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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services 
FEHB: Health Net of California: High Option Codes (LB1, LB2, LB3)/CS2956 

Coverage Period: 01/01/2026-12/31/2026 
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the 
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. Please read the FEHB Plan brochure RI-73-898 that contains the complete terms of this plan. All benefits are subject to the definitions, 
limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage, such as Medicare. For general definitions of common 
terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can get the FEHB Plan 
brochure at www.healthnet.com/fehb and view the Glossary at www.healthcare.gov/sbc-glossary. You can call 1-800-522-0088 to request a copy of either document. 

Important Questions Answers Why This Matters 
What is the overall 
deductible? $0. See the Common Medical Events chart below for your costs for services this plan covers. 

Are there services 
covered before you meet 
your deductible? 

There is no deductible. There is no deductible. 

Are there other 
deductibles for specific 
services? 

No. You don’t have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

Medical limit:  
$1,500/Self Only  
$3,000/Self Plus One 
$4,500/Self and Family per calendar year.  
Separate pharmacy limit:  
$2,900/Self Only 
$5,800/Self Plus One 
$8,700/Self and Family per calendar year. 

The out-of-pocket limit, or catastrophic maximum, is the most you could pay in a year for 
covered services.  

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

Premiums, balance billing charges and 
health care this plan doesn’t cover. Even though you pay these expenses, they don’t count toward the out–of–pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See www.healthnet.com/fehb or call 
1-800-522-0088 for a list of network 
providers. 

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

Do you need a referral to 
see a specialist? Yes. This plan will pay some or all of the costs to see a specialist for covered services but only if 

you have a referral before you see the specialist. 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical Event Services You May Need 
What You Will Pay 
Network Provider 

(You will pay the least) 

What You Will Pay 
Out-of-Network Provider 

(You will pay the most, plus 
you may be balance billed) 

Limitations, Exceptions & Other 
Important Information 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat 
an injury or illness $20 copay/visit Not covered 

If services are not provided by your 
PCP, nurse practitioner or physician’s 
assistant, the specialist copay will 
apply. 

Specialist visit $30 copay/visit Not covered Requires prior authorization. 

Preventive care/screening/ 
immunization No charge Not covered 

You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services needed are preventive. 
Then check what your plan will pay 
for. 

If you have a test 

Diagnostic test (x-ray, 
blood work) No charge Not covered Requires referral. 

Imaging (CT/PET scans, 
MRIs)  $250 copay/procedure Not covered Requires prior authorization. 

If you need drugs to treat 
your illness or condition. 

More information about 
prescription drug 
coverage is available at 
www.healthnet.com/fehb 

Generic drugs (Tier 1) $10 copay/retail order  
$20 copay/mail order Not covered 

Supply/order: up to 30 day (retail); 
35-90 day (mail), except where 
quantity limits apply. Prior 
Authorization is required for select 
drugs. If you buy a brand name drug 
that has a generic equivalent, you 
pay the difference in cost between 
the brand name and generic drug 
plus copay or coinsurance for the 
generic. 

Preferred brand drugs (Tier 
2) 

$35 copay/retail order  
$70 copay/mail order Not covered 

Non-preferred brand drugs 
(Tier 3) 

$60 copay/retail order 
$120 copay/mail order Not covered 

Specialty drugs  20% coinsurance up to $200 
max per prescription Not covered 

Prior authorization is required for 
select drugs. Quantity limits may 
apply to select drugs. Supply/order: 
up to a 30 days supply filled by 
specialty pharmacy. Refer to the 
recommended drug list for drugs 
considered specialty. 

https://fehb.healthnetcalifornia.com/
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Common Medical Event Services You May Need 
What You Will Pay 
Network Provider 

(You will pay the least) 

What You Will Pay 
Out-of-Network Provider 

(You will pay the most, plus 
you may be balance billed) 

Limitations, Exceptions & Other 
Important Information 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery center) 

Hospital/ASC-$200 
copay/admission 

Services other than surgery-No 
charge 

Not covered Requires prior authorization. 

Physician/surgeon fees No charge Not covered None 

If you need immediate 
medical attention 

Emergency room care $100 copay/visit If you need immediate medical 
attention-$100 copay/visit 

Copay waived if admitted into the 
hospital.  

Emergency medical 
transportation No charge If you need immediate medical 

attention-No charge None 

Urgent care $20 copay/visit If you need immediate medical 
attention-$20 copay/visit None 

If you have a hospital stay 
Facility fee (e.g., hospital 
room) 

$150 copay/day for a maximum 
of 5 days per admission Not covered Requires prior authorization. 

Physician/surgeon fees No charge Not covered None 

If you need mental health, 
behavioral health, or 
substance abuse services 

Outpatient services 

Office-individual therapy 
session-$20 copay/visit 

group therapy session-$10 
copay/visit 

Other than office-No charge 

Not covered Requires prior authorization except 
for office visits. 

Inpatient services $150 copay/day for a maximum 
of 5 days per admission Not covered Requires prior authorization. 

If you are pregnant 
Office visits $20 copay for PCP/visit  

$30 copay for specialist/visit Not covered Cost sharing does not apply to 
preventive services. 

Childbirth/delivery 
professional services No charge Not covered None 

Childbirth/delivery facility 
services 

$150 copay/day for a maximum 
of 5 days per admission Not covered None 
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Common Medical Event Services You May Need 
What You Will Pay 
Network Provider 

(You will pay the least) 

What You Will Pay 
Out-of-Network Provider 

(You will pay the most, plus 
you may be balance billed) 

Limitations, Exceptions & Other 
Important Information 

If you need help 
recovering or have other 
special health needs 

Home health care Nothing for first 30 visits; $10 
per visit thereafter Not covered 

Copay is required on and after the 
31st calendar day of the treatment 
plan. Requires prior authorization. 

Rehabilitation services No charge Not covered 
Requires prior authorization. 

Habilitation services No charge Not covered 

Skilled nursing care No charge Not covered Limited to 100 days per calendar 
year. Requires prior authorization. 

Durable medical equipment No charge Not covered Corrective footwear is not covered. 
Requires prior authorization. 

Hospice services No charge Not covered Requires prior authorization. 

If your child needs dental 
or eye care 

Children’s eye exam $20 copay for PCP/visit  
$30 copay for specialist/visit Not covered  None 

Children’s glasses Not covered Not covered None 

Children’s dental check-up Not covered Not covered None 

Excluded Services & Other Covered Services: 

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

• Acupuncture-$10 copay/visit up to 20 
visits per calendar year, combined with 
chiropractic care. Administered by 
American Specialty Health (ASH). 

• Bariatric surgery 

• Chiropractic care-$10 copay/visit up to 20 
visits per calendar year, combined with 
acupuncture. Administered by American 
Specialty Health (ASH). 

• Hearing aids 
• Infertility treatment 
• Routine eye care (Adult) 

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

• Cosmetic surgery 
• Dental care (Adult) 

• Long-term care 
• Non-emergency care when traveling outside 

the U.S. 

• Private-duty nursing 
• Routine foot care 
• Weight loss programs 

https://www.healthcare.gov/sbc-glossary/#plan
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Your Rights to Continue Coverage: 
You can get help if you want to continue your coverage after it ends. See the FEHB Plan brochure, contact your HR office/retirement system, contact your plan at 1-800-
522-0088 or visit www.opm.gov.insure/health. Generally, if you lose coverage under the plan, then, depending on the circumstances, you may be eligible for a 31-day 
free extension of coverage, a conversion policy (a non-FEHB individual policy), spouse equity coverage, or receive temporary continuation of coverage (TCC). Other 
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the 
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 
Your Grievance and Appeals Rights: 
If you are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal. For information about your appeal rights please see Section 3, 
“How you get care,” and Section 8 “The disputed claims process,” in your plan's FEHB brochure. If you need assistance, you can contact: Health Net’s Customer 
Contact Center at 1-800-522-0088. There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: 
Health Net’s Customer Contact Center at 1-800-522-0088, submit a grievance form through www.healthnet.com/fehb, or file your complaint in writing to, Health Net 
Appeals and Grievance Department, P.O. Box 10348, Van Nuys, CA 91410-0348. For information about group health care coverage subject to ERISA, contact the U.S. 
Department of Labor’s Employee Benefits Security Administration at 1-866-444 (EBSA (3272) or www.dol.gov/ebsa/healthreform. If you have a grievance against Health 
Net, you can also contact the California Department of Managed Health Care at 1-888-466-2219 or TDD line 1-877-688-9891 for the hearing and speech impaired or 
www.dmhc.ca.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the California Department of Managed Health Care at the 
contact information provided above. 
Does this plan provide Minimum Essential Coverage?  Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
Does this plan meet the Minimum Value Standards?  Yes 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-522-0088 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-522-0088 
Chinese (中文): 如果需要中文的帮助，请拨打这个号码1-800-522-0088 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-522-0088 

 
To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
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About these Coverage Examples: 

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

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 
 The plan’s overall deductible $0 
 Specialist copayment $30 
 Hospital (facility) copayment $150 
 Other copayment $20 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

Total Example Cost $12,700 

In this example, Peg would pay: 
Cost Sharing 

Deductibles $0 
Copayments $200 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $260 
  

Managing Joe’s Type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 
 The plan’s overall deductible $0 
 Specialist copayment $30 
 Hospital (facility) copayment $150 
 Other copayment $20 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay: 
Cost Sharing 

Deductibles $0 
Copayments $800 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $820 

Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 
 The plan’s overall deductible $0 
 Specialist copayment $30 
 Hospital (facility) copayment $150 
 Other copayment $20 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $2,800 

In this example, Mia would pay: 
Cost Sharing 

Deductibles $0 
Copayments $200 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $200 

 

https://www.healthcare.gov/sbc-glossary/#specialist
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Nondiscrimination Notice
In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents),  
Health Net of California, Inc. (Health Net) complies with applicable Federal nondiscrimination laws and does 
not discriminate on the basis of race, color, national origin, age, disability, religion, sex, pregnancy, or genetic 
information. We do not exclude people or treat them differently because of race, color, national origin, age, 
disability, religion, sex, pregnancy, or genetic information.

The health benefits described in this brochure are consistent with appliable laws prohibiting discrimination. All 
coverage decisions will be based on nondiscriminatory standards and criteria. An individual’s protected trait 
or traits will not be used to deny health benefits for items, supplies, or services that are otherwise covered and 
determined medically necessary.

Health Net:
	• 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 Health Net’s Customer Contact Center at: 
Group Plans through Health Net 1-800-522-0088 (TTY: 711)

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

Health Net of California, Inc. Appeals & Grievances 
PO Box 10348, Van Nuys, CA 91410-0348 
Fax: 1-877-831-6019 
Email: �Member.Discrimination.Complaints@healthnet.com (Members) or  

Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

FEHB Program members must write to OPM within:

	• 90 days after the date of our letter upholding Health Net’s initial decision; or

	• 120 days after you first wrote to health Net - if we did not answer that request in some way within 30 days; or

	• 120 days after we asked for additional information.

Write to OPM at: United States Office of Personnel Management, healthcare and Insurance, Federal Employee 
Insurance Operations, FEHB 3, 1900 E Street, NW, Washington, DC 20415-3630.

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex, you 
can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights 
(OCR), electronically through the OCR Complaint Portal, 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).

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

FLY065097EP02 (10/25)










	FEHB: Health Net of California: High Option Codes (LB1, LB2, LB3)/CS2956
	Excluded Services & Other Covered Services:
	Your Rights to Continue Coverage:
	Your Grievance and Appeals Rights:
	Does this plan provide Minimum Essential Coverage?  Yes
	Does this plan meet the Minimum Value Standards?  Yes
	Language Access Services:
	About these Coverage Examples:



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /PageByPage

  /Binding /Left

  /CalGrayProfile (Gray Gamma 2.2)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.6

  /CompressObjects /Off

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /LeaveColorUnchanged

  /DoThumbnails true

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 150

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages false

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 150

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.76

    /HSamples [2 1 1 2] /VSamples [2 1 1 2]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 150

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages false

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 150

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.76

    /HSamples [2 1 1 2] /VSamples [2 1 1 2]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 15

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages false

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<





    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>







    /HUN <>

    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)

    /JPN <>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>





    /SKY <>



    /SUO <>

    /SVE <>

    /TUR <>



    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 6.0 and later.)

  >>

>> setdistillerparams

<<

  /HWResolution [900 900]

  /PageSize [612.000 792.000]

>> setpagedevice





