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DELIVERING CHOICES 
When you need health care, it’s nice to have options. That’s why Health Net Life* offers a Preferred 
Provider Organization (PPO) insurance plan (called "Health Net PPO") — an insurance plan that offers 
you flexibility and choice. This SB answers basic questions about Health Net PPO. Please contact the 
Member Services Department at the telephone number listed on the back cover and talk to one of our 
friendly, knowledgeable representatives if you have additional questions. 

If you have further questions, contact us:  

!   By phone at 1-800-361-3366, 
 

!  Or write to:  Health Net Life Insurance Company 
P.O. Box 10348 
Van Nuys, CA  91410-0348 

*This insurance plan is underwritten by Health Net Life Insurance Company and administered by Health Net of California, 
Inc. (Health Net). 
 

 

This Summary of benefits (SB) is only a summary of your health insurance plan. Your Certificate of 
Insurance (Certificate), which you will receive after you enroll, contains the exact terms and conditions of 
your Health Net Life coverage. You have the right to view the Certificate prior to enrollment. To obtain 
a copy of the Certificate contact Member Services at 1-800-361-3366. You should also consult the 
Health Net PPO Group Insurance Policy (Policy) (issued to your employer) to determine governing 
contractual provisions. It is important for you to carefully read this SB and your Certificate thoroughly 
once received, especially those sections that apply to those with special health care needs. This SB 
includes a matrix of benefits in the section titled "Schedule of benefits and coverage." In case of conflict, 
the Certificate will control. State mandated benefits may apply depending upon your state of residence. 
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How the insurance plan works 
Please read the following information so you will know from whom or what group of providers health care may 
be obtained. 

 

SELECTION OF PHYSICIANS 

This insurance plan allows you to: 

!" Choose your own doctors and hospitals for all your health care needs; and 
!" Take advantage of significant cost savings when you use doctors contracted with our PPO. 

 
Like most PPO insurance plans, Health Net PPO offers two different ways to access care: 

!" In-network, meaning you choose a doctor (or hospital) contracted with our PPO. 
!" Out-of-network, meaning you choose a doctor (or hospital) not contracted with our PPO. 

 
Your choice of doctors and hospitals may determine which services will be covered, as well as how much you will 
pay. In many instances, certification is required for full benefits (see "Schedule of benefits and coverage" section of 
this brochure). Preferred providers are listed on the HNL website at www.healthnet.com or you can contact the 
Member Services Department at the telephone number listed on the back cover to obtain a copy of the Preferred 
Provider Directory. 

WHEN YOU USE AN OUT-OF-NETWORK PROVIDER, BENEFITS ARE SUBSTANTIALLY 
REDUCED AND YOU WILL INCUR A SIGNIFICANTLY HIGHER OUT-OF-POCKET EXPENSE. TO 
MAXIMIZE THE BENEFITS RECEIVED UNDER THIS HEALTH NET PPO INSURANCE PLAN, YOU 
MUST USE PREFERRED PROVIDERS. 

HOW TO ENROLL 

Complete the enrollment form found in the enrollment packet and return the form to your employer. If a form is 
not included, your employer may require you to use an electronic enrollment form or an interactive voice response 
enrollment system. Please contact your employer for more information 

 

Some hospitals and other providers do not provide one or more of the following services that may be covered 
under your Certificate and that you or your dependents might need: 

! Family planning; 
! Contraceptive services; including emergency contraception; 
! Sterilization, including tubal ligation at the time of labor; 
! Infertility treatments; or 
! Abortion. 

 

You should obtain more information before you enroll. Call your prospective doctor, participating or preferred 
provider or clinic, or call the Member Services Department at the telephone number listed on the back cover to 
ensure that you can obtain the health care services that you need. 
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Schedule of benefits and coverage 
The services covered and amount you pay depend upon the doctor or hospital you choose when you need health care. The following 
charts summarize what is covered and what you pay with Health Net Life PPO. 

Principal benefits and coverage matrix 

Benefit levels  PPO  OON (out-of network) 

Features  (Preferred providers) 
Care provided by doctors and 
hospitals contracted with our 
PPO 

 (All other providers) 
Care provided by licensed 
doctors and hospitals not 
contracted with our PPO out-
of network) 2 

   !  Lower out-of-pocket costs  

 !  Great freedom of choice 

 !  Certification from Health 
Net Life required for cer-
tain services 

 !  Claim forms usually not 
required for reimbursement 

 !  Must meet annual deducti-
ble (and coinsurance, if 
applicable to this insurance 
plan) 

 !  Coverage for preventive 
care services available 

  !  Higher out-of-pocket costs 

 !  Greatest freedom of choice 

 !  Certification from Health 
Net Life required for cer-
tain services 

 !  Claim forms required for 
reimbursement 

 !  Must meet annual deducti-
ble and coinsurance 

  

 

 

!  For the PPO level of benefits, the percentages that appear in this chart are based on contracted rates with providers. 
See the “Payment of premiums and charges” section, under “Contracted Rate” for additional details.  

For the Out-of-Network level of benefits, the percentages that appear in this chart are based on the Resource Based Relative 
Value Schedule (RBRVS). The covered person is responsible for charges in excess of RBRVS fees in addition to the coinsurance 
shown. 

Calendar year deductible 

The medical and the prescription drug benefits are subject to the calendar year deductible (unless otherwise noted). 
Your payment of the medical and prescription drug covered expenses (combined for PPO and Out-of-Network) will be 
applied to the calendar year deductible. 

Any amount applied toward the deductible for covered services provided by a PPO provider will apply toward the 
OON deductible; any amount applied toward the deductible for covered services provided by an OON provider 
will apply to the PPO deductible. 

Employee-only coverage (no depend-
ent enrollment) ........................................... $4500 ...............................................$4500 
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Family coverage (the enrolled 
employee and dependent(s) must 
collectively pay this amount before 
HNL begins to pay) .................................... $9000................................................ $9000 

Additional deductibles 
Outpatient surgery deductible (per 

calendar year).............................................. $250.................................................. $250 

Inpatient deductible (applies each 
calendar year to the first hospital or 
skilled nursing facility admission; 
deductible continues to applies 
after the OOPM has been satis-
fied)" .......................................................... $500.................................................. $500 

Infertility Deductible, per covered 
person, during a calendar year" .................. $500.................................................. $500 

Ambulance deductible.................................... $50.................................................... $50 

Emergency room deductible (waived 
if admitted to a hospital) ............................. $100.................................................. $100 

Urgent care center deductible (waived 
if admitted to a hospital) ............................. $50.................................................... $50 

"  Combined for PPO and Out-of-Network. 
"Does not apply to detoxification and non-severe Mental Disorders or Chemical Dependency 

Insurance Plan maximums  PPO   OON (out-of network)  
Yearly Out-of-pocket maximum 
(OOPM)  

  Once your payment of deductibles, copayments -and coinsurance (combined for PPO and Out-of-Network) for the medical 
and prescription drug benefits equals the amount shown below in any one calendar year, no further copayment, coinsurance 
or additional deductibles for covered services, supplies or prescription drugs are required for the remainder of that year. 
Payments for services not covered by this insurance plan or for certain services as specified in the "Payment of premiums and 
charges" section of this SB, will not be applied to this yearly out-of-pocket maximum. You will need to continue making 
payments for any additional benefits as described in the "Additional insurance plan benefit information" section of this SB. 

 Employee-only coverage (no 
dependent enrollment)................................ $5950................................................ $10000 

 Family coverage (the enrolled 
employee and dependent(s) must 
collectively pay this amount to 
meet the OOPM) ....................................... $11900.............................................. $20000 

Lifetime maximum 

Benefits for covered expenses incurred by you (combined for PPO and Out-of-Network) are limited to a maximum amount, 
shown below, during your lifetime. 

 For each covered person.....................................$5000000 ................................................ $5000000 

Type of services, benefit maximums & what you pay  

Professional services  PPO OON 
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Visit to physician...................................................$40 .......................................................... 50% 

Specialist consultations ..........................................$40 .......................................................... 50% 

Prenatal and postnatal office visits .........................50%......................................................... 50% 

Normal delivery, cesarean section, 
newborn inpatient professional care# .................50%......................................................... 50% 

Treatment of complications of pregnancy, 
including medically necessary abor-
tions# ................................................................50%......................................................... 50% 

Physician visit to hospital or skilled 
nursing facility ...................................................50%......................................................... 50% 

Surgeon or assistant surgeon services!, # ...............50%......................................................... 50% 

Administration of anesthetics ................................50%......................................................... 50% 

Rehabilitative therapy (including physical, 
speech, occupational, cardiac rehabilita-
tion and pulmonary rehabilitation 
therapy) .............................................................50%......................................................... 50% 

 Maximum visits per calendar year", $..................12 ............................................................ 12 

Organ and stem cell transplants (nonex-
perimental and noninvestigational) #..................50%......................................................... 50% 

Chemotherapy ......................................................50%......................................................... 50% 

Radiation therapy..................................................50%.........................................................50% 

"  Combined for PPO and Out-of-Network. 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

! Surgery includes surgical reconstruction of a breast incident to mastectomy, including surgery to restore 
symmetry; also includes prosthesis and treatment of physical complications at all stages of mastectomy, including 
lymphedema. 

$ Additional visits are payable if precertified as medically necessary following neurological and orthopedic surgery, 
cerebral cardiovascular accident, third degree burns, head trauma or spinal cord injuries. 

Allergy treatment and other injections 
(except for infertility injection) 

 PPO OON 

 

Allergy testing .......................................................$40 .......................................................... 50% 

Allergy serum ........................................................50%......................................................... 50% 

Allergy injection services........................................$40 .......................................................... 50% 

All other injections (except for infertility 
injection) 

 Injectable drugs administered by a 
physician............................................................$40 .......................................................... 50% 

Note: 
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Certain injectable drugs which are considered self-administered are covered on the Specialty Drug tier under the 
pharmacy benefit. Specialty Drugs are not covered under the medical benefits even if they are administered in a 
Physician’s office. If You need to have the provider administer the Specialty Drug, You will need to obtain the 
Specialty Drug through the Specialty Pharmacy Vendor and bring it with You to the provider office.  Alterna-
tively, You can coordinate delivery of the Specialty Drug directly to the provider office through the Specialty 
Pharmacy Vendor.   

 

Outpatient services  PPO OON 
 

Outpatient facility services (other than 
surgery) # ...........................................................50%......................................................... 50% 

 Maximum allowable by HNL each day ................No maximum ........................................... 50% of billed charges 

Outpatient surgery (hospital or outpatient 
surgery center charges only) #.............................50%......................................................... 50% 

 Maximum allowable by HNL each day ................No maximum ........................................... 50% of billed charges 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

Hospital services  PPO OON 
Semi-private hospital room or intensive 

care unit with ancillary services, includ-
ing delivery and maternity care (unlim-
ited days) # .........................................................50%......................................................... 50% 

 Maximum allowable by HNL each day ................No maximum ........................................... $600 

Hospitalization for infertility services# ! ...............50%......................................................... 50% 

Skilled nursing facility stay# ..................................50%......................................................... 50% 

 Maximum days per calendar year".......................60 ........................................................... 60 
 Maximum allowable by HNL each day ................No maximum ........................................... $250 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

! All services and supplies relating to infertility treatment are subject to $2000 lifetime benefit maximum. 
" Combined for PPO and Out-of-Network. 

Radiological services  PPO OON 
Laboratory procedures and diagnostic 

imaging (including x-ray)...................................50%......................................................... 50% 
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These services require certification for coverage. For a complete listing of services requiring certification 
please refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy 
does not require prior certification. However notification of pregnancy is requested. If certification is required 
but not obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 
50% of covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 
penalty for outpatient visits. 

Preventive Care  PPO OON 
 

Adult preventive care  

(The following benefits are not subject to the calendar year deductible.) 

Periodic health evaluations, including 
well-woman exam and annual preven-
tive physical examinations (age 17 and 
older) % ..............................................................$40 ..........................................................Not covered 

Annual routine physical exam (age 17 and 
older) .................................................................$40 ..........................................................Not covered 

 Calendar year maximum .....................................$250 ........................................................Not applicable 

Child preventive care  

(The following benefits are not subject to the calendar year deductible.) 

Periodic health evaluations, including 
newborn, well-baby care, annual pre-
ventive physical examinations and 
immunizations (birth through age 16) ".............$40 ..........................................................Not covered 

Vision screenings and examinations (birth 
through age 16)..................................................$40 ..........................................................Not covered 

Hearing screenings and examinations 
(birth through age 16)........................................$40 ..........................................................Not covered 

% Provided on the basis of age, medical need and health status. Adult preventive care includes: Mammography, cervical cancer 
screening test/pelvic and breast exams, and sigmoidoscopy (refer to the Certificate for frequency and guidelines). 

" Limited to evaluation and management of child’s physical development for prevention of future medical problems, laboratory tests, 
x-rays and standard immunizations. 

Emergency health coverage  PPO OON 
 

Emergency room and urgent care center 
(professional services, in an emergency)..............$40 .......................................................... $40 

Emergency room and urgent care center 
(facility and professional services, in an 
emergency) ........................................................50%......................................................... 50% 

Emergency room and urgent care center 
(facility and professional services, in a 
non-emergency) .................................................50%......................................................... 50% 

 The coinsurance shown for PPO emergency health care services will be applied for all emergency care, regardless of 
whether or not the health care provider is a PPO or noncontracting provider. The coinsurance shown for PPO and Out-of-
Network providers are applicable only if non-emergency care is provided at an emergency room or urgent care center. 
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Ambulance services  PPO OON 
 

Ground ambulance ...............................................50%......................................................... 50% 

Air ambulance # ....................................................50%......................................................... 50% 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

Outpatient prescription drug plan  
 

Prescription drugs  Participating pharmacy  Nonparticipating pharmacy 

! The prescription drug benefit is subject to the calendar year deductible and the OOPM as described at 
the beginning of this section. Please also refer to the "Prescription drug program" section of this SB for defi-
nitions, benefits and limitations. Copayments for supplemental benefits do not apply to the out-of-pocket 
maximum. 

Retail pharmacy (up to a 30-day supply) 

Level I drugs listed on the Recommended 
Drug List (primarily generic) .............................$15 .......................................................... 50%   

Level II drugs listed on the Recom-
mended rug List (primarily brand 
name) and diabetic supplies (including 
insulin) &............................................................$30 .......................................................... 50%   

Level III drugs listed on the Recom-
mended Drug List (or drugs not listed 
on the Recommended Drug List)& ....................$50 .......................................................... 50%  

Contraceptive devices (including dia-
phragms and cervical caps) .................................$30 .......................................................... 50% 

Specialty Pharmacy Vendor 

Specialty Drugs when listed in the 
Recommended Drug List...................................30%......................................................... Not Covered 

 

Mail-order program (up to a 90-day supply of maintenance drugs) 

Level I drugs listed on the Recommended 
Drug List (primarily generic) .............................$30 .......................................................... Not Covered 

Level II drugs listed on the Recom-
mended Drug List (primarily brand 
name) and diabetic supplies (including 
insulin) &............................................................$60 .......................................................... Not Covered 

Level III drugs listed on the Recom-
mended Drug List (or drugs not listed 
on the Recommended Drug List)&.....................$100 ........................................................ Not Covered 
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& Generic drugs will be dispensed when a generic drug equivalent is commercially available. When a brand name drug is dispensed 
and a generic equivalent is commercially available, the covered person must pay the difference between the generic equivalent and 
the brand name drug in addition to the listed copayments or coinsurance.  
However, if the prescription drug order states "dispense as written," "do not substitute" or words of similar meaning in the 
physician’s handwriting, only the listed drug copayment will be applicable. 

Type of services, benefit maximums & 
what you pay 

 PPO  OON (out-of network) 

Medical supplies  PPO OON 
Durable medical equipment # ...............................50%......................................................... 50% 

 Calendar year maximum payable by 
HNL"................................................................$1000 ...................................................... $1000 

Diabetes education ................................................50%......................................................... 50% 

Orthotics (such as bracing, supports and 
casts) # ...............................................................50%......................................................... 50% 

Corrective footwear# .............................................50%......................................................... 50% 

Diabetic equipment (See the "Prescrip-
tion Drug Program" section of this SB 
for diabetic supplies benefit informa-
tion)...................................................................50%......................................................... 50% 

Diabetic footwear .................................................50%......................................................... 50% 

Prostheses#............................................................50%......................................................... 50% 

 Diabetic equipment covered under the medical benefit (through "Diabetic equipment") includes blood glucose monitors 
designed for the visually impaired, insulin pumps and related supplies, and corrective footwear. Diabetic equipment and sup-
plies covered under the prescription drug benefit include insulin, Glucagon, specific brands of blood glucose monitors and test-
ing strips, Ketone urine testing strips, lancets and lancet puncture devices, specific brands of pen delivery systems for the 
administration of insulin (including pen needles) and insulin syringes. 

In addition, the following supplies are covered under the medical benefit as specified: visual aids (excluding eyewear) to assist 
the visually impaired with the proper dosing of insulin are provided through the prosthesiss benefit. Self-management train-
ing, education and medical nutrition therapy will be covered only when provided by licensed health care professionals with 
expertise in the management or treatment of diabetes (provided through the patient education benefit). 

" Combined for PPO and Out-of-Network. 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

Mental disorders and chemical 
dependency benefits 

 PPO OON 

!  Severe mental illness includes schizophrenia, schizoaffective disorder, bipolar disorder (manic-depressive illness), major depressive 
disorders, panic disorder, obsessive-compulsive disorders, 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 the Diagnostic and Statistical Manual for 
Mental Disorders), autism, anorexia nervosa and bulimia nervosa.  
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Serious emotional disturbances of a child is when a child under the age of 18 has one or more mental disorders identified in the 
most recent edition of the Diagnostic and Statistical Manual of Mental Disorders, other than a primary chemical dependency 
disorder or developmental disorder, that result in behavior inappropriate to the child's age according to expected developmental 
norms. In addition, the child must meet one of the following: (a) as a result of the mental disorder, the child has substantial im-
pairment in at least two of the following areas: self care, school functioning, family relationships or ability to function in the 
community; and either (i) the child is at risk of removal from home or has already been removed from the home or (ii) the men-
tal disorder and impairments have been present for more than six months or are likely to continue for more than one year; (b) 
the child displays one of the following: psychotic features, risk of suicide or risk of violence due to a mental disorder; and/or (c) 
the child meets special education eligibility requirements under Chapter 26.5 (commencing with Section 7570) of Division 7 of 
Title 1 of the Government Code. 

Severe Mental Illness and Serious 
Emotional Disturbances of a 
Child 

 

 Outpatient' .........................................................$40 .......................................................... 50% 

Inpatient# .............................................................50%......................................................... 50% 

 Maximum allowable by HNL each day ................No maximum ........................................... $600 

Other Mental Disorders 

Outpatient' ..........................................................50%......................................................... 50% 

 Maximum visits per calendar year 
(combined for non-severe mental disorders 
and chemical dependency) " .................................30 ............................................................ 30 

 Maximum amount payable by HNL per 
visit ....................................................................$25 .......................................................... $25 

Inpatient# .............................................................50%......................................................... 50% 

 Maximum days per calendar year 
(combined for non-severe mental disorders 
and chemical dependency) " .................................30 ............................................................ 30 

 Maximum amount allowable by HNL 
per day ...............................................................$250 ........................................................ $250 

Chemical Dependency 
Outpatient' ..........................................................50%......................................................... 50% 

 Maximum visits per calendar year 
(combined for non-severe mental disorders 
and chemical dependency) " .................................30 ............................................................ 30 

 Maximum amount payable by HNL per 
visit ....................................................................$25 .......................................................... $25 

Inpatient# .............................................................50%......................................................... 50% 

 Maximum days per calendar year 
(combined for non-severe mental disorders 
and chemical dependency) " .................................30 ............................................................ 30 

 Maximum amount allowable by HNL 
per day ...............................................................$250 ........................................................ $250 

Acute detoxification# ............................................50%......................................................... 50% 

 Maximum days per calendar year".......................3 .............................................................. 3 
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 Maximum amount allowable by HNL 
per day ...............................................................$250 ........................................................ $250 

" Combined for PPO and Out-of-Network. 
'Each group therapy session requires only one half of a private office visit Copayment. If two or more 

Members in the same family attend the same outpatient treatment session, only one Copayment will 
be applied. 

#  These services require certification for coverage. For a complete listing of services requiring certification please 
refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

Home Health Services  PPO OON 
 

Home health visits# ..............................................50%......................................................... 50% 

 Maximum amount allowable by HNL 
per day ...............................................................$110 ........................................................ $110 

 Maximum visits per calendar year" ......................100 .......................................................... 100 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

" Combined for PPO and Out-of-Network. 

Other services  PPO OON 
 

Infertility services and supplies (including 
injections related to covered infertility 
services) .............................................................50%......................................................... 50% 

 Lifetime maximum" ...........................................$2000 ...................................................... $2000 

Sterilization - Vasectomy.......................................50%......................................................... 50% 

Sterilization  - Tubal ligation.................................50%......................................................... 50% 

Blood, blood plasma, blood derivatives 
and blood factors ...............................................50%......................................................... 50% 

Renal dialysis.........................................................50%......................................................... 50% 

Hospice services# ..................................................50%......................................................... 50% 

 Lifetime maximum" ...........................................$10000 .................................................... $10000 

Infusion Therapy (home or physician's 
office) # .............................................................50%......................................................... 50% 

 Number of days for each supply of 
injectable prescription drugs and other 
substances, for each delivery ..................................14 ............................................................ 14 

 Maximum amount allowable by HNL 
per day ...............................................................No Maximum........................................... $500 
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" Combined for PPO and Out-of-Network. 
#  These services require certification for coverage. For a complete listing of services requiring certification please 

refer to the "Services requiring certification" section of this SB. Routine care for condition of pregnancy does not 
require prior certification. However notification of pregnancy is requested. If certification is required but not 
obtained, your benefit reimbursement level will be reduced, both in-network and out-of-network, to 50% of 
covered expenses. In addition, a $250 penalty will also be charged for inpatient admissions and a $50 penalty 
for outpatient visits. 

Chiropractic care  PPO OON 
Office visits ...........................................................$40 .......................................................... Not covered 

 Maximum visits per calendar year ........................12 ............................................................ Not applicable 
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Limits of coverage 
WHAT’S NOT COVERED (EXCLUSIONS AND LIMITATIONS)  

!" Artificial insemination; 
!" Charges in excess of rate negotiated between any organization and the physician, hospital or other pro-

vider; 
!" Conception by medical procedures (IVF, GIFT and ZIFT); 
!" Conditions resulting from the release of nuclear energy when government funds are available; 
!" Corrective or support appliances or supplies; 
!" Cosmetic services or supplies; 
!" Custodial or live-in care; 
!" Dental services.  However, effective July 1, 2010, this plan does cover Medically Necessary dental or orthodon-

tic 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; 

!" Disposable supplies for home use; 
!" Experimental or investigational procedures, except as set out under the "Clinical trials" and "If you have a 

disagreement with our insurance plan" sections of this SB; 
!" Genetic testing is not covered except when determined by Health Net Life to be medically necessary. The 

prescribing physician must request prior authorization for coverage; 
!" Hearing aids; 
!" Hearing examination (age 17 and older); 
!" Hypnosis; 
!" Immunization (age 17 and older); 
!" Non-eligible institutions. This insurance plan only covers services or supplies provided by a legally oper-

ated hospital, Medicare-approved skilled nursing facility or other properly licensed facility as specified in 
the Certificate. Any institution, regardless of how it is designated, is not an eligible institution. Services or 
supplies provided by such institutions are not covered; 

!" Orthoptics (eye exercises); 
!" Outpatient prescriptions drugs or medications (except as noted under "Prescription drug program"); 
!" Personal or comfort items; 
!" Physician self-treatment; 
!" Physician treating immediate family members; 
!" Pre-existing conditions that occur during the first six months of your coverage, except as stated elsewhere; 
!" Private rooms when hospitalized, unless medically necessary; 
!" Private-duty nursing; 
!" Refractive eye surgery unless medically necessary, recommended by the covered person's treating physician 

and authorized by Health Net Life; 
!" Reversal of surgical sterilization; 
!" Routine physical examinations (including psychological examinations or drug screening) for insurance, 

licensing, employment, school, camp or other nonpreventive purposes; 
!" Services and supplies determined not to be medically necessary as defined in the Certificate; 
!" Services and supplies not specifically listed in the covered person’s Certificate as covered expenses; 
!" Services and supplies that do not require payment in the absence of insurance; 
!" Services for an injury incurred in the commission (or attempted commission) of a crime unless the condi-

tion was an injury resulting from an act of domestic violence or and injury resulting from a medical condi-
tion; 
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!" Services for a surrogate pregnancy are covered. However, when compensation is obtained for the surro-
gacy, Health Net Life shall have a lien on such compensation to recover its medical expense; 

!" Services not related to a covered illness or injury, except as provided under preventive care and annual rou-
tine exams; 

!" Services received before effective date or after termination of coverage, except as specifically stated in the 
"Extension of Benefits" section of the covered person’s Certificate; 

!" Sex change services; 
!" Treatment of jaw joint disorders or surgical procedures to reduce or realign the jaw, unless medically nec-

essary; 
!" Treatment of obesity, weight reduction or weight management, except for treatment of morbid obesity; 
!" Vision examination (age 17 and older). 
!" Marriage counseling, except when rendered in connection with services provided for a treatable mental 

disorder; 
!" Nontreatable disorders; 
!" Services related to educational and professional purposes; 
!" State hospital treatment, except as the result of an emergency or urgently needed care; 
!" Stress, except when rendered in connection with services provided for a treatable mental disorder; 
!" Care for mental health care as a condition of parole or probation, or court-ordered treatment and testing 

for mental disorders, except when such services are medically necessary;  
!" Certain injectable drugs which are considered self-administered are covered on the Specialty Drug tier un-

der the pharmacy benefit. Specialty Drugs are not covered under the medical benefits even if it is adminis-
tered in a Physician’s office. If You need to have a provider administer the Specialty Drug, You will need 
to obtain the Specialty Drug through the Specialty Pharmacy Vendor and bring it with You to the pro-
vider office.  Alternatively, You can coordinate delivery of the Specialty Drug directly to the provider’s of-
fice through the Specialty Pharmacy Vendor.  

 

The above is a partial list of the principal exclusions and limitations applicable to the medical portion of your 
Health Net PPO insurance plan. The Certificate, which you will receive if you enroll in this insurance plan, will 
contain the full list.  
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Benefits and coverage 
WHAT YOU PAY FOR SERVICES 
The "Schedule of benefits and coverage" section explains your coverage and payment for services. Please take a 
moment to look it over. 

With Health Net PPO, you are responsible for paying a portion of the costs for your care. The amount you pay 
can vary from a flat amount to a significant percentage of the costs. It all depends on the doctor (and hospital) you 
choose. 

You must pay a deductible before the insurance plan begins to pay for covered services. 
!" You pay less when you receive care from doctors contracted with our PPO, since they have agreed in advance 

to provide services for a specific fee. 
!" When you receive care from Out-of-Network doctors and hospitals, you will be responsible for the applicable 

coinsurance, plus payment of any charges that are in excess of the covered expenses as defined in the Certificate. 
!" For some services, certification is necessary to receive full benefits. Please see the "Services requiring Certifica-

tion" section of this brochure for details. 
!" To protect you from unusually high medical expenses, there is a maximum amount, or out-of-pocket maxi-

mum, that you will be responsible for paying in any given year. Once you have paid this amount, the insurance 
plan will pay 100% of covered expenses. (There are exceptions, see the Certificate for details.) 

 

SPECIAL ENROLLMENT RIGHTS UNDER CHILDREN’S HEALTH INSURANCE PROGRAM 
REAUTHORIZATION ACT OF 2009 (CHIPRA)  

The Children’s Health Insurance Program (CHIP) is a joint federal and state funded program that provides 
comprehensive health care coverage for qualified uninsured children under the age of 19.  In California, the CHIP 
plans are known as the Healthy Families Program and the Access for Infants and Mothers Program (AIM).  The 
Children’s Health Insurance Reauthorization Act of 2009 (CHIPRA) creates a special enrollment period in which 
individuals and their dependent(s) are eligible to request enrollment in this plan within 60 days of becoming 
ineligible and losing coverage fromthe Healthy Families Program, Access for Infants and Mothers Program (AIM) 
or a Medi-Cal plan. 

NOTICE OF REQUIRED COVERAGE  

Benefits of this insurance plan provide coverage required by the Federal Newborns’ and Mothers’ Health Protec-
tion Act of 1996 and Women’s Health and Cancer Right Act of 1998.  

The Newborns’ and Mothers’ Health Protection Act of 1996 sets requirements for a minimum Hospital length of 
stay following delivery.  Specifically, 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).  

The Women’s Health and Cancer Right Act of 1998 applies to medically necessary mastectomies and requires 
coverage for prosthetic devices and reconstructive surgery on either breast provided to restore and achieve symme-
try. 



PPO SB  17 
 

 

SERVICES REQUIRING CERTIFICATION1 

The following services require certification for both PPO and OON coverage. If you do not contact Health Net 
Life prior to receiving certain services, your benefit reimbursement level will be reduced as shown in the "Schedule 
of benefits and coverage" section of this SB. A penalty will also be charged for uncertified inpatient admissions, and 
a penalty will be charged for uncertified outpatient services. These penalties do not apply to your out-of-pocket 
maximum. (Note: after the OOPM has been reached if certification is not obtained, benefits for service(s) will not 
be paid at 100%). Services provided as a result of an emergency do not require certification. 

Services that require certification include:  

All inpatient admissions, any facility 

!" Acute rehabilitation center 
!" Hospital 
!" Mental health facility 
!" Skilled nursing facility 
!" Chemical dependency care facility 
!" Hospice 

 

Surgical Procedures including: 

!" Abdominal, ventral, umbilical, incisional hernia repair 
!" Bariatric procedures 
!" Blepharoplasty 
!" Breast reductions and augmentations 
!" Rhinoplasty 
!" Sclerotherapy 
!" Uvulopalatopharyngoplasty (UPPP) and laser assisted UPPP 
!" Effective July 1, 2010, reconstructive surgery for Medically Necessary 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.   

 

Air ambulance 

Durable medical equipment  

! Wheelchairs  
! Scooters 
! Hospital beds 
! Custom-made items 
 

Home health services including nursing, physical therapy, occupational therapy, speech therapy, home IV therapy 
and home uterine monitoring 

Certain physician-administered drugs, whether administered in a Physician office, free-standing infusion center, 
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. 

Hospice care 

Orthognathic procedures (surgery performed to correct or straighten jaw and/or other facial bone misalignment to 
improve function) including TMJ treatment 
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Self-injectable drugs 

Prostheses and orthotics over $2,500 

Outpatient diagnostic procedures: 

!" CT (computerized tomography) 
!" MRA (magnetic resonance angiography) 
!" MRI (magnetic resonance imaging) 
!" PET (positron-emission tomography) 
!" SPECT (single photon emission computed tomography) 

 

Tocolytic services (intravenous drugs used to decrease or stop uterine contraction in premature labor) 

Transplant related services 

!" Evaluation of transplant candidacy 
!" Treatment while awaiting transplant 
!" Transplant procedures 
!" Post transplant care 
!" Self-injectable drugs 
Clinical trials 

Bariatric-related services: 

!" Non-surgical bariatric-related consultations 
!" All bariatric-related surgical services 
!"  
1Certification is not required for the length of a hospital stay for reconstructive surgery incident to a mastectomy or for 
renal dialysis. Certification is also not required for the length of stay for the first 48 hours following a normal delivery or 
96 hours following cesarean delivery.  

 

PRE-EXISTING CONDITIONS 
For most groups, Health Net Life imposes pre-existing exclusions on medical conditions for which the covered 
person has been treated during a period prior to enrollment. A pre-existing condition is a medical condition, illness 
or injury for which a covered person received care or advice within a certain period of time (typically three to six 
months) prior to enrolling in our insurance plan. A pre-existing condition generally applies to all employees and 
their dependents, whether or not they are late enrollees. Please refer to your Certificate for details on your group’s 
pre-existing condition limitations. 

This exclusion is automatically waived for newborns and adopted children who are enrolled within 30 days of 
becoming eligible, and for maternity conditions. This exclusion can be waived for initial enrollees (those covered 
persons enrolled with a group on the group’s initial effective date), with Underwriting approval. 

CREDITABLE COVERAGE 

In accordance with state and federal law, you are entitled to credit for creditable coverage, which may reduce or 
offset the pre-existing condition exclusion applicable under this PPO insurance plan. Creditable coverage includes 
any individual, group or government plan medical insurance coverage that you had from another carrier immedi-
ately prior to enrolling in this PPO insurance plan. Health Net Life will give you credit for any creditable health 
coverage, and will assist you in obtaining this information if you are unable to do so. 

Creditable coverage will not be granted if you were without health coverage for more than 63 days prior to 
enrolling in this PPO insurance plan, unless your previous health coverage was discontinued because you lost your 
job. In such an event, you are entitled to qualifying creditable coverage credit as long as you enroll within 180 days 
of the end of your previous coverage. 
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 Coverage under the following types of policies does not qualify for creditable coverage: accident only, automo-
bile or no-fault insurance, dental, disability income, long-term care vision and workers’ compensation. For a more 
complete list of policies that do not qualify for creditable coverage please refer to the Certificate. 

COVERAGE FOR NEWBORNS 
Children born after your date of enrollment are automatically covered at birth. To continue coverage, the child 
must be enrolled through your employer before the 30th day of the child’s life. If the child is not enrolled within 30 
days of the child’s birth: 

!" coverage will end the 31st day after birth; and 
!" you will have to pay for all medical care provided after the 30th day of your baby’s life. 

 

EMERGENCIES 
Health Net Life covers emergency and urgently needed care throughout the world. If you need emergency or 
urgently needed care, seek care where it is immediately available.  

You are encouraged to use appropriately the 911 emergency response system, in areas where the system is estab-
lished and operating, when you have an emergency medical condition (including severe mental illness and serious 
emotional disturbances of a child) that requires an emergency response. All ambulance and ambulance transport 
services provided as a result of a 911 call will be covered, if the request is made for an emergency medical condition 
(including severe mental illness and serious emotional disturbances of a child). 

If you go to an emergency facility for condition that is not of an urgent or emergency nature, it will be covered at 
whichever level (PPO or OON) it qualifies for, subject to your insurance plans exclusions and limitations. 

 Emergency care means any otherwise covered service for an acute illness, a new injury or an unforeseen dete-
rioration or complication of an existing illness, injury or condition already known to the person or, if a minor, to the 
minor’s parent or guardian that a reasonable person with an average knowledge of health and medicine (a prudent 
layperson) would believe requires immediate treatment (including severe mental illness and serious emotional dis-
turbances of a child), and without immediate treatment, any of the following would occur: (a) his or her health 
would be put in serious danger (and in the case of a pregnant woman, would put the health of her unborn child in 
serious danger); (b) his or her bodily functions, organs or parts would become seriously damaged; or (c) his or her 
bodily organs or parts would seriously malfunction. Emergency care also includes treatment of severe pain or active 
labor. Active labor means labor at the time that either of the following would occur: (a) there is inadequate time to 
effect safe transfer to another hospital prior to delivery; or (b) a transfer poses a threat to the health and safety of the 
covered person or her unborn child. 

Urgently Needed Care means any otherwise covered medical service that a reasonable person with an average 
knowledge of health and medicine would seek for treatment of an injury, unexpected illness or complication of an 
existing condition, including pregnancy, to prevent the serious deterioration of his or her health, but which does not 
qualify as Emergency Care, as defined in this section. This may include services for which a person should reasonably 
have known an emergency did not exist. 

MEDICALLY NECESSARY CARE 

All services that are medically necessary will be covered by your Health Net Life insurance plan (unless specifically 
excluded under the insurance plan). All covered services or supplies are listed in your Certificate: any other services 
or supplies are not covered.  
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CLINICAL TRIALS 

Routine patient care costs for patients diagnosed with cancer who are accepted into phase I, II, III, or IV clinical 
trials are covered when medically necessary, recommended by the covered person's treating physician and author-
ized by Health Net Life. The physician must determine that participation has a meaningful potential to benefit the 
covered person and the trial has therapeutic intent. For further information, please refer to your Certificate. 

CONTINUITY OF CARE 

If our contract with a PPO health care provider is terminated, you may be able to elect continued care by that 
provider if you are receiving care for an acute condition, serious chronic condition, pregnancy, new born, terminal 
illness or scheduled surgery. If you would like more information on how to request continued care, please call the 
Member Services Department at the telephone number listed on the back cover. 

 

EXTENSION OF BENEFITS 

If you or a covered dependent is totally disabled when your employer ends its agreement with Health Net Life, we 
will cover the treatment for the disability until one of the following occurs: 

!" A maximum of 12 consecutive months elapses from the termination date; 
!" Available benefits are exhausted; 
!" The disability ends; or 
!" You become enrolled in another insurance plan that covers the disability. 

 

Your application for an extension of benefits for disability must be made to Health Net Life within 90 days after 
your employer ends its agreement with us. We will require medical proof of the total disability at specified inter-
vals. 

 
OUT OF STATE PROVIDERS 
Health Net PPO has created a program which allows covered persons access to participating providers outside their 
state of residence. This program is through the out-of-state provider network shown on your HNL ID card and is 
limited to covered persons traveling outside their state of residence. 

If you are traveling outside your state of residence, require medical care or treatment, and use a provider from the 
out-of-state provider network, your out-of-pocket expenses may be lower than those incurred when you use an 
Out-of-Network Provider. 

When you obtain services outside your state of residence through the out-of-state provider network, you will be 
subject to the same copayments, coinsurances, deductibles, maximums and limitations as you would be if you 
obtained services from a Preferred Provider in your state of residence. There is the following exception: covered 
expenses will be calculated based on the lower of (i) the actual billed charges or (ii) the charge that the out-of-state 
provider network is allowed to charge, based on the contract between HNL and the network. In a small number of 
states, local statutes may dictate a different basis for calculating your covered expenses. 

 

CONFIDENTIALITY AND RELEASE OF COVERED PERSON INFORMATION 
Health Net Life knows that personal information in your medical records is private. Therefore, we protect your 
personal health information in all setting (including oral, written and electronic information). The only time we 
would release your confidential information without your authorization is for payment, treatment, health care 
operations (including but not limited to utilization management, quality improvement, disease or case manage-
ment programs) or when permitted or required to do so by law, such as for a court order or subpoena. We will not 
release your confidential claims details to your employer or their agent. Often, Health Net Life is required to 
comply with aggregated measurement and data reporting requirements. In those cases, we protect your privacy by 
not releasing any information that identifies our covered persons. 
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PRIVACY PRACTICES 
Once you become a Health Net Life covered person, Health Net Life uses and discloses a covered person’s pro-
tected health information and nonpublic personal financial information* for purposes of treatment, payment, 
health care operations, and where permitted or required by law.  Health Net Life provides covered persons with a 
Notice of Privacy Practices that describes how it uses and discloses protected health information; the individual’s 
rights to access, to request amendments, restrictions, and an accounting of disclosures of protected health informa-
tion; and the procedures for filing complaints.  Health Net Life will provide you the opportunity to approve or 
refuse the release of your information for non-routine releases such as marketing. Health Net Life provides access 
to covered persons to inspect or obtain a copy of the covered person’s protected health information in designated 
record sets maintained by Health Net Life. Health Net Life protects oral, written and electronic information across 
the organization by using reasonable and appropriate security safeguards. These safeguards include limiting access 
to an individual's protected health information to only those who have a need to know in order to perform 
payment, treatment, health care operations or where permitted or required by law. Health Net Life releases 
protected health information to insurance plan sponsors for administration of self-funded plans but does not 
release protected health information to plan sponsors/employers for insured products unless the plan sponsor is 
performing a payment or health care operation function for the plan. Health Net Life's entire Notice of Privacy 
Practices can be found in your plan's Certificate, at www.healthnet.com under "Privacy" or you may call the 
Member Services Department at the telephone number listed on the back cover to obtain a copy. 

* Nonpublic personal financial information includes personally identifiable financial information that you provided to us 
to obtain health plan coverage or we obtained in providing benefits to you.  Examples include Social Security numbers, 
account balances and payment history.  We do not disclose any nonpublic personal information about you to anyone, 
except as permitted by law.  

TECHNOLOGY ASSESSMENT 

New technologies are those procedures, drugs or devices that have recently been developed for the treatment of 
specific diseases or conditions, or are new applications of existing procedures, drugs or devices. New technologies 
are considered investigational or experimental during various stages of clinical study as safety and effectiveness are 
evaluated and the technology achieves acceptance into the medical standard of care. The technologies may con-
tinue to be considered investigational or experimental if clinical study has not shown safety or effectiveness or if 
they are not considered standard care by the appropriate medical specialty. Approved technologies are integrated 
into Health Net Life benefits. 

Health Net Life determines whether new technologies should be considered medically appropriate, or investiga-
tional or experimental, following extensive review of medical research by appropriately specialized physicians. 
Health Net Life requests review of new technologies by an independent, expert medical reviewer in order to 
determine medical appropriateness or investigational or experimental status of a technology or procedure. 

Utilization management 
Utilization management is an important component of health care management. Through the processes of prior 
certification, concurrent and retrospective review and care management, we evaluate the services provided to our 
covered persons to be sure they are medically necessary and appropriate for the setting and time. These processes 
help to maintain Health Net Life's high quality medical management standards. 

 

PRIOR CERTIFICATION 
Certain proposed services may require an assessment prior to approval. Evidence-based criteria are used to evaluate 
whether or not the procedure is medically necessary and planned for the appropriate setting (that is, inpatient, 
ambulatory surgery, etc.). 
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CONCURRENT REVIEW 
This process continues to authorize inpatient and certain outpatient conditions on a concurrent basis while 
following a covered person’s progress, such as during inpatient hospitalization or while receiving outpatient home 
care services. 

 

DISCHARGE PLANNING 
This component of the concurrent review process ensures that planning is done for a covered person’s safe dis-
charge in conjunction with the physician’s discharge orders and to authorize post-hospital services when needed. 

 

RETROSPECTIVE REVIEW 
This medical management process assesses the appropriateness of medical services on a case-by-case basis after the 
services have been provided. It is usually performed on cases where prior certification was required but not ob-
tained. 

 

CARE OF CASE MANAGEMENT 
Nurse care managers provide assistance, education and guidance to covered persons (and their families) through 
major acute and/or chronic long-term health problems. The care managers work closely with covered persons, their 
physicians and community resources. 

 

If you would like additional information regarding Health Net Life utilization management process, please call the 
Member Services Department at the telephone number listed on the back cover. 

 

Payment of premiums and charges 
YOUR COINSURANCE, COPAYMENT AND DEDUCTIBLES 

The "Schedule of benefits and coverage" section explains your coverage and payment for services. Please take a 
moment to look it over. 

PREPAYMENT OF PREMIUMS 
Your employer will pay Health Net Life your monthly premiums for you and all enrolled dependents. Check with 
your employer regarding any share that you may be required to pay. If your share ever increases, your employer will 
inform you in advance. 

 

OTHER CHARGES 
You are responsible for payment of your share of the cost of services covered by this insurance plan. Amounts paid 
by you are called copayments, coinsurance or deductibles, which are described in the "Schedule of benefits and 
coverage" section of this SB. Beyond these charges the remainder of the cost of covered services will be paid by 
Health Net Life. 

When the total amount of deductibles, copayments and coinsurance you pay equals the annual out-of-pocket 
maximum amount shown in the “Schedule of benefits and coverage” section, you will not have to pay additional 
copayments or coinsurance for the rest of the year for most services provided, unless your doctor charges an 
amount that Health Net Life considers to be in excess of covered expenses. Additionally, the following expenses 
will not be applied to the limit:  

!" Charges in excess of covered expenses; 
!" Charges for services or supplies not covered by this insurance plan; 
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!" Services for which certification was required but not obtained. 
For further information please refer to the Certificate. Covered expenses for Out-of-Network providers are limited 
to the amount shown on the Resource Based Relative Value Schedule (RBRVS) established by the federal govern-
ment for Medicare and then adjusted by 75%. For those services that do not have a RBRVS amount, Health Net 
Life has developed a limited fee schedule shown in your Certificate. 

CONTRACTED RATE 

The Contracted Rate is the rate that Preferred Providers are allowed to charge You, based on a contract between 
Health Net Life and such provider. Covered Expenses for services provided by a Preferred Provider will be based 
on the Contracted Rate. 

 

LIABILITY OF ENROLLEE FOR PAYMENT 
If you receive health care services from doctors outside our network, covered services will be paid at the Out-of-
Network benefit level. You are responsible for any copayments, coinsurance amounts and amounts in excess of 
RBRVS. 

 

REIMBURSEMENT PROVISIONS 
If you have out-of-pocket expenses for covered services, call the Member Services Department for a claim form and 
instructions. You will be reimbursed for these expenses less any required copayment, coinsurance or deductible.  

Please contact the Member Services Department at the telephone number listed on the back cover to obtain claim 
forms, and to find out whether you should send the completed form to your doctor, hospital or to Health Net Life. 
Claims must be received by Health Net Life within one year of the date of service to be eligible for reimbursement. 

!  How to file a claim:  

For medical services, please send a completed claim form to: 

Health Net Commercial Claims 
P.O. Box 14702 
Lexington, KY 40512 

For outpatient prescription drugs, please send a completed prescription drug claim form to: 

Health Net 
C/O Caremark 
P.O. Box 52136 
Phoenix, AZ 85072 

Please call the Member Services Department at the telephone number listed on the back cover or visit our website 
at www.healthnet.com to obtain a prescription drug claim form. 

 

Claims for covered expenses filed more than 20 days from the date of service will not be paid unless you can 
show that it was not reasonably possible to file your claim within that time limit and that you have filed as soon as 
was reasonably possible. 
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Renewing, continuing or ending coverage 
RENEWAL PROVISIONS  
The contract between Health Net Life and your employer is usually renewed annually. If your contract is amended 
or terminated, your employer will notify you in writing. 

 

SMALL EMPLOYER CAL-COBRA COVERAGE 
When the group is a small employer (as defined in the Certificate), state law provides that covered persons who 
enroll in this plan and later lose eligibility may be entitled to continuation of group coverage. More information 
regarding eligibility for this coverage is provided in your Certificate. 

 

INDIVIDUAL CONTINUATION OF BENEFITS 

  Please examine your options carefully before declining coverage. You should be aware that 
companies selling individual health insurance typically require a review of your medical history that 
could result in a higher premium or your could be denied coverage entirely. 

 

If your employment with your current employer ends, you and your covered dependents may qualify for continued 
group coverage under: 

!" COBRA (Consolidated Omnibus Budget Reconciliation Act of 1985). For most groups with 20 or more 
employees, COBRA applies to employees and their eligible dependents, even if they live outside of California. 
Please check with your group to determine if you and your covered dependents are eligible. 

!" Small Employer Cal-COBRA Continuation Coverage: For employers 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, Health Net is required by state law to offer continuation coverage. 

 
!" 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 avail-
able if you began receiving federal COBRA coverage on or after January 1, 2003, have exhausted federal 
COBRA coverage, 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 the Certificate through Cal-
COBRA for up to 36 months from the date that federal COBRA coverage began. 

!" 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. 

!" HIPAA: The federal Health Insurance Portability and Accountability Act (HIPAA) makes it easier for people 
covered under existing group health insurance plans to maintain coverage regardless of pre-existing conditions 
when they change jobs or are unemployed for brief periods of time. California law provides similar and addi-
tional protections. Applicants who meet the following requirements are eligible to enroll in a guaranteed issue 
individual health insurance plan from any health insurance plan that offers individual coverage without medi-
cal underwriting. A health insurance plan cannot reject your application for guaranteed issue individual health 
coverage if you meet the following requirements, agree to pay the required premiums and live or work in the 
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insurance plan’s service area. Specific Guaranteed Issue rates apply. Only eligible individuals qualify for guar-
anteed issuance. To be considered an eligible individual: 

1.  The applicant must have a total of 18 months of coverage (including COBRA, if applicable) without a sig-
nificant break (excluding any employer-imposed waiting periods) in coverage of more than 63 days. 

2.  The most recent coverage must have been under a group health insurance plan. COBRA and Cal-COBRA 
coverage are considered group coverage. 

3.  The applicant must not be eligible for coverage under any group health insurance plan, Medicare or Medi-
caid, and must not have other health insurance coverage. 

4.  The individual’s most recent coverage could not have been terminated due to fraud or nonpayment of pre-
miums. 

5.  If COBRA or Cal-COBRA coverage was available, it must have been elected and such coverage must have 
been exhausted.  

For more information regarding guarantee issue coverage through Health Net Life, please call our Individual Sales 
Department at 1-800-909-3447. If you believe your rights under HIPAA have been violated, please contact the 
Department of Insurance at 1-888-927-HELP. 

Also, if you become ineligible for group coverage you may convert from group coverage to a type of individual 
coverage called conversion coverage. Application must be made within 63 days of the date group coverage ends. 
Please contact the Member Services Department for information about conversion insurance plan coverage. 
Furthermore, you may be eligible for continued coverage for a disabling condition (for up to 12 months) if your 
employer terminates its agreement with Health Net Life. Please refer to the "Extension of benefits" section of this 
SB for more information. 

 

TERMINATION OF BENEFITS 

Your coverage  under this insurance plan ends when: 

!" The agreement between the employer covered under this insurance plan and Health Net Life ends; 
!" The employer covered under this insurance plan fails to pay premium charges; or 
!" You no longer work for the employer covered under this insurance plan. 

 

If the person involved in any of the above activities is the enrolled employee, coverage under this insurance plan 
will terminate as well for any covered dependents. 

If the employer covered under this insurance plan does not pay appropriate premium charges, benefits will end on 
the last day for which premium charges have been made, unless: 

!" You apply for conversion coverage within 63 days of that date; 
!" You are hospitalized (coverage will continue until you are discharged from the hospital); or 
!" You are totally disabled and apply for an extension of benefits for the disabling condition within 90 days. 

 

  If the person involved in any of the above activities is the enrolled employee, coverage under this insurance 
plan will end as well for any covered dependents. 

 

If you have a disagreement with our insurance plan 
The California Department of Insurance (CDI) is responsible for regulating disability insurance carriers (Health 
Net Life is a disability insurance carrier). The CDI has a toll-free telephone number (1-800-927-HELP) to receive 
complaints about carriers. 
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If You have been unable to resolve a problem concerning Your insurance coverage, after discussions with Health 
Net Life Insurance Company, or its agent or other representative, You may contact: 

California Department of Insurance, Consumer Services Division 
300 South Spring Street 
South Tower 
Los Angeles, CA  90013 

 

GRIEVANCE AND APPEALS PROCESS 
If you are dissatisfied with the quality of care that you have received or feel that you have been incorrectly denied a 
service or claim, you may file a grievance or appeal. You must file your grievance or appeal with HNL within 365 
calendar days following the date of the incident or action that caused your grievance. 

!  How to file a grievance or appeal: 

You may call the telephone number listed on the back cover or submit the covered person grievance form through 
the HNL website at www.healthnet.com. 

You may also write to: 

Health Net Life Insurance Company 
P.O. Box 10348 
Van Nuys, CA 91410-0348 

 

Please include all the information from your Health Net Life identification card as well as the details of your 
concern or problem. Health Net Life will acknowledge your grievance or appeal within five calendar days, review 
the information and tell you of our decision in writing within 15 days of receiving the grievance if the grievance 
pertains to a claims dispute or within 30 days of receiving the grievance for all other grievances. For conditions 
where there is an immediate and serious threat to your health, including severe pain or the potential loss of life, 
limb or major bodily function, Health Net Life will notify you of the status of your grievance no later than three 
days from receipt of all the required information.  

 In addition, you can request an independent medical review of disputed health care services from the Depart-
ment of Insurance, if you believe that health care services eligible for coverage and payment under the insurance plan 
was improperly denied, modified or delayed by Health Net Life or one of its participating providers.  

Also, if Health Net Life denies your appeal of a denial for lack of medical necessity, or denies or delays coverage for 
requested treatment involving experimental or investigational drugs, devices, procedures or therapies, you can request 
an independent medical review of Health Net Life’s decision from the Department of Insurance if you meet the eli-
gibility criteria set out in the Certificate. 

 

ARBITRATION 
If you are not satisfied with the result of the grievance hearing and appeals process, you may submit the problem to 
binding arbitration. Health Net Life uses binding arbitration to settle disputes, including medical malpractice. 
When you enroll in Health Net Life, you agree to submit any disputes to arbitration, in lieu of a jury or court trial. 
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Additional insurance plan benefit information 
The following insurance plan benefits show benefits available with your insurance plan. For a more complete 
description of copayments, and exclusions and limitations of service, please see your insurance plan’s Certificate. 

 
 

Prescription drug program 
Health Net Life is contracted with many major pharmacy chains, supermarket based pharmacies and privately 
owned neighborhood pharmacies. For a complete and up-to-date list of participating pharmacies, please visit 
our website at www.healthnet.com or call the Member Services Department at the telephone number listed on 
the back cover. 

 

PRESCRIPTIONS BY MAIL DRUG PROGRAM 
If your prescription is for a maintenance medication (a drug that you will be taking for an extended period), you 
have the option of filling it through our convenient Prescriptions By Mail Drug Program. This program allows 
you to receive up to a 90-consecutive-calendar-day supply of maintenance medications. For complete informa-
tion, call the Member Services Department at the telephone number listed on the back cover. 

  Schedule II narcotic drugs (which are drugs that have a high abuse risk as classified by the Federal Drug En-
forcement Administration) are not covered through mail order. For further information, please refer to the Certifi-
cate. 

 

THE HEALTH NET RECOMMENDED DRUG LIST 
This insurance plan uses the Recommended Drug List. The Health Net Recommended Drug List (or the List) 
is the approved list of medications covered for illnesses and conditions. It was developed to identify the safest 
and most effective medications for Health Net Life covered persons while attempting to maintain affordable 
pharmacy benefits. 

We specifically suggest to all Health Net Life contracted Participating Providers and specialists that they refer to 
this List when choosing drugs for patients who are Health Net Life covered persons. When your physician 
prescribes medications listed in the Recommended Drug List, it ensures that you are receiving a high quality 
prescription medication that is also of high value. 

The Recommended Drug List is updated regularly, based on input from the Health Net Pharmacy and Thera-
peutics (P&T) Committee. The committee members are actively practicing physicians of various medical 
specialties and clinical pharmacists. Voting members are recruited from participating physician groups through-
out California based on their experience, knowledge and expertise. In addition, the P&T Committee frequently 
consults with other medical experts to provide additional input to the Committee. Updates to the Recom-
mended Drug List and drug usage guidelines are made as new clinical information and new drugs become 
available. In order to keep the List current, the P&T Committee evaluates clinical effectiveness, safety and 
overall value through: 

!" Medical and scientific publications; 
!" Relevant utilization experience; and 
!" Physician recommendations. 
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To obtain a copy of Health Net Life most current Recommended Drug List, please visit our web site at 
www.healthnet.com under the pharmacy information, or call the Member Services Department at the telephone 
number listed on the back cover. 

 
WHAT IS "PRIOR AUTHORIZATION?" 
Some drugs require prior authorization. This means that your doctor must contact Health Net Life in advance to 
provide the medical reason for prescribing the medication.  

!  How to request prior authorization: 

Health Net Life will handle urgent requests within 72 hours of receiving all necessary information. Routine requests 
from physicians are processed in a timely fashion, not to exceed 5 days, as appropriate and medically necessary, for 
the nature of the covered person’s condition after HNL’s receipt of the information reasonably necessary and re-
quested by HNL to make the determination. Upon receiving your physician’s request for prior authorization, Health 
Net Life will evaluate the information submitted and make a determination based on established clinical criteria 
for the particular medication. 

The criteria used for prior authorization are developed and based on input from the Health Net P&T Committee as 
well as physician specialist experts. Your physician may contact Health Net Life to obtain the usage guidelines for 
specific medications. 

If authorization is denied by Health Net Life, you will receive written communication including the specific reason 
for denial. If you disagree with the decision, you may appeal the decision.  

The appeal may be submitted in writing, by telephone or through e-mail. We must receive the appeal within 60 
days of the date of the denial notice. Please refer to your Certificate for details regarding your right to appeal. 

To submit an appeal: 

! Call Member Services Department at the telephone number listed on the back cover 
! Visit www.healthnet.com for information on e-mailing Member Services Department; or  
! Write to:  Member Services Department 

Health Net Life Member Services 
P.O. Box 10196 
Van Nuys, CA 91410-0348 

 
 

WHAT’S COVERED 

!  Please refer to the "Schedule of benefits and coverage" section of this SB for the deductibles and copayments. 

This insurance plan covers the following:  

!" Level I drugs listed on the Recommended Drug List (primarily generic); 
!" Level II drugs listed on the Recommended Drug List (primarily brand name) and diabetic supplies (in-

cluding insulin); and 
!" Level III drugs listed on the Recommended Drug List (or drugs that are not listed on the Recommended 

Drug List). 
!" Specialty Drugs 
 Specialty Drugs listed in the Health Net Recommended Drug List are covered when Prior Authorization is 

obtained from HNL and the drugs are dispensed through HNL’s Specialty Pharmacy Vendor. These drugs 
include self-administered injectable and other drugs that have significantly higher cost than traditional 
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pharmacy benefit drugs. Please note that needles and syringes required to administer the self-injected 
medications are covered only when obtained through the Specialty Pharmacy Vendor. 

Self-administered injectable medications are defined as drugs that are:  

1. Medically Necessary 

2. Administered by the patient or family member; either subcutaneously or intramuscularly 

3. Deemed safe for self-administration as determined by Health Net’s Pharmacy and Therapeutics Commit-
tee 

4. Included in the Health Net Recommended Drug List  

5. Shown on the Recommended Drug List as requiring Prior Authorization. 

 
 

Note: 

!" Prescription drug covered expenses are the lesser of Health Net Life’s contracted pharmacy rate or the 
pharmacy’s retail price for covered prescription drugs; 

!" Prescription drug refills are covered, up to a 30-consecutive-day supply per prescription at a Health Net 
Life contracted pharmacy for one copayment; 

!" If the pharmacy’s retail price is less than the applicable copayment, the covered person will only pay the 
pharmacy’s retail price; 

!" Mail order drugs are covered up to a 90-consecutive-calendar-day supply. When the retail pharmacy co-
payment is a percentage, the mail order copayment is the same percentage of the cost to Health Net Life as 
the retail pharmacy copayment; 

!" Oral contraceptives and emergency contraceptives are covered. Vaginal contraceptives include diaphragms 
and cervical caps and are only covered when a physician performs a fitting examination and prescribes the 
device. Such devices are only available through a prescription from a pharmacy and are limited to one fit-
ting and prescription per calendar year, unless additional fittings or devices are medically necessary. For a 
complete list of contraceptive products covered by Health Net Life, please refer to the Recommended 
Drug List. Injectable contraceptives are covered when administered by a physician. If your physician de-
termines that the covered methods are not appropriate, then another FDA approved contraceptive method 
will be provided. Refer to your insurance plan’s Certificate for more information on contraceptives covered 
under the medical benefit; 

!" Diabetic supplies (blood glucose testing strips, lancets, needles and syringes) are packaged in 50, 100 or 
200 unit packages. Packages cannot be "broken" (that is, opened in order to dispense the product in quan-
tities 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 
a 30-day period. For more information about diabetic equipment and supplies, please see "Endnotes" in 
the “Schedule of benefits and coverage” section of this SB. 

 
WHAT’S NOT COVERED (EXCLUSIONS AND LIMITATIONS) 

!  Services or supplies excluded under pharmacy services may be covered under the medical benefits portion of your plan. 
In addition to the exclusion and limitations listed below, prescription drug benefits are subject to the plan’s general 
exclusions and limitations. Consult your plan’s Certificate for more information. 

!" Allergy serum. Allergy serum is covered as a medical benefit. See "allergy serum" benefit in the "Schedule 
of benefits and coverage" for details; 

!" Coverage for devices is limited to vaginal contraceptive devices, peak flow meters, spacer inhalers and dia-
betic supplies. No other devices are covered; 
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!" Drugs that are appetite suppressants or are indicated for and prescribed for body weight reduction; 
!" Drug products that help you reduce or quit smoking or for nicotine addiction (for example, nicotine 

patches); 
!" Drugs or medicines administered by a physician or physician’s staff member; 
!" Drugs prescribed to shorten the duration of the common cold; 
!" Drugs (including self-injectable medications) prescribed for the treatment of sexual dysfunction are not 

covered; 
!" Drugs prescribed for routine dental treatment; 
!" Drugs used for diagnostic purposes; 
!" Experimental drugs (those that are labeled "Caution - Limited by Federal Law to investigational use 

only"). If you are denied coverage of a drug because the drug is investigational or experimental you will 
have a right to independent medical review. See "If you have a disagreement with our insurance plan" sec-
tion of this SB for additional information; 

!" Hypodermic needles or syringes, except for specific brands of disposable insulin needles and syringes and 
specific brands of pen devices. Needles and syringes required to administer self-injected medications (other 
than insulin) will be provided through Our Specialty Pharmacy Vendor. All other devices, syringes and 
needles are not covered.; 

!" Immunizing agents, injections (except for insulin and self-administered injectable drugs as described in the 
recommended drug list), agents for surgical implantation, biological sera, blood, blood derivatives or blood 
plasma obtained through a prescription; 

!" Individual doses of medication dispensed in plastic, unit dose or foil packages unless medically necessary or 
only available in that form; 

!" Irrigation solutions and saline solutions; 
!" Limits on quantity, dosage and treatment duration may apply to some drugs. Medications taken on an "as-

needed" basis may have a copayment based on a standard package, vial, ampoule, tube, or other standard 
unit. In such a case, the amount of medication dispensed may be less than a 30-consecutive-calendar-day 
supply. If medically necessary, your physician may request a larger quantity from Health Net Life; 

!" Medical equipment and supplies (including insulin), that are available without a prescription are covered 
when prescribed by a physician for the management and treatment of diabetes. Any other nonprescription 
drug, medical equipment or supply that can be purchased without a prescription drug order is not covered 
even if a physician writes a prescription drug order for such drug, equipment or supply. However, if a 
higher dosage form of a prescription drug or over-the counter (OTC) drug is only available by prescrip-
tion, that higher dosage drug will be covered. If a drug that was previously available by prescription be-
comes available in an OTC form in the same prescription strength, then any prescription drugs that are 
similar agents and have comparable clinical effect(s) will only be covered when medically necessary and 
prior authorization is obtained from Health Net Life; 

!" Prescription drugs prescribed by an unlicensed physician; 
!" Replacement of lost, stolen or damaged medications; 
!" Services or supplies which are covered in full or for which you are not legally required to pay; 
!" Supply amounts for prescriptions that exceed the FDA’s or Health Net Life’s indicated usage recommen-

dation are not covered unless Medically Necessary and prior authorization is obtained from Health Net 
Life; 

!" Drugs prescribed for a condition or treatment not covered by this insurance plan are not covered. How-
ever, the insurance plan does cover drugs for medical conditions that result from nonroutine complications 
of a noncovered service. 
 

This is only a summary. Consult your insurance plan’s Certificate to determine the exact terms and conditions 
of your coverage. 
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Notice of language services 
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   (020110-3)SBID:  55819 

Contact Us 

Health Net PPO 
Post Office Box 10348 
Van Nuys, California 91410-0348 

Customer Contact Center 
Large Group: 
1-800-676-6976 (California PPO Covered Person) 
1-800-861-7214 (Out-of-State (non-California) PPO Covered Persons) 
(for companies with 51 or 
more employees) 
 
Small Business Group: 
1-800-361-3366 
(for companies with 2-50 employees) 
 
Individual & Family Plans: 
1-800-839-2172 
 
1-800-331-1777 (Spanish) 
1-877-891-9053 (Mandarin) 
1-877-891-9050 (Cantonese) 
1-877-339-8596 (Korean) 
1-877-891-9051 (Tagalog) 
1-877-339-8621 (Vietnamese) 
 

Telecommunications Device 
for the Hearing and Speech Impaired: 
1-800-995-0852 

 

www.healthnet.com 
 

 
 
 

 
Health Net of California, Inc., is a subsidiary of Health Net, Inc. 
Health Net® is a registered service mark of Health Net, Inc. All rights reserved. 

 


