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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 02/01/2019-01/31/2020 
Health Net of CA: CA L SLU HMO 20/500a/3000 FF3 Coverage for: All Covered Members | Plan Type: HMO 

 
 
 NG/FF3/62V/YSR/C0 (9/25/18) 

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.   

Important Questions Answers Why This Matters: 
What is the overall 
deductible? $0. 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? 

Combined medical/pharmacy limit: $3,000 
member/$9,000 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 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 from a 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 get services. 

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

Common  
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider  

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

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

Primary care visit to treat an 
injury or illness $20/visit Not covered –––––––––––none––––––––––– 

Specialist visit $20/visit Not covered Requires prior authorization. 

Preventive care/screening/ 
immunization 

No charge for covered 
services Not covered 

You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what 
your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, blood 
work) No charge Not covered Requires referral. 

Imaging (CT/PET scans, 
MRIs)  $100/procedure Not covered Requires prior authorization. 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
www.healthnet.com/ca_
druglist 

Generic drugs $10/retail order 
$20/mail order Not covered Supply/order:  up to 30 day (retail); 35-90 

day (mail), except where quantity limits 
apply. Prior Authorization is required for 
select drugs and brands with a generic 
equivalent. 

Preferred brand drugs $30/retail order 
$75/mail order Not covered 

Non-preferred brand drugs $50/retail order 
$125/mail order Not covered 

Specialty drugs  

Self injectables-  
30% coinsurance  

Refer to the recommended 
drug list for other drugs 

considered specialty 

Not covered 

Up to $250 max copayment per prescription. 
Prior Authorization is required for select 
drugs. Quantity limits may apply to select 
drugs. Supply/order: up to a 30 days supply 
filled by specialty pharmacy. 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) $500/procedure Not covered Requires prior authorization.  

Physician/surgeon fees No charge Not covered –––––––––––none––––––––––– 
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Common  
Medical Event Services You May Need 

What You Will Pay Limitations, Exceptions, & Other 
Important Information In-Network Provider  

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

If you need immediate 
medical attention 

Emergency room care $100/visit $100/visit Copay waived if admitted as inpatient. 
Emergency medical 
transportation $100/transport $100/transport –––––––––––none––––––––––– 

Urgent care $20/visit $20/visit –––––––––––none––––––––––– 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) $500/stay Not covered Requires prior authorization. 

Physician/surgeon fees No charge Not covered –––––––––––none––––––––––– 

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

Outpatient services 

Office-$20/visit-individual 
therapy session 

$10/visit-group therapy 
session 

Other than office-No charge 

Not covered Requires prior authorization except for office 
visits. 

Inpatient services $500/stay Not covered Requires prior authorization. 

If you are pregnant 

Office visits $20/visit Not covered Cost sharing does not apply for preventive 
services. 

Childbirth/delivery 
professional services No charge Not covered Coverage includes abortion services. 

Childbirth/delivery facility 
services $500/stay Not covered Coverage includes abortion services. 

If you need help 
recovering or have 
other special health 
needs 

Home health care $20/visit Not covered 
Limited to 100 visits per calendar year. 
Copayment starts the 31st day after the first 
visit. Requires prior authorization. 

Rehabilitation services $20/visit Not covered Requires prior authorization. 
Habilitation services Not covered Not covered –––––––––––none––––––––––– 

Skilled nursing care Days 1-10: No charge 
Days 11-100: $25/day Not covered Limited to 100 days per calendar year. 

Requires prior authorization. 

Durable medical equipment No charge Not covered Corrective footwear is not covered. Requires 
prior authorization. 

Hospice services No charge Not covered Requires prior authorization. 

If your child needs 
dental or eye care 

Children’s eye exam $20/visit Not covered –––––––––––none––––––––––– 
Children’s glasses Not covered Not covered –––––––––––none––––––––––– 
Children’s dental check-up Not covered Not covered –––––––––––none––––––––––– 
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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.) 

• Cosmetic surgery 
• Dental care (Adult) 

• Hearing aids 
• Long-term care 
• Non-emergency care when traveling outside the 

U.S. 

• Private-duty nursing 
• Routine foot care 
• Weight loss programs 

 

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

• Acupuncture (covered as a specialist visit if 
deemed medically necessary) 

• Bariatric surgery  

• Chiropractic care (covered as a specialist visit if 
deemed medically necessary) 

• Infertility treatment 
• Routine eye care (Adult) 

 
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 1-800-HMO-2219 or www.hmohelp.ca.gov.  For information about group health care 
coverage subject to ERISA, contact the U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444 (EBSA (3272) or 
www.dol.gov/ebsa/healthreform. 
 
Does this plan provide Minimum Essential Coverage?  Yes 
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 
 
Does this plan meet the Minimum Value Standards?  Yes 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
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Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-522-0088. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-522-0088. 
Chinese ( ):  1-800-522-0088. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-522-0088. 
 

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 
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The plan would be responsible for the other costs of these EXAMPLE covered services. 

FF3/62V/YSR/C0 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

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

up care) 

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 $20 
 Hospital (facility) copayment $500 
 Other copayment $20 

 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 
Total Example Cost $12,800 

  
In this example, Peg would pay: 

Cost Sharing 
Deductibles $0 
Copayments $1,000 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $1,060 

 

 
 
 
 
 
 
 
 

 The plan’s overall deductible $0 
 Specialist copayment $20 
 Hospital (facility) copayment $500 
 Other copayment $20 

 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 
Total Example Cost $7,400 

  
In this example, Joe would pay: 

Cost Sharing 
Deductibles $0 
Copayments $900 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $60 
The total Joe would pay is $960 

 

 
 
 
 
 
 
 
  

 The plan’s overall deductible $0 
 Specialist copayment $20 
 Hospital (facility) copayment $500 
 Other copayment $20 

 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 
Total Example Cost $2,500 

  
In this example, Mia would pay: 

Cost Sharing 
Deductibles $0 
Copayments $500 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $500 

About these Coverage Examples: 

 
 

 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of 
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.    



Nondiscrim
ination Notice

In addition to the State of California nondiscrim
ination requirem

ents (as described in benefit coverage 
docum

ents), H
ealth N

et of California, Inc. and H
ealth N

et Life Insurance C
om

pany (H
ealth N

et) com
ply w

ith 
applicable federal civil rights law

s and do not discrim
inate, exclude people or treat them

 differently on the basis 
of race, color, national origin, ancestry, religion, m

arital status, gender, gender identity, sexual orientation, age, 
disability, or sex.

H
ealth N

et:
• Provides free aids and services to people w

ith disabilities to com
m

unicate effectively w
ith us, such as qualified 

sign language interpreters and w
ritten inform

ation in other form
ats (large print, accessible electronic form

ats, 
other form

ats).
• Provides free language services to people w

hose prim
ary language is not English, such as qualified interpreters 

and inform
ation w

ritten in other languages.

If you need these services, contact H
ealth N

et’s Custom
er C

ontact C
enter at:

Individual &
 Fam

ily Plan (IFP) M
em

bers O
n Exchange/C

overed California 1-888-926-4988 (TTY: 711)
Individual &

 Fam
ily Plan (IFP) M

em
bers O

ff Exchange 1-800-839-2172 (TTY: 711)
Individual &

 Fam
ily Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)

G
roup Plans through H

ealth N
et 1-800-522-0088 (TTY: 711)

If you believe that H
ealth N

et has failed to provide these services or discrim
inated in another w

ay based on one 
of the characteristics listed above, you can file a grievance by calling H

ealth N
et’s Custom

er C
ontact C

enter at 
the num

ber above and telling them
 you need help filing a grievance. H

ealth N
et’s Custom

er C
ontact C

enter is 
available to help you file a grievance. You can also file a grievance by m

ail, fax or em
ail at:

H
ealth N

et of California, Inc./H
ealth N

et Life Insurance C
om

pany Appeals &
 G

rievances 
PO

 Box 10348, Van N
uys, CA

 91410-0348
Fax: 1-877-831-6019 
Em

ail:  M
em

ber.D
iscrim

ination.C
om

plaints@
healthnet.com

 (M
em

bers) or  
N

on-M
em

ber.D
iscrim

ination.C
om

plaints@
healthnet.com

 (Applicants)

For H
M

O
, H

SP, EO
A

, and PO
S plans offered through H

ealth N
et of California, Inc.: If your health problem

 is 
urgent, if you already filed a com

plaint w
ith H

ealth N
et of California, Inc. and are not satisfied w

ith the decision 
or it has been m

ore than 30 days since you filed a com
plaint w

ith H
ealth N

et of California, Inc., you m
ay subm

it 
an Independent M

edical Review
/C

om
plaint Form

 w
ith the D

epartm
ent of M

anaged H
ealth Care (D

M
H

C). You 
m

ay subm
it a com

plaint form
 by calling the D

M
H

C H
elp D

esk at 1-888-466-2219 (TD
D

: 1-877-688-9891) or 
online at w

w
w.dm

hc.ca.gov/FileaC
om

plaint.
For PPO

 and EPO
 plans underw

ritten by H
ealth N

et Life Insurance C
om

pany: You m
ay subm

it a com
plaint  

by calling the California D
epartm

ent of Insurance at 1-800-927-4357 or online at https://w
w

w.insurance.ca.gov/ 
01-consum

ers/101-help/index.cfm
.

If you believe you have been discrim
inated against because of race, color, national origin, age, disability, or sex, 

you can also file a civil rights com
plaint w

ith the U.S. D
epartm

ent of H
ealth and H

um
an Services, O

ffi
ce for Civil 

Rights (O
CR), electronically through the O

CR C
om

plaint Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by m

ail or phone at: U.S. D
epartm

ent of H
ealth and H

um
an Services, 200 Independence Avenue SW

, Room
 

509F, H
H

H
 Building, W

ashington, D
C 20201, 1-800-368-1019 (TD

D
: 1-800-537-7697).

C
om

plaint form
s are available at http://w

w
w.hhs.gov/ocr/offi

ce/file/index.htm
l.

H
ealth N

et of C
alifornia, Inc. and

 H
ealth N

et Life Insurance C
om

p
any are sub

sid
iaries of H

ealth N
et, Inc. H

ealth N
et is a reg

istered
 service m

ark of H
ealth N

et, Inc. A
ll rig

hts reserved
.
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English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you 
in your language. For help, call the Customer Contact Center at the number on your ID card or call  
Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace,  
call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).  
For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).  

Arabic

TTY: 711) 1-800-839-2172
TTY: 711) 1-888-926-4988

TTY: 711) 1-888-926-5133
TTY: 711) 1-800-522-0088 Health Net 

Armenian

Chinese

Individual & Family Plan (IFP) 1-800-839-2172 711

IFP 1-888-926-4988 711

1-888-926-5133 711 Health Net

1-800-522-0088 711

Hindi

Hmong
Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib 
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub 
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov 
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California qhov chaw kiab 
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me  
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau  
1-800-522-0088 (TTY: 711).



Japanese

Khmer

Korean

 ID
(IFP) Off Exchange:

1-800-839-2172(TTY: 711)
IFP On Exchange 1-888-926-4988(TTY: 711) 1-888-926-5133(TTY: 711)

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

Navajo
Doo b33h 7l7n7g00 saad bee h1k1 ada’iiyeed. Ata’ halne’7g77 da [a’ n1 h1d7d0ot’88[. Naaltsoos da t’11 
sh7 shizaad k’ehj7 shich9’ y7dooltah n7n7zingo t’11 n1 1k0dooln77[. !k0t’4ego sh7k1 a’doowo[ n7n7zingo 
Customer Contact Center hooly4h7j8’ hod77lnih ninaaltsoos nanitingo bee n44ho’dolzin7g77 hodoonihj8’ 
bik11’ 47 doodago koj8’ h0lne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). 
California marketplace b1h7g77 koj8’ h0lne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) 47 doodago 
Small Business b1h7g77 koj8’ h0lne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net b1h7g77 47 
koj8’ h0lne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)

IFP) Off Exchange
 1-888-926-4988 IFP On Exchange TTY:711) 1-800-839-2172

TTY:711) 1-888-926-5133 TTY:711)
TTY:711) 1-800-522-0088 Health Net



Panjabi (Punjabi)

TTY
IFP
TTY
TTY

Russian

 

 

Spanish
Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y 
recibir algunos en su idioma. Para obtener ayuda, comuníquese con el Centro de Comunicación con el Cliente 

Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de 
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al 
1-888-926-4988 (TTY: 711); para los planes de pequeñas empresas, llame al 1-888-926-5133 (TTY: 711).  
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog
Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga 
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa 
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya 
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa  
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).  
Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai



Vietnamese
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