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

Health Net of CA: Full Network HMO K3U

Coverage Period: 01/01/2023-12/31/2023
Coverage for: All Covered Members | Plan Type: HMO

AN The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a summary.
For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.healthnet.com or call 1-800-522-0088. For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the

Glossary at https://www.healthcare.gov/sbc-glossary/ or www.healthnet.com or you can call 1-800-522-0088 to request a copy.

Answers

Important Questions

What is the overall
deductible?

$0.

Why This Matters

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

Are there services
covered before you
meet your deductible?

There is no deductible.

There is no deductible.

Are there other
deductibles for specific
services?

No.

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

What is the out-of-
pocket limit for this
plan?

Medical limit: $1,500 member/$4,500 family
per calendar year.

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

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

Premiums, prescription drug costs and
healthcare this plan doesn’t cover.

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

Will you pay less if you
use a network
provider?

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill froma provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you getservices.

Do you need a referral
to see a specialist?

Yes. Requires written prior authorization.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.

Telemedicine Visits

Telemedicine service is covered at $0 copay
when it is provided through our contracted
Preferred Vendor: Teladoc.

For all other providers, telehealth cost share mirrors in-person cost share based on type of
service provided. Effective 8/10/23, our contracted Preferred Vendor transitioned from Babylon
to Teladoc.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay What You Will Pay S :
Services You May Need In-network  Provider Out-of-Network Provider L|m|t.le:::ogft,ali)t((lzsfpot;z]nasﬁgnOther
(You will pay the least) (You will pay the most) P
Primary care visit to treat -
an injury or fliness $15 copay/visit Not covered None
If you visit a health care
p_lr_O\_Iider’s office or Specialist visit $15 copay/visit Not covered Requires prior authorization.
clinic
You may have to pay for services that
Preventive care/screening/ e aren’t preventive. Ask your provider if
immunization $15 copayhvisit Not covered the services needed are preventive.
Then check what your plan will pay for.
Eli(?o gc\;\?;irck)test (x-ray, No charge Not covered Requires referral.
If you have a test .
:\ng)ng (CTIPET scans, No charge Not covered Requires prior authorization.
If you need drugs to -
treat your illness or Generic drugs $10 copay/30 days $25 copay/90 days Prescriptions covered under the CVS
condition. plan, separate from HealthNet.
Preferred brand drugs $25 copay/30 days $65 copay/90 days
00 days’ supply must be filled at CVS
Non-preferred brand drugs $40 copay/30 days $100 copay/90 days |retail pharmacy or CVS mail order
pharmacy.
Specialty Same as above Same as above
Facility fee (e.g., ambulatory [Hospital-No charge ASC-No charge
. surgery center) Not covered Requires prior authorization.
If you have outpatient
surge
e Physician/surgeon fees No charge Not covered None

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com. Page 2 of 7
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Common Medical Event

Services You May Need

What You Will Pay
In-network  Provider
(You will pay the least)

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

Limitations, Exceptions & Other
Important Information

If you need immediate
medical attention

Copay waived if admitted into the

Emergency room care $35 copay/visit $35 copay/visit hospital. Out-of-network services must
meet the criteria for emergency care.
Emergency medical No charge No charge Out-of-network services must meet the

transportation

criteria for emergency care.

Urgent care

Medical-$35 copay/visit
Mental health & substance use

Medical-$35 copay/visit
Mental health & substance

Out-of-network services must meet the
criteria for emergency care.

disorders-$15 copay/visit use disorders-$15 copay/visit
Facilty fee (e.g. hospital No charge Not covered Requires prior authorization
If you have a hospital room) g qulires prior auforization.
stay
Physician/surgeon fees No charge Not covered None
Office-individual therapy
session-$15 copay/visit Administered by Managed Health
If you need mental Outpatient services group therapy session-$7.50 Not covered Network (MHN). Requires prior
health. behavioral copay/visit authorization except for office visits.
healthi or substance Other than office-No charge
abuse services Administered by Managed Health
Inpatient services No charge Not covered Network (MHN). Requires prior
authorization.
e Prenatal-$15 copay/visit Cost sharing does not apply for
Office visits Postnatal-$15 copay/visit Not covered preventive services.
If you are pregnant — )
gg;gg;%@f!‘éﬁces No charge Not covered Coverage includes abortion services.
Sgri\',?fégh/ delivery facility No charge Not covered Coverage includes abortion services.

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

What You Will Pay
In-network  Provider
(You will pay the least)

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

Limitations, Exceptions & Other
Important Information

Copay is required on and after the 31st

Home health care $10 copay/visit Not covered calendar day of the treatment plan.
Requires prior authorization.
If you need help ot :
recovering or have Rehabilitation services No charge Not covered
gter;%rsspemal health Habilitation services No charge Not covered
: : Limited to 100 days per calendar year.
Skilled nursing center No charge Not covered Requires prior authorization.
: : Corrective footwear is not covered.
Durable medical equipment No charge Not covered Requires prior authorization.
Hospice services No charge Not covered Requires prior authorization.
Children’s eye exam sngz-iggg%oygg I?\I/tisit Not covered None
If your child needs :
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture
e Cosmetic surgery
e Dental care (Adult)

e Hearing aids
e Long-term care

e Non-emergency care when traveling outside

the U.S.

Prescription drugs
Private-duty nursing
Routine foot care
Weight loss programs

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery e Chiropractic care-Administered by American e Infertility treatment
Specialty Health (ASH). Chiropractic care is ¢ Routine eye care (Adult)
covered with a copay of $15/visit up to 20
visits per calendar year.

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health and Human Services, Center for Consumer
Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim,
appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Health Net's Customer Contact Center at
1-800-522-0088, submit a grievance form through www.healthnet.com, or file your complaint in writing to, Health Net Appeals and Grievance Department, P.O. Box
10348, Van Nuys, CA 91410-0348. For information about group health care coverage subject to ERISA, contact the U.S. Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you have a grievance against Health Net, you can also contact the California
Department of Managed Health Care at 1-888-466-2219 or TDD line 1-877-688-9891 for the hearing and speech impaired or www.dmhc.ca.gov. Additionally, a
consumer assistance program can help you file your appeal. Contact the California Department of Managed Health Care at the contact information provided above.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

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

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com. Page 5 of 7
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Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-522-0088.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-522-0088.
Chinese (X)) MR FE XL, BRI X518 1-800-522-0088.

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

Health Net believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by the
Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being a
grandfathered health plan means that your plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for example, the
requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with certain other consumer
protections in the Affordable Care Act, for example, the elimination of lifetime dollar limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what might cause a plan to change from
grandfathered health plan status can be directed to the plan administrator at your Group or to Health Net's Customer Contact Center at the phone number on the back of
your Health Net ID Card. If you are enrolled in an employer plan that is subject to ERISA, 29 U.S.C. 1001 et seq., you may also contact the Employee Benefits Security
Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. This website has a table summarizing which protections do and do not
apply to grandfathered health plans.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The
valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to
review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.healthnet.com. Page 6 of 7
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About these Coverage Examples:

A This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health
plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

The plan’s overall deductible $0
Specialist copayment $15
Hospital (facility) copayment $0

Other copayment $15

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

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

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

The plan’s overall deductible $0
Specialist copayment $15
Hospital (facility) copayment $0

Other copayment $15

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
The plan’s overall deductible $0
Specialist copayment $15
Hospital (facility) copayment $0

Other copayment $15

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

Diagnostic test (x-ray)

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

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $30 Copayments $200 Copayments $80
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $70 Limits or exclusions $3,500 Limits or exclusions $10
The total Peg would pay is $100 The total Joe would pay is $3,700 The total Mia would pay is $90
The plan would be responsible for the other costs of these EXAMPLE covered services.
Page 7 of 7
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Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in beneft coverage documents),

Health Net of California, Inc. complies with applicable federal civil rights laws and does not discriminate, exclude people
ortreatthemdiferentlyonthebasisofrace, color,national origin, ancestry, religion, marital status, gender, genderidentity,
genderafrmingcare, sexual orientation, age, disability, or sex.

HEALTH NET:
¢ Providesfreeaidsandservicestopeople with disabilitiestocommunicate efectively with us, such as qualifed signlanguage
interpreters and written information in other formats (large print, accessible electronic formats, other formats).

¢ ProvidesfreelanguageservicestopeoplewhoseprimarylanguageisnotEnglish,suchasqualifedinterpretersand
information written in other languages.

Ifyouneedtheseservices,contactHealth Net’sCustomerContactCenterat:

Individual & Family Plan (IFP) Members On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Members Of Exchange 1-800-839-2172 (TTY: 711)

Individual & Family Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)

Group Plans through Health Net 1-800-522-0088 (TTY: 711)

IfyoubelievethatHealth Nethasfailedto providetheseservicesordiscriminatedinanotherwaybasedononeofthe
characteristicslistedabove, youcanfleagrievance bycallingHealth Net's Customer Contact Centeratthe numberabove
andtellingthemyouneed helpflingagrievance. Health Net’s Customer Contact Centerisavailabletohelpyouflea
grievance. Youcanalso fle a grievance by mail, fax or email at:

Health Net of California, Inc./Health Net Life Insurance Company Appeals & Grievances
PO Box 10348, Van Nuys, CA91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Members) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

Ifyour health problemis urgent, ifyou already fled a complaint with Health Net of California, Inc. and are not satisfed with
thedecisionorithasbeen morethan30dayssince youfled acomplaint with Health Net of California, Inc., you may
submit an Independent Medical Review/Complaint Form with the Department of Managed Health Care (DMHC). You may
submit a complaint form by calling the DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at
www.dmhc.ca.gov/FileaComplaint.

Ifyoubelieveyouhave beendiscriminatedagainstbecause ofrace, color,national origin, age, disability, orsex, youcanalso
fleacivilrights complaint with the U.S. Department of Health and Human Services, Ofce for Civil Rights (OCR), electronically
through the OCR Complaint Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department
of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019(TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/ofce/fle/index.html.

FLY059602EPQO (1/23)


mailto:Member.Discrimination.Complaints@healthnet.com
mailto:Non-Member.Discrimination.Complaints@healthnet.com
http://www.dmhc.ca.gov/FileaComplaint
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Euglih

No Cose Lmeua:e Services. You carec iv interpreter. You CiU\ eet doow11ents read to you and some sent to you
inyour language. For help. callthe Customer Cont.act Ceieratthe ntDllber on yourID cardor call

bldividu;I & fanlily Plail (IFP) Off Exdlanie: 1-800-89-2172 (ITY:711).for Califcmia mill'J.'fQ)lace.

call IFP On Elctwige 1888926-4988 (ITY:711) or Small Business 1-888-926-5133(TIY:711).

for Group Planslhroul)IHealth Net .call 1-800-522-0088 (TY:711).

Al':thif’
J-LIL,+)r < YJI LA K-, JL U, Hat™™™ i 5. 1T ) ) Lj1m-
(TTY:711) 1-800-8392172 «t.. 111 >)YI<l>Iv="fal,J,n..,...Y! ;.!|11JU.,.;'-u.;4,J)|,,_ I 1 g
(TTY: 711) 1-888926-4988 . J)1 >-"<cwie 1<l L TsiiTloe i, ) is i< .1 J-Lill
o <pernreny W (ITY 710 13889265133, . Ll
(TTY: 711) 1-800-522-0088 ,Jfall...; 1., y.*Healh Net
Aiweuinu

Ubl\<ilUp bg\lllq1Ub 1ULTUInl'Tnlbbtp' nipqlUpnbp plUb 1UI\np plUpqlllUb} TUUTUBLIUT
oi>uiuuiuip'll'tp qui tu quiM"l Atp ttqqng, Ogbm!Juill huilluip gllluquihuiptl 1 Zuis""="Jlltp}1
UU;jlUUuipqlllUbgbbU'lpnb Atp ID RuipU>} 11ij11U u2 \NUb htnlUJunulUh WllwpnqqlUll glllllgwhwpbR
Individual & Family Plan (IFP) Off Exchange -1-800-839-2172 htntutunuwhtul.fwpnq (ITY' 711}:
'<swtJ>npll } wl}1 hwllwp qlllbgwhwptp IFP On Eio:heng..

1888926 4988 htnlUtunuuihlUIUpnI\ (TTY"' 711) quill <I>npp p}lqutu}1 hwllwp'

1888926 5133 htnlU!=UIUKIUNUpnI\ (TTY" 71 1)'Hulth Ntt )11vllplUJ}1b bplUgpbp)l h1UIUp
qwbqlUhlUptp 1 800-522-0088 hbn 1U)unuwhllllllUpnq (TTY.711)'

Chinese
Rill HiFe "1 1mui¥MIf11 « "1:11Ja)JIG::<:I'f uattriut]>J<f'H!"1'"¥1J< 11".LilJIf
ili'Se!' T\ gy on!HT-'1:G' R JAINt&!itli NIt PR'I'C: & 11.X ' Tl itCE*:it:8'1ill?
II" | Individual & Fanlily Plan (1FP) 1VIIil : 1-800-8392 172 (M\11$1! 2 711) «iltlJJofflg3l’. ilill! «
NFTURlIt . 1&IF111TPPWILIit 1-888-926-4988 (1! WIL1t :711) « U, hJ!1IftD !tlIT
1-888926-5133 (I\if, ! Wtlil : 711) «il'lll'illi HealthNet \'i[i&I"JNICI\;f. « al'ltr
1800s22-008s (leWIlil :111) -

Hiudi

ffr.rr QIO SM1IT " Jml ug; s> 141 trra " WINE £:1 Jm 1 4tai<l;;il ilit J!1rlt 1 Tm it tJF<IT
wmt  r1ourgii; ft:lv.anra SRt 1< 10 a1 il<?; ifit Ifill< ,.f'1T o4flt»In
30T CITIo! (311 QI'QY IIN'T" Q<RIil:;i 1.S00-839-2172 (TTY:7 1) 11¢ il<lo! .t1 I:FOIIE141

srol TTiii; fliry, it 1QIL 1 JIr.i Q<f11d;;i 1-888926-4988(TTY: 711) "1 T tffll'f
1-888-925..s133(TTY:111) """ imr mt1 pu :h:il< "1t>m 1" qgror tIr nrv
1-800-522-0088 (TTY:711) 11¢ Ifill< 11!'t1

Hmong
Tsis Muaj Tus N qi Pab Txhais Lus.Koj niaj ytem lau txals ibtus |'W s pab txhais lus Kg maj yeem m1'j ib

rus nee& nyeem covntaub nt.awv ran koj uakoj hom lus bais. Txh.ilwm raupab. bu xovroojrau Nee& Qhu.aLub
Chaw Ttv Toj ntawm tus 1\p4!.\\b nyob ntawm koj d.aimnP41.vID lossisbu rau TUs Neeg thiabTsev Neeg Qbov
Kev Npaj (IFP) NiawmKev SbHloov Pauv: 1-800-89-2172 (TTY:711). Rau California ghov eh wkiab
khw.bu rau IFP Ntawm Qbov Sib Hloov Pauv B88926-4988 (TTY'711)lossls Lag l.ull'.nMe
1-888926-5133 (1TY:711).R.IuCov PabPaws Chaw Npaj Kho Mob hla Heald! Net.bu rau
B00-522-0088 (ITY:711).



Japanese

tit<1>C't§ -1 1. #l<l--c3!>1lo-r.ie=itff"b " f/llv'I::l::' tllo-r. Q *ac>x1f .f-;:fT
< L biIlce' T, Wil triftliftl:t, IDJJ-I'"-2:CMG  it-cI'<>  ll-c>lillli=ilIfil;.- -11o
c>$loll 'frb"\I'11'":::1::'< 7', Individual & Family Plan (IFP) (flj). -i&tlir0ilt7'7:.-)
Off Exchange: 1800-839-2172 (TTY:711) CSl@:lt<[l:" v’ tJ 9 7:Iv.=7:1fl<1.>,,.-2", |-
7v-{;<1 -:>v'-C 1%, JFP On Exchange 1-888-926-4988 (TTY :711) 11ol'":::l:t Small Business
1888-926-5133 (TTY: 711) lJoc>$l@:lt<!::'<'>e" Heailh Netl J:<>P'W-7'7'7:.-1-:>Vv'-Cft,
1800-522-<1088 (TTY : 711) Voc>Sl@:lt</::"i>v".

Khmer

INHmMITWI i TIM! i 9iirum Sl Uliiip g Mnii iIMIiiffi LEY 1 UL iffisli
M1 IMn!pmm MrufinMIi!flit\ilfikiqw HIUT1 A7 I mlIND 1A Truinnii lisuHn
Btismmru21!IMnSIS1iuU(!)) NHHU  Srufi:JIM 1115l yiUT1 HINI7 1mlin!'ii ot Exchange
rufill'ilJIIUmrui;;inn:q rui'iUHINiMiarpr mmw:1ru2 1 1-a00-s39-21 2 (TTY: 111)1
NUUiitl1D Gattornia liJITIUT 11 INTI7 1miin! i1 onExchange [TUN1'113j1'TU 1rp IINTW dru2
1-ass9269SS (TTY: 111> Y1J 11! 1iiSmiitnmiPlijjum 1 Jiw :Iru2 1-sa926-5133 (TTY: 11111
CUAUTI) ATt W Heafth Net CUTITUTIINIT7 Tmmru?2 1 s00-522-0088 (TTY:711)1

Korean

i. oJ"ld olclct.% "1e1 §'it2. 4' cle:t. 1l"T'<}-7/"11 §ut.2H)4' .2.DI
¥ "ol eil 11'i"1 le oJst.=>i"ilclc:it. £-3-01"11.al"l  IDel <l14-li}'<\16.iS!.
n2%idlel -li"ojs '1i'1t JAPI4 A 91 73 ),ilJ\(IFP)gj  4-OffExchange
1-800-839-2172(ITY:7116.2.8!.  i}il "o"\I'1.2.. i[ej.!lfyo} O o};;1!§* ol g .}
IFPOnExchange 1-S88926-4988(ITY:71#¢:l:w.2. ol.;;c]  gj  4-  1-S8892651B{ITY:7116.2.S!.
il 't™\1".2.. Healh Nee% Y6 i §l@gj-"<14-1-800-522.008S(ITY:7116.2.5l.  }OII
T2

Navajo

000 h Oinig66 saad beQ hilkilada'lyQQd.Ata' haine'igida ta’ nil hildid6ot'lit. Naaltsoos da tilil
shishizaad k'ehJishlch('ydooltah ninizingo t'aa na ilkOdoohiit. Ak6t'eego shika a'doowot ninizingo
Customer Contact Center hoolyeHl hodiOnh nnnaaltsoos nant1ngo bee neeho'dokzinigihodoonihl
bkaa'eidoodago kaJ[' h61no'Individual & Fami y Plal (JFP) Oft Exchange: 1-800-89-2172 (ITY:711).
California marketplace bah giikQUh61no'1FP OnExchange 1-$88-926-4988 (ITY:711) eidoodago
Smal Business bah giiko)[' h61n0'-888-926-513.3 (!TY:711). Groyp Plalls InrougbHeallhNee bah g iei

kalth61no' 1-800-522-0088 (1ITY:711).
Persian (Farsi)
<JY. o l55000). fil. Az ifa; tUA¥S Lt Y ¥LiTw Ml GeiiiSee FY 4 WU ifa).Jx
»J...:.'FP) Off Exchange) 1."tM rn) 0.;. "“t.N:.-.J ,;3-L.:." ifaWAIswIiJ" s..s-.i>
1-888-926-4988 >.4«'IFP On Exchange "+\.;':IS /J; ", >3 f..,<"-"(TTY711) 1-800-839-2 172
O<fa .,..,"cfa""I;fo<., ,,,(TTY:711) 1-888-926-5133 ,SI<T ... <1(TTY711l
Ao1-u="" (TTY711) 1-800-522-0088 I;-Health Net



Pnujn bi (Puujnbi)
flm fInl wor3'"1iMi"™itn 1 flllr -it . IT.Wiyifiir.imie;, eAa e

igd | JF1!""EIB<yit im. or<ra "3T.TA  "3<i<sa[f>racr <I'B <lit
"°3 (FP) _.=>"3<I'B  '1800-839-2172(TTYo711)1a81aa/ll»r
m!lLrFp ">l 1 888-926-4988 (TTY:711) IIH
1-888-926-5133 (TTYo 711) "3 <IB <lit1 0'«if m!t.

1-800-522-0088 (TTYo 711) '<la'sir.t1

Russinu

BecLICH"IHJ1 1{)LtOIb 11epee()J:111IKQR.'Ohl M())KC' € no 1ysuniict.uitiU> ueptl\U Klil.BaM M@®T upoeurrtm.
AOKyt.lew Iw ua BatueM po;.,ot.1 Jtn..iKe.P.c.rlu Oru.1 "Y*Ha uoal0Ub. tlOuure 110 TCJ 1e<I>0HY llc::.rrpanomouut
K 1tetrmM yku.Ja1111ot.ty #1118t fen.ap-re yeulen 1 11i.:arlitiHtt. U bl fii>::t:e t-foitereno: 001 11111> 11 <niste no. foutu
ylaCfHWKrulue 11  cruw®HHhJX ua cl>eep3JIhHG» 1 pt.JHKe wgmﬁwhﬁ lacntw I111I'CeMett

(I1fP) OffEx<h.1nae 1-800-839-2172 (ITY:711).Yeeecnmeu Califomienwl:tiplace:*1 0Intek
aOT:en 10MOUIly.. acnutKaM npelICBJIJ fettH1>x ta <)>efepa;11>HOM p1>1uke 111avou IFP Ott Exchange) 110

1C. keclol Iy 1888:926-4988(TTY:711) 0111 noukn n muoe wulMaJ ot 60J1 lecu (SuWI Business) 110
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Sponish

Servicios de idiomassin costo.Puede solicitar w\ int€rprete.obtener el set"\>1cio de lecnua de docmnentos y
rt<iblralgl U bs fn su Idiome.Para obtener ayuda..oomwtlqutse oon el Cel\Iro de ComlU\Jra<i6n eon ti CLitI\
al ntimeroquefigtra en stt tarjeta de identificacibn ollall Eal plan individual y fanriliar que no pertenece al
Mitrcado dr Seguro.s de Salud al 1-800-839-2172 (ITY:711).Para planes dil mtreado deseguros de salud de
Califon\ia lliUleill pl;ulindividualy f;mtiliarquepeneneceill Mercadode Seaurosde Sillud al
1-888926-4988 (T1Y:711): para los planes depequeiiaselllj)resas.llame al 1-888926-5133 (ITY:711).

Paraplanesampales+'*vtsde Heal thN.i.11.uneal 1-80622-0083(ITY:711).

Tngalog

Vlalal & Bayad ua Mga Sel'bisyo sa\Vik.a.Makakal.'l lha kayo ng interpreter.Ma\ra\rab'ha kayo ng mga
dokumemonebabil.lahin se Inyosa inyol 11wib.Para san ona.nunawaisa Cul bmer Comacl Cemer sa
nwnerong nasa D ca.rd ninyo onuna\ag sa Off Exchange ng Planong Pal 1g-inctibid\\al at Pampamilya
(IndMdual , Family PIM.IPP): 1-800.839-2172(TTY:711). Parasac.lifornla marl:tiplace.nwi. lwagsa
IFP On Exchange 1-888-926-4983 (ITY:711) o Maliliit n*Negosyo 1-888926-5133(ITY:711).

Para sa mga Planong Pang-gmpo sa pamamag ltan ng Health Ntt,tumawag sa 1-800-522-0088 (ITY:711).
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ngbe cii ueubing ng& ngticl\aquy vi.De’ dl1Q'C giiip dU. vui IOng goi Tnmg Tam Lien Lac Km.ch Hang tbeo
so<lienthoai g)li . TCI the ID ct\aquy viho.legoi Ch110ig Trinh Bfo Hiem C.iNbful & Gia Dinh(IFP) Phitap
Tiung: 1-800-839-2172 (TTY:711).Diilv.11th! uWng California.wl long goi IFP tap Tnuig
1-888-926-4988 (TTY. 711) bo.lc Domh Ng)liep Nb6 1-888-926-5133 (TTY. 711).DO0lv.il de Cbu<mg Trinh
BAo HimNb6m qua Heal Ih Net.wllong goi 1-800-522-0088 (TTY:711).

CA C-Ommercial DMHC On and Off-Exch' 1nie Member Notice of Luaie Assistance
PLY017549EHOO (12/17)
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