(W HealthNet' (P Health Net:

LIFE INSURANCE COMPANY

EMPLOYER NAME

MEMBER ENROLLMENT | ]
AND C HAN G EF O RM COVERAGE EFFECTIVE DATE EMPLOYER GROUP NUMBER (Medical)

IMPORTANT - Please print all sections in black ink. For the application to be valid you must submit all applicable pages.
1 SELECTED COVERAGE

la: CHECK THE DESIRED PLAN AS OFFERED BY YOUR EMPLOYER: REASON FOR APPLICATION:
MEDICAL PLAN (write the plan number next to the product, if known) ONew hire

OHMO: OFLEX NET (Indemnity): 0Open Enrollment

OHMO Bronze Network: OPPO: O Loss of prior coverage date:
OHMO Silver Network: OPPO HSA: O COBRA effective date:
OHMO Variable Copay: 0Out-Of-State PPO (OOS PPO): __ | Qualifying event:

Qualifying event date:

OHMO y Mds: OOut-Of-State PPO HSA:

OElect Open Access™ (EOA): OSalud con Health Net®: OAdd dependent

OEOA Silver Network: OSELECT (POS): Qualifying event:

OElect (POS): OSELECT 3-tier POS: Qualifying event date:
DEPO: OOther: REASON FOR CHANGE:

OPlan change

[ Complete sections 1b /1c only if Health Net will be your dental and/or vision provider. | OCh Jdress/
ange address/name

1b: DENTAL PLAN (choose one) 1c: VISION PLAN
(write the plan number next to the product) (write the plan number next to the product) D Delete dependent(s)
OHMO: OPPO: (list names in Section 3)
' ) O Other:
OPPO:
OIndemnity:
2 EMPLOYEE PERSONAL INFORMATION
Last name: First name: MI: [OMale []Female
Residence address: City: State: | ZIP:
Mailing address (if different from residence): City: State: | ZIP:
Date of Birth (Mo/Day/Yr):|Social Security #/Matricula ID#: Job title:
Home telephone number: Work telephone number: Email address:
( ) ( )
Date of hire: Job class: |Dept. #: | Employment status: Marital status:
/ / [ Salaried [ Hourly U Single [ Married [ Domestic partner
Are you choosing to decline coverage? [1Yes [1No |For HMO y Mis or Salud con Health Net members: If available, I would prefer to
If “Yes,” skip to Section 4. receive communication and plan information in Spanish.
OYes [0No
Coverage type: Medicare Participating Physician Group/PPG #:| Primary Care Physician/PCP #:
[0 Medical Medicare Claim/HICN #:
[ Dental [J Part A [J Part B
[ Vision O Part D L N/A T'm enrolling in a PPO or Flex Net Plan
Physician name (First, Last): Is this your current M.D.? Dental HMO Provider ID #:
OYes [No (complete only if electing Health Net Dental)

Do you have other health care coverage? [1Yes [1No If “Yes,” complete the following:
Name of insurance carrier: Prior coverage start date:

Are you enrolling dependents? [1Yes [1No
If “Yes,” complete and submit all pages of the form. If “No,” skip to Section 5 and submit pages 1 and 3.
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Employee name

3 FAMILY INFORMATION Please list all eligible family members to be enrolled. (Attach additional sheets if necessary.)

[ Spouse [OM |Last name: First name: MI:
[0 Domestic partner [1F

Residence address: [ Check here if same as employee City: State: ZIP:
Date of birth (Mo/Day/Yr): Social Security #/Matricula ID #:

Coverage type: Medicare Participating Physician Group/PPG #: Primary Care Physician/PCP #:
[ Medical Medicare Claim/HICN #:
O Dental |[Part A [PartB
[ Vision O Part D
Physician name (First, Last): Is this your current M.D.? Dental HMO Provider ID #:

O Yes [1No (complete only if electing Health Net Dental)

Do you have other health care coverage? [1Yes [1No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
[ Son Last name: First name: MI:
U Daughter
Residence address: [ Check here if same as employee Clty State: ZIP:
Date of birth (Mo/Day/Yr): Social Security #/Matricula ID #:

Coverage type: Medicare Over-age Dependent Type: Participating Physician Group/PPG #:
[ Medical Medicare Claim/HICN #: [ Disabled [ Full-time student
ODental |[OParcA [JPartB 0 Over 50% support Primary Care Physician/PCP #:
[ Vision [ Part D
Physician name (First, Last): Is this your current M.D.? Dental HMO Provider ID #:

OYes [No (complete only if electing Health Net Dental)

Do you have other health care coverage? [1Yes [1No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
[ Son Last name: First name: MI:
[0 Daughter
Residence address: [ Check here if same as employee City: State: ZIP:
Date of birth (Mo/Day/Yr): Social Security #/Matricula ID #:

Coverage type: Medicare Over-age Dependent Type: Participating Physician Group/PPG #:
[ Medical Medicare Claim/HICN #: O Disabled [ Full-time student
OO Dental | OPart A OParcB [ Over 50% support Primary Care Physician/PCP #:
O Vision O Part D
Physician name (First, Last): Is this your current M.D.? Dental HMO Provider ID #:

OYes [No (complete only if electing Health Net Dental)

Do you have other health care coverage? [1Yes [1No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
0 Son Last name: First name: MI:
U Daughter
Residence address: [ Check here if same as employee City: State: ZIP:
Date of birth (Mo/Day/Yr): Social Security #/Matricula ID #:

Coverage type: Medicare Over-age Dependent Type: Participating Physician Group/PPG #:
[J Medical Medicare Claim/HICN #: [ Disabled [ Full-time student
O Dental | [OPart A OPartB [ Over 50% support Primary Care Physician/PCP #:
[ Vision O Pare D
Physician name (First, Last): Is this your current M.D.? Dental HMO Provider ID #:

O Yes [1No (complete only if electing Health Net Dental)

Do you have other health care coverage? [1Yes [1No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
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4 DECLINATION OF COVERAGE (Complete this section if any coverage is to be declined by you or your eligible dependents.)

U Declining medical coverage for:
Name:
O Self O Spouse [ Domestic partner [ Dependent(s)

U Declining dental coverage for:

Name:

O Self O Spouse [ Domestic partner [ Dependent(s)

O Declining vision coverage for:

Name:

O Self O Spouse [ Domestic partner [ Dependent(s)

Reason: [J Other group coverage through this employer [ Individual coverage
O Other group coverage by another group (i.e., spouses employer) O] Other:

Reason: [J Other group coverage through this employer [ Individual coverage

O Other group coverage by another group (i.e., spouse’s employer) (] Other:

Reason: [J Other group coverage through this employer [ Individual coverage
O Other group coverage by another group (i.e., spouses employer) O Other:

decided not to enroll myself and/or my dependent(s).

by the check marks above.

Print employee name:

STOP AND READ CAREFULLY.

The available coverages have been explained to me by my employer. I have been given the chance to apply for the available coverages. I have

By declining coverage, I acknowledge that my dependents and I may have to wait to be enrolled until the next Open Enrollment
Period or qualifying event. Additionally, by signing below I certify that the reason I am declining coverage is accurate as indicated

Employee signature:

Date:

(SIGN ONLY IF DECLINING COVERAGE. IF SIGNED IN ERROR, PLEASE CROSS OUT AND INITIAL.)

5 ACCEPTANCE OF COVERAGE (Signature required.)

THE USE AND DISCLOSURE OF PROTECTED HEALTH
INFORMATION: I acknowledge and understand that health care providers
may disclose health information about me or my dependents to Health Net
Entities, the DBP Entities and/or Fidelity Entities. Health Net Entities, the
DBP Entities and/or Fidelity Entities use and may disclose this information
for purposes of treatment, payment and health plan operations, including but
not limited to, utilization management, quality improvement, disease or case
management programs. Health Net's Notice of Privacy Practices is included in
the evidence of coverage or certificate of insurance for coverage underwritten by
Health Net Entities. I may also obtain a copy of this Notice on the website at
www.healthnet.com or through the Health Net Customer Contact Center.

NOTICE: For your protection, California law requires the following to
appear on this form. Any person who knowingly presents a false or fraudulent
claim for the payment of a loss is guilty of a crime and may be subject to fines
and confinement in state prison.

California law prohibits an HIV test from being required or used by health

insurance companies as a condition of obtaining health insurance coverage.

ACKNOWLEDGEMENT AND AGREEMENT: I understand and agree
that by enrolling with or accepting services from the Health Net Entities, the
DBP Endities and/or the Fidelity Entides, I and any enrolled dependents are
obligated to understand and abide by the terms, conditions and provisions of
the Plan Contract or Insurance Policy. I have read and understand the terms of
this application and my signature below indicates that the information entered
in this application is complete, true and correct, and I accept these terms.

BINDING ARBITRATION AGREEMENT: Subject to the terms of
the Plan Contract or Insurance Policy (which may prohibit mandatory
arbitration of certain disputes if the Plan Contract or Insurance Policy
is subject to ERISA, 29 U.S.C. section 1001, et seq.), I, the employee,
understand and agree that any and all disputes or disagreements between
me (including any of my enrolled family members or heirs or personal
representatives) and the Health Net Entities, the DBP Entities and/or the
Fidelity Entities, regarding the construction, interpretation, performance or
breach of the Plan Contract or Insurance Policy, or regarding other matters
relating to or arising out of my Health Net Entities, the DBP Entities and/
or the Fidelity Entities membership, whether stated in tort, contract or
otherwise, and whether or not other parties such as health care providers,
or their agents or employees, are also involved, must be submitted to
final and binding arbitration in lieu of a jury or court trial. I understand
that, by agrecing to submit all disputes to final and binding arbitration,
all parties, including the Health Net Entities, the DBP Entities and/or
the Fidelity Entities, are giving up their constitutional right to have their
dispute decided in a court of law before a jury. I also understand that disputes
that I may have with the Health Net Entities, the DBP Entities and/or the
Fidelity Entities involving claims for medical malpractice are also subject
to final and binding arbitration. A more detailed arbitration provision is
included in the Plan Contract or Insurance Policy. My signature below
indicates that I agree to submit any dispute to binding arbitration.

Print employee name:

Employee signature:

Date:

“Plan Contract” refers to the Health Net of California, Inc. and/or Dental Benefit Providers of California, Inc. Group Service Agreement and
Evidence of Coverage; “Insurance Policy” refers to Health Net Life Insurance Company, Unimerica Insurance Company, and/or Fidelity Security

Life Insurance Company Group Policy and Certificate of Insurance.
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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 your ID card, or employer group applicants please call Health Net’s Commercial Contact Center at
800-522-0088. Individual and Family Plan (IFP) or Farm Bureau applicants please call 800-909-3447, option 2. Medicare Supplemental
applicants please call 800-926-4178. For more help call the CA Dept. of Insurance at 1-800-927-4357 if you are enrolling in a PPO plan.
If you are enrolling in an HMO plan, call the DMHC Helpline at 1-888-HMO-2219.

English

Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que una persona le lea los documentos y que algunos
se le envien en su idioma. Para obtener ayuda, lldmenos al niimero que aparece en su tarjeta de identificacidn; los solicitantes de grupo
de empleadores deben llamar al Centro de Comunicacion Comercial de Health Net al 800-522-0088. Los solicitantes del Plan Individual
y Familiar (IFP, por sus siglas en inglés) o de la Oficina Agricola, deben llamar al 800-909-3447, opcién 2. Los solicitantes de un Plan
Suplementario a Medicare deben 1lamar al 800-926-4178. Para obtener ayuda adicional 1lame al Departamento de Seguros de California
al 1-800-927-4357, si desea inscribirse en un plan PPO. Si usted se inscribe en un plan HMO, llame a la Linea de ayuda de DMHC, al
1-888-HMO-2219.

Spanish

SR E A o [ T IV R VIR - ST F'ﬂ/ H‘Wﬁh‘/\fu 13 T ﬁ&% WE A EAG ilﬂ}ﬁu
o ;ﬁ ﬁf: E { F”"VUEJ %EF%%' el 2 [E” uﬂ’ Healthiet EJFF? ’EZ SFf lgOO fPZZl—O 88 J’f'[l
Fest (IFPf E 49 11547 800-909- 3447 I jfi 20 ﬁ\/ledlcare i g 15 %TWT 8 0 926-4178 - % L fg‘]ﬁ\ PPO

FEOM Cols 50052717 R 535 A 2D - %, (40 HMO P St et o
(DMH£ fJJJﬂh&w }—‘F 1-888-HMO-2219 -

Chinese
Cic Dich Vu Trg Gitip Ngon Ngit Mién Phi. Quy vi c6 thé duge nhan dich vu thong dich va dude ngusi khic doc gitip cdc tai liéu
biing ngdn ngit clia quy vi. PE dudc gitip d8, xin goi chiing toi tai s dién thoai ghi trén thé hoi vién ctia quy vi. Nhitng ngudi mudn
xin bao hi€m theo nhém do hiing s dai tho xin goi Trung TAm Lién Lac Thuong Mai ctia Health Net tai s6 800-522-0088. Nhitng
ngudi mudn xin bio hiém ctia Chuong Trinh Bdo Hiém C4 Nhan va Gia Dinh (IFP) hoic Farm Bureau, xin goi s 800-909-3447,
bam s6 2. Nhitng ngudi nop don xin Medicare Supplemental (Medicare Phu Trdi) vui long goi s& 800-926-4178. P& dugc gidp dd
thém, xin goi S& Bao Hiém California tai s6 1-800-927-4357 né€u quy vi mudn tham gia mot chuong trinh PPO. Néu quy vi dang
tham gia mot chuong trinh HMO, xin goi Pudng Day Trg Gidp clia DMHC tai s6 1-888-HMO-2219.

Vietnamese
2z A NE NMEIA, P2 SSA MBIA L HAZ2UHH BHESE HH=Z /\-I o= MHIAE 22 £ JASLICH &30 2
HAHe &=L althNetol At

Lotdl =2 %O.JOI IDItEAN HE! OHH HS 2 M3tol A2, 1 =Pl il
(Commercial) 1128 AlHIA AIEH, oH.H S 800-522-0088 He = & Il —’F—’\' A2, Jfol = & Farm Bureau
e MAETE 2 SHHBIS 800-909-344781, S& 28 01 &0 FAA L. Medicare & 28 It M NEH2 St S
800-926-4178&49% St = AIL. PPO S0 Jtotel B2, O 22 =S50 226 g &
CHHH S 1-800-927-4357H2 2 E22I0tEAI2. HMO S0l Jtotel B2, DMHC(2d 22| F) 21 ctol, eHHE S
1-888-HMO-2219H1 2 2 Z2|0HA Al 2.

Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa iyong wika ang mga
dokumento. Para sa tulong, tawagan kami sa numerong nakalista sa iyong ID card, o para sa employer group applicants, mangyaring
tumawag sa Commercial Contact Center ng Health Net sa 800-522-0088. Para sa Individual and Family Plan (IFP) o Farm Bureau
applicants, mangyaring tumawag sa 800-909-3447, opsyon 2. Para sa Medicare Supplemental na mga aplikante, mangyaring tumawag
sa 800-926-4178. Para sa karagdagang tulong, tumawag sa CA Dept. of Insurance sa 1-800-927-4357 kung ikaw ay nag-eenroll sa isang
PPO plan. Kung ikaw ay nag-eenroll sa isang HMO plan, tawagan ang DMHC Helpline sa 1-888-HMO-2219.

Tagalog

Utddwn LEquljut Ownwynipiniutitp: nip Jupnn bp pupgdwt dknp phpt) b rwunwpnptpp piptpgl nwy dkq
hwdwp &kp 1EqUny: Oqunm pjuts hwdwp Ukq quiuquhwpbp dtp hipunipjuts (ID) winduh Jpu ipdws hwdwpny, jud Gpk
gnpswwnhnng fudph nhdnpy bp, ugpmd Gup 800-522-0088 hwdwipny quuiquhwpty Health Net-h Zwdwhunpnh Guuh
Ghunpnt: Uthwnwlui b Cunwbkiwt Opwugph (Individual and Family Plan/IFP) nhunpnubtphg jaunpynud £ quiquhwinty
800-909-3447 hwdwnny, punpuip 2: Lpugnighs Medicare-h nhunprutnhg pnunpymd £ quaquhwipty 800-926-4178
hwdwpny: Lpugnighs oqunipjuts hwdwp 1-800-927-4357 hudwipny quuquhwpbp Ywhdnpthwyh Ugyuhnqugpmpyui
Pudwtndniip, tpt qpuiigynid tp PPO spugpnid: Grh gpugynid tp HMO spugpnid, 1-888-HMO-2219 hudwipny
quiiquhwuptp DMHC-h Oquntpjut gsht:

Armenian

Becnmarasie yemyrn nepeBoza. Bel MoxkeTe BOCIIONB30BaThCs yCIyraMu MEPEBOAYHKA, M BAM MOTYT IIPOYECTh JOKYMEHTHI Ha BallleM
s3pIke. Ecnm BaM TpeGyeTcst oMoIIb, 3BOHATE HaM 110 HOMEPY, YKa3aHHOMY Ha Balllel HACHTH(HKAIMOHHON KapTe. YYaCcTHUKH IIaHa
IPYIMIIOBOTO CTPAXOBAHUsI IO MECTY pabOThI MOTYT 00OpaTUTHCS B KOMMEpPUECKHI KOHTaKTHBII 1eHTp komnanuu Health Net o tenedony
800-522-0088. YyacTHUKH IJIaHOB MHIUBHAYaJIBHOTO MK ceMeliHoro ctpaxoBanus (Individual and Family Plan, IFP), a Taxxe maHoB
cTpaxoBanusi @epmepckoro O10po: noxaiyicTa, 3BoHuTe 110 HoMepy 800-909-3447, nobaBouHsblii 2. YyacTHuKOB I1aHa Medicare
Supplemental mpocum 3BoHUTH 110 HOMEpY 800-926-4178. Eciu BBI y4acTByeTe B IIJIaHE CHCTEMBI IPEIIOYTHTENILHOTO BhIOOpa (Preferred
Provider Organization, PPO), st monmy4eHust JOTOTHATENBHOM MoMOIIH 3BOHNUTE B JlemapTaMeHT cTpaxoBanus mrara Kamindopaus mo
tenedony 1-800-927-4357. Ecnut BBI COCTOHTE B TUIaHE OpPraHU3aiidi MeAUIIHCKoTo o0cmyxuBanus (Health Maintenance Organizations,
HMO), noxamnyiicta, 3B0HUTE B TOPAUYIO JUHUIO JlerapTaMeHTa OpraHn30BaHHOIO MeAUITMHCKOTo oocmyxuBanus (DMHC) o
tenedony 1-888-HMO-2219.

Russian
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B|EOEEY—EA ARECEREIRMBL, EEELZHLET, Y-EAECHFEDA L. IDH— FEHOBESFTHRENEHE
ZEW, EREZEBRAAOMABANDA(E. Health Net REIIVAD b-tUA— 800-522-0088 £ T EARLIZSW BN -KRIETFV
(IFP) Fz(d 77— L-E1—O—-ADOMABAD AL, 800-909-3447 (H4 7))Lk 2 B R) FTHRIVEHDEIZSN ATAH7-HT)AY
MRERADIMABIADAS, 800-926-4178 LTI EELIZEL, BRIBBVEDEBIENHZHS . PPO TUICTMADA R, 17
FIVZTIRIRIT . 1-800-927-4357 FTIEIELIES HMOTSVICTMADA . D) 747N EEBERET (DMHC) DFEREDO
1-888-HMO-2219 FTIEHRLIEELN,
Japanese
S bl i gt 043l oliylys olisgs 05 4 S e w436 5 03sh sl aLid @ryie oSy whoss jf ariloire b 4 bgie Silas sless
a;Health Net 3 55,0 L Lidad oliloys LS 5gg,€ obilito by g o ubé cussl auss 2ud Loy ik cilS 55, 45 ,ials o)l Gobo i Lo by
aiis 5ali2 ai3€ 800-909-3447 ojlas ay Lidad «gylo 265> b (IFP) Lo 0algils: g alyd 7l ploslite .asye &y yulé 800-522-0088 o)Lt
Loiya LS aau oyl d yisden S oS iy gy ais al5.8009264178 o)l 4w Likat (Medicare Supplemental) «,<uso Joso» gloslizoe
4 DMHC <45 s 4y snsoplicnd HMO b o< 0,81 <o pbi e PPO )b o s 81 s als 1-800-927-4357  o)lesis 4y
i€ pals 1-888-HMO-2219 ojle s
Farsi
HSS ITH ATe’: 3HT €ITHIE &t ATTeT JTHS &9 AGE d W3 EASRH 3d¢ UAd! ST UZ & AE'® 7 Ade 6| HEE &,
393 nElst (ID) I93 3 o3 359 3 A &5 a9 mm%mf&wmmmewmﬁama
800-522-0088 &89 3 35 51 feniaSias W3 ufgess U (IFP) A g9 fa8F ¥ wigdiersT faaur s/aa 800-909-3447,
YIRS 2 3 @6 dd| HSlomd AUBIHSS @ nigriers fagur a9d 800-926-4178 389 3 @6 ad1 A 3HT faR PPO U &et &
fer 99 7 37 <09 How BT aHtesmr fEugede nig fesRdR & 1-800-927-4357 889 3 @5 &1 A 3AT fa” HMO us's
et o feyer 99 7 37 fsugene e H3AS I%E anid (DMHC) @t IBumEls 1-888-HMO-2219 §59 3 @5 9|
Punjabi

MmanAUMaNNRARAIE 1 HHNEEGUHATAIMAN SHGIHRMSINANIYSHATMMANSINS 1 alningti
aEgiainEmth mutnetmshRslRAIANTNTATET yERnimgainpEisiEsmin ajugi
Aiie! BNmSARshMANGHiUa Health Net M2 800-522-0088 1 HINAIUHAINAY Bhm[gani (FP)
UHAINIM A Farm Bureau AjHgIATIESIAIS 800-909-3447 Bitiiiaif 2 4 Hﬁ”]‘r“'mﬁjlﬁ NGHIIGH Medicare
AJHGIATIEGTINS 800-926-4178 1 adninigtiiauigfn ajugiaine! janmafitmmdiniSah muia
1-800-927-4357 tiieismagninintninzniding PPo 1 ifaismintinniayenim:ning HMo ajugiaiiel

19jTig i DMHC HiNig 1-888-HMO-2219

Khmer

Cov Kev Pab Txhais Lus Uas Tsis Tau Them Nqi. Koj thov tau kom muaj ib tug neeg txhais lus thiab nyeem cov ntawv ua koj hom lus
rau koj. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj ID los sis cov neeg thov kev pab tom hauj Iwm
thov hu rau Health Net’s Commercial Contact Center ntawm 800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej thiab Tsev
Neeg (Individual and Family Plan [IFP]) los sis Farm Bureau thov hu rau 800-909-3447, xaiv nge 2. Cov neeg thov kev pab los ntawm
Medicare Supplemental thov hu rau 800-926-4178. Yog xav tau kev pab ntxiv hu rau CA Qhov Chaw Saib Xyuas Txog Kev Tuav Pov
Hwm (Dept. of Insurance) ntawm 1-800-927-4357 yog hais tias koj koom rau hauv ib gho kev pab los ntawm PPO. Yog hais tias koj
koom rau hauv ib gho kev pab los ntawm HMO, hu rau DMHC Tus Xov Tooj Muab Kev Pab ntawm 1-888-HMO-2219.

Hmong

O8navwagatosdzun. znﬂummo‘msuuamwcwwﬂmLcaaummwcsnmmw?mmnz‘ﬂgcﬁnwﬂ&ﬂaegmncag
(foartoEunoaugon e, Tm?znznﬂzuamsamuwwcamnauu‘coTnumUmw‘cwzsgmﬂn mammannuan%gwa
(Saueunaudeiivgnarway QTU’ITU]UI‘@USUINUC']OC]C&Sf]l:ﬁt’ﬂlm‘ww‘]lmLLU’If] Health Net 0190 2098 (21 800-522-0088.
@ét@mtwumn Individual and Family Plan (IFP) cmséégémccﬂumu Farm Bureau 2201810900098 (a1 800-909-3447
cciatﬁanéﬁ 2. éétgﬂuwumucé’uwatmé [Medicare Supplement] 2zt ncauzuag tan 800-926-4178.
mmnmumag%agmsuyccf:mmn PPO, ?m?m‘tUmnuUann‘cw w9S0aa3dtuanaumas @n 1-800-927-4357
(foartoEunoaugos S iudy. namannauniSgaede »eUjuLeIUNIy HMO, L tnnausae0ou DMHC

DUz N 1-888-HMO-2219.
Laotian
cliygunc ddlay Sle pedl @801 Lo Ly uash paclundl Sle Jyald cliely el 35Uadl 31,8 cullog ey dile Xl cLiSe . A41S5 (gay dyg2] wloas
oosazl) .800-522-0088 o1 LeHealth Net duwwil sloadl glall closs 35, Jlas¥l sle) dyylondl pllall slac¥ douilly (ID)
e Joadl cllay onastf .2 ,Ls ,800-909-3447 oL JLas¥ sls, Farm Bureau of (IFP) aliled gf aslg gasvid juals e Jouad! wlllag
Ly LS &% irealadl 8yfaly sl daclandl oo s ll e Jpuasll .800-926-4178 3,1 JLas¥l sL>, Medicare Supplemental osclie
@8l oLe DMHC J sl 1ty Juast HMO ol LSyisie0 =S 13l .PPO geolipy ot LS e e 1) 1-800-927-4357 o3,01 e

.1-888-HMO-2219
Arabic
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Please contact the Health Net Customer Contact Center at  this policy. If you're unable to provide documentation of bona
the toll-free numbers below should you need assistance in  fide creditable coverage at enrollment time, Health Net Life
completing this form or if you have questions about your  Insurance Company may provide assistance in obtaining the

coverage: necessary documentation upon request. Note: Prior coverage,
English 1-800-522-0088 which is interrupted by a period of 63 days (or 180 days if
Cantonese 1-877-891-9050 your previous employer terminated the coverage) or more,
Korean 1-877-339-8596 does not qualify as creditable coverage.

Mandarin 1-877-891-9053
Spanish 1-800-331-1777
Tagalog 1-877-891-9051
Vietnamese 1-877-339-8621

DISABLING CONDITIONS

If you or your family member were disabled as of the date of
termination of coverage with a prior health insurer and the
loss of coverage was due to the termination of the employer’s

If you have questions about your dental or vision coverage, insurance policy, you may be entitled to an extension of

please call: health benefits according to California Insurance Code
Dental 1-866-249-2382 section 10128. Under this law, the prior insurer retains
Vision 1-866-392-6058 responsibility until whichever of the following occur first:

(a) The member is no longer totally disabled; (b) The

You can use your copy of the Health Net enrollment form ) . , .
maximum benefits of the prior insurer’s coverage are paid; or

as your temporary ID card until you receive your permanent

ID card. (c) A period of 12 consecutive months has passed since the

date coverage ended with prior insurer.
HMO, HMO Silver Network, HMO Bronze Network,
HMO Variable Copay, HMO y Mas, Elect Open Access™
(EOA), Elect (POS), EPO, Salud con Health Net EPO or
SELECT (POS) Enrollees: select a Participating Physician
Group (PPG) and a Primary Care Physician (PCP).

PRODUCTS/ENTITIES

Medical plans are provided by Health Net of California, Inc.

and/or Health Net Life Insurance Company (together, the

“Health Net Entities”). Dental plans are provided by

Dental Benefit Providers of California, Inc. and / or

Dental HMO Enrollees: select a participating dentist. Unimerica Insurance Company (together, the “DBP

Please note, if you do not select a participating physician Entities”). Vision plans are provided by Fidelity Security Life
’ Insurance Company and serviced by Eyemed Vision Care

LLC (together the “Fidelity Entities”).

group, primary care physician or dental provider for yourself
and each of your eligible dependents, a physician group,
primary care physician and dental provider will be selected Neither the DBP Entities nor the Fidelity Entities are
for you. affiliated with the Health Net Entities. Obligations under
dental and vision plans are not obligations of, and are not

PRE-CERTIFICATI
RE-CER CATION guaranteed by, the Health Net Entities.

You, the member, are responsible for obtaining certification
for certain services. Please check your plan certificate for alist ~ Health Net of California, Inc. offers the following products:
of services requiring pre-certification. HMO, HMO Silver Network, HMO Bronze Network, HMO
. . Variable Copay, HMO y Mis, Salud con Health Net HMO,
For pre-certification, please call 1-800-977-7282 Elect Open F/)\c};:ess (EOZ};), Elect (POS) and SELECT (POS).
Preexisting Conditions and Creditable Coverage

Your coverage under the PPO, PPO HSA, EPO and

Flex Net benefit plans may be subject to pre-existing

Health Net Life Insurance Company offers the following
products: PPO, PPO HSA, EPO, Flex Net and Salud con
Health Net EPO and PPO.

condition limitations for a maximum period of six months
from the effective date of your enrollment. In accordance with  Dental Benefit Providers of California, Inc. offers the
state and federal law, Health Net Life Insurance Company following product: Dental HMO (DHMO).

will credit any prior coverage that you document at the time

you apply to enroll in PPO, PPO HSA, EPO or Flex Net,

provided the prior coverage qualifies as “creditable coverage”

Unimerica Insurance Company offers the following products:
PPO Dental and Indemnity Dental.

as defined under federal and state law. Creditable coverage Fidelity Security Life Insurance Company offers the following
will be applied to offset (in part or whole) the pre-existing products serviced by EyeMed Vision Care, LLC: PPO Vision.
PLEASE VISIT US AT WWW.HEALTHNET.COM

condition limitation, which may apply to your coverage under

(CDI 6019011 7/09) Health Net of California, Inc. is a subsidiary of Health Net, Inc. Health Net
Life Insurance Company is a subsidiary of Health Net, Inc. Health Net®, Health Net Elect and
Salud con Health Net are rcgis[crcd service marks of Health Net, Inc. All rights reserved. SAP 6021965 (6/10)



