HEALTH NET COMMERCIAL SMALL BUSINESS GROUP
100% HSA PLANS EFFECTIVE 1/1/09*

HSA 2000
2
PPO}

HEA 4000

QOON’ PPO? QON®

Calendar Year Daduclible $2.000 singie / $4,000 fami $3,000 single / $6,000 famly $4,000 single / 8,000 family
$2,000 alngle / $4,000 | $4,000 slngle/ $8,000 [ $3,000 single/ $6,000 | $6,000 single / $12,000 | $4,000 single / $6,000 | $8,000 single / $18,000
Qul-oi-Poskel Maximuri family family famlly famiiy family family
Lifglima Medical 8enefil Maximum $5,000,000 combinad with PPC and QON 5,000,000
Professlonal seivice Sy
$0 copayment o 80 copayment
Offics visll not waivad) 50% - 50% {deductible nol walved) 50%
Prevenlive Care services for children (through ags $30 copayment S $30 copayment
{deduclible walvet) Not Covered Nol Coverad {deduclible walvad) Nol Covered
Prevanliva Care sarvices for adults, Inciuding $30 copaymaeni .5 $30 copaymend S TRR AR $30 copayment
Annual Pravenllve Physlcals (age 18 and older) ({dedualibla walved) Naot Goverad {deduclible walved) = Not Covered deductibla walved) Nol Covered
$20 copaymen :
p COr i 0% 50% (daduciiola not waived} 50% 0% 0%
X-ray and Laboralory procedusas’ % 50% 20% 0% 0% 50%
Physical therapy, spaach therapy, cccupational 0% 50% 20% B0% .. i 0% 0%
1herapy, cardlac rehabiltatlon Iherapy and 12 vislls par calendar yaar combined with PPO and] 12 vists per calendar year comblned wilh PPC and|12 visiis per calendar year combined with PPO and
pulmenary rehabiiiation iherapy Q0N O “- O kel
Self-njactablos Drugs 0% 50% 0% 50% 0% 0%

al: Earvic:

Inpatient Hospital Facility Services (includes 50%($600 maximum 50% {$600 maximum 80% ($600 maximum
matemity) 0% &llowable per day) T 0% allowabla par day) 0% allowable per day)
$250 daductible per calendar year® " $260 deducilble par calandar year ® $260 deductlble per calendar year ®
60% (50% maximum R 50% (60% maximum £0% (50% maximum
Quipallent Services {olher than surgery) 0% allowabls) 20% allowable) 30% aliowable)
Qutpatienl surgsry (Hospitat or Quipatisnt Surgical 60% (50% maximum R 50% (50% maximum B0% (56% maximum
Center charges only) 0% allowable) 3 20! Ce afiowabls) 30% allowable)
§260 Inpalisnt d per calendar yoar 7 " $250 inpalient deductible per calendar yaar ! $25¢ inpatient deduclible per calendar year 7
50% ($250 maximum 50% (8250 maximum 50% ($260 maximum
Skillad Nursing Facillly 0% payable por day) 20% sllowable per day) W% allowable par day)
$250 inpallent deductible per ealendar year $250 Inpatieni deductible per caiendar year ® $260 inpatient deductible per catendar yaar ®

{90 days per calandar year combined with PPO and]{80 days per calendar year combined with PPO and|{e0 days per calendar year combined with PP and
O Q0.

$0 copayment $0 copayment 30 copayment
Professlionai Services (daduciible nol walved) (doduciible not walvad) (deduclible not walved)
Emergency Room Facility (copayment walved if :
admitted} $10C copayment + 6% $100 copaymeni + 0% $100 copaymeni + 0%
Urgent Cars Facliity $60 copayment + 0% $50 copaymen + 0% $50 copayment + 0%
Ambulance services (Ground and Al)* $60 copayment + 0% 350 copayment + 0% 550 copayment + 0% $60 copayment + 0% $50 copaymenl + D% $50 copayment + 9%

OtharEervide

Durable modical equipmsni and Orholics® 0% 50% 0% 50% 0% 50%
{$2.000 por calondar yaar combined wih PPO and | ($2,000 per calendar ysar combined with PRO and | (52,000 per calendar year combined with PPO and
QON) O O
Diabelic Equipment 0% 50% 0% 50% 0% 50%
50 $0 copaymant $0 copaymeant
(deductible not walved) (deducitbla not walved) (deductible not walved}
(42 visits per calendar (12 visita per calendar (12 visits par calandar

LChiropraclic Services yaar) Nol Covered yaar) Not Coverad year) Mot Covared

' 80 80 : $o
Acupunciure (daduclivle not walved) 50% (deduclible not walved) 50% | (deductible not walved) 50%
12 vislis per calendar year combined with PPO and| 12 visils per calendar year combined with PPQ and| 12 visits per calandar ygar comblned with PPO ang
(o] QON KR ole]
$25 maximum payable per visil combined with $26 maxlmum payable per visit combined with $26 maximum payabla per vigit combinsd with
OON PPO and _OON

crl _ g% i

Calendar Year Deductible (per covered parson) Subjscl {o annusl deducilble un} deductible Subject to annual deduslible
Preseripifon drugs {(up io a 30-day supply) 0% 50% 50% 0% 60%
Footnotes:

1. This Is a summary of your benefits. It does not include alf services, limitations, or excluslons. Pleass refer to the Palicy/Certificate for terms and conditions of coverags,

2. Member pays the negotiated rate, which is the rate particlpating or preferred providers have agreed to accept for providing a covered servics.

3, Limited Fee Schedule relmbursement Is al the 75th percentile of RBRVS. The member is responsible for charges in excess of aliowed in addition to the colnsurance shown
4, These services require pricr certification, H prior certification Is not acquired benefits are reduced to 50%.

&, Prescription drugs filed through mall order (Up to a S0 day supply) require twice the level of copayment. For detalls regarding a specific drug, go to www.heallhnet.com.

6. Tha deductibles is raquirad only for the first inpatient hospital or skllled nursing facility admission each calendar year. Once the deductible Is satisfied, no deductible Is
required for subsequent admissions in the same calendar year. This deductible Is In additlon to the plan calendar year deductible,

7. Once the cutpatlent surgery deductible Is satisfied, ne deductible Is required for subsequent outpatient surgeries in the same calendar-year. This deductible s in addition
ta the plan calendar year deductible.

*Fof summary purposes only,
Does not include all services,
limilations and exclusions, Health Net, inc. Conficential Last Updated: 9/118/08




HEALTH NET CONMMERCIAL SMALL BUSINESS GROUP
100% HSA PLANS EFFECTIVE 1/1/09*

HSA 2000

HSA 3000 HSA 4000

PPO? oON? PPO* OON?®

Calendar Year Daductible $2,000 singin / $4,000 family - 83 000 single f $5,000 family $4,000 single / $8,000 family

$2,000 single 7 $4,000 | $4,000 single £ $8,000 53 000 single / $5,000 $B DDD singla 1312 000 | $4,000 single / $8,000 | $8,000 single / $16,000
Oul-of-Pockst Maximum family family family § S famiy family family
Lifstime Medlcal B 5,000 000 cumblns e $5,000,000 combined with PPO and OON

{PTOasRIONAFBBIVIGG 7
$0 copaymant £$0 copayment $0 copayment
Office visit {deduciible not walved) 50% (deduetibla not walvad} (deduclible not walved) 50%
Pravantive Care services for children (through age $30 copayment §30 copayment P 830 copaymsnt
18) {deductible walved) Nol Coverad {daductible walvad) Not Covered ible waived)} Not Covared
Prevenlive Care sarvices for adulls, Including $30 copaymeni $30 copayment sao copayment
Annual Preveniive Physicals (age 18 and older) (deductible walved) Not Ceverad {deductible walved) Not Govered (deductible waived) Not Covarsd
$20 copayment

Spaclalist ffation - 0% 50% {d {8 not waived) 50% 0% 50%
X-ray and Laboratory procadures® 0% 50% 20% 0% 0% 0%
Physical therapy, speach therapy, oceupational 0% 50% 20% bo% 0% 60%
therapy, cardlac rehabftitation therapy and 12 vislis per calendar year combined with PPO and| 12 visits per ¢alendar year combined with PPC and 12 vislls per calendar yaar cembinad wilh PPO and
puimanary rehablitation therapy 00N CON 18]

Solf-Injaclables Drugs

yiges
Inpaliant Hospllal Faciilly Services (includes

B0%($800 meximum 50% ($600 maximum

£0% ($900 maximum

maternity) 0% allowable per day) 0% - allawable per dny) allowsbls por day)
$250 deductibla per calendar year ® 8260 dsduciible per calendar!ea . $260 daductible per calsndar year ®
80% (50% meximum 0% (50% maxlmum 60% (50% maximum
Outpatient Servicas (clher than surgery) 0% allowable) 20% D% allowable)
Oulpatisnt surgery {Hospital or Qutpatieni Surglcal 50% ¢50% maximum 60% (50%_maxlmum 50% (60% maxinmuim
Center charges only) 0% allowable) 20% - allowable) 30% allowable)
$250 inpallent daductible per calendar yaar’ $250 Inpallent deductible par calendar year * $260 Inpatient deductible per calendar year 7
60% ($250 maximum : : 50% ($260 maximum 50% ($250 maximum
Skitled Nursing Facility % payable per day} 20% allowable par day} W% allowable par day)
$260 Inpatlent deductible per calendaryear ED lnpstianl deductible per calsndar year $250 inpatient deductibla par calendar yaar 8

(80 days psr calendar year combined with PPO and|(@0 dsya per calendar year combined with PPO and;(8¢ days per calendar year combined wilh PPO and
<o

50 copayment . . '$0 copayment $0 copayment
Profassional Services {daductible nel walved) i (deduciible not waived) (daductible nof walved)
Emargancy Room Facilily (copaymsnt waived if S
admilied) $100 copaymant + 0% : $1DD cogay_menl + 0% $100 copayment + 0%
Urgeni Care Faclily $50 copayment + 0% i 680 copayment + 0% $50 copaymant + 0%

Ambulanca sarvicas (Ground and Nr)‘ $50 copayment + 0% $60 copayment + 0% $50 copayment + 0% | $50 copaymenl + 0%
= =

Dur&b!a msdlcal equipment and Orlhnllr.s

{$2,000 per calendar year combined with PPQ and (32,000 per calendar year combined with PP and
Q0|

Diabetl¢ Equipment 0% §50% 0% 50%
S0 g $0 copaymant
{deductibie nol waived) (dsduciible nul watvnd) g . {daductible not waived)
(12 visHs per calendar (12 visits por calendar ‘ : {12 vislls per calendar
Chiropraclic Services yaar) Not Covared Not Coverad - yaar) Mol Covered
$0 $0 $0
Acupunciure (deduciible not waived) $0% {deduclible not walved) 50% (deductible not walvad) 50%
12 visits per calendar yaar combinad with PPG and] 12 visils per calandar year combined with PPO and| 12 visits psr calendar year combined with PPO and
o] CON CON
$26 maximuim payabla par vis $25 maximum payable per visil combined wilk

$26 maximum payable per visit combined wilh
N

PPO and OON PPO and OCN

Calandar Year Daducllb!a {per covared parsun) Sub}acl 1o annuat deduclib!a Subject to annual_ ded Subjact to annval
Prascripiion drugs (up Lo a 30-day supply) 0% 60% ot% L] 0% % 50%
Footnotes:

1. This Is a summary of your bensfits. It does not include alf services, limitations, or exclusions. Pleass refer to the Policy/Cerlificate for terms and conditions of coverage.

2, Member pays the negotiated rate, which is the rate participating or preferred providers have agreed to accept for providing a covered service.

3. Limited Fea Scheduls relmbursement is a! the 75th percentile of RBRVS. The member Is responsible for charges in excess of allowed In addition to tha cainsurance shown
4, These services requlre prior certification. (f prior certification Is not acquired benefits are redused to 50%.

6. Prescription drugs filled through mall order (up to a 90 day supply) require twice the level of copayment. For details regarding a speclfic drug, go to www,healthnet.com.

6, The deductible Is required only for the first Inpatient hospital or skilled nursing facility admission each catendar ysar. Once the deductible Is satisfied, no deductibis Is
required for subsequent admissions In the same calendar year, This deductibla is in addition to the plan calendar year deductible.

7. Once the outpatiant surgery deductible is satisfied, no deductible Is required for subsaguent outpatient surge:les In the same calendar-year. This deductible is in addition
to the plan calendar year deductible,

*Fer summary purposes cnly.
Daes not includa all sarvicaes, .
imitations and excluslons. Heaith Nel, inc. Confidential Last Updaled; 916/08




