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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 Preferred Provider Organization (PPQO) Page 6

INTRODUCTION TO HEALTH NET PREFERRED PROVIDER
ORGANIZATION (PPO)

Plan D5Y

2SDS

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

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) 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, 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.

Preferred Providers are providers who have agreed to participate in 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 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 PPO Preferred Provider Network is subject to change. It is your obligation to be sure that the provider You
choose is a Preferred Provider with an HNL PPO Agreement in effect. 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 a
Preferred Provider, You should not assume all providers at that Hospital are also Preferred Providers. To
receive the maximum benefits under this Plan, You should request that all Your provider services (such as
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Introduction to Health Net Preferred Provider Organization (PPQO) Page 7

services by an anesthesiologist) be performed by Preferred Providers whenever You enter a Hospital or other
facility.

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.

Out-of-Network Providers have not agreed to participate in the Health Net PPO program. 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.

Certified Covered Services and Supplies received from Out-of-Network Providers will be payable at the Preferred
Provider level of coverage when medically appropriate care is not available within the PPO Preferred Provider
network. Cost-sharing paid at the Preferred Provider level of coverage when medically appropriate care is not
available in the PPO Preferred Provider network will apply toward the in-network Deductible and accrue to the in-
network Out-of-Pocket Maximum and the covered person will not be responsible for any amounts the provider
bills in excess of the Maximum Allowable Amount. In addition, non-emergent services provided by an Out-of-
Network Provider at an in-network (PPO) facility will be payable at the Preferred Provider level of coverage, with
the same cost-sharing and Deductible, if applicable, and without balance billing (balance billing is the difference
between a provider’s billed charge and the Maximum Allowable Amount); the cost-sharing and Deductible will
accrue to the in-network Out-of-Pocket Maximum.

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.

This benefit plan does not provide Preferred Provider
benefits for services (including services for behavioral
health treatment) provided outside the United States,
except for Emergency Care and Urgent Care. Outside
the United States, coverage is limited to Emergency
Care and Urgent Care, as described below under
"Foreign Travel or Work Assignment” in this
"Miscellaneous Provisions" section.

To maximize the benefits received under this Health Net PPO insurance plan, You must use Preferred
Providers. When contacting a provider, please identify Yourself as a person covered under Health Net
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
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Introduction to Health Net Preferred Provider Organization (PPQO) Page 8

"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.

Telephone triage or screening services to assess a Covered Person’s health concerns and symptoms are
available 24 hours per day, 7 days per week by contacting the Customer Contact Center at the telephone number
on the HNL ID Card. Health assessments will be performed by a Physician, registered nurse, or other qualified
health professional acting within his or her scope of practice and who is trained to screen or triage an insured who
may need care, for the purpose of determining the urgency of the Covered Person's need for care and arranging
for care in a timely manner appropriate for the nature of the Covered Person’s condition.

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.

If You Are Enrolled In A Plan That Is Subject To ERISA, 29 U.S.C. 1001 et seq., a federal law
requlating some plans:

IN ADDITION TO THE RIGHTS SET FORTH IN THIS CERTIFICATE, YOU MAY HAVE RIGHTS UNDER
APPLICABLE STATE LAW OR REGULATIONS AND/OR UNDER THE FEDERAL ERISA STATUTE.

If You Are Enrolled In A Plan That Is Not Subject To ERISA:

IN ADDITION TO THE RIGHTS SET FORTH IN THIS CERTIFICATE, YOU MAY HAVE RIGHTS UNDER
APPLICABLE STATE OR FEDERAL LAWS OR REGULATIONS.

Contact Your Employer to determine if You are enrolled in a Plan that is subject to ERISA.
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 10196
Van Nuys, CA 91410-0196

1-800-522-0088
C20601(CA 1/17) SHOP



Introduction to Health Net Preferred Provider Organization (PPQO) Page 9

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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Schedule of Benefits Page 10

Gold 80 PPO 0/30 + Child Dental
SCHEDULE OF BENEFITS

Health Net PPO
Plan D5Y

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 appropriate
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. 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 “Noncertification Penalties” 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.

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 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 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 ... $6,750
For services or supplies provided by an Out-of-Network ProVider...........ccccvueiiiiee i e $13,500

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 Copayments and
Coinsurance equal to the amounts shown below, the Out-of-Pocket Maximum will be considered to have been
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Schedule of Benefits Page 11

met for the entire family. No 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 ...........oooiiiiiiiiieiie e $13,500
For services or supplies provided by an Out-0f-Network ProVider............ccvveiiiiieiiiiieeiiieee e $27,000

Note: Any 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, 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, 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 received.
Medical Deductible

The following Calendar Year Deductibles apply to the medical benefits. It applies to all services unless specifically
noted otherwise below. Once Your payment for medical Covered Expenses equals the amount shown below, the
medical 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) .......cccoccueeeerieeeeiniieeesniieee e $0
Calendar Year Deductible (for Out-of-Network services, per Covered Person).........cccoceevivreeeinireeesniiieneennens $2,000
Family Calendar Year Deductible (all enrolled members of a family, for Preferred Provider

services, during @ CalENUAI YEAI) ....ccciiiicieiieiii e e ettt e e e e e e s s e e e e e e s e s st eeeee e e s s s st e aeeeeeaeseasssanneeeeeeesaannnnees $0
Family Calendar Year Deductible (all enrolled members of a family, for Out-of-Network

services, during @ CalENUAr YEAI) .....ccii ettt s et e e e e e e s sttt e e e e e e s sannte e e eeaaeeessansnneeeaeeeaaanne $4,000

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.

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.

Noncertification Penalties

Preferred Providers Qut-of-Network
Medically Necessary services for which Certification was required but not
ODTAINE. ... B250 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.
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Schedule of Benefits Page 12

Visits to a Health Care Provider's Office or Clinic

Preferred Providers Qut-of-Network

Primary care visits to treat an injury or illness

IN @ PhySician's OffiCe........coiiiiiiii e B30 i 50%

At a Covered Person's NOME .........ccviiiiiiiiiie e B30 i 50%

Postnatal Office VISItS.........cceiiiiiiiiii i B30 i 50%
Specialist consultation

IN @ PhySICIan's OffiCE......ccciuiiiiiiiieec e B55 50%

At a Covered Person's NOME ........cooiiiuiiiiiiiiiie ettt nireee e B55 50%
Hearing examination (for diagnosis or treatment) .........cccccceevevviiiiieee e, $30 i Not Covered
Vision examination (for refractive eye exams at an ophthalmologist) (age

19 and over; for birth to age 19, see "Child Needs Eye Care" below)........... $55 i Not Covered
Vision examination (refractive eye exams at an optometrist) (age 19 and

over; for birth to age 19, see "Child Needs Eye Care" below)...........cccoueee.. RGO IR Not Covered
F (= oY T=T 10 ] o I OO PPUPPP P 20%....cciiiiiriieieeeeee Not Covered
AllEIGY INJECHONS .....uii it et ae e st e e st e aanees B30 50%
PN (=T (o VR (=T (] o PRSP B55 50%
Other practitioner office Visit (ACUPUNCIUFISE) .......ccoeiiiiiiiiiiiiiiee e $30 o Not Covered
MediCal SOCIAI SEIVICES ......uuiiiiiiiie ettt e et e e st e e et ee e e sbaeeeene $30 i Not Covered
Patient education

Diabetes EAUCALION .......eciiiee it e s e anbe e nnaee e BO e 50%

ASTNMA EAUCALION ... BO e 50%

Weight management dUCALION ...........cooiiiiiiiiiiiee e $O o Not Covered

Stress management edUCAtION ...........vuvvieeeee i $O o, 50%

Tobacco cessation AUCALION. .........cuieeiiiiiiiiiieiiee e e e e e e e e eeneees BO e Not Covered
Preventive Care SEIVICES .......icuuiiiiiee ettt e et ee e e e e e s st ee e e e e e s s s aanreeeees BO o 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,
tobacco cessation intervention services, and preventive vision and hearing 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.

Tests

Preferred Providers Qut-of-Network
(= oL (o] A (=) TSRS B35 50%
X-rays and diagnOStiC IMAGING ......eeirvereiiieiiiee e e et sieeesee e e s seaeeseeeans B55 e 50%
IMaging (CT, PET,MRIN ..ot 20% ..o, 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.
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Outpatient Surgery and Services

Preferred Providers Qut-of-Network

Facility fee

Outpatient surgery and SEIVICES ™ ..........o.cveviveeeeeeeeeeeeeseeseseseene s ennes 710 S 50%
Physician/surgeon fees

SUIGEIY ettt ettt ettt P10 S 50%

ANESINEHCS ° ....oovoeeei s 70 50%

Sterilization Of MalE............eviiiiiii e 20%0 e 50%

Sterilization of fEMAIES”.............covieeieeeeeee et FO oo Not Covered

Outpatient iNFUSION thEIAPY ™ ......c.ovee ettt 20% e Not Covered

Blood or Blood Products, and administration of blood or Blood

oY [0 TR 710 L 50%

Chemotherapy and radiation therapy™ ...........ccccoevvveresrirssreeeeeeeeeens 710 SR 50%

NUCIEAr MEAICINE 2 ...t P10 S 50%

Organ, stem cell or tissue transplant (not Experimental or

INVESHGALIONAI) ..ottt n st n sttt 20% .., Not Covered

RENAI AIAIYSIS ...ttt 2090.ccciiiiiiiiiiieee e 50%
Note

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.

2 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 Out-of-Network

Emergency room care facCility ........ccccooiiiiiiiiei e $325 ....... $325, Deductible waived
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Emergency room care professional SEIVICES ..........ccccuvveeieeeeeiiiiiiieeee e $O v $0, Deductible waived
Emergency medical transportation (air Ambulance or group Ambulance).......... $250 ....... $250, Deductible waived
UIQENE CAIE SBIVICES ....eiiiiiiiiieiiteie sttt e eiiee ettt e st e stte e st e e sate e e sbeeesateesbeeesnbeeenneeennee B30 i 50%
Note

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.
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."

e The emergency room Copayments will not apply if the Covered Person is admitted to a Hospital directly from
an emergency room. 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

FACIIEY TEETZ ..ottt e et P10 SO 50%

Confinement for bariatric (weight 10SS) SUIGEIY™ .........oeveveeeeeeeeeeeeeeeesenns 20%.ccccceiiiiiiiiiieeeenn Not Covered
Physician/surgeon fees

ESTU Lo 1= 3 PO 710 S 50%

ANEStNELICS 2 ..ot 70 SN 50%

Physician visit t0 HOSPIAL..........ccoiiiiiiiiiii e 2090.cccciiiiiiie e 50%

Blood or Blood Products, and administration of blood or Blood

PIOTUCES ...t 70 SN 50%

Chemotherapy and radiation therapy™™ ..........ooveeeeeeeeeeeeeeeeeeeeeeee e 2090 e 50%

NUCIEAr METICINE 2 ..., P10 L O 50%

Organ, stem cell or tissue transplant (not Experimental or

INVESHGALIONAI) ..ottt ee e, 20%.ccccciiiiiiiiieeeeeene Not Covered

RENAI AIAlYSIS ... 209%0.cciiiiiiiiiie e 50%
Notes:

e The Preferred Provider Coinsurance will apply if the Covered Person is admitted to a Hospital directly from an
emergency room or urgent care center. 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 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.

! Certification is required for Hospital stay, including the facility and some services received while admitted to the
Hospital. Please refer to the "Certification Requirements"” section for details.

2|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

Covered services provided for the treatment of Mental Disorders (mental health and behavioral health) and
Chemical Dependency (substance abuse) are subject to the same Deductible(s) and Copayments as required for
the services when provided for a medical condition.

Mental Disorders 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

MONIEOTING) .uvveeeeiitieee e et ettt e e e et e e e et e e e e s ete e e e e ebbeeeesatbeeeeesabeeeeesabaeeessnteneaesnns BO e 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

AISOrder OF AULISM) L ........veceeeeeeeeeceeee e, 0 [T 50%
INPALENE FACHIY ..ottt ne s en e 710 S 50%
Physician visit to Hospital, behavioral health facility or Residential

TreatMENTt CONTET .......cii e e e e e e et e e e et e e e eaaa e eeeen 209 ..t 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

L0781 o ) PR BO e 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) ...........cooveuevreereeeeeeeeeeeeeseeeeians BO o 50%
INPALENE FACIHIY .......eecvoeceeee ettt 710 S 50%
Physician visit to Hospital, behavioral health facility or Residential

TreatMeNt CENTET ........uviiiiiiiiiir e 20%..cccciiiiiiii 50%
INPatient AEtOXIfICALION ............c.evveeeeeceeeeeeee et P10 S 50%
Notes:

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

! 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.

Pregnancy
Preferred Providers Qut-of-Network

Prenatal care and preconCeption VISitS ...........eevvveeeiiiiciiiiieee e e e e e BO 50%
California Prenatal Screening Program administered by the California

State Department of Public Health ............ccccoooiiii e, $0 s $0, Deductible waived
Delivery and all inpatient services

HOSPIEAIY ..ottt e ettt en et en s P10 SO 50%

Professional (including terminations of pregnancy and circumcision

OF NEWDOIN®) ..ottt s s en e enenees 710 SN 50%

Professional (genetic testing of fetUS) ........ooeriiiiiiii i B35 50%
Notes:
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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. If other non-Preventive Care Services are received
during the same office visit, the above Copayment or Coinsurance will apply for the non-preventive services.
Refer to “Preventive Care Services” and “Pregnancy” in the “Plan Benefits” section for more details.

! 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. 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 CArE SEIVICES .....eeeeeeeeeeeeeeee ettt et ee e e e e ee e, 20% .. Not Covered
Number of visits covered during a Calendar Year 2...........cocccocoveeeeveeeernnnn, 100 e, Not Applicable

Rehabilitation services (physical therapy, speech therapy, occupational

therapy, cardiac rehabilitation therapy and pulmonary rehabilitation

11T=1 2= o1) RO $30 e Not Covered
Habilitative services (physical therapy, speech therapy, occupational

therapy, cardiac rehabilitation therapy and pulmonary rehabilitation

BEIAPY) ettt ettt ettt ettt ettt $30 i, Not Covered
Confinement in a Skilled Nursing Facility
FACHIEY ..ottt e ettt en e enen s P10 SO 50%
Physician visit to Skilled Nursing Facility ............cccccovveeei i, 20%0.ccceiiiie e 50%
Durable Medical EQUIPMENT. ...........oeoeeeeeeeeeee e e e 20%..eeeiieeeeiiiiiee, Not Covered
Orthotics (such as bracing, supports and casts)’ .............ccccoveveveereerennnnns 20%0 e Not Covered
COITECHVE FOOWEAI™ ..ottt 20% . Not Covered
Diabetic equipment (including fOOWEAr)..........c.ooiiiiiiiiiiiiiiiiee e 20%0.ccccciiii 50%
PIOSINESES " .......oocviiicetce et 20%0...cereriereeieieree e, 50%
HOSPICE ...ttt ettt ettt nen e 0 ISR 50%
Office-based INJECHONS  ............c.evieeeeeeeeeeeeeee et P10 S 50%
SeIf-INJECLADIE AIUGS® ... ..ottt See note below.............. See note below
Infertility services (services that diagnose, evaluate or treat Infertility) ......... Not Covered .........ccc.... Not Covered
Notes:

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

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

e 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.

e 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 may be required. Please refer to the "Certification Requirement" portion
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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 required but 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.

! 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.

2Home 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.

% 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.

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 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 ...........cccccooiiiiiiiniiee. 30
Number of days per Prescription Drug Order for Maintenance Drugs through the Mail

(O] (o =T g e ToTo | =10 o IH U PP ERRT PP 20
Number of days per Prescription Drug Order for drugs for Specialty

[0 T T PSPPI 30
Number of days per Prescription Drug Order for insulin needles and syringes from a

1= = 11 0 =T = Vo3 SRR 30
Number of days per Prescription Drug Order for blood glucose monitoring test strips

and lancets from a retail PRarmMacy ...........oooiiiiiiiiiiiec e e e e e e s s e e e e e s e e s 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.
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Copayments and Coinsurance
You will be charged a Copayment or Coinsurance for each Prescription Drug Order.
Retail Pharmacy

Nonparticipating
Participating Pharmacy. Pharmacy

Tier | Drugs (most Generic Drugs and low-cost preferred Brand Name

Drugs when listed in the Essential RX Drug LiSt) ........coccvvveiiiieieiniiieeiniieeen, $15 o, Not Covered
Tier 1l Drugs (non-preferred Generic Drugs and preferred Brand Name

Drugs, insulin, diabetic supplies and certain Brand Name Drugs with

a generic equivalent when listed in the Essential Rx Drug List) .................... $55 Not Covered
Tier Il Drugs (non-preferred Brand Name Drugs, drugs listed as Tier llI

Drugs in the Essential Rx Drug List, Brand Name Drugs with generic

equivalent (when Medically Necessary) that are not listed on the

Essential Rx Drug List, drugs indicated as “NF”, if approved, or drugs

not listed in the Essential RX Drug LiSt) ........cccccvviiiieeeiisciieeeeee e B75 Not Covered
Preventive drugs and women’s CONtraceptiVES ........cc.uvvveeeeeeieiiiiiieeeee e e e s snieeeeeens BO oo Not Covered

Specialty Pharmacy Vendor

Specialty Pharmacy

Tier IV Drugs (Specialty Drugs, includes self-administered injectable
drugs (excluding insulin) and high cost drugs used to treat complex
or chronic conditions when listed in the Essential Rx Drug List.
Specialty drugs not listed on the Essential Rx Drug List that are
covered as an exception would be subject to thisS COINSUIANCE) .........cccuviviiiiiee e 20%

Maintenance Drugs through the Mail Order Program

Tier | Drugs (most Generic Drugs and low-cost preferred Brand Name

Drugs when listed in the Essential RX Drug LiSE) ......cooueiioiiiiieiiiiee et e e $30
Tier 1l Drugs (non-preferred Generic Drugs and preferred Brand Name

Drugs, insulin, diabetic supplies and certain Brand Name Drugs with

a generic equivalent when listed in the Essential RX Drug LiSt) ........ococuiiiiiiiiiiiiiiiee e $110
Tier Il Drugs (non-preferred Brand Name Drugs, drugs listed as Tier Il

Drugs in the Essential Rx Drug List, Brand Name Drugs with generic

equivalent (when Medically Necessary) that are not listed on the

Essential Rx Drug List, drugs indicated as “NF”, if approved, or drugs

not listed in the Essential RX DIuUQ LISt) .....ccoiiiiiiiiiiiiiee et e e st e e e e e e e s nnntn e e e e e s e nnrnneees $150
Preventive drugs and WOMEN'S CONFACEPLIVES ........uuuiiiiiiieeeieiiieeie e e e e e s s st e e e e e e e se st ereaeeesssssnraeeeeeessansrnreneeaaenean $0
Notes:

e 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 Tier IV Drugs will have a Copayment and Coinsurance maximum of $250 for an individual prescription of up
to a 30-day supply.

o |f 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 IV (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 Il Drugs, Tier Il Drugs or Tier IV (Specialty
Drugs).
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e Preventive drugs and women’s contraceptives that are approved by the Food and Drug Administration 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.

e |f a Medically Necessary Brand Name Drug is dispensed, and there is a generic equivalent commercially
available, You must obtain Prior Authorization for the Brand Name Drug to be covered.

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 are subject to the Tier Ill Drug or Specialty Drug Copayment or
Coinsurance, as applicable.

o 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 retail
pharmacy for up to a 90 day supply under the mail order program benefits. Maintenance drugs are also
available for up to a 30 days supply from any participating retail pharmacy. Some Specialty Drugs listed in the
Essential Rx Drug List are not available through mail order.

Child Needs Dental or Eye Care

Pediatric Dental Services

Refer to the “Pediatric Dental Services” portion of the "Medical Benefits" section of this Certificate for complete
benefit information.

_ o Network Benefits Non-Network
Benefit Description Benefits are shown | BENEfits
as a percentage of Benefits are shown
Eligible Dental as a percentage of
Expenses. Eligible Dental
Expenses.
Diagnostic Benefits $0 10%, Deductible
waived
Preventive Benefits $0 10%, Deductible
waived
Restorative Benefits 20% 30%, Deductible
waived
Periodontal Maintenance Services (D4910) 20% 30%, Deductible
waived
Endodontics 50% 50%, Deductible
waived
Periodontics (other than Periodontic 50% 50%, Deductible
Maintenance (D4910)) waived
Maxillofacial Prosthetics 50% 50%, Deductible
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. o Network Benefits Non-Network
Benefit Description Benefits are shown | BENEfits
as a percentage of Benefits are shown
Eligible Dental as a percentage of
Expenses. Eligible Dental
Expenses.
waived
Implant Services 50% 50%, Deductible
waived
Prosthodontics (Removable) 50% 50%, Deductible
waived
Fixed Prosthodontics 50% 50%, Deductible
waived
Oral and Maxillofacial Surgery 50% 50%, Deductible
waived
Medically Necessary Orthodontics 50% 50%, Deductible
waived
Adjunctive Services 50% 50%, Deductible
waived

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

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 Copayment

Provider selected frames limit: 1 per Calendar Year

$0 Copayment

Optional Lenses and Treatments including
e UV Treatment

$0 Copayment
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Tint (Fashion & Gradient & Glass-Grey)

Standard Plastic Scratch Coating

Standard Polycarbonate —

Photochromic / Transitions Plastic

Standard, Premium and Ultra Anti-Reflective Coating
Polarized

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

Blended segment Lenses

Intermediate vision Lenses

Select or ultra progressive lenses

Premium Progressive Lens

$0 Copayment

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

Disposables
Conventional
Medically Necessary"

$0 Copayment

Subnormal or Low Vision Services and Aids - one comprehensive
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).

$0 Copayment

'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. Participating providers will obtain the
necessary pre-authorization for these services.
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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 California, 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.
o 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); and

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

e Foster child: Children for whom the principal Covered Person or his or her spouse or Domestic Partner is a
foster parent.

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 until the age of 26 (the limiting age).

Disabled Child
Children who reach age 26 are eligible to continue 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 for new coverage, You must provide HNL with proof of incapacity and
dependency within 120 days of the date You receive a request for such information about the dependent child
from HNL.

HNL must provide You notice at least 90 days prior to the date Your enrolled child reaches the age limit at which
the dependent child’'s coverage will terminate You must provide HNL with proof of Your child’s incapacity and
dependency during the period commencing 60 days before and ending 60 days after the Dependent Child’s 26"
birthday in order to continue coverage for a disabled child past the age limit. Coverage will continue until HNL
makes a determination as to the child’s disability and dependency.

You must provide the proof of incapacity and dependency at no cost to HNL.

Following the disabled child’s 28th birthday and no more often than annually thereafter, HNL 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.
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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.

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 enrollments, 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 enroliment 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 60 days of the date of marriage. Coverage begins either on the date of marriage or on the
first day of the calendar month following the date of marriage, according to the rules established by the Group.

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 60
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 60 days of the formation of the domestic partnership according to Your Group's
eligibility rules. Coverage begins either on the date the Domestic Partnership is filed or formed, or on the first day
of the calendar month following the date the Domestic Partnership is filed or formed, depending on Your Group’s
enrollment rules.

Newborn Child: Coverage for newborn children will be effective upon birth and during the first 31 days following
birth or the first day of the following month if requested by the principal Covered Person. However, coverage after
31 days is contingent upon You enrolling the newborn within 60 days following birth. If a newborn is enrolled
within 60 days following birth, coverage will be continuous from birth.

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 60 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 60 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 60 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.

Foster Child: If You or Your spouse or Domestic Partner becomes the foster parent of a child, the child is eligible
to enroll on the effective date of the foster care, but coverage is not automatic. The child must be enrolled within
60 days of the effective date of the foster care. Coverage will begin on the date of placement in foster care or the
first day of the following month if requested by the principal Covered Person.
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Covered California will require proof that You or Your spouse or Domestic Partner is the foster parent.

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.

The child must be enrolled within 60 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 enroliment request.

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 Enrollment 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 enrollment forms or enroliment over the phone.
Electronic or phone enrollments 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 Enroliment Period. There are, however, exceptions to this rule.

Exceptions to Late Enrollment Rule
If any of the circumstances below are true, the late enroliment 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
enrollment 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 are, and no other benefit package is available to the
individual;
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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;

e 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;

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
enrollment, 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 Enroliment Triggering Events
We shall allow an individual to enroll as a result of the following triggering events:

e The individual 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.

e A qualified employee gains a Dependent or becomes a Dependent through marriage, domestic
partnership, birth, adoption, placement for adoption, or placement in foster care.

e The individual's enroliment or non-enroliment in the health plan is unintentional, inadvertent or erroneous
and is the result of the error, misrepresentation or inaction of an officer, employee or agent of Covered
California or the health plan, or its instrumentalities as evaluated and determined by Covered California.
In such cases, Covered California may take such action as may be necessary to correct or eliminate the
effects of such error, misrepresentation or inaction.

e The individual adequately demonstrates to Covered California that the health plan substantially violated a
material provision of its contract in relation to the enrollee.

e The individual gains access to new health plans as a result of a permanent move.

e AnIndian, as defined by section 4 of the Indian Health Care Improvement Act may enroll in a health plan
or change from one plan to another one time per month.

e A qualified employee loses eligibility for coverage under Medi-Cal or AIM.
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e The individual becomes eligible for assistance, with respect to health insurance coverage under Covered
California, under Medi-Cal or AIM (including any waiver or demonstration project conducted under or in
relation to such a plan);

e The individual is mandated to be covered as a Dependent pursuant to a valid state or federal court order;
e The individual has been released from incarceration.
e Theindividual's prior plan substantially violated a material provision of the health coverage contract.

e The individual was receiving services from a contracting provider under another health plan for one of the
conditions described below and the provider is no longer participating in that health plan:

a) An acute condition. (An acute condition is a medical condition that involves a sudden onset of
symptoms due to an iliness, injury, or other medical problem that requires prompt medical attention
and that has a limited duration.)

b) A serious chronic condition. (A serious chronic condition is a medical condition due to a disease,
illness, or other medical problem or medical disorder that is serious in nature and that persists without
full cure or worsens over an extended period of time or requires ongoing treatment to maintain
remission or prevent deterioration.)

c) A pregnancy. (A pregnancy is the three trimesters of pregnancy and the immediate postpartum
period.)

d) A terminal iliness. (A terminal illness is an incurable or irreversible condition that has a high
probability of causing death within one year or less.)

e) The care of a newborn child between birth and age 36 months.

f) Performance of a surgery or other procedure that has been recommended and documented by the
provider to occur within 180 days of the contract’s termination date or within 180 days of the effective
date of coverage for a newly covered insured.

e The individual demonstrates to the Exchange (Covered California™), with respect to health plans offered
through Covered California, or to the California Department of Insurance, with respect to health plans
offered outside Covered California, that he or she did not enroll in a health plan during the immediately
preceding enrollment period available to the individual because he or she was misinformed that he or she
was covered under minimum essential coverage.

e The individual was a member of the reserve forces of the United States military or a member of the
California National Guard returning from active duty.

e The individual demonstrates to Covered California, in accordance with guidelines issued by the
Department of Health and Human Services, that the individual meets other exceptional circumstances as
Covered California may provide.

If the exceptions in 2 apply, You must enroll within 60 days of the loss of coverage. If the exception in 4 applies, You
must enroll within 30 days of the loss of coverage. If You wait longer than 30 days to enroll, You will be a late
enrollee and may not enroll until the next Open Enrollment Period. A court ordered dependent may be added
without any regard to Open Enrollment restrictions within 60 days of the court order.

Special Enrollment Rule For Newly Acquired Dependents
If an employee gains new dependents due to childbirth, adoption, placement in foster care, assumption of a parent-
child relationship, domestic partnership or marriage the following rules apply:

If the Employee Is Enrolled in this Plan

If You are covered by this plan as an employee of the Group, You can enroll a new dependent if You request
enrollment within 60 days after childbirth, marriage, domestic partnership, adoption, placement for adoption
(receiving physical custody), placement in foster care, or assumption of a parent-child relationship. In addition, a
court ordered dependent may be added without any regard to open enrollment restrictions.

More information about enrolling new dependents and their Effective Date of coverage is available above under the
heading "How to Enroll For Coverage" and subheading "Newly Acquired Dependents."
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If the Employee Declined Enrollment in this Plan

If You previously declined enroliment in this plan because of other Group coverage, and You gain a new dependent
due to childbirth, marriage, adoption, placement for adoption, placement in foster care or assumption of a parent-
child relationship, You can enroll Yourself and the dependent within 60 days of childbirth, marriage, adoption,
placement in foster care or placement for adoption.

If You gain a new dependent due to a court order and You did not previously enroll in this plan, You may enroll
Yourself and Your court ordered dependent(s) without any regard to open enrollment restrictions.

In addition any other Family Covered Persons who are eligible for coverage may enroll at the same time as You and
the new dependent. You no longer have to wait for the next Open Enrollment Period, and whether or not You are
covered by another Group plan has no effect on this right.

If You do not enroll Yourself, the new dependent and any other family members within 60 days of acquiring the new
dependent, You will have to wait until the next Open Enrollment Period to do so.

The Effective Date of coverage for You and all Dependents who enroll within 60 days of childbirth, marriage,
adoption, placement in foster care or placement for adoption will be the same as for the new dependent.

¢ In the case of childbirth, the Effective Date will be the moment of birth or the first day of the following month if
requested by the principal Covered Person;

e For marriage or domestic partnership, the Effective Date will be either on the date of marriage or entry into
domestic partnership or the first of the month following the date of marriage or entry into domestic
partnership, according to the rules established by the Group;

e Regarding adoption, the Effective Date will be the date of adoption or the date the employee or his or her
spouse or Domestic Partner receives 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; and

e Regarding foster care, the Effective Date will be the date of placement in foster care or the first day of the
following month if requested by the principal Covered Person; and

e Following assumption of a parent-child relationship, the Effective Date will be the first day of the month
following the enrollment request.

¢ Inthe case of a Medical Child Support Order, the Effective Date will be the date the Group is notified of the
court order.

Note: When You are not enrolled in this plan, and You wish to have coverage for a newborn or adopted child who is
ill, please contact the Group as soon as possible and ask that You (the employee) and the newborn be enrolled. You
must be enrolled in order for Your eligible dependent to be enrolled.

While You have 60 days within which to enroll the child, until You and Your child are formally enrolled and recorded
as Covered Persons in HNL's computer system, We cannot verify coverage to any inquiring medical provider.

Special Reinstatement Rule For Reservists Returning From Active Duty

Reservists ordered to active duty on or after January 1, 2007 who were covered under this Certificate at the time
they were ordered to active duty and their eligible dependents will be reinstated without waiting periods. A
reservist means a member of the U.S. Military Reserve or California National Guard called to active duty as a
result of the Iraq conflict pursuant to Public Law 107-243 or the Afghanistan conflict pursuant to Presidential Order
No. 13239. Please notify the Group when you return to employment if you want to reinstate your coverage under
the Certificate.

Special Reinstatement Rule Under USERRA

USERRA, a federal law, provides service members returning from a period of uniformed service who meet certain
criteria with reemployment rights, including the right to reinstate their coverage without pre-existing exclusions or
waiting periods, subject to certain restrictions. Please check with your Group to determine if you are eligible.

When Coverage Ends

You must notify the Group of changes that will affect Your eligibility. The Group will send the appropriate request
to HNL according to current procedures.
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All Covered Persons

All Covered Persons of a Group become ineligible for coverage under this Certificate at the same time if the
Policy (between the Group and HNL) is terminated, including termination due to nonpayment of premiums by the
Group.

Principal Covered Person and All Dependents

The principal Covered Person and all his or her Dependents will become ineligible for coverage at the same time
if the principal Covered Person establishes primary residency outside of California, or otherwise loses eligibility for
this plan.

Individual Covered Persons
Individual Covered Persons become ineligible on the date any of the following occurs:

e The Covered Person no longer meets the eligibility requirements established by the Group and Covered
California;

This will include a child subject to a Medical Child Support Order, according to state or federal law, who
becomes ineligible on the earlier of:

1. The date established by the order; or
2. The date the order expired.
e The Covered Person establishes primary residency outside the continental United States; or

e Your marriage or domestic partnership ends by divorce, annulment, or some other form of dissolution.
Eligibility for Your enrolled spouse or Domestic Partner (now former spouse or Domestic Partner) and that
spouse’s or Domestic Partner’s enrolled dependents, who were related to You only because of the marriage,
will end.

Notice Of Ineligibility

It shall be Your responsibility to notify the Group of any changes that will affect Your eligibility or that of Your
Dependents for services or benefits under this Certificate. HNL shall have no obligation to provide notification of
ineligibility or termination of coverage to individual Covered Persons.

Coverage Options Following Termination

Please examine Your options carefully before declining coverage.

If coverage through this Certificate ends, the terminated Covered Person may be eligible for additional periods of
coverage under this or other types of plans through HNL as follows:

COBRA Continuation Coverage

Many Groups are required to offer continuation coverage by the federal Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). For most groups with 20 or more employees, COBRA applies to employees
and their eligible dependents, even if they live outside California. Please check with the Group to determine if You
and Your Dependents are eligible for COBRA continuation.

Cal-COBRA Continuation Coverage

If You have exhausted COBRA and you live in the United States, You may be eligible for additional continuation
coverage under state Cal-COBRA law. This coverage may be available if You have had less than 36 months of
COBRA coverage and you are not entitled to Medicare. If you are eligible, You have the opportunity to continue
group coverage under this Certificate through Cal-COBRA for up to 36 months from the date that federal COBRA
coverage began.

HNL Will Offer Cal-COBRA to Covered Persons: HNL will send Covered Persons whose federal COBRA
coverage is ending information on Cal-COBRA rights and obligations along with the necessary premium information,
enrollment forms, and instructions to formally choose Cal-COBRA Continuation Coverage. This information will be
sent by U.S. mail with the notice of pending termination of federal COBRA.

Choosing Cal-COBRA: If an eligible Covered Person wishes to choose Cal-COBRA Continuation Coverage, he or
she must deliver the completed enrollment form (described immediately above) to HNL by first class mail, personal
delivery, express mail, or private courier company. The address appears on the back cover of this Certificate.
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The Covered Person must deliver the enroliment form to HNL within 60 days of the later of (1) the Covered Person’s
termination date for COBRA coverage or (2) the date he or she was sent a notice from HNL that he or she may
qualify for Cal-COBRA Continuation.

Payment for Cal-COBRA: The Covered Person must pay HNL 110% of the applicable group rate charged for
employees and their dependents.

The Covered Person must submit the first payment within 45 days of delivering the completed enroliment form to
HNL in accordance with the terms and conditions of the health plan contract. The first payment must cover the
period from the last day of prior coverage to the present. There can be no gap between prior coverage and Cal-
COBRA Continuation Coverage. The Covered Person's first payment must be delivered to HNL by first-class mail,
certified mail, or other reliable means of delivery, including personal delivery, express malil, or private courier
company. If the payment covering the period from the last day of prior coverage to the present is not received within
45 days of providing the enrollment form to HNL, the Covered Person's Cal-COBRA election is not effective and no
coverage is provided.

All subsequent payments must be made on the first day of each month. If the payment is late, the Covered Person
will be allowed a grace period of 30 days. Fifteen days from the due date (the first of the month), HNL will send a
letter warning that coverage will terminate 15 days from the date on the letter. If the Covered Person fails to make
the payment within 15 days of the notice of termination, enrollment will be canceled by HNL. If the Covered Person
makes the payment before the termination date, coverage will be continued with no break in coverage. Amounts
received after the termination date will be refunded to the Covered Person by HNL within 20 business days.

Employer Replaces Previous Plan: There are two ways the Covered Person may be eligible for Cal-COBRA
Continuation Coverage if the employer replaces the previous plan:

1. Ifthe Covered Person had chosen Cal-COBRA Continuation Coverage through a previous plan provided by
his or her current employer and replaced by this plan because the previous policy was terminated, or

2. If the Covered Person selects this plan at the time of the employer's open enroliment.

The Covered Person may choose to continue to be covered by this plan for the balance of the period that he or she
could have continued to be covered by the prior group plan. In order to continue Cal-COBRA coverage under the
new plan, the Covered Person must request enroliment and pay the required premium within 30 days of receiving
notice of the termination of the prior plan. If the Covered Person fails to request enroliment and pay the premium
within the 30-day period, Cal-COBRA Continuation Coverage will terminate.

Employer Replaces this Plan: If the Policy between HNL and the employer terminates, coverage with HNL will
end. However, if the employer obtains coverage from another insurer or HMO, the Covered Person may choose to
continue to be covered by that new plan for the balance of the period that he or she could have continued to be
covered by the HNL plan.

When Does Cal-COBRA Continuation Coverage End? When a Qualified Beneficiary has chosen Cal-COBRA
Continuation Coverage, coverage will end due to any of the following reasons:

1. You have been covered for 36 months from Your original COBRA effective date (under this or any other
plan).*

2. The Covered Person becomes entitled to Medicare, that is, enrolls in the Medicare program.
The Covered Person moves outside the United States.

4. The Covered Person fails to pay the correct premium amount on the first day of each month as described
above under "Payment for Cal-COBRA."

5. Your Group’s Policy with HNL terminates. (See “Employer Replaces this Plan.”)

6. The Covered Person becomes covered by another group health plan that does not contain a pre-existing
condition limitation preventing the individual from receiving the full benefits of that plan.

If the Covered Person becomes covered by another group health plan that does contain a pre-existing condition
limitation preventing the individual from receiving the full benefits of that plan, coverage through this plan will
continue. Coordination of Benefits will apply, and Cal-COBRA plan will be the primary plan.
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*The COBRA effective date is the date the Covered Person first became covered under COBRA continuation
coverage.

Small Employer Cal-COBRA Continuation Coverage

For groups with fewer than 20 employees who were eligible to enroll in the employer's health plan on 50% of the
employer's business days in the preceding year, HNL is required by state law to offer continuation coverage. This
subject is detailed below in the subsection titled "Small Employer Cal-COBRA Continuation Coverage."

USERRA Coverage

Under a federal law known as the Uniformed Services Employment and Reemployment Rights Act (USERRA),
employers are required to provide employees who are absent from employment to serve in the uniformed
services and their dependents who would lose their group health coverage the opportunity to elect continuation
coverage for a period of up to 24 months. Please check with Your Group to determine if You are eligible.

Extension of Benefits
Described below in the subsection titled "Extension of Benefits."

Continuation Of Coverage During A Labor Dispute

If You cease to work because of a labor dispute and Your Employer is paying all or a portion of the premium for
Your coverage pursuant to the terms of a collective bargaining agreement, You may continue Your coverage
subject to the following terms and conditions:

e Continuation of coverage requires:
1. Your payment to the union which represents You of the monthly premium required for this coverage;

2. the union collecting such payments from at least 75% of the persons who cease to work because of the
labor dispute; and

3. the timely payment of premiums to Us by the union or unions as required under the Policy for proper
payment of premiums.

e If any premium due is unpaid on the date work ceases, there will be no continuation unless such premium is
paid by Your Employer or the union prior to the next premium due date.

e The amount of Your monthly payment for continued coverage will be equal to the full group monthly cost for
the coverage, including any portion usually paid by the Employer, and, except as provided the bullet item
immediately below, such premium rate will be the applicable rate then in effect for coverage under the Policy,
on the date work ceases.

e The premium rates for coverage may be increased by 20% on the premium due date on or next after the date
work ceases due to the labor dispute. Such increase will apply during the time coverage is continued under
this provision. We still have the right to increase the premium rates before, during and after the date work
ceases, if We would have had the right to increase rates under the Policy, had work not ceased.

e Your continued coverage under this provision will cease on the earliest of:

1. the end of the period of time for which the union has made payment for Your coverage, if the next
premium due is not made;

2. the premium due date for which premiums are received for less than 75% of the persons eligible to
continue coverage because of the labor dispute;

the premium due date on or following the date that You start full-time work with another Employer;

4. the premium due date on or after the date You ceased to be at work because of the labor dispute for 6
months; or

5. the premium due date on or after the labor dispute is resolved.

e If You have Dependents insured on the date You cease work, You must also continue their coverage in order
to continue coverage for You.
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Small Employer Cal-COBRA Continuation Coverage

If a Covered Person or Dependent is about to lose coverage through this plan for reasons other than the Group's
nonpayment of premiums, and is interested in choosing continuation coverage, the Covered Person or Dependent
needs to ask the employer whether the employer is subject to federal COBRA law. If the employer is subject to
federal COBRA law, the employer will be the primary source of information about continuation coverage. If the
employer is a Small Employer as defined below, contact HNL's Customer Contact Center at the telephone
number on the HNL ID Card.

Definitions

Small Employer Cal-COBRA Continuation Coverage means extended coverage by this plan that is chosen by
the Qualified Beneficiary following loss of coverage due to a Qualifying Event, but only if the employer is a Small
Employer.

However, if this plan has been terminated by HNL or the employer and replaced by the employer, the continuation
coverage is provided by the group health plan that is currently offered by the employer.

Also, if, during Small Employer Cal-COBRA Continuation Coverage, the Covered Person chooses other coverage
during the employer's open enrollment period, continuation coverage is provided by that plan.

Qualified Beneficiary means anyone who, on the date of a Qualifying Event, is or was validly enrolled in this
plan or another group health plan sponsored by the employee's current employer.

Qualifying Event means any of the following events that, except for the choosing of Small Employer Cal-COBRA
Continuation Coverage through this plan, would result in loss of coverage for one or all enrolled Covered Persons:

e Termination of employment for reasons other than gross misconduct. (For individuals who began receiving
Small Employer Cal-COBRA continuation coverage prior to January 1, 2003, 18 months of coverage is
available. For individuals who began receiving their Small Employer Cal-COBRA coverage on or after
January 1, 2003, 36 months of coverage is available.)

¢ Reduction in hours worked. (For individuals who began receiving Small Employer Cal-COBRA continuation
coverage prior to January 1, 2003, 18 months of coverage is available. For individuals who began receiving
their Cal-COBRA coverage on or after January 1, 2003, 36 months of coverage is available.)

e Death of the employee or Covered Person. (36 months of coverage is available.)

e Divorce or legal separation of the enrolled employee from his or her enrolled spouse or Domestic Partner. (36
months of coverage is available.)

e A dependent child ceases to be a dependent child according to the eligibility rules of the plan. (36 months of
coverage is available.)

e A Dependent ceases to be eligible when the employee or Covered Person becomes entitled to Medicare
coverage (enrolls in Medicare). (36 months of coverage is available.)

Small Employer means an employer that meets the definition of Small Employer as described in Section 1357 of
the California Health and Safety Code or Section 10700 of the California Insurance Code. For Small Employer
Cal-COBRA Continuation, the following must also be true of the employer:

o Employed fewer than 20 employees who were eligible to enroll in the company's health plan on at least 50%
of its working days during the preceding Calendar Year;

e Has contracted for health care coverage through a group benefit plan offered by a health care service plan or
a disability insurer, and

e |s not subject to Section 4980B of the United States Internal Revenue Code or Chapter 18 of the Employee
Retirement Income Security Act, 29 U.S.C., Section 1161 et seq. (these describe federal COBRA).
Who Is Eligible For Small Employer Cal-COBRA Continuation Coverage?

Qualifying Event: If the Covered Person is validly enrolled through this plan, and he or she experiences a
Qualifying Event (as described above), and as a result of that event loses coverage through this plan, that Covered
Person has the right to choose to continue to be covered by this plan.
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Employer Replaces Previous Plan: There are two ways the Covered Person may be eligible for Small Employer
Cal-COBRA Continuation Coverage if the employer replaces the previous plan:

o |If the Covered Person had chosen Small Employer Cal-COBRA Continuation Coverage through a previous
plan provided by his or her current employer and replaced by this plan because the previous policy was
terminated, or

o |f the Covered Person selects this plan at the time of the employer's open enroliment.

The Covered Person may choose to continue to be covered by this plan for the balance of the period that he or she
could have continued to be covered by the prior group plan. In order to continue Cal-COBRA coverage under the
new plan, the Covered Person must request enroliment and pay the required premium within 30 days of receiving
notice of the termination of the prior plan. If the Covered Person fails to request enroliment and pay the premium
within the 30-day period, Cal-COBRA continuation coverage will terminate.

Employer Replaces This Plan: If the agreement between HNL and the employer terminates, coverage with HNL
will end. However, if the employer obtains coverage from another insurer or HMO, the Covered Person may
choose to continue to be covered by that new plan for the balance of the period that he or she could have
continued to be covered by the HNL plan.

Newborns And Adoptions During Small Employer Cal-COBRA Continuation Coverage: If a child is born to
or placed for adoption with the former employee, the child shall have the status of Qualified Beneficiary. This
means the child will have the same rights as all other Qualified Beneficiaries. Children who began receiving Cal-
COBRA continuation coverage prior to January 1, 2003 could experience a second Qualifying Event during their
initial 18 months of Small Employer Cal-COBRA Continuation Coverage. For example, the death of the principal
Covered Person would entitle the child to an additional period of coverage. The additional period of coverage
would be 18 months. The total period of coverage would be 36 months.

These newborns and adopted children are covered from the moment of birth or physical placement with the former
employee for adoption, but the Covered Person must formally enroll the child within 60 days of birth or placement in
order for coverage to continue beyond 31 days. To do this, contact HNL to request an enrollment form. HNL must
receive the enrollment form within 60 days of birth or placement, or coverage will not continue beyond 31 days.

Who May Choose Small Employer Cal-COBRA Continuation Coverage?

If the Covered Person experiences a Qualifying Event, he or she may choose Small Employer Cal-COBRA for
himself or herself alone, or for any one or all of the other Dependents who are enrolled at the time of the
Qualifying Event. In addition, any individual who is enrolled at that time may choose Small Employer Cal-COBRA
for himself or herself alone. In other words, the Covered Person does not have to be among the persons who
choose Small Employer Cal-COBRA Continuation Coverage. Further, a Covered Person may choose coverage
for one or more minor children without an adult being included.

Who May Not Choose Small Employer Cal-COBRA Continuation Coverage
An Individual may not choose Small Employer Cal-COBRA if the individual:

e |s enrolled in Medicare;

e |s covered by another group health plan that does not contain a pre-existing condition limitation that prevents
the individual from receiving the full benefits of such plan. (A group conversion plan is not a group health
plan);

If the individual is covered by another group health plan that does contain a pre-existing condition limitation
preventing the individual from receiving the full benefits of that plan, the individual may choose Small
Employer Cal-COBRA Continuation Coverage. Coordination of benefits will apply, and this Small Employer
Cal-COBRA plan will be the primary plan;

e |s covered or could become covered by any federal laws regarding continuation of group health plan
coverage;

o Fails to notify HNL of a Qualifying Event according to the requirements described below under "Notify HNL of
Small Employer Cal-COBRA Qualifying Event;" or
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o Fails to submit the initial premium payment in the correct amount as described below under "Payment for
Small Employer Cal-COBRA."

Notify HNL Of Small Employer Cal-COBRA Qualifying Event

If the Covered Person loses coverage through this plan due to a Qualifying Event, and wishes to choose Small
Employer Cal-COBRA Continuation Coverage, he or she must notify HNL in writing within 60 days of the Qualifying
Event. The Covered Person must deliver the notice to Covered California by first class mail, personal delivery,
express mail or private courier company to the address that appears on the ID card and on the back cover of this
Certificate.

If the Covered Person fails to notify HNL of a Qualifying Event within 60 days of the event, that Covered
Person will be disqualified from receiving Small Employer Cal-COBRA Continuation Coverage.

HNL Will Offer Small Employer Cal-COBRA To Covered Persons

If a Covered Person notifies HNL in writing within 60 days of a Qualifying Event, HNL will send that Covered Person
by U.S. mail information about his or her Small Employer Cal-COBRA rights and obligations along with the
necessary premium information, enroliment forms, and instructions to formally choose Small Employer Cal-COBRA
Continuation Coverage.

Choosing Small Employer Cal-COBRA

If a Covered Person wishes to formally choose Small Employer Cal-COBRA Continuation Coverage, he or she must
deliver the completed enroliment form (described immediately above) to HNL by first class mail, personal delivery,
express mail or private courier company. The address appears on the ID card and on the back cover of this
Certificate.

The Covered Person must deliver the enroliment form to HNL within 60 days of the later of (1) the Qualifying Event
or (2) the date he or she received a notice from HNL that he or she has the right to continue Small Employer Cal-
COBRA Continuation Coverage or (3) the date that coverage through the employer plan terminated.

Payment For Small Employer Cal-COBRA
The Covered Person must pay HNL 110% of the applicable group rate charged for employees and their
Dependents.

For individuals who began receiving Small Employer Cal-COBRA continuation coverage prior to Jan. 1, 2003, the
maximum period of coverage is extended beyond the initial 18 months due to a determination by the Social Security
Administration that the Qualified Beneficiary is totally disabled, pursuant to Title 1l or Title XVI of the Social Security
Act, the Covered Person must pay 150% of the applicable group rate for the additional months of coverage.

The Covered Person must submit the first payment within 45 days of delivering the completed enroliment form to
HNL in accordance with the terms and conditions of the Policy. The first payment must cover the period from the last
day of prior coverage to the present. There can be no gap between prior coverage and Small Employer Cal-COBRA
Continuation Coverage. The Covered Person'’s first payment must be delivered to HNL by first-class mail, certified
mail, or other reliable means of delivery, including personal delivery, express mail, or private courier company. If the
payment covering the period from the last day of prior coverage to the present is not received within 45 days of
providing the enroliment form to HNL, the Covered Person’s Cal-COBRA election is not effective and no coverage is
provided.

All subsequent payments must be made on the first day of each month. If the payment is late, the Covered Person
will be allowed a grace period of 30 days. Fifteen days from the due date (the first of the month), HNL will send a
letter warning that coverage will terminate 15 days from the date on the letter. If the Covered Person fails to make
the payment within 15 days of the notice of termination, enrollment will be canceled by HNL. If the Covered Person
makes the payment before the termination date, coverage will be continued with no break in coverage. Amounts
received after the termination date will be refunded to the Covered Person by HNL within 20 business days.

When Does Small Employer Cal-COBRA Continuation Coverage End?
When a Qualified Beneficiary has chosen Small Employer Cal-COBRA Continuation Coverage, coverage will end
due to any of the following reasons:

e 36 months from the date coverage would ordinarily have ended due to termination of employment for reasons
other than gross misconduct for individuals who began their Cal-COBRA continuation coverage on or after

C20601(CA 1/17) SHOP



Eligibility, Enrollment and Termination Page 35

January 1, 2003, and 18 months for individuals who began receiving their Cal-COBRA continuation coverage
prior to January 1, 2003.*

e 36 months from the date coverage would ordinarily have ended due to reduction in hours worked for
individuals who began their Cal-COBRA continuation coverage on or after January 1, 2003, and 18 months
for individuals who began receiving their Cal-COBRA continuation coverage prior to January 1, 2003.

e 36 months from the date coverage would ordinarily have ended due to:
1. Death of the covered employee or principal Covered Person;

2. Divorce or separation of the covered employee or principal Covered Person from his or her spouse or
Domestic Partner;

3. Loss of dependent status by a covered Dependent child; or
4. The Covered Person becomes entitled to Medicare, that is, enrolls in the Medicare program.

e The Covered Person becomes or could become covered, in accordance with any federal laws regarding
continuation of Group health plan coverage.

e The Covered Person fails to pay the correct premium amount on the first day of each month as described
above under "Payment for Small Employer Cal-COBRA."

e The Covered Person becomes covered by another group health plan that does not contain a pre-existing
condition limitation preventing the individual from receiving the full benefits of that plan.

e |f the Covered Person becomes covered by another group health plan that does contain a pre-existing
condition limitation preventing the individual from receiving the full benefits of that plan, coverage through this
plan will continue. Coordination of Benefits will apply, and this Small Employer Cal-COBRA plan will be the
primary plan.

*The COBRA effective date is the date the Covered Person first became covered under COBRA continuation
coverage.

Under no circumstances may a Qualified Beneficiary be covered by Small Employer Cal-COBRA
Continuation Coverage for more than 36 months.

Extension of Benefits

If You are totally disabled when the Group Policy ends and are under the treatment of a Physician, the benefits of
this Certificate may continue to be provided for services treating the totally disabling illness or injury. No benefits
are provided for services treating any other iliness, injury or condition.

You must submit a written request for these total disability benefits, which must include written certification by
Your Physician that You are totally disabled. Covered California must receive this certification within 90 days of
the date coverage ends under this Certificate. At least once every 90 days while benefits are extended, Covered
California must receive proof that Your total disability is continuing. It shall be Your responsibility to ensure that
Covered California is notified of any requested extension of benefits prior to the required 90-day intervals.
Benefits are provided until whichever of the following occurs first:

e You are no longer totally disabled;
e The maximum benefits of this Certificate are paid;

e You become covered under another group health plan that provides coverage without limitation on the
disabling illness or injury; or

e A period of 12 consecutive months has passed since the date coverage ended.

For the purpose of this extension, the term “total disability” is defined as a disability that renders You unable to
perform with reasonable continuity the substantial and material acts necessary to pursue Your usual occupation in
the usual or customary way or to engage with reasonable continuity in another occupation in which You could
reasonably be expected to perform satisfactorily in light of Your age, education, training, experience, station in
life, physical and mental capacity.
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PLAN BENEFITS

The services and supplies described below will be covered for the Medically Necessary treatment of a covered
illness, injury or condition. These benefits are subject to all provisions of this Certificate.

In addition, many of the Covered Services and Supplies listed herein are subject to Certification in many
instances, prior to the expenses being incurred. If Certification is not obtained, the available benefits will be
subject to the noncertification penalty shown in the “Schedule of Benefits” section. Please refer to the
"Certification Requirement" subsection for further details.

An expense is incurred on the date You receive the service or supply for which the charge is made. HNL shall not
pay for expenses incurred for any services or supplies in excess of any visit or benefit maximum described in the
"Schedule of Benefits" section or elsewhere in this Certificate, nor for any service or supply excluded herein.

The fact that a Physician or other provider may perform, prescribe, order, recommend or approve a service,
supply or hospitalization does not, in itself, make it Medically Necessary, or make it a covered service.

How Covered Expenses Are Determined

HNL will pay for Covered Expenses You incur under this plan. Covered Expenses are based on the maximum
charge HNL will accept from each type of provider, not necessarily the amount a Physician or other health care
provider bills for the service or supply. Other limitations on Covered Expenses may apply. See “Schedule of
Benefits,” “Plan Benefits,” and “General Limitations and Exclusions” sections for specific benefit limitations,
maximums, pre-certification requirements and payment policies that limit the amount HNL pays for certain
Covered Services and Supplies.

Preferred Providers

The maximum amount of Covered Expenses for a service or supply provided by a Preferred Provider is the lesser
of the billed charge or the amount contracted in advance by HNL, referred to in this Certificate as the Contracted
Rate.

Since the Preferred Provider has agreed to accept the Contracted Rate as payment in full, You will not be
responsible for any amount billed in excess of the Contracted Rate. However, You are responsible for any
applicable Deductible(s), Copayments or Coinsurance payment required. You are always responsible for services
or supplies not covered by this plan.

Out-of-Network Provider

The maximum amount HNL will pay for Covered Expenses when services or supplies are received from an Out-
of-Network Provider is the lesser of the billed charge or the Maximum Allowable Amount as defined in the
“Definitions” section.

Since the Out-of-Network Provider has not agreed to accept the Maximum Allowable Amount as payment in full,
the amount billed by the Out-of-Network Provider may exceed the Maximum Allowable Amount. You will need to
pay that excess amount, in addition to any applicable Deductible(s), Copayments or Coinsurance payment
required. You are always responsible for services or supplies not covered by this plan.

Important Note: Even if a Hospital is a Preferred Provider, You should not assume that all Physicians and other
individual providers of health care at the Hospital are Preferred Providers. If You are admitted to a Hospital You
should request that all services be performed by Preferred Providers whenever You enter a Hospital.

Certification Requirement

Some of the Covered Expenses under this plan are subject to a requirement of Certification or the noncertification
penalty shown in the “Schedule of Benefits” section will apply. All Certifications are performed by HNL or an
authorized designee.

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.
Services Requiring Certification

e Inpatient admissions.
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Any type of facility, including but not limited to:

1
2
3
4,
5
6

Acute rehabilitation center

Chemical Dependency facility, except in an emergency
Hospice

Hospital, except in an emergency

Mental health facility, except in an emergency

Skilled Nursing Facility

e Abdominal paracentesis (when performed at a Hospital*)

e Ambulance: non-emergency, air or ground Ambulance services

e Back surgery

e Bariatric procedures

e Blepharoplasty (includes brow ptosis)

e Breast reduction and augmentation (includes for gynecomastia or macromastia)

e Carpal tunnel surgery (when performed at a Hospital*)

e Cataract surgery (when performed at a Hospital*)

e Chondrocyte implants

e Clinical trials

e Cochlear implants

e Custom Orthotics

o Dental or orthodontic services that are an integral part of reconstructive surgery for cleft palate procedures.

Cleft palate includes cleft palate, cleft lip or other craniofacial anomalies associated with cleft palate

e Dermatology in a Physician’s office:

1.
2.
3.
4,

Skin injections and implants
Dermabrasions and chemical peels
Laser treatment

Chemical exfoliation and electrolysis

e Durable Medical Equipment:

1
2
3
4,
5
6

Bone growth stimulator

Continuous positive airway pressure (CPAP)
Custom-made items

Hospital beds

Power wheelchairs

Scooters

e Enhanced external counterpulsation (EECP)

e Excision, excessive skin and subcutaneous tissue (including lipectomy and panniculectomy) of the abdomen,

thighs, hips, legs, buttocks, forearms, arms, hands, submental fat pad, and other area

e Experimental/lInvestigational services and new technologies
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Genetic testing

Hernia repair (when performed at a Hospital*)
Liposuction

Liver biopsy (when performed at a Hospital*)
Neuro or spinal cord stimulator

Occupational therapy (includes home setting)

Organ, tissue and stem cell transplant services, including pre-evaluation and pre-treatment services and the
transplant procedure

Orthognathic procedures including TMJ treatment
Otoplasty

Mental Disorders and Chemical Dependency services:
1. Outpatient psychological testing

2. Outpatient neuropsychological testing

3. Behavioral health treatment for pervasive developmental disorder or autism beyond the initial 6 months of
treatment

4. Outpatient Electroconvulsive Therapy (ECT)
5. Outpatient transcranial magnetic stimulation

Outpatient Diagnostic Procedures:
1. Cardiac catheterization

2. CT (Computerized Tomography)
3. Echocardiography

4. MRA (Magnetic Resonance Angiography)

5. MRI (Magnetic Resonance Imaging)

6. Nuclear cardiology procedures, including SPECT (Single Photon Emission Computed Tomography)
7. PET (Positron Emission Tomography)

8. Sleep studies.

Outpatient pharmaceuticals:

1. Self-injectables

2. Hemophilia factors and intravenous immunoglobulin (IVIG)

3. IV and infusion medications
4

Certain Physician-administered drugs, whether administered in a Physician office, free-standing infusion
center, home infusion, ambulatory surgery center, outpatient dialysis center or outpatient Hospital. Refer
to the Health Net Life website, www.healthnet.com, for a list of Physician-administered drugs that require
Certification

5. All Specialty Drugs must have Prior Authorization through the Outpatient Prescription Drug benefit and be
obtained through the Specialty Pharmacy Vendor

Physical therapy (exceeding 12 visits, includes home setting)

Prosthesis over $2,500 in billed charges

C20601(CA 1/17) SHOP



Plan Benefits Page 40

e Radiation therapy

e Rhinoplasty

e Septoplasty

e Speech therapy (includes home setting)

e Tonsillectomy and adenectomy (when performed at a Hospital*)
e Total joint replacements (hip, knee, shoulder or ankle)

e Treatment of varicose veins

o Upper and lower gastrointestinal (GI) endoscopy (when performed at a Hospital*)
e Urologic procedures (when performed at a Hospital*)

e Uvulopalatopharyngoplasty (UPPP) and laser assisted UPPP

e Vermilionectomy with mucosal advancement

e Vestibuloplasty

o X-Stop

HNL will consider the Medical Necessity of Your proposed treatment, Your proposed level of care (inpatient or
outpatient) and the duration of Your proposed treatment.

In the event of an admission to a Hospital, a concurrent review of the hospitalization will be performed.
Confinement in excess of the number of days initially approved must be authorized by HNL.

* These services only require Certification when performed in an inpatient or outpatient Hospital setting. If
services are performed in an ambulatory surgical center (ASC), Certification is not required.

Exceptions

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. Certification must be obtained if the Physician determines that a longer Hospital
stay is Medically Necessary either prior to or following the birth.

Certification is not required for the length of a Hospital stay for reconstructive surgery incident to a mastectomy
(including lumpectomy).

Prior Certification is not required for the first six months of behavioral health treatment for pervasive
developmental disorder or autism, however prior notification is required. Notification must include documentation
that a licensed Physician or licensed psychologist has established the diagnosis of pervasive developmental
disorder or autism. In addition, the Qualified Autism Service Provider must submit the initial treatment plan to
HNL. After six months of treatment, Certification is required.

Prior Authorization by HNL may be required for certain drugs. Please refer to “Prior Authorization and Exception
Request Process” in the “Outpatient Prescription Drug Benefits” section. You may refer to our website at
www.healthnet.com to review the drugs that require a Prior Authorization as noted in the Essential Rx Drug List.

Certification Procedure
Certification must be requested by You within the following periods:

o Five or more business days before the proposed elective admission date or the commencement of treatment,
except when due to a medical emergency;

e 72 hours or sooner, taking into account the medical exigencies, for proposed elective services needed
urgently.

e Inthe event of being admitted into a Hospital following outpatient emergency room or urgent care center
services for Emergency Care; please notify the Plan of the inpatient admission within 48 hours, or as soon as
reasonably possible; or
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e Before admission to a Skilled Nursing Facility or Hospice Care program.

In order to obtain Certification, You or Your Physician are responsible for contacting HNL as shown on
Your HNL Identification Card before receiving any service requiring Certification. If You receive any such
service and do not follow the procedures set forth in this section, a penalty may apply as stated in the
“Schedule of Benefits”. However, for services that require notification only, the penalty will not apply.

Verbal Certification may be given for the service. Written Certification for inpatient services will be sent to You and
the provider of service.

For Urgent Care requests, HNL will notify the Covered Person of Our decision as soon as possible, taking into
account the medical exigencies, but not later than 72 hours from the receipt of the request. If additional
information is necessary to make Our determination, HNL will notify the Covered Person (within 24 hours of the
receipt of the request) of the specific information necessary to make the determination and a reasonable time
frame (that is not less than 48 hours) to provide the information to HNL. HNL will notify the Covered Person of Our
decision no later than 48 hours after the earlier of the receipt of the requested information, or the end of the time
period to provide the requested information.

For all other requests in which the decisions are based in whole or in part on Medical Necessity, HNL will notify
the Covered Person of Our decision not later than five (5) business days from the receipt of the request and
information that is reasonably necessary to make the determination For time frames of initial benefit
determinations that are not based on Medical Necessity, refer to “Timing of Notice” under the “Notification of
HNL's Initial Benefit Determination” provision in the “Specific Provisions” section of this Certificate.
Concurrent Review

Concurrent review is a type of treatment review that takes place during an inpatient stay or as part of an ongoing
course of treatment to be provided over a period of time or number of treatments. HNL performs utilization
management services for Members using approved clinical criteria in order to facilitate medical appropriateness,
promote quality and continuity of care, and to coordinate discharge planning. Therefore, in the event of an
admission a concurrent review of the admission is performed.

For treatment involving Urgent Care, the request by the Covered Person or the Covered Person’s Physician to
extend the course of treatment beyond the period of time or number of treatments shall be decided as soon as
possible, taking in to account the medical exigencies. The Covered Person will be notified of Our decision within
24 hours of the receipt of the review request, provided that such a request is made to the Plan at least 24 hours
prior to the expiration of the prescribed period of time or number of treatments.

If concurrent review results in an adverse benefit determination, the Covered Person will be notified sufficiently in
advance of the reduction or termination to allow time to appeal and obtain a determination on review of that
adverse benefit determination before the benefit is reduced or terminated. Refer to the “Resolution of Disputes”
provision in this section if you disagree with Our decision.

Retrospective Review

Retrospective review is a type of treatment review that occurs when the initial review of a Certification request
takes place after services have been rendered. Such delayed review follows the same general process as
Certification prior to treatment and concurrent review, including evaluation of the reasons Certification was not
obtained and application of the Certification penalty when appropriate, and evaluation of medical records for
demonstration of Medical Necessity.

Covered Persons and providers will be notified of relevant decisions, that are based in whole or in part on Medical
Necessity, within 30 calendar days following the receipt of the claim and information that is reasonably necessary
to make the determination. For time frames of initial benefit determinations that are not based on Medical
Necessity, refer to “Timing of Notice” under the “Notification of HNL'’s Initial Benefit Determination” provision in the
“Specific Provisions” section of this Policy.

Notification of Adverse Benefit Determination

If Certification, concurrent review, or retrospective review results in denial, delay, or modification of a covered
service, HNL will send a written or electronic notice to the patient and to the provider of the service. HNL's
decision will include a clear and concise explanation of the reasons for Our decision, a description of the criteria
or guidelines used and the clinical reasons for the decisions regarding Medical Necessity. The explanation will
also include the specific plan provisions on which determination is based. The Medical Necessity decisions
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communicated to the medical providers will include the name and telephone number of the health care
professional responsible for the denial, delay or modification.

In the case of an adverse benefit determination involving Urgent Care, HNL may provide the decision verbally as
soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of the
request. The written or electronic notice will be provided to the Covered Person not later than 3 days after the
verbal notice. The notice of Our decision related to Urgent Care will also include a description of the expedited
review process.

Except for the benefit determination in relation to concurrent review and Urgent Care, if HNL is unable to make a
decision to approve, modify or deny the request within the timeframes described under “Certification Procedure,”
and “Retrospective Review” provisions because we are not in receipt of all of the information reasonably
necessary and requested, or because HNL requires consultation by an expert reviewer, or because HNL has
asked that an additional examination or test be performed upon the Covered Person, provided that the
examination or test is reasonable and consistent with good medical practice, HNL will provide a complete
response based on the facts as then known by HNL within the specified timeframe. This response will specify the
information requested but not received, or the expert reviewer to be consulted, or the additional examinations or
tests required. HNL shall also notify the provider and Covered Person of the anticipated date on which a decision
may be rendered. Upon receipt of all information reasonably necessary and requested by HNL, HNL shall
approve, modify, or deny the request for authorization within the timeframes specified above.

In the case of denial, HNL will provide the following upon request:

. The criteria, guidelines, protocols, or other similar criterion used by HNL, or an entity with which HNL
contracts for utilization review or utilization management functions, to determine whether to authorize,
modify, delay, or deny health care services.

. If the adverse determination is based on Medical Necessity or experimental treatment or similar exclusion
or limit, an explanation of the scientific or clinical judgement used for the determination.

Effect on Benefits
If Certification is obtained and services are rendered within the scope of the Certification, benefits for Covered
Expenses will be provided in accordance with this "Plan Benefits" section of this Certificate.

If Certification is not obtained, an additional penalty will be applied to Covered Expenses as shown in the
"Schedule of Benefits" section. A Noncertification Penalty will not be imposed if the benefit is not listed in the
“Services Requiring Prior Certification” provision above. Failure to obtain Certification for an Essential Health
Benefit, as defined under California Insurance Code section 10112.27, will not result in denial of coverage for that
benefit.

Resolution of Disputes
In the event that You or Your Physician should disagree with any Certification, concurrent, or retrospective review
decision made, the following dispute resolution procedure must be followed:

e Either You or Your Physician may contact HNL to request an appeal of Our decision. Refer to the “Grievance
and Appeals Process” provision in the “Specific Provisions” section for more details. Additional information
may be requested or the treating Physician may be consulted in any reconsideration. A written
reconsideration decision will be provided; and

e The Covered Person may request an Independent Medical Review as set forth in the "Independent Medical
Review of Grievances Involving a Disputed Health Care Service" provision of the "General Provisions" section
of this Certificate. There is no requirement that You participate in HNL’s grievance or appeals process before
requesting Independent Medical Review (IMR) for Medical Necessity denials.

e The final step to resolve disputes is binding arbitration, as set forth in the "Arbitration" provision of the
"General Provisions" section of this Certificate.

Out-of-Pocket Limits on Expenses

Out-of-Pocket Maximum: When Your total Deductibles, Copayments or Coinsurance payments, during any
Calendar Year, equal the Out-of-Pocket Maximum set forth in the "Schedule of Benefits" section, no further
Deductibles, Copayments or Coinsurance will be required from You for the remainder of that Calendar Year. (See
the "Schedule of Benefits" section for exceptions.)
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Deductibles, Copayments or Coinsurance paid for the services of a Preferred Provider will apply toward the Out-
of-Pocket Maximum for Preferred Providers but will not apply toward the Out-of-Pocket Maximum for Out-of-
Network Providers. Similarly, Deductibles, Copayments, or Coinsurance paid for the services of an Out-of-
Network Provider will apply toward the Out-of-Pocket Maximum for Out-of-Network Providers but 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 and emergency Hospital
care) will be applied to the Out-of-Pocket Maximum for Preferred Providers.

Medical Deductibles

o After HNL determines the amount of Covered Expenses, HNL will subtract the applicable Deductible(s) and
either the Copayment or the Coinsurance that applies to the covered service or supply. HNL will then pay up
to the benefit limit shown in the "Schedule of Benefits" section.

e Only Covered Expenses will be applied to the satisfaction of the Deductible(s) shown in this Certificate.

e Prior Deductible carryover credit applies if this Policy is replacing a similar policy that had been issued to the
Group Policyholder. If a Covered Person has satisfied any portion of the Deductible under the prior carrier
plan, the credit shall apply to the satisfaction of the Covered Person's initial Calendar Year Deductible under
this Certificate. Proof of Deductible satisfaction under the prior carrier plan will be required upon submission
of the initial claim for benefits to be payable under this Certificate.

Please read this description of plan benefits carefully. Please also read the "Schedule of Benefits" section to
understand Your out-of-pocket expenses and the "General Limitations and Exclusions" section for details of any
restrictions placed on the benefits.

Visits to a Health Care Provider's Office or Clinic

Professional Services
Necessary services of a Physician, including office visits and consultations, Hospital and Skilled Nursing Facility
visits, and visits to Your home.

Vision and Hearing Examinations

Vision and hearing examinations for diagnosis and treatment, including refractive eye examinations, are covered
as shown in the "Schedule of Benefits” section.

Allergy Testing and Treatment
The testing and treatment of allergies is covered. This includes allergy serum.

Acupuncture
Medically Necessary acupuncture services.

Patient Education

HNL will pay for a diabetes instruction program supervised by a licensed or registered health care professional. A
diabetes instruction program is a program designed to teach You (the diabetic) and Your covered Dependent
about the disease process and the daily management of diabetic therapy.

In addition, HNL will cover tobacco cessation, asthma education, weight management classes and stress
management classes that are provided by nonphysician providers.

Preventive Care Services
The coverage described below shall be consistent with the requirements of the Affordable Care Act
(ACA).

Preventive Care Services are covered for children and adults, as directed by Your Physician, based on the
guidelines from the following resources:

e U.S. Preventive Services Task Force Grade A & B recommendations
(http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/)

e The Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Center for
Disease Control and Prevention (http://www.cdc.gov/vaccines/schedules/index.html)
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Guidelines for infants, children, adolescents and women'’s preventive health care as supported by the Health
Resources and Services Administration (HRSA) (www.hrsa.gov/womensquidelines/)

For infants, children and adolescents, please refer to the American of Pediatrics Bright Futures
Recommendations for Pediatric Preventive Health Care (https://brightfutures.aap.org/materials-and-
tools/guidelines-and-pocket-quide/Pages/default.aspx), and the Uniform Screening Panel recommended by
the U.S. Department of Health and Human Services Secretary’s Discretionary Advisory Committee on
Heritable Disorders in Newborn and Children
(http://www.hrsa.gov/advisorycommittees/mchbadvisory/heritabledisorders/)

Your Physician will evaluate Your health status (including, but not limited to, Your risk factors, family history,
gender and/or age) to determine the appropriate Preventive Care Services and frequency. The list of Preventive
Care Services are available through https://www.healthcare.gov/preventive-care-benefits/. Examples of
Preventive Care Services include, but are not limited to:

Periodic health evaluations

Vision and hearing testing

Blood pressure, diabetes, and cholesterol tests
Screening for depression

USPSTF and HRSA recommended cancer screenings, including FDA-approved human papillomavirus (HPV)
screening test, screening and diagnosis of prostate cancer (including prostate-specific antigen testing and
digital rectal examinations), screening for breast, cervical and colorectal cancer, human immunodeficiency
virus (HIV) screening, mammograms (including, for women age 40 or older, annual mammograms) and
colonoscopies

USPSTF recommended screening for women who have family members with breast, ovarian, tubal or
peritoneal cancer to identify a family history that may be associated with an increased risk for potentially
harmful mutations in breast cancer susceptibility genes (BRCA1 or BRCA 2), including genetic testing and, for
women with positive screenings, genetic counseling and, if indicated after counseling, BRCA testing

USPSTF recommended breast cancer preventive medications to reduce risk for women with an increased risk
for breast cancer and at low risk for adverse medication effects

Developmental screenings to diagnose and assess potential developmental delays

Counseling on such topics as quitting smoking, lactation, losing weight, eating healthfully, and prevention of
sexually-transmitted diseases

Group and individual counseling sessions for weight management; other weight management intervention
services, including behavioral management activities, such as setting weight-loss goals; improving diet or
nutrition and increasing physical activity; addressing barriers to change; self-monitoring; and strategizing how
to maintain lifestyle changes.

Smoking cessation intervention services, including behavioral management activities and tobacco cessation
counseling sessions (including telephone counseling, group counseling, and individual counseling); for
information regarding smoking cessation behavioral modification support programs available through HNL,
contact the Customer Contact Center at the telephone number on the HNL ID card or visit Our website at
www.healthnet.com

Alcohol misuse: screening and counseling, including brief behavioral counseling interventions
Routine immunizations against diseases such as measles, polio, or meningitis
Flu and pneumonia shots

Vaccination for acquired immune deficiency disorder (AIDS) that is approved for marketing by the FDA and
that is recommended by the United States Public Health Service

Counseling, screening, and immunizations to ensure healthy preghancies

Regular well-baby and well-child visits
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e Well-woman visits
e Routine prenatal care office visits

Preventive Care Services for women also include screening for gestational diabetes; sexually-transmitted
infection counseling; human immunodeficiency virus (HIV) counseling; all FDA-approved contraceptive drugs,
devices and other products for women, including all FDA-approved contraceptive drugs, devices and other
products available over-the-counter (including, but not limited to, IUDs, injectable and implantable contraceptives)
and contraceptive counseling (including, but not limited to, follow-up and management of side effects of
contraceptives, counseling for continued adherence and contraceptive device placement and removal);
sterilization procedures, breastfeeding support and lactation consultation, supplies and counseling; and domestic
violence screening and counseling.

One breast pump and the necessary supplies to operate it (as prescribed by Your Physician) will be covered for
each pregnancy at no cost to You. This includes one retail-grade or Hospital-grade breast pump (either a manual
pump or a standard electric pump) as prescribed by Your Physician. Breast pumps can be obtained by calling the
Customer Contact Center at the phone number on Your Health Net Life ID card.

Preventive Care Services are covered as shown in the "Schedule of Benefits" section.

Tests

Diagnostic Imaging (Including X-Ray) and Laboratory Procedures

All Medically Necessary prescribed diagnostic imaging (including x-ray) and laboratory procedures, services and
materials, including cancer screening tests; mammography for purposes other than Preventive Care Services;
electrocardiography; electroencephalography; ultrasounds; effectiveness of dialysis; fecal occult blood test; tests
for specific genetic disorders for which genetic counseling is available; CT and PET scans; MRIs; ultraviolet light
treatments; and bone density scans (CT and DEXA). Mammography and genetic testing for purposes of
Preventive Care Services and human immunodeficiency virus (HIV) screening are covered under the "Preventive
Care Services" provision in this section.

Outpatient Surgery and Services

Professional Surgical Services

All covered surgical procedures, including the services of the surgeon or Specialist, assistant surgeon, and
anesthetist or anesthesiologist, together with preoperative and postoperative care. Surgery includes surgical
reconstruction of a breast incident to a mastectomy (including lumpectomy), including surgery to restore
symmetry; it also includes prosthesis and treatment of physical complications at all stages of mastectomy,
including lymphedema.

HNL uses available guidelines of Medicare and its contractors, other governmental regulatory bodies and
nationally recognized medical societies and organizations to assist in its determination as to which services and
procedures are eligible for reimbursement. HNL uses Medicare guidelines to determine the circumstances under
which claims for assistant surgeon services and co-surgeon and team surgeon services will be eligible for
reimbursement, in accordance with HNL's normal claims filing requirements.

When adjudicating claims for Covered Services for the postoperative global period for surgical procedures, HNL
applies Medicare’s global surgery periods to the American Medical Association defined Surgical Package. The
Surgical Package includes typical postoperative care. These criteria include consideration of the time period for
recovery following surgery and the need for any subsequent services or procedures which are part of routine
postoperative care.

When multiple procedures are performed at the same time, Covered Expenses include the Contracted Rate or
Maximum Allowable Amount (as applicable) for the first (or major) procedure and one-half the Contracted Rate or
Maximum Allowable Amount for each additional procedure. HNL uses Medicare guidelines to determine the
circumstances under which claims for multiple surgeries will be eligible for reimbursement, in accordance with
HNL's normal claims filing requirements. No benefit is payable for incidental surgical procedures, such as an
appendectomy performed during gall bladder surgery.
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HNL uses Medicare guidelines to determine which services and procedures are eligible for payment separately or
as part of a bundled package, including but not limited to, which items are separate professional or technical
components of services and procedures. HNL also uses proprietary guidelines to identify potential billing
inaccuracies.

Certification may be required for outpatient surgery, including Outpatient Surgical Center and professional
surgical services. Please refer to the "Certification Requirements" section of this Certificate for details.

Outpatient Services
Covered Expenses include:

e Use of a Hospital emergency room or urgent care facility, supplies, ancillary services, laboratory and X-ray
services, drugs and medicines administered by the Hospital emergency room or urgent care facility;

o Use of outpatient Hospital facility services. Examples are the use of Hospital centers in which ambulatory
patients receive the following services: surgery, rehabilitation therapy (including physical, occupational and
speech therapy), pulmonary rehabilitation therapy and cardiac rehabilitation therapy, laboratory tests, X-rays,
radiation therapy and chemotherapy; and

e Use of the facilities of an outpatient surgical unit including operating and recovery rooms, supplies, ancillary
services, laboratory and X-ray services, drugs and medicines administered by the unit.

Certification may be required. Please refer to the "Certification Requirement" portion of this "Plan Benefits" section
for details. Payment of benefits for outpatient services will be subject to the noncertification penalty shown in the
“Schedule of Benefits” section if Certification is not obtained.

Benefits will be provided for Hospital services when it is necessary to perform dental services in a Hospital, either
as an inpatient or an outpatient, due to an unrelated medical condition which would threaten Your health if the
dental services are not performed and when use of the Hospital setting has been ordered by both a medical
doctor and a dentist. Certification will be required.

Outpatient Surgical Center
Outpatient diagnostic, therapeutic and surgical services and supplies for surgery performed at an Outpatient
Surgical Center.

Certification may be required for outpatient surgery, including Outpatient Surgical Center and professional
surgical services. Please refer to the "Certification Requirements" section of this Certificate for details. Payment of
benefits for outpatient surgical center will be subject to the noncertification penalty set forth in the “Schedule of
Benefits” if Certification is required but not obtained.

Outpatient Infusion Therapy

Outpatient infusion therapy used to administer covered drugs and other substances by injection or aerosol is
covered when appropriate for Your illness, injury or condition and will be covered for the number of days
necessary to treat the illness, injury or condition.

Infusion therapy includes: total parenteral nutrition (TPN) (nutrition delivered through the vein); injected or
intravenous antibiotic therapy; chemotherapy; injected or intravenous Pain management; intravenous hydration
(substances given through the vein to maintain the patient's fluid and electrolyte balance, or to provide access to
the vein); aerosol therapy (delivery of drugs or other Medically Necessary substances through an aerosol mist);
and tocolytic therapy to stop premature labor.

Covered services include professional services (including clinical pharmaceutical support) to order, prepare,
compound, dispense, deliver, administer or monitor covered drugs or other covered substances used in infusion
therapy.

Covered supplies include injectable Prescription Drugs or other substances which are approved by the California
Department of Health or the Food and Drug Administration for general use by the public. Other Medically
Necessary supplies and Durable Medical Equipment necessary for infusion of covered drugs or substances are
covered.
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Certain drugs that are administered as part of outpatient infusion therapy require Certification. Refer to the Health
Net Life website, www.healthnet.com, for a list of services and infused drugs that require Certification.

All services must be billed and performed by a provider licensed by the state. Only a 30-day supply will be
dispensed per delivery.

Infusion therapy benefits will not be covered in connection with the following:
e Non-prescription drugs or medications;

e Any drug labeled "Caution, limited by Federal Law to Investigational use" or Investigational drugs not
approved by the FDA,;

e Drugs or other substances obtained outside of the United States;
o Homeopathic or other herbal medications not approved by the FDA,

e Drugs or devices not approved by the Food and Drug Administration (FDA) requiring a prescription either by
federal or California law; however, drugs and medicines which have received FDA approval for marketing for
one or more uses will not be denied on the basis that they are being prescribed for an off-label use if the
conditions set for in California Health and Safety Code, Section 1367.21 have been met; or

e Supplies used by a health care provider that are incidental to the administration of infusion therapy, including
but not limited to: cotton swabs, bandages, tubing, syringes, medications and solutions.

Outpatient infusion therapy provided by Out-of-Network Providers is not covered.

Radiation Therapy, Chemotherapy and Renal Dialysis Treatment

Radiation therapy and nuclear medicine, chemotherapy and renal dialysis treatment are covered when Medically
Necessary. We also cover inpatient dialysis; routine outpatient visits with multidisciplinary nephrology team for a
consultation, exam, or treatment; hemodialysis; and home hemodialysis and peritoneal dialysis and necessary
equipment and medical supplies provided the Covered Person receives appropriate training at a dialysis facility.

Organ, Tissue and Stem Cell Transplants

Organ, tissue and stem cell transplants that are not Experimental or Investigational are covered, only if the
transplant is authorized and certified by HNL. The transplant must be Medically Necessary and the Covered
Person must qualify for the transplant. Please refer to the "Certification Requirement" portion of this section for
information on how to obtain Certification.

HNL has a specific network of designated Transplant Performance Centers to perform organ, tissue and stem cell
transplants. Your Physician can provide You with information about this network. You will be directed to a
Transplant Performance Center at the time Certification is obtained. Providers that are not designated as part of
HNL'’s network of Transplant Performance Centers are considered Out-of-Network Providers, even if they have a
contract with HNL, for purposes of determining coverage and benefits for transplants and transplant-related
services and are not covered.

Medically Necessary services, in connection with organ, tissue or stem cell transplants, are covered as follows:
e For the enrolled Covered Person who receives the transplant; and

e For the donor (whether or not an enrolled Covered Person). Benefits are reduced by any amounts paid or
payable by the donor's own coverage. Only Medically Necessary services related to the organ donation are
covered, including, but not limited to harvesting the organ, tissue or bone marrow and treatment of
complications.

Evaluation of potential candidates is subject to the Certification Requirement. More than one evaluation (including
tests) at more than one transplant center will not be authorized unless it is Medically Necessary. Organ, tissue
and stem cell transplants will be covered regardless of the Covered Person’'s human immunodeficiency virus
(HIV) status.

Organ donation extends and enhances lives and is an option that You may want to consider. For more
information on organ donations, including how to elect to be an organ donor, please contact the Customer
Contact Center at the telephone number on Your HNL ID Card, or visit the Department of Health and Human
Services organ donation website at www.organdonor.gov.
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If You receive services which are not certified by HNL for an organ, tissue or stem cell transplant, You will incur
the noncertification penalties described in the "Schedule of Benefits" section.

Travel expenses and hotel accommodations associated with organ, tissue and stem cell transplants are not
covered.

If You disagree with a determination by HNL, you can appeal the determination. The complaint and appeals
process, including independent medical review from the California Department of Insurance, is described in the
"Grievance and Appeals Process" and "Independent Medical Review of Grievances Involving a Disputed Health
Care Service" provisions in the “General Provisions” section of this Certificate. You may also call HNL at the
telephone number on Your ID card.

Need Immediate Attention

Emergency Care

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."

Emergency Care is available and accessible to all Covered Persons in the Service Area 24 hours a day, seven
days a week. Emergency Care is also covered outside the Service Area, including outside the United States. See
"Foreign Travel or Work Assignment" in the "Miscellaneous Provisions" section for more details. Please see the
"Schedule of Benefits" for the applicable Copayments.

Urgent Care
Urgent Care is covered as long as services would have otherwise been covered under this Certificate.

Ambulance Services

Air or ground Ambulance and Ambulance transport services, provided through a Preferred Provider or an Out-of-
Network Provider as a result of a “911” emergency response system call will be covered when either of the
following conditions apply:

e The request was made for an emergency medical condition and Ambulance transport services were required,;
or

o The Covered Person reasonably believed that his or her medical condition was an emergency medical
condition and required Ambulance transport services.

Paramedic and Ambulance services that do not meet these conditions or which do not result in a transportation
will be covered only if Certification is obtained and the services are Medically Necessary.

Non-emergency Ambulance and psychiatric transport van services are covered if a Physician determines that the
Covered Person's condition requires the use of services that only a licensed ambulance (or psychiatric transport
van) can provide and that the use of other means of transportation would endanger the Covered Person's health.
Services are only covered when the vehicle transports insured to or from covered services. Non-emergency
ambulance services do not include transportation by car, taxi, bus, gurney van, wheelchair van, and any other
type of transportation (other than a licensed ambulance or psychiatric transport van), even if it is the only way to
travel to a provider.

Please refer to the "Certification Requirement” provision of this section and the "Ambulance Services" provision of
the "General Limitations and Exclusions” section for additional information.

Hospital Stay

Covered Expenses include:

e Accommodations as an inpatient in a room of two or more beds, at the Hospital's most common semi-private
room rate with customary furnishings and equipment (including special diets as Medically Necessary);

e Services in Special Care Units;

e Private rooms, when Medically Necessary;
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¢ Physician services, including both professional surgical and professional medical services;
e Specialized and critical care;

e General nursing care;

e Special duty nursing as Medically Necessary);

e Operating, delivery and special treatment rooms;

e Supplies and ancillary services including laboratory, cardiology, pathology, radiology and any professional
component of these services;

e Physical, speech, occupational and respiratory therapy;

e Radiation therapy, chemotherapy and renal dialysis treatment;

e Other diagnostic, therapeutic and rehabilitative services, as appropriate;
e Biologicals and radioactive materials;

e Anesthesia and oxygen services;

e Durable Medical Equipment and supplies;

¢ Medical social services;

e Drugs and medicines approved for general use by the Food and Drug Administration which are supplied by
the Hospital for use during Your stay;

e Blood transfusions, including blood processing, the cost of blood and unreplaced blood and Blood Products
are covered. Self-donated (autologous) blood transfusions are covered only for a scheduled surgery that has
been certified; and

e Coordinated discharge planning including the planning of such continuing care as may be necessary, both
medically and as a means of preventing possible early re-hospitalization.

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

Bariatric (Weight Loss) Surgery

Bariatric surgery (modifying the gastrointestinal tract to reduce nutrient absorption) provided for the treatment of
morbid obesity is covered when Medically Necessary and the Covered Person has completed a pre-surgical
education program. The surgery must be authorized by HNL and performed at a Bariatric Surgery Performance
Center by an HNL Bariatric Surgery Performance Center network surgeon who is affiliated with the HNL Bariatric
Surgery Performance Center. Providers that are not designated as part of HNL's network of Bariatric Surgery
Performance Centers are considered Out-of-Network Providers, even if they have a contract with HNL, for
purposes of determining coverage and benefits for weight loss surgery and are not covered.

Bariatric Surgery Performance Centers are HNL's designated network of bariatric surgical centers and surgeons
to perform weight loss surgery. Your Physician can provide You with information about this network. You will be
directed to an HNL Bariatric Surgery Performance Center at the time authorization is obtained. All clinical work-
up, diagnostic testing and preparatory procedures must be acquired through a HNL Bariatric Surgery
Performance Center by an HNL Bariatric Surgery Performance Center network surgeon. Coverage for the surgery
includes Hospital inpatient care (room and board, imaging, laboratory, special procedures, and Physician
services).

If You live 50 miles or more from the nearest HNL designated bariatric surgical center, You are eligible to receive
travel expense reimbursement including clinical work-up, diagnostic testing and preparatory procedures, when
necessary for the safety of the Covered Person and for the prior approved bariatric weight loss surgery. All
requests for travel expense reimbursement must be prior approved by HNL.
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Covered travel-related expenses will be reimbursed as follows:

e Transportation for the Covered Person to and from the Bariatric Surgery Performance Center up to $130 per
trip for a maximum of four (4) trips (pre-surgical work-up visit, one pre-surgical visit, the initial surgery and one
follow-up visit).

e Transportation for one companion (whether or not an enrolled Covered Person) to and from the Bariatric
Surgery Performance Center up to $130 per trip for a maximum of three (3) trips (pre-surgical work-up visit,
the initial surgery and one follow-up visit).

e Hotel accommodations for the Covered Person not to exceed $100 per day for the pre-surgical work-up visit,
pre-surgical visit and the follow-up visit, up to two (2) days per trip or as Medically Necessary. Limited to one
room, double occupancy.

e Hotel accommodations for one companion (whether or not an enrolled Covered Person) not to exceed $100
per day, up to four (4) days for the Covered Person’s pre-surgical work-up visit and initial surgery stay and up
to two (2) days for the initial follow-up visit. Limited to one room, double occupancy.

e Other reasonable expenses not to exceed $25 per day, up to two (2) days per trip for the pre-surgical work-up
visit, pre-surgical visit and follow-up visit and up to four (4) days for the surgery visit.

The following items are specifically excluded and will not be reimbursed:
o Expenses for tobacco, alcohol, telephone, television, and recreation are specifically excluded.

Submission of adequate documentation including receipts is required to receive travel expense reimbursement
from HNL.

If You disagree with a determination by HNL, you can appeal the determination. The complaint and appeals process,
including independent medical review from the California Department of Insurance, is described in the "Grievance
and Appeals Process" and "Independent Medical Review of Grievances Involving a Disputed Health Care Service"
provisions in the “General Provisions” section of this Certificate. You may also call HNL at the telephone number on
Your ID card.

Bariatric surgery is not covered if provided by an Out-of-Network Provider.

Radiation Therapy, Chemotherapy and Renal Dialysis Treatment

Radiation therapy and nuclear medicine, chemotherapy and renal dialysis treatment are covered when Medically
Necessary. We also cover inpatient dialysis; routine outpatient visits with multidisciplinary nephrology team for a
consultation, exam, or treatment; hemodialysis; and home hemodialysis and peritoneal dialysis and necessary
equipment and medical supplies provided the Covered Person receives appropriate training at a dialysis facility.

Mental Health, Behavioral Health or Substance Abuse Needs

The coverage described below is intended to comply with requirements under the Paul Wellstone-Pete Domenici
Mental Health Parity and Addiction Equity Act of 2008.

Certain limitations or exclusions may apply. Please read the "'General Limitations and Exclusions' section of this
Certificate.

Certification is required for non-emergent Mental Disorder and Chemical Dependency services: inpatient
admissions; outpatient psychological and neuropsychological testing; behavioral health treatment beyond the
initial six months of treatment for pervasive developmental disorder or autism; outpatient Electroconvulsive
Therapy; and outpatient transcranial magnetic stimulation. If a Covered Person receives Medically Necessary,
non-emergent treatment without obtaining Certification first, the noncertification penalty may apply.

All elective admissions requiring Certification are to be Medically Necessary prior to admission.
Emergency care services, regardless of whether the Covered Person is admitted, do not require Certification.
The following benefits are provided:

The diagnosis of and all Medically Necessary treatment of Severe Mental llinesses of a person of any age,
and of Serious Emotional Disturbances of a Child are covered by this Certificate.
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Serious Emotional Disturbances of a Child - The treatment and diagnosis of Serious Emotional Disturbances
of a Child under the age of 18 is covered as shown in the "Schedule of Benefits" section.

Severe Mental lliness - Treatment of Severe Mental lliness is covered as shown in the "Schedule of Benefits"
section.

Covered services include treatment of:

e Schizophrenia

e Schizoaffective disorder

e Bipolar disorder (manic-depressive iliness)
e Major depressive disorders

e Panic disorder

e Obsessive-compulsive disorder

e Pervasive developmental disorder (including Autistic Disorder, Rett's Disorder, Childhood Disintegrative
Disorder, Asperger’s Disorder and Pervasive Developmental Disorder not otherwise specified to include
Atypical Autism, in accordance with the most recent edition of the Diagnostic and Statistical Manual for Mental
Disorders)

e Autism
e Anorexia nervosa
e Bulimia nervosa

Mental Disorders - Treatment of Mental Disorders is covered as shown in the "Schedule of Benefits" section
under “Mental Health, Behavioral Health or Substance Abuse Needs.”

Outpatient Services - Outpatient services are covered as shown in the "Schedule of Benefits” section under
“Mental Health, Behavioral Health or Substance Abuse Needs.”

Covered services include:

¢ Outpatient office visits for Mental Disorders and Chemical Dependency to Physicians and other licensed
providers, as listed in the definition of Physician or other licensed provider described in this Certificate :
Includes outpatient crisis intervention, short-term evaluation and therapy, longer-term specialized therapy,
individual and group mental health evaluation and treatment, medication management and drug therapy
monitoring.

e Outpatient services other than office visits ordered by a Physician or other licensed provider described in this
Certificate, including Mental Disorders and Chemical Dependency: Includes psychological and
neuropsychological testing when necessary to evaluate a Mental Disorder, intensive outpatient care program,
day treatment programs, partial hospitalization programs, medical treatment for withdrawal symptoms and
other outpatient procedures.

e Intensive outpatient care program is a treatment program that is utilized when a patient’s condition requires
structure, monitoring, and medical/psychological intervention at least three (3) hours per day, three (3) times
per week.

e Partial hospitalization/day treatment program is a treatment program that may be free-standing or Hospital-
based and provides services at least four (4) hours per day and at least four (4) days per week.

¢ Intensive psychiatric treatment programs, including short-term Hospital-based intensive outpatient care
(partial hospitalization), short-term multidisciplinary treatment in an intensive outpatient psychiatric treatment
program, short-term treatment in a crisis residential program in licensed psychiatric treatment facility with 24-
hour-a-day monitoring by clinical staff for stabilization of an acute psychiatric crisis, and psychiatric
observation for an acute psychiatric crisis.

e Behavioral Health Treatment (BHT) for Pervasive Developmental Disorder or Autism: Professional services
for behavioral health treatment, including applied behavior analysis and evidence-based behavior intervention
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programs that develop or restore, to the maximum extent practicable, the functioning of a Covered Person
diagnosed with the Severe Mental llinesses of pervasive developmental disorder or autism, are covered as
shown in the “Schedule of Benefits” section under “Mental Health, Behavioral Health or Substance Abuse
Needs".

= The treatment must be prescribed by a licensed Physician, or developed by a licensed psychologist, and
must be provided under a documented treatment plan prescribed, developed and approved by a Qualified
Autism Service Provider providing treatment to the Covered Person for whom the treatment plan was
developed. The treatment must be administered by the Qualified Autism Service Provider or by qualified
autism service professionals and paraprofessionals who are supervised and employed by the treating
Qualified Autism Service Provider.

= Alicensed Physician or licensed psychologist must establish the diagnosis of pervasive development
disorder or autism. In addition, the Qualified Autism Service Provider must submit the initial treatment
plan to HNL.

= Prior Certification is not required for these outpatient services, however, prior notification is required.
Notification must include documentation that a licensed Physician or licensed psychologist has
established the diagnosis of pervasive developmental disorder or autism. In addition, the Qualified Autism
Service Provider must submit the initial treatment plan to HNL.

= The treatment plan must have measurable goals over a specific timeline that is developed and approved
by the Qualified Autism Service Provider for the specific patient being treated, and must be reviewed by
the Qualified Autism Service Provider at least once every six months and modified whenever appropriate.
The treatment plan must not be used for purposes of providing or for the reimbursement of respite, day
care or educational services, or to reimburse a parent for participating in a treatment program.

= The Qualified Autism Service Provider must submit updated treatment plans to HNL for continued
behavioral health treatment beyond the initial six months and at ongoing intervals of no more than six-
months thereafter. The updated treatment plan must include an evaluation of the patient’s progress
toward the goals set forth in the initial treatment plan.

= HNL may deny coverage for continued treatment if the ongoing Medical Necessity is not demonstrated.
HNL will not deny coverage for Medically Necessary BHT for lack of cognitive, developmental, or 1Q
testing; or because services are available from a California Regional Center.

Inpatient Services - Inpatient services are covered as shown in the "Schedule of Benefits” section under “Mental
Health, Behavioral Health or Substance Abuse Needs.”

Covered Services and Supplies include:

e Accommodations in a room of two or more beds, including special treatment units, such as intensive care
units and psychiatric care units, unless a private room is Medically Necessary.

e Supplies and ancillary services normally provided by the facility, including Physician services, laboratory
services, drugs and medications dispensed for use during the confinement, psychological testing and
individual, family or group therapy or counseling.

e Medically Necessary services in a Residential Treatment Center are covered except as stated in the “General
Exclusions and Limitations” section.

Detoxification - Inpatient services for acute detoxification and treatment of acute medical conditions relating to
Chemical Dependency are covered. Inpatient detoxification includes hospitalization only for medical management
of withdrawal symptoms, including room and board, Physician services, drugs, dependency recovery services,
education and counseling.

Pregnancy

Care for Conditions of Pregnancy

Hospital and professional services will be covered, including prenatal and postnatal care, and delivery. Covered
Expenses include prenatal diagnostic procedures in the case of high-risk pregnancies and services in the
California Prenatal Screening Program (formerly Expanded Alpha-Fetoprotein Program).
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Birthing Center services are covered when authorized by HNL and provided by a Preferred Provider. A Birthing
Center is a homelike facility accredited by the Commission for Accreditation of Birth Centers (CABC) that is
equipped, staffed and operated to provide maternity-related care, including prenatal, labor, delivery and
postpartum care. Services provided by other than a CABC-accredited designated center will not be covered.

Preventive services for pregnancy, as listed in the U.S. Preventive Services Task Force A&B recommendations
and Health Resources and Services Administration’s (“HRSA”) Women’s Preventive Service are covered as
Preventive Care Services.

Terminations of pregnancy (surgical or drug) are covered whether they are Medically Necessary or elective.

Your Physician will not be required to obtain Certification for a Hospital stay that is equal to or less than 48 hours
following vaginal delivery or 96 hours following cesarean section. Longer stays in the Hospital and scheduled
cesarean section must be certified. If Certification is not obtained, payment of benefits will be subject to the
noncertification penalty shown in the “Schedule of Benefits” section.

If You are discharged earlier than 48 hours after a vaginal delivery or 96 hours after a cesarean section, Your
Physician may arrange a home visit during the first 48 hours following discharge by a licensed health care
provider whose scope of practice includes postpartum care and newborn care. This home visit does not require
Certification.

HNL care managers are available to coordinate care for high-risk pregnancy. You can contact a care manager by
calling the treatment review telephone number listed on Your Health Net PPO Identification Card.

Please notify HNL at the time of the first prenatal visit.

The coverage described above meets requirements for Hospital length of stay under the Newborns’ and
Mothers’ Health Protection Act of 1996, which requires that:

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any
Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law generally does not
prohibit the mother's or newborn's attending provider, after consulting with the mother, from discharging the
mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not,
under Federal law, require that a provider obtain authorization from the plan or the insurance issuer for
prescribing a length of stay not in excess of 48 hours (or 96 hours).

Help Recovering or Other Special Health Needs

Home Health Care Services

The services of a Home Health Care Agency in the Covered Person’s home are covered when provided by a
registered nurse or licensed vocational nurse and /or licensed physical, occupational, speech therapist or
respiratory therapist. These services are in the form of visits that may include, but are not limited to, skilled
nursing services, medical social services, rehabilitation and habilitation therapy (including physical, speech and
occupational), pulmonary rehabilitation therapy and cardiac rehabilitation therapy.

Home Health Care Services include diagnostic and treatment services which can reasonably be provided in the
home, including nursing care, performed by a registered nurse, public health nurse, licensed vocational nurse or
licensed home health aide. House calls by a Physician or registered nurse are covered when care can best be
provided in the home as determined by the Physician.

Home Health Care Services must be ordered by your Physician and approved by HNL. The following conditions
must be met in order to receive Home Health Care Services:

e The skilled nursing care is appropriate for the medical treatment of a condition, illness, disease or injury;

e The Covered Person is homebound (this means that the Covered Person is normally unable to leave home
unassisted, and, when the Covered Person does leave home, it must be to obtain medical care, or for short,
infrequent non-medical reasons such as a trip to get a haircut, or to attend religious services or adult day
care).

Care that an unlicensed family member or layperson could provide safely and effectively or care in the home if the
home is not a safe and effective treatment setting is excluded.
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Home Health Care Services are limited to a maximum of 100 visits per Calendar Year. However, home health
care rehabilitative and habilitative services are subject to a separate maximum limit of 100 visits per Calendar
year. 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.

In addition, Medically Necessary coverage will be provided for therapies in the home, when determined medically
appropriate as an alternative to inpatient care, upon prior written approval by HNL. All home health services and
supplies directly related to infusion therapy are payable as stated in the "Outpatient Infusion Therapy" provision
above, and are not payable under this Home Health Care Services benefit.

Payment of benefits will be subject to the noncertification penalty shown in the “Schedule of Benefits” section if
Certification is not obtained for home-based physical, speech or occupational therapy.

Home Health Care Services by Out-of-Network Providers are not covered.

Rehabilitative Services

Rehabilitative services (including physical, occupational and speech therapy) when Medically Necessary, in
accordance with the "Schedule of Benefits" section, except as stated in the "General Limitations and Exclusions"
section. Certification is required for physical therapy, occupation therapy, and speech therapy.

Payment of benefits for rehabilitative services will be subject to the noncertification penalty as set forth in the
“Schedule of Benefits” if Certification is not obtained.

Habilitative Services

Habilitative services and devices are health care services and devices that help a person keep, learn, or improve
skills and functioning for daily living (habilitative services). Examples include therapy for a child who is not walking
or talking at the expected age. These services may include physical and occupational therapy, speech-language
pathology and other services for people with disabilities in a variety of inpatient and/or outpatient settings.
Coverage is provided for habilitative services and/or therapy and devices, including physical therapy,
acupressure, occupational therapy, speech therapy, cardiac therapy, pulmonary therapy, inhalation therapy,
Durable Medical Equipment and Prostheses. Certification is required for physical therapy, occupation therapy,
speech therapy, Durable Medical Equipment and Prostheses, as described in the “Certification Requirement”
portion of this “Plan Benefits” section.

If You disagree with a determination by HNL, you can appeal the determination. The complaint and appeals
process, including independent medical review from the California Department of Insurance, is described in the
"Grievance and Appeals Process" and "Independent Medical Review of Grievances Involving a Disputed Health
Care Service" provisions in the “General Provisions” section of this Certificate. You may also call HNL at the
telephone number on Your ID card.

Payment of benefits for habilitative services will be subject to the noncertification penalty as set forth in the
“Schedule of Benefits” if Certification is not obtained.

Cardiac Rehabilitation Therapy
Cardiac rehabilitation therapy, when Medically Necessary, in accordance with the "Schedule of Benefits" section,
except as stated in the "General Limitations and Exclusions" section.

Pulmonary Rehabilitation Therapy
Pulmonary rehabilitation therapy, when Medically Necessary, in accordance with the "Schedule of Benefits"
section, except as stated in the "General Limitations and Exclusions" section.
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Skilled Nursing Facility
You must be referred to the Skilled Nursing Facility by a Physician and must remain under the active supervision
of a Physician. Your condition must be such that skilled care is Medically Necessary.

Covered Expenses include:
e Physician and nursing services;

e Accommodations in a room of two or more beds. Payment will be made based on the Skilled Nursing
Facility's prevailing charge for two-bed room accommodations. If Medically Necessary, private rooms will be
covered;

e Special treatment rooms;

e Supplies and ancillary services including laboratory, cardiology, pathology, radiology and any professional
component of these services;

e Physical, occupational, respiratory and speech therapy;

e Drugs and medicines approved for general use by the Food and Drug Administration which are supplied by
the Skilled Nursing Facility for use during Your stay;

e Durable Medical Equipment if the Skilled Nursing Facility ordinarily furnishes the equipment;
¢ Medical social services; and

e Blood transfusions, including blood processing, the cost of blood and unreplaced blood and Blood Products
are covered. Self-donated (autologous) blood transfusions are covered only for a scheduled surgery that has
been certified.

Payment of benefits will be subject to the noncertification penalty shown in the “Schedule of Benefits” section as
set forth herein if Certification is not obtained for the confinement.

Durable Medical Equipment

Rental or purchase of Durable Medical Equipment which is ordered or prescribed by a Physician and is
manufactured primarily for medical use. Durable Medical Equipment which is used for infusion therapy will be
payable only as stated in the "Outpatient Infusion Therapy" provision.

Durable Medical Equipment includes, but is not limited to, wheelchairs, crutches, bracing, supports, casts and
Hospital beds. Durable Medical Equipment also includes Orthotics (such as bracing, supports and casts) that are
custom made for the Covered Person. In addition, the following items are covered:

e Tracheostomy equipment: artificial larynx; replacement battery for artificial larynx; tracheo-esophageal voice
prosthesis; tracheostomy supplies, including: adhesive disc, filter, inner cannula, tube, tube plug/stop, tube
collar/holder, cleaning brush, mask, speaking valve, gauze, sterile water, waterproof tape, and tracheostomy
care kits.

e Canes and crutches: adjustable and fixed canes, including standard curved handle and quad canes;
adjustable and fixed crutches, including underarm and forearm crutches; replacement supplies for canes and
crutches, including handgrips, tips and underarm pads.

e Dry pressure pad for a mattress.
e Cervical traction equipment (over door).

e Osteogenesis stimulation devices: non-invasive electrical osteogenesis stimulators, for spinal and non-spinal
applications; non-invasive low density ultrasound osteogenesis stimulator.

e Respiratory drug delivery devices: large and small volume nebulizers; disposable and non-disposable
administration sets; aerosol compressors; aerosol mask; disposable and non-disposable corrugated tubing for
nebulizers; disposable and non-disposable filters for aerosol compressors; peak expiratory flow rate meter;
distilled water for nebulizer; water collection device for nebulizer.

e |V Pole.
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o Enteral and parenteral nutrition: enteral formula and additives, adult and pediatric, including for inherited
diseases of metabolism; enteral feeding supply kits; enteral nutrition infusion pump; enteral tubing;
gastrostomy/jejunostomy tube and tubing adaptor; nasogastric tubing; parenteral nutrition infusion pump;
parenteral nutrition solutions; stomach tube; supplies for self-administered injections.

e Phototherapy (bilirubin) light with photometer.
e Lymphedema garments.
¢ Non-segmental home model pneumatic compressor for the lower extremities.

Except for podiatric devices to prevent or treat diabetes-related complications as discussed below, Corrective
Footwear (including specialized shoes, arch supports and inserts) is only covered when all of the following
circumstances are met:

e The Corrective Footwear is Medically Necessary.
e The Corrective Footwear is custom made for the Covered Person.

e The Corrective Footwear is permanently attached to a Medically Necessary Orthotic device that is also a
covered benefit under this plan.

Corrective Footwear for the management and treatment of diabetes-related medical conditions is covered under
the “Diabetic Equipment” benefit as Medically Necessary.

Covered Durable Medical Equipment will be repaired or replaced when necessary. However, repair or
replacement for loss or misuse is not covered. HNL will decide whether to replace or repair an item. HNL will also
determine the type of equipment, whether to rent or purchase the equipment and the vendor who provides it.

HNL applies nationally recognized Durable Medical Equipment coverage guidelines as defined by the Medicare
Durable Medical Equipment Regional Administrative Contracts (DME MAC), Healthcare Common Procedure
Coding System (HCPCS) Level Il and Medicare National Coverage Determinations (NCD) in assessing Medical
Necessity for coverage.

Some Durable Medical Equipment may have specific quantity limits or may not be covered as they are considered
primarily for non-medical use. Orthotics are not subject to such quantity limits.

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 shown in the “Schedule of Benefits” section if Certification
is required but not obtained.

We also cover up to two Medically Necessary Contact Lenses per eye (including fitting and dispensing) in any 12-
month period to treat conditions of aniridia (missing iris). An aniridia Contact Lens will not be covered if we
covered more than one aniridia contact lens for that eye within the previous 12 months.

Coverage for Durable Medicare Equipment is subject to the limitations described in the "Noncovered Items"
portion of the "General Limitations and Exclusions" section. Please refer to the "Schedule of Benefits” section for
applicable Copayment or Coinsurance.

Breastfeeding devices and supplies, including Hospital-grade breast pumps and double breast pump kit, as
supported by HRSA guidelines, are covered as Preventive Care Services. For additional information, please refer
to the "Preventive Care Services" provision in this “Plan Benefits” section.

Diabetic Equipment
Equipment and supplies for the management and treatment of diabetes are covered, as Medically Necessary,
including:

e Insulin pumps and all related necessary supplies

e Corrective Footwear to prevent or treat diabetes-related complications

e Specific brands of blood glucose monitors and blood glucose testing strips*
e Blood glucose monitors designed to assist the visually impaired

e Ket