211 Regional block anesthesia $20

D9212 Trigeminal division block anesthesia $60

D9215 Local anesthesia in conjunction with operative or surgical ~ $15
procedures

D9219 Evaluation for moderate sedation, deep sedation or general ~ $45
anesthesia

D9222 Deep sedation/general anesthesia - first 15 minutes $45

D9223 Deep sedation/general anesthesia - each subsequent 15 $45
minute increment

D9230 Inhalation of nitrous oxide/analgesia, anxiolysis $15

D9239 Intravenous moderate (conscious) sedation/analgesia - first  $60
15 minutes
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Service

Member
Copayment

D9243 Intravenous moderate (conscious) sedation/analgesia - each  $60
subsequent 15 minute increment

D9248 Non-intravenous conscious sedation $65

D9310 Consultation - diagnostic service provided by dentist or $50
Physician other than requesting dentist or Physician

D9311 Consultation with a medical health professional $0

D9410 House/extended care facility call $50

D9420 Hospital or ambulatory surgical center call $135

D9430 Office visit for observation (during regularly scheduled $20
hours) - no other services performed

D9440 Office visit - after regularly scheduled hours limited to $45
once per date of service only with treatment that is a
benefit

D9610 Therapeutic parenteral drug, single administration limited  $30
to a maximum of four injections per date of service

D9612 Therapeutic parenteral drug, two or more administrations,  $40
different medications

D9910 Application of desensitizing medicament limited to once in  $20
a 12 month period; permanent teeth only

D9930 Treatment of complications - post surgery, unusual $35
circumstances, by report limited to once per date of service

D9950 Occlusion analysis - mounted case limited to once ina 12~ $120
month period

D9951 Occlusal adjustment - limited. Limited to once in a 12 $45
month period per quadrant

D9952 Occlusal adjustment - complete. Limited to once in a 12 $210
month period following occlusion analysis- mounted case
(D9950)

D9995 Teledentistry - synchronous; real-time encounter. Limited = No Charge
to twice in a 12 month period

D9996 Teledentistry - asynchronous; information stored and No Charge
forwarded to dentist for subsequent review. Limited to
twice in a 12 month period

D9997 Dental case management - patients with special health care  $0
needs

D9999 Unspecified adjunctive procedure, by report $0
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Pediatric Vision Services

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 "Exclusions and
Limitations" for limitation on covered pediatric 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.

Pediatric vision services are covered until the last day of the month in which the individual turns
nineteen years of age.

Professional Services

Routine eye examination With dilation ...........c.c.coociiiiiiiiiiiii i $0*
Examination for contact lenses
Standard contact lens fit and fOIOW=UP ......ccviiiriiiiiiieceeeeee e e e $0*
Premium contact lens fit and fOllOW=-UP ........c.ccieriiiiiiieiieieceee e $0*
Limitation(s):

* In accordance with professionally recognized standards of practice, this Plan covers one
complete vision examination once every Calendar Year.

Note(s):

e Examination for contact lenses is in addition to the Member’s vision examination. There is no
additional Copayment for contact lens follow-up visit after the initial fitting exam.

e Benefits may not be combined with any discounts, promotional offerings or other group
benefit plans. Allowances are one time use benefits. No remaining balance.

e Standard contact lens includes soft, spherical and daily wear contact lenses.

e Premium contact lens includes toric, bifocal, multifocal, cosmetic color, post-surgical and gas
permeable contact lenses.

Materials (includes frames and lenses)

Copayment

Provider selected Frames (one every 12 moOnths) ........cccoeciiiiiiiiiiiiiiiiecieeeeee e $0
Standard Eyeglass Lenses (one pair every 12 Mmonths)........cccceeciieeiiiiiiiieciieeciee e $0
e Single vision, bifocal, trifocal, lenticular

e Glass or plastic, including polycarbonate

Optional Lenses and Treatments iNCIUAING: ..........ccveiiiieiiiiieiieiieeere et $0
e UV treatment

e Tint (fashion & gradient & glass-grey)
e Standard plastic scratch coating

e Photochromatic/transitions plastic
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Premium Progressive Lenses

Provider selected contact lenses are covered, based upon the type of
contact lenses selected, every Calendar Year (in lieu of eyeglass
lenses)

Standard (hard) contacts 1 contact per eye per every 12 months

Standard anti-reflective coating
Polarized

Standard progressive lenses
Hi-index lenses

Blended segment lenses

Intermediate vision lenses

Select or ultra-progressive lenses

Monthly contacts (six-month supply) 6 lenses per eye
Bi-weekly (three-month supply) 6 lenses per eye
Dailies (one-month supply) 30 lenses per eye (60 lenses)

Medically Necessary*

* Contact lenses may be Medically Necessary for the treatment of conditions, including, but not
limited to: keratoconus, pathological myopia, aphakia, anisometropia, aniseikonia, aniridia, corneal

disorders, post-traumatic disorders and irregular astigmatism.

Medically Necessary Contact Lenses:

Coverage of Medically Necessary contact lenses is subject to Medical Necessity and all applicable
exclusions and limitations. See "Pediatric Vision Services" portion of the "Exclusions and Limitations"
for details of limitations.
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Acupuncture Services

Acupuncture Services are provided by Health Net. Health Net 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.

Office Visits
Copayment
NeW PatieNt EXAMINALION ....c..eivieiieieetieteetesteeteeeesteeteestesteessesseesseesesseesseessasseesseessesssessesssesseessessaessenns $15
EaCh SUDSCQUENT VISIE.....iiiuiiiiiiitieeiieciie ettt ettt et e et e et e eeteeesbeestbeesseessseessaessseesseessseenssesssaenseanns $15
RE-EXAMINATION VISIE ..eeutiitieiieieeiieitieiestiesteete st esteeteeseesseesaesseesseessesseesseessesseenseessesseesseessesssenseessesseensenses $15
SECONA OPINION. ....uviiieiiiiiieiieetieetie et et e et et e eteestteebeesteeesseesseeesseaseaesseesseasseesseassssenssessseesseessseesaensseas $15
Note(s):

e I[fthe re-evaluation occurs during a subsequent visit, only one Copayment will be required.
Limitation(s):

e Acupuncture Services, typically provided only for the treatment of Nausea or as part of a
comprehensive Pain management program for the treatment of chronic Pain, are covered when

Medically Necessary.
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OUT-OF-POCKET MAXIMUM

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

Once the total amount of all Copayments you pay for Covered Services and supplies under this Plan
Contract in any one Calendar Year equals the Out-of-Pocket Maximum amount, no payment for
Covered Services and supplies may be imposed on any Member, except as described in "Exceptions to
OOPM" below.

The OOPM amounts for this Plan are:

ONE MEIMDET ...ttt e e e et e e e e e e e e eeata e e e eeaaeeeseeataseeseaaseeeeensaeeesannaeeeeas $4,500
FAMILY Lottt et h e e et e te b e st e be e st e raeeteenbeesaeereenbeenseeteeseennans $9,000
Exceptions to OOPM

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

The following Copayments and expenses paid by you for Covered Services or supplies under this Plan
will not be applied to the OOPM amount:

e Copayments for Health Net Individual and Family Plus Plan Vision Services benefits and expenses
incurred in excess of covered Eyewear.

e Copayments for Health Net Individual and Family Plus Plan Dental Services benefits

You are required to continue to pay charges for the exceptions listed above after the OOPM has been
reached.

How the OOPM Works
Here’s how the OOPM works:

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

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

e [famounts for Covered Services and supplies paid for all enrolled Members equal the OOPM
amount shown for a family, no further payment is required from any enrolled Member of that family
for the remainder of the Calendar Year for those services. (Note: In order for the Family Out-of-
Pocket Maximum to apply, all Family Members must be enrolled under a single Subscriber. Family
Members enrolled as separate Subscribers are each subject to the One Member Out-of-Pocket
Maximum.)
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e Only amounts that are applied to the individual Member's OOPM amount may be applied to the
family's OOPM amount. Any amount you pay for Covered Services for yourself that would
otherwise apply to your individual OOPM but exceeds the above stated OOPM amount for one
Member will be refunded to you by Health Net and will not apply toward your family’s OOPM.
Individual Members cannot contribute more than their individual OOPM amount to the family
OOPM.

You will be notified by us of your OOPM accumulation for each month in which benefits were used. You

will also be notified by us when you have reached your OOPM amount for the Calendar Year. You can
also obtain an update on your OOPM accumulation by calling the Customer Contact Center at the

telephone number on your ID card. Please keep a copy of all receipts and canceled checks for costs for

Covered Services and supplies as proof of payments made.
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ELIGIBILITY, ENROLLMENT AND TERMINATION

Who is Eligible and How to Enroll for Coverage

Health Net establishes the conditions of eligibility that must be met in order to be eligible for coverage
under this health Plan. In order to enroll in and receive coverage under this Plan, Subscriber and each of
the Subscriber’s Family Members that apply for enrollment must: (a) live in the Health Net Service Area
and (b) apply for enrollment during an open enrollment period or during a special enrollment period as
defined below under "Special Enrollment Periods." The following persons are not eligible for coverage
under this Plan: (a) persons age 65 and older and eligible for Medicare benefits (except for Dependent
parents/stepparents as described below); and (b) persons eligible for Medi-Cal, or other applicable state
or federal programs. 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 enrollment, the Effective Date thereof, the
plan selected and the monthly subscription charge.

Subscribers who enroll in this Plan may also apply to enroll Family Members who satisfy the eligibility
requirements for enrollment. The following types of Dependents describe those Family Members who
may apply for enrollment in this Plan:

e Spouse: The Subscriber’s lawful spouse, as defined by California law. (The term "spouse" also
includes the Subscriber’s Domestic Partner when the domestic partnership meets all Domestic
Partner requirements under California law as defined in the "Definitions" section.)

e Children: The children of the Subscriber or their spouse (including legally adopted children,
stepchildren and children for whom the Subscriber is a court-appointed guardian).

e A parent or stepparent who meets the definition of a qualifying relative under Section 152(d) of Title
26 of the United States Code and who lives or resides within the Ambetter HMO service area.

Age Limit for Children

Each child is eligible to apply for enrollment as a Dependent until the age of 26 (the limiting age). 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 become ineligible.

Special Enrollment Periods

In addition to the open enrollment period, you are eligible to enroll in this Plan within 60 days of certain
events, including but not limited to the following:

e (ained, lost or changed Dependent status due to marriage, domestic partnership, divorce, legal
separation, dissolution of domestic partnership, birth, adoption, placement for adoption, coverage
mandated by a valid state or federal court order, or assumption of a parent/stepparent-child
relationship (see "Special Enrollment Periods for Newly Acquired Dependents" section below);

e Were mandated to be covered as a Dependent due to a valid state or federal court order;

e Were released from incarceration;
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Demonstrate that you had a material provision of your health coverage contract substantially
violated by your health coverage issuer;

Gained access to new health benefit plans as a result of a permanent move;

Were receiving services under another health benefit plan from a contracting provider, who is no
longer participates in that health plan, for any of the following conditions: (a) an acute or serious
condition; (b) a terminal illness; (c) a pregnancy; (d) care of a newborn between birth and 36
months; or (e) a surgery or other procedure authorized as part of a documented course of treatment
to occur within 180 days of the contracts termination date or the Effective Date of coverage for a
newly covered Member;

Demonstrate to Covered California that you did not enroll in a health benefit plan during the
immediately preceding enrollment period available to you because you were misinformed that you
were covered under minimum essential coverage;

Are 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;

Were not allowed to enroll in a plan through Covered California due to the intentional, inadvertent
or erroneous actions of the Exchange;

Are 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;

Apply 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;

Apply for coverage with Medi-Cal during the annual open enrollment period and are determined
ineligible for such coverage after open enrollment has ended;

Adequately demonstrate to Covered California that a material error related to Plan benefits, service
area or premium influenced your decision to purchase coverage through Covered California;

Gain access to the Individual Coverage Health Reimbursement Arrangement (ICHRA) and are not
already covered by the ICHRA.

For the following, you are eligible to enroll 60 days before and 60 days after the event:

Lost coverage in a plan with minimum essential coverage (coverage becomes effective the first of
the following month after loss of coverage), not including voluntary termination, loss due to
nonpayment of premiums or situations allowing for a rescission (fraud or intentional
misrepresentation of material fact);

Lost medically needy coverage under Medi-Cal (not including voluntary termination or termination
due to failure to pay premium);

Lost pregnancy-related coverage under Medi-Cal (not including voluntary termination or termination
due to failure to pay premium);
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e 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 COBRA continuation coverage or government subsidies completely
ceased.

Disabled Child

Children who reach age 26 are eligible to apply to continue enrollment as a Dependent for 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 Subscriber for support and maintenance.

If you are applying to enroll a disabled child for new coverage as a Dependent, you must provide
Health Net with proof of incapacity and dependency within 60 days of the date you receive a request for
such information about the Dependent child from Health Net.

Health Net must provide you notice at least 90 days prior to the date at which the Dependent child’s
coverage will terminate. You must provide Health Net with proof of your child’s incapacity and
dependency within 60 days of the date you receive such notice from Health Net in order to continue
coverage for a disabled child past the age limit.

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

A disabled child may remain covered by this Plan as a Dependent for as long as they remain
incapacitated and continues to meet the eligibility criteria described above.

Legal Separation or Final Decree of Dissolution of Marriage or Domestic
Partnership or Annulment

On midnight of the last day of the month in which legal separation occurs or entry of the final decree of
dissolution of marriage or domestic partnership or annulment occurs, a spouse shall cease to be an
eligible Family Member. Children of the spouse who are not also the natural or legally adopted children
of the Subscriber shall cease to be eligible Family Members at the same time.

Change in Eligibility

You must notify Health Net of changes that will affect your eligibility, including no longer residing in
the Health Net Service Area. You should direct any such correspondence to us at: Health Net Individual
Products, P.O. Box 989731, West Sacramento, CA 95798-9731.

Special Enrollment Periods for Newly Acquired Dependents

You are entitled to enroll newly acquired dependents as follows:

Spouse: If you are the Subscriber and you marry while you are covered by this Plan, you may apply to
enroll your new spouse (and your spouse’s eligible children) within 60 days of the date of marriage by
submitting a new enrollment application to Health Net. If your spouse is accepted for coverage,
coverage begins on the date indicated on the Notice of Acceptance for the new enrollee.
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Domestic Partner: If you are the Subscriber and you enter into a domestic partnership while you are
covered by this Plan, you may apply to enroll your new Domestic Partner (and their eligible children)
within 60 days of the date a Declaration of Domestic Partnership is filed with the Secretary of State by
submitting a new enrollment application to Health Net. If your Domestic Partner is accepted for
coverage, coverage begins on the date indicated on the Notice of Acceptance for the new enrollee.

Dependent Parent/Stepparent: If you have a parent or stepparent who meets the definition of a
qualifying relative under Section 152(d) of Title 26 of the United States Code and who lives or resides
within the Ambetter HMO service area, they may be eligible for coverage under this Plan. You may
apply to enroll your Dependent parent/stepparent within 60 days of the qualifying event by submitting a
new enrollment application to Health Net. If your Dependent parent/stepparent is accepted for coverage,
coverage begins on the date indicated on the Notice of Acceptance for the new enrollee.

Newborn Child: A child newly born to the Subscriber or their spouse will automatically be covered for
31 days (including the date of birth). They are covered for only the 31 days starting on and including the
day of birth if you do not enroll the newborn within 31 days (including the date of birth) by submitting
an enrollment application to Health Net and paying any applicable subscription charges. If you do not
enroll the child within 31 days (including the date of birth), your child will be eligible to enroll under a
special enrollment period within 60 days of birth. Note: This provision does not amend the Plan
Contract and EOC to restrict any terms, limits, or conditions that may otherwise apply to Surrogates and
children born from Surrogates. For more information, please refer to the "Surrogacy Arrangements"
portion of the "Exclusions and Limitations" section and the "Surrogacy Arrangements" portion of the
"General Provisions" section.

If the mother is the Subscriber’s spouse and an enrolled Member, the child will be assigned to the
mother's Physician Group. If the mother is not enrolled, the child will be automatically assigned to the
Subscriber’s Physician Group. If you want to choose another Physician Group for that child, the transfer
will take effect only as stated in the "Transferring to Another Contracting Physician Group" portion of
this section.

Adopted Child: A newly adopted child or a child who is being adopted becomes eligible on the date of
adoption or the date of placement for adoption, as requested by the adoptive parent.

Coverage begins automatically and will continue for 30 days from the date of eligibility. The child will
be assigned to the Subscriber’s Physician Group. You must enroll the child within 31 days for coverage
to continue beyond the first 30 days by submitting an enrollment application to Health Net and paying
any applicable subscription charges. If you do not enroll the child within 31 days of adoption/placement,
your child will be eligible to enroll under a special enrollment period within 60 days of adoption
placement. If you want to choose another Physician Group for that child, the transfer will take effect
only as stated in the "Transferring to Another Contracting Physician Group" portion of this section.

Legal Ward (Guardianship): If the Subscriber or spouse becomes the legal guardian of a child, the
child is eligible to enroll on the effective date of the court order, but coverage is not automatic. You
must enroll the child within 60 days of the effective date of the court order by submitting an enrollment
application to Health Net and paying any applicable subscription charges. The child will be assigned to
the Subscriber’s Physician Group. Coverage will begin on the first day of the month after Health Net
receives the enrollment request. You must enroll the child by submitting a Newborn Addition Form to
Health Net and paying any applicable subscription charges. If you want to choose another Physician
Group for that child, the transfer will take effect only as stated in the "Transferring to Another
Contracting Physician Group" portion of this section.
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Special Reinstatement Rule for Reservists Returning from Active

Dut

Reservists ordered to active duty on or after January 1, 2007 who were covered under this Plan at the
time they were ordered to active duty and their eligible Dependents will be reinstated without waiting
periods or exclusion of coverage for pre-existing conditions. A reservist means a member of the U.S.
Military Reserve or California National Guard called to active duty pursuant to Public Law 107-243 or
Presidential Order No. 13239. Please notify Health Net when you return from active duty if you want to
reinstate your coverage under this Plan.

Transferring to Another Contracting Ph

As stated in the "Selecting a Contracting Physician Group" portion of the "Introduction to Health Net"

section, each person must select a Physician Group close enough to their residence to allow reasonable
access to care. Please call the Customer Contact Center at the telephone number on your Health Net ID
card if you have questions involving reasonable access to care.

Any individual Member may change Physician Groups by transferring from one to another when:
e The Member moves to a new address (notify Health Net within 30 days of the change).
e Determined necessary by Health Net.
e The Member exercises the once-a-month transfer option.
Exception(s):

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

Effective Date of Transfer

Once we receive your request for a transfer, the transfer will occur on the first day of the following
month. (Example: Request received March 12, transfer effective April 1.)

If your request for a transfer is not allowed because of a hospitalization and you still wish to transfer
after the medical condition or treatment for it has ended, please call the Customer Contact Center at the
telephone number on your Health Net ID card to process the transfer request. The transfer in a case like
this will take effect on the first day of the calendar month following the date the treatment for the
condition causing the delay ends.

For a newly eligible child who has been automatically assigned to a Physician Group, the transfer will
not take effect until the first day of the calendar month following the date the child first becomes
eligible. (Automatic assignment takes place with newborn and adopted children and is described in the
"Who is Eligible and How to Enroll for Coverage" provision earlier in this section.)
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Renewal Provisions

Subject to the termination provisions described below, coverage will remain in effect for each month
subscription charges are received and accepted by Health Net.

Re-enrollment

If you terminate coverage for yourself or any of your Family Members, you may apply for re-
enrollment.

Termination for Cause

You may terminate this Plan Contract by notifying Health Net. In such event, termination will be
effective on midnight of the first day of the month following our receipt of your request to terminate. If
the terms of this Plan Contract are altered by Health Net, no resulting reduction in coverage will
adversely affect a Member who is confined to a Hospital at the time of such change.

Health Net may terminate this Plan Contract together with all like Plan Contracts by giving 90 days
written notice to the Subscriber and the California Department of Managed Health Care.

Health Net may individually terminate or not renew this Plan Contract for the following reasons or
under the following circumstances:

e Failure of the Subscriber to pay any subscription charges when due in the manner specified in the
"Subscription Charges" section. See the "Subscription Charges" section for additional information
regarding termination resulting from failure of the Subscriber to pay any subscription charges.

e [fyou commit any act or practice which constitutes fraud, or for any intentional misrepresentation of
material fact under the terms of the agreement, in which case a notice of termination will be sent and
termination will be effective upon the date the notice of termination is mailed. Some examples
include:

a. Misrepresenting eligibility information about you or a Dependent

b. Presenting an invalid prescription or Physician order
c. Misusing a Health Net Member ID card (or letting someone else use it)

e Termination of this Plan Contract for good cause. Termination will be effective as noted below:

a. Except for no longer residing in the service area, when the Subscriber ceases to be eligible
according to any other eligibility provisions of this health plan, coverage will be terminated for
Subscriber and any enrolled Family Members effective on midnight of the last day of the month
for which loss of eligibility occurs. See "Who is Eligible and How to Enroll for Coverage"
earlier in this section for eligibility provisions.

b. Except for no longer residing in the service area, when the Family Member ceases to be eligible
according to any other eligibility provisions of this health plan, coverage will be terminated only
for that person effective on midnight of the last day of the month in which loss of eligibility
occurred.

c. When the Subscriber or Family Member ceases to reside in the service area, coverage will be
terminated 30 days from the date the letter is mailed.



If a Member’s coverage is terminated under this health Plan by Health Net for any reason noted above
other than failure to pay subscription charges, a cancellation or nonrenewal notice will be sent at least 30
days prior to the termination which will provide the following information: (a) the reason for and
effective date of the termination; (b) names of all enrollees affected by the notice and (c) your right to
submit a grievance. Once coverage is terminated, Health Net will send a termination notice which will
provide the following information: (a) the reason for and effective date of the termination; (b) names of
all enrollees affected by the notice and (c¢) your right to submit a grievance.

If coverage is terminated for failure to pay subscription charges when due, or for committing any act or
practice which constitutes fraud, or for any intentional misrepresentation of material fact under the terms
of the agreement, you may lose the right to re-enroll in Health Net in the future. We may also report
criminal fraud and other illegal acts to the authorities for prosecution.

Health Net will conduct a fair investigation of the facts before any termination or involuntary transfer
for any of the above reasons is carried out.

Members are responsible for payment for any services received after termination of this Plan Contract
at the provider’s prevailing, non-Member rates. This is also applicable to Members who are hospitalized
or undergoing treatment for an ongoing condition on the termination date of this Plan Contract.

Rescission or Cancellation of Coverage for Fraud or Intentional

Misrepresentation of Material Fact

WHEN HEALTH NET CAN RESCIND OR CANCEL A PLAN CONTRACT: Within the first 24
months of coverage, Health Net may rescind this Plan Contract for any act or practice which constitutes
fraud, or for any intentional misrepresentation of material fact in the written information submitted by
you or on your behalf on or with your enrollment application.

Health Net may cancel a Plan Contract for any act or practice which constitutes fraud, or for any
intentional misrepresentation of material fact under the terms of the Plan Contract.

A material fact is information which, if known to Health Net, would have caused Health Net to decline
to issue coverage.

Cancellation of a Plan Contract

If this Plan Contract is cancelled, you will be sent a cancellation or nonrenewal notice at least 30 days
prior to the termination which will provide the following information: (a) the reason for and effective
date of the termination; (b) names of all enrollees affected by the notice and (c¢) your right to submit a
grievance. Once coverage is terminated, Health Net will send a termination notice which will provide
the following information: (a) the reason for and effective date of the termination; (b) names of all
enrollees affected by the notice and (c) your right to submit a grievance.

Rescission of a Plan Contract

If this Plan Contract is rescinded, Health Net shall have no liability for the provision of coverage under
this Plan Contract.

By signing the enrollment application, you represented that all responses were true, complete and
accurate, and that the enrollment application would become part of the Plan Contract between
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Health Net and you. By signing the enrollment application, you further agreed to comply with the terms
of this Plan Contract.

If this Plan Contract is rescinded, you will be sent a rescission notice at least 30 days prior to the
rescission which will provide the following information: (a) the reason for and effective date of the
termination; (b) names of all enrollees affected by the notice and (c) your right to submit a grievance.
Once coverage is rescinded, Health Net will send a termination notice which will provide the following
information: (a) the reason for and effective date of the termination; (b) names of all enrollees affected
by the notice and (c) your right to submit a grievance.

If this Plan Contract is rescinded:

1. Health Net may revoke your coverage as if it never existed and you will lose health benefits
including coverage for treatment already received;

2. Health Net will refund all premium amounts paid by you, less any medical expenses paid by
Health Net on behalf of you and may recover from you any amounts paid under the Plan Contract
from the original date of coverage; and

3. Health Net reserves its right to obtain any other legal remedies arising from the rescission that are
consistent with California law.

If you believe Health Net has improperly rescinded your coverage, you may file a grievance to appeal
the decision. See the "Grievance, Appeals, Independent Medical Review and Arbitration" portion of the
"General Provisions" section of this Plan Contract and Evidence of Coverage.

69



COVERED SERVICES AND SUPPLIES

You are entitled to receive Medically Necessary services and supplies described below when they are
authorized according to procedures Health Net and the Physician Group have established. 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. All
Covered Services and supplies, except for Emergency and Urgently Needed Care, for Subscribers and
their eligible Dependents must be performed by the Physician Group or authorized by them to be
performed by another provider.

Any Covered Service or supply may require a Copayment, be subject to a Deductible or have a benefit
maximum. Please refer to the "Schedule of Benefits and Copayments" section for details.

Certain limitations may apply. Be sure you read the section entitled "Exclusions and Limitations,"
before obtaining care.

Medical Services and Supplies

Office Visits

Office visits for services by a Physician are covered. Also covered are office visits for services by other
health care professionals when you are referred by your Primary Care Physician.

CVS MinuteClinic Services

CVS MinuteClinic visits for Preventive Care Services and for the diagnosis and evaluation of minor
illnesses or injuries are covered as follows.

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

e Wellness and preventive services including, but not limited to, asthma, cholesterol, diabetes and
blood pressure screenings, pregnancy testing and weight evaluations.

In addition, the CVS MinuteClinic also provides non-preventive care services, such as the evaluation
and diagnosis of:

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

e Minor injuries, including blisters, burns, sprains (foot, ankle, or knee), and wounds and abrasions;
and

e Minor skin conditions, such as, minor infections, rashes, or sunburns, wart treatment, or poison ivy.

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

You will receive a written visit summary at the conclusion of each CVS MinuteClinic visit. With your
permission, summaries of your CVS MinuteClinic visit, regardless of visit type, are sent to your Primary
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Care Physician. If you require a non-emergent referral to a Specialist, you will be referred back to your
Primary Care Physician for coordination of such care.

Members traveling in another state which has a CVS Pharmacy with a MinuteClinic can access
MinuteClinic Covered Services under this Plan at that MinuteClinic under the terms of this Plan
Contract and Evidence of Coverage.

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

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

Preventive Care Services

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

Preventive Care Services are covered for children and adults, as directed by your Physician, based on the
guidelines from the following resources:

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

e The Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Center
for Disease Control and Prevention (http://www.cdc.gov/vaccines/schedules/index.html)

e QGuidelines for infants, children, adolescents and women’s preventive health care as supported by the
Health Resources and Services Administration (HRSA) (www.hrsa.gov/womensguidelines/)

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

e Periodic health evaluations
e Preventive vision and hearing screenings
e Blood pressure, diabetes, and cholesterol tests

e U.S. Preventive Services Task Force (USPSTF) and Health Resources and Services Administration
(HRSA) recommended cancer screenings, including: cervical cancer screening, (including human
papillomavirus (HPV) screening), screening for prostate cancer (including prostate-specific antigen
testing and digital rectal examinations), breast cancer screening (mammograms, including three-
dimensional (3D) mammography, also known as digital breast tomosynthesis), lung cancer and
colorectal cancer screening (e.g., colonoscopies)

¢ Human Immunodeficiency Virus (HIV) testing and screening
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e Pre-Exposure Prophylaxis (PrEP) medications for the prevention of HIV infection, including related
medical services - baseline and follow-up testing and ongoing monitoring (e.g., HIV testing, kidney
function testing, serologic testing for hepatitis B and C virus, testing for other sexually transmitted
infections, pregnancy testing when appropriate and adherence counseling)

e Developmental screenings to diagnose and assess potential developmental delays

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

e Routine immunizations to prevent diseases/infection, as recommended by the ACIP (e.g.,
chickenpox, measles, polio, meningitis, mumps, flu, pneumonia, shingles, HPV)

e Vaccination for acquired immune deficiency disorder (AIDS) that is approved for marketing by the
FDA and that is recommended by the United States Public Health Service

e Counseling, screening, and immunizations to ensure healthy pregnancies
e Anxiety screening for children and adolescents

e Regular well-baby and well-child visits

e Well-woman visits

Preventive Care Services for women also include screening for gestational diabetes (diabetes in
pregnancy); sexually transmitted infection counseling; FDA-approved contraception methods for
women and contraceptive counseling; breastfeeding support, supplies and counseling; screening for
anxiety; domestic violence screening and counseling.

One breast pump and the necessary supplies to operate it (as prescribed by your Physician) will be
covered for each pregnancy at no cost to the Member. We will determine the type of equipment, whether
to rent or purchase the equipment and the vendor who provides it. This includes one retail-grade breast
pump (either a manual pump or a standard electric pump) as prescribed by your Physician. You can find
out how to obtain a breast pump by calling the Customer Contact Center at the phone number on your
Health Net ID card or contacting us at www.myhealthnetca.com.

Preventive Care Services are covered as shown in the "Schedule of Benefits and Copayments" section.

Vision and Hearing Examinations

Vision and hearing examinations for diagnosis and treatment are covered. Preventive vision and hearing
screening are covered as Preventive Care Services as shown in the "Schedule of Benefits and
Copayments" section. See the "Pediatric Vision Services" portion of the "Schedule of Benefits and
Copayments" for information regarding vision examinations for children under 19 years of age.

Obstetrician and Gynecologist (OB/GYN) Self-Referral

If you are a female Member you may obtain OB/GYN Physician services without first contacting your
Primary Care Physician.

For example, if you need OB/GYN Preventive Care Services, are pregnant or have a gynecology
ailment, you may go directly to an OB/GYN Specialist or a Physician who provides such services in
your Physician Group.
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If such services are not available in your Physician Group, you may go to one of the contracting
Physician Group’s referral Physicians who provides OB/GYN services. (Each contracting Physician
Group can identify its referral Physicians.)

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

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

The coverage described above meets the requirements of the Affordable Care Act (ACA), which states:

You do not need Prior Authorization or a referral from Health Net 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 Authorization
for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a
list of participating health care professionals who specialize in obstetrics or gynecology, visit our
website at www.myhealthnetca.com or contact the Customer Contact Center at the phone number on
your Health Net ID card.

Self-Referral for Reproductive and Sexual Health Care Services

You may obtain reproductive and sexual health care Physician services without first contacting your
Primary Care Physician or securing a referral from your Primary Care Physician. Reproductive and
sexual Health Care Services include but are not limited to: pregnancy services, including contraceptives
and treatment; diagnosis and treatment of sexually transmitted disease (STD); medical care due to rape
or sexual assault, including collection of medical evidence; and HIV testing.

If you need reproductive or sexual Health Care Services, you may go directly to a reproductive and
sexual health care Specialist or a Physician who provides such services in your Physician Group.

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

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

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

Immunizations and Injections

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

You will be charged the appropriate Copayment as shown in the "Schedule of Benefits and
Copayments" section.

Surgical Services

Services by a surgeon, assistant surgeon, anesthetist or anesthesiologist are covered.

Gender Affirming Surgery

Medically Necessary gender affirming services, including, but not limited to, mental health evaluation
and treatment, pre-surgical and post-surgical hormone therapy, fertility preservation, speech therapy,
and surgical services (such as hysterectomy, ovariectomy, orchiectomy, genital surgery, breast surgery,
mastectomy, and other reconstructive surgery) for the treatment of gender dysphoria or gender identity
disorder are covered. Services not Medically Necessary for the treatment of gender dysphoria or gender
identity disorder are not covered. Surgical services must be performed by a qualified provider in
conjunction with gender affirming surgery or a documented gender affirming surgery treatment plan.

Laboratory and Diagnostic Imaging (including X-ray) Services

Laboratory and diagnostic imaging (including x-ray) services and materials are covered as medically
indicated.

Home Visit

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

Rehabilitation Therapy

Rehabilitation therapy services (physical, speech and occupational therapy) are covered when Medically
Necessary, except as stated in the "Exclusions and Limitations" section.

Habilitative Services

Coverage for habilitative services and/or therapy is limited to Health Care Services and devices that help
a person keep, learn, or improve skills and functioning for daily living, when provided by a Member
Physician, licensed physical, speech or occupational therapist or other contracted provider, acting within
the scope of their license, to treat physical conditions and Mental Health and Substance Use Disorders,
or a Qualified Autism Service (QAS) Provider, QAS professional or QAS paraprofessional to treat
pervasive developmental disorder or autism, subject to any required authorization from Health Net or
your Physician Group. The services must be based on a treatment plan authorized, as required by

Health Net or your Physician Group and address the skills and abilities needed for functioning in
interaction with an individual's environment.

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

Cardiac Rehabilitation Therapy

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

Clinical Trials

Routine patient care costs for items and services furnished in connection with participating in an
approved clinical trial are covered when Medically Necessary, authorized by Health Net, and either the
Member’s treating Physician has recommended participation in the trial or the Member has provided
medical and scientific information establishing eligibility for the clinical trial. Clinical trial services
performed by nonparticipating providers are covered only when the protocol for the trial is not available
through a participating provider within California. Services rendered as part of a clinical trial may be
provided by a nonparticipating or participating provider subject to the reimbursement guidelines as
specified in the law.

The following definition applies to the terms mentioned in the above provision only.

"Approved clinical trial" means a phase I, phase II, phase III, or phase IV clinical trial that is conducted
in relation to the prevention, detection, or treatment of cancer or other life-threatening disease or
condition. The treatment shall be provided in a clinical trial that involves either a drug that is exempt
from federal regulation in relation to a new drug application or is approved or funded through in-kind
donations by one of the following:

e The National Institutes of Health, the federal Centers for Disease Control and Prevention, the
Agency for Health Care Research and Quality, the federal Centers for Medicare & Medicaid
Services, the United States Department of Defense, or the United States Department of Veterans
Affairs;

e A cooperative group or center of any of the entities described above; or

e A qualified nongovernmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants; or

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

1. The United States Department of Veterans Affairs.

2. The United States Department of Defense.
3. The United States Department of Energy.
e The FDA as an Investigational new drug application;

"Life threatening condition" means any disease or condition from which the likelihood of death is
probable unless the course of the disease or condition is interrupted.
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"Routine patient care costs" are the costs associated with the standard provisions of Health Net,
including drugs, items, devices and services that would normally be covered under this Plan Contract, if
they were not provided in connection with a clinical trials program.

Please refer to the "General Exclusions and Limitations" portion of the "Exclusions and Limitations"
section for more information.

Pulmonary Rehabilitation Therapy

Rehabilitation therapy services provided in connection with the treatment of chronic respiratory
impairment is covered Medically Necessary when continuous functional improvement in response to the
treatment plan is demonstrated by objective evidence.

Pregnancy

Hospital and professional services for conditions of pregnancy are covered, including prenatal and
postnatal care, delivery and newborn care. In cases of identified high risk pregnancy, prenatal diagnostic
procedures, alpha fetoprotein testing and genetic testing of the fetus are also covered.

Prenatal diagnostic procedures include services provided by the California Prenatal Screening Program
administered by the California Department of Public Health and are covered at no cost to the Members.
The California Prenatal Screening Program is a statewide program offered by prenatal care providers to
all pregnant individuals in California. Prenatal screening uses a pregnant individual’s blood samples to
screen for certain birth defects in their fetus. Prenatal screenings must be performed at or through a
PNS-contracted lab. Individuals with a fetus found to have an increased chance of one of those birth
defects are offered genetic counseling and other follow-up services through state-contracted Prenatal
Diagnosis Centers.

Termination of pregnancy and related services, including initial consultation, diagnostic services and
follow up care, are covered at no cost to the Member.

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

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

Preventive services for pregnancy, as listed in the U.S. Preventive Services Task Force A&B
recommendations and Health Resources and Services Administration’s ("HRSA") Women’s Preventive
Service, are covered as Preventive Care Services.

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

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

You may be discharged earlier only if you and your Physician agree to it.
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If you are discharged earlier, your Physician may decide, at their discretion, that you should be seen at
home or in the office, within 48 hours of the discharge, by a licensed health care provider whose scope
of practice includes postpartum care and newborn care. Your Physician will not be required to obtain
authorization for this visit.

Note(s):

e This provision does not amend the Plan Contract and EOC to restrict any terms, limits, or
conditions that may otherwise apply to Surrogates and children born from Surrogates. For more
information, please refer to the "Surrogacy Arrangements" portion of the "Exclusions and
Limitations" section and the "Surrogacy Arrangements" portion of the "General Provisions"
section.

Family Planning

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

Contraceptives that are covered under the medical benefit include intrauterine devices (IUDs), injectable
and implantable contraceptives. Contraceptives that are covered under the pharmacy benefit are
described in the "Prescription Drugs" portion of this "Covered Services and Supplies" section of this
Plan Contract and EOC.

Fertility Preservation

This Plan covers Medically Necessary services and supplies for standard fertility preservation treatments
for iatrogenic infertility. latrogenic infertility is infertility that is caused directly or indirectly by surgery,
chemotherapy, radiation, or other medical treatment. Standard fertility preservation services are
procedures consistent with the established medical treatment practices and professional guidelines
published by the American Society of Clinical Oncology or the American Society for Reproductive
Medicine.

This benefit is subject to the applicable Copayments shown in the "Schedule of Benefits and
Copayments" section, as would be required for Covered Services to treat any illness or condition under
this Plan.

Medical Social Services

Hospital discharge planning and social service counseling are covered. In some instances, a medical
social service worker may refer you to non-contracting providers for additional services. These services
are covered only when authorized by your Physician Group and not otherwise excluded under this Plan.

Patient Education

Patient education programs on how to prevent illness or injury and how to maintain good health,
including diabetes management programs and asthma management programs are covered. Health Net
will pay for a diabetes instruction program supervised by a Physician. A diabetes instruction program is
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a program designed to teach you (the diabetic) and your covered Dependent about the disease process,
the daily management of diabetic therapy and medical nutrition therapy.

Home Health Care Services

The services of a Home Health Care Agency in the Member’s home are covered when provided by a
registered nurse or licensed vocational nurse and/or licensed physical, occupational, speech therapist or
respiratory therapist. These services are in the form of visits that may include, but are not limited to,
skilled nursing services, medical social services, rehabilitation therapy (including physical, speech and
occupational), pulmonary rehabilitation therapy and cardiac rehabilitation therapy.

Home Health Care Services must be ordered by your Physician, approved by your Physician Group or
Health Plan and provided under a treatment plan describing the length, type and frequency of the visits
to be provided. The following conditions must be met in order to receive Home Health Care Services:

e The skilled nursing care is appropriate for the medical treatment of a condition, illness, disease or
injury;

e The Member is home bound because of illness or injury (this means that the Member is normally
unable to leave home unassisted, and, when the Member does leave home, it must be to obtain

medical care, or for short, infrequent non-medical reasons such as a trip to get a haircut, or to attend
religious services or adult day care);

e The Home Health Care Services are part-time and intermittent in nature; a visit lasts up to 4 hours in
duration in every 24 hours; and

e The services are in place of a continued hospitalization, confinement in a Skilled Nursing Facility, or
outpatient services provided outside of the Member's home.

Additionally, Home Infusion Therapy is also covered. A provider of infusion therapy must be a licensed
pharmacy. Home nursing services are also provided to ensure proper patient education, training, and
monitoring of the administration of prescribed home treatments. Home treatments may be provided
directly by infusion pharmacy nursing staff or by a qualified home health agency. The patient does not
need to be homebound to be eligible to receive Home Infusion Therapy. See the "Definitions" section.
Custodial Care services and Private Duty Nursing, as described in the "Definitions" section and any
other types of services primarily for the comfort or convenience of the Member, are not covered even if
they are available through a Home Health Care Agency. Home Health Care Services do not include
Private Duty Nursing or shift care, including any portion of shift care services. Private Duty Nursing (or
shift care) is not a covered benefit under this Plan even if it is available through a Home Health Care
Agency or is determined to be Medically Necessary. See the "Definitions" section.

Outpatient Infusion Therapy

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

Infusion therapy includes: total parenteral nutrition (TPN) (nutrition delivered through the vein);
injected or intravenous antibiotic therapy; chemotherapy; injected or intravenous Pain management;
intravenous hydration (substances given through the vein to maintain the patient's fluid and electrolyte
balance, or to provide access to the vein); aerosol therapy (delivery of drugs or other Medically
Necessary substances through an aerosol mist); and tocolytic therapy to stop premature labor.
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Covered Services include professional services (including clinical pharmaceutical support) to order,
prepare, compound, dispense, deliver, administer or monitor covered drugs or other covered substances
used in infusion therapy.

Covered supplies include injectable Prescription Drugs or other substances which are approved by the
California Department of Public Health or the Food and Drug Administration for general use by the
public. Other Medically Necessary supplies and Durable Medical Equipment necessary for infusion of
covered drugs or substances are covered.

All services must be billed and performed by a provider licensed by the state. Only a 30-day supply will
be dispensed per delivery.

Infusion therapy benefits will not be covered in connection with the following:

e Infusion medication administered in an outpatient Hospital setting that can be administered in the
home or a non-Hospital infusion suite setting;

e Nonprescription drugs or medications;

e Any drug labeled "Caution, limited by Federal Law to Investigational use" or Investigational drugs
not approved by the FDA;

e Drugs or other substances obtained outside of the United States;
e Homeopathic or other herbal medications not approved by the FDA;

e FDA approved drugs or medications prescribed for indications that are not approved by the FDA, or
which do not meet medical community standards (except for non-Investigational FDA approved
drugs used for off-label indications when the conditions of state law have been met);

e Growth hormone treatment; or

e Supplies used by a health care provider that are incidental to the administration of infusion therapy,
including but not limited to: cotton swabs, bandages, tubing, syringes, medications and solutions.

Ambulance Services

All air and ground ambulance and ambulance transport services provided as a result of a "911"
emergency response system request for assistance will be covered when the criteria for Emergency Care,
as defined in this Plan Contract, have been met.

The contracting Physician Group may order the ambulance themselves when they know of your need in
advance. If circumstances result in you or others ordering an ambulance, your Physician Group must
still be contacted as soon as possible and they must authorize the services. Non-emergency ambulance
and psychiatric transport van services are covered if a Physician determines that your condition requires
the use of services that only a licensed ambulance (or psychiatric transport van) can provide and the use
of other means of transportation would endanger your health. These services are covered only when the
vehicle transports you to or from Covered Services. Please refer to the "Ambulance Services" provision
of the "Exclusions and Limitations" section for additional information.

Hospice Care

Hospice care is available for Members diagnosed as terminally ill by a Physician and the contracting
Physician Group. To be considered terminally ill, a Member must have been given a medical prognosis
of one year or less to live.
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Hospice care includes Physician services, counseling, medications, other necessary services and supplies
and homemaker services. The Member Physician will develop a plan of care for a Member who elects
Hospice care.

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

Durable Medical Equipment

Durable Medical Equipment, which includes but is not limited to wheelchairs, crutches, standard curved
handle or quad cane and supplies, dry pressure pad for a mattress, compression burn garments, IV pole,
tracheostomy tube and supplies, enteral pump and supplies, bone stimulator, cervical traction (over
door), phototherapy blankets for treatment of jaundice in newborns, bracing, supports, casts, nebulizers
(including face masks and tubing) and Hospital beds is covered. Durable Medical Equipment also
includes Orthotics (such as bracing, supports and casts) that are custom made for the Member.

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

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

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

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

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

Covered Durable Medical Equipment will be repaired or replaced when necessary. However, repair or
replacement for loss or misuse is not covered. Health Net will decide whether to repair or replace an
item. Health Net will also determine the type of equipment, whether to rent or purchase the equipment
and the vendor who provides it.

In assessing Medical Necessity for Durable Medical Equipment (DME) coverage, Health Net applies
nationally recognized DME coverage guidelines, such as those defined by InterQual (McKesson) and
the Durable Medical Equipment Medicare Administrative Contractor (DME MAC), Healthcare
Common Procedure Coding System (HCPCS) Level II and Medicare National Coverage Determinations

(NCD).

Some Durable Medical Equipment have quantity limits or may not be covered as they are considered
primarily for non-medical use. Nebulizers (including face masks and tubing), inhaler spacers, peak flow
meters and Orthotics are not subject to quantity limits.

We also cover up to two Medically Necessary contact lenses per eye (including fitting and dispensing)
in any 12-month period to treat conditions of aniridia (missing iris). An aniridia contact lens will not be
covered if we provided an allowance toward (or otherwise covered) more than one aniridia contact lens
for that eye within the previous 12 months.
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For adults age 19 and older, special contact lenses are covered when prescribed for conditions of
aphakia. Up to six Medically Necessary aphakic contact lenses per eye (including fitting and dispensing)
per Calendar Year to treat aphakia (absence of the crystalline lens of the eye). We will not cover an
aphakic contact lens if we provided an allowance toward (or otherwise covered) more than six aphakic
contact lenses for that eye during the same Calendar Year. For children up to age 19, who are covered
under pediatric vision services until the last day of the month in which they turn nineteen years of age,
see "Pediatric Vision Services" portion of "Covered Services and Supplies" for coverage details.

Coverage for Durable Medical Equipment is subject to the limitations described in the "Durable Medical
Equipment" portion of the "Exclusions and Limitations" section. Please refer to the "Schedule of
Benefits and Copayments" section for the applicable Copayment.

Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered as Preventive Care
Services. For additional information, please refer to the "Preventive Care Services" provision in this
"Covered Services and Supplies" section.

When applicable coverage includes fitting and adjustment of covered equipment or devices.

Diabetic Equipment

Equipment and supplies for the management and treatment of diabetes are covered, as Medically
Necessary, including those listed below. The applicable diabetic equipment Copayment will apply, as
shown in the "Schedule of Benefits and Copayments" section.

e Insulin pumps and all related necessary supplies

e Corrective Footwear to prevent or treat diabetes-related complications

e Specific brands of blood glucose monitors and blood glucose testing strips*

¢ Blood glucose monitors designed to assist the visually impaired

e Ketone urine testing strips*

e Lancets and lancet puncture devices*

e Specific brands of pen delivery systems for the administration of insulin, including pen needles*
e Specific brands of insulin syringes*

* These items (as well as insulin and Prescription Drugs for the treatment and management of
diabetes) are covered under the Prescription Drug benefits. Please refer to the "Prescription Drugs"
portion of this section for additional information.

Additionally, the following supplies are covered under the medical benefit as specified:

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

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

e Self-management training, education and medical nutrition therapy will be covered, only when
provided by licensed health care professionals with expertise in the management or treatment of
diabetes. Please refer to the "Patient Education" portion of this section for more information.
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Bariatric (Weight Loss) Surgery

Bariatric surgery provided for the treatment of morbid obesity is covered when Medically Necessary,
authorized by Health Net and performed at a Health Net Bariatric Surgery Performance Center by a
Health Net Bariatric Surgery Performance Center network surgeon who is affiliated with the Health Net
Bariatric Surgery Performance Center.

Health Net has a specific network of bariatric facilities and surgeons, which are designated as Bariatric
Surgery Performance Centers to perform weight loss surgery. Your Member Physician can provide you
with information about this network. You will be directed to a Health Net Bariatric Surgery Performance
Center at the time authorization is obtained. All clinical work-up, diagnostic testing and preparatory
procedures must be acquired through a Health Net Bariatric Surgery Performance Center by a

Health Net Bariatric Surgery Performance Center network surgeon.

If you live 50 miles or more from the nearest Health Net Bariatric Surgery Performance Center, you are
eligible to receive travel expense reimbursement. All requests for travel expense reimbursement must be
prior approved by Health Net.

Approved travel-related expenses will be reimbursed as follows:

e Transportation for the Member to and from the Bariatric Surgery Performance Center up to $130 per
trip for a maximum of four (4) trips (pre-surgical work-up visit, one pre-surgical visit, the initial
surgery and one follow-up visit).

e Transportation for one companion (whether or not an enrolled Member) to and from the Bariatric

Surgery Performance Center up to $130 per trip for a maximum of three (3) trips (work-up visit, the
initial surgery and one follow-up visit).

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

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

e Other reasonable expenses not to exceed $25 per day, up to two (2) days per trip for the pre-surgical
work-up, pre-surgical visit and follow-up visit and up to four (4) days for the surgery visit.

The following items are specifically excluded and will not be reimbursed:

e Expenses for tobacco, alcohol, telephone, television, and recreation are specifically excluded.

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

Organ, Tissue and Stem Cell Transplants

Organ, tissue and stem cell transplants that are not Experimental or Investigational are covered, if the
transplant is authorized by Health Net and performed at a Health Net Transplant Performance Center.

Health Net has a specific network or designated Transplant Performance Centers to perform organ,
tissue and stem cell transplants. Your Member Physician can provide you with information about our
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Transplant Performance Centers. You will be directed to a designated Health Net Transplant
Performance Center at the time authorization is obtained.

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

e For the enrolled Member who receives the transplant; and

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

For more information on organ donation coverage, please contact the Customer Contact Center at the
telephone number on your Health Net ID card.

Evaluation of potential candidates is subject to Prior Authorization. More than one evaluation (including
tests) at more than one transplant center will not be authorized unless it is determined to be Medically
Necessary.

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

Travel expenses and hotel accommodations associated with organ, tissue and stem cell transplants are
not covered.

Renal Dialysis

Renal dialysis services in your home service area are covered. Dialysis services for Members with End-
Stage Renal Disease (ESRD) who are traveling within the United States are also covered. Outpatient
dialysis services within the United States but outside of your home service area must be arranged and
authorized by your Physician Group or Health Net in order to be performed by providers in your
temporary location. Outpatient dialysis received out of the United States is not a Covered Service. See
"Durable Medical Equipment" portion of this "Covered Services and Supplies" section.

Ostomy and Urological Supplies

Ostomy and urological supplies are covered under the "Prostheses" benefit as shown under "Medical
Supplies" in the "Schedule of Benefits and Copayments" section and include the following:

e Adhesives - liquid, brush, tube, disc or pad
e Adhesive removers

e Belts - ostomy

e Belts - hernia

e Catheters

e (atheter insertion trays

e C(Cleaners

e Drainage bags/bottles - bedside and leg

e Dressing supplies
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e Irrigation supplies
e Lubricants

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

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

e Tape - all sizes, waterproof and non-waterproof

Prostheses

Internal and external prostheses required to replace a body part are covered, including fitting and
adjustment of such prostheses. Examples are artificial legs, surgically implanted hip joints, prostheses to
replace all or part of an external facial body part that has been removed or impaired as a result of
disease, injury or congenital defect, devices to restore speaking after a laryngectomy and visual aids
(excluding eyewear) to assist the visually impaired with proper dosing of insulin.

Also covered are internally implanted devices such as heart pacemakers.

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

In addition, enteral formula for Members who require tube feeding is covered in accord with Medicare
guidelines.

Health Net or the Member's Physician Group will select the provider or vendor for the items. If two or
more types of medically appropriate devices or appliances are available, Health Net or the Physician
Group will determine which device or appliance will be covered. The device must be among those that
the Food and Drug Administration has approved for general use.

Prostheses will be replaced when no longer functional. However, repair or replacement for loss or
misuse is not covered. Health Net will decide whether to replace or repair an item.

Prostheses are covered as shown under "Medical Supplies" in the "Schedule of Benefits and
Copayments" section.

Blood

Blood transfusions, including blood processing, the cost of blood, unreplaced blood and blood products,
are covered.
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Inpatient Hospital Confinement

Covered Services include:

Accommodations as an inpatient in a room of two or more beds, at the Hospital's most common
semi-private room rate with customary furnishings and equipment (including special diets as
Medically Necessary);

Services in Special Care Units;

Private rooms, when Medically Necessary;
Physician services;

Specialized and critical care;

General nursing care;

Special duty nursing as Medically Necessary;
Operating, delivery and special treatment rooms;

Supplies and ancillary services including laboratory, cardiology, pathology, radiology and any
professional component of these services;

Physical, speech, occupational and respiratory therapy;

Radiation therapy, chemotherapy and renal dialysis treatment;

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

Anesthesia and oxygen services;

Durable Medical Equipment and supplies;

Medical social services;

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

Blood transfusions, including blood processing, the cost of blood and unreplaced blood and blood
products are covered; and

Coordinated discharge planning including the planning of such continuing care as may be necessary,
both medically and as a means of preventing possible early re-hospitalization.

Reconstructive Surgery

Reconstructive surgery to restore and achieve symmetry including surgery performed to correct or repair
abnormal structures of the body caused by congenital defects, developmental abnormalities, trauma,
infection, tumors or disease, to do either of the following:

Improve function

Create a normal appearance to the extent possible, unless the surgery offers only a minimal
improvement in the appearance of the Member.
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This does not include cosmetic surgery that is performed to alter or reshape normal structures of the
body in order to improve appearance or dental services or supplies or treatment for disorders of the jaw
except as set out under "Dental Services" and "Disorders of the Jaw" portions of the "Exclusions and
Limitations" section.

Reconstructive surgery includes Medically Necessary dental or orthodontic services that are an integral
part of reconstructive surgery for cleft palate procedures. Cleft palate includes cleft palate, cleft lip or
other craniofacial anomalies associated with cleft palate.

Health Net and the contracting Physician Group determine the feasibility and extent of these services,
except that, the length of Hospital stays related to mastectomies (including lumpectomies) and lymph
node dissections will be determined solely by the Physician and no Prior Authorization for determining
the length of stay is required.

This includes reconstructive surgery to restore and achieve symmetry incident to mastectomy.

The coverage described above in relation to a Medically Necessary mastectomy complies with
requirements under the Women’s Health and Cancer Rights Act of 1998. In compliance with the
Women'’s Health and Cancer Rights Act of 1998, this Plan provides benefits for mastectomy-related
services, including all stages of reconstruction and surgery to achieve symmetry between the breasts,
prostheses, and complications resulting from a mastectomy, including lymphedema. See also
"Prostheses" in this "Covered Services and Supplies" section for a description of coverage for
prostheses.

Outpatient Hospital Services

Professional services, outpatient Hospital facility services and outpatient surgery performed in a
Hospital or Outpatient Surgical Center are covered.

Professional services performed in an outpatient department of a Hospital (including but not limited to a
visit to a Physician, rehabilitation therapy including physical, occupational and speech therapy,
pulmonary rehabilitation therapy, cardiac rehabilitation therapy, laboratory tests, x-rays, radiation
therapy and chemotherapy) are subject to the same Copayment which is required when these services
are performed at your Physician Group.

If your Physician Group refers you to a Physician who is located in the outpatient department of a
Hospital, any Copayment that ordinarily applies to office visits will apply to these services.

Copayments for the other services will be the same as if they had been performed at your Physician
Group.

Copayments for surgery performed in a Hospital or Outpatient Surgical Center may be different than
Copayments for professional or outpatient Hospital facility services. Please refer to "Outpatient Facility
Services" in the "Schedule of Benefits and Copayments" section for more information.

Skilled Nursing Facility

Care in a room of two or more is covered. Benefits for a private room are limited to the facility's most
common charge for a two-bed room, unless a private room is Medically Necessary. Covered services at
a Skilled Nursing Facility include the following services:

e Physician and nursing services

e Room and board
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e Drugs prescribed by a Plan Physician as part of your plan of care in the Plan Skilled Nursing Facility
in accord with our drug formulary guidelines if they are administered to you in the Plan Skilled
Nursing Facility by medical personnel

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

e Imaging and laboratory services that Skilled Nursing Facilities ordinarily provide

e Medical social services

¢ Blood, blood products, and their administration

e Medical supplies

e Physical, occupational, and speech therapy

e Behavioral health treatment for pervasive developmental disorder or autism

e Respiratory therapy

A Member does not have to have been hospitalized to be eligible for Skilled Nursing Facility care.

Benefits are limited to the number of days of care stated in the "Schedule of Benefits and Copayments"
section.

Phenylketonuria (PKU)

Coverage for testing and treatment of phenylketonuria (PKU) includes formulas and special food
products that are part of a diet prescribed by a Physician and managed by a licensed health care
professional in consultation with a Physician who specializes in the treatment of metabolic disease. The
diet must be deemed Medically Necessary to prevent the development of serious physical or mental
disabilities or to promote normal development or function. Coverage is provided only for those costs
which exceed the cost of a normal diet.

"Formula" is an enteral product for use at home that is prescribed by a Physician.

"Special food product" is a food product that is prescribed by a Physician for treatment of PKU and used
in place of normal food products, such as grocery store foods. It does not include a food that is naturally
low in protein.

Other specialized formulas and nutritional supplements are not covered.

Second Opinion by a Physician
You have the right to request a second opinion when:

e Your Primary Care Physician or a referral Physician gives a diagnosis or recommends a treatment
plan that you are not satisfied with;

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

e You are diagnosed with, or a treatment plan is recommended for, a condition that threatens loss of
life, limb or bodily function or a substantial impairment, including but not limited to a Serious
Chronic Condition, or
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e Your Primary Care Physician or a referral Physician is unable to diagnose your condition or test
results are conflicting.

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

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

Surgically Implanted Drugs

Surgically implanted drugs are covered under the medical benefit when Medically Necessary and may
be provided in an inpatient or outpatient setting.

Telehealth Services

Covered Services for medical conditions and Mental Health and Substance Use Disorders provided
appropriately as Telehealth Services are covered on the same basis and to the same extent as Covered
Services delivered in-person. For supplemental services that may provide telehealth coverage for certain
services at a lower cost, see the "Telehealth Consultations Through the Select Telehealth Services
Provider" provision below. Please refer to the "Telehealth Services" definition in the "Definitions"
section for more information.

Telehealth Consultations Through the Select Telehealth Services
Provider

Health Net contracts with certain Select Telehealth Services Providers to provide Telehealth Services for
medical conditions and Mental Health and Substance Use Disorders. The designated Select Telehealth
Services Provider for this Plan is listed on your Health Net ID card. To obtain services, contact the
Select Telehealth Services Provider directly as shown on your ID card. Services from the Select
Telehealth Services Provider are not intended to replace services from your Physician, but are a
supplemental service that may provide telehealth coverage for certain services at a lower cost. You are
not required to use the Health Net Select Telehealth Services Provider for your Telehealth Services.

Telehealth consultations through the Select Telehealth Services Provider are confidential consultations
by telephone or secure online video. The Select Telehealth Services Provider provides primary care
services and may be used when your Physician’s office is closed or you need quick access to a Physician
or Participating Mental Health Professional. You do not need to contact your Primary Care Physician
prior to using telehealth consultation services through the Select Telehealth Services Provider.

Prescription Drug Orders received from the Select Telehealth Services Provider Physician or
Participating Mental Health Professional are subject to the applicable Deductible and Copayment shown
in the "Prescription Drugs" portion of the "Schedule of Benefits and Copayments" section and the
coverage and Prior Authorization requirements, exclusions and limitations shown in the "Prescription
Drugs" portions of the "Covered Services and Supplies" and "Exclusions and Limitations" sections.

These services are subject to the limitations described in the "Telehealth Consultations Through the
Select Telehealth Services Provider" portion of the "Exclusions and Limitations" section.
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Please refer to the definitions of "Select Telehealth Services Provider" and "Telehealth Services" in the
"Definitions" section for more information.

Prescription Drugs

Please read the "Prescription Drugs'' portion of the ""Exclusions and Limitations" section.

You must satisfy the Prescription Drug Calendar Year Deductible shown in the "Schedule of Benefits
and Copayments" section before benefits for Prescription Drugs become payable by Health Net.

Covered Drugs and Supplies

Prescription Drugs must be dispensed for a condition, illness or injury that is covered by this Plan. Refer
to the "Exclusions and Limitations" section of this Plan Contract to find out if a particular condition is
not covered.

Tier 1 Drugs (Most Generic Drugs and Low Cost Preferred Brand Name
Drugs) and Tier 2 Drugs (Non-preferred Generic Drugs, Preferred Brand
Name Drugs, Certain Brand Name Drugs with a Generic Equivalent or
Drugs Recommended by Health Net’s Pharmaceutical and Therapeutics
Committee Based on Drug Safety, Efficacy and Cost)

Tier 1 and Tier 2 Drugs listed in the Health Net Essential Rx Drug List are covered, when dispensed by
Participating Pharmacies and prescribed by a Physician from your selected Physician Group and
authorized referral Specialist or an emergent or urgent care Physician. Some drugs require Prior
Authorization from Health Net in order to be covered. The fact that a drug is listed in the Essential Rx
Drug List does not guarantee that your Physician will prescribe it for you for a particular medical
condition.

Tier 3 Drugs

Tier 3 Drugs include non-preferred Brand Name Drugs, drugs that generally have a Preferred and often
less costly therapeutic alternative at a lower tier, drugs recommended by Health Net’s Pharmaceutical
and Therapeutics Committee based on drug safety, efficacy and cost, Brand Name Drugs with generic
equivalents (when Medically Necessary), drugs listed as Tier 3 Drugs in the Essential Rx Drug List,
drugs indicated as "NF," if approved, or drugs not listed in the Essential Rx Drug List.

Some Tier 3 Drugs require Prior Authorization from Health Net in order to be covered.

Please refer to the "The Essential Rx Drug List" portion of this section for more details.

Tier 4 Drugs (Specialty Drugs)

Tier 4 Drugs (Specialty Drugs) are drugs that are biologics, drugs that the Food and Drug
Administration of the United States Department of Health and Human Services or the manufacturer
requires to be distributed through a specialty pharmacy, drugs that require the Member to have special
training or clinical monitoring for self-administration, or drugs that cost Health Net more than six
hundred dollars for a one-month supply. Tier 4 Drugs (Specialty Drugs) are identified in the Essential
Rx Drug List with "SP." Refer to Health Net’s Essential Rx Drug List on our website at
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www.myhealthnetca.com for the Tier 4 Drugs (Specialty Drugs) listing. You can also call the Customer
Contact Center telephone number listed on your Health Net ID card.

All Tier 4 Drugs (Specialty Drugs) require Prior Authorization from Health Net and may be required to
be dispensed through the specialty pharmacy vendor to be covered. Tier 4 Drugs (Specialty Drugs) are
not available through mail order.

Self-injectable drugs (other than insulin), including drugs for the treatment of hemophilia, and needles
and syringes used with these self-injectable drugs are included under Tier 4 Drugs (Specialty Drugs),
which are subject to Prior Authorization and must be obtained through Health Net’s contracted specialty
pharmacy vendor. Your Primary Care Physician or treating Physician will coordinate the authorization
and upon approval the specialty pharmacy vendor will arrange for the dispensing of the drugs, needles
and syringes. The specialty pharmacy vendor may contact you directly to coordinate the delivery of your
medications.

Generic Equivalents to Brand Name Drugs

Generic Drugs will be dispensed when a Generic Drug equivalent is available, subject to the Copayment
requirements described in the "Prescription Drugs" portion of the "Schedule of Benefits and
Copayments" section.

Off-Label Drugs

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

1. The drug is approved by the Food and Drug Administration; AND

2. The drug meets one of the following conditions:
a. The drug is prescribed by a participating licensed health care professional for the treatment of a
life-threatening condition; OR

b. The drug is prescribed by a participating licensed health care professional for the treatment of a
chronic and seriously debilitating condition, the drug is Medically Necessary to treat such
condition and the drug is either on the Essential Rx Drug List or Prior Authorization by
Health Net has been obtained for such drug; AND

3. The drug is recognized for treatment of the life-threatening or chronic and seriously debilitating
condition by one of the following:
a. The American Hospital Formulary Service Drug Information; OR

b. One of the following compendia, if recognized by the federal Centers for Medicare and Medicaid
Services as part of an anticancer therapeutic regimen:
i.  The Elsevier Gold Standard’s Clinical Pharmacology.

ii. The National Comprehensive Cancer Network Drug and Biologics Compendium.
iii. The Thomson Micromedex DrugDex; OR

c. Two articles from major peer reviewed medical journals that present data supporting the
proposed off-label use or uses as generally safe and effective unless there is clear and convincing
contradictory evidence presented in a major peer reviewed medical journal; AND

4. The drug is otherwise Medically Necessary.
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The following definitions apply to the terms mentioned in this provision only.
"Life-threatening" means either or both of the following:

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

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

"Chronic and seriously debilitating" refers to diseases or conditions that require ongoing treatment to
maintain remission or prevent deterioration and cause significant long-term morbidity.

Compounded Drugs

Compounded drugs are prescription orders that have at least one ingredient that is Federal Legend or
state restricted in a therapeutic amount as Medically Necessary and are combined or manufactured by
the pharmacist and placed in an ointment, capsule, tablet, solution, suppository, cream or other form and
require a prescription order for dispensing. Compounded drugs (that use FDA approved drugs for an
FDA approved indication) are covered when at least one of the primary ingredients is on the Essential
Rx Drug List and there is no similar commercially available product. Coverage for compounded drugs is
subject to Prior Authorization by the Plan and Medical Necessity. Refer to the "Off-Label Drugs"
provision in the "Prescription Drugs" portion of "Covered Services and Supplies," for information about
FDA approved drugs for off-label use. Coverage for compounded drugs requires the Tier 3 Drug
Copayment and is subject to Prior Authorization by the Plan and Medical Necessity.

Diabetic Drugs and Supplies

Prescription Drugs for the treatment of diabetes (including insulin) are covered as stated in the Essential
Rx Drug List. Diabetic supplies are also covered including but not limited to specific brands of pen
delivery systems, specific brands of disposable insulin needles and syringes, disposable insulin pen
needles, specific brands of blood glucose monitors and testing strips, ketone test strips, specific brands
of lancet puncture devices and specific brands of lancets when used in monitoring blood glucose levels.
Additional supplies are covered under the medical benefit. Please refer to the "Medical Services and
Supplies" portion of this section for additional information. Refer to the "Schedule of Benefits and
Copayments" section under "Diabetic Equipment," for details about the supply amounts that are covered
and the applicable Copayment.

Drugs and Equipment for the Treatment of Asthma

Prescription Drugs for the treatment of asthma are covered as stated in the Essential Rx Drug List.
Inhaler spacers and peak flow meters used for the management and treatment of asthma are covered
when Medically Necessary. Nebulizers (including face masks and tubing) are covered under the medical
benefit. Please refer to the "Medical Services and Supplies" portion of this section under "Durable
Medical Equipment" for additional information.

Sexual Dysfunction Drugs

Drugs that establish, maintain or enhance sexual functioning are covered for sexual dysfunction when
Medically Necessary and on the Essential Rx Drug List. These Prescription Drugs are covered for up to
the number of doses or tablets specified in the Essential Rx Drug List. For information about the
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Essential Rx Drug List, please call the Customer Contact Center at the telephone number on your ID
card or contact us at www.myhealthnetca.com.

Preventive Drugs and Contraceptives

Preventive drugs, including smoking cessation drugs, and contraceptives are covered at no cost to the
Member. Covered preventive drugs include over-the-counter drugs and Prescription Drugs that are used
for preventive health purposes per the U.S. Preventive Services Task Force A and B recommendations,
including smoking cessation drugs.

Drugs for the relief of nicotine withdrawal symptoms require a prescription from the treating Physician.
For information regarding smoking cessation behavioral modification support programs available
through Health Net, contact the Customer Contact Center at the telephone number on your Health Net
ID card or visit the Health Net website at www.myhealthnetca.com. No annual limits will be imposed on
the number of days for the course of treatment for all FDA-approved smoking and tobacco cessation
medications.

Covered contraceptives are FDA-approved contraceptives that are either available over-the-counter or
are available with a Prescription Drug Order. Contraceptives that are covered under this Prescription
Drug benefit include vaginal, oral, transdermal, and emergency contraceptives and condoms. For a
complete list of contraceptive products covered under the Prescription Drug benefit, please refer to the
Essential Rx Drug List.

Over-the-counter preventive drugs, except for over-the-counter contraceptives, which are covered under
this Plan require a Prescription Drug Order. You must present the 