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Plan Overview 
Ambetter Secure Care 4 (2017) 

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY. 

THE PLAN CONTR ACT AND EVIDENCE OF COVERAGE (EOC) 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 are 

usually billed after the service is received. 

Benefit description . , Member(s) responsibility1,,
Deductible per calendar year $1,400 single / $2,800 family 

- - - - - ------- - - --- - - -------

Coinsurance 10% 

Out-of-pocket maximum 
Including all deductibles, copays and coinsurance $5,750 single / $11,500 family 

---� -- - - - -��--------------

Maximum benefits in-network Unlimited 

Professional services 
Primary care physician (PCP) $10 copay/visit 

- -�- - -�-------------------

Specialist physician $30 copay/visit 
� --��---------------------

Preventive care2 No charge 
------ - - - --------------- --

Prenatal care and postpartum care $10 copay/visit (PCP) 
- ----------------------- --

Hearing exam I Hearing aid 
Hearing exam $30 copay/visit. One routine hearing exam/year. 

- ---='-------------------------

Hear in g aid 10% coinsurance after ded. One hearing aid per ear/per plan year. 
- ---='----- - - ------- --- - - - - - --

Laboratory services 
Physician's office or independent facility3 $0 copay/visit after deductible 

--'--- -------''----------''--------------

Hospital 10% coinsurance after deductible 

X-ray services
Physician's office or independent facility3 $60 copay/visit after deductible 

--'---- - - - ---''---- - -----''---- - - - - - -----

Hospital 10% coinsurance after deductible 

Imaging and testing services 
(including but not limited to MRis, MRAs, and PET/ SPECT, ECT, 
and BEAM scans) 
Physician's office or independent facility3 $250 copay/visit after deductible 

-�---- - - -�- - - -�- - - -- - - -- --

Hospital 10% coinsurance after deductible 

Hospital services
Inpatient hospital services (including physician, facility, surgery 
and labor/delivery) 

$375 copay/day, up to 3 days after deductible 

Outpatient hospital/ ambulatory surgical center services 10% coinsurance after deductible 
---=- - -�-----�-� -- - - - - - -----

Skilled nursing facility (100 days max.I calendar year) $375 copay/day, up to 3 days after deductible 
---- - - - - - ------- - - - -- - - ---

( continued) 




