Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020-12/31/2020
Health Net of CA: ExcelCare HMO Low GBD

Coverage for: All Covered Members | 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 get a copy of the complete terms of coverage, visit www.healthnet.com or call 1-800-
722-5342. 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 www.healthnet.com or you can call 1-800-722-5342 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket

$0.

There is no deductible.

No.

Combined medical/pharmacy limit: $6,850

limit for this plan?

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

member/$13,700 family per calendar year.

Premiums and healthcare this plan doesn’t
cover.

Yes. For a list of preferred providers, see
www.healthnet.com/providersearch or call 1-
800-722-5342.

Yes. Requires written prior authorization.

See the Common Medical Events charge below for your costs for services this plan covers.

There is no deductible.

You don’t have to meet the deductibles for specific services.

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.

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

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 froma 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 getservices.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common : What You Will Pa Limitations, Exceptions, & Other Important
. Services You May Need In-Network Provider Out-of-Network Provider
Medical Event : Information
You will pay the least You will pay the most

Primary care visit to treat an

injury on llness $35/visit Not covered none
If you visit a health care Specialist visit $75/visit Not covered Requires prior authorization.
provider’s office or clinic You may have to pay for services that aren’t
Preventive care/screening/ preventive. Ask your provider if the services
, —— No charge Not covered .
immunization needed are preventive. Then check what your
plan will pay for.
V[\)/ljrk?oshc test (x-ray, blood No charge Not covered Requires referral.
If you have a test Imaging (CT/PET scans
MRI% ) g ’ $200/procedure Not covered Requires prior authorization.
: $10/retail order
Generic drugs $20/mail order Not covered Supply/order: up to 30 day (retail); 35-90 day
Preferred brand drugs $50/reta|ll order Not covered (mail), lexc.eptlwhere .quantlty limits apply. Prior
I you need drugs to treat $100/mail order Authorization is required for select drugs. If .
our illness or condition Prior Authorization Required you buy a brand name drug that has a generic
?\//Iore e el 50% coinsurance w/ equivalent, you pay the difference in cost
e AT Non-preferred brand drugs $250 max/retail order Not covered between the brand name and generic drug
coveraae is available at 50% coinsurance w/ plus copay or coinsurance for the generic.
www.healthnet.com/ca_dru $750 max Imail order -~
glist Self injectables- Up to $250 max copayment per prescription.
30% coinsurance Prior Authorization is required for select drugs.
Specialty drugs Refer to the recommended Not covered Quantity limits may apply to select drugs.
drug list for other drugs Supply/order: up to a 30 days supply filled by
considered specialty specialty pharmacy.
The $1,500 copay is combined with inpatient
. hospital, inpatient mental health, inpatient
. Facility fee (e.g., ambulatory $1,500/procedure + ) . . "
If you have outpatient surgery center) 5% CoINSUrANce Not covered matermty care, skilled qursmg.famhty and
surgery outpatient surgery and is required once per
calendar year. Requires prior authorization.
Physician/surgeon fees No charge Not covered none

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com
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Common .
Medical Event Services You May Need

What You Will Pa Limitations, Exceptions, & Other Important

In-Network Provider
You will pay the least

Out-of-Network Provider
You will pay the most

Information

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral health,
or substance abuse
services

If you are pregnant

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com

Emergency room care

Emergency medical
transportation
Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

25% coinsurance
$200/transport
$75/visit

$1,500/stay +
25% coinsurance

Physician-No charge
Surgeon-25% coinsurance
Office-$35/visit-individual
therapy session
$17.50/visit-group therapy
session
Other than office-No charge

$1,500/stay +
25% coinsurance

No charge

No charge

$1,500/stay +
25% coinsurance

25% coinsurance
$200/transport
$75Mvisit

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

none

none

none

The $1,500 copay is combined with inpatient
hospital, inpatient mental health, inpatient
maternity care, skilled nursing facility and
outpatient surgery and is required once per
calendar year. Requires prior authorization.

none

Behavioral health services are administered by
Managed Health Network (MHN). Requires
prior authorization except for office visits.

The $1,500 copay is combined with inpatient
hospital, inpatient mental health, inpatient
maternity care, skilled nursing facility and
outpatient surgery and is required once per
calendar year. Behavioral health services are
administered by Managed Health Network
(MHN). Requires prior authorization.

Cost sharing does not apply for preventive
services.

Coverage includes abortion services.

The $1,500 copay is combined with inpatient
hospital, inpatient mental health, inpatient
maternity care, skilled nursing facility and
outpatient surgery and is required once per
calendar year.
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Common : VYhat You Will Pa - Limitations, Exceptions, & Other Important
. Services You May Need In-Network Provider Out-of-Network Provider .
Medical Event : . Information
You will pay the least You will pay the most

Copayment starts the 30t day after the first

Home health care $35/visit Not covered L . . -
visit. Requires prior authorization.
Rehabilitation services $35/visit Not covered Requires prior authorization.
Habilitation services Not covered Not covered none
The $1,500 copay is combined with inpatient
If you need help hospital, inpatient mental health, inpatient
recovering or have other Sl i e $1,500/stay + Not covered maternity care, skilled nursing facility and
special health needs 25% coinsurance outpatient surgery and is required once per
calendar year. Limited to 100 days per
calendar year. Requires prior authorization.
Durable medical equipment 50% coinsurance Not covered Cgrrectlve fpot\(vear Is not covered. Requires
prior authorization.
Hospice services No charge Not covered Requires prior authorization.
. Children’s eye exam $35/visit Not covered none
If your child needs dental Children's df Not q Not q -
or eye care ildren’s glasses ot covere ot covere none
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 document for more information and a list of any other excluded services.)

e Cosmetic surgery o Infertility treatment e Private-duty nursing

e Dental care (Adult) e Long-term care e Routine foot care

e Hearing aids . [\rl]onL-JerSnergency care when traveling outside e Weight loss programs
e US.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care-Your group has purchased a
chiropractic benefit. When you use a

e Acupuncture (covered as a specialist visit if E:actitiotner II? thhe' Ameri;:an Specialty Hec?lth'th
i an network, chiropractic care is covered wi .
dee.me.d medically necessary) a copayment of $15/visit up to 20 visits per *  Routine eye care (Adult)
e Bariatric surgery calendar year. You may self-refer for the initial
visit; subsequent visits require prior
authorization.
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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: Department of Labor’s Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health and Human Services, Center for Consumer
Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.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: Health Net's Customer
Contact Center at 1-800-722-5342, submit a grievance form through www.healthnet.com, or file your complaint in writing to, Health Net Appeals and Grievance
Department, P.O. Box 10348, Van Nuys, CA 91410-0348. For information about group health care coverage subject to ERISA, contact the U.S. Department of
Labor's Employee Benefits Security Administration at 1-866-444 (EBSA (3272) or www.dol.gov/ebsa/healthreform. If you have a grievance against Health Net, you
can also contact the California Department of Managed Health Care, at 1-800-HMO-2219 or www.hmohelp.ca.gov. For information about group health care
coverage subject to ERISA, contact the U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444 (EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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 return 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 1-800-722-5342.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-722-5342.
Chinese (F137): R EBE R XXHIAERN, TEIFTIXA S HH1-800-722-5342.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-722-5342.

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

(9 months of in-network pre-natal care and a

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

B The plan’s overall deductible $0
B Specialist copayment $75
® Hospital (facility) copayment $1,500
m Other copayment $35

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $1,800

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,860

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

controlled condition)

M The plan’s overall deductible $0
B Specialist copayment $75
® Hospital (facility) copayment $1,500
M Other copayment $35

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,400

Coinsurance $900

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $2,360

up care)
B The plan’s overall deductible $0
B Specialist copayment $75
W Hospital (facility) copayment $1,500
M Other copayment $35

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,500
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $1,200
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,400
6 of 6
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(W Health Net'

Nondiscrimination INOt1Ce

Health Net Health Plan of Oregon, Inc. (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 eftectively 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 1-877-609-8715 (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.jst, 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 Health Plan of Oregon, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
FLYO11053EPQO (11/16)



English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in
your language. For help, call us at the number listed on your ID card. Applicants call 1-877-609-8715 (TTY: 711).

Ambharic
&P PAND- P27 AI0CINT:: ANTCATL T9TT T S FAN:: A1&T ATLHIBAL 91849 S FAN:: ACSF ATITTT NavFO%P AL
PADY BPC LLM-(ei: PPMS (FLT AOAT AP 1-877-609-8715 (TTY: 711) &TC LLM-(r::

Arabic
Al e Uy il daclisdl) e Jsanll @llse 5 jie 335 e Jpanl) dliSars (5558 an e e Jpanll Gli€ay dyilae 4alll cilars
.(TTY:711) 1-877-609-8715 sl e Juai¥ bl anda o 3y gl 2dlay o 3 5a gall

Chinese

GRS IR, &R D"‘"io IBATEE NI SCHEN B ke REs, et lh, SFBEcEmeE B+ LdIRyE
RERAE B A AS, B AGEECE 1-877-609-8715 (TTY : 711) o

Cushite (Oromo)

Waa Lacag la’aan Adeegyada Luugada. Waxaad heli kartaa turjubaan. Waxaad heli kartaa in waraagaha laguu
aqriyo. Wixii caawin ah, naga soo wac lambarka ku goran kaarka Aqoonsigaaga. Wicitaanka codsadayaasha
1-877-609-8715 (TTY: 711).

German
Kostenloser Sprachendienst. Dolmetscher sind verfiigbar. Dokumente kénnen Thnen vorgelesen werden. Wenn Sie

Hilfe benétigen, rufen Sie uns unter der Nummer auf Threr ID-Karte an. Antragsteller rufen unter
1-877-609-8715 (TTY: 711) an.

Japanese

ﬁ*ﬂmééﬁ — B R, WiRE ZHHWERE T ET, CEEBHALET, BB ERGAIX. DV —
RICREHEH SN TV DL E S ETEEMS EI VN, HIAF O IX, 1-877-609-8715 (TTY: 711) £ TRELEL 72

éb\o

Korean

T8 Aol Au 2 T Mu|2E S F dsUT B4 s ARl A E ol = dFUT B
LA, B3 Dol 5 a2 Ae] FAAl L. Al Y A2 1-877-609-8715 (TTY: 711) 0.2 71 5}3]
FAA L

Khmer

TEUNMANIENWRARMG Y HAMGE GUMSHAUMPMUINGY HRHNGANTIRMSANANISH?

UNURSW ABSIfghRgmuity: gl iR SIS MANASESITEHNY WHNS
FJHSIAGGINUES 1-877-609-8715 (TTY: 711)

Laotian
L 2 MWWITW FEe 1.1 WIS @, CUWITNO .1 wZIWI0e 8 Iwcen:

gl v ww o . w2 aoiwy cem_ s, N vvimIwones Ao Mwcw 1
g, v ourern oz w. @, s o92 wn vin I 1-877-609-8715 (TTY: 711).



Punjabi
fast a3 TEMI I ARt IAT fEd E3THMT YU J9 AAE J1 33 BT EASEH UF AT AGE I8 | HET
e, 3T3 WElsT (ID) F93 '3 63 899 3 Ag €6 I3 | fa6a9d 1-877-609-8715 (TTY: 711) 3 €5 &S|

Russian

BecnnaTHaA NomoLLb NepeBoAYMKOB. Bbl MOXKeTe NoMy4YnTb MOMOLLb YCTHOTO NepeBoaYMKa. Bam moryT npounTath
[LOKYMEHTbI. 3a NoMoLLblo 06paLanTech K Ham no TesnedpoHy, NpuBeAeHHOMY Ha Ballel MAEHTUPUKALNOHHOM
KapTOYKe y4acTHMKa nnaHa. Eciv Bbl XOTUTE CTaTb Y4AaCTHMKOM NAaHa, 3BOHUTE NO TeiepoHy

1-877-609-8715 (TTY: 711).

Spanish
Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de documentos y

recibir algunos en su idioma. Para obtener ayuda, llamenos al nimero que aparece en su tarjeta de identificacion.
Los solicitantes deben llamar al 1-877-609-8715 (TTY: 711).

Tagalog
Walang Gastos na Mga Serbisyo sa Wika. Maaari kayong kumuha ng isang interpreter. Maaari ninyong ipabasa ang

mga dokumento. Para sa tulong, tawagan kami sa numerong nakalista sa inyong ID card. Para sa mga aplikante,
tumawag sa 1-877-609-8715 (TTY: 711)

UKkrainian

besnnaTHi nocayrv nepeknagy. By morKeTe CKOpPUCTYBaTUCA NOCAYramMu Nepeknagada. Bam moxyTb npounTaTy
Bali AokymeHTU. LLLo6 oTpumaTtn gonomory, TenedoHyinTe Ham 3a HOMEPOM, AKUIA BKa3saHWUI Ha Bawwil
iaeHTUdIKauinHiM KapTui (ID). 3aABHMKN MOXKYTb TenepoHyBaTh 3a Homepom 1-877-609-8715 (TTY: 711).

Vietnamese

Cac Dich Vu Ngon Ngit Mién Phi. Quy vi co thé c6 mot phién dich vién. Quy vi co thé yéu cau duge doc cho nghe
tai lidu. Dé nhan trg gitip, hily goi cho chiing ti theo s6 dugc liét ké trén thé ID ctia quy vi. Ngudi nop don goi s6
1-877-609-8715 (TTY: 711).

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, Inc. All rights reserved.

OR WA Commercial Applicant Notice of Language Assistance
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