Summary of Benefits and Coverage: What this Plan covers & What You Pay For Covered Services

Ambetter from Health Net : Ambetter Balanced Care 9 (2018)
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Coverage Period: 01/01/2018-12/31/2018
Coverage for: Individual/Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is

only a summary. For more information about your coverage, or to geta copy of the complete terms of coverage, visit https://ambetterhealthnet.com/2018-
brochures.html, or call 1-800-289-2818 (1-800-977-6757 TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-289-

2818 (1-800-977-6757 TTY: 711) to request a copy.

Important Questions

What is the overall
deductible?

$4,200 individual/$8,400 family.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you
meet your deductible?

Yes. Preventive care, primary
care, specialist, and urgent care
office visits, imaging, diagnostic
tests and generic drugs are
covered before you meet your
deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

For network $7,150
individual/$14,300 family. No, for
non-network providers.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing
charges, and health care this plan
doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See Find a Provider or call 1-

800-289-2818 for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a

roviders.

provider for the difference between the provider’s charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral
to see a specialist?

No.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You will Pay
Services You May Need Network Provider (You

Common Medical Out-of-Network Provider Limitation, Exceptions, & Other Important

will pay the least) (You will pay the most) Information
. L $30 Copay/visit;
.P imary care Visitto freat an deductible does not Not covered —--None--—-
injury or illness apply
$50 Copay/visit Prior authorization required. Failure to obtain prior
If you visit a health e e ’ authorization for any service that requires prior
oy : Specialist visit deductible does not Not covered o . .
care provider's office 00! authorization may result in denial of payment for
or clinic PPYY. care that may otherwise be covered.
You may have to pay for services that aren’t
Preventive care/ screening/ No charge Not covered preventive. Ask your provider if the services you
immunization g need are preventive. Then check what your plan
will pay for.
: : $50 Copay/test;
S?rk;]osuc test (x-ray, blood deductible does not Not covered Prior authorization required.
If you have a test ggg(l)y.co avltest
Imaging(CT/PET scans, MRIs) | deductible does not Not covered Prior authorization required.
apply.
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Common Medical

What You will Pay

Services You May Need Network Provider (You  Out-of-Network Provider Limitation, Exceptions, & Other Important
Event will pay the least) (You will pay the most) Information
Retail: $20 ]
%ﬁﬁsﬁg ton, Prescription drugs are provided up to 30 days
Generic Drugs (Tier 1) R Not covered retail and up to 90 days through mail order. Mail
Copay/prescription; orders are subject to 3X retail cost-sharing amount
deductible does not '
I
If you need drugs to app y
. Retail: $40 , o . -
treat your illness or Copay/prescription; Prior authorization required. Prescription drugs are
condlltlon . Preferred brand drugs (Tier2) | Mail order: $120 Not covered Jioiblct: fqr 1D b dgys S e up 19 Gl R
More information e through mail order. Mail orders are subject to 3X
about prescription M/prescrlpthn, retail cost-sharing amount.
drug coverage is subject to deductible
, Retail: $70 Prior authorization required. Prescription drugs are
available at Preferred e . :
Drug List Non-preferred brand drugs Copay/prescription; Not covered provided for up to 30 days retail and up to 90 days
L (Tier 3) Mail order: $210 through mail order. Mail orders are subject to 3X
Copay/prescription. retail cost-sharing amount.
Prior authorization required. Prescription drugs are
. o) provided for up to 30 days retail and up to 90 days
Specialty dugs (Tier 4) 50% Loinsurance Notcovered through mail order. Mail orders are subject to 3X
retail cost-sharing amount.
If you have Facility fee (.., ambulatory 20% Coinsurance Not covered Prior authorization required.
outpatient surge surgery center)
P gery Physician/surgeon fees 20% Coinsurance Not covered Prior authorization required.
$400 Copay/visit: $400 Copay/visit:
Emergency room care deductible does not deductible does not —--None--—-
O Emergency Medical - g
immediate medical dency 20% Coinsurance 20% Coinsurance —--None-—-
. transportation
attention -
$50 Copay/visit:
Urgent Care deductible does not Not covered —--None--—-

apply
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Common Medical
Event

Services You May Need

What You will Pay

Network Provider (You

Out-of-Network Provider

Limitation, Exceptions, & Other Important
Information

Facility fee (e.g., hospital

will pay the least)

(You will pay the most)

If you have a room) 20% Coinsurance Not covered Prior authorization required.
Al ey Physician/surgeon fees 20% Coinsurance Not covered Prior authorization required.
$30 Copay/office visit;
VIR e m_ental . . —dedugtlble does not Prior authorization required. (PCP and Other
health, behavioral Outpatient services apply; 20% Not covered Practitioner visits do not require prior authorization)
health, or substance coinsurance for all other
abuse services outpatient services
Inpatient services 20% Coinsurance Not covered Prior authorization required.
Prior authorization required. Cost sharing does not
_— apply for preventive services. Depending on the
Office visits gzgm/gfg’s not Not covered type of.services, coinsurance_, cooavment.and/or
W deductible may apply. Maternity care may include
tests and services described elsewhere in the
SBC (i.e. ultrasound).
Prior authorization required. Cost sharing does not
apply for preventive services. Depending on the
If you are pregnant Chilfdbir"rh/delivery 20% Coinsurance Not covered type of.services, coinsurance: copavment.and/or
professional services - deductible may apply. Maternity care may include
tests and services described elsewhere in the
SBC (i.e. ultrasound).
Prior authorization required. Cost sharing does not
apply for preventive services. Depending on the
Childbirth/delivery facility 20% Coinsurance Not covered type of services, coinsurance, copayment and/or

services

deductible may apply. Maternity care may include

tests and services described elsewhere in the
SBC (i.e. ultrasound).
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What You will Pay

Common Medical Services You May Need Network Provider (You Out-of-Network Provider Limitation, Exceptions, & Other Important
Event will pay the least) (You will pay the most) Information
Home health care 20% Coinsurance Not covered Prior authorization required. 42 visits per year.
$50 Copay/visit;
If you need help Rehabilitation services deductible does not Not covered Prior authorization required. 60 visits per year.
recovering or have apply.
other special health Habilitation services 20% Coinsurance Not covered Prior authorization required. 60 visits per year.
needs Skilled nursing care 20% Coinsurance Not covered Prior authorization required. 90 days per year.
Durable medical equipment 20% Coinsurance Not covered Prior authorization required.
Hospice services 20% Coinsurance Not covered Prior authorization required.
$0 Copay/visit;
Children's eye exam deductible does not Not covered 1 Visit per Year
: apply
[y hlaeste | 0 Cagager
Children's glasses deductible does not Not covered 1 ltem per Year
apply
Children's dental check-up Not covered Not covered —---None-----

Excluded Services & Other Covered Services
Services your Plan Generally Does NOT cover (Check your policy or plan documentation for more information and a list of any other excluded services.)

e Abortion Services (exceptin cases of rape, e Acupuncture e Cosmetic surgery
incest or when the life of the mother is e Dental care (Adult) e Long-term care
endangered) e Non-emergency care when traveling outside the e Routine eye care (Adult)

U.S. o Weightloss programs
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
e Bariatric surgery e Chiropractic care (Limited to 20 specialists’ visits e Hearing aids (Limited to 1 per ear per year)
per year) e Infertility treatment (diagnosis only)
e Private-duty nursing (Covered when medically e Routine foot care (Covered only in connection
necessary) with the treatment of diabetes)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Arizona Department of Insurance, 2910 N. 44th Street, Ste. 210 (2nd Floor) Phoenix, AZ 85018-7269, Phone No. (602) 364-2499 or (800) 325-2548. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:
Arizona Department of Insurance, 2910 N. 44th Street, Ste. 210 (2nd Floor) Phoenix, AZ 85018-7269, Phone No. (602) 364-2499 or (800) 325-2548.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retun unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-926-5057 (TTY/TDD 1-888-926-5180).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-926-5057 (TTY/TDD 1-888-926-5180).
Chinese (FX): tNRFEHRXHIEEBN, 1EILFTIX 4 HY 1-888-926-5057 (TTY/TDD 1-888-926-5180).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne 1-888-926-5057 (TTY/TDD 1-888-926-5180).

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
“ (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you
might pay under different health plans. Please note these coverage examples are based on self-only coverage

Peg is Having a baby Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

= The plan's overall deductible $4,200 = The plan's overall deductible $4,200 = The plan's overall deductible $4,200
» Specialist copayment $50 » Specialist copayment $50 » Specialist copayment $50
= Hospital (facility) coinsurance 20% = Hospital (facility) coinsurance 20% = Hospital (facility) coinsurance 20%
= Other coinsurance 20% = Other coinsurance 20% = Other coinsurance 20%
This EXAMPLE even includes services like: This EXAMPLE even includes services like: This EXAMPLE even includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (includes Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic test (ultrasounds and blood work) Prescription Drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (Physical therapy)

Total Example Cost 12800 Total Example Cost 7400 Total Example Cost 1900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles 4200 Deductibles 4200 Deductibles 1100

Copayments 1000 Copayments 1800 Copayments 400

Coinsurance 1800 Coinsurance 300 Coinsurance 300

What isn't covered What isn't covered What isn't covered
Limits or exclusions 60 Limits or exclusions 60 Limits or exclusions 0
The total Peg would pay is 7060 The total Joe would pay is 6360 The total Mia would pay is 1800

The plan would be responsible for the other costs of these EXAMPLE covered services.



Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Health Net does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Health Net:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign
language interpreters and written information in other formats (large print, accessible electronic formats, other
formats).

« Provides free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages.

If you need these services, contact Health Net’s Customer Contact Center at 1-888-926-5057 (TTY: 711).

If you believe that Health Net has failed to provide these services or discriminated in another way on the basis of race,

color, national origin, age, disability, or sex, you can file a grievance by calling the number above and telling them you

need help filing a grievance; Health Net’s Customer Contact Center is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil

Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/

portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW,
Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Health Net cumple con las leyes federales aplicables sobre derechos civiles y no discrimina por cuestiones de raza, color,
nacionalidad, edad, discapacidad ni sexo. Health Net no excluye a las personas ni las trata de manera diferente por
motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

Health Net:

« Proporciona aparatos y servicios gratuitos a las personas con discapacidades para que se comuniquen eficazmente con
nosotros, como intérpretes calificados de lenguaje de senas e informacion escrita en otros formatos (letra grande, formatos
electronicos accesibles, otros formatos).

« Proporciona servicios de idiomas gratuitos a las personas cuyo idioma principal no es el inglés, como intérpretes
calificados e informacion escrita en otros idiomas.

Si necesita estos servicios, llame al Centro de Comunicacion con el Cliente de Health Net al 1-888-926-5057 (TTY: 711).

Si considera que Health Net no proporciond estos servicios o ejercio algun otro tipo de discriminacién por cuestiones
de raza, color, nacionalidad, edad, discapacidad o sexo, puede presentar una queja formal llamando al nimero que se
indica mas arriba y diciéndoles que necesita ayuda para presentar una queja formal; el Centro de Comunicacién con el
Cliente de Health Net estd disponible para ayudarle.

También puede presentar una queja sobre derechos civiles ante el Departamento de Salud y Servicios Humanos de
los Estados Unidos, Oficina de Derechos Civiles, de manera electronica a través del Portal de Quejas de la Oficina de
Derechos Civiles disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o bien, por correo postal o teléfono:
U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

Hay formularios de quejas disponibles en http://www.hhs.gov/ocr/office/file/index.html.




EIDEGER  rrov | (TP Health Net

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Health Net, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete,

Spanish:
llame al 1-888-926-5057 (TTY/TDD 1-888-926-5180).
Navaijo: Ni da éi doodago haida bika anilyeedigii Ambetter from Health Net yina'idilkidgo t'4a ni nizaad k’ehji nika a’doowol d66 hazhé’6 bee nil hodoonihgo bee nd haz’a do6 badh ilinigdo. Ata’ halne’igii la® bich’i’ hadeesdzih
ninizingo koji” hélne” 1-888-926-5057 (TTY/TDD 1-888-926-5180).
MR+ REIERHENT S « BRI Ambetter from Health Net A EMIRIE, A S LU REES SR BIRE - MR WE—Ar§R 55 - 51832 1-888-926-5057 (TTY/TDD 1-888-926-
Chinese:
5180).
Vietnames  Néu quy vi, hay nguéi ma quy vi dang gitp d&, cé cau hdi vé Ambetter from Health Net, quy vi s& c6 quyén dugc gilip va c6 thém théng tin bang ngén ngl clia minh mién phi. D& néi chuyén véi mot
e: théng dich vién, xin goi 1-888-926-5057 (TTY/TDD 1-888-926-5180).
Arabic: .1-888-926-5057 (TTY/TDD 1-888-926-5180) — Juail pa yie g Coaaill ASTAY 5 4a (o il dy 5 pall e glaall g saelicdll e J a3 3all olal « Ambetter from Health Net Jss alis aaelid jad ool 4 olnl 1S 13)
= Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Ambetter from Health Net, may karapatan ka na makakuha nang tulong at impormasyon sa iyong wika ng walang gastos.
agalog:
galed Upang makausap ang isang tagasalin, tumawag sa 1-888-926-5057 (TTY/TDD 1-888-926-5180).
Koraans QFOF FI5} = B E1 s O AMZI0] Ambetter from Health Net 0 2tsA E 20| AUCHH P{3l= J2fot =20t L2 E Fstel 0|2 H|& 20| 22 5 U= Y27t & 28
E AR}t 047|517 s A{= 1-888-926-5057 (TTY/TDD 1-888-926-5180) 2 M5l A|2.
B " Si vous-méme ou une personne que vous aidez avez des questions & propos d’Ambetter from Health Net, vous avez le droit de bénéficier gratuitement d’aide et d'informations dans votre langue. Pour
rench:
parler & un interpréte, appelez le 1-888-926-5057 (TTY/TDD 1-888-926-5180).
= Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from H-e—alth Net hat, haben éie das Rechr@enlose Hilfe und Informationen in |hrer Sprache zu erhalten. Um mit einem Dolmetscher zu
erman:
sprechen, rufen Sie bitte die Nummer 1-888-926-5057 (TTY/TDD 1-888-926-5180) an.
= . B cnyvyae Bo3HMKHOBEHWSA Yy BAc UNK Y Nuua, KOTOPOMy Bbl NoMoraeTe, kakux-nubo Bonpocoe o nporpamMmme cTpaxoeaHna Ambetter from Health Net Bl imeeTe npaso nonyunte GecnnaTHyto nomoLlb w1
ussian:
WHOpMaLMo Ha CBOeM POGHOM Asbike. UToBbl NOroBOpUTL ¢ NepesogYMKom, NossoHTe no TenedoHy 1-888-926-5057 (TTY/TDD 1-888-926-5180).
Ambetter from Health Net (COWTRINCE NS VELELTERCZSL CHEDEEICLIPR— MOEREMRH TIRMVELET  BRFBELIHE (I, 1-888-926-5057 (TTY/TDD 1-888-926-5180) FTHE
Japanese:
AL,
peri o lad s p i L 53 S Cama gl € il 38 oo s 4 0805 e | e Dl K€ 4S 3l A G o ) 313 Ambetter from Health Net 25se 2 s 138 o K 4l 4 o€ oS kel &
ersian:
-3 ;8 Ll 1-888-926-5057 (TTY/TDD 1-888-926-5180)
LA ARE Y iy Baeluall (g i O ey Ambetter from Health Net e |sall il o gisasy Salaall ) sise 458 03 480
Syriac: i R
1-888-926-5057 (TTY/TDD 1-888-926-5180) sili o8 5 pn sia ly. g2 Y1 1L 053 408 o)
Serbo- Ako Vi, ili neko kome pomazete, imate pitanja u vezi Ambetter from Health Net, imate pravo na besplatnu pomoé¢ i informaciju na sopstvenom jeziku. Ukoliko Zelite da pri¢ate sa prevodiocem, pozovite
Croatian: broj 1-888-926-5057 TTY/TDD 1-888-926-5180).
Thai winvinuntadfivinutiemahumdaag tuaneddinmiiedu Ambetter from Health Net viufidvéviazlsdfuanuihnvdauaztayalunisiuasvinu Taalidestdaaelae 9 Wadu wnsasanslaiu3nisana
ai: 1
nsaInsAwvidiasiavivinglay 1-888-926-5057 (TTY: 711).
AMB16-AZ-C-00076 Ambetter from Health Net is underwritten by Health Net of Arizona, Inc.
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