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

Health Net Life Ins. Co.: Gold 0/30 PPO + Child Dental

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: All Covered Persons | Plan Type: PPO

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/policy/shop_gold_80_ppo_2017 or call 1-800-522-0088. 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 www.dol.gov/ebsa/healthreform or www.healthnet.com or you

can call 1-800-522-0088 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 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?

$0 through the preferred provider network.
$2,000 per person / $4,000 per family for out-of-
network providers.

Yes. Out-of-network emergency care and
transportation, CA prenatal screening program,
and pediatric dental care are covered before you
meet your deductible. No deductible applies to
the preferred provider network.

No.

For preferred providers $6,750 per person /
$13,500 per family; for out-of-network providers
$13,500 per person / $27,000 per family.

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

Yes. For a list of preferred providers, see
www.healthnet.com/providersearch or call 1-800-
522-0088.

No.

SBC_GLD_80_PPO_SHOP_2017

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.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. Forexample, 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/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
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.

You can see the specialist you choose without a referral.
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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.

e What You Will Pa
. Services You May Need Preferred Provider Out-of-Network Provider
Medical Event . .
You will pay the least You will pay the most

Limitations, Exceptions, & Other Important

Information

If you visit a health
care provider’s office
or clinic

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

If you have a test

Imaging (CT/PET scans, MRIs)

$30/visit
$55/visit

No charge

X-ray — $55/visit
Lab- $35/visit

20% coinsurance

$15/retail order

50% coinsurance

50% coinsurance

Not covered

50% coinsurance

50% coinsurance

none

none
You may have to pay for services that aren’t
preventive. Ask your provider if the services needed
are preventive. Then check what your plan will pay for.

none

If certification is not obtained a $250 penalty will apply
through the preferred provider network, a $500 penalty
will apply out-of-network.

Supply/order: up to 30 day (retail); 35-90 day (mail),

Generic drugs $30/mail order Not covered except where quantity limits apply. Prior authorization
If you need drugs to $55/retail order is required for select drugs. If prior authorization is not
treat your illness or HEEICH LRGN $110/mail order NOSEEEIEE obtained a penalty of 50% of the average wholesale
condition $75/retail order price will apply, except for emergency or urgently
More information about Non-preferred brand drugs $150/mail order Not covered needed care.
prescription drug Supply/order: 30 day supply from specialty pharmacy
coverage is available at o except where quantity limits apply. Prior authorization
www.healthnet.com/ca . 20(" CUENEES © is required for select drugs. If prior authorization is not

Specialty drugs maximum of $250 per Not covered

obtained a penalty of 50% of the average wholesale
price will apply, except for emergency or urgently
needed care.

druglist 30 day prescription

Some outpatient surgical procedures require

Facility fee (e.g., ambulatory
surgery center)

If you have outpatient
surgery

Physician/surgeon fees

SBC_GLD_80_PPO_SHOP_2017

20% coinsurance

20% coinsurance

50% coinsurance

50% coinsurance

certification or a $250 penalty will apply through the
preferred provider network, a $500 penalty will apply
out-of-network.

Some outpatient surgical procedures require
certification.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com 20f6
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Common . V.Vhat You Will Pa - Limitations, Exceptions, & Other Important
. Services You May Need Preferred Provider Out-of-Network Provider .
Medical Event . . Information
You will pay the least You will pay the most

. $325/visit o e .
_ _ Emergency room care $325/visit deductible does not apply Copay waived if admitted into the hospital.
If you need immediate .
. . Emergency medical $250/transport
medical attention , $250/transport : none
transportation deductible does not apply
Urgent care $30/visit 50% co-ins none
Certification is required for hospital facility stay or a
. Facility fee (e.g., hospital room) 20% coinsurance 50% coinsurance $250 penalty will apply through the preferred provider
Isftya/ou LRV &l )] network, a $500 penalty will apply out-of-network.
y . o i P Certification is required for a hospital stay and some
Physician/surgeon fees 20% coinsurance 50% coinsurance . . . , :
services received while admitted to the hospital.
Certification is required for some outpatient mental
Office visit — No charge; health, behavioral health, and substance abuse
If you need mental Outpatient services Other than office visit — 50% coinsurance services (not including regular office visits) or a $250
health, behavioral No charge penalty will apply through the preferred provider
health, or substance network, a $500 penalty will apply out-of-network.
abuse services If certification is not obtained a $250 penalty will apply
Inpatient services 20% coinsurance 50% coinsurance through the preferred provider network, a $500 penalty

will apply out-of-network.

Prenatal — No charge CA prenatal screening program is covered at no

L I
QRS Postnatal - $30/visit ot ETEUEnEs charge both in and out-of-network.

If you are pregnant g::b?g;rsth/dellvery professional 20% coinsurance 50% coinsurance Coverage includes abortion services.
g::\l/(ij(t));rsth/del|very 22l 20% coinsurance 50% coinsurance Coverage includes abortion services.

Limited to 100 visits per calendar year (rehabilitative
and habilitative home health services are each limited

Home health care 20% coinsurance Not covered to separate 100 visit limits per calendar year).
Certification is required for some services or a $250
penalty will apply.

If you need help
recovering or have
other special health
needs Rehabilitation services $30/visit Not covered I certification is not obtained a $250 penalty will apply.

Habilitation services $30/visit Not covered I certification is not obtained a $250 penalty will apply.

SBC_GLD_80_PPO_SHOP_2017  * For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com 30f6
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Common . V.Vhat You Will Pa - Limitations, Exceptions, & Other Important
. Services You May Need Preferred Provider Out-of-Network Provider .
Medical Event . . Information
You will pay the least You will pay the most

If certification is not obtained a $250 penalty will apply
Skilled nursing care 20% coinsurance 50% coinsurance through the preferred provider network, a $500 penalty
will apply out-of-network.

Orthotics, corrective footwear and all other durable

Diabetic equipment medical equipment are not covered out-of-network. If

(including footwear) and

Durable medical equipment 20% coinsurance . K certification is not obtained a $250 penalty will apply
prosthesis - 50% .
. through the preferred provider network, a $500 penalty
coinsurance :
will apply out-of-network.
I certification is not obtained a $250 penalty will apply
Hospice services No charge 50% coinsurance through the preferred provider network, a $500 penalty
will apply out-of-network.
Children’s eye exam No charge Not covered Limited to 1 visit per year.
If your child needs Children’s glasses No charge Not covered Provider selected frames; 1 per calendar year.
o
dental or eye care Children’s dental check-up No charge 10% coinsurance Limited to 2 check-ups in a 12 month period.

deductible does not apply

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 Chiropractic care e Infertility treatment e Private-duty nursing
* Cosmefic surgery * Long-term care e Routine foot care

e Dental care (Adult) e Non-emergency care when traveling outside the Weight loss programs
e Hearing aids us.

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

e Acupuncture (covered when medically e Bariatric surgery (covered through the preferred e Routine eye care (Adult) (screenings/eye
necessary) provider network if deemed medically necessary) refraction for vision correction purposes)
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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 1-800-522-0088, 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 Insurance, Consumer Communications Bureau Health Unit, 300 South Spring Street, South
Tower, Los Angeles, CA 90013 or at 1-800-927-HELP (4357), 1-800 482-4833 TDD or at www.insurance.ca.gov. Additionally, a consumer assistance program can
help you file your appeal. Contact the California Department of Insurance at the contact information provided above.

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 1-800-522-0088.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-522-0088.
Chinese ("' 30): AR FFEE T SCHIF SN, 1ETRHTIX 519 1-800-522-0088.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne" 1-800-522-0088.

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

SBC_GLD_80_PPO_SHOP_2017  * For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com 5o0f 6
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About these Coverage Examples:

u
L :

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)

H The plan’s overall deductible $0

B Specialist copayment $55
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $700

Coinsurance $2,300

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,060

SBC_GLD_80_PPO_SHOP_2017

controlled condition)

H The plan’s overall deductible $0
M Specialist copayment $55
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $2,100

Coinsurance $300

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $2,460

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

up care)
B The plan’s overall deductible $0
B Specialist copayment $55
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $1,800
Coinsurance $50
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,850
D5Z/A4A/MD/CO/7D/15E
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Health Net Life Insurance Company (“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:
On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Off Exchange 1-800-522-0088 (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 grievance by mail, fax or
online at:

Health Net Life Insurance Company

P.O. Box 10348

Van Nuys, CA 91410-0348

Fax: 1-877-831-6019

Online: healthnet.com

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.



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 or call 1-800-522-0088 (TTY: 711).

If you bought coverage through the California marketplace call 1-888-926-4988 (TTY: 711). For more help:
If you are enrolled in a PPO or EPO insurance policy from Health Net Life Insurance Company, call the

CA Dept. of Insurance at 1-800-927-4357. If you are enrolled in an HMO or HSP plan from Health Net of
California, Inc., call the DMHC Helpline at 1-888-HMO-2219.

Arabic
Slo L Juail acludll Jlo Jpaanll @ll 5 5 e Gl Lo Janll liSas (55 ansia o Jpeanl) iy Aulae Zalll cilasa
o8 Jla i (TTY: 711) 1-800-522-0088 (& (s tadll Juai¥l 38 s o ol & sell 4Ly e 3 pm sl )
& Mo i€ Ja b saelial) e Jgemally (TTY: 711) 1-888-926-4988 1 e doail el 5 5illS (3 s (30 Al
Health Net Life slall e 0alill 4S5 (50 EPO dp_waal) 525 3all Laliidl) 5l PPO dlaball 835 jall dakaiall (aals 4l
adaia 3 Slae i€ Jla (3.1-800-927-4357 8 e L siillS & ouelil) and e Juail « Insurance Company
saeludl ki e Juail | Health Net of California, Inc 3,8 (e HSP 4l i gill ibd i HMO Zaall Jle ddsiladll
.1-888-HMO-2219 1l e DMHC 5l dnall &l Hll and 3

Armenian

Utddun (Equljut swnwynipinitiibp: Inip Jupnn tp pabwynp pupgduithy unwbwg:
Quunwpnpbpp jupnn B jupnu) dkq hwdwnp: Oquntpjut hwdwp quiquhwpbp Ukq dkp

ID pupunh Jpu pgws hinwpinuwhwdwpny jud quiquhwptp 1-800-522-0088 (TTY: 711)
htpwinuwhwdwpny: Gpl wywhnuqpmu bp qub] Ywhdnpuhuyh onjuwywlut hpuwywpwyh
Uhongny, quuquhwpkp 1-888-926-4988 (TTY: 711) hinwhinuwhwdwpny: Lpwugnighs

oqunipjut hudwnp. ptk winuudwgpyws tp Health Net Life Insurance Company-h PPO jud EPO
wyywhnyugpm pjubp, quiquhuptp Ywih$npihwgh Uyuwhndugpn pyub pudh’

1-800-927-4357 htinwpunuwhwdwpny: Gpk winuwdwqpyus tp Health Net of California, Inc.-h HMO
ywd HSP spugnht, quiquhwptp DMHC ogimpjwi ghs 1-888-HMO-2219 htinwunuwhwdwpm:

Chinese

REES IS o Eu{EAOFEE - G5 A EHEAEES B SN ARG R > WA &

BB S IR S FF4E IR - TR - SEEELRE B LA E SRS B R4 - SEEE
1-800-522-0088 (TTY : 711) - {SRAEEENIINERE RIS Z T SIEE AR » HEEE
1-888-926-4988 (TTY : 711) - #FEHE—TBh « WIRMAIE S Health Net Life Insurance Company % {i
PPO = EPO {8 » 5585 1-800-927-4357 BN (ks 4% - L5535 Health Net of California, Inc.
{7 HMO =% HSP 313 > 35%08 DMHC #8245 1-888-HMO-2219 -

Hindi

e ST arell ST {aTd| 3T Ueh gHIRAT T A {ehel ¥ 3MUDT GEAAS UG P FATT

ST @hd &1 Agg & form, 3mud 3MEEr s W fGr 9w gHleg da) W & Hid B, AT
1-800-522-0088 (TTY: 711) WX &Il dY| Ife MU Hforpifaar Ffhe oy & ACIHT & FalaT
TIIeT & Al 1-888-926-4988 (TTY: 711) W did He| 3P A & forw: Ifg 3T Health Net
Life Insurance Company @3 PPO a1 szt EPO dfierm uiferdt & amnfera & ot o
AT TTHWT BT 1-800-927-4357 WX diel dY| TG 3T Health Net of California, Inc. & TITH3
HMO a1 Tgugdt HSP Told & ATdHIfhd §, df 3uavadl DMHC gedeisd & 1-888-HMO-2219
W BT P




Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv kom
yog koj hom lus los tau. Kev pab, hu rau peb ntawm tus xov tooj teev nyob rau hauv koj daim ID card los yog
hu rau 1-800-522-0088 (TTY: 711). Yog tias koj yuav kev pov hwm ntawm California marketplace hu
1-888-926-4988 (TTY: 711). Xav tau kev pab ntxiv: Yog koj tau tsab ntawv tuav pov hwm PPO los yog EPO
los ntawm Health Net Life Insurance Company, hu mus rau CA Dept. of Insurance ntawm 1-800-927-4357.
Yog koj tau txoj kev pab kho mob HMO los yog HSP los ntawm Health Net of California, Inc., hu mus rau
DMHC tus xov tooj pab Helpline ntawm 1-888-HMO-2219.

Japanese

RO SFEY—E A, @RE ZHHAWEZ T ET, BAETCEERSHALET, EhNRLERY
A, IDh—F ;uaﬁéﬂ“(b‘éﬁﬁifj’a SENZ 72K D, 1-800-522-0088., (TTY: 711) £ THE
s, BV T nN=TMNO~—2y b7 AR (REBEEAYA ) 280 TRIEEZEA ST
7251k, 1-888-926-4988 (TTY: 711) £ THEL 723V, X BTV E 72454  Health Net Life
Insurance Company OPPO & 72 [XEPOfRIR A U & —ITMA S IV TN D F 1L, Y 7 3 =T INERER R
1-800-927-4357 F THEEE CTHBRIWVA < 72 X\, Health Net of California, Inc. DHMO ¥ 7= [ZHSPIZ
MAENTWAHIFIE, DMHC~VY Z A > 1-888-HMO-2219 F TEIETBRWADLE L ZE 0,

Khmer
TEUNM AW RHANIG Y HRNGSGUMSHRAURURIHMAY HRHGANUIRH SRaNIBHRY
RS AESRGHDRE MUt 2GR SISHIMANMNESIUIHN U S1fshigly
SUNUENAGSHMINGALISIABUIS 1-800-522-0088 (TTY: 711)4 0 SHAMSENMIMSINGI
hanwitn: Spisigmbulinh ayugirunishinie 1-888-926-4988 (TTY: 711) mmﬁfigwu%ga s
IBAUSHAMS TN FIMUMIANMSNUR PPO 4 EPO fijfsiismantmdin
Health Net Life Insurance Company ﬁjamﬁsmmmmﬁ“ﬁsmmnﬁm CA Muity: Gifue)inug
1-800-927-43571 IUfJSijﬁtﬂ Sq,iﬂiﬁoﬁﬁiﬁsmi HMO U HSP B’I“[ﬁHU]S Health Net of California, Inc.
isigmUUidh ayuIfAsHINISgiaigR S DMHC ¢ 1-888-HMO-2219¢1
Korean

5 Qo] Aulz, F A AE WS £ Atk B4 G5 Aulag ol & glHLTh Egol
ostAd B ID 7h=el 55 WMo 2 A 35kskA 71 141-800-522-0088 (TTY: 711)H ©. = % 3} 3
FAN L. Ao} v T e o 28 B3 WL TS O 1-888.926-4988 (TTY: 711)
‘34 o A3t FAAI L. F7F Eo] Q8 3AH, Health Net Life Insurance Company 2] PPO 5=+
EPO 170 719 510] §lox M AelEijel - pﬁ%oﬂ 1-800-927-4357 0.2 7183 T4 A 9. o
HS

Health Net of California, Inc.2] HMO %= P Z o 7[Y o] AW DMHC =-2-2}2lo]
1-888-HMO-2219H 0. 2 A 3} &l F=4] A

fo rlr

Navajo

Saad Bee Aka E’eyeed T'aa Jiik’e. Ata’ halne’igii hdld. T'a4a hé hazaad k’ehji naaltsoos hach’|’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikaa’gi béésh bee hane’i bikaa’ aajj’
hodiilnih éi doodaii’ 1-800-522-0088 (TTY: 711). California marketplace hoolyéhiji béeso ach’aah
naanili ats’iis baa ahaya biniiyé nahinitnii’go éi koji’ hdlne’ 1-888-926-4988 (TTY: 711). Shika
anaa’doowot jinizingo: PPO éi doodaii’ EPOQji Health Net Life Insurance Company wolyéhiji béeso
ach’aah naa’nil biniiyé hwe'iina’ bik’é’ésti‘go éi CA Dept. of Insurance bich’{" hojilnih 1-800-927-4357.
HMO éi doodaii’ HSPQji Health Net of California, Inc.Qji béeso ach’aah naa’nil biniiyé hats'iis
bik’é’ésti’'go éi kojj’ hojilnih DMHC Helpline 1-888-HMO-2219.



Persian (Farsi)
258 il A Lad (g) 3 alind 4S S a3 3 2l 5 e L2 80 (AL aa e S0 358 e O8I sb 4 gl clexs
S0 Gl S 5e Ll a8 Gl o 0 Led lalid IS (55 4S (5 s sledi 4n La b o el <l 5 5
o obed b 23 S (sl A LipalS & 15 Gasb 5l 1 dan (s S 2,50 il (TTY: 711) 1-800-522-0088
G 3 EPO L PPO 4l 4ay 50 S : il daialy cily 0 sl 2,80 Gl (TTY: 711) 1-888-926-4988
i 1-800-927-4357 -l 42 CA Dept. of Insurance b «x)la cu sacHealth Net Life Insurance Company
il laial ) bad b ey jls cy sae Health Net of California, Inc s+ 3) HSP L HMO 4ebi s 58 S 5,8
2,8 sl 1-888-HMO-2219 » jles 4 DMHC

Panjabi (Punjabi)

ot foA a3 3 9 A 3A Y T3 U3 99 Ao JI 36 ©A3<H 33 I K9

UZ d g8 7 A I6| HET B8, WU wiEiE 93 3 €3 $9d 3 A I8 I # a9 g
1-800-522-0088 (TTY: 711) '3 'S &3] A IH ABIRIaM HIfae USH T IIt HH sead Harer
J 3711-888-926-4988 (TTY: 711) '3 'S J| WS HEE B A 3 Health Net Life Insurance
Company YRfitf€ PPO w €160 EPO € ufsH! &g a3 J, 37 ddiegomi sy fesar &
1-800-927-4357 '3 'S &J| 7 3H Healh Net of California, Inc. 3 f&'a WeHE HMO A wommd
HSP uds &8 aifaz J 37 ShhMigrt DMHC I8USES § 1-888-HMO-2219 '3 I8 &3l

Russian

BecnnaTHas momolis nepeBOAYMKOB. Bbl MOKeTe MoayynTh MOMOIIb YCTHOTO NMEPeBOAUYMKA.

Bawm MoryT npounTarh JOKyMEHTbI. 3a MOMOILLIO 0OpallafiTech K Ham Mo TeaeoHy , IPUBEICHHOMY Ha
Ballleil eHTU(UKANMOHHON KapTOUKe y4acTHHKa MiaHa. KpoMe Toro, Bbl MOXKeTe MMO3BOHUTD B
1-800-522-0088 (TTY: 711). Eciiu cBOIO CTpaxoBKYy Bbl NPUOOPENM HA €JMHOM CAITe MO Mpojaxe
MEULUHCKUX cTpaxoBoK B mtate Kanudgopuus, 38onute no tenegony 1-888-926-4988 (TTY: 711).
JononHuTtensHas nomolib: Eciu Bl BkimoueHb! B noac PPO umu EPO ot ctpaxoBoii komnanuu Health Net
Life Insurance Company, 38oHuTe B JenaprameHt ctpaxoBanus wrata Kamgopuus (CA Dept. of Insurance),
tenecpon 1-800-927-4357. Ecnu BbI BKitoueHs! B i1aH HMO nnm HSP ot ctpaxosoit komnanun Health Net of
California, Inc., 3BoHMTE MO KOHTaKTHOM JIMHUY [lenapTaMeHTa ynpaBisieMOro MeMIMHCKOTO 0OCITy > KNBaHNS
DMHC, renedon 1-888-HMO-2219.

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, lldmenos al nimero que figura en su

tarjeta de identificacion o comuniquese con el Centro de Comunicacion Comercial de Health Net, al
1-800-522-0088 (TTY: 711). Si adquirid la cobertura a través del mercado de California, llame al
1-888-926-4988 (TTY: 711). Para obtener mds ayuda, haga lo siguiente: Si estd inscrito en una poliza de
seguro PPO o EPO de Health Net Life Insurance Company, llame al Departamento de Seguros de California,
al 1-800-927-4357. Si estd inscrito en un plan HMO o HSP de Health Net of California, Inc., llame a la linea
de ayuda del Departamento de Atencién Médica Administrada, al 1-888-HMO-2219.



Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card

o tawagan ang 1-800-522-0088 (TTY: 711). Kung bumili kayo ng pagsakop sa pamamagitan ng California
marketplace tawagan ang 1-888-926-4988 (TTY: 711). Para sa higit pang tulong: Kung nakatala kayo sa
insurance policy ng PPO o EPO mula sa Health Net Life Insurance Company, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357. Kung nakatala kayo sa HMO o HSP na plan mula sa Health Net of California,
Inc., tawagan ang Helpline ng DMHC sa 1-888-HMO-2219.

Thai

lifduimadunm quanansnlgald Qmmmmlﬁmw,aﬂmﬂﬁwwdvlﬁ fSwTuaNNTIBRE INTWLTenu
mnmLamﬁlﬁ”ﬁnuﬁmﬂs:ﬁ‘hﬁaﬂnaaqm wia Insmguddasaifomndizduad 1-800-522-0088 (TTY: 711) Winam
fﬁaﬂaﬂu@fwﬂsaamumo California marketplace 1n3s 1-888-926-4988 (TTY: 711) fWIUAMNTIBARBLANLAY YN
qmaﬁ‘ﬂsﬁﬂniwﬁﬁﬁﬂs:ﬁuﬁ'ﬂ PPO %38 EPO nu Health Net Life Insurance Company Insminsumsisznunesy
wnanasiielai 1-800-027-4357 WINAUENATULHY HMO w3a HSP fil Health Net of California, Inc. Insmanueamn
ANNTILLRRAVDI DMHC VL@Tﬁ 1-888-HMO-2219.

Vietnamese

Céc Dich Vu Ngon Ngir Mién Phi. Quy vi c6 the ¢c6 mot phién dich vién. Quy vi ¢6 th€ yéu ciu dwoe doc
cho nghe tai liéu. D€ nhan tr¢ gidp, hdly goi cho chiing t6i theo s6” dwge liét ké trén thé ID caa quy vi hodc
20i 1-800-522-0088 (TTY: 711). N&u quy vi mua khodn bao tra thong qua thj treong California
1-888-926-4988 (TTY: 711). D€ nhén thém tror gitip: Néu quy vi dang ky hop d6ong bao hi€m PPO hodc
EPO twr Health Net Life Insurance Company, vui 10ng goi S& Y T& CA theo s 1-800-927-4357. N&u quy
vi ddng ky vao chwong trinh HMO hodc HSP t Health Net of California, Inc., vui long goi Duong Day
Tro Gitip DMHC theo s6” 1-888-HMO-2219.
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