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About This Booklet

What is this Combined Evidence of Coverage and Disclosure Provisions Document?

MHN has combined into this document a description of your Managed Health Network (“MHN”) behavioral
healthcare plan benefits (“Evidence of Coverage”) as well as certain disclosures that are required by law
(“Combined Evidence of Coverage & Disclosure Form™).

Please read this Combined Evidence of Coverage & Disclosure Form (“Evidence of Coverage”) carefully to
understand your MHN benefits. This Evidence of Coverage discloses the terms and conditions of coverage and
can help you understand the benefits to which you are entitled and your rights and responsibilities as a Member.
If you have behavioral healthcare needs, you should carefully read those sections that apply to you. Certain
terms are capitalized throughout this Evidence of Coverage - to help you understand these terms, the meaning
and limitations of these terms are explained in the “Definitions” section of this booklet.

You have the right to view the Evidence of Coverage prior to enrollment. This Evidence of Coverage is only a
summary of the behavioral healthcare plan contract (the “Agreement”) between MHN and your Employer or
Group. Please review the Agreement to determine the governing contractual provisions. A copy of the
Agreement will be furnished upon your request. To receive a copy of the Agreement or if you have questions
or concerns after reading this Evidence of Coverage and need additional information about your benefits, please
contact MHN at [1-800-728-9899].

This Evidence of Coverage, the Agreement and Benefits of this Plan are subject to change without your
consent, according to the provisions of the Agreement. If this Evidence of Coverage has been issued to an
existing MHN Group, it replaces the former Evidence of Coverage, effective upon the date in the Agreement.
Please refer to the most recent Evidence of Coverage, as Benefits may have changed from those stated in the
prior Evidence of Coverage.

By enrolling in, or accepting services under, this Plan, Members agree to abide by all terms, conditions and
provisions stated in the Agreement and this Evidence of Coverage. Members must notify MHN of any change
in residence and any circumstances that may affect entitlement to coverage or eligibility under this Plan.
Members must also immediately disclose to MHN if they have filed a Workers’ Compensation claim, or were
injured by a third party.

As a condition of enrollment and to receive benefits under this Plan — MHN, its agents, independent contractors
and Participating Practitioners shall be entitled to release to, or obtain from, any person, organization or
government agency, any information and records, including patient records of Members, which MHN requires
or is obligated to provide pursuant to legal process, or federal, state or local law. Each Member expressly
consents to, authorizes and directs Participating Providers, or others who are giving treatment or advice, to
make available to MHN such medical and mental health reports, records and other information, or copies
thereof, as MHN may request for the purposes of administering this Plan.
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Member Rights & Responsibilities

As a Member, you have the right to:

Receive information regarding MHN services and clinical guidelines.

Call MHN for assistance 24 hours a day, 365 days a year.

Call “911” in an Emergency.

Ask questions about and see documentation of your Practitioner’s credentials and experience.

Receive prompt, competent and courteous treatment from all MHN staff and Practitioners.

Discuss appropriate or medically necessary treatment options, regardless of cost or benefit coverage, and
obtain a clear explanation of MHN’s criteria for determining medical necessity.

Confidentiality of your medical records to the extent protected by state and federal law.

Protected Individuals are not required to obtain the policyholder, primary subscriber, or other
enrollee’s authorization to receive Sensitive Services or to submit a claim for Sensitive Services if you
have the right to consent.

Obtain an explanation regarding legally required exceptions to confidentiality.

Receive a clear explanation from your Practitioner about the recommended Treatment Plan and the expected
length of treatment.

Participate in decision-making regarding your treatment.

Refuse or terminate treatment at any time.

Be treated with respect and recognition of your dignity and need for privacy.

Receive an explanation from your Practitioner of any consequences that may result from refusing treatment.
Obtain a clear explanation of MHN’s reasons for determining that care is not Medically Necessary.

Appeal a denial.

File complaints with MHN, or the California Department of Managed Health Care or applicable State
Department of Insurance, if you experience problems with MHN or your Practitioner.

Suggest ways to improve the MHN Member Rights & Responsibilities policies and procedures.

Receive a complete explanation of your fees and charges.

Receive a clear explanation of your financial responsibility when you use out-of-network providers.

As a Member, it is your responsibility to:

Consent to providing information (from you or your provider) needed by MHN and/or your provider, to
provide proper treatment.

Actively participate in developing treatment goals and strategies for achieving those goals.

Follow the Treatment Plans you have agreed upon with your Practitioner.

Cancel appointments within the guidelines described by MHN or your Practitioner.

Read your Evidence of Coverage or other material outlining your behavioral health benefits.

Ask questions to ensure your understanding of Covered Services, limitations and any Authorization
procedures, and comply with the rules and conditions as stated.

Pay any Copayments at the time of service.

Demonstrate courtesy and respect to your Practitioner, the Practitioner’s staff and MHN’s employees, and
expect similar treatment in return.

A copy of the Member Rights & Responsibilities can also be viewed online at
https://members/mhn/com/web/public/default/Memberinformation/RightsAndResponsibilities.
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Program Overview

To help you with emotional, stress-related or substance abuse issues, Mira Costa College has made available to
you and your eligible family members high quality, affordable Behavioral Healthcare Services. These services
are provided through MHN’s Behavioral Healthcare Services.

If you use MHN’s services, your treatment will be afforded the confidentiality protected by state and federal
law. Exceptions to confidentiality include, but are not limited to, mandatory reporting of child and elder abuse,
subpoena or court order and certain disclosures made by persons dangerous to themselves or others. A
statement describing MHN’s policies and procedures for preserving the confidentiality of medical records is
available and will be furnished upon request. You may also view the policies at the back of this booklet and on
MHN’s web site at www.MHN.com.

You acknowledge that health care providers may disclose health information about you or your dependents,
including information regarding substance abuse or mental/emotional conditions, to MHN. MHN uses and
discloses this information for purposes of treatment, payment and health plan operations, including but not

limited to utilization management, quality improvement and disease or case management programs.

You can call MHN toll-free, 24 hours a day, 365 days a year at [1-800-728-9899].

How the Program Works:

Call the toll-free number
above

An intake specialist
will assess your situation and
suggest any one of a number of
steps, depending on your needs.

Referral to Referral to Immediate transfer Referral to a
an appropriate counselor a specialist for a of your call to a licensed facility, hospital or
for face-to-face assessment telephone consultation, counselor for an outpatient treatment program,
or short-term counseling. if applicable. emergency assessment. depending on benefits.
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Important Information About Preauthorization

To access your Behavioral Healthcare Services, you must first obtain Authorization of coverage and a referral
from MHN to a Participating Practitioner before receiving any services — unless specifically stated otherwise in
this Evidence of Coverage. Detailed benefit information is located on the Benefit Chart listed in the Appendix
section of this booklet.

Except in an Emergency, services and supplies provided without Preauthorization will not be covered by MHN
—even if those services or supplies would have been covered had the Member requested Preauthorization. In
some cases, a hon-Participating Practitioner may provide covered services at Participating Facility where we have
authorized you to receive care. You are not responsible for any amounts beyond your cost share for the covered
services you receive at Participating Facilities where we have authorized you to receive care.

Preauthorization of coverage by MHN is conditioned upon the Member’s eligibility for coverage at the time the

Covered Services are received. If the Member was not eligible for coverage after Preauthorization was given,
MHN will deny coverage accordingly.

Behavioral Healthcare Services

MHN arranges for the provision of Inpatient and Outpatient Behavioral Healthcare Services. MHN reviews
your mental health and/or Substance Use Disorder needs with your Participating Provider to confirm the
requested care is Medically Necessary. If MHN determines that the requested care is Medically Necessary and
covered under this Plan, coverage is authorized according to the Benefits, terms and conditions set forth in this
Evidence of Coverage.

Under this Plan, MHN only authorizes and pays for Medically Necessary treatment, as defined in the
“Definitions” section of this booklet. For a detailed explanation of your Employer’s or Group’s specific
Behavioral Healthcare Services, please refer to the Benefit Chart in the listed in the Appendix section of this
booklet.

How Do | Obtain Behavioral Healthcare Services?

Emergency Care

If you are experiencing severe symptoms and are impaired in your functioning to the extent that you present an
immediate danger to yourself or others or you are in crisis and need immediate assistance, call the 911
emergency response system or go to the nearest emergency room. If you are in crisis and need immediate
assistance, MHN’s licensed counselors also are available 24 hours a day, 365 days a year for immediate
telephone intervention and consultation.

v In an Emergency, Preauthorization for treatment is not required. However, you, your Participating Provider,
or your family member should call MHN as soon as possible after an Emergency Admission for
Authorization of care rendered following Emergency Services and Care. MHN will then review your case
to ensure eligibility and appropriateness of treatment.

v If you are out of California and require Emergency care, please call MHN any time of the day or night for a
referral to one of our nationwide Participating Providers. If there are no Participating Providers nearby,
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MHN will refer you to a non- Participating Provider. In the event that MHN cannot find you a referral, or if
it’s not feasible to contact MHN, you should go to the nearest provider.

v If you require Emergency care when a Participating Provider is not available, all Covered Services will be
covered only until such time as it is medically appropriate for you to transfer to a Participating Provider.
After that time, MHN may limit coverage under this Plan to services and supplies rendered by Participating
Providers if MHN determines that transfer to a Participating Provider is medically appropriate. Your
consent and cooperation with this transfer is a condition of coverage under this Plan. Refusal of transfer
may result in denial of coverage from the date that MHN determines it is medically appropriate for the
Member to transfer to a Participating Provider.

Non-Emergency Care

v Call MHN at [1-800-728-9899] for a referral to a Participating Provider and to request Authorization of
treatment.

v"If you think you require an Inpatient, residential or structured treatment program, you must obtain
Preauthorization from MHN. You must provide all necessary information concerning your problem before
you begin treatment.

v" MHN will evaluate your problem and refer you to a Participating Practitioner or Participating Facility
Provider. MHN will contact the Participating Provider to confirm the authorized treatment.

v" MHN will continue to review your treatment with your Participating Provider to determine Medical
Necessity and the appropriate level of care for your problem. MHN must authorize all Behavioral
Healthcare Services, including transfers to different levels of care and any additional services. Please refer
to the “Utilization Review” section of this booklet for more information.

Utilization Review

This Plan includes prior, concurrent and retrospective reviews of certain proposed treatments to determine
whether the proposed treatment is Medically Necessary and if the services are covered under this Plan. An
example of concurrent review is MHN’s review of whether current use of an Inpatient facility is the appropriate
treatment setting for the patient’s symptoms. An example of retrospective review is MHN’s review of whether
past use of a hospital was appropriate for the patient’s symptoms.

The final judgment of the reviewer or professional review organization is not a substitute for the independent
judgment of the treating Practitioner, Hospital or Facility as to the course of treatment. Utilization review
decisions which are not consistent with a treating Practitioner, Hospital or Facility’s determination do not
preclude treatment or hospitalization — but do determine MHN’s coverage for such treatment or hospitalization
under this Plan.

Claiming Benefits

All actions described in this section to be taken by a claimant (Member), likewise may be taken by a
representative of the claimant duly authorized by him or her to act on his or her behalf in such matters (an
“Authorized Representative”). MHN may require such evidence it deems reasonably necessary or advisable to
verify the authority of any such representative to act. You do not need to complete claims forms for Behavioral
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Healthcare Services obtained by Participating Providers. Participating Providers will file the claim for you and
will be paid directly by MHN.

Authorization, Modification or Denial of Services:

The requirements for processing requests for Authorization depend on the type of request submitted. The types

of requests are: “urgent”, “pre-service”, “post-service” or concurrent. Here are the definitions of the types of
Authorizations, followed by the rules that apply to each type:

DEFINITIONS

Urgent Care: Urgent Care is care or treatment for medical care or treatment with respect to which the
application of standard processes for making care decisions:

e Could seriously jeopardize your life, health or ability to regain maximum function; or

e Would subject you to severe pain that cannot be adequately managed without the care or treatment that is
the subject of the claim. A physician with knowledge of your medical condition must make determinations
regarding the severity of pain.

If a physician with knowledge of your medical condition determines that your claim is an Urgent Care Claim,
MHN will treat it as such. A health care professional with knowledge of your medical condition shall be
permitted to act as your Authorized Representative for purposes of filing and appealing an Urgent Care Claim.

Pre-Service, Non-Urgent: A request for authorization of medical care or treatment that you have not yet
received, which is conditioned in whole or in part on MHN's approval of coverage in advance of obtaining the
medical care.

Post-Service: A request for payment or reimbursement of costs for medical care that has already been provided
and which is not an Urgent Care or a Pre-Service request.

Concurrent Care: A request for authorization of an extension or modification to an approved course of
treatment that is already in progress, such as an inpatient hospitalization.
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RULES APPLICABLE TO AUTHORIZATION, MODIFICATION OR DENIAL OF
SERVICES:

Failure To Follow Procedures Regarding Request for Authorization:

If you fail to follow the proper procedures when requesting authorization for Pre-Service, Non-Urgent or Urgent
Care, MHN will notify you regarding the proper procedures to be followed to complete the process within:

o 5 days of MHN’s receipt of a Pre-Service, Non-Urgent request; or
o 24 hours of MHN’s receipt of an Urgent Care request.

Insufficient Information

If MHN requires additional information in order to make a determination, you will be notified regarding what
information is necessary and given a reasonable amount of time to provide MHN with the requested
information. However, please note, that a failure to provide such information in a reasonably timely manner
may result in the request being denied.

Notice Of Determination

Urgent Care (Pre-Service or Concurrent): MHN will notify you of its decision as soon as possible, taking
into account medical exigencies, but not later than 72 hours after MHN’s receipt of your Urgent Care request.

If you fail to provide MHN with information sufficient to enable MHN to make a decision, you will be notified
as soon as possible, but not later than 24 hours after MHN’s receipt of your request for authorization. At that
time, MHN will specify the additional information required. You will then have at least 48 hours to provide the
specified, missing information. Depending on your circumstances, including illness, you may be given a longer
time to provide the missing information. MHN will provide you with its decision on the request for
authorization as soon as possible, but in no case later than 48 hours after the earlier of MHN’s receipt of the
specific information or the end of the period afforded you to provide the specified missing information.

Non-Urgent Request (Pre-Service): MHN will make a decision in a timely fashion appropriate for the nature
of the Member’s condition, not to exceed five (5) business days after MHN’s receipt of the information
reasonably necessary and requested by MHN to make the determination. If MHN becomes aware that it cannot
make a decision within the required time frame because it is not in receipt of all of the information reasonably
necessary and requested, or because MHN requires consultation by an expert reviewer, or because MHN has
asked that an additional examination or test be performed on the Member (which test is reasonable and
consistent with good medical practice), MHN will immediately, within the timeframes specified above in this
paragraph, notify the Member, in writing, that it cannot make a decision within the required time frame, and
MHN shall specify the information requested, but not received, or the expert reviewer to be consulted, or the
additional examinations or tests required, and the anticipated date on which a decision will be rendered.

Non-Urgent Request (Concurrent Care): If MHN has approved an ongoing course of treatment to be

provided to you over a period of time or a number of treatments, MHN’s reduction or termination of the course

of treatment (other than by amendment or termination of this Plan) constitutes a denial of your request. Any

reduction or termination by MHN of the approved course of treatment (other than by Plan amendment or

termination) before the end of the period of time or number of treatments originally prescribed is considered an

adverse benefit determination. In the event of such a denial, MHN will notify you in sufficient time prior to the
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reduction or termination in order to allow you to appeal and obtain a determination on appeal before the benefit
IS reduced or terminated.

If you request that the course of treatment be extended beyond the period of time or number of treatments
originally approved and such request is an Urgent Care, the request will be decided as soon as possible, taking
into account the medical exigencies. MHN will notify you of its benefit determination not later than 24 hours
after its receipt of the request for authorization, provided the request for an extension is made at least 24 hours
prior to the expiration of the originally approved period of time or number of treatments.

If your request for extended treatment is not made within 24 hours before the end of the approved treatment and
the request to extend is considered Urgent Care, a determination will be made according to the Urgent Care
time frames described earlier. If an ongoing course of treatment was previously approved for a specific period
of time or number of treatments, and your request to extend treatment is a non-urgent circumstance, your
request will be considered a new and decided according to Pre-Service or Post-Service time frames, whichever
applies.

If the Request for Authorization Is Denied

If arequest for authorization is denied, delayed or modified due to determination that the services or treatment
were not Medically Necessary or appropriate, either in whole or in part, you will receive a written notice
explaining the reasons for the determination including:

. The specific reason or reasons why the request was denied, delayed or modified.

. Reference to the MHN plan provisions on which the decision is based.

. If more information is needed, a description of any material necessary to process the request properly
and why the materials are needed.

J A description of MHN’s appeals process and any time limits applicable to such procedures.

. A copy of any internal rule, guideline, protocol, or other similar criterion relied upon in denying the
request, or a statement that a copy will be provided free of charge upon request.

. If your request was denied based on a Medical Necessity or experimental treatment or similar exclusion

or limit, either an explanation of the scientific or clinical judgment for the determination applying the
terms of the MHN plan to the claimant's medical circumstances or a statement that such an explanation
will be provided free of charge upon request.

. If your request was an Urgent Care request, a description of the expedited review process is available to
you.

Appealing A Denial Of Services:

After receiving a denial, to appeal it, you or your Authorized Representative must submit a written request for
review by MHN. The request must be made within 180 days and should be accompanied by documents or
records in support of the appeal. You may make your appeal request telephonically by calling MHN at [1-800-
728-9899]. As part of the review procedure, you or your Authorized Representative are entitled to:

. Examine and obtain copies, free of charge, of all health plan documents, records and other information
that were used in making the determination.

o Submit written comments, documents, records, and other information relating to the claim or request.

. Obtain information identifying the medical or vocational experts whose advice was obtained on behalf

of MHN in connection with the denial of the claim or request. (You are entitled to this information even

if MHN did not rely on the information in making its determination).
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. Designate someone to act as your representative in the review procedure.
In addition, MHN’s review of the appeal must be conducted in accordance with the following rules:

. MHN may not defer to the initial denial of the claim or request. Review of the appeal must be
conducted by a MHN Medical Director who is neither the individual who initially denied the claim or
request, nor a subordinate of such individual.

. If denial of the initial claim or request was based in whole or in part on a medical judgment (including
decisions as to whether a drug, treatment, or other item is experimental, investigational, or not Medically
Necessary or appropriate), a MHN Medical Director must consult with a health care professional who
has appropriate training and experience in the field of medicine involved in the medical judgment. This
health care professional cannot be an individual who was consulted in connection with the initial
decision on the claim or request, nor the subordinate of such an individual.

. If you are appealing the denial of an Urgent Care request, the request for an expedited appeal may be
submitted orally or in writing, and all necessary information may be transmitted between you and MHN
by telephone, facsimile or any other available efficient method.

J If you are submitting a grievance about a cancellation of coverage for Client’s non-payment of
premiums, the grievance will be treated as an expedited grievance.

MHN will notify you of the decision on the appeal. Such notice will be provided to you:

o As soon as possible, taking into account the medical exigencies, but not later than 72 hours after MHN’s
receipt of the appeal of an Urgent Care request.
. Within a reasonable period of time appropriate to the medical circumstances, but not later than 30 days

after MHN’s receipt of the appeal of a Pre-Service request..
. Within a reasonable period of time, but not later than 30 days after MHN's receipt of the appeal of a
Post-Service request..

If the appeal is denied, a written notice containing the information set forth below will be provided.

. The specific reason or reasons for the denial of the appeal.

. Reference to the specific MHN plan provisions on which the denial is based

. A statement that you are entitled to receive, upon request and free of charge, access to, and copies of, all
documents, records, and other information relevant to your claim for benefits.

o If an internal rule, guideline, protocol, or other similar criterion was relied upon in denying the claim, a

copy of that rule, guideline, protocol or criterion, or a statement that a copy will be provided free of
charge upon request.

. If the request was denied based on a Medical Necessity or experimental treatment or similar exclusion
or limit, either an explanation of the scientific or clinical judgment for the determination applying the
terms of the MHN plan to the claimant's medical circumstances or a statement that such an explanation
will be provided free of charge upon request.

MHN Levels of Appeal

A request for an appeal because of a denial of Authorization can be made by Members, Practitioners, Facilities
or the Member’s Authorized Representative.
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If MHN’s decision involves a delay, denial or modification of health care services related to an Experimental or
Investigational Therapy, MHN’s written determination will inform the enrollee of his/her immediate right to
submit an application for Independent Medical Review (“IMR”) to the Department of Managed Health Care
(the “Department”) if certain conditions are met. The Member need not first participate in MHN’s Appeal
Process. Please see the section on “Independent Medical Review” for further information.

MHN Mandatory Internal Review: If the Member has an Urgent Care Claim, the Member or his or her
provider or Authorized Representative can request an expedited, telephonic appeal of a denial of Authorization
for payment by calling MHN at [1-800-728-9899]. An appeal via telephone will be arranged and concluded
within seventy-two hours with a Peer Reviewer different from the one who issued the initial denial.

Standard Written Appeal: If the Member does not have an Urgent Care Claim, the Member or Provider may
submit a Standard Written Appeal. Appeal determinations are made within a reasonable period of time
appropriate to the medical circumstances, but no later than 15 days after receipt of such claim in the case of Pre-
Service request and 30 days after receipt for Post-Service request. A Peer Reviewer different from the one who
made the initial denial decision, reviews the request. The appeal request may be made telephonically by calling
MHN at [1-800-728-9899] or by sending a written request to:

MHN

Appeals Unit

PO Box 10697

San Rafael, CA 94912

Independent Medical Review (Voluntary for Members): If the decision constitutes a denial of benefits and
the Member has exhausted the MHN Mandatory Internal Review described above, the Member may request a
review by the Independent Medical Review (“IMR”) organization under contract with the Department. The
Member has the right under California law to apply to the Department for IMR if:

1. The Member believes that health care services eligible for coverage and payment under their MHN plan
subscriber contract have been improperly denied, modified, or delayed by MHN or one of its Participating
Providers because the service is not Medically Necessary (see the section below entitled “Medical
Necessity”); OR

2. MHN’s decision involves a delay, denial or modification of health care services related to a denial of
coverage for an Experimental or Investigational Therapy (see the section below entitled “Experimental
or Investigational Therapy”).

Unless the Member’s situation requires immediate attention, when a decision is based on a determination of
Medical Necessity, the Member may request IMR from the Department after participating in MHN’s Appeal
Process for 30 days. If the denial of coverage is related to an Experimental or Investigational Therapy the
Member may apply immediately to the Department for IMR; there is no requirement to participate in MHN’s
Appeal Process for 30 days.

Medical Necessity: You may request an IMR of Disputed Health Care Services from the Department if you
believe that health care services eligible for coverage and payment under your MHN plan have been improperly
denied, modified, or delayed by MHN or one of its Participating Providers. A "Disputed Health Care Service"
is any health care service eligible for coverage and payment under your MHN plan that has been denied,
modified, or delayed by MHN or one of its Participating Providers, in whole or in part because the service is not
Medically Necessary.
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The IMR process is in addition to any other procedures or remedies that may be available to you. MHN must
provide you with an IMR application form with your grievance disposition letter that denies, modifies, or delays
health care services. This disposition letter will state MHN’s_position on the Disputed Health Care Service.
You pay no application or processing fees of any kind for IMR. You have the right to provide information in
support of the request for IMR.

Eligibility: Your application for IMR will be reviewed by the Department to confirm that it meets all the
eligibility requirements of the law for IMR set out below:

1. (A) Your Participating Provider has recommended a health care service as Medically Necessary, or (B) You
have received urgent care or emergency services that a Participating Provider determined to have been
Medically Necessary, or (C) In the absence of the Participating Provider recommendation described in
(1)(A) above, you have been seen by a Participating Provider for the diagnosis or treatment of the medical
condition for which you seek IMR;

2. The Disputed Health Care Service has been denied, modified, or delayed by MHN or one of its Participating
Providers, based in whole or in part on a decision that the health care service is not Medically Necessary;
and

3. You have filed a grievance with MHN and the disputed decision is upheld or the grievance remains
unresolved after 30 days. Within the next six months, you may apply to the Department for IMR, or later, if
the Department agrees to extend the application deadline. If your grievance requires expedited review you
may bring it immediately to the Department’s attention. The Department may waive the requirement that
you follow MHN’s grievance process in extraordinary and compelling cases. If your case is eligible for
IMR, the dispute will be submitted to a medical specialist who will make an independent determination of
whether or not the care is Medically Necessary. You will receive a copy of the assessment made in your
case from the IMR. If the IMR determines the service is Medically Necessary, MHN must provide the
Disputed Health Care Service. If your case is not eligible for IMR, the Department will advise you of your
alternatives.

For non-urgent cases, the IMR organization designated by the Department must provide its determination
within 30 days of receipt of the application for review and the supporting documents. For urgent cases
involving imminent and serious threat to your health, including, but not limited to, serious pain, the potential
loss of life, limb, or major bodily function, or the immediate and serious deterioration of your health, the IMR
organization must provide its determination within three business days.

Experimental or Investigational Therapy: If MHN’s decision involves a delay, denial or modification of
health care services related to a denial of coverage for an Experimental or Investigational Therapy, such
decision is subject to the IMR process, and MHN will, within five business days of MHN’s decision to deny
coverage, send a written determination to the Member notifying the Member of his/her right to submit an
application for IMR to the Department. The Department does not require Member participation in MHN’s
grievance system prior to seeking IMR for a denial of an Experimental or Investigational Therapy. In order to
receive IMR through the Department the Member must meet all of the following criteria:

1. The Member must have a Life-threatening or Seriously Debilitating condition. For purposes of independent
review, “life-threatening” means either or both (i) diseases or conditions where the likelihood of death is
high unless the course of the disease is interrupted, and/or (ii) diseases or conditions with potentially fatal
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outcomes, where the end point of clinical intervention is survival. “Seriously debilitating,” means diseases
or conditions that cause major irreversible morbidity.

2. The Member’s Participating Provider must certify that the Member has a disease or condition, as defined in
(1) above, for which (i) standard therapies have not been effective in improving the condition of the
Member, (ii) standard therapies would not be medically appropriate for the Member, or (iii) there is no more
beneficial standard therapy covered by MHN than the therapy proposed.

3. Either (a) the Member’s Participating Provider has recommended a drug, device, procedure or other therapy
that the Participating Provider certifies in writing is likely to be more beneficial than any available standard
therapies, or (b) the Member’s provider who is not under contract with MHN, but is appropriately licensed
and qualified to treat the Member’s condition, has requested a therapy that, based upon two documents from
the Medical and Scientific Evidence, is likely to be more beneficial than standard therapies.

4. The specific drug, device, procedure or other therapy recommended would be a Covered Service except for
MHN’s determination that it is an Experimental or Investigational Therapy.

5. If your case is eligible for IMR, the dispute will be submitted to a medical specialist who will make an
independent determination based on relevant Medical and Scientific Evidence of whether or not the care is
Medically Necessary. You will receive a copy of the assessment made in your case from the IMR. If the
IMR determines the service is Medically Necessary, MHN must provide the Disputed Health Care Service.
If your case is not eligible for IMR, the Department will advise you of your alternatives.

Arbitration

Sometimes disputes or disagreements may arise between you (including your enrolled family members, heirs or
personal representatives) and MHN regarding the duties, obligations or responsibilities of MHN, your employer
or group, or you under the terms and conditions of your Plan orthis Evidence of Coverage, or regarding other
matters relating to or arising out of your membership in this Plan. Typically such disputes are handled and
resolved through the MHN Grievance and Appeal Process described above. However, in the event that a dispute
is not resolved in that process, MHN uses binding arbitration as the final method for resolving all such disputes,
whether stated in tort, contract or otherwise, and whether or not other parties such as employer groups, health
care providers, or their agents or employees, are also involved. In addition, disputes with MHN involving
alleged professional liability or medical malpractice (that is, whether any medical services rendered were
unnecessary or unauthorized or were improperly, negligently or incompetently rendered) also must be submitted
to binding arbitration.

As a condition to becoming a MHN Member, you agree to submit all disputes you may have with MHN, except
those described below, to final and binding arbitration. Likewise, MHN agrees to arbitrate all such disputes.
This mutual agreement to arbitrate disputes means that both you and MHN are bound to use binding arbitration
as the final means of resolving disputes that may arise between the parties, and thereby the parties agree to
forego any right they may have to a jury trial on or otherwise have a court hear such disputes. However, no
remedies that otherwise would be available to either party in a court of law will be forfeited by virtue of this
agreement to use and be bound by MHN’s binding arbitration process. This agreement to arbitrate shall be
enforced even if a party to the arbitration is also involved in another action or proceeding with a third party
arising out of the same matter.

MHN’s binding arbitration process is conducted by selection of mutually acceptable arbitrator(s). The Federal
Arbitration Act, 9 U.S.C. 8 1, et seq., will govern arbitrations under this process. In the event that total amount
of damages claimed is $200,000 or less, the parties shall, within 60 days of the demand for arbitration to MHN,
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appoint a mutually acceptable single neutral arbitrator who shall hear and decide the case and have no
jurisdiction to award more than $200,000. In the event that total amount of damages is over $200,000, the
parties shall, within 60 days of the demand for arbitration to MHN, appoint a panel of three neutral arbitrators
(unless less than three is mutually agreed upon), who shall hear and decide the case.

Avrbitration can be initiated by submitting a demand for arbitration to MHN at the address provided below. The
demand must have a clear statement of the facts, the relief sought and a dollar amount.

Litigation Administrator

21650 Oxnard Street, #1520

Woodland Hills, CA 91367-4901

Upon receipt of a demand for arbitration by MHN, the parties will have 60 days to attempt to reach an
agreement to select mutually acceptable arbitrator(s) as outlined above. If the parties fail to reach an agreement
during this time frame, then either party may apply to a Court of Competent Jurisdiction for appointment of the
arbitrator(s) who would hear and decide the matter.

The arbitrator is required to follow applicable state or federal law. The arbitrator may interpret this Evidence of
Coverage, but will not have any power to change, modify or refuse to enforce any of its terms, nor will the
arbitrator have the authority to make any award that would not be available in a court of law. At the conclusion
of the arbitration, the arbitrator will issue a written opinion and award setting forth findings of fact and
conclusions of law, and that award will be binding on all parties. The parties will share equally the arbitrator's
fee involved in the arbitration. Each party also will be responsible for their own attorneys’ fees.

In cases of extreme hardship to a Member, the Member may request that MHN assume all or a portion of a
Member’s share of the fees and expenses of the arbitration and MHN may do so at its sole discretion. Upon
written notice by the Member requesting a hardship application, MHN will forward the request to an
independent professional dispute resolution organization for an assessment of the basis of the hardship request.
Such a request for hardship should be submitted to the Litigation Administrator at the address provided above.

Effective for plan years beginning on and after July 1, 2002, Members who are enrolled in an employer’s plan
that is subject to ERISA, 29 U.S.C. 8 1001 et seq., a federal law regulating certain types of benefit plans, are not
required to submit disputes about certain "adverse benefit determinations” made by MHN to mandatory binding
arbitration. Under ERISA, an "adverse benefit determination” means a decision by MHN to deny, reduce,
terminate or not pay for all or a part of a benefit. However, you and MHN may voluntarily agree to arbitrate
disputes about these "adverse benefit determinations” at the time the dispute arises.
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Complaints and Grievances

As a condition of enrollment and a contractual term of the Agreement and this Evidence of Coverage, Members
are required to submit all grievances through MHN’s grievance procedures. MHN’s grievance procedures, as
specified below, must be completed before the Member may file for any legal action or arbitration, as described
above, to receive a final and binding resolution of the grievance.

Please note: After participating in MHN’s grievance and/or appeals process for a period of thirty (30) days, the
Member has the right to file a request for assistance with the Department. When MHN has notice of a case
involving imminent and serious threat to the health of the patient, including, but not limited to, severe pain,
potential loss of life, limb or major bodily function, MHN provides the following: (a) immediate notification to
the Member of their right to notify the Department of the grievance, and (b) no later than three days from
receipt of the notice of such grievance request, a written statement to the Member and the Department on the
disposition or pending status of the grievance. See Section entitled “The Department of Managed Health Care.”

Grievance Process

Grievances may be filed with any MHN staff member, in writing, on-line at www.mhn.com or by calling MHN.
You may call MHN at [1-800-728-9899], or write to:

MHN

Quality Management Department
PO Box 10697

San Rafael, CA 94912

2. MHN staff members document grievances by filling out an MHN Grievance Report Form.

3. Grievances involving quality of care are investigated and resolved by MHN Quality Management staff. All
written grievances are acknowledged by the Quality Management department in writing within five (5) days of
MHN’s receipt of the grievance.

5. All grievances are resolved within thirty (30) days of MHN’s receipt of the grievance.
6. Members are notified in writing of the resolution of the grievance.

7. For grievances where resolution information can be given, if the Member is dissatisfied with the outcome
of the grievance, he/she can appeal by writing to:

MHN

Quality Management Department

PO Box 10697

San Rafael, CA 94912

The Department of Managed Health Care

The California Department of Managed Health Care is responsible for regulating healthcare service plans. If you
have a grievance against your health plan, you should first telephone your health plan at [1-800-728-9899], and use
the plan's grievance process before contacting the department. Utilizing this grievance procedure does not prohibit
any potential legal rights or remedies that may be available to you. If you need help with a grievance involving an
emergency, a grievance that has not been satisfactorily resolved by your health plan, or a grievance that has
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remained unresolved for more than 30 days, you may call the department for assistance. You may also be eligible
for an Independent Medical Review (IMR). If you are eligible for IMR, the IMR process will provide an impartial
review of medical decisions made by a health plan related to the medical necessity of a proposed service or
treatment, coverage decisions for treatments that are experimental or investigational in nature and payment disputes
for emergency or urgent medical services. The department also has a toll-free telephone number (1-888-466-2219)
and a TDD line (1-877-688-9891) for the hearing and speech impaired. The department’s internet website
www.dmhc.ca.gov has complaint forms, IMR application forms and instructions online.

Second Opinion for Members

You, as a Member, have the right to request a second opinion when:

= You are concerned about your Participating Practitioner’s diagnosis or Treatment Plan.

* You are not satisfied with the result of the treatment rendered.

= You question a diagnosis or plan of care for a condition that threatens loss of life, limb, bodily function, or
substantial impairment, including, but not limited to, a serious chronic condition.

= The clinical indications are complex or confusing, a diagnosis is in doubt due to conflicting test results, or
the Participating Practitioner is unable to diagnose the condition.

= The Treatment Plan in progress is not improving your medical condition within an appropriate period of
time for the diagnosis and plan of care.

= |f you have attempted to follow the plan of care or consulted with the initial Participating Practitioner due to
serious concerns about the diagnosis or plan of care.

To request an Authorization for a second opinion, contact your Participating Practitioner or MHN. The
Practitioner rendering the second opinion will provide a written consultation report to MHN, the Member and
the original Participating Practitioner.

When a Member requests a second opinion, he/she is responsible for any applicable Copayments.

If the Member faces an imminent and serious threat to health, including, but not limited to, the potential loss of
life, limb or other major bodily function, or lack of timeliness would be detrimental to the ability to regain
maximum function, the second opinion will be rendered in a timely fashion appropriate to the nature of the
condition not to exceed 72 hours of MHN's receipt of the request, whenever possible. For a complete copy of
this policy, contact MHN at [1-800-728-9899].
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About Our Providers

Choice of Participating Providers

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT
GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED.

MHN offers members a network of Participating Providers that include:
= Psychiatrists
= Psychologists
= Clinical social workers
= Marriage and Family Therapists
= Masters level counselors
= Substance Use Disorder, rehabilitation and mental health facilities

Provider Information

MHN maintains a database of information on Participating Providers, including their address, telephone
number, professional degree, board certification and subspecialty qualifications. If you have questions
regarding any of our Participating Providers, or you would like a list of Participating Providers located within
your geographic area, you can call us at [1-800-728-9899]. You may also view and print a list of MHN’s
Participating Providers via our website at www.MHN.com. MHN’s roster of Participating Providers is subject
to change. Although MHN updates our website on a weekly basis so that the information includes only
providers currently available to service members, we cannot guarantee the initial or continued availability of
any particular Participating Provider.

Remember that all Covered Services must be provided by a Participating Practitioner or Participating Facility
Provider. For Authorization and a referral to an MHN Participating Practitioner or Participating Facility
Provider, please call MHN at [1-800-728-9899]. Exceptions to this rule are cases of an Emergency, if
Authorization is provided in writing by MHN’s Medical Director or his/her designee, or as otherwise permitted
under this Plan.

Can | Change Practitioners?

When you call MHN, every attempt is made to help you select a Participating Provider who will best meet your
needs. If you are dissatisfied with the Participating Provider, you may call us for a referral to another
Participating Provider. There may also be times when you require care that your initial Participating Provider is
unable to administer. In this case, just call MHN or have your Participating Provider call us and we will make a
referral to another Participating Provider.

Continuity of Care

New Members: If your Employer or Group has changed health plans and you were receiving services from a

non- Participating Provider for a current episode involving an Acute, chronic or serious Mental Health Disorder,

MHN may, if certain other criteria are met, authorize continuing services from your non- Participating Provider.
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This decision is determined by MHN, in consultation with the Member and the non-Participating Provider, and
consistent with good professional practice. If authorized, MHN will provide a reasonable transition period for
you to continue your course of treatment with the non- Participating Provider prior to transferring to a
Participating Provider. The length of the transition period takes into account on a case-by-case basis, the
severity of the Member’s condition and the amount of time necessary to effect a safe transfer, and reasonable
consideration is given to the potential clinical effect of a change of provider on the Member’s treatment for the
condition.

MHN may require a non- Participating Provider whose services are continued for a newly covered Member to
agree in writing to be subject to the same terms and conditions that are imposed upon Participating Providers
providing similar services who are not capitated and who are practicing in the same or a similar geographic area
as the non- Participating Provider, including, but not limited to, rates, credentialing, hospital privileging,
utilization review, peer review and quality assurance requirements. The Member's copayments, deductibles or
other cost-sharing requirements will be the same as they would be if the Member were receiving care from a
Participating Provider.

Among other limitations, new member continuity of care services do not apply if you were offered and refused
an out-of-network option by your Employer, or if you had the option to continue with your previous health plan
or non-Participating Provider and instead voluntarily chose to change health plans, or if the non-Participating
Provider does not agree to abide by the terms and conditions contained in MHN’s standard participating
provider contract.

If you feel that you are in need of continuity of care services or if you would like a copy of MHN’s new
member continuity of care policy, please contact MHN at [1-800-728-9899].

Members Whose Practitioner’s Contract Has Been Terminated or Not Renewed: If you are receiving care
for an Acute or serious chronic condition and your Participating Practitioner’s contract is terminated or not
renewed, you may call MHN at the telephone number in this booklet and request continuing care by your
Participating Practitioner for Medically Necessary Services, provided you are still eligible. Continuing care
may be provided for a period of time necessary to complete a course of treatment and to arrange for a safe
transfer to another provider. This decision is determined by MHN, in consultation with the terminated
Practitioner, and consistent with good professional practice.

MHN may require the terminated Practitioner whose services are continued beyond the contract termination
date to agree in writing to be subject to the same contractual terms and conditions that were in effect prior to
termination. This includes, but is not limited to rates, credentialing, hospital privileging, utilization review, peer
review, and quality assurance requirements.

If the terminated Practitioner does not agree to comply or does not comply with MHN’s contractual terms and
conditions, MHN will not be obligated to continue the Practitioner's services beyond the contract termination
date. Further, if the terminated Practitioner voluntarily terminates his or her contract, MHN is not obligated to
continue the Practitioner's services beyond the contract termination date.

Your copayments, deductibles, or other cost-sharing components during the period of continuation of care with
a terminated Practitioner will be the same amount that you would have paid when receiving care from a
currently contracted Participating Practitioner. Your Practitioner must agree to accept MHN reimbursement as
payment in full for Covered Services.
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MHN will not provide continuing care by a Practitioner whose contract with MHN has been terminated or not
renewed for reasons relating to medical disciplinary cause or reason, as defined in paragraph (6) of subdivision
(a) of Section 805 of the Business and Professions Code, fraud or other criminal activity.

MHN also will not cover services or provide benefits that are not otherwise covered under the terms and
conditions of this Plan.

Provider Compensation

Generally, MHN compensates its Participating Providers on a fee-for-service basis. MHN may use financial
incentives when paying Participating Providers. You may request more information about our payment
methods by contracting the Customer Contact Center at the telephone number on your MHN 1D card.

Reimbursement and Claims Information

You do not need to complete claim forms. Just pay your Copayment, Coinsurance or Deductible, as applicable,
directly to your Participating Provider.

Prepayment Fees

Your Employer or Group is responsible for paying Prepayment Fees in full and on time as well as collecting
any applicable Member Prepayment Fees due to MHN. If you are required to pay any part of the Prepayment
Fee, your Employer or Group will notify you. You may obtain information regarding Prepayment Fees and any
necessary payroll deductions from your Employer or Group. MHN will contact your Employer or Group at
least thirty (30) days in advance of any change to the premium payment requirements.

Member’s Liability for Payment

Members Using Participating Provider Benefits: When a Member receives Covered Services from a
Participating Provider, the Member is responsible for any applicable Copayments and for payments for non-
Covered Services or benefits that exceed specified limitations. MHN’s participating provider agreements
stipulate that, in the event MHN fails to pay the Participating Provider, you and your Dependents will not be
responsible to the Participating Provider for any sums owed by MHN.

Note: There will be no coverage for services provided by non-Participating Providers unless specifically
authorized in writing by MHN or otherwise stated on the Benefits Chart at the back of this booklet.

Other Charges

Copayments, coinsurance and deductibles are a Member’s share of the costs for Covered Services, which are
paid directly to the Participating Provider at the time care is rendered.

The specific Copayment, coinsurance and deductible amounts, if any, that apply to Covered Services are listed
on the Benefit Chart in the Appendix section of this booklet.
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Exclusions and Limitations of Benefits

This section details the services, treatments and supplies MHN will not cover. Also, services, treatment, or
supplies that are otherwise excluded from coverage in this Evidence of Coverage or exceed the limitations in
this Evidence of Coverage will not be covered. Please read these Exclusions carefully before seeking any
counseling or treatment through MHN.

MHN administers Behavioral Healthcare Services in accordance with the Benefit Chart outlined in the back
section of this booklet. MHN will not cover services which are not Medically Necessary Services (See
Definitions Section). MHN will cover only those Behavioral Health Services which are:

Delivered by Participating Providers who are acting within the scope of their license, if any is required
under California law.

Except in the event of Emergency Services and Care, pursuant to treatment plans, of Participating
Practitioners that prescribe Covered Services for diagnosed Mental Health Disorders or Substance Use
Disorders and

Which treatment plans are developed by a Practitioner who is qualified and licensed to provide Covered
Services. (Please see the Section entitled “Emergency Care”) and

Where Behavioral Health Treatment for Pervasive Developmental Disorder or Autism

is required by a Treatment Plan certain additional requirements apply as set forth in the “Definitions”
section below, under Behavioral Health Treatment for Pervasive Developmental Disorder or Autism

In addition, the following services are not covered by MHN:

Services in excess of those with respect to which Authorization by MHN is obtained.

All prescription or non-prescription drugs and laboratory fees, except for drugs and laboratory fees
prescribed by a Practitioner in connection with treatment and/or screening for a Mental Health Disorder.

Inpatient services, treatment, or supplies rendered without Authorization, except in the event of Emergency
Services and Care.

Healthcare services, treatment, or supplies rendered in a non-Emergency by a provider who is not a
Participating Provider, unless Authorization by MHN has been received or as otherwise provided by the
Plan.

Court-ordered testing and treatment, except when Medically Necessary and within the allowable visits
under the Plan contract.

Private Hospital rooms and/or private duty nursing, unless determined to be a Medically Necessary Service
and Pre-Authorization from MHN is obtained.
Ancillary services such as:

Vocational rehabilitation within a treatment plan designed exclusively for the purpose of attaining skills
needed to obtain or retain employment.
o Speech or occupational therapy.

o Sleep therapy, however Medically Necessary treatment of sleep disorders, which are related to or
comprise a Mental Health Disorder are covered.

o Nutrition services, except as otherwise required by law.
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o Custodial Services for services and supplies that are intended to help a Member meet their personal,
non-medical or non-behavioral health needs. This exclusion does not apply to Medically Necessary
Covered Services provided to a Member residing in a custodial care facility.

e Educational skills

No coverage for services if the purpose of the services is to gain academic knowledge for educational
advancement in order to help students to achieve passing marks and advance from grade to grade. For
example, MHN does not cover:

(1) Tutoring

(2) Special education or instruction that is required and designed to assist a handicapped
child to make academic progress.

(3) Academic coaching

This exclusion does not apply to “health education,” and medically necessary basic health care (behavioral)
testing and treatment for pervasive developmental disorders or Autism.

e Employment skills

No coverage for services within a treatment plan designed exclusively for employment counseling or
training, investigations required for employment, education for obtaining or maintaining employment or for
professional certification or vocational rehabilitation, or education for personal or professional growth.

e Social skills
No coverage for teaching manners or etiquette.

e Psychological testing except as conducted by a Practitioner, acting within the course and scope of his
license, for assistance in treatment planning, including medication management or diagnostic clarification
and specifically excluding psychological testing related to medical conditions that are not Mental Health
Disorders or to determine surgical readiness. Also excluded is coverage for scoring of automated computer
based reports, unless the scoring is performed by a provider qualified to perform it.

e Services to repair or replace or the replacement of supplies incident to damage to a hospital or facility
caused by the Member but are not due to the Member’s medical or mental condition.

e Healthcare services, treatment or supplies determined to be Experimental by MHN in accordance with
accepted mental health standards, except as otherwise required by law. (Please see section entitled
“Independent Medical Review”)

o Biofeedback treatment or hypnotherapy, unless preauthorized by the Plan based upon Medical Necessity.
e Acupuncture

e Services received before the Member’s effective date, during an Inpatient stay that began before the
Member’s effective date or services received after the Member’s coverage ended, except as specifically
stated herein.

e Professional services received from a person who lives in the Member’s home or who is related to the
Member by blood or marriage.

e Services performed in any emergency room that is not for the treatment of a Mental Health Disorder or
Substance Use Disorder.
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e Services received out of the Member’s primary state of residence except in the event of Emergency
Services and Care and as otherwise authorized by MHN.

e Electro-Convulsive Therapy (ECT) except as preauthorized by MHN based upon Medical Necessity.

Coordination of Benefits

When a Member is covered under this Plan and any Other Plan, coverage under this Plan is coordinated with the
benefits of the Other Plan so that the combination of the two plans will not provide benefits exceeding the
expenses incurred.

MHN reserves the right to obtain reimbursement from such Other Plan for the value of the services provided.
Members are responsible to facilitate such payment to MHN or any of its Participating Providers.

In determining the primary and secondary carrier responsibility for benefits with the Other Plan, MHN uses the
guidelines of the Agreement and any applicable laws and regulations.

Termination of Coverage

Termination of Agreement

The Agreement between MHN and your Employer or Group specifies how long the Plan remains in effect and
under what conditions your Employer or Group may terminate the Agreement.

MHN may terminate the Agreement for non-payment of Prepayment Fees and for any other reason specified in
the Agreement.

In the event of Group’s non-payment of Prepayment Fees when due, then MHN will mail the Employer or
Group a notice of cancellation 30 days before any cancellation of coverage (“Grace Period”). This notice of
cancellation will provide the Employer or Group information regarding the consequences of the Employer or
Group’s failure to pay the Prepayment Fees within 30 days of the date the notice of cancellation was mailed.
Such cancellation will not be effective until the day the notice of start of Grace Period is dated and coverage
will remain uninterrupted before the expiration of the Grace Period. Such cancellation shall not be mailed until
the last date of paid coverage and the cancellation shall not be effective until the expiration of the Grace Period.

MHN will permit reinstatement of the Agreement once during any twelve (12) month period if the Employer or
Group pays all required Prepayment Fees within thirty (30) days of the date of notice of cancellation.

Upon termination of the Agreement by either party, your Employer or Group is responsible for notifying you
about the change in coverage.
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Termination of Member’s Benefits

The Plan may cancel a Member’s coverage where the Plan demonstrates that the Member has performed an act
or practice constituting fraud or has made an intentional misrepresentation of material fact, as prohibited by the
terms of coverage. However, after 24 months following a Member’s coverage under this Agreement, the Plan
may not cancel coverage due to any omissions, misrepresentations or inaccuracies contained in the Member’s
enrollment form or materials whether willful or not. Acts or practices which constitute fraud, subjecting the
Member to cancelation under this section include:

Member provided fraudulent or intentionally misrepresented or fraudulently concealed information of material

fact;

= The plan demonstrates fraud or an intentional misrepresentation of material fact under the terms of the
health care service plan contract by the individual contract holder or employer.

= Obtained or attempted to obtain services or benefits by means of fraud or intentional misrepresentations of a
material fact.

Termination of coverage for the Subscriber automatically terminates coverage for his/her Dependents. If a
Subscriber ceases to be eligible according to the provisions listed in the Agreement, coverage will be terminated
for the Subscriber and any enrolled Dependents effective on midnight of the last day of the month in which such
event occurred.

If a Dependent ceases to be eligible according to the provisions of the Agreement, coverage will only be
terminated for that person — effective on midnight of the last day of the month in which the loss of eligibility
occurred.

MHN will conduct a fair investigation of the facts before any termination for any of the above reasons is carried
out.

For California Members only: If you feel that your coverage was canceled, or your renewal was denied
because of your health status or requirements for healthcare services, you may request a review of any such
termination or denial by the California Department of Managed Health Care (the “Department”). The
Department’s toll-free number is 888-HMO-2219 (888-466-2219).

Renewal Provisions

This Plan automatically renews on the anniversary date of the Agreement, unless notice of termination is served
within the time specified or as otherwise provided in the Agreement. However, MHN may change its fees,
benefits, or the terms of the Agreement on the anniversary date of this Plan, unless otherwise mandated by law.

Continuation of Coverage

In accordance with the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”), a Member who
loses coverage under this Plan is entitled under certain conditions to elect to continue group coverage if the
Employer or Group is not exempted under COBRA. California law provides that an employee and his or her
spouse who qualified for COBRA coverage following termination of employment may be entitled to additional
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COBRA-like coverage (“Cal-COBRA”). Please check with your Employer or Group to determine if you are
eligible for COBRA and/or Cal-COBRA and see additional disclosures below.

Generally, COBRA requires all employers or groups of 20 or more employees to offer to continue group
coverage for up to 18 months to employees and their Dependents who lose coverage due to termination of
employment (except for gross misconduct) or reduction in hours worked, and for up to 36 months to
Dependents who lose coverage due to the death of the employee, divorce or legal separation from the employee
or to children who no longer qualify as covered Dependents.

“Extended” coverage of up to 29 months is available to certain COBRA beneficiaries who are disabled at the
time of their qualifying event and entitled to Social Security disability benefits. Continuation of group coverage
rights under COBRA continue until either the exhaustion of the maximum continuation periods or a
“terminating event” occurs (e.g., termination of all group plans provided by Employer or Group, failure of
Member to pay monthly Prepayment Fees when due, the Member is or becomes covered under any other group
plan without limitation as to the totally disabling condition, or the Member is or becomes entitled to Medicare
coverage).

Benefits of the continuation plan are identical to this Plan. The cost of the coverage will be 102% of the
applicable group rate (including any portion previously paid by Employer or Group) during the period of basic
COBRA coverage and 150% of the applicable group rate during the period of “extended” coverage (i.c., 19th
through 29th month for disabled beneficiaries).

UNDER COBRA, THE EMPLOYER OR GROUP IS SOLELY RESPONSIBLE FOR ALL
NOTIFICATION, ADMINISTRATION, AND OTHER COMPLIANCE RESPONSIBILITIES. Please
consult with your Employer or Group for questions regarding continuation of group coverage. You should
receive notice from your Employer or Group plan administrator of your eligibility for group continuation
coverage if a qualifying event occurs. In the event of a Subscriber’s death, this notice should be sent to the
Subscriber’s Dependents.

Failure of a Subscriber or affected Dependents to notify Employer or Group within 60 days of a divorce,
legal separation or a Dependent child’s loss of eligibility will result in loss of eligibility for group
continuation coverage. The Employer or Group must notify MHN of the occurrence and related date of
any qualifying event within thirty (30) days of the incident. If the Member fails to provide such notice to
the Employer or Group, then the Member will not be entitled to continuation coverage under this Plan.

COBRA coverage will begin at the time group coverage ends if you apply and pay the required Prepayment
Fees within 60 days after receiving notice of eligibility for continuation coverage or the date of loss of
coverage, whichever is later. If you elect to continue coverage within the time required, your coverage will be
retroactively reinstated to the date you or your Dependents were last covered under the Agreement. Any
Prepayment Fees for retroactive coverage must be paid to MHN no later than 45 days from the date you elect to
continue coverage. You will be billed for current coverage monthly by your Employer or Group. Your
Employer or Group must pay Prepayment Fees to MHN by the 20th day of each month prior to the month of
coverage. Coverage will be canceled on midnight of the last day for which payment was last made if
Prepayment Fees are not received within 30 days of the due date.

Members who are Dependents will be offered the same services and benefits as are offered to Subscribers. If

the group health plan of a Group is changed, these changes will be applied to the Subscribers and Dependents

who have properly elected continuation coverage pursuant to this provision. There will be no interruption or
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lapse in coverage for a Subscriber or Dependent who properly elects continuation coverage, provided that all
Prepayment Fees are paid to and received by MHN on time. If a Subscriber or Dependent does not elect
continuation coverage hereunder or fails to pay premiums for continuation coverage as required by this Section,
the Subscriber or Dependent will be responsible for payment to MHN on a fee-for-service basis of all charges
for services and benefits provided to the Subscriber or Dependent by MHN, if any, following the date on which
the Subscriber or Dependent ceases to be eligible for Covered Services under the Agreement.

Additional Cal-COBRA Disclosures

Note: If you have a qualifying event as explained above, elected COBRA coverage on or after January 1, 2003,
have exhausted federal COBRA coverage and have had less than 36 months of COBRA coverage, you may
have the opportunity to continue coverage through Cal-COBRA for up to 36 months from the date that federal
COBRA coverage began. You must also notify your Employer or Group of the following qualifying events:

The death of the covered Subscriber.

The divorce or legal separation of the covered Subscriber from the covered Subscriber's spouse.

The loss of dependent status by a Dependent enrolled in the Plan.

With respect to a covered Dependent only, the covered Subscriber’s entitlement to benefits under Title
XVIII of the United States Social Security Act (Medicare).

Please contact your Employer or Group to determine if you are eligible for extended Cal-COBRA
coverage.

You must request the continuation coverage in writing and deliver the written request, by first- class mail, or
other reliable means of delivery, including personal delivery, express mail, or private courier company, to the
Group within the 60-day period following the later of (1) the date your coverage under the group benefit plan
terminated or will terminate by reason of a qualifying event, or (2) the date you were sent notice of the ability to
continue coverage under the group benefit plan.

The notice will state the amount of the Prepayment Fees you are required to pay MHN. The first Prepayment
Fee required to establish premium payment must be delivered by first- class mail, certified mail, or other
reliable means of delivery, including personal delivery, express mail, or private courier company, to MHN,
within 45 days of the date you provided written notice of your election to continue coverage. In order for
coverage to continue, the first Prepayment Fee paid by you must be, at a minimum, an amount that is sufficient
to pay any required premiums that are owed and all premiums amounts that may or may not be past due.

In the event that your continuation coverage terminates under a prior group benefit plan, you may continue your
coverage for the balance of the period that you would have remained covered under the prior group benefit plan,
including the requirements for election and payment.

Payment For Cal-COBRA

The Member must pay MHN 110% of the applicable group rate charged for employees and their dependents. If
the maximum period of coverage is extended beyond the initial 18 months for an additional 11 months due to a

determination by the Social Security Administration that the Qualified Beneficiary is totally disabled, pursuant
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to Title 11 or Title XV1 of the Social Security Act, the Member must pay 150% of the applicable group rate for
the additional 11 months of coverage.

Disqualifying Events

e Continuation coverage will terminate if you fail to comply with the requirements pertaining to enrollment
in, and payment of Prepayment Fees to, MHN within 30 days of receiving notice of the termination of the
prior group benefit plan.

e Failure to submit the correct Prepayment Fee amount within the 45-day period will disqualify the qualified
beneficiary from receiving continuation coverage pursuant to this provision.

e Your employer ceases to provide group benefits to his or her employees.

e You move out of your plan’s service area.

e You commit fraud or deception in the use of Plan services.

Other Things to Know

The Independent Contractor Relationship

The relationship between MHN and Participating Providers is that of an independent contractor. Participating
Providers are not agents or employees of MHN, nor is MHN and/or its employees and agents an employee or
agent of any Participating Provider. MHN and its Participating Providers are not authorized to represent each
other for any purposes, nor are they or any of their respective officers, agents or employees to be construed to
be officers, agents or employees of the other. Participating Providers maintain the provider-patient relationship
with Members and are solely responsible to Members for all services they provide to Members. In no event
shall MHN be liable for negligence, wrongful acts or omissions of Participating Providers.

MHN and your Employer or Group are independent contractors in relation to one another and no joint venture,
partnership, employment, agency or other relationship is created by the Agreement. Neither MHN nor your
Employer or Group are liable for any act, negligence or omission of the other, nor are they each other’s agents
or employees. Neither MHN nor your Employer or Group is authorized to represent the other for any purpose.
None of the parties to the Agreement nor any of their respective officers, agents or employees shall be
construed to be the officer, agent or employee of any other party.

Regulations

MHN is licensed in the State of California as a specialized healthcare service plan and regulated by the
California Department of Managed Health Care. As such, MHN is subject to the requirements of the Knox-
Keene Health Care Service Plan Act (the “Act”). Any provisions required to be in this Evidence of Coverage
by the Act or by law shall bind MHN whether or not provided in this Evidence of Coverage.

Public Policy

MHN permits Members to participate in establishing its public policy by contacting MHN at [1-800-728-9899].
For the purposes of description, “public policy”” means acts performed by MHN and its employees to assure the
comfort, dignity and convenience of Members who rely on Participating Providers to provide Covered Services.
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Non-Assignability of Benefits
Members cannot transfer the coverage and benefits of this Plan to another person without the prior written

consent of MHN. Such a request may be denied for any reason. MHN reserves the right to make payment of
benefits, at its sole discretion, directly to the Participating Provider or to the Member.

Organ Donation

Organ donation can extend and enhance lives and is an option you may want to consider. For more information
on the subject, please contact the U.S. Department of Health and Human Services.

Antifraud Plan

MHN maintains a toll-free Fraud & Abuse Hotline at (800) 327-0566 where members, practitioners and
employees can refer suspected fraudulent activity in the submission of claims.
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

This Notice tells you about the ways in which MHN (referred to as “we” or “the Plan”) may collect, use and
disclose your protected health information and your rights concerning your protected health information.
“Protected health information” is information about you, including demographic information, that can
reasonably be used to identify you and that relates to your past, present or future physical or mental health or
condition, the provision of health care to you or the payment for that care.

We are required by federal and state laws to provide you with this Notice about your rights and our legal duties
and privacy practices with respect to your protected health information, and notify you in the event of a breach
of your unsecured protected health information. We must follow the terms of this Notice while it is in effect.
We reserve the right to change this Notice. We reserve the right to make the revised or changed Notice
effective for your protected health information we already have as well as any of your protected health
information we receive in the future. We will promptly revise and distribute this Notice whenever there is a
material change to the uses or disclosures, your rights, our legal duties, or other privacy practices stated in the
Notice. This will include, but may not be limited to updating the Notice on our web site. Some of the uses and
disclosures described in this Notice may be limited in certain cases by applicable state laws that are more
stringent than the federal standards.

How We May Use and Disclose Your Protected Health Information

We may use and disclose your protected health information for different purposes. The examples below are
provided to illustrate the types of uses and disclosures we may make without your authorization for payment,
health care operations and treatment.

e Payment. We use and disclose your protected health information in order to pay for your covered health
expenses. For example, we may use your protected health information to process claims, to be reimbursed
by another insurer that may be responsible for payment or for premium billing.

e Health Care Operations. We use and disclose your protected health information in order to perform our
plan activities, such as quality assessment activities or administrative activities, including data management
or customer service.

e Treatment. We may use and disclose your protected health information to assist your health care providers
(doctors, pharmacies, hospitals, and others) in your diagnosis and treatment. For example, we may disclose
your protected health information to providers to provide information about alternative treatments.

e Plan Sponsor. We may disclose your protected health information to a sponsor of the group health plan,
such as an employer or other entity that is providing a health care program to you. We can disclose your
protected health information to that entity if it has contracted with us to administer your health care program
on its behalf.

Person(s) Involved in Your Care or Payment for Your Care. We may also disclose protected health
information to a person, such as a family member, relative, or close personal friend, who is involved
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with your care or payment. We may disclose the relevant protected health information to these persons if
you do not object or we can reasonably infer from the circumstances that you do not object to the
disclosure; however, when you are not present or are incapacitated, we can make the disclosure if, in the
exercise of professional judgment, we believe the disclosure is in your best interest.

Other Permitted or Required Disclosures

As Required by Law. We must disclose protected health information about you when required to do so by
law.

Public Health Activities. We may disclose protected health information to public health agencies for
reasons such as preventing or controlling disease, injury, or disability.

Victims of Abuse, Neglect or Domestic Violence. We may disclose protected health information to
government agencies about abuse, neglect, or domestic violence.

Health Oversight Activities. We may disclose protected health information to government oversight
agencies (e.g., California Department of Health Services) for activities authorized by law.

Judicial and Administrative Proceedings. We may disclose protected health information in response to a
court or administrative order. We may also disclose protected health information about you in certain cases
in response to a subpoena, discovery request, or other lawful process.

Law Enforcement. We may disclose protected health information under limited circumstances to a law
enforcement official in response to a warrant or similar process; to identify or locate a suspect; or to provide
information about the victim of a crime.

Coroners, Funeral Directors, Organ Donation. We may release protected health information to coroners
or funeral directors as necessary to allow them to carry out their duties. We may also disclose protected
health information in connection with organ or tissue donation.

Research. Under certain circumstances, we may disclose protected health information about you for
research purposes, provided certain measures have been taken to protect your privacy.

To Avert a Serious Threat to Health or Safety. We may disclose protected health information about you,
with some limitations, when necessary to prevent a serious threat to your health and safety or the health and
safety of the public or another person.

Special Government Functions. We may disclose information as required by military authorities or to
authorized federal officials for national security and intelligence activities.

Workers’ Compensation. \We may disclose protected health information to the extent necessary to comply
with state law for workers’ compensation programs.

Fundraising Activities. We may use or disclose your protected health information for fundraising
activities, such as raising money for a charitable foundation or similar entity to help finance its activities. If
we do contact you for fundraising activities, we will give you the opportunity to opt-out, or stop, receiving
such communications in the future.
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Other Uses or Disclosures that Require Your Written Authorization

We are required to obtain your written authorization to use or disclose your protected health information, with
limited exceptions, for the following reasons:

Marketing. We will request your written authorization to use or disclose your protected health information
for marketing purposes with limited exceptions, such as when we have face-to-face marketing
communications with you or when we provide promotional gifts of nominal value.

Sale of Protected Health Information. We will request your written authorization before we make any
disclosure that is deemed a sale of your protected health information, meaning that we are receiving
compensation for disclosing the protected health information in this manner.

Psychotherapy Notes — We will request your written authorization to use or disclose any of you
psychotherapy notes that we may have on file with limited exception, such as for certain treatment, payment
or health care operation functions.

Other Uses or Disclosures. All other uses or disclosures of your protected health information not
described in this Notice will be made only with your written authorization, unless otherwise permitted or
required by law.

Revocation of an Authorization. You may revoke an authorization at any time in writing, except to the
extent that we have already taken action on the information disclosed or if we are permitted by law to use
the information to contest a claim or coverage under the Plan.

Your Rights Regarding Your Protected Health Information

You have certain rights regarding protected health information that the Plan maintains about you.

Right to Access Your Protected Health Information. You have the right to review or obtain copies of
your protected health information records, with some limited exceptions. Usually the records include
enrollment, billing, claims payment, and case or medical management records. Your request to review
and/or obtain a copy of your protected health information records must be made in writing. We may charge
a fee for the costs of producing, copying, and mailing your requested information, but we will tell you the
cost in advance. If we deny your request for access, we will provide you a written explanation and will tell
you if the reasons for the denial can be reviewed and how to ask for such a review or if the denial cannot be
reviewed.

Right to Amend Your Protected Health Information. If you feel that protected health information
maintained by the Plan is incorrect or incomplete, you may request that we amend, or change, the
information. Your request must be made in writing and must include the reason you are seeking a change.
We may deny your request if, for example, you ask us to amend information that was not created by the
Plan, as is often the case for health information in our records, or you ask to amend a record that is already
accurate and complete.

If we deny your request to amend, we will notify you in writing. You then have the right to submit to us a
written statement of disagreement with our decision, and we have the right to rebut that statement.
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Right to an Accounting of Disclosures by the Plan. You have the right to request an accounting of certain
disclosures we have made of your protected health information. The list will not include our disclosures
related to your treatment, our payment or health care operations, or disclosures made to you or with your
authorization. The list may also exclude certain other disclosures, such as for national security purposes.

Your request for an accounting of disclosures must be made in writing and must state a time period for
which you want an accounting. This time period may not be longer than six years and may not include dates
before April 14, 2003. Your request should indicate in what form you want the list (for example, on paper or
electronically). The first accounting that you request within a 12-month period will be free. For additional
lists within the same time period, we may charge for providing the accounting, but we will tell you the cost
in advance.

Right to Request Restrictions on the Use and Disclosure of Your Protected Health Information. You
have the right to request that we restrict or limit how we use or disclose your protected health information
for treatment, payment or health care operations. We may not agree to your request. If we do agree, we will
comply with your request unless the information is needed for an emergency. Your request for a restriction
must be made in writing. In your request, you must tell us (1) what information you want to limit;
(2) whether you want to limit how we use or disclose your information, or both; and (3) to whom you want
the restrictions to apply. MHN will not disclose medical information related to sensitive health care
services provided to a protected individual to the policyholder, primary subscriber, or any plan
enrollees other than the protected individual receiving care, absent an express written authorization
of the protected individual receiving care.

Right to Receive Confidential Communications. Protected Individuals have the right to request that
We communicate with You about Your PHI at an alternative mailing address, email address or
telephone number You designate. MHN permits subscribers and enrollees to request, and shall
accommodate requests for, confidential communication in the form and format requested by the
individual, if it is readily producible in the requested form and format, or at alternative locations.
The confidential communication request shall be valid until the subscriber or enrollee submits a
revocation of the request or a new confidential communication request is submitted. The confidential
communication request shall apply to all communications that disclose medical information or
provider name and address related to receipt of medical services by the individual requesting the
confidential communication. A request for confidential communication shall be implemented by
MHN within seven 7 calendar days of the receipt of an electronic transmission or telephonic request
or within 14 calendar days of receipt by first-class mail delivered. MHN will acknowledge receipt of
the confidential communications request and advise the subscriber or enrollee of the status of
implementation of the request if a subscriber or enrollee contacts MHN. For Protected Individuals
who have not designated an alternative mailing address, MHN will send the communications to the
address or telephone number on file in the name of the Protected Individual.

Please send requests for Confidential Communications to the following address:
MHN NSU

PO Box 10697

San Rafael, CA 94912

Or email to:

AuthorizationDisclosure@healthnet.com.
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e Right to opt-out of mailed accrual (accumulator) notices. You have the right to opt-out of receiving
mailed accrual (accumulator) notices regarding your Deductibles and Out-Of-Pocket Maximums. You can
ask to receive those notices electronically instead. You can mail your request directly to: MHN P.O. Box
550 Rancho Cordova, CA 95741-0550.

e Right to Receive Sensitive Services. You are not required to obtain the policyholder, primary subscriber, or
other enrollee’s authorization to receive sensitive services or to submit a claim for sensitive services if you
have the right to consent. For protected individuals who have not designated an alternative mailing address,
MHN will send the communications to the address or telephone number on file in the name of the protected
individual.

¢ Right to a Notice in the Event of a Breach. You have a right to receive a notice of a breach involving
your protected health information (PHI) should one occur.

e Right to a Paper Copy of This Notice. You have a right at any time to request a paper copy of this Notice,
even if you had previously agreed to receive an electronic copy.

e Contact Information for Exercising Your Rights. You may exercise any of the rights described above by
contacting our Privacy Office. See the end of this Notice for the contact information.

Health Information Security

MHN requires its employees to follow the MHN security policies and procedures that limit access to health

information about members to those employees who need it to perform their job responsibilities. In addition
MHN maintains physical, administrative, and technical security measures to safeguard your protected health
information.

Changes to This Notice

We reserve the right to change the terms of this Notice at any time, effective for protected health information
that we already have about you as well as any information that we receive in the future. We will provide you
with a copy of the new Notice whenever we make a material change to the privacy practices described in this
Notice. We also post a copy of our current Notice on our website at www.healthnet.com. Any time we make a
material change to this Notice, we will promptly revise and issue the new Notice with the new effective date.

Privacy Complaints

If you believe that your privacy rights have been violated, you may file a complaint with us and/or with the
Secretary of the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to
200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, (TDD: 1-866-788-4989) or
visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. All complaints to the Plan must be made in writing and
sent to the Privacy Office listed at the end of this Notice. We support your right to protect the privacy of your
protected health information. We will not retaliate against you or penalize you for filing a complaint.
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Contact the Plan

If you have any questions about this Notice or you want to submit a written request to the Plan as required in
any of the previous sections of this Notice, please contact:

Address: MHN/Health Net Privacy Office
Attention: Privacy Officer
P.O. Box 9103
Van Nuys, CA 91409

You may also contact us at:
Telephone:  1-800-522-0088

Fax: 1-818-676-8314
Email: Privacy@healthnet.com
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Notice of Non-Discrimination

In addition to the State of California nondiscrimination requirements (as described in benefit coverage
documents), Managed Health Network (MHN), complies with applicable federal civil rights laws and does 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, or sex.

MHN:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified sign language interpreters and written information in other formats (large print, accessible electronic
formats, other formats).

* Provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact MHN’s Customer Contact Center at 1-888-426-0023 (TDD: 711)

If you believe that MHN has failed to provide these services or discriminated in another way, you can file a
grievance by calling the number above and telling them you need help filing a grievance; MHN’s Customer
Contact Center is available to help you. You can also file a grievance by mail, fax or online at:

MHN Appeals & Grievances

2370 Kerner Blvd

San Rafael, CA 94901

Fax: 1-415-257-1454

Online: www.mhn.com

If you are not satisfied with the decision or it has been more than 30 days since you filed the complaint, you

may submit an Independent Medical Review Application/Complaint Form to the Department of Managed
Health Care (DMHC). The form is available at IMR _Application/Complaint Form.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019
(TDD: 1-800-537-7697) if there is a concern of discrimination based on race, color, national origin, age,
disability, or sex..

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

Whenever the following definitions are capitalized in this Evidence of Coverage, they will have the
meaning stated below:

Acute: Sudden onset or abrupt change of a Mental Health Disorder requiring prompt attention, but which is of
limited duration, as determined by MHN.

Agreement: Includes the agreement between MHN and Employer or Group, this Evidence of Coverage and
any addenda and/or amendments thereto.

Alternate Treatment: A planned, medical therapeutic program for persons with Mental Health Disorders. This
includes diagnosis, medical care, and treatment when the patient does not require full-time hospitalization, but
does need more intensive care than traditional Outpatient visits.

Appeal Process: The formal process by which MHN offers a mechanism to review a denial or Disputed Health
Care Service. Appeals may be requested orally or in writing by the Member, a person acting on behalf of the
Member or the Member’s Participating Provider.

Appropriately Qualified Participating Health Care Practitioner: A licensed health care Practitioner who is
acting within his or her scope of practice and who possesses a clinical background, including training and
expertise, related to the particular illness, disease, condition or conditions associated with the request for a
second opinion.

Authorization: A decision in writing by MHN’s Medical Director or his/her designee that the services that a
Member will receive or has received under a particular Plan meet MHN clinical criteria. Requests for
Authorization will be denied if not Medically Necessary, if in conflict with MHN’s policies or are otherwise not
covered under the Plan. The actual payment of benefits is determined by eligibility at the time services were
rendered, Authorization, and available Benefits.

Behavioral Healthcare Services: Those services determined by MHN to be Medically Necessary for the
treatment of Mental Health Disorder or Substance Use Disorder health benefits determined by MHN to be
Covered Services under this Plan.

Behavioral Health Treatment for Pervasive Developmental Disorder or Autism: Behavioral health
treatment includes Inpatient and Outpatient professional and facility services and treatment programs, including
applied behavior analysis and evidence-based behavior intervention programs, that develop or restore, to the
maximum extent practicable, the functioning of a Member diagnosed with pervasive developmental disorder or
autism.

e The treatment must be prescribed by a licensed Physician and surgeon, or developed by a licensed
psychologist, and must be provided under a documented Treatment Plan prescribed, developed and
approved by a Qualified Autism Service Provider providing treatment to the Member for whom the
treatment plan is developed. The treatment must be administered by one of the following:

o Qualified Autism Service Provider;

o A qualified autism service professional supervised by the qualified autism service provider.
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o A qualified autism service paraprofessional supervised by a qualified autism service provider or
qualified autism service professional.

e A Provider, who is a licensed physician or licensed psychologist, must establish the diagnosis of pervasive
developmental disorder or autism. In addition, the Qualified Autism Service Provider must submit the
initial Treatment Plan to MHN.

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

e The Qualified Autism Service Provider must submit updated Treatment Plans to MHN for continued
behavioral health treatment beyond the initial six months and at ongoing intervals of no more than six-
months thereafter. The updated treatment plan must utilize evidence-based practices, with demonstrated
clinical efficacy in treating pervasive developmental disorder or autism.

e The Qualified Autism Service Provider may discontinue intensive behavioral intervention services when
the treatment goals and objectives are achieved or no longer appropriate.

Benefits: Behavioral Healthcare Services that are covered by Client’s Plan as further set forth in the Appendix
labeled “Benefits Chart” section of this booklet.

Combined Evidence of Coverage and Disclosure Form: A document issued by MHN or another licensed
health plan or insurer to a Member that describes a summary description of Covered Services under the
applicable Plan.

Complaint: Any expression of dissatisfaction from a member, whether received in writing or on the telephone.

Continuity of Care: The provision of managed and organized healthcare that will facilitate the continuity of
Covered Services in a timely manner to Members.

Coordination of Benefits: The coordination of the payment of benefits between two or more payors of
benefits, on a primary or secondary payor basis, to avoid duplication of benefit payments as provided in the
Agreement.

Copayment: The payment to be collected directly by the Participating Practitioner or Participating Facility
Provider from the Member for certain Covered Services, excluding permitted Deductibles, if any.

Covered Services: Substance Use Disorder or Mental Healthcare Services which constitute the Benefits that
are covered under this Plan. Coverage for preventive services as required by Federal Health Care Reform
(PPACA § 1001 and PHSA 8 2713), and as described in the Benefits Chart Appendix to this Evidence of
Coverage, will be limited to screening and appropriate referral. No other preventive services are covered by
this Plan. The determination of whether a service meets the criteria of a Covered Service as provided for by
the Plan rests with MHN.

Custodial Care: Care rendered to a Member who meets any of the following conditions:
Disabled mentally or physically and such disability is expected to continue and be prolonged.
Requires a protected, monitored, or controlled environment whether in an institution or in a home.
Requires assistance to support the essentials of daily living.
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Not under active and specific psychiatric treatment that will reduce the disability to the extent necessary to
enable the Member to function outside the protected, monitored, or controlled environment.

Dependent: Any person who is the legal spouse of a Subscriber, or a child of a Subscriber or Subscriber’s
spouse, who otherwise meets the eligibility requirements established under the Agreement and this Evidence of
Coverage and is enrolled in the Plan.

Deductible: That portion of the cost of Covered Services, if any, required under this Plan to be paid by the
Member prior to any liability for payment by MHN. You will be notified by us of your Deductible accumulation
for each month in which benefits were used. You can also obtain an update on your Deductible accumulation by
calling the Customer Contact Center at the telephone number on your ID card.

Diagnostic and Statistical Manual of Mental Disorders (DSM): A listing of diagnostic categories and
criteria which provides guidelines for making diagnoses of Mental Health Disorders. The DSM is a widely
accepted basis for describing the presence and type of these disorders. A DSM diagnosis of Mental Health
Disorder is a minimum requirement for the demonstration of Medical Necessity. The diagnosis must be
contained in the most recent edition of the DSM.

Disputed Health Care Service: Any claim for Behavioral Healthcare Services presented for payment as a
Covered Service under Client’s Plan that is denied, modified, or delayed by a decision of the Plan in whole or in
part due to a finding that the service is not Medically Necessary, not a Covered Service and/or that the service
was provided to a non-Covered Person.

Domiciliary Care: Inpatient institutional care provided to the Member not because it is Medically Necessary,
but because care in the home setting is not available, is unsuitable, or members of the patient’s family are
unwilling to provide the care. Institutionalization because of abandonment constitutes Domiciliary Care.

Emergency or Emergency Admission or Psychiatric Emergency Medical Condition: The sudden onset of a
condition manifesting itself by Acute symptoms of sufficient severity (including severe pain) that a Prudent
Layperson possessing an average knowledge of medicine and health, could reasonably expect in the absence of
immediate Behavioral Healthcare Services, could reasonably result in:

1. serious impairment to bodily functions;
2. placing the health of the Member, or others, in serious jeopardy; or
3. serious dysfunction of any bodily organ or part.

Emergency Services and Care: Screening, examination and evaluation by a physician or other personnel to the
extent permitted by applicable law and within the scope of their licensure and clinical privileges, to determine if
a Psychiatric Emergency Medical Condition exists, and the care and treatment necessary to relieve or eliminate
the Psychiatric Emergency Medical Condition, within the capability of the Facility.

Employer or Group: An employer, trust fund, licensed health plan or insurer, or other group or business entity
that has contracted with MHN for the provision of Behavioral Healthcare Services to Members.

Episode: An Episode is a course of treatment or program voluntarily undertaken for Chemical Dependency for
Substance Use Disorder. Each course of treatment will count as one (1) Episode if the Member resumes
interrupted treatment within 30 days of leaving treatment. If the return to treatment requires return to a higher
level of care, this would be a second Episode.
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Experimental (also “Experimental or Investigational Therapy”): Medical care that is determined by Plan to
be an investigatory or an unproven procedure or treatment regimen based on a failure to meet the generally
accepted standards of usual professional medical or mental health practice in the general professional
community, unless otherwise deemed appropriate by an Independent Medical Review organization.

Facility: A health or residential treatment center which is duly licensed by the state in which it operates to
provide Behavioral Healthcare Services. including Inpatient, residential, day treatment, partial hospitalization or
Outpatient care for the diagnosis and/or treatment of Substance Use Disorder and/or Mental Health Disorders.

Grievance: A complaint that is handled through the complaint process or an appeal that is handled through the
Appeal Process.

Hospital: Any duly licensed and accredited Acute care psychiatric Facility or psychiatric unit in a general
Acute care Hospital which provides Inpatient care and is engaged in providing facilities and services for the
diagnosis and treatment of Mental Health Disorders.

Independent Medical Review (“IMR”): Certain jurisdictions, including California, establish independent
medical review procedures to provide independent medical review of appeals denied by health care service
plans on the basis of Medical Necessity or because the service is an Experimental or Investigational Therapy.
In those jurisdictions, MHN provides notices of IMR in compliance with legal regulations.

Inpatient: A Member who has been admitted to a Hospital or other authorized institution for bed occupancy
for purposes of receiving necessary Behavioral Healthcare Services, with the reasonable expectation that the
Member will remain in the institution at least 24 hours.

Medical and Scientific Evidence: means the following sources:

1. Peer-reviewed scientific studies published in or accepted for publication by medical journals that meet
nationally recognized requirements for scientific manuscripts and that submit most of their published
articles for review by experts who are not part of the editorial staff.

2. Peer-reviewed literature, biomedical compendia, and other medical literature that meet the criteria of the
National Institute of Health’s National Library of Medicine for indexing in Index Medicus, Excerpta
Medicus (EMBASE), Medline, and MEDLARS data base Health Services Technology Assessment
Research (HSTAR).

3. Medical journals recognized by the Secretary of Health and Human Services, under Section 1861(t)(2) of
the Social Security Act.

4. The following standard reference compendia: The American Hospital Formulary Service Drug Information,
the American Medical Association Drug Evaluation, the American Dental Association Accepted Dental
Therapeutics, and the United States Pharmacopoeia-Drug Information.

5. Findings, studies, or research conducted by or under the auspices of federal government agencies and
nationally recognized federal research institutes, including the Federal Agency for Health Care Policy and
Research, National Institutes of Health, National Cancer Institute, National Academy of Sciences, Health
Care Financing Administration, Congressional Office of Technology Assessment, and any national board
recognized by the National Institute of Health for the purpose of evaluating the medical value of health
Services.

6. Peer-reviewed abstracts accepted for presentation at major medical association meetings.
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Medical Director: A physician licensed to practice medicine in the state of California and employed by MHN
to coordinate and monitor the Quality Management, Utilization Management, and Practitioner services for
MHN.

Medically Necessary Service (also ""Medically Necessary' or ""Medical Necessity'): means a service or
product addressing the specific needs of that patient, for the purpose of preventing, diagnosing, or treating an
illness, injury, condition, or its symptoms, including minimizing the progression of that illness, injury,
condition, or its symptoms, in a manner that is all of the following:

e In accordance with the generally accepted standards of Mental Health and Substance Use Disorder care.
e Clinically appropriate in terms of type, frequency, extent, site, and duration.

e Not primarily for the economic benefit of the health care service plan and subscribers or for the convenience
of the patient, treating physician, or other health care provider.

For these purposes:

e “Generally accepted standards of Mental Health and Substance Use Disorder care” means standards of care
and clinical practice that are generally recognized by health care providers practicing in relevant clinical
specialties such as psychiatry, psychology, clinical sociology, addiction medicine and counseling, and
behavioral health treatment. Valid, evidence-based sources establishing generally accepted standards of
Mental Health and Substance Use Disorder care include peer-reviewed scientific studies and medical
literature, clinical practice guidelines and recommendations of nonprofit health care provider professional
associations, specialty societies and federal government agencies, and drug labeling approved by the United
States Food and Drug Administration.

e “Health care provider” means any of the following:

o A person who is licensed under Division 2 (commencing with Section 500) of the Business and
Professions Code.

o An associate marriage and family therapist or marriage and family therapist trainee functioning pursuant
to Section 4980.43.3 of the Business and Professions Code.

o A qualified autism service provider or qualified autism service professional certified by a national entity
pursuant to Section 10144.51 of the Insurance Code and Section 1374.73.

o An associate clinical social worker functioning pursuant to Section 4996.23.2 of the Business and
Professions Code.

o An associate professional clinical counselor or professional clinical counselor trainee functioning
pursuant to Section 4999.46.3 of the Business and Professions Code.

o A registered psychologist, as described in Section 2909.5 of the Business and Professions Code.
o A registered psychological assistant, as described in Section 2913 of the Business and Professions Code.

o A psychology trainee or person supervised as set forth in Section 2910 or 2911 of, or subdivision (d) of
Section 2914 of, the Business and Professions Code.

Member: Any individual, who meets all applicable eligibility requirements specified within the Agreement
and this Plan, is enrolled under this Plan and for whom all required Prepayment Fees have been received and
accepted by MHN.
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Mental Health Disorder: A Mental Health Disorder is a nervous or mental condition that meets all of the
following conditions:

Itis a clinically significant behavioral or psychological syndrome or pattern.
It impairs a Member’s ability to function in one or more major life activities.

It is a condition listed as an Axis | Disorder in the most recent edition of the DSM by the American Psychiatric
Association.

Mental Healthcare Services: Those services determined by MHN to be Medically Necessary Services for the
treatment of a Mental Health Disorder, including Behavioral Health Treatment for Pervasive Developmental
Disorder or Autism, as defined above

Other Plan or Plan: Any of the following Plans that provide full or partial benefits for Behavioral Healthcare
Services:

Group, blanket or franchise insurance coverage.
Group or Hospital services plan contract, group practice, individual practice and other prepayment coverages.

Any coverage under labor-management trustee plans, union welfare plans, employer or group organization
plans, employee benefit organization plans or self-insured employee benefit plans.

Any coverage under governmental programs, and any coverage required or provided by any statute.

The term Other Plan refers separately to each policy, contract or other arrangement for services and benefits,
and separately with respect to that portion of any such policy, contract or other arrangement which reserves the
right to take the services and benefits of Other Plans into consideration in determining its benefits and that
portion which does not.

This Plan means that portion of the Agreement which provides for the provision of Covered Services for
Members.

Outpatient: The most you could have to pay per year for covered services. This includes any deductible,
coinsurance or copayment amounts. You will be notified by us of your Out-Of-Pocket Maximum accumulation
for each month in which benefits were used. You can also obtain an update on your Out-Of-Pocket Maximum
accumulation by calling the Customer Contact Center at the telephone number on your ID card.

Participating Facility Provider: A Hospital or a Facility that furnishes Behavioral Healthcare Services to
Members and has agreed, by signing an agreement with MHN, to accept the provisions of the applicable
agreement, including the Facility-specific compensation, as the total charge, whether paid fully by MHN or
requiring cost-sharing by the Member.

Participating Practitioner: A professional Practitioner who furnishes Behavioral Healthcare Services to
Members and has agreed, by signing a participating provider agreement with MHN, to accept the provisions of
the applicable agreement, including the contractually agreed upon compensation, as the total charge, whether
paid fully by MHN or requiring cost sharing by the Member.

Participating Provider: A professional Practitioner, Facility or Hospital that furnishes Behavioral Healthcare
Services to Members and has agreed, by signing a participating provider agreement with MHN, to accept the
provisions of the applicable agreement, including the contractually agreed upon compensation, as the total
charge, whether paid fully by MHN or requiring cost sharing by the Member.
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Peer Reviewer: MHN psychologists and psychiatrists who conduct peer review of requests that care managers
believe do not meet MHN level of care criteria. Psychologists may review the requests by Master’s level
clinicians as well as psychologists for Outpatient treatment only. Psychiatrists review any Outpatient services by
psychiatrists or other mental health practitioners and all Inpatient or Alternate Treatment requests. Only Medical
Directors or physician advisors conduct expedited or standard written appeals.

Practitioner: A psychiatrist, licensed psychologist, licensed clinical social worker, marriage family therapist or
masters level counselor, or Qualified Autism Service Provider or qualified autism service professional who is
duly licensed or certified under the laws of the California. Practitioner also includes qualified autism
paraprofessionals who are not licensed, as required by California law and are described in the Definitions
sections of this EOC (See “Qualified Autism Service Provider”)

Preauthorization: Approval for coverage from MHN prior to the Member obtaining Covered Services.
Requests for Preauthorization will be denied if the services requested are not Medically Necessary, in conflict
with MHN’s medical policies, or otherwise not covered under this Plan.

Prepayment Fee: A pre-negotiated fixed monthly fee that is payable to MHN by an Employer or Group or
Subscriber, as applicable, for the Covered Services for each Member who is enrolled with MHN pursuant to the
Agreement.

Protected Individual: Any adult subscriber or enrollee covered under a health plan or health insurance policy
or a minor subscriber or enrollee who can consent to a health care service without the consent of a parent or
legal guardian, pursuant to state or federal law. Protected Individual does not include an individual that lacks
the capacity to give informed consent for health care pursuant to Section 813 of the Probate Code.

Prudent Layperson: A person who is without clinical training and who draws upon their practical experience
when making a decision regarding whether emergency treatment is needed. They are considered to have acted
“reasonably” if other similarly situated laypersons would have believed, on the basis of observing the clinical
symptoms at hand, that emergency treatment was necessary.

Quality Management or Utilization Management Program: A function performed by MHN to review and
determine whether the Behavioral Healthcare Services provided, or to be provided, to a Member, meet MHN’s
standards of quality and are Medically Necessary Services and/or Covered Services.

Qualified Autism Service Provider means either of the following: (1) A person who is certified by a national
entity, such as the Behavior Analyst Certification Board, with a certification that is accredited by the National
Commission for Certifying Agencies, and who designs, supervises, or provides treatment for pervasive
developmental disorder or autism, provided the services are within the experience and competence of the person
who is nationally certified. (2) A person licensed as a physician and surgeon, physical therapist, occupational
therapist, psychologist, marriage and family therapist, educational psychologist, clinical social worker,
professional clinical counselor, speech-language pathologist, or audiologist and who designs, supervises, or
provides treatment for pervasive developmental disorder or autism, provided the services are within the
experience and competence of the licensee.

Qualified Autism Service Providers employ and supervise qualified autism service professionals and
paraprofessionals who provide behavioral health treatment which may include clinical case management and
case supervision under the direction and supervision of a qualified autism service provider and implement
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services for pervasive developmental disorder or autism pursuant to the treatment plan developed and approved
by the Qualified Autism Service Provider.

e A qualified autism service professional is a behavioral service provider who meets the education and
experience qualifications described in CA Health and Safety Code, Division 2, Chapter 2.2, Article 5.6,
Section 1374.73 for an Associate Behavior Analyst, Behavior Analyst, Behavior Management Assistant,
Behavior Management Consultant, or Behavior Management Program and is employed by a qualified
autism service provider or an entity or group that employs qualified autism service providers.

e A qualified autism service paraprofessional is an unlicensed and uncertified individual supervised by a
qualified autism service provider or qualified autism service professional, who provides treatment and
implements services pursuant to a treatment plan, developed and approved by a qualified autism service
provider and has adequate education, training, and experience as certified by the Qualified Autism Service
Provider or an entity or group that employs qualified autism service provider or is employed by a qualified
autism service provider or an entity or group that employs qualified autism service providers and who meets
the education and training qualifications described in CA Health and Safety Code, Division 2, Chapter 2.2,
Article 5.6, Section 1374.73.

Sensitive Services: All health care services related to mental or behavioral health, sexual and reproductive
health, sexually transmitted infections, substance use disorder, gender affirming care, and intimate partner
violence, and includes services described in Sections 6924, 6925, 6926, 6927, 6928, 6929 and 6930 of the
Family Code, and Sections 121020 and 124260 of the Health and Safety Code, obtained by a patient at or above
the minimum age specified for consenting to the service specified in the section.

Serious, chronic condition: A condition due to a disease, illness or other Mental Disorder that is serious in
nature, persists without full cure or worsens over an extended period of time, or requires ongoing treatment to
maintain remission or prevent deterioration.

Session: Any in-person or telephone consultation with a Practitioner for Covered Services under this Plan.

Subscriber: The covered primary person as defined herein who meets the eligibility requirements established
by the Employer or Group and for whom a Prepayment Fee is paid in full to MHN by Group, Employer or
Subscriber as applicable.

Substance Use Disorder: Psychological or physical dependence on alcohol or other mind-altering drugs that
requires diagnosis, care and treatment.

Treatment Plan: A detailed description of the healthcare service, treatment, or supply being rendered or
expected to be rendered to a Member. The Treatment Plan must include, but is not limited to:

A diagnosis (DSM), all Axes.

Reports of pertinent prior treatment, medical, family, social and work history and/or any diagnostic tests,
anticipated frequency and duration of medications and consultations.

A description of the specific goals of treatment.
Prognosis and proposed treatment and modality.
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Your Benefits as an Employee of Mira Costa College

Who Is Eligible For Benefits?
The following individuals are eligible for benefits as Subscribers and Dependents:

As an active employee you are eligible to participate in the Plan. Additionally, your spouse and children up to
age twenty-six (26) regardless of whether the adult child is a tax dependent, student, resides with or received
financial support from the parent are eligible. Children of any age who are incapable of self-sustaining
employment due to mental or physical handicap are also eligible.

When Does Coverage Begin And End?

Your eligibility begins on the first of the month following your date of hire. Your eligibility ends upon
termination of employment, or when your employer’s contract with MHN is terminated. Your eligible family
members are covered during the same time you are.

Upon termination of employment, you and/or your eligible Dependents may continue coverage under COBRA.
See section entitled “Continuation of Coverage.” Your coverage cannot be cancelled, nor can you be denied
renewed coverage, because of your health status or requirements for service. If you think this has happened,
you may request a review by the California Department of Managed Health Care. Your coverage can be
terminated at any time by MHN for fraud or deception in the use of counseling services.

v Note: If you have qualified for and elected COBRA coverage on or after January 1, 2003, have exhausted
federal COBRA coverage and have had less than 36 months of COBRA coverage, you may have the
opportunity to continue coverage through Cal-COBRA for up to 36 months from the date that federal
COBRA coverage began. Please refer to the “Continuation of Coverage” section of this booklet for more
information.

How Can | Contact MHN?

You can call MHN 24 hours a day, 7 days a week, 365 days a year. Your dedicated access number is [1-800-
728-9899]. MHN staff is available to assist you in obtaining the appropriate referral, answer questions about
your benefits or connect you immediately to a staff clinician for a clinical emergency.
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BENEFIT CHART
GROUP NAME: | MiraCosta College ORIGINAL EFFECTIVE DATE: | 1/1/2021
ACCOUNT #: | 2888 BENEFIT REVISION DATE: | 6/1/2021
PLAN CODE: | OM6 MHPAEA COMPLIANT: | YES
PLAN TYPE: | HMO GRANDFATHERED: | NO
BENEFIT SCHEDULE: | CALENDAR CDA APPLIES: | NO
PRODUCT RISK TYPE: | MC RISK CDA ID Code: | N/A
PLAN NAME: | MiraCosta College
MANAGED CARE BENEFITS
Deductible (combined for medical and mental health/chemical dependency plan) IN NETWORK
INN/OON Combined: NO For each member SO
4t Quarter carry over: NO For each family SO
Out-of-Pocket Maximum (combined for medical & mental health/chemical dependency plan) IN NETWORK
INN/OON Combined: NO For each member $1500
Includes Deductible: YES For each family $3,000
Emergency Services in an Emergency Room (mental health/chemical dependency treatment) IN NETWORK
Emergency Room Professional $35
Emergency Room Facility 1 S0
Ambulance Cost Share SO
Laboratory Services (mental health/chemical dependency treatment) IN NETWORK
| Outpatient Laboratory Services S0
Mental llinesses- OUTPATIENT IN NETWORK
INN/OON Max Combined: NO Outpatient Mental Health Consultation
(Includes In Home Visits, Medical Management) $20/$0
MH/SA Combined: NO Outpatient Mental Health Group therapy session $10/S0
Outpatient mental health- Telemedical Services * S0
Maximum Visits UNLIMITED/SO
Applied Behavioral Analysis (ABA) S0
Outpatient Mental Health Other- (includes alternate care; partial
hospitalization/Day treatment/ intensive outpatient programs, 23 Hr.
Observatic'zn, Psycho/ggicgl Test{'ng, Neuropsychological Testing, $ 0
Transcranial Magnetic Stimulation (TMS).
Mental llinesses- INPATIENT IN NETWORK
INN/OON Max Combined: NO Inpatient Care in a Hospital SO
MH/SA Combined: NO Residential Treatment Centers S0
Maximum Days UNLIMITED/SO
Inpatient Physician Visits (Includes IP ECT Professional) S0
Chemical Dependency Rehabilitation & Detoxification - OUTPATIENT IN NETWORK
INN/OON Max Combined: NO Outpatient Chemical Dependency Consultation/
(Includes In Home Visits, Medical Management) $20/S0
MH/SA Combined: NO Outpatient Chemical Dependency Group therapy session $10/S0
Outpatient Chemical Dependency- Telemedical Services S0
Maximum Visits UNLIMITED/SO
Methadone n/a
Outpatient Chemical Dependency - Other (includes outpatient
detoxification; alternate care; partial hospitalization/day SO
treatment/ intensive outpatient programs, 23 Hr. Observation.
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Chemical Dependency Rehabilitation & Detoxification - INPATIENT IN NETWORK

INN/OON Max Combined: NO Inpatient Care in a Hospital SO

MH/SA Combined: NO Residential Treatment Centers S0
Maximum Days UNLIMITED/SO
]Inpatient Physician Visit\[SRBl] SO

Is Prior Authorization Required? YES O NO IN NETWORK

Pre-Auth Penalty apply: YES Inpatient Pre-Auth penalty 100%

* Telehealth (telemedical) coverage mirrors in-person coverage based on the type of service provided.

Prior Auth Notes:
INN:

OON:

Notes Benefits:

Outpatient:
Inpatient:
Alternate Care:

Methadone:

Outpatient:
Inpatient:
Alternate Care:
Methadone

Deductible Applies to:
INN:
OON:

OOP Max Applies to:

INN:
OON:

CDA Instruction:

IN NETWORK Services

OUT of NETWORK Services

Deductible Notes:

OOP Max Notes:

Managed Care Protocols:
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English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you
in your language. For help, call us at the number listed on vour ID card or call 1-888-426-0023 (TTY: 711).

If you bought coverage through the California marketplace call 1-888-426-0023 (TTY: 711). For more help:
If you are enrolled in a PPO or EPO insurance policy from Health Net Life Insurance Company, call the

CA Dept. of Insurance at 1-800-927-4357. If vou are enrolled in an HMO or HSP plan from Health Net of
California, Inc ., call the DMHC Helpline at 1-888-HMO-2219.

Arabic
\’k L ool w.b\.._dl th Jyaal &Bs}ﬂeb’u.h U ] Sl ';)ﬁ'\a).u Jo Jgandl Sixas Ailaa dxll) Sl
el Sl Ja J (TTY: 711) 1-888-426-0023 & (5 ol Juat¥l £ o ol g & gedl Alas o 2 o all o )
I JA & Beled Jo Jpeally (TTY: 711) 1-888-426-0023 &£ 4 Jo Jasdl il j A5 55 Akl
Hea]th Net |_|fe sadl, .bwt_J“J‘EPOA..)u;ltu,)d\M 3 PPO dliaiall 52 5 340 dakiall (e dad g
dabaie § o € Ja $ 1-800-927-4357 A Jo 15 ils 3 e 28 J--»‘ « Insurance Company
pxladba T Juad Health Net of California, Inc 45 = (« HSP Loall i ol dba g HMO dasall o dlsial)
.1-888-HMO-2219 £ Jo DMHC 3 2l sl '445 HAad 2
Armenian
Ujdwp (Eqiuijui swunumpmizabp: dmp jupnn Ep pwibwynp pupquwihy uvwnwbug:
Quuunmpnpipp Jupnn 2 jupnu) Aq hudwp: Ogumpiui hudwp quiqubwmnbp Ukg dtp
ID pupwh gpw apyws hinwjmuwhwuwpny jud quiqubwptp 1-888-426-0023 (TTY: 711)
hirwjunumbhwywpny: Ept wwwhmjwgpmu &p quk] Yuh$npuhugh smjwpujug hpuwwupuyh
uhongny, quiquhwptp 1-888-426-0023 (TTY: 711) htnwhmuwhwywpny: Lpwugnighy
ogumpiwb hwuwp. kpk munuuwugpyus tp Health Net Life Insurance Company-h PPO jud EPO
wywhnjugnmpubp, quaqubwpkp Yupdnpuhwh Gyuhnjugpmpmt pudhi
1-888-927-4357 himwumuwhwywpny: Eph winwmuwmgpws tp Health Net of California, Inc.-p HMO
Y HSP spwgpht, quiqubwptkp DMEC ogumpymi ghs 1-888-HMO-2219 htnwunuwhufwpny:
Chinese
SRESRT - COTHEBORR - SR ARBCOESRIGATRELE  UHRMEAE
S RARIERSY S FEAR - MWE) - AREOE R F ERYNMENERRMImEG - XHW
1-888-426-0023 (TTY : 711) - RUEFISIDHRMTEL HHHMERE - HEER
1-888-426-0023 (TTY : 711) - {ORE—H L) © {0HFiE Health Net Life Insurance Company {7
PPO 5¢ EPO {781 » 3 1-800-927-4357 &I {7 s =) B4R - 404 £5%18 Health Net of California, Inc.
{%{7 HMO 5 HSP 313 » 7 DMHC &84 1-888-HMO-2219 -
Hmdi
a1 STE arell ST §Ard| AT U BITEAT U AW Hed g1 AR GRS U B GAT
T §Fd &1 AGE & 0T, HUS HEE e W GU 10 gdEg A4 W 78 dla L, A7
1-888-426-0023 (TTY: 711) WX Ble $1 TG U HTAFITAan Alidbe Told & ATTA |
Ther & ar 1-888-426-0023 (TTY: 711) W & 1 #Wh #igg & 0. MG 31T Health Net
Life insurance Company 93T PPO a1 i3t EPO fien ulfer®t & A@ea &, aF Sfawiaar
& T B 1-800-927-4357 UX &le &I ARG T Health Net of California, Inc. & TIUaHT

HMO T TIUHUT HSP T & A1difehd &, of IUATIHI DMHC 200+ & 1-888-HMO-2219
U &l Bl
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Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nveem cov ntaub ntawv kom
yog koj hom lus los tau. Kev pab, hu rau peb ntawm tus xov tooj teev nyob rau hauv koj daim ID card los yog
hu rau 1-888-426-0023 (TTY: 711). Yog das koj yuav kev pov hwm ntawm California marketplace hu
1-888-426-0023 (TTY: 711). Xav tau kev pab ntxiv: Yog koj tau tsab ntawv mav pov hwm PPO los yog EPO
los ntawm Health Net Life Insurance Company, bu mus rau CA Dept. of Insurance ntawm 1-800-927-4357.
Yog koj tau txoj kev pab kho mob HMO los yog HSP los ntawm Health Net of Califomia, Inc., hu mus ran
DMHC tus xzov tooj pab Helpline ntawm 1-888-HMO-2219.

Japanese

EHOFBRY VX, BREZHRACEEGEYT., AARTIXREPBRALEYT, BB ERE
HiZ, DA — FEREBEZNLTWAHEE L TERIFVZE< A, 1-888-426-0023, (TTY:-711) £ THRE
wMLEXD, HUVTANA=THOT—Fr v T4 2 ((ERRAYA F) 28U THEBARA N
AR, 1-888-426-0023 (TTY: 711) £ THMWAE M XV, X GICEEA S E/2 5 Health Net Life
Insurance Company@PPOE /=i PO A Y L —tMAZATWAFHIZ, VY 7 Ar=THERE
1-800-927-4357 % TRAF THM &t £ Xy, Health Net of California, Inc.OHMO % 7= i3HSPIZ
MAEZNTWASFiZ, DMHC~A77 A v 1-888-HMO-2219 ¥ TRIFTHMH S EEwn,

Ehmer

wuhMANINWRRABIZ Y ARG egumSHRUATUH WS gRnsanusmstnani g
ANUESW mvmﬁemzﬁugmmmztmeqzmgiummsxsﬂn’mnmwn}gsmn}uﬁ y ;fsiigly
gUANUSIRESHMANGRYIS|AUUS 1-888-426-0023 (TTY: 711)1 iAIsyAmMS MM
amunw: Sgpisigmduidh ayugirugistinue 1-888-926-4988 (TTY: 711)1 AINUASWUIgY ¢
i synmsginiRimumnnmahtm PPO Y EPO fiui)smahumiis

Health Net Life Insurance Company AJUS1HSRISTNWRNSMHNUM CA MU giaiginue
1-800-927-435741 AISHAMSHIIAN:HHIRSMI HMO U HSP {ljfjuif)S Health Net of California, Inc.
isimujich ajueRenINISgiAINEgHI DMHC § 1-888-HMO-2219%

Korean

25 4o MEl L 59 HeElL8 2& FgUth B4 35 MEA8 2ol F AgUtE 289
EasAA B9 ID Fte-] 59 g5 3 A4 A}H1-888-426-0023 (TTY: 71D)H® Hojel
TANL. BelE el F opHAEH ] L8 T By S FUSS 2 H 1-888-426-0023 (TTY: 711)
Heo 7 A FLA2. F7 = §<) €254 A, Health Net Life Insurance Company 2] PPO ¥ =
EPO 59<f 71959} 2loAd BelX ol 5 Byl =<l 1-800-9274357H 2% A FLAL.
Health Net of California, Inc.2] HMO T 1= HSP £ d< 71€ 59 si2 A& DMHC = &&k3l=f
1-888-HMO-2219¥1 2 = A% e T4 L.

Navajo

Saad Bee Aka E'eyeed T'aa Jiik'e. Ata” halne'igii héld. T'aa ho hazaad k'ehji naaltsoos hach’l” woitah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikaa’'gl béésh bee hane’i bikaa’ aaj|’
hodiilnth & doodall’ 1-888-426-0023 (TTY: 711). Califomia marketplace hoolyéhiji béeso ach'aih
naanili ats'iis baa ahaya binliy€ nahinitnli‘go i koj|” holne” 1-888-426-0023 (TTY: 711). Shika
anaa‘doowol jinizingo: PPO &i doodall’ EPOQJi Health Net Life Insurance Company wolyéhiji béeso
ach’aah naa’nil binllyé hwe'lina’ bik’é'ésti‘go €i CA Dept. of Insurance bich’]” hojlinth 1-800-927-4357.
HMO éi doodall’ HSPQJi Health Net of Califormnia, Inc.QJi béeso ach’aah naa'nil binllyé hats'iis
bik'é'ésti‘go €i kojl” hojlinth DMHC Helpline 1-888-HMO-2219.
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Persian (Farsi)
gl Sl Al ol L aS K Sl i P ks 38K S K 2l e e o b as iy clas
S A el R A a0t 2 Ll S DS 5 A sl sl il 2
oAl 3 S 5 pa b S o i e b ) pdes it B 3K e (TTY: 711) 1-888-426-0023
3= JEPOLPPO Ml ans » £ i Jal ol sl p 38 ol (TTY: 711) 1-888-426-0023
o 1-800-927-4357 ¢ sas 4 CA Dept. of Insurance & <« = . s==Health Net Life Insurance Company
5 aal ki by b cusie Health Net of Califomia, Inc s« ) HSP L HMO ads » » & u %
25 uls 1-888-HMO-2219 » 42 & DMHC
Panjabi (Punjabi) .
foo fam e 3 77 Ao 3R Fa g9l YUz 99 Far J1 3778 SRS 3991 97 &9
UF A BT 7 Hae 961 HeE B, Mw@a’tmé@?ﬁw?m&ma@#ﬁwm
1-888-L26-0023 (TTY: 711) ?ma@nﬁaﬁmwaﬁzméﬁéwmﬁuaﬁr
3 F 1-828-426-0023 (TTY: 711) '3 T8 T31 T e B 7 37 Health Net Life Insurance
Company Urii& PPO 7 €189 EPO shr wigs fe aiaz I, ¥ aiegary Shi feaar §
1-800-927-4357 "3 @8 @21 7 IH Healh Net of Califomia, Inc. 3 B #5& HMO 7 Haimit
HSP u8s &8 a7faz I 3¢ S DMHC J8YBTEs § 1-888-HMO-2219 '3 T8 31

Russian

BecnaaTHas noMolk NCPEBOTIIKOB. BRI MOKETE NOMYHHTE HOMOUE YCTHOTO NCPCBOMHKA.

Bam MOryT NpOSHTATH JOKYMCHTHL. 3 NOMOUEI0 06paIaiTech K HaM 1o TeaehoHy, TPHEC/ICHHOMY Ha
Baneit HCHTUDHKAMORHOMN KAPTOUKE YHACTHIKA rutana. Kpome Toro, Bel MOXKETE NO3BOHNTE B
1-888-426-0023 (TTY: 711). Ecm ceoK CTPaxoBKY BbI MPHOGPCN Ha CAMHOM CATE NO Npoake
MC/IMIBHCKIX CTpaxosok B wrate Kamudopsms, 3souure no Tenedony 1-888-426-0023 (TTY: 711).
Honommrentnas nosowp: Ecam set sxmodesnt B nomue PPO wm EPO ot crpaxosoit komnasm Health Net
Life Insurance Company, ssonute 8 /lenaprament crpaxosasns wrarta Kamspopans (CA Dept. of Insurance),
tesechon 1-800-927-4357. Ecomt gt ekmovetst 8 ias HMO win HSP or crpaxosoit kommanm Health Net of
California, Inc., 3s0srme no Ko#TaKTHOMN MM [leNapTaMeHTa YIPARIAEMOr0 MEIHITIHCKON 06CTYKIHBAHNA
DMHC, renedpon 1-888-HMO-2219.

Spanish
Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, llamenos al mimero que figura en su
tarjeta de identificacion o comuniquese con el Centro de Comunicacion Comercial de Health Net, al
1-888-426-0023 (TTY: 711). Si adquirio 1a cobertura a través del mercado de California, llame al
1-888-426-0023 (TTY: 711). Para obtener mas ayuda, haga lo siguiente: Si esta inscrito en una poliza de
seguro PPO o EPO de Health Net Life Insurance Company, llame al Departamento de Seguros de Califomia,
al 1-800-927-4357. Si esta inscrito en un plan HMO o HSP de Health Net of California, Inc., llame a 1a linea
de avuda del Departamento de Atencion Médica Administrada, al 1-888-HMO-2219.
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Tagalog

Walang Bavad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kEayo ng mga
dokumento na babasakin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card

O tawagan ang 1-888-426-0022 (TTY: 711). Kung bumili kayo ng pagsakop sa pamamagitan ng California
marketplace tawagan ang 1-888-426-0023 (TTY: 711). Para sa higit pang mlong: Kung nakatala kayo sa
insurance pelicy ng PPO o EPO nmila sa Health Net Life Insurance Company, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357. Kung nakatala kayo sa HMO o HSP na plan mula sa Health Net of California,
Inc.. tawagan ang Helpline ng DMHC sa 1-888-HMO-2219.

Thai

uifduimiduanen anmunTeldiuld auaantoli@nuanasldWatd amivenutimds ITnamumny
nun umﬁﬂfvuﬁ'ﬂmsﬁﬁi’ﬁaeqm iz Inmaudaadai@owdisdaas 1-888-425-0023 (TTY: 711) winan
{amwsfummmuma California marketplace Ins 1-888-426-0023 (TTY: 711) Fmiuenuersmdafindy mn
auatahamusssflsziune PPO W3a EPO iU Health Net Life Insurance Company Insmiasunsus=Aunoss
undvafiily1dn 1-800-0274357 MINRMAVATUNR HMO W32 HSP AU Health Net of California. Inc. Mmsmiaosn
ANEIEndara) DMHC 147 1-888-HMO-2219.

Vietnamese

Cac Dich Vu Ngon Ngir Mién Phi. Quy vi co the c6 mot phién dich vién. Quy vi ¢o the yéu ¢ a1 diroc doc
cho nghe tai iéu. P nhan oo gilip, hay goi cho chiing toi theo 50 dwrore lidt ké wén thé ID ciia quy vi hodc
20i 1-888-426-0023 (TTY: 711). Néu quy vi mua khodn bao i thdong qua thi miromg California
1-888-426-0023 (TTY: 711). D€ nhin thém weo gitip: Néu quy vi ding k¥ hop & &g bio hiém PPO hoic
EPO ur Health Net Life Insurance Company, vui 10ng goi Sé& Y Té CA theo s& 1-800-927-4357. Néu quy
vi @ang kv vao chrong trinh HMO hodc HSP ur Health Net of California. Inc., vui 1ong goi Prong Day
Tro Giup DMHC theo 56 1-888-EMO-2219.
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