
 
  

  
 

  
 

 
  

 
 

 
 

 

 

 

 

  

  

 

  

 

Health Net of California Inc. (Health Net) 

California Individual & Family Plans 
Available directly through Health Net 

Bronze 60 Ambetter PPO 
The Bronze 60 Ambetter PPO health plan utilizes the Ambetter PPO provider network for covered benefits and services.
 
For a lower cost-share, please make sure you use providers (doctors, hospitals, etc.) in the Ambetter PPO provider network.
 
Ambetter PPO is available directly through Health Net in Los Angeles, Orange, Sacramento, San Diego, and Yolo counties, and
 
parts of Placer, Riverside and San Bernardino counties. Except for urgent care and Emergency Care, services and supplies
 
provided by Out-of-Network Providers are not covered outside California.
 
THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY. 
THE PLAN CONTRACT AND EVIDENCE OF COVERAGE (“PLAN CONTRACT AND EOC”) AND SCHEDULE OF BENEFITS 
SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS. 
The copayment amounts listed below are the fees charged to you for covered services you receive. Copayments can be either 
a fixed dollar amount or a percentage of Health Net’s cost for the service or supply and is agreed to in advance by Health Net 
and the contracted provider. Fixed dollar copayments are due and payable at the time services are rendered. Percentage 
copayments (also called coinsurance) are usually billed after the service is received. Covered services for medical conditions 
and mental health and substance use disorders provided appropriately as telehealth services are covered on the same basis 
and to the same extent as covered services delivered in-person. Telehealth services will be covered only when performed by a 
preferred provider. 

Benefit description Member(s) responsibility 
In-network1,2 Out-of-network1,3 

Unlimited lifetime maximum. Benefits are subject to a deductible unless noted. 
Plan maximums 
Calendar year deductible4 $5,800 single / $11,600 family $11,600 single / $23,200 family 
Out-of-pocket maximum (includes calendar year deductible)5 $9,800 single / $19,600 family $25,000 single / $50,000 family 
Professional services 
Office visit $60 (ded. waived) 50% 
Telehealth consultations through the select telehealth services provider7 $0 (ded. waived) Not covered 
Specialist consultation Visits 1–3: $95 (ded. waived) / 

Visits 4+: $95 (ded. applies)6 
50% 

Medically necessary acupuncture $60 (ded. waived) Not covered 
Preventive care services8 $0 (ded. waived) Not covered 
X-ray and diagnostic imaging 40%9 50% 
Laboratory procedures $50 (ded. waived) 50% 
Imaging (CT/PET scans, MRIs) 40%9 50% 
Rehabilitation and habilitation therapy $60 (ded. waived) Not covered 
Outpatient services 
Outpatient surgery 40%9 50% 
Hospital services 
Inpatient hospital facility services (includes maternity) 40%9 50% 
Skilled nursing facility (maximum of 100 days per calendar year for 
each member) 

40%9 50% 

Emergency services 
Emergency room (copayment waived if admitted) Facility: 40%9; 

Physician: $0 (ded. waived) 
Facility: 40%9; 
Physician: $0 (ded. waived) 

Urgent care $60 (ded. waived) 50% 
Ambulance services (ground and air) 40%9 Payable at the Preferred Provider 

level of benefits 
Mental/Behavioral health/substance use disorder services 
Mental/Behavioral health/substance use disorder (inpatient) 40%9 50% 
Mental/Behavioral health/substance use disorder (outpatient) Office visit: $60 (ded. waived) 

Other than office visit: 40% up to $60 
(ded. waived) 

50% 

Home health care services (100 visits/year) 40%9 Not covered 
Other services 
Durable medical equipment 40%9 Not covered 
Hospice service $0 (ded. waived) 50% 



   
   

    

    
   

  

  

    
 

 
 

   

   

     

    

 

Benefit description Member(s) responsibility 
In-network1,2 Out-of-network1,3 

Prescription drug coverage10 

10 The Essential Drug List is the approved list of medications covered for illnesses and conditions. It is prepared by Health Net and distributed to Health Net contracted 
physicians and participating pharmacies. Some drugs on the List may require prior authorization from Health Net. Drugs that are not listed on the List (previously known 
as nonformulary) that are not excluded or limited from coverage are covered. Some drugs that are not listed on the list do require prior authorization from Health Net. 
Health Net will approve a drug not on the List at the Tier 3 copayment if the member’s physician demonstrates medical necessity. For a copy of the Essential Drug List, 
which you can use to search for a particular drug, call Health Net’s Customer Contact Center at the number listed on the back of your Health Net ID card or visit our website at 
www.myhealthnetca.com. 

Prescription drug calendar year deductible (per insured) $450 single / $900 family Not covered 
Prescription drugs 
(up to a 30-day supply obtained through a participating pharmacy) 
Tier 1 (most generics and low-cost preferred brands) $20 / 30-day script (Rx ded. waived)

Not covered 

Tier 2 (non-preferred generics and preferred brands) 
Tier 3 (non-preferred brands) 
Tier 4 (Specialty drugs) 

40% up to $500 / 30-day script   
(after Rx deductible)11 

11 After the pharmacy deductible has been reached, the member will be responsible for 40% of the cost of all Tier 2, 3, and 4 drugs up to a maximum payment of $500 for each 
prescription of up to a 30-day supply, until the out-of-pocket maximum limit is met. 

Not covered 

Pediatric dental12,13

13 The pediatric dental benefits are provided by Health Net of California, Inc. and administered by Dental Benefit Providers of California, Inc. (DBP). DBP is not affiliated with 
Health Net of California, Inc. See the Plan Contract and EOC for pediatric dental benefit details. 

 Diagnostic and preventive services $0 (ded. waived) Not covered 
Pediatric vision12,14 

14 The pediatric vision services benefits are provided by Health Net of California, Inc. Health Net contracts with EyeMed Vision Care, LLC to administer the pediatric vision 
services benefits. 

 Eye exam $0 (ded. waived) Not covered
Glasses 1 pair per year – $0 (ded. waived) Not covered 

THIS IS A SUMMARY OF BENEFITS. IT DOES NOT INCLUDE ALL SERVICES, LIMITATIONS OR EXCLUSIONS. PLEASE REFER TO THE PLAN CONTRACT AND EOC FOR TERMS 
AND CONDITIONS OF COVERAGE. 
 1  Certain services require prior authorization from Health Net. Without prior authorization, an additional $250 is applied for in-network providers, and $500 is applied for out­

of-network providers. Refer to the Plan Contract and EOC for details.
 
2 Member pays coinsurance based on the negotiated rate, which is the rate participating or preferred providers have agreed to accept for providing a covered service.
 
3 Please refer to the Plan Contract and EOC for out-of-network reimbursement methodology.
 

 4  Any amount applied toward the calendar year deductible for covered services and supplies received from an in-network provider will not apply toward the calendar year 

deductible for out-of-network providers. 

5 Copayments or coinsurance paid for in-network services will not apply toward the out-of-pocket maximum for out-of-network providers, and coinsurance paid for out­
of-network services will not apply toward the out-of-pocket maximum for preferred providers. Copayments or coinsurance for out-of-network emergency care, including 

emergency room and ambulance services, accrues to the out-of-pocket maximum for preferred providers.
 

6 The calendar year deductible applies after the first 3 non-preventive specialist visits. 
7You may receive services on an in-person basis or via telehealth, if available, from your primary care provider, a treating specialist or from another contracting individual 


health professional, contracting clinic, or contracting health facility consistent with the service and existing timeliness and geographic access standards required under 

California law. Any cost share for services received through the select telehealth services provider will accrue toward your out-of-pocket maximum and deductible (if your 

plan has a deductible). By scheduling through the select telehealth services provider, you consent to receive services via telehealth through the select telehealth services 

provider. See the Individual & Family Plan Contract and EOC for coverage information and for the definition of telehealth services. You have a right to access your medical 

records for services received through the select telehealth services provider. Unless you choose otherwise, any services provided through the select telehealth services 

provider shall be shared with your primary care provider.
 

8 Preventive care services are covered for children and adults, as directed by your physician, based on the guidelines from the U.S. Preventive Services Task Force (USPSTF) 
Grade A and B recommendations, the Advisory Committee on Immunization Practices (ACIP) that have been adopted by the Centers for Disease Control and Prevention 
(CDC), and the guidelines for infants, children, adolescents and women’s preventive health care as supported by the Health Resources and Services Administration (HRSA). 
Preventive care services include, but are not limited to, periodic health evaluations, immunizations, diagnostic preventive procedures, including preventive care services 
for pregnancy, and preventive vision and hearing screening examinations, a human papillomavirus (HPV) screening test that is approved by the federal Food and Drug 
Administration (FDA), and the option of any cervical cancer screening test approved by the FDA. One breast pump and the necessary supplies to operate it will be covered for 
each pregnancy at no cost to the member. We will determine the type of equipment, whether to rent or purchase the equipment and the vendor who provides it. 

9 After the medical deductible has been reached, the member is responsible for 40% of the eligible charges until their out-of- pocket maximum limit is met. For in-network 

benefits, eligible charges are the negotiated rate. For out-of-network emergency room and emergency medical transportation, eligible charges are the allowed charges and 

are subject to the in-network deductible and accrue to the in-network out-of-pocket maximum.
 

12 Pediatric dental and vision are included up to the last day of the month in which the Member turns 19 years of age. Cost-sharing is applicable for non-diagnostic and 
preventive pediatric dental benefits. 

Ambetter from Health Net PPO plans are offered by Health Net of California, Inc. Health Net of California, Inc. is a subsidiary of Health Net, LLC and Centene Corporation. Health Net
 
is a registered service mark of Health Net, LLC. All other identified trademarks/service marks remain the property of their respective companies. All rights reserved.
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