Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019-12/31/2019
Health Net Life Ins. Co.: EnhancedCare Bronze 60 HDHP PPO 5600/15 + Child Dental Alt INF  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/sbg_enhancedcare ppo_bronze hdhp_2019 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 https://www.healthcare.gov/sbc-glossary/ or

www.healthnet.com or you can call 1-800-522-0088 to request a copy.

mportant Questions. | Answers | WhyThis Maters:

For EnhancedCare PPO providers $5,600 per

What is the overall person / $11,200 per family. For out-of-network

deductible? providers $11,200 per person / $22,400 per family
per calendar year.

Are there services Yes. Preventive care, prenatal office visits and

covered before you pediatric vision & dental care are covered before

meet your deductible? | you meet your deductible.

Are there other

deductibles for No.

specific services?

For EnhancedCare PPO providers $6,550 per
person / $13,100 per family. For out-of-network
providers $13,100 per person / $26,200 per family

What is the out-of-

pocket limit for this
plan?

per calendar year.
Y‘"‘a‘ is not included Premiums, balance billing charges, penalties for
in = = ; ,
non-certification and health care this plan doesn’t
the out-of-pocket cover
limit? '

Will you pay less if Yes. For a list of EnhancedCare PPO providers,

you use a network see www.healthnet.com/providersearch or call 1-
provider? 800-522-0088.

Do you need a referral

. No.
to see a specialist?

SBC_EC_BRZ_INF_PPO_HSA_SBG_2019

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
other family members in this plan, they have to meet their own out-of-pocket limit 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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Common
Medical Event

Services You May Need

What You Will Pa

EnhancedCare PPO
Provider

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Limitations, Exceptions, & Other Important
Information

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

If you have a test

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
www.healthnet.com/ca

druglist

If you have outpatient
surgery

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Preferred generic drugs (tier
1)

Non-preferred generic and
preferred brand drugs (tier 2)
Non-preferred brand drugs
(tier 3)

Specialty drugs (tier 4)

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

Physician/surgeon fees

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com
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(You will pay the least)
$15/visit

$30/visit

No charge

20% coinsurance

20% coinsurance

$5/retail order
$10/mail order
$15/retail order
$30/mail order
$40/retail order
$80/mail order

20% co-ins
up to a maximum of $500
per 30 day script

Hospital — 20%
coinsurance
Ambulatory surgical
center — 10% coinsurance

10% coinsurance

Out-of-Network Provider
(You will pay the most)

50% coinsurance
50% coinsurance

Not covered

50% coinsurance

50% coinsurance

Not covered
Not covered

Not covered

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 EnhancedCare PPO provider network, a
$500 penalty will apply out-of-network.

Supply/order: up to 30 day (retail); 90 day (mail),
except where quantity limits apply. Prior authorization
is required for select drugs. If prior authorization is not
obtained a penalty of 50% of the average wholesale
price will apply, except for emergency or urgently
needed care.

Supply/order: 30 day supply from specialty

pharmacy except where quantity limits apply. Prior
authorization is required for select drugs. If prior
authorization is not obtained a penalty of 50% of the
average wholesale price will apply, except for
emergency or urgently needed care.

Some outpatient surgical procedures require
certification or a $250 penalty will apply through the
EnhancedCare PPO provider network, a $500 penalty
will apply out-of-network.

Some outpatient surgical procedures require
certification.
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What You Will Pay

Common . EnhancedCare PPO : Limitations, Exceptions, & Other Important
Medical Event Services You May Need Provider UL GO P 25 Information
. (You will pay the most)
You will pay the least

Emergency room care 20% coinsurance 20% coinsurance none
If you need immediate Emerqency medical . .
medical attention transportation 20% coinsurance 20% coinsurance none
ransportation
Urgent care $30/visit 50% coinsurance none

Certification is required for a non-emergency hospital
Facility fee (e.g., hospital . . facility stay or a $250 penalty will apply through the
room) A% CIEITENES SVt GG EnhancedCare PPO provider network, a $500 penalty

will apply out-of-network.

Certification is required for a non-emergency hospital
Physician/surgeon fees 20% coinsurance 50% coinsurance stay and some services received while admitted to the
hospital.
Certification is required for some outpatient mental
health, behavioral health, and substance abuse
services (not including regular office visits) or a $250
penalty will apply through the EnhancedCare PPO

If you have a hospital
stay

Office visit - $15/Vvisit
Outpatient services Other than office visit — 50% coinsurance

If you need mental .
y 20% coinsurance

health, behavioral provider network, a $500 penalty will apply out-of-
health, or substance network.
abuse services Certification is required for a non-emergency inpatient

stay or a $250 penalty will apply through the
EnhancedCare PPO provider network, a $500 penalty
will apply out-of-network.

You may have to pay for services that aren’t
preventive. Ask your provider if the services needed

Office visits No charge 50% coinsurance are preventive. Then check what your plan will pay for.
CA prenatal screening program is covered at no
charge both in and out-of-network.

Inpatient services 20% coinsurance 50% coinsurance

Ifyouare pregnant | o\t delivery

) . 20% coinsurance 50% coinsurance Coverage includes abortion services.
professional services
SC:rl\I/(ijférsth/dellvery 2l 20% coinsurance 50% coinsurance Coverage includes abortion services.
* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com 30f6
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What You Will Pay

Common . EnhancedCare PPO : Limitations, Exceptions, & Other Important
Medical Event Services You May Need Provider UL GO P 25 Information
. (You will pay the most)
You will pay the least

Limited to 100 visits per calendar year (rehabilitative
and habilitative home health services are each limited
to separate 100 visit limits per calendar year).

Home health care 20% coinsurance Not covered Certification | . ;
ertification is required for some services or a $250
penalty will apply through the EnhancedCare PPO
provider network.
Rehabilitation services $15/visit Not covered If certification is not obtained a $250 penalty will apply.
If you need help
recovering or have Habilitation services $15/visit Not covered If certification is not obtained a $250 penalty will apply.
other special health If certification is not obtained a $250 penalty will apply
needs Skilled nursing care 20% coinsurance 50% coinsurance through the EnhancedCare PPO provider network, a
$500 penalty will apply out-of-network.
Diabetic equipment Orthotics, corrective footwear and all other durable
Durable medical equipment 20% coinsurance (including footwear) and | medical equipment are not covered out-of-network. If
prosthesis only- 50% certification is not obtained a $250 penalty will apply
coinsurance through the EnhancedCare PPO provider network.
If certification is not obtained a $250 penalty will apply
Hospice services 20% coinsurance 50% coinsurance through the EnhancedCare PPO 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 one check-up every six months.

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 Private-duty nursing
e Cosmetic surgery e Long-term care
e Routine foot care
o Dental care (Adult) e Non-emergency care when traveling outside the . _
e Hearing aids UsS. e Weight loss programs (exclusion does not apply

to preventive care behavioral interventions)

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com 40f6
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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 Acupuncture (covered when medically e Chiropractic care (medical deductible applies)
neclessfary) o Infertility treatment (limited to a lifetime limit of e Routine eye care (Adult) (screenings/eye
e Bariatric surgery (covered through the $2,000. Infertility drugs are limited to a separate refraction for vision correction purposes)
EnhancedCare PPO provider network if lifetime limit of $2,000.In vitro fertilization &
medically necessary) zygote intrafallopian transfer are not covered).

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 (1 32): AR T2 SCHFEE), BT X519 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.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com 50f 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)

B The plan’s overall deductible $5,600
B Specialist copayment $30
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 $4,100

Copayments $0

Coinsurance $2,500

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,660

SBC_EC_BRZ_INF_PPO_HSA_SBG_2019

controlled condition)

M The plan’s overall deductible $5,600
W Specialist copayment $30
M Hospital (facility) coinsurance 20%
M 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 $5,600

Copayments $500

Coinsurance $400

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $6,560

up care)
M The plan’s overall deductible $5,600
M Specialist copayment $30
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 $1,500
Copayments $200
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,000

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

A complete explanation of Your plan

EnhancedCare Bronze 60 HDHP PPO 5600/15+ Child Dental Alt+ INF

Important benefit information — please read

(i) Hy

COVERED Health Net’

LIFE INSURANCE COMPANY

C25001(CA 1/19) SHOP






Dear Health Net Covered Person:

Thank you for choosing Health Net to provide your health care benefits. We look forward to
ensuring a positive experience and your continued satisfaction with the services we provide.

This is Your new Health Net PPO Certificate of Insurance.

If your Group has requested that we make it available, you can access this document online
through Health Net's secure website at www.healthnet.com. You can also elect to have a hard
copy of this Certificate mailed to you. Please call the telephone number on the back of your
identification card to request a copy.

If you've got a web-enabled smartphone, you've got everything you need to track your health
plan details. Take the time to download Health Net Mobile. You'll be able to carry your ID card
with you, easily find details about your plan, store provider information for easy access, search
for doctors and Hospitals, or contact us at any time. It's everything you need to track your
health plan details — no matter where you are as long as you have your smartphone handy.

We look forward to serving you. Contact us at www.healthnet.com 24 hours a day, seven
days a week for information about our plans, your benefits and more. You can even submit
guestions to us through the website, or contact us at one of the numbers below. Our Customer
Contact Center is available from 8:00 a.m. to 6:00 p.m., Monday through Friday, except
holidays. You'll find the number to call on the back of your Member ID card.

Our goal is to help you get the greatest benefit from your health care while fully and efficiently
addressing your needs and concerns.

Thank you for choosing Health Net.
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INTRODUCTION TO HEALTH NET ENHANCEDCARE PREFERRED
PROVIDER ORGANIZATION (PPO)

Plan F6Z

2X5R

HEALTH NET PPO CERTIFICATE OF INSURANCE
ISSUED IN CONNECTION WITH THE HEALTH NET PPO GROUP INSURANCE POLICY

UNDERWRITTEN
BY

HEALTH NET LIFE INSURANCE COMPANY
Los Angeles, California
This benefit plan does not provide Preferred Provider benefits
for services (including services for behavioral health treatment)
outside of Los Angeles County. Services outside of Los
Angeles County, but within California, can be obtained using
Your out-of-network benefits.

For information regarding HNL'’s payment for Out-of-Network
Emergency Care, please refer to the Maximum Allowable
Amount definition in the “Definitions” section of this Certificate.

Preferred Provider services may be obtained outside California
through our travel network as described in the “Out-of-State
Providers” provision in the “Specific Provisions” section.
Outside the United States, coverage is limited to Emergency
Care and Urgent Care, as described below under "Foreign
Travel or Work Assignment” in the "Miscellaneous Provisions"
section.
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Note: Not all providers who contract with HNL are Preferred Providers under this Policy. Providers that
are not designated as part of the EnhancedCare PPO Network are considered Out-of-Network Providers,
even if they have a contract with HNL for Health Net PPO or other plans. When contacting a provider,
please identify Yourself as a person covered under Health Net EnhancedCare PPO.

Benefits may be modified by Certificate amendments which may provide greater or lesser benefits. Any Certificate
amendments issued to You should be attached to this Certificate.

HEALTH NET LIFE INSURANCE COMPANY (herein called HNL or Health Net) agrees to provide benefits as
described in this Certificate to You and Your eligible Dependents, subject to the terms and conditions of the Health
Net PPO Insurance Policy (the Policy) which is incorporated herein and issued to the Group.

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

PLEASE READ THE FOLLOWING INFORMATION TO KNOW FROM WHOM OR WHICH GROUP OF
PROVIDERS HEALTH CARE MAY BE OBTAINED.

How to Obtain Care

Selecting a Primary Care Physician: HNL 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 You are
required to select a primary care Physician for yourself and each member of Your family, even though You may
go directly to any Preferred Provider without first seeing Your primary care Physician. Primary care Physicians
can help provide, arrange and coordinate Your health care. Your out-of-pocket costs will depend on if the
providers are Preferred Providers or Out-of-Network Providers.

You may designate any primary care Physician who participates in Our EnhancedCare PPO Network, and who is
available to accept You or Your Dependents. Dependents may select different primary care Physicians. An
obstetrician/gynecologist may be designated as a primary care Physician. For children, a pediatrician may be
designated as the primary care Physician. Until You make this primary care Physician designation, HNL
designates one for You. Information on how to select a primary care Physician and a listing of the participating
Physicians in the EnhancedCare PPO Network are available on the HNL website at www.healthnet.com. You can
also call the Customer Contact Center at the number shown on Your HNL ID Card to request provider information
or if you have questions involving reasonable access to care. Primary care Physicians include general and family
practitioners, internists, pediatricians and obstetricians/gynecologists.

You do not need prior Certification from HNL or from any other person (including a primary care Physician) in
order to obtain access to obstetrical or gynecological care from a health care professional in Our Network who
specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with
certain procedures, including obtaining prior Certification for certain services, following a pre-approved treatment
plan, or procedures for making referrals.

You do not need to obtain a referral from your primary care Physician or any other provider prior to receiving
coverage or services for reproductive and sexual health care. Reproductive and sexual health care services
include but are not limited to: pregnancy services, including contraceptives and treatment; diagnosis and
treatment of sexual transmitted disease (STD); medical care due to rape or sexual assault, including collection of
medical evidence; and HIV testing.

Preferred Providers are providers who have agreed to participate in the EnhancedCare PPO Network of HNL's
Preferred Provider Organization program (PPO), which is called Health Net PPO. They have agreed to provide

You Covered Services and Supplies as explained in this Certificate and accept a special Contracted Rate, called
the Contracted Rate, as payment in full. Your share of costs is based on this contracted rate. Preferred Providers

C25001(CA 1/19) SHOP


http://www.healthnet.com/

Introduction to Health Net Preferred Provider Organization (PPO) Page 7

are listed on the HNL website at www.healthnet.com and selecting “Provider Search”, or You can contact the
Customer Contact Center at the telephone number on Your HNL ID Card to obtain a copy of the Preferred
Provider Directory at no cost.

The EnhancedCare PPO Network is subject to change. It is Your responsibility to choose a provider that is listed
as participating in the EnhancedCare PPO provider network directory. IMPORTANT NOTE: Please be 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 an
EnhancedCare PPO 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 other
facility, refer to “When Out-of-Network Services are received at an In-Network Health Facility” below for
information on how those services are paid.

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

Preferred Providers may refer Covered Persons to Out-of-Network Providers. If Certification is required but not
obtained prior to incurring services, such services will be subject to the noncertification penalty shown in the
“Schedule of Benefits” section.

Note: Not all providers who contract with HNL are Preferred Providers under this Policy. Providers that
are not designated as part of the EnhancedCare PPO Network are considered Out-of-Network Providers,
even if they have a contract with HNL for Health Net PPO or other plans.

Out-of-Network Providers have not agreed to participate in the EnhancedCare PPO Network. You may choose
to obtain Covered Services and Supplies from an Out-of-Network Provider. WHEN YOU USE AN OUT-OF-
NETWORK PROVIDER, BENEFITS ARE SUBSTANTIALLY REDUCED AND YOU WILL INCUR A
SIGNIFICANTLY HIGHER OUT-OF-POCKET EXPENSE. Your out-of-pocket expense is greater because: (i) You
are responsible for a higher percentage cost of the benefits in comparison to the cost of benefits when services
are provided by Preferred Providers; (i) HNL's benefit for Out-of-Network Providers is based on HNL's Maximum
Allowable Amount; and (iii) You are financially responsible for any amounts these Out-of-Network Providers
charge in excess of this amount.

When Services are not Available through a Preferred Provider: If HNL determines that the Medically
Necessary care You require is not available within the Preferred Provider network, HNL will authorize You to
receive the care and will arrange for the required medically appropriate care from an available and accessible
Out-of-Network Provider or facility. Covered Services and Supplies received from Out-of-Network Providers under
these circumstances will be payable at the Preferred Provider level of coverage. Cost-sharing paid at the
Preferred Provider level of coverage will apply toward the in-network Deductible and accrue to the in-network Out-
of-Pocket Maximum and You will not be responsible for any amounts the provider bills in excess of the Maximum
Allowable Amount. If you need access to medically appropriate care that is not available in the EnhancedCare
PPO Preferred Provider network, or are being billed for amounts in excess of the Maximum Allowable Amount for
Covered Services received under these circumstances, please call the Customer Contact Center at the number
shown on your HNL ID Card.

When Out-of-Network Services are received at an In-Network Health Facility: If You receive covered non-
emergent services at an in-network (EnhancedCare PPO network) health facility (including, but not limited to, a
licensed Hospital, an ambulatory surgical center or other outpatient setting, a laboratory, or a radiology or imaging
center), at which, or as a result of which, You receive non-emergent Covered Services by an Out-of-Network
Provider, the non-emergent services provided by the Out-of-Network Provider 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); the cost-sharing and
Deductible will accrue to the Out-of-Pocket Maximum for Preferred Providers.

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) The consent shall be obtained by the Out-of-Network
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Provider in a document that is separate from the document used to obtain the consent for any other part of the
care or procedure The consent shall not be obtained by the facility or any representative of the facility. The
consent shall not be obtained at the time of admission or at any time when You are being prepared for surgery or
any other procedure; (2) At the time consent is provided, the Out-of-Network Provider shall give You a written
estimate of Your total out-of-pocket cost of care. The written estimate shall be based on the Out-of-Network
Provider's billed charges for the service to be provided. The Out-of-Network Provider shall not attempt to collect
more than the estimated amount without receiving separate written consent from You or Your authorized
representative, unless circumstances arise during delivery of services that were unforeseeable at the time the
estimate was given that would require the provider to change the estimate; (3) The consent shall advise You that
You may elect to seek care from a Preferred Provider or may contact HNL in order to arrange to receive the
health service from a Preferred Provider for lower out-of-pocket costs; (4) The consent shall also advise You that
any costs incurred as a result of Your use of the Out-of-Network benefit shall be in addition to Preferred Provider
cost-sharing amounts and may not count toward the annual Out-of-Pocket Maximum on Preferred Provider
benefits or a Deductible, if any, for in-network benefits; and (5) The consent and estimate shall be provided in the
language spoken by You, in certain circumstances.

For information regarding HNL's payment for Out-of-Network Emergency Care, please refer to the Maximum
Allowable Amount definition in the “Definitions” section of this Certificate.

Additional Important Information

To maximize the benefits received under this Health Net EnhancedCare PPO insurance plan, You must
use EnhancedCare PPO Preferred Providers. When contacting a provider, please identify Yourself as a
person covered under Health Net EnhancedCare PPO.

HNL applies certain payment policies and rules to determine appropriate reimbursement that may affect Your
responsibility (including, but not limited to, rules affecting reductions in reimbursement for charges for multiple
procedures, services of an assistant surgeon, unbundled or duplicate items, and services covered by a global
charge for the primary procedure). See the "Outpatient Surgery and Services" and "Hospital Stay" portions of the
"Schedule of Benefits" section and the "Professional Surgical Services" portion of the "Plan Benefits" section for
additional details. Additional information about HNL'’s reimbursement policies is available on the HNL website at
www.healthnet.com or by contacting HNL's Customer Contact Center at the telephone number listed on Your
Health Net PPO Identification Card.

Some Hospitals and other providers do not provide one or more of the following
services that may be covered under this Certificate and that You might need: family
planning; contraceptive services, including emergency contraception; sterilization,
including tubal ligation at the time of labor and delivery; Infertility treatments; or
abortion. In order to determine from whom the above health care services may be
available, HNL suggests You obtain this information prior to enrollment by calling
prospective Physicians, Hospitals or clinics which contract with HNL or any other
provider of choice. You may also obtain this information by calling HNL's Customer
Contact Center at 1-800-522-0088.

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.

IF YOU HAVE QUESTIONS ABOUT COVERAGE, PLEASE CONTACT OUR MEMBER SERVICES
DEPARTMENT BEFORE YOU RECEIVE SERVICES FROM A PROVIDER.

THE TERMS "YOU" OR "YOUR," WHEN THEY APPEAR IN THIS CERTIFICATE, REFER TO THE PRINCIPAL
COVERED PERSON (THE ENROLLED EMPLOYEE). THE TERMS "WE," "OUR," OR "US," WHEN THEY
APPEAR IN THIS CERTIFICATE, REFER TO HNL. PLEASE REFER TO "COVERED PERSON" AND "HNL" IN
THE "DEFINITIONS" SECTION FOR MORE INFORMATION.
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Important Notice To California Certificate Holders

In the event that You need to contact someone about Your insurance coverage for any reason, please contact:

Health Net Life Insurance Company
P.O. Box 9103
Van Nuys, CA 91409-9103

1-800-522-0088

If You have been unable to resolve a problem concerning Your insurance coverage or a complaint regarding Your
ability to access needed health care in a timely manner, after discussions with Health Net Life Insurance
Company, or its agent or other representative, You may contact:

California Department of Insurance
Consumer Communications Bureau
300 South Spring Street
South Tower
Los Angeles, CA 90013
1-800-927-HELP or 1-800-927-4357
TDD: 1-800-482-4TDD
www.insurance.ca.gov
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ENHANCEDCARE BRONZE 60 HDHP PPO + 5600/15 CHILD
DENTAL ALT + INF

SCHEDULE OF BENEFITS

Health Net PPO
Plan F6z

The following is only a brief summary of the benefits covered under this Certificate. Please read the entire
Certificate for complete information about the benefits, conditions, limitations and exclusions of this
Health Net PPO insurance plan.

You will always be responsible for all expenses incurred for services or supplies that are not covered or
that exceed the benefit maximums or other limitations of this plan.

Copayments and Coinsurance

You may be required to pay out-of-pocket charges for specific services and supplies after all applicable
Deductibles have been satisfied. These charges are known as Copayments and Coinsurance.

Copayments: Copayments are fixed dollar amount charges, shown below, for which You are responsible. We will
pay 100% of Covered Expenses for the services listed below after the Copayment is made. The Covered
Person’s out-of-pocket charge will never exceed the cost of the benefit to HNL. You will be responsible for paying
Copayments until the amount paid during a Calendar Year is equal to the Out-of-Pocket Maximum shown below.

Coinsurance: Coinsurance is the percentage, shown below, of Covered Expenses (as defined) for which You are
responsible. After Your Deductible(s) have been satisfied, You will be responsible for paying Coinsurance until the
amount paid during a Calendar Year is equal to the Out-of-Pocket Maximum.

Notes:

e You will also be required to pay any charges billed by an Out-of-Network Provider that exceed Covered
Expenses (Maximum Allowable Amount). You will not be reimbursed for any amount in excess of Covered
Expenses (Maximum Allowable Amount). Any Copayment or Coinsurance paid for the services of a Preferred
Provider will apply toward the out-of-pocket Covered Expenses (as defined).

e Certification of Covered Expenses is required in some instances or benefits may be subject to the
noncertification penalty as shown under the “Noncertification Penalties” section below. Please see the
"Certification Requirement" portion of the "Plan Benefits" section of this Certificate for a list of services and
supplies which require Certification.

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

e If the Covered Person receives a non-emergency Covered Service at an in-network facility by an Out-of-
Network Provider, the Covered Person will be responsible for the Preferred Provider Coinsurance and
Deductible (as applicable) and the cost-sharing will accrue to the Out-of-Pocket Maximum for Preferred
Providers.

C25001(CA 1/19) SHOP AL



Schedule of Benefits Page 11

Out-of-Pocket Limits on Expenses

Individual Out-of-Pocket Maximum: Except as noted below in "Exceptions to the Out-of-Pocket Maximum,"
after You have paid Deductibles, Copayments and Coinsurance equal to the Out-of-Pocket Maximum shown
below, You will have satisfied the Out-of-Pocket requirement and will not be required to pay further Deductibles,
Copayments or Coinsurance for Covered Expenses incurred during the remainder of the Calendar Year. You will
continue to be responsible for any charges billed in excess of Covered Expenses (Maximum Allowable Amount)
for the services of Out-of-Network Providers and You will not be reimbursed for any amounts in excess of
Maximum Allowable Amount.

For services or supplies provided by a Preferred ProVider ............oevveii it e e $6,550
For services or supplies provided by an Out-0f-Network ProVider............cccvuveveeeiiiiiiiiiieee e ciee e e $13,100

Family Out-of-Pocket Maximum: Each Covered Person is responsible only for meeting his or her individual Out-
of-Pocket Maximum. However, if enrolled Covered Persons of the same family have paid Deductibles,
Copayments and Coinsurance equal to the amounts shown below, the Out-of-Pocket Maximum will be considered
to have been met for the entire family. No Deductible, Copayment or Coinsurance for Covered Expenses shall be
required from any enrolled Covered Person in that family for the remainder of that Calendar Year.

For services or supplies provided by a Preferred ProVider ............uevviviiiiicciiiiiiee et e e $13,100
For services or supplies provided by an Out-0f-Network ProVider...........ccccvueeieeeii i $26,200

Note: Any Deductibles, Copayments or Coinsurance paid for the services of a Preferred Provider which are
Covered Expenses will only apply toward the Out-of-Pocket Maximum for Preferred Providers and will not apply
toward the Out-of-Pocket Maximum for Out-of-Network Providers. In addition, Deductibles, Copayments or
Coinsurance paid for the services of an Out-of-Network Provider will only apply toward the Out-of-Pocket
Maximum for Out-of-Network Providers and will not apply toward the Out-of-Pocket Maximum for Preferred
Providers. However, Deductibles, Copayments or Coinsurance paid for Out-of-Network Emergency Care
(including emergency medical transportation, emergency Hospital care and Urgent Care) will be applied to the
Out-of-Pocket Maximum for Preferred Providers.

Exceptions to the Out-of-Pocket Maximum: Only Covered Expenses will be applied to the Out-of-Pocket
Maximum. However, the following expenses will not be counted, nor will these expenses be paid at 100% after
the Out-of-Pocket Maximum is reached:

e Penalties paid for services for which Certification was required but not obtained.
Calendar Year Deductible

The following Calendar Year Deductibles apply to medical and Outpatient Prescription Drug benefits. It applies to
all services unless specifically noted otherwise below. Once Your payment for medical and Outpatient
Prescription Drug Covered Expenses equals the amount shown below, the medical and Outpatient Prescription
Drug benefits will become payable by Us (subject to any Copayment or Coinsurance described herein).

Calendar Year Deductibles

Calendar Year Deductible (for Preferred Provider services, per Covered Person) .........cccccceevviiiveeneeeeeiinnnns $5,600
Calendar Year Deductible (for Out-of-Network services, per Covered Person)..........cccuueeeeeeeiiniiiiieeeneeennnnnns $11,200
Family Calendar Year Deductible (all enrolled members of a family, for Preferred Provider

services, during @ CalENUAI YEAI) ....ciiieiiiiciiieiieee e e ie e e e st e e e e s e s eeee e e s e santaaeeaaeessannnsteneaeaeesanns $11,200
Family Calendar Year Deductible (all enrolled members of a family, for Out-of-Network

services, during @ CalENUAr YEAI) ....cciiciii e te e e e s s e e e e e e s s ee e e e e e e s s santarereaeeesannnnraneeeaeesanns $22,400

Note: Any amount applied toward the Calendar Year Deductible for Covered Services and Supplies received from
a Preferred Provider will only apply toward the Calendar Year Deductible for Preferred Providers and 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
only apply toward the Calendar Year Deductible for Out-of-Network Providers and will not apply toward the
Calendar Year Deductible for Preferred Providers.

C25001(CA 1/19) SHOP AL



Page 12 Schedule of Benefits

Each Covered Person is responsible only for meeting his or her individual Calendar Year Deductible. However, if
enrolled Covered Persons of the same family have met the Family Calendar Year Deductible shown above, no
additional Calendar Year Deductible shall be required from any enrolled Covered Person in that family for the
remainder of that Calendar Year.

Your payments under the Pediatric Vision and Pediatric Dental section are not applied to the Calendar Year
Deductible.

Noncertification Penalties

Preferred Providers Qut-of-Network

Medically Necessary services for which Certification was
required but NOt OBtAINEd ...........cocviiiiiee e $250 .o $500

Notes:
e The noncertification penalty will not exceed the cost of the benefit to HNL.

e Certification 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 certified, eligibility rules and benefit
limitations will still apply.

Visits to a Health Care Provider's Office or Clinic

Preferred Providers Qut-of-Network
Primary care visits to treat an injury or iliness
In @ Physician's OffiCe.........cciiiiiiiicc e BI5 50%
At a Covered Person's NOME ...t BI5 50%
Specialist consultation
IN & PhySICIan's OffiCE......cciiiiiiiiiiiie e B30 i 50%
At a Covered Person's NOME .........oooiiiiiiiiiiiiie et B30 i 50%
Hearing examination (for diagnosis or treatment) ...........cccceeiviiieeiniiee e, BI5 i, Not Covered

Vision examination (for refractive eye exams at an

ophthalmologist) (age 19 and over; for birth to age 19, see

"Child Needs Dental or Eye Care” below)........cccooeeeieieiiieeieeeecccccecceeeee $30 i, Not Covered
Vision examination (for refractive eye exams at an optometrist)

(age 19 and over; for birth to age 19, see "Child Needs

Dental or Eye Care” DElOW)........cocuiiiiiiiiiiie e BI5 e, Not Covered
Allergy testing, serum and iNJECHIONS ..........eviiiiiiiiiiiiei e BI5 50%
Other practitioner office visit (including acupuNnCturist)...........cccoovveeriiiiieeiiiieeeenns BI5 o, Not Covered
Medical Social SEIVICES ......cccooviiii $15 ., Not Covered
Patient education

Diabetes @dUCALION ..........uuuuiiiiiiiiiiiiiii bbb araaareaaaaraaaaaaaaae P15 e, 50%

ASthMA EAUCALION ....covviiiiiiiiie e et B15 e 50%

Stress management €dUCALION ........cccoooiiiiiiiiiii e BI5 50%

Weight management education ...........cccccccveveviviiiiiiiiiiiieieccececeee, $0, Deductible waived............. Not Covered

Tobacco cessation education ............ccceveveviii $0, Deductible waived............. Not Covered
Preventive Care SEerviCes .......ccccoiviiiiiiii $0, Deductible waived............. Not Covered
Notes:

e Preventive Care Services are covered at no cost to You and are not subject to any Deductible. Covered
Services and Supplies include, but are not limited to, annual preventive physical examinations,
immunizations, screening and diagnosis of prostate cancer, well-woman examinations, preventive services for
pregnancy, other women’s preventive services as supported by the Health Resources and Services
Administration (HRSA), breast feeding support and supplies, weight management intervention services,
diabetes screening, including intensive behavioral counseling intervention for individuals who test positive for
abnormal levels of blood glucose, tobacco cessation intervention services and preventive vision and hearing
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screening examinations. Refer to the "Preventive Care Services" portion of the "Plan Benefits" section for
details. If You receive any other Covered Services and Supplies in addition to Preventive Care Services
during the same visit, You will also pay the applicable Copayment or Coinsurance for those services.

e Hearing examinations for newborns are covered at no cost to You and are not subject to any Deductible.

e Acupuncture Services are provided by HNL. HNL contracts with American Specialty Health Plans of
California, Inc. (ASH Plans) to offer quality and affordable acupuncture coverage. With this program, you may
obtain care by selecting a contracted acupuncturist from the ASH Plans Contracted Acupuncturist Directory.

Tests

Preferred Providers Qut-of-Network
(=T o Jo] =1 (0] YA (1] £ TP UPP TP 2090 i 50%
X-rays and diagnostic imaging1 ............................................................................ 2090 i 50%
IMaging (CT, PET, MRI)? w...oooviiiieeceeeeeeeeeeeee s sen st nes s, 2090 . 50%

! Certification may be required. Please refer to the "Certification Requirements" section for details. Payment of
benefits will be subject to the noncertification penalty as shown in this “Schedule of Benefits” section if
Certification is required but not obtained.

2 Certification is required, except in the case of an emergency. Please refer to the "Certification
Requirements" section for details. A noncertification penalty will apply as shown in this “Schedule of
Benefits” section if Certification is not obtained.

Outpatient Surgery and Services

Preferred Providers Qut-of-Network

Facility fee

Outpatient surgery and services (HOSPItal) %...........ooeeeeeeeeeeeeeeeeeeeess 2090 ..o, 50%

Outpatient surgery and services (Outpatient Surgery Center)?.................. 0 L R 50%
Physician/surgeon fees

SUIGEIY ettt e ettt 0L S 50%

ANESNELICS® ..o 10% c.ovoeveeeeeeeeeeieeeee e 50%

Sterilization of Male........coooeiiii i 10%0..cuuieieieiiieieinieinieieeiraenanens 50%

Sterilization of fEMAIES” ..........oeeeeeeeeeeeeee oot $0, Deductible waived.............cc...ccnns 50%

Outpatient infusion therapyl' G ettt 20%0 i Not Covered

Blood or Blood Products, and administration of blood or Blood

oY [0 TR 7101 SO 50%

Chemotherapy and radiation therapy™ ..........coovoveeeeeeeeeeeeeeeeeeeeeeeees 2090 ..o, 50%

NUClear MediCiNe >............ooieioeeeeeeeee e, 7101 S 50%

Organ, stem cell or tissue transplant (not Experimental or

INVESHGALIONAI) ...ttt n e, 20% e Not Covered

RENAI AIAlYSIS ... 20%0 . iiieeeiie e 50%
Notes:

e Other professional services performed in the outpatient department of a Hospital, Outpatient Surgical Center
or other licensed outpatient facility such as a visit to a Physician (office visit), laboratory and x-ray services,
physical therapy, etc., may require a Copayment or Coinsurance when these services are performed. Look
under the headings for the various services such as office visits, neuromuscular rehabilitation and other
services to determine any additional Copayments or Coinsurances that may apply.

e Screening colonoscopy and sigmoidoscopy procedures (for the purposes of colorectal cancer screening) will
be covered under "Preventive Care Services" in the "Visit to a Health Care Provider's Office or Clinic"
provision above. Diagnostic endoscopic procedures (except screening colonoscopy and sigmoidoscopy),
performed in an outpatient facility require the Copayment or Coinsurance applicable for outpatient facility
services.

! Some outpatient surgical procedures and services require Certification. Please refer to the

"Certification Requirements" section for details.
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A noncertification penalty will apply as set forth herein if Certification is required but not obtained for
outpatient facilities services.

The Coinsurance for these services applies to both the administration of the medication and the
medication itself.

Sterilization of females and women’s contraception methods and counseling, as supported by HRSA
guidelines, are covered under “Preventive Care Services” in the "Visit to a Health Care Provider's Office or
Clinic" provision in this section.

The Coinsurance for blood or Blood Products applies to both the administration of the medication and the
medication itself; however, blood factors provided in an outpatient setting are covered on the Specialty Drug
tier under the pharmacy benefit. Specialty Drugs are not covered under the medical benefit even if they are
administered in a Physician’s office. If You need to have the provider administer the Specialty Drug, You can
coordinate delivery of the Specialty Drug directly to the provider’s office through the Specialty Pharmacy
Vendor. Please refer to the "Specialty Pharmacy Vendor" portion of this "Schedule of Benefits" section for
the applicable Copayment or Coinsurance.

Need Immediate Attention
-

Preferred Providers Qut-of-Network
Emergency room care facility .......cccccceeviiiiiiiiiiie e 20%0 ciiieee i 20%
Emergency room care professional SEIVICES .........ccccvvveiveeeeeiiiiiiieeee e e sninneeeeens 20%0 ciiieee i 20%
Emergency medical transportation (air Ambulance or ground Ambulance)......... 2090 .uiiiieieiieee e 20%
UPQENE CAIE SEIVICES .. .uuiviiiiiee et eiiitiiie et e e e s s sttae et e e e e e ss st e e e e e e s s sssteteeeaeessesnsraneeeaens B30 i 50%

Notes:

e For all services which meet the criteria for Emergency Care, the Copayment or Coinsurance will be the
amount shown for Preferred Providers, even if the services were provided by an Out-of-Network Provider, and
the in-network Deductible will apply to the emergency room care facility, emergency room care professional
services and emergency medical transportation.

¢ HNL uses a prudent layperson standard to determine whether the criteria for Emergency Care have been
met. HNL applies the prudent layperson standard to evaluate the necessity of medical services which a
Covered Person accesses in connection with a condition that the Covered Person perceives to be an
emergency situation. Please refer to “Emergency Care” in the "Definitions" section to see how the prudent
layperson standard applies to the definition of "Emergency Care."

¢ Non-emergency Hospital stays at an Out-of-Network Hospital will be subject to the Out-of-Network
Coinsurance. See “Hospital Stay” below for applicable Coinsurance.

Hospital Stay

Preferred Providers Qut-of-Network

FACHILY FEEY 2 .ottt ettt e e 2090 ..o, 50%

Confinement for bariatric (weight [0SS) SUrgery .........ccceveeiiiiiiiiiieeee e, 20%0 e Not Covered
Physician/surgeon fees

SUIGEIY . oot n st 2090 ..o, 50%

ANESHNELICS® ... 70 SO 50%

Physician visit t0 HOSPItAL.........cooiiiiiiiiiiee e 2090 i 50%

Blood or Blood Products and administration of blood or Blood

PLROTUCES® ...t n s en s en e 7101 SO 50%

Chemotherapy and radiation therapy™ ..........coovoeeeeeeeeeeeeeeeeeeeeee e, 2090 ..o, 50%

NUCIEAr METICINE? ..........ovveeeeeeeeceeee e, 7101 SO 50%

Organ, stem cell or tissue transplant (not Experimental or

INVESHGALIONAI)  ......eoeoe oottt n e, 20% i Not Covered

RENAI AIAlYSIS ... 20%0 . iiieee i 50%
Notes:
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e The Preferred Provider Copayment, Coinsurance and Deductible will apply if the Covered Person is admitted
to a Hospital directly from an emergency room and will accumulate towards the Preferred Provider Out-of-
Pocket Maximum. The Covered Person will remain responsible for amounts billed in excess of Covered
Expenses (Maximum Allowable Amount) for the inpatient stay by an Out-of-Network Provider. You will not be
reimbursed for any amounts in excess of Maximum Allowable Amount billed by an Out-of-Network Provider.

e The Covered Person should request a transfer to a preferred facility after their emergency condition has been
stabilized to avoid incurring charges billed in excess of the Maximum Allowable Amounts.

e The above Coinsurance for inpatient Hospital or Special Care Unit services is applicable for each admission
for the hospitalization of an adult, pediatric or newborn patient. If a newborn patient requires admission to a
Special Care Unit, a separate Coinsurance for inpatient Hospital services for the newborn patient will apply.

e If the Covered Person receives a non-emergency Covered Service at an in-network facility by an Out-of-
Network Provider, the Covered Person will be responsible for the Preferred Provider Coinsurance and
Deductible (as applicable) and the cost-sharing will accrue to the Out-of-Pocket Maximum for Preferred
Providers.

! Certification is required for Hospital stay, including the facility and some services received while admitted to
the Hospital, except in the case of an emergency. Please refer to the "Certification Requirements" section for
details.

% |f Certification is not obtained for Hospital facility stay, payment will be subject to the noncertification penalty
as shown in this “Schedule of Benefits.”

® The Coinsurance for these services applies to both the administration of the medication and the
medication itself.
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Mental Health, Behavioral Health or Substance Abuse Needs

Mental Disorders and Chemical Dependency benefits are administered by MHN Services, an affiliate behavioral
health administrative services company, which contracts with HNL to administer these benefits.

Mental Disorders Preferred Providers OQOut-of-Network

Outpatient office visits (psychological evaluation or therapeutic

session in an office or other outpatient setting, including

individual and group therapy sessions, medication

management and drug therapy monitoring) e BI5 50%
Outpatient services other than office visits (psychological and

neuropsychological testing, intensive outpatient care

program, day treatment, partial hospitalization and other

outpatient procedures including behavioral health treatment

for pervasive developmental disorder or autism)™...........ccovoveeeeeeeeeeeess 20%0 ciieeieice e 50%
INPALENTE FACIHIEY? ...t ee e er s s eee e s P10 ST 50%
Physician visit to Hospital, behavioral health facility or

Residential TreatmMent CeNEN ..........uuuiuiuieieiiiiieiiieiiieiriereieierereere ... 20%..cccciiiiiiii, 50%
Chemical Dependency Preferred Providers Qut-of-Network

Outpatient office visits (psychological evaluation or therapeutic session in

an office or other outpatient setting, including individual and group

therapy sessions, medication management and drug therapy

LaT0] o110 T To ) SRR SORRP BL5 50%
Outpatient services other than office visits (psychological and

neuropsychological testing, intensive outpatient care program, day

treatment, partial hospitalization, medical treatment for withdrawal

symptoms and other outpatient SErVICES)  .........ooveeeeeeeeeeeeeeeeeeeeeees 20%0 ciieeeeieee e 50%
Inpatient facility2 .................................................................................................... 2090 i 50%
Physician visit to Hospital, behavioral health facility or Residential

Treatment CeNLEr ... 2090 i 50%
Inpatient AEtOXIFICALION?. .......ocvoececee s ennees 2090 i 50%
Notes:

e The applicable Copayment or Coinsurance for outpatient services is required for each visit.

! Outpatient services include services for treating gender dysphoria. For benefits covered under outpatient
office visits and outpatient services other than office visits, refer to the "Mental Health, Behavioral Health or
Substance Abuse Needs" section of the Certificate.

2 Certification is required for inpatient facility stays, including the facility and some services received while
admitted to the inpatient facility, except in the case of an emergency. Please refer to the "Certification
Requirements" section for details. Payment of benefits will be subject to the noncertification penalty as
shown in this “Schedule of Benefits” section if Certification is not obtained.
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Pregnancy
Preferred Providers Qut-of-Network

Prenatal care and preconception ViSItS .........ccccceiiiiiiiiiieieeeiiniiiiieeeenn $0, Deductible waived.............cccccueeeee. 50%
Preventive postnatal offiCe VISItS .........cccoiiiiiiiiiiiii e, $0, Deductible Waived 50%
Non-preventive postnatal office VISItS .........cc.uueiiiiiiiii e BI5 e 50%
California Prenatal Screening Program administered by the

California State Department of Public Health ..............ccccceiviieins $0, Deductible waived $0, Deductible waived
Delivery and all inpatient services

HOSPIEAI ...t P10 L N 50%

Professional (including terminations of pregnancy and

circumcision of newbornz) .............................................................................. 2090 i 50%

Professional (genetic testing Of fEtUS) .........oooi i, 2090 i 50%
Notes:

e Applicable Deductible, Copayment or Coinsurance requirements apply to any services and supplies required
for the treatment of an illness or condition, including but not limited to, complications of pregnancy. For
example, if the complication requires an office visit, then the office visit Copayment or Coinsurance will apply.

e Prenatal, postnatal and newborn care that are Preventive Care Services are covered in full by Preferred
Providers and the Calendar Year Deductible does not apply. See "Preventive Care Services" in the "Visit to a
Health Care Provider's Office or Clinic" provision above.

' HNL does not require Certification for maternity care. Certification is not needed for the first 48 hours of
inpatient Hospital services following a vaginal delivery nor the first 96 hours following a cesarean section.
However, please notify HNL within 24 hours following birth, or as soon as reasonably possible; no penalty
will apply if notification is not received. Certification must be obtained if the Physician determines that a
longer Hospital stay is Medically Necessary either prior to or following the birth.

Circumcisions for Covered Persons aged 31 days and older are covered when Medically Necessary under
“Outpatient Surgery and Services.” Refer to the “Outpatient Surgery and Services” section for applicable
Copayments and Coinsurance.

Help Recovering or Other Special Health Needs

Preferred Providers Qut-of-Network
HOME HEAIN CAr® SEIVICES .....vviveeeeeeeeeeeee ettt er oot ee et et et et ettt eeet et ee e 209 ..cieeieeieieeeieeeenn Not Covered
Number of visits covered during a Calendar YEAI ..o 100 i, Not Applicable

Rehabilitation services (physical therapy, speech therapy,

occupational therapy, cardiac rehabilitation therapy and

pulmonary rehabilitation thErAPY)" .........ooveveeeeeeeeeeeeeeeeeeeee oo BI5 Not Covered
Habilitative services (physical therapy, speech therapy,

occupational therapy, cardiac rehabilitation therapy and

pulmonary rehabilitation therapy)l .................................................................. BI5 Not Covered
CRIrOPracCtiC SEIVICES ...ttt et e e e e e s et aeee e e e e e e e annneees $25 Not Covered
Confinement in a Skilled Nursing Facility3 ............................................................ 2090 i 50%
Physician visit to Skilled Nursing Facility ..., 2090 ..ciiiiiiiee e 50%
Durable Medical EQUIPMENt" .........c.oioeeeeeeeeeeee e, 20% e Not Covered
Orthotics (such as bracing, supports and casts)” ..........cocoveeeveeeeeeeeeeess 20% e Not Covered
COrTECHVE FOOIWEAN .......eeiiieieieieeeiee ettt 2090 .ccviiiiieieeene Not Covered
Diabetic equipment (including fOOtWear) ..........ccccvvvvevieee i 20%0 .iieeiiece e 50%
PIOSINESES” ..o, 200 ....ceeeeeeeeerereeeeee e, 50%
HOSPICE? ..ottt ettt sen e enen e 2090 v, 50%
Office-based injectionsl ........................................................................................ 2090 i 50%
Self-injectable drugsl'5 ................................................................................. See note below.............. See note below
Teladoc consultation telehealth SErviCes. ..o, BO Not Covered
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Notes:

Confinement in a Skilled Nursing Facility is not subject to a maximum number of days.

Diabetic equipment and Orthotics which are covered under the medical benefit include blood glucose
monitors, insulin pumps and Corrective Footwear.

Breastfeeding devices and supplies, as supported by HRSA guidelines, are covered under “Preventive Care
Services” in "Visit to a Health Care Provider's Office or Clinic" in this section. For additional information,
please refer to the "Preventive Care Services" provision in the "Plan Benefits" section.

Durable Medical Equipment is covered when Medically Necessary and acquired or supplied by an HNL
designated contracted vendor for Durable Medical Equipment. Preferred Providers that are not designated by
HNL as a contracted vendor for Durable Medical Equipment are considered Out-of-Network Providers for
purposes of determining coverage and benefits. Durable Medical Equipment is not covered if provided by an
Out-of-Network Provider. Certification is required. Please refer to the "Certification Requirement" portion of
this section for details. Payment of benefits will be subject to the noncertification penalty as shown in this
“Schedule of Benefits” section if Certification is not obtained. For information about HNL's designated
contracted vendors for Durable Medical Equipment, please contact the Customer Contact Center at the
telephone number on Your HNL ID Card.

Hospice care provided by a Preferred Provider is covered at no charge to You regardless of the place of
service.

! Certification may be required. Please refer to the "Certification Requirements" section for details. Payment

of benefits will be subject to the noncertification penalty as shown in this “Schedule of Benefits” section if
Certification is required but not obtained.

Home Health Care rehabilitative or habilitative services will each have a separate Calendar Year maximum
of 100 visits. Home Health Care visits are limited to 3 visits per day, up to 2 hours per visit by a nurse,
medical social worker, physical/occupational/speech therapist, or up to 4 hours per visit by a home health
aide.

Certification is required for Skilled Nursing Facility or Hospice stay, including the facility and some services
received while admitted to the Skilled Nursing Facility or Hospice. Please refer to the "Certification
Requirements" section for details. Payment of benefits will be subject to the noncertification penalty as
shown in this “Schedule of Benefits” section if Certification is not obtained.

* Certification is required for Durable Medical Equipment, Orthotics and Prostheses. Please refer to the
"Certification Requirements" section for details. Payment of benefits will be subject to the noncertification
penalty as shown in this “Schedule of Benefits” section if Certification is not obtained.

Injectable drugs which are self-administered are covered under the pharmacy benefit. These drugs are not
covered under the medical benefits even if they are administered in a Physician’s office. Please refer to the
"Outpatient Prescription Drugs" of this "Schedule of Benefits" section for the applicable Copayment or
Coinsurance.
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Outpatient Prescription Drugs

Subject to the provisions of the "Outpatient Prescription Drugs" portion of the "Plan Benefits" section, all
Medically Necessary Prescription Drugs are covered.

The outpatient Prescription Drug benefits are subject to the Calendar Year Deductibles and Out-of-Pocket
Maximums as described at the beginning of this section.

Your financial responsibility for covered Prescription Drugs varies by the type of drug dispensed, and whether the
drug was dispensed by a Participating Pharmacy or a Nonparticipating Pharmacy. See the "Definitions" section
and the "Outpatient Prescription Drug Benefits" portion of the "Plan Benefits" and "General Limitations and
Exclusions" sections for more information about what benefits are provided.

Benefit Maximums

Maximum

Number of days per Prescription Drug Order for drugs from a retail Pharmacy .........ccccccceeeiviiiiiiieee e, 30
Number of days per Prescription Drug Order for Maintenance Drugs through the Malil

(@] (o =T g = foTo |- o o RO PR 90
Number of days per Prescription Drug Order for drugs for Specialty

[ AU T PO PP TP OPPPPPRRPRR 30
Number of days per Prescription Drug Order for insulin needles and syringes from a

=TI 1o 1 = Tos PP P PP PTPPPRPON 30
Number of days per Prescription Drug Order for blood glucose monitoring test strips

and lancets from a retail PRArMaCY ..........ooeeiiiiiiiiiiiice e e e e e s e s e e e e e e s e e e e e e e e s s saraeaeaaaeaas 30
Notes:

e Except for insulin, diabetic supplies (blood glucose testing strips, lancets, disposable needles & syringes) are
packaged in 50, 100 or 200 unit packages. Packages cannot be "broken" (i.e. opened in order to dispense the
product in quantities other than those packaged). When a prescription is dispensed, You will receive the size
of package and/or number of packages required for You to test the number of times Your Physician has
prescribed for up to a 30-day period.

e Upto a 12-consecutive-calendar-month supply of covered FDA-approved, self-administered hormonal
contraceptives may be dispensed with a single Prescription Drug Order.

e Schedule Il narcotic Drugs are not covered through mail order. Schedule Il Drugs are Drugs classified by the
Federal Drug Enforcement Administration as having a high abuse risk but also safe and accepted medical
uses in the United States. A partial prescription fill, which is of a quantity less than the entire prescription, can
be requested by you or your Physician. Partial prescription fills are subject to a prorated Copayment or
Coinsurance based on the amount of the prescription that is filled by the pharmacy.

Copayments and Coinsurance

You will be charged a Copayment or Coinsurance for each Prescription Drug Order.
Retail Pharmacy

Nonparticipating

Participating Pharmacy Pharmacy
Tier 1 Drugs (most Generic Drugs and low-cost preferred Brand
[N E= T TSI (U o ) PP B5 Not Covered
Tier 2 Drugs (higher cost Generic Drugs and preferred Brand
N E= LTI 0 U o ) USSR BI5 Not Covered
Tier 3 Drugs (non-preferred Brand Name Drugs; Brand Name
Drugs with generic equivalent on a lower tier; or Drugs that
have a preferred alternative on a lower tier) ..o $40 i Not Covered
Preventive drugs and women’s contraceptives .........cccuveeeeeeeeeiciieneeennn. $0, Deductible waived............. Not Covered
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Specialty Pharmacy Vendor

Specijalty Pharmacyv

Tier 4 Drugs (Specialty Drugs that are made using
biotechnology; Drugs that are distributed through a specialty
pharmacy; Drugs that require special training for self-
administration; Drugs that require regular monitoring of care
by a specialty pharmacy; and Drugs that cost more than six
hundred dollars for a one-month SUPPIY) ....cccuveeeiiiiiiiiiiiieee e 20% up to $500 per prescription

Maintenance Drugs through the Mail Order Program

Mail Order Prodram

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

N F= T 1= 0 (U o ) OSSR $10
Tier 2 Drugs (higher cost Generic Drugs and preferred Brand
N E= g Lo BTN o ) SRR $30

Tier 3 Drugs (non-preferred Brand Name Drugs; Brand Name
Drugs with generic equivalent on a lower tier; or Drugs that

have a preferred alternative 0N @ IOWET TIEF) .........eiiiiiei e e e e e e e e e e e e e $80
Preventive drugs and wWomen’s CONtFACEPLIVES ......cooiiuuiiiiiiie ettt $0, Deductible waived
Notes:

e After the Calendar Year Deductible has been met, orally administered anti-cancer drugs will have a
Copayment and Coinsurance maximum of $200 for an individual prescription of up to a 30-day supply or $600
for a 90-day supply through mail order.

e After the Calendar Year Deductible has been met, Tier 4 Drugs will have a Copayment and Coinsurance
maximum of $500 for an individual prescription of up to a 30-day supply.

o If the pharmacy's retail price is less than the applicable Copayment or Coinsurance, You will pay the
pharmacy's retail price.

e Generic Drugs will be dispensed when a Generic Drug equivalent is available. We will cover Brand Name
Drugs, including Tier 4 (Specialty Drugs) that have a generic equivalent only when the Brand Name Drug is
Medically Necessary and the Physician obtains Prior Authorization from HNL. Covered Brand Name Drugs
are subject to the applicable Copayment or Coinsurance for Tier 2 Drugs, Tier 3 Drugs or Tier 4 (Specialty
Drugs).

e Preventive drugs and women’s contraceptive Drugs, devices, and other products, (including those available
over-the-counter that are approved by the Food and Drug Administration (FDA) are covered as shown above.
Please see the "Preventive Drugs and Women'’s Contraceptives” provision in the "Outpatient Prescription
Drug Benefits" portion of the "Plan Benefits" section for additional details. If Your Physician determines that
none of the methods designated by HNL are medically appropriate for You, We shall cover some other FDA-
approved prescription contraceptive method at no cost to You.

e Up to a 12-consecutive-calendar-month supply of covered FDA-approved, self-administered hormonal
contraceptives may be dispensed with a single Prescription Drug Order.

e The Calendar Year Deductible does not apply to preventive drugs and women’s contraceptives.

e Some drugs may require Prior Authorization from HNL to be covered. You will be subject to a penalty of 50%
of the Average Wholesale Price if Prior Authorization was not obtained, except for Emergency or Urgently
Needed care.

e Generic or Brand Name Drugs not listed in the Essential Rx Drug List which are prescribed by Your Physician
and not excluded or limited from coverage may be covered as an exception and are subject to the Tier 3 Drug
Copayment or Coinsurance, as applicable. Specialty drugs not listed on the Essential Rx Drug List that are
covered as an exception would be subject to the Tier 4 (specialty drug) coinsurance. Refer to "Prior
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Authorization and Exception Request Process" under the “Outpatient Prescription Drug Benefits” portion of
the “Plans Benefits” section for more information on the exception request process.

e Up to a 90-consecutive-calendar-day-supply of covered Maintenance Drugs will be dispensed at the
applicable mail order Copayment or Coinsurance when ordered through HNL’s contracted mail service
vendor. Maintenance Drugs on the Health Net Maintenance Drug List may also be obtained at a CVS retalil
pharmacy for up to a 90-day supply under the mail order program benefits. Maintenance drugs are also
available for up to a 30-day supply from any participating retail pharmacy.

e Some Specialty Drugs listed in the Essential Rx Drug List are not available through mail order.
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Child Needs Dental and Eye Care

Pediatric Dental Services

Refer to the “Child Needs Dental or Eye Care” portion of the "Plan Benefits" section of this Certificate for

complete benefit information.

Benefit Description

Network Benefits

Benefits are shown
as a percentage of
Eligible Dental
Expenses.

Non-Network
Benefits

Benefits are shown
as a percentage of
Eligible Dental
Expenses.

Diagnostic Benefits

$0, Deductible
waived

10%, Deductible
waived

Preventive Benefits

$0, Deductible
waived

10%, Deductible
waived

Restorative Benefits

20%, Deductible
waived

30%, Deductible
waived

Periodontal Maintenance Services (D4910)

20%, Deductible
waived

30%, Deductible
waived

Endodontics

50%, Deductible
waived

50%, Deductible
waived

Periodontics other than Periodontal
Maintenance (D4910)

50%, Deductible
waived

50%, Deductible
waived

Maxillofacial Prosthetics

50%, Deductible
waived

50%, Deductible
waived

Implant Services

50%, Deductible
waived

50%, Deductible
waived

Prosthodontics (Removable)

50%, Deductible
waived

50%, Deductible
waived

Fixed Prosthodontics

50%, Deductible
waived

50%, Deductible
waived

Oral and Maxillofacial Surgery

50%, Deductible
waived

50%, Deductible
waived

Medically Necessary Orthodontics

50%, Deductible
waived

50%, Deductible
waived

Adjunctive Services

50%, Deductible
waived

50%, Deductible
waived
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Pediatric Vision Services

We provide toll-free access to our Customer Service Associates to assist you with benefit coverage questions,
resolving problems or changing your vision office. Customer Service can be reached Monday through Friday at
(866) 392-6058 from 5:00 a.m. to 8:00 p.m. Pacific Standard Time. Automated service is also provided after hours

for eligibility verification and vision office transfers.

All of the following services must be provided by a Health Net Participating Vision Provider in order to be covered.
Refer to the “Pediatric Vision Services” portion of the “General Limitations and Exclusions” section for limitation on

covered vision services.

The vision services benefits are provided by Health Net. Health Net contracts with EyeMed Vision Care, LLC, a

vision services provider panel, to administer the vision services benefits.

Routine eye exam limit: 1 per Calendar Year
Exam Options:

e Standard Contact Lens Fit including Follow-up visit
(routine applications of soft, spherical daily wear contact
lenses for single vision prescriptions)

e Premium Contact Lens Fit including Follow-up visit (more
complex applications, including, but not limited to toric,
bifocal/multifocal, cosmetic color, post-surgical and gas
permeable)

$0, Deductible waived

Lenses limit: 1 pair per Calendar Year, including
e Single vision, bifocal, trifocal, lenticular

e Glass, or Plastic, including polycarbonate
e Oversized and glass-grey #3 prescription sunglass
lenses

$0, Deductible waived

Provider selected frames limit: 1 per Calendar Year

$0, Deductible waived

Optional Lenses and Treatments including

e UV Treatment

e Tint (Fashion & Gradient & Glass-Grey)

e Standard Plastic Scratch Coating

e Standard Polycarbonate —

e Photochromic / Transitions Plastic

e Standard, Premium and Ultra Anti-Reflective Coating
e Polarized

e Standard, Premium, Select, and Ultra Progressive Lens
e Hi-Index Lenses

e Blended segment Lenses

e Intermediate vision Lenses

e Select or ultra-progressive lenses

e Premium Progressive Lens

$0, Deductible waived

Provider selected contact lenses, a one year supply is covered
every Calendar Year (in lieu of eyeglass lenses):

e Disposables
e Conventional
e Medically Necessary"

$0, Deductible waived
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Subnormal or Low Vision Services and Aids - one comprehensive | $0, Deductible waived
low vision evaluation every 5 years; low vision aids, including
high-power spectacles, magnifiers or telescopes (limited to one
aid per year) and follow-up care (limited to 4 visits every 5 years).

! Medically Necessary Contact Lenses:

Contact Lenses may be Medically Necessary and appropriate in the treatment of patients affected by certain
conditions. In general, Contact Lenses may be Medically Necessary and appropriate when the use of Contact
Lenses, in lieu of eyeglasses, will result in significantly better visual and/or improved binocular function, including
avoidance of diplopia or suppression.

Contact Lenses may be Medically Necessary for the treatment of conditions, including, but not limited to:
keratoconus, pathological myopia, aphakia, anisometropia, aniridia, corneal disorders, post-traumatic disorders
and irregular astigmatism.

Medically Necessary Contact Lenses are dispensed in lieu of other eyewear.
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ELIGIBILITY, ENROLLMENT AND TERMINATION
Who Is Eligible For Coverage

The Covered Services and Supplies of this plan are available to the following individuals as long as the principal
Covered Person lives in the Service Area, all other Covered Persons live in the United States, and all Covered
Persons meet the additional eligibility requirements set forth by California State law, applicable Federal law and
as defined by the Group:

e The principal Covered Person (employee);
e Spouse: Your lawful spouse as defined by California law.
e Domestic Partner: The registered Domestic Partner, as defined by California law.

e Children: The children of the principal Covered Person or his or her spouse or Domestic Partner (including
legally adopted children, stepchildren and wards, as defined in the following provision) who are under 26
years of age; and

e Wards: Children for whom the principal Covered Person or his or her spouse or Domestic Partner is a court-
appointed guardian.

e Other child: Any child that You have assumed a parent-child relationship, in lieu of a parent-child relationship
described above, as indicated by intentional assumption of parental status, or assumption of parental duties
by You, as certified by You at the time of enrollment of the child, and annually thereafter up to the age of 26
unless the child is disabled.

Children of the principal Covered Person or his or her spouse or Domestic Partner who are the subject of a Medical
Child Support Order, according to state or federal law, are also eligible. Coverage of care received outside the
United States will be limited to services provided in connection with Emergency Care.

Age Limit for Children
Each child is eligible for coverage as a Dependent until the age of 26 (the limiting age).

Disabled Child
Children who reach age 26 are eligible to continue coverage or initiate new Dependent coverage if all of the
following conditions apply:

e The child is incapable of self-sustaining employment by reason of a physically or mentally disabling injury,
illness, or condition; and

e The child is chiefly dependent upon the principal Covered Person for support and maintenance.

If You are enrolling a disabled child who is age 26 or older for new coverage, You must provide Covered
California with proof of incapacity and dependency within 120 days of the date You receive a request for such
information about the dependent child from Covered California.

Covered California must provide You notice at least 90 days prior to the date Your enrolled child reaches the age
limit that coverage will terminate on the child’s 26th birthday unless You provide documentation of disability and
dependency. You must provide Covered California with proof of Your child’s incapacity and dependency within 60
days of receipt of the notice. Coverage will continue until Covered California makes a determination as to the
child’s disability and dependency.

Following the disabled child’s 28th birthday and no more often than annually thereafter, Covered California may
request that the Policyholder provide satisfactory evidence of the child’s disability, and the Policyholder shall have
60 days to respond. A disabled child may remain covered by this plan for as long as he or she remains
incapacitated and continues to meet the eligibility criteria described above.

How to Enroll for Coverage

Notify the Group that You want to enroll an eligible person. The Group will send the request to HNL according to
current procedures.
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Employee

Each new employee entering employment subsequent to the Effective Date of the Group's initial enroliment
period shall be permitted, without proof of insurability, to apply for coverage for himself or herself and eligible
Dependents within 30 days of becoming eligible, subject to the enroliment regulations in effect with the Group.
Such enroliments, if accepted by HNL, become effective when any waiting or probationary period (of up to 60
days) required by the Group is completed.

When the employee is not subject to a probationary period, the enrollment becomes effective, in accordance with
established Group eligibility rules, either on the date of hire or on the first day of the calendar month following the
month in which the employee was hired.

Eligible employees who enroll in this plan are called principal Covered Persons.
A person cannot be denied coverage due to present medical conditions at enroliment.

Newly Acquired Dependents

You are entitled to enroll newly acquired Dependents as follows:

Spouse: If You marry while You are covered by this plan, You may enroll Your new spouse (and Your spouse’s
eligible children) within 30 days of the date of marriage. Coverage begins on the first day of the month following
the date the application for coverage is received.

Domestic Partner: If You are the principal Covered Person and You enter into a domestic partnership while You
are covered by this plan, You may enroll Your new Domestic Partner (and his or her eligible children) within 30
days of the date a Declaration of Domestic Partnership is filed with the Secretary of State or other recognized
state or local agency, or within 30 days of the formation of the domestic partnership according to Your Group's
eligibility rules. Coverage begins on the first day of the month following the date the application for coverage is
received.

Newborn Child: Coverage for newborn children will be effective upon the date of birth and during the first 31
days following birth. However, coverage after 31 days is contingent upon You enrolling the newborn within 30
days following birth. Enrollment for the newborn will be effective as of the date of birth or first of the month
following the date of birth if requested by the principal Covered Person.

Adopted Child: A newly adopted child, or a child who is being adopted, becomes eligible on the date of adoption
or the date You or Your spouse or Domestic Partner receive physical custody of the child or the first day of the
following month after the date of adoption or receiving physical custody, if requested by the principal Covered
Person.

Coverage begins automatically and will continue for 31 days from the date of eligibility. You must enroll the child
within 30 days for coverage to continue beyond the first 31 days. Covered California will require written proof of
the right to control the child's health care when such child is enrolled. If an adopted child is enrolled within 30 days
following adoption or date of placement for adoption (date of physical custody), coverage will be continuous from
the date of adoption or date of placement for adoption (date of physical custody).

Legal Ward (Guardianship): If You or Your spouse or Domestic Partner becomes the legal guardian of a child,
the child is eligible to enroll on the effective date of the court order, but coverage is not automatic. The child must
be enrolled within 30 days of the effective date of the guardianship. Coverage will begin on the first day of the
month after Covered California receives the enrollment request.

Covered California will require proof that You or Your spouse or Domestic Partner is the court-appointed legal
guardian.

Other Child: Any child that You have assumed a parent-child relationship, in lieu of a parent-child relationship
described above, as indicated by court order, intentional assumption of parental status, or assumption of parental
duties by You, as certified by You at the time of enroliment of the child, and annually thereafter up to the age of 26
unless the child is disabled.

The child must be enrolled within 30 days of the effective date of the assumption of parental status. Coverage will
begin on the first day of the month after Covered California receives the enrollment request.
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Open Enrollment Period

An Open Enroliment Period shall be held annually, at which time potential Covered Persons may enroll under this
Certificate. Upon receipt of enrollment changes and corresponding payment of dues for an enrollment, such
enrollment changes shall, if accepted by Covered California, become effective on the first day of the calendar month
for which the change is submitted, unless otherwise approved by Covered California.

Late Enrollment Rule

HNL's late enrollment rule requires that if an individual does not enroll within 30 days of becoming eligible for
coverage, he or she must wait until the next Open Enroliment Period to enroll. (Time limits for enrolling are
explained in the "Employee" and "Newly Acquired Dependents" provisions above.)

The term “form” within this section may include electronic enroliment forms or enroliment over the phone.
Electronic or phone enroliments are deemed signed when You use Your employer’s enroliment system to make
or confirm changes to Your benefit enroliment.

A Late Enrollee may be excluded from coverage until the next Open Enrollment Period unless a special
enrollment triggering event occurs.

You may have decided not to enroll upon first becoming eligible. At that time, the Group should have given You a
form to review and sign. It would have contained information to let You know that there are circumstances when
You will not be considered a late enrollee.

If You later change Your mind and decide to enroll, Covered California can impose its late enroliment rule. This
means that individuals identified as declining coverage on the form the employee signed will not be allowed to
enroll before the next Open Enrollment Period. There are, however, exceptions to this rule.

Exceptions to Late Enrollment Rule
If any of the circumstances below are true, the late enrollment rule will not apply:

1. You Did Not Receive a Form To Sign or A Signed Form Cannot Be Produced
If You chose not to enroll when first eligible, the late enrollment rule will not apply to You:

e If You never received from the Group or signed a form explaining the consequences of Your decision; or
e Your signed form exists but cannot be produced as evidence of Your informed decision.

2. You Did Not Enroll Because of Other Coverage, and Later the Other Coverage is Lost
If You declined coverage in this plan, and You stated on the form the reason You were not enrolling was
because of coverage through another Group health plan, and the other coverage is or will be lost, the late
enrolliment exclusion will not apply to You. Reasons for the loss of coverage include, but are not limited to:

e The principal enrollee of the other plan has ceased being covered by that other plan, (except for either
failure to pay premium contributions, or a "for cause" termination, such as fraud or misrepresentation of
an important fact);

e Loss of coverage because of termination of employment or reduction in the number of hours of
employment;

e Loss of coverage through an HMO or other individual arrangement because an individual ceases to
reside, live or work in the service area;

e Loss of coverage through an HMO or other arrangement in the group market because an individual
ceases to reside, live or work in the service area, and no other benefit package is available to the
individual;

e The other plan was terminated and not replaced with other Group coverage;
e The other Group stops making contributions toward employee's or dependent's coverage;

¢ When the individual's plan ceases to offer any benefits to the class of similarly situated individuals that
includes the individual;

e The other principal enrollee or employee dies;
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e The principal enrollee and spouse or Domestic Partner are divorced or legally separated and this causes
loss of the Group coverage;

e Loss of coverage because cessation of dependent status (such as attaining the maximum age to be
eligible as a dependent child under the plan);

e The other coverage was federal COBRA or Small Employer Cal COBRA, and the period of coverage
ends; or

e Loss of minimum essential coverage for any other reason except failure to pay premiums or when the
coverage is rescinded for fraud or intentional misrepresentation of material fact.

3. You Lose Eligibility from an Access for Infants or Mothers Program (AIM) or a Medi-Cal Plan
If You become ineligible and lose coverage under, the Access for Infants or Mothers Program (AIM) or Medi-Cal,
You and/or Your Dependent(s) will be eligible to enroll in this plan upon submitting a completed application form
within 60 days of losing such coverage. If You and/or Your Dependent(s) wait longer than 60 days to enroll, You
and/or Your Dependent(s) may not enroll until the next Open Enroliment period.

4. Multiple Health Plans
If You are enrolled as a dependent in a health plan (not HNL), and the enrollee of that other plan, during open
enrolliment, chooses a different type of plan (such as moving from an HMO plan to a fee-for-service plan), and
You do not wish to continue to be covered by the original plan, You will not be considered a late enrollee, should
You decide to enroll in this plan.

5. Court Orders
If a court orders You to provide coverage for a current spouse or Domestic Partner (not a former spouse or
Domestic Partner), or orders You or Your enrolled spouse or Domestic Partner to provide coverage to a minor
child through HNL, that spouse or Domestic Partner or child will not be treated as a late enrollee.

6. Other Special Enrollment Triggering Events
We shall allow an employee or enrollee, and when specified below, his or her dependent, to enroll in or change
health benefit plans as a result of the following triggering events:

e The employee or his or her dependent loses minimum essential coverage for any other reason except
failure to pay premiums or when the coverage is rescinded for fraud or intentional misrepresentation of
material fact.

¢ An employee or enrollee gains a Dependent or becomes a Dependent through marriage,