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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), a California health care services plan. 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: KNX

Health Net
Amy W. Krause J. Brian Ternan

Secretary President






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 pays Participating Providers on a fee-for-service basis, according to an agreed Contracted
Rate. You may request more information about our payment methods by contacting the Customer
Contact Center at the telephone number on your Health Net ID card.






Use of Special Words

Special words used in this Plan Contract and Evidence of Coverage (EOC) to explain your Plan have
their first letter capitalized and appear in the "Definitions" section.

In addition, 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," "Our," or "Us" refers to Health Net.
e "Subscriber" means the primary Member.
e '"Member" is the Subscriber or an enrolled Family Member.

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

e '"Preferred Provider Organization Plan" or '"PPO'" means a Preferred Provider Organization
(PPO) plan. In a PPO plan, you have the flexibility to choose the providers you see. You can receive
care from In-Network Providers or Out-of-Network Providers.

e '"Preferred Provider," "Participating Physician," or "In-Network Provider" means the
provider who has agreed to participate in Health Net’s Preferred Provider Organization ("PPO") to
provide covered services and supplies, as explained in this EOC, and accept a special Contracted
Rate, called the Contracted Rate, as payment in full. Your share of costs is based on this Contracted
Rate.

e "Qut-of-Network Provider," or "Nonparticipating Providers' means the provider who is not
part of the Health Net’s Preferred Provider Organization Network ("Ambetter PPO Network"). Out-
of-Network Providers do not have a contract with Health Net to accept Health Net’s Maximum
Allowable Amount (MAA) as payment in full for covered services and supplies. Except for
Emergency Care (and services received at a Participating Hospital under certain conditions), you
will pay more for covered services from an Out-of-Network Provider.

e "Tier" or "Level" refers to a benefit option offered in your Health Net Ambetter PPO Plan
benefits.

e "In-Network Tier," or "In-Network Benefit Level" refers to the benefit option in which you
receive covered services and supplies from Preferred Providers.

e "Qut-of-Network Tier" or "Out-of-Network Benefit Level" refers to the benefit option in which
you receive covered services and supplies from Out-of-Network Providers.

e "Cost-Sharing" refers to your share of costs for covered services and supplies under this Plan. This
term includes Deductibles, Coinsurance, and Copayments which are determined from Covered
Expenses. You are responsible for any charges that are not Covered Expenses.
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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" portion 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 "Who is Eligible and How
to Enroll for Coverage" 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.
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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: This address is for initial application submission:

Health Net Ambetter 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 1st 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.
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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 and EOC 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.

Welcome to the Preferred Provider Organization ("PPO") Plan, a product of Health Net, a health care
service plan regulated by the California Department of Managed Health Care. Health Net Ambetter PPO
provides two (2) coverage options: the flexibility of a Preferred Provider Organization network
("Ambetter PPO Network") through the in-network benefit level and the traditional indemnity
arrangement through the out-of-network benefit level.

This Plan covers care from In-Network Providers and Out-of-Network Providers. You do not need a
referral. However, some services do require Prior Authorization (or treatment review.) This Plan
Contract and EOC will explain the benefits that are available to you under this Plan.

EXCEPT FOR URGENT CARE AND EMERGENCY CARE, SERVICES AND SUPPLIES
PROVIDED BY PROVIDERS OUTSIDE OF CALIFORNIA ARE NOT COVERED.

IMPORTANT NOTE: WHEN YOU USE AN OUT-OF-NETWORK PROVIDER, BENEFITS ARE
SUBSTANTIALLY REDUCED AND YOU WILL INCUR A SIGNIFICANTLY HIGHER OUT-OF-
POCKET EXPENSE. This is because the cost-sharing for the out-of-network benefit is typically higher
than for the in-network benefit. Plus, you are responsible for the difference between the amount the Out-
of-Network Provider bills and the Maximum Allowable Amount (MAA). See "Your Financial
Responsibility" later in this section for more details.

Some Hospitals and other providers do not provide one or more of the following services that may
be covered under your Plan Contract and EOC 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 the Customer Contact Center at the number on the
back of your Member ID card to ensure that you can obtain the Health Care Services that you
need.

Please read this entire Plan Contract and Evidence of Coverage so you will understand how your
benefits work.

How to Obtain Care — In-Network

Choosing a Primary Care Physician

Health Net believes maintaining an ongoing relationship with a Physician who knows you well and
whom you trust is an important part of a good health care program. That’s why, as a Health Net PPO
Member, you are required to select a Primary Care Physician for yourself and each member of your
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family, even though you may go directly to any Participating Provider without first seeing your Primary
Care Physician.

You may designate any Primary Care Physician who participates in our network, who is available to
accept you or your Family Members and who is close enough to your residence to allow reasonable
access to medical care. Family Members may select different Primary Care Physicians. Some Physicians
may decline to accept assignment of a Member whose home address is not close enough to the Physician
to allow reasonable access to care. For children, a pediatrician may be designated as the Primary Care
Physician. Until you make this 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 Physicians in
the Health Net Ambetter PPO 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 or if you have questions involving reasonable access
to care. Primary Care Physicians includes general and family practitioners, internists, pediatricians, and
obstetricians/gynecologists.

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 telephone 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 Disorder Benefits" 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.

Under the in-network benefit level, you receive medical care from a Preferred Provider listed in the
Health Net Ambetter PPO Network Directory. Simply call the Preferred Provider to schedule an
appointment. Refer to "Timely Access to Care — Preferred Providers" later in this section for more
details about scheduling an appointment with Preferred Providers.

To obtain a copy of the Health Net Ambetter PPO Network Directory, please 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. The provider directory allows you to find information on network providers
including names, addresses, telephone numbers, specialties, and more.

Preferred Providers have agreed to accept the Contracted Rate as payment in full. Your share of cost is
based on the Contracted Rate. When you use a Health Net Preferred Provider, you are not responsible
for any amounts billed in excess of the Contracted Rate.

The Ambetter PPO Network is subject to change. It is your obligation to be sure that the provider you
choose is a Preferred Provider with a Health Net agreement in effect. IMPORTANT NOTE: Please be
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aware that it is your responsibility and in your best financial interest to verify that the health care
providers treating you are Preferred Providers, including:

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

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

Preferred Providers may refer Members to Out-of-Network Providers. If you receive care from an Out-
of-Network Provider, even if the referral to that provider is from a Preferred Provider, then services are
covered at the out-of-network benefit level. It is your obligation to confirm if the provider, to whom you
are referred, is a Preferred Provider or an Out-of-Network Provider. To verify if the provider is a
Preferred Provider, check the Health Net Ambetter PPO Network Directory, 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. You are responsible for the cost share of the benefit level (that is, Preferred
Provider or Out-of-Network Provider) that applies to the provider.

Some of the Covered Expenses under the in-network benefit level are subject to a requirement of Prior
Authorization, or treatment review, in order for full benefits to be available to you. Please refer to the
"Prior Authorization Requirement" section in this Plan Contract and EOC for additional information.

Prescription Drugs

You must purchase covered drugs at a Participating Pharmacy in the Health Net Ambetter Pharmacy
Network, except as described under "Nonparticipating Pharmacies and Emergencies" portion of
"Covered Services and Supplies." Not all pharmacies that contract with Health Net are in the Health Net
Ambetter Pharmacy Network. Except in an emergency or Urgently Needed Care, 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 Out-of-Network Pharmacies
under this Plan. See the "Prescription Drugs" portion of "Covered Services and Supplies."

Specialists and Referral Care

In the event that you desire to see a Specialist, find the Specialist you wish to see in the Health Net
Ambetter PPO Network Directory and schedule an appointment.

Covered Services that are not Available Through a Preferred Provider

Health Net may authorize covered services from an out-of-network Specialist or ancillary provider when
the Member cannot obtain Medically Necessary care from a Preferred Provider because either: (1)
Health Net does not have the provider type in its network; or (2) Health Net does not contract with the
provider type within a reasonable distance from the Member’s residence and an Out-of-Network
Provider of that type is within such reasonable distance. When Health Net authorizes such care, covered
services from the Out-of-Network Provider will be paid at the in-network level of benefit. The Member
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will pay the cost-sharing as shown under the "Preferred Provider" tier in the "Schedule of Benefits"
section of this EOC.

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.

How to Obtain Care — Out-of-Network

Under the out-of-network benefit level, you may receive medical care in California from any licensed
Out-of-Network Provider. Except for Urgent Care and Emergency Care, services and supplies provided
by providers outside of California are not covered.

Out-of-Network Providers have not agreed to participate in the Health Net Ambetter PPO Network.
Therefore, you lose the protection of Contracted Rates and must also submit claims for benefits. You
will not be reimbursed for any amounts in excess of the Maximum Allowable Amount. Please refer to
the "Maximum Allowable Amount (MAA) for Out-of-Network Providers" section of this Plan Contract
and EOC for more details on how we determine MAA.

Some of the Covered Expenses are subject to a requirement of Prior Authorization, or treatment review,
in order for full benefits to be available to you. Please refer to the "Prior Authorization Requirement"
section in this Plan Contract and EOC for additional information.

Specialists and Referral Care

In the event you desire to see a particular Specialist that is not listed in the Health Net Ambetter PPO
Network Directory, you can obtain services from an out-of-network Physician. Simply schedule an
appointment with the provider. Services will be reimbursed to you based on the Maximum Allowable
Amount and your benefits once you submit the claims to Health Net.

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.

Your Financial Responsibilit

Preferred Providers

Covered services or supplies from Preferred Providers are paid at the in-network benefit level. The
maximum amount of Covered Expenses for a service or supply provided by a Preferred Provider is the
lesser of the billed charge or the Contracted Rate. You will not be responsible for any amount billed in
excess of the Contracted Rate. However, you are responsible for any applicable Deductible, Copayments
or Coinsurance payment. You are always responsible for services or supplies not covered by this Plan.



Page 14 Introduction to Health Net

Out-of-Network Providers

Covered services or supplies from Out-of-Network Providers are paid at the out-of-network benefit
level. Your share of cost is based on the Maximum Allowable Amount. For more information on how
we determine the Maximum Allowable Amount, refer to the "Maximum Allowable Amount (MAA) for
Out-of-Network Providers" section of this Plan Contract and EOC. You are responsible for any
applicable Deductible, Copayments or Coinsurance payment, and any amounts billed in excess of the
Maximum Allowable Amount. THEREFORE, WHEN YOU USE AN OUT-OF-NETWORK
PROVIDER, BENEFITS ARE SUBSTANTIALLY REDUCED AND YOU WILL INCUR A
SIGNIFICANTLY HIGHER OUT-OF-POCKET EXPENSE.

You are completely financially responsible for care that this Plan does not cover. Additionally, the Out-
of-Network Provider may request that you pay the billed charges when the service is rendered. In this
case, you are responsible for paying the full cost and for submitting a claim to Health Net for a
determination of what portion of the billed charges is reimbursable to you.

Covered Services from an Out-of-Network Provider at an In-Network
Facility

When Non-Emergent Services are provided by an Out-of-Network Provider: Non-emergent
services provided by an Out-of-Network Provider at a Preferred Provider facility will be payable at the
in-network benefit level, with the same cost-sharing and Deductible, if applicable, and without balance
billing (balance billing is the difference between a provider’s billed charge and the Maximum Allowable
Amount); the cost-sharing and Deductible will accrue to the in-network Out-of-Pocket Maximum.

However, the Out-of-Network Provider may bill or collect from you the difference between a provider’s
billed charge and the Maximum Allowable Amount in addition to any applicable out-of-network
Deductible(s), Copayments and/or Coinsurance, only when you consent in writing at least 24 hours in
advance of care. In order to be valid, that consent must meet all of the following requirements: (1) it
must be in a document that is separate from the document used to obtain the consent for any other part
of the care or procedure, (2) the Out-of-Network Provider has given you a written estimate of the total
out-of-pocket cost of care, (3) the consent has advised you that you may elect to seek care from a
Preferred Provider or may contact Health Net to arrange to receive care from a Preferred Provider, (4)
that any costs that you incur as a result of your use of the out-of-network benefit level shall be in
addition to the in-network cost-sharing amounts and may not count toward the in-network annual Out-
of-Pocket Maximum or an in-network Deductible, if any, and (5) the consent and estimate shall be
provided to you in languages other than English under certain circumstances.

For information regarding Health Net’s payment for Out-of-Network Non-Emergent Services, please
refer to the "Maximum Allowable Amount (MAA) for Out-of-Network Providers" section of this Plan
Contract and EOC.

When Emergency Services are provided by an Out-of-Network Provider: When covered services
are received in connection with Emergency Care, you will pay the Preferred Provider level of cost-
sharing, regardless of whether the provider is a Preferred Provider or an Out-of-Network Provider, and
without balance billing. Balance billing is the difference between an Out-of-Network Provider’s billed
charge and the Maximum Allowable Amount. When you receive Emergency Care from an Out-of-
Network Provider, your payment of the cost-sharing will accrue toward the Deductible (if applicable)
and the Out-of-Pocket Maximum for Preferred Providers.
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For information regarding Health Net’s payment for out-of-network Emergency Care, please refer to the
"Maximum Allowable Amount (MAA) for Out-of-Network Providers" section of this Plan Contract and
EOC.

Deductible

For certain services and supplies under this Plan, a Deductible may apply which must be satisfied before
these services and supplies are payable by Health Net. Such services and supplies are only covered to
the extent that Covered Expenses exceed the Deductible. You will be notified by us of your Deductible
accumulation for each month in which benefits were used. You will also be notified when you have
reached your Deductible amount for the Calendar Year. You can also obtain an update on your
Deductible accumulation by calling the Customer Contact Center at the telephone number on your ID
card. Refer to the "Schedule of Benefits" section for specific information on Deductible(s).

Non-Authorization Penalties

Some Covered Expenses under this Plan require Prior Authorization. Non-authorization penalties apply
to covered services or supplies that require Prior Authorization, but Prior Authorization is not obtained.
Refer to the "Schedule of Benefits" and "Prior Authorization Requirement" sections for specific
information.

Prior Authorization is NOT a determination of benefits. Some of these services or supplies may not be
covered under your Plan. Even if a service or supply is authorized, eligibility rules and benefit
limitations will still apply.

Questions

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

Timely Access to Care — Preferred Providers

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. Health Net’s In-Network Providers agree to provide timely access to care.

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.
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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 a Participating Physician

When you need to see your Physician, call their office for an appointment at the telephone 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 a
Participating Provider. Wait times depend on your condition and the type of care you need. You should
get an appointment to see a Participating Provider.

e Non-urgent Physician appointments: within 10 business days of request for an appointment.

e Urgent care appointment with a Participating Provider: within 48 hours of request for an
appointment.

¢ Routine check-up/physical exam: within 30 business days of request for an appointment.

Your Participating 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, and
tell the receptionist when you would like to see your provider. 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.

e 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.
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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 an In-Network Specialist for Medical and
Surgical Services

When you need to see a Specialist, call their office for an appointment. Please call ahead as soon as
possible. When you make an appointment, identify yourself as a Health Net Ambetter PPO 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.

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 In-Network 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.
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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 your Effective Date of coverage
under this Plan;

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

e Maternal Mental Health, not to exceed 12 months from the diagnosis or from the end of pregnancy,
whichever occurs later;

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

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

e A surgery 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 at the in-network benefit level. 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 the Effective Date and you make the request
as soon as reasonably possible. The Out-of-Network 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 at the in-network benefit level.

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.

h Your PPO Plan

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 Physician 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.
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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.

Emergency Care is covered and does not require Prior Authorization. Emergency Care is covered at the
in-network benefit level regardless of whether the services are performed by a Preferred Provider or an
Out-of-Network Provider.

Urgently Needed Care is covered and does not require Prior Authorization. Urgently Needed Care is
covered at the benefit level that applies to the provider of service. Always present your Health Net
Ambetter PPO ID card to the health care provider 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.

After your medical problem (including Mental Health and Substance Use Disorder) 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 performed by an Out-of-Network Provider are covered as described earlier in
this section under "How to Obtain Care — Out-of-Network."

Follow-Up Care after Emergency Care at a Hospital: 1f, 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 Hospital must
contact Health Net to obtain timely Prior Authorization, or you will be subject to the non-authorization
penalty. If you want to be transferred from an Out-of-Network Hospital to a Preferred Provider Hospital,
and Health Net determines that you may be safely transferred, Health Net will arrange for the transfer
and for the care to continue at the Preferred Provider Hospital.

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
Nonparticipating Pharmacy, this Plan will reimburse you for the retail cost of the drug less any required
Copayment shown in the "Schedule of Benefits" section. You may have to pay for the Prescription Drug
when it is dispensed.

To be reimbursed, you must file a claim with Health Net. Call our 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:

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 and Plus Plan 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
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available during extended hours and weekends and can provide services for urgent or unexpected
conditions that occur after-hours.

Pediatric and Plus Plan 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 participating dental providers provide emergency dental services twenty-four (24) hours a day, seven
(7) days a week and we encourage you to seek care from your participating dental provider. 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
outpatient care facility that are not related to treatment of the actual dental condition are not covered
benefits.
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Gold 80 Ambetter PPO Plus
SCHEDULE OF BENEFITS

The following schedule shows the applicable Deductible(s), Copayments or Coinsurance for covered
services and supplies under this Plan. There is a limit to the amount of Copayments or Coinsurance you
must pay in a Calendar Year. Refer to the "Out-of-Pocket Maximum" section for more information.

In-Network: When you receive care or services from a Preferred Provider, you will be responsible for
the applicable Deductible(s), Copayments, or a percentage of the Contracted Rate (Coinsurance) as
stated after each benefit listed below under the heading "Preferred Provider."

Out-of-Network: Except for Emergency Care, when you receive care or services from an Out-of-
Network Provider, you will be responsible for the applicable Deductible(s), Copayments, or a
percentage of the Maximum Allowable Amount (Coinsurance) as stated after each benefit listed below
under the heading "Out-of-Network Provider." (There are additional exceptions as stated in the
"Introduction to Health Net" section.) You will also be responsible for any charges the Out-of-Network
Provider bills in excess of the Maximum Allowable Amount. For more details about the Maximum
Allowable Amount, refer to the "Maximum Allowable Amount (MAA) for Out-of-Network Providers"
section of this Plan Contract and Evidence of Coverage. Except for urgent care and Emergency
Care, services and supplies provided by Out-of-Network Providers are not covered outside
California.

Some covered services and supplies require Prior Authorization or your benefits will be reduced as
shown under "Non-Authorization Penalties" in this schedule. Please see the "Prior Authorization
Requirement" section for further details.

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. Telehealth Services will be covered only when performed by a Preferred
Provider. Please refer to the "Telehealth Services" definition in the "Definitions" section for more
information.

Calendar Year Deductible

Each Calendar Year, you must meet the Deductible amount below before Covered Expenses for medical
services or supplies can be paid by Health Net. Certain services are not subject to the Calendar Year
Deductible and are indicated as "Deductible waived" or "Calendar Year Deductible waived" in this
"Schedule of Benefits" section. The Calendar Year Deductible does not apply to Preventive Care
Services.

Preferred Provider Out-of-Network Provider

Calendar Year Deductible, per $0 $5,000
Member

Calendar Year Deductible, per $0 $10,000
family (all enrolled Members of

a family)

Gold 80 Ambetter PPO Plus



Page 22 Schedule of Benefits

Note(s):

Once the family deductible is met, no further Calendar Year Deductible is required for any Member
of the family during the remainder of that Calendar Year.

Any amount applied toward the Calendar Year Deductible for Covered Services and Supplies
received from a Preferred Provider will not apply toward the Calendar Year Deductible for Out-of-
Network Providers. In addition, any amount applied toward the Calendar Year Deductible for
Covered Services and Supplies received from an Out-of-Network Provider will not apply toward the
Calendar Year Deductible for Preferred Providers.

Each Member is responsible only for meeting their individual Calendar Year Deductible. However,
if enrolled Members of the same family have met the Family Calendar Year Deductible shown
above, no additional Calendar Year Deductible shall be required from any enrolled Member in that
family for the remainder of that Calendar Year.

Your payments under the Outpatient Prescription Drug benefits, Pediatric Vision and Pediatric
Dental are not applied to the Medical Deductible.

Only Covered Expenses will be applied to the Calendar Year Deductible. The following does not
apply to the Calendar Year Deductible:

e Any non-authorization penalties incurred by you for receiving non-authorized services,

e Expenses incurred under the Prescription Drug benefit.

Non-Authorization Penalties

Some Covered Expenses require Prior Authorization. Non-authorization penalties apply to covered
services or supplies that require Prior Authorization, but Prior Authorization is not obtained. For a list of
services which require Prior Authorization, please see the "Prior Authorization Requirement" section.
The Coinsurance percentage applicable to the coverage of non-authorized services is based on the
amount determined to be a Covered Expense, not a percentage of the billed charges.

Preferred Provider Out-of-Network Provider

Medically Necessary services $250 $500
for which Prior Authorization
was required but not obtained

Note(s):

e Prior Authorization is NOT a determination of benefits. Some of these services or supplies
may not be covered under your Plan. Even if a service or supply is authorized, eligibility
rules and benefit limitations will still apply.

e The non-authorization penalty will not exceed the cost of the benefit to Health Net.

e For a list of services which require Prior Authorization, please see the "Prior Authorization
Requirement" section. The Coinsurance percentage applicable to the coverage of non-authorized
services is based on the amount determined to be a Covered Expense, not a percentage of the
billed charges.

Gold 80 Ambetter PPO Plus
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Copayments and Coinsurance (Including any Additional Benefit
Deductibles)

After you meet the Calendar Year Deductible amount described above, you remain responsible for
paying the applicable additional benefit Deductibles, Copayments or Coinsurance described below until
you satisty the Out-of-Pocket Maximum. Certain benefits are not subject to the Calendar Year
Deductible and are indicated as "Deductible waived" or "Calendar Year Deductible waived" in this
"Schedule of Benefits" section.

When a covered service or supply is subject to a Copayment and a Coinsurance, the Copayment will
apply first, then the Coinsurance percentage payable by the Member will be calculated from the Covered
Expense amount less the Copayment amount.

UNLESS OTHERWISE NOTED, ALL BENEFIT MAXIMUMS WILL BE COMBINED FOR
COVERED SERVICES AND SUPPLIES PROVIDED BY PREFERRED PROVIDERS AND
OUT-OF-NETWORK PROVIDERS.

Services obtained in an Emergency Room or Urgent Care Center
(Medical care other than Mental Health and Substance Use Disorder
services)

Preferred Provider

Emerge(:lrcy Care Out-of-Network Provider*
Emergency room facility $350 $350, Deductible waived
Emergency room professional $0 $0, Deductible waived
services
Urgent care center (facility and $35 50%

professional services)

Copayment Exceptions:

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

Note(s):

* The cost-sharing amounts shown for Out-of-Network Providers will only apply to services that do
not meet the criteria of Emergency Care as defined in the "Definitions" section of this Plan Contract
and Evidence of Coverage. Emergency Care is covered under your Preferred Provider level of
benefits even when such services are from an Out-of-Network Provider and will be payable at the
Preferred Provider level of cost-sharing and Deductible, if applicable, and without balance billing
(balance billing is the difference between a provider’s billed charge and the Maximum Allowable
Amount). For information regarding Health Net’s payment for out-of-network Emergency Care,
please refer to the "Maximum Allowable Amount (MAA) for Out-of-Network Providers" section of
the Plan Contract and Evidence of Coverage.

Refer to "Ambulance Services" below for emergency medical transportation Copayment or
Coinsurance.

Gold 80 Ambetter PPO Plus
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Services obtained in an Emergency Room or Urgent Care Center (Mental
Health and Substance Use Disorder services)

Preferred Provider

Emerge(:lrcy Care Out-of-Network Provider*
Emergency room facility $350 $350, Deductible waived
Emergency room professional $0 $0, Deductible waived
services
Urgent care center (facility and $35 50%

professional services)

Copayment Exceptions:

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

Note(s):

*  The cost-sharing amounts shown for Out-of-Network Providers will only apply for services that do
not meet the criteria of Emergency Care as defined in the "Definitions" section of this Plan Contract
and Evidence of Coverage. Emergency Care is covered under your Preferred Provider level of
benefits even when such services are from an Out-of-Network Provider and will be payable at the
Preferred Provider level of cost-sharing and Deductible, if applicable, and without balance billing
(balance billing is the difference between a provider’s billed charge and the Maximum Allowable
Amount). Fo