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

CalPERS Health Net of CA: SmartCare HMO

Coverage Period: 01/01/2021-12/31/2021
Coverage for: All Covered Members | Plan Type: HMO

M The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a summary.
For more information about your coverage, or to get a copy of the complete terms of coverage, visit calpers.healthnetcalifornia.com or call 1-888-926-4921. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can
view the Glossary at https://www.healthcare.gov/sbc-glossary/ or calpers.healthnetcalifornia.com or you can call 1-888-926-4921 to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0.

Why This Matters

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

Are there services
covered before you
meet your deductible?

There is no deductible.

There is no deductible.

Are there other
deductibles for specific
services?

No.

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

What is the out-of-

pocket limit for this
plan?

Medical: Individual $1,500/Family $3,000.
Pharmacy: Individual $7,050/Family
$14,100/Mail order $1,000.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
family members in this plan, the overall family out-of-pocket limit must be met. OptumRx
serves as CalPERS’ pharmacy benefit manager.

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

Premiums, copayments for supplemental
benefits and healthcare this plan doesn’t
cover.

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

Will you pay less if you
use a network
provider?

Yes. For a list of preferred providers, see
calpers.healthnetcalifornia.com or call 1-888-
926-4921.

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

Do you need a referral
to see a specialist?

Yes. Requires written preauthorization.

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.
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M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay
In-network Provider

What You Will Pay
Out-of-Network Provider

Limitations, Exceptions & Other
Important Information

Primary care visit to treat

(You will pay the least)

(You will pay the most)

" ) $15 copay/visit Not covered None
If you visit a health care N O IIEES
provider’s office or clinic Specialist visit $15 copay/visit Not covered Requires preauthorization.
You may have to pay for services that aren’t
munizaion No charge Notcovered | L e preventve. Thencheck what
your plan will pay for.
—g—agogﬁ'&;w (x-ray, No charge Not covered Requires referral.
If you have a test :
:\ng)ng [CTIPED e, No charge Not covered Requires preauthorization.
, $5 copay/30 day supply 0 . . :
If you need drugs to treat Generic drugs $10 copay/90 day supply 100% out of pocket After second fill you will pay the appropriate
mail service copay for maintenance
your illness or condition $20 /130 d | medication. 90 %a);/ supplies allowed at a
copay/30 day supply :
Preferred brand drugs $40 copay/90 day supply 100% out of pocket co(rjltracted OptumRx pharmacy or mail
order.
More information about
prescription drug Non-preferred brand drugs $$15000%%y/?900d daay ssuuppl?/ 100% out of pocket
coverage is available at cooay y supply
:_a(:E:':'s.healthnetcallfornl Certain Specialty Medications are available
- , Specialty follows the tier 0 only through the OptumRx Specialty
SuRgelly tuge structure above i Pharmacy and are limited up to a 30-day
supply.
Faciliy fee (e.g., No charge Not covered Requires preauthorization
If you have outpatient ambulatory surgery center) '
surgery
Physician/surgeon fees No charge Not covered None

* For more information about limitations and exceptions, see the plan or policy document at calpers.healthnetcalifornia.com.
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What You Will Pay
In-network Provider
(You will pay the least)

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

Limitations, Exceptions & Other

Common Medical Event Important Information

Services You May Need

Emergency room care $50 copay/visit $50 copay/visit Copay waived if admitted as inpatient.
If you need |m_med|ate Emerqency medical No charge No charge None
medical attention transportation
Urgent care $15 copay/visit $15 copay/visit None
FEEUIED B, M) No charge Not covered Requires preauthorization.
If you have a hospital stay | ™)
Physician/surgeon fees No charge Not covered None
. O_fﬂce-$15 M/V'S'F' Behavioral health services are administered
TEDTE 0l G5 OB by Managed Health Network (MHN)
If you need mental health, | Outpatient services $7.50 copay/visit-group Not covered Reauires preauthorization excent for office
behavioral health, or therapy session ) ,?u A\l 1ol p
substance abuse services Other than office-No charge VISIES.
Behavioral health services are administered
Inpatient services No charge Not covered by Managed Health Network (MHN).
Requires preauthorization.
o Prenatal-No charge Cost sharing does not apply for preventive
If you are pregnant CUEL Postnatal-No charge Meleaneiae services.
Ch'ldb”ﬂ.th/ dehvery No charge Not covered Coverage includes abortion services.
professional services
Ch||db|rth/ el el No charge Not covered Coverage includes abortion services.
services
Home health care No charge Not covered Requires preauthorization.
If you need help Rehabilitation services $15 copay/visit Not covered Requires preauthorization.
recovering or have other Reaul thorization. C Twh
H e . . e .
special health needs Habilitation services $15 copay/visit Not covered equires preautnorization. Lovered when
medically necessary.
No charge -
Skilled nursing center Not covered le'tefd o 01 days_ per Coleital e dr
Requires preauthorization.

* For more information about limitations and exceptions, see the plan or policy document at calpers.healthnetcalifornia.com.
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Common Medical Event

Services You May Need

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

What You Will Pay

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

Limitations, Exceptions & Other
Important Information

If you need help Durable medical equipment No charge Not covered Requires preauthorization.
recovering or have other
special health needs Hospice services No charge Not covered Requires preauthorization.
Children’s eye exam S PC.Pl-.l\ltoNchaLge Not covered None
If your child needs dental pecialist-INo charge
or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:

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

o Cosmetic surgery
o Dental care (Child & Adult)
e Glasses

e Long-term care

e Non-emergency care when traveling outside
the U.S.
e Qut-of-network services

e Private-duty nursing
¢ Routine foot care
e Weight loss programs

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

e Acupuncture-$15 per visit, 20 visits per
calendar year (combined with chiropractic
care) through American Specialty Health
Plan.

e Bariatric surgery

e Chiropractic care-$15 per visit, 20 visits per
calendar year (combined with acupuncture)
through American Specialty Health Plan.

e Hearing aids ($1,000 max per member
every 36 months)

o Infertility treatment
e Routine eye care (Adult)

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor’s Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health and Human Services, Center for Consumer

Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

* For more information about limitations and exceptions, see the plan or policy document at calpers.healthnetcalifornia.com.
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Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim,
appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Health Net's Customer Contact Center at
1-888-926-4921, submit a grievance form through calpers.healthnetcalifornia.com, or file your complaint in writing to, Health Net Appeals and Grievance Department,
P.O. Box 10348, Van Nuys, CA 91410-0348. For information about group health care coverage subject to ERISA, contact the U.S. Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you have a grievance against Health Net, you can also contact the
California Department of Managed Health Care at 1-888-466-2219 or TDD line 1-877-688-9891 for the hearing and speech impaired or www.dmhc.ca.gov. For
information about group health care coverage subject to ERISA, contact the U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet the Minimum Value Standards? Yes

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

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-926-4921.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-926-4921.

Chinese (FX): SN RB|BEFXHIEER), BERITX NS5 1-888-926-4921.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-926-4921.

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

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

* For more information about limitations and exceptions, see the plan or policy document at calpers.healthnetcalifornia.com. Page 5 of 6
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About these Coverage Examples:

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

plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

Other copayment $15

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

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

Managing Joe’s Type 2 Diabetes

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

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

Other copayment $15

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

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

Other copayment $15

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

Diagnostic test (x-ray)

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

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $10 Copayments $500 Copayments $200

Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $70 The total Joe would pay is $520 The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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(W Health Net

Nondiscrimination NOtiCG

In addition to the State of California nondiscrimination requirements (as described in benefit coverage
documents), Health Net of California, Inc. (Health Net) complieswithapplicable federalcivilrights laws
anddoes not discriminate, exclude people or treat them differently on the basis of

race, color, national origin, ancestry, religion, marital status, gender, gender identity, sexual orientation, age,
disability, orsex.

Health Net:
* Provides free aids and services to people with disabilities to communicate effectively with us, suchasqualified signlanguageinterpreters
and writteninformationinother formats (large print, accessibleelectronicformats, otherformats).

* Providesfreelanguageservicestopeoplewhoseprimarylanguageisnot English, suchasqualified interpreters and information written in other
languages.

If you need these services, contact Health Net’s Customer Contact Center at 1-888-926-4921 (TTY: 711).

Ifyoubelieve that Health Nethas failed to provide these services or discriminated in another way based on one of the characteristics listed
above, you can file a grievance by calling Health Net's Customer Contact Center at the number above and telling them youneed help filing a
grievance. Health Net's Customer Contact Center is available to help you file a grievance. You can also file a grievance by mail, fax or email
at:

Health Net of California, Inc. Appeals & Grievances

PO Box 10348

VanNuys, CA91410-0348

Fax: 1-877-831-6019

Email: Member.Discrimination.Complaints@healthnet.com (Members) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

If your health problemis urgent, if you already filed a complaint with Health Net of California, Inc. and are not satisfied with the decision or it
hasbeen more than 30 days since you filed a complaint with Health Net of California, Inc., you may submit an Independent Medical
Review/Complaint Form with the Department of Managed Health Care (DMHC). Youmay submita complaint form by calling the DMHC
Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at www.dmhc.ca.gov/FileaComplaint.

Ifyoubelieveyouhavebeendiscriminated againstbecause ofrace, color,national origin, age, disability, or sex, you can also file a civil
rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights (OCR), electronically through the OCR
Complaint Portal, athttps://ocrportal.hhs.gov/ocr/portal/lobby.jsf, orby mail or phoneat: U.S. Department of Health and Human Services,
200Independence Avenue SW,Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.


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

English
Mo Cost Lanpuage Services. Yol Can pet an inErpreter. You can get documents read 1o you and some sent to you
m your language. For help, call us at the number listed on your ID card or call 1-888-926-4921  (TTY: 711).

Arabic
e 1 el acldll o Jpeanll SR g g 3ly o Jpeadl A0y 558 pe g o Jpeall A8ay daadall ciles
1-888-026-4921  (TTY: T11) s t= Juafil 8 pa Jo ool g oy glldBliy e 3 ga gall a3

Armenian

Ui do 1 Equmlpmin Summonym pm hbbp: mp lpopnn &p poinomjnp panguuihy oubnog:
FunnmupnpERE pupnn B lpopron 45q hunlup: Ogloppub hunhop quibgquibupbp dkeg dsp ID
puipunh dp gk biramuwhunfopny e quibqubwpbp 1-888-926-4921  (TTY:711).

Chinese
ARESER - So#EHORE - SR AEATSEEH I FRERSITE - RIS

B B NCRETER o SO EFAS T - BB IREY - VRS E B £ LAy BRI R TR S - SR e
1-888-926-4921  (TTY:711) -

Hindi
AT ST S AT JaTd| 31T U gHNT W9 & Hehd ¢l I GHdde 96 0 gAY
T W §1 Ao & W10, H9e WSS S W T AT TaeH #a7 9 g He &, AT
1-888-926-4521 (TTY: 7171

Hmong

Kev Pab Txhais Lus Dawb. Koj xav tan neeg xhais lus los tan. Koj Xav tau neeg nyeem cov naub niawy
kEom yog koj hom lus los tan. Xav tau kev pab, n peb tau rau ms xov too] ntawm koj daim npav 1os yog hu
1-888-926-4521 (TTY: 711).

Japanese

EHOFHEY—E2, BFREFZHRAGWELETEY, xR EFERALET. EMAELELRIRS,
DH—FiiEEEN TV L& 5 TEEROE < 1-888-926-4921 . (TTY:T11),

Ehmer

iedhmamwRERmG 9 grnoegumeyruniphiend grncanrmnannamSn oo oy
mfgsiiudmuntnuegreonis unggibmenrigan oyt g snsiiisgenudandsamdhgny
fenuu)e 1-888-9264921  (TTY: 711).4



EKorean

T& de] Aulx By Mu A BE 5 et Adsl Falele deE2 FAY 3E AU g
Hhed &= elgucl 2 go] HasAg 59 1D fled 55 i F = Asksta) Al
1-888-026-4921 (TTY 711).

Navajo

Saad Bee Akaé E'eyeed T'aa Jiik'e. Ata’ halne'igii halg. T'8a hd hazaad k'ehji naaltsoos hach’’ wéltah.
Shika a'doowot ninizingo naaltsoos bee nélho'ddlzinigii bikaa‘gl béésh bee hane’i blkaa’ aajl’
hodiilnih & doodan” 1-388-926-4921 (TTY: 711).

Perszian (Farsi)
(sl sl B Las ol i oS K G gm il e 2B MRS aa S wil e B ek ds gl Ciasa
(HE T A E el R etz g Lal UGS S 48 gl e el a e g o el S
-1-888-926-4921 (TTY-7T11)

Panjabi (Punjabi)
gty dffl 3913 3 77 Ao A fBa oA UT'Us 39 Aae J1 39 oA ed 393 IF =g
UFT & AEE 7 Ao I61 HEE BE, WUE WElS! o193 3 T3 58d 3 Fg o5 99 o Jiloy 3394
1-888-926-4921 (TTY:- 711).

Russian
BECTNATHAS NoMOwE MEpeE0Iunkos. B MOmeTe NONyunTs NoMOWE yCTHROMND NepeBoTunsd_ Bam moryT

NpOuNTATE FOKYMERTEL. 33 MomMowE:D 00pAUARTECE K HAM N0 TENEOHY, MpUEENSHAOMY HA BaireH
HIEHTROHEANHOHHOR KAPTOouRe yudCTHHED NIaxA. Kpome TOMO, Bl MOKETE MOIB0HHTL B

1-888-926-4921 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir aleunos en su idioma. Para obtener ayuda, llamenos al niimero que fizura en su tarjeta de
identificacion o comuniquese con el 1-888-925-4921 (TTY: 711).



Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakmha kayo ng isang interpreter. Makakakmha kayo ng mga
dolknmento na babasahin sa Inyo. Para sa mlong, tawagan Eami 5a nakalistang numero sa inyong ID card o
tawagan ang 1-888-926-4921 (TTY: 711).

Thai

AWM TR AmanaTalrEnale aneutTaliEee AETTIREelE i utinmie naimany

S TTaTIIE 1k y = TATNT 2l TiiIIemm wia Inmmeddesn@owndedues 1-888-926-4921  (TTv- 711)

Vietnamese

Cac Dich Vo Ngdn Neir Mién Phi. Quy vi 6 the’cd mit phién dich vién. Quy vi co the’yén can durgre doc cho

nehe tai ligén. De'nhin o giip, hiy goi cho ching 161 theo 56 dwoe Liét ké wén thé ID cha quy vi hodc goi
1-888-926-4921  (TTY 71I).

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. FLY021227ENOO (7/18)
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