Health Net Life Insurance Company (Health Net)

Group Life Insurance Claim Form

Attn: Life Claims

PO Box 10427

Van Nuys, CA 91410-0427
1-800-635-5832

Hy

Health Net’

LIFE INSURANCE COMPANY

Claim for: [J Employee Life and AD&D

[ Dependent Life
[J Supplemental Life

Attach certified death certificate. Please see reverse for instructions.

Section A - Policyholder statement to be completed by employer

Al. Employee name: Last: A2. First: A3.MI: | A4. Employee SSN: A5. Employee DOB:
I

A6. Insured name: Last: A7. First: A8.MI: | A9. Insured SSN: A10. Insured DOB:
[/

AT1. Policyholder #: A12. Policyholder

name: A13. Employee occupation/

Job title:

A14. Employee class
(if applicable):

Al5. Basic annual earnings:

A16. Reason for stopping work (if applicable):

[ Resigned [dillness [JLayoff [JRetired [Leave [ Vacation
[ other
A17. Employee date of | A18. Effective date of A19. Last date of full-time active work for employer: | A20. Date premiums are paid to:
hire: coverage: / / / /
/] /]

A21. Cause of death (Attach additional sheet, if needed.):

A22. Date of death:

[

A23. Place of death:

A%4. Did deceased have Accidental Death & Dismemberment

A25. Are accidental death benefits being claimed?

coverage? [lYes [dNo Cdyes [No (If “Yes,” additional documentation necessary.)
A26. Amount of insurance claimed:
$ Basic $ Supp % AD&D % Dep

Section B - Named beneficiary(ies) statement to be completed by employer

B1. Name of beneficiary: B2. Age: B3. SSN: B4. Relationship to deceased:
B5. Beneficiary’s mailing address:
B6. Name of beneficiary: B7. Age: B8. SSN: B9. Relationship to deceased:
B10. Beneficiary’s mailing address:
B11. Do you recommend payment of this claim? [Yes [JNo

Remarks:
Mail check to:  [J Employer at address shown [ Beneficiary at address shown [ Other (Specify in cover letter.)
B12. Signature of employer representative: B13. Title of employer representative: | B14. Phone #: B15. Date:
X I
B16. Employer address: Street: B17. City: B18. State: | B19. ZIP:
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Section C - Attending physician statement

IF DECEASED WAS DISABLED MORE THAN 31 DAYS PRIOR TO DEATH, PLEASE HAVE THIS STATEMENT COMPLETED BY
THE PHYSICIAN WHO TREATED HIM OR HER DURING THIS DISABILITY.

C1. Full name of deceased: C2. Date of death: C3. Age:
/]
C4. Place of death: C5. Date of first visit: C6. Date of last visit:
/] /]
C7. Immediate cause of death: C8. Duration:
C9. Contributory causes or complications: C10. Duration:

C11. Death resulted from:
[ Natural causes [ Accident [JSuicide [ Homicide

C12. If due to accident, suicide or homicide, describe briefly:

C13. Signature: | hereby certify that the above answers are true and complete to the best of my knowledge and belief.
X C14. Date: / /
C15. Address: C16. City: C17. State: | C18. ZIP: C19. Phone #:

Section D - Instructions

1. The employer or a representative of the employer must complete the Policyholder Statement and Named Beneficiary(ies) Statement.

9. A completed W-9 Form, signed by the Beneficiary(ies) or Representative of a Beneficiary(ies), must be submitted with the Claim Form
to Health Net.

3. If any of the beneficiaries named in the policy are deceased, a certified copy of the death certificate of such deceased beneficiary must
accompany the Beneficiary/Claimant Statement.

4. If the policy is payable to the estate or to the executors or administrators of the Insured, a certificate of the appointment and estate
identification number must be furnished.

5. If the policy is payable to a minor or a mentally incompetent person, a certificate of the guardian’s appointment of the minor’s or
mentally incompetent person’s estate is to be furnished.

6. If claiming accidental death benefits, provide a detailed accident report, police report, newspaper article, or any other pertinent
information concerning the accident.

7. Itis only necessary to complete the Attending Physician’s Statement if the decedent was disabled more than 31 days prior to death.
If applicable, the physician who treated the decedent during the disability should complete and sign this statement.

Note: The cost, if any, of completing and/or obtaining necessary claim papers is to be borne by the Beneficiary/Claimant.
SELF-ADMINISTERED GROUPS ONLY

1. In addition to the above requirements, please submit the original enrollment card and all applicable change forms.

2. If the life benefit is based on salary, please submit payroll documents which verify the decedent’s annual earnings at the time of death.
FOR RESIDENTS OF CALIFORNIA

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 also be subject to fines and confinement in state prison.

A certified copy of the insured’s death certificate must accompany this form.

Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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Nondiscrimination Notice

Health Net Life Insurance Company (Health Net) complies with applicable federal civil rights laws and does not discriminate,
exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital status, gender,
gender identity, sexual orientation, age, disability, or sex.

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 Life Insurance Company Appeals & Grievances
PO Box 10348
Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Covered Persons) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

You may submit a complaint by calling the California Department of Insurance at 1-800-927-4357 or online at
https://www.insurance.ca.gov/01-consumers/101-help/index.cfm.

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.


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.insurance.ca.gov/01-consumers/101-help/index.cfm
mailto:Non-Member.Discrimination.Complaints@healthnet.com
mailto:Member.Discrimination.Complaints@healthnet.com

English

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 the Customer Contact Center at the number on your ID card or call

Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace,

call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).

Arabic
eoe ol s o e DU B lasall e pumnall Slialy 5350 U 5 o Wiy 558 s ol i g3 0f LSy Alaa 2y 58] e
(TTY: 711) 1-800-839-2172 :akiall 5 3 ji¥) ddadl e il &8 )l Jai¥) f @ity e caall o)l jue oSlaall dard S 5
(TTY: 711) 1-888-926-4988 a3 )1 e Alilall 5 21 5Y) Aadl e il o8 )l Juai¥) oo s iy sillS b Jual 5l
e de gead) Lbal (TTY: 711) 1-888-926-5133 5 ysieall cile 5yl
(TTY: 711) 1-800-522-0088 &1L Juai¥l .~ » <Health Net

Armenian

Utddun (Equlju swnwynipyniiibtp: Inip Jupnn tp pabudnp pupgdwithy unwbug:
Ouunwpnpbpp jupnn o jupnuy dkp 1Eqyny: Oqunipjut hwdwp quiuquhwpbp Zwdwpnpyubph
uyuuwpuwt JEwnpnt dkp ID pupnh Jpu tpqws hinwinuwhwdwpny jud quiuqubhwpkp
Individual & Family Plan (IFP) Off Exchange" 1-800-839-2172 htnwunuwhwdwpny (TTY" 711):

Y h$nplhwyh hudwp quiquhwptp IFP On Exchange’

1-888-926-4988 htinwjunuwhwdwpny (TTY" 711) ud ®npp phqukuh hwdwp’

1-888-926-5133 htinwhunuwhwdwpny (TTY" 711): Health Net-h vdpwjhtt spugptph hwdwp
quiiquhwptp 1-800-522-0088 htnwjunuwhwdwpny (TTY 711):

Chinese

REFES IR o WRIEH R SRR - EATEE AR SR S4E T SE TR e S R NS R HYEE =
T - BB - FHEITIERE B~ FAVEESRIE IR PR b O BE BRI TR (RIS 5 54 b
#Y Individual & Family Plan (IFP) 43¢ @ 1-800-839-2172 (§E[EELR : 711) - AAIINMRIEAZ S TS »
AR TIERR (RIS 5y 13507 IFP 43 1-888-926-4988 (FE[HELR : 711) » /NI ZERIGERETT
1-888-926-5133 (PEfEELLY : 711) - 41157748 Health Net HUSHYEICRETES » FHETT

1-800-522-0088 ( HE[EELLR @ 711) o

Hindi

fOetr Qeeh W7 FATT| 3T T GITAT GTH AT Hehel &1 3T SEATdSI Pl 37U AT F Tgar
Thd | e & T, 31U M w1 F U 97T FaR W Aeh [T thg, Pl BieT BY AT IThard
3R HiAT tona (3TSTHUT) 3TH TaEdST: 1-800-839-2172 (TTY: 711) U el | Shierprerar
oY & fow, IETHEd 3 el 1-888-926-4988 (TTY: 711) AT TATS eiard
1-888-926-5133 (TTY: 711) W &l Y| o A & HCIA § U ol & fow

1-800-522-0088 (TTY: 711) WX &iel Y|

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California ghov chaw kiab
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau

1-800-522-0088 (TTY: 711).

Japanese

HEOZEHEY—EAZRME L TB Y £9, @ikEFE L THHWCZ T £, AARETIEZBHAT
52 EHAMRETT, ~VTRRERGAIX, IDI— RICRRE SN TV L E S CEEEEE ¥ —F
TBRWSDLEWZ7ZL A, Individual & Family Plan (IFP) (A - FWEMT 75 )

Off Exchange: 1-800-839-2172 (TTY: 711) FTHREFHL LIV, BV 7 =T MD~—4 v b
LA AZDOWTIL, IFP On Exchange 1-888-926-4988 (TTY: 711) F£ 7= Small Business
1-888-926-5133 (TTY: 711) £ TEEFELZ I, Health NetiZ X B 7 V—7"7F A2 D0 T,
1-800-522-0088 (TTY: 711) F TEBEIE Z &,



Khmer

UM ANTNWRRANG Y INAERAMNGEGUMSHRURURIHET NN RHRNGANUIRMSARA
ANIBIANAHAMMANURSINRERY UGS ayuugiRinisimsuiivanunisgshnd
SnsmuiueizumsishlvanumUgsiuasinpEn UM gissnigimsmyii off Exchange
URTERE AN URI SRABIHANT (IFP) MUIIIISS 1-800-839-2172 (TTY: 711)4
CUTNUEENIG California AgBiUTIgIedEigIMSHAYIR On Exchange IUATHIfEY IFP Mty
1-888-926-4988 (TTY: 711) UBUISHZRYNHEMUILI:IUS 1-888-926-5133 (TTY: 711)4
EUINUMENMABMBI: Health Net fybiuTIgiadgigimsifug 1-800-522-0088 (TTY: 711)

Korean

T2 Ao Ayt 9 AR AE wo i 5 dFUTh LA EE AHAE oA 5 9l
AN Ay 2= A7 A Ao Z Alggynh =] DAsHAHID k=) FEE WS
AAM B2 Ao s Ay A B 7FE S A(F - Off Exchange:
1-800-839-2172(TTY: 711 0.2 A sla] FHA] 2. A = ulA Z g o] 0] Ao

IFP On Exchange 1-888-926-4988(TTY: 711), 2~ 7F 5. H] 749- 1-888-926-5133(TTY: 711 .=
33l 4 Al L. Health Nets &3+ 7145 W 2] %9~ 1-800-522-0088(TTY: 711)H .= 7 35}
FHAL.

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ nd hadidoot’jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t’aa na akodoolniit. Akdt’éego shiké a’doowot ninizingo
Customer Contact Center hoolyéhijj’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikaa’ éi doodago koji’ hélne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711).
California marketplace bahigii koji’ hdlne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) éi doodago
Small Business bahigii koji’ hdlne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net bahigii éi
koji’ hélne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
(6 5k o) g3 Gl 5 L (Lo 4 Al 3 sl g3 5 281 55 (e L2 580 (ALeE aa Sie S 2155 e Al s () Sled
1o_ked 42 IFP) Off Exchange) S35l 5 28 b b (balid IS (655 0 jlad 40 e sidia il 38 e Ly eSS il 5o
1-888-926-4988 »_lei IFP On Exchange L < allS )3 sl .2 80 (i (TTY:711) 1-800-839-2172
Goob 3l a5 R sl 2ok ) a8 Gl (TTY:711) 1-888-926-5133 Sa S S 5 S L (TTY:711)
280 el (TTY:711) 1-800-522-0088 L <Health Net

Panjabi (Punjabi)

oot fan Ba13 TS 37 ATl 3H 'S T9ie & AT ITAS J9 RS JI 3J°g TASRH JI3! 5
€9 Ug 9 5e8 7 Hele I&5| HEE B8, W WEis! 993 3 &3 99 3 Irdd AU ded § o6 3 HF
fong a3 W3 Ufgead WA (IFP) Wig WaAgH ‘3 % d9: 1-800-839-2172 (TTY: 711)| a@eIadr
HIfTSUBH B, IFP W& "IaASH § 1-888-926-4988 (TTY: 711) 7 AXS famdH §

1-888-926-5133 (TTY: 711) ‘3 IS IJ| IBH &< I AT UG B,

1-800-522-0088 (TTY: 711) ‘3 IS |

Russian

BecnmatHast moMomis NepeBOAYNKOB. BBl MOXKETE MOTy4NTh OMOIIB Iepe®aAINKa. BaMm MoryT mpounTats
JOKyMeHTHI Ha Barrem pogaoM si3eike. Ecnin Bam Hy>kHa iomorns, 3BoHHATAIO Tenedony LlenTpa nomormn
KJIMEHTaM, yKa3aHHOMY Ha Balllel KapTe yJacTHHKa IUIaHa. BbI Takoke MpyKeTe ITO3BOHHUTH B OT/IEI TOMOIIH
YyYaCTHHKaM He IPEJICTaBICHHbBIX Ha (he/iepalbHOM PHIHKE IUIAaHOB ISl YATHBIX JIUIL U ceMer

(IFP) Off Exchange 1-800-839-2172 (TTY: 711). Yuactuuku nianoB ot California marketplace: 3BoHuTe
B OT/IEJI TIOMOIIIM YYaCTHUKAM IPe/ICTaBICHHbIX Ha (penepanbHoM peiakauianoB [FP (On Exchange) mo
tenedony 1-888-926-4988 (TTY: 711) unu B oTaen mmaHoB Au1s Majioro 6m3Heca (Small Business) mo
Tenepony 1-888-926-5133 (TTY: 711). Y4acCTHUKH KOJUIEKTUBHBIX IIJIAHOB, TIPEIOCTABISIEMBIX YEpE3
Health Net: 3Bonute o tenecpony 1-800-522-0088 (TTY: 711).



Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, comuniquese con el Centro de Comunicacién con el Cliente
al mamero que figura en su tarjeta de identificacion o llame al plan individual y familiar que no pertenece al
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al
1-888-926-4988 (TTY: 711); para los planes de pequefias empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).

Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai

lifidnuimadunmm qusuisnldald qmmmmlﬁﬁimmﬂmﬂﬁw&ﬂummmaaqm"l@i’ WINFBINTANNTIE
LR D Immquﬁgﬂﬁﬂﬁuﬁuﬂﬁﬁwmmamuuﬁmﬂizﬁﬂﬁﬁmaaﬂm vﬁaimmdwULtwuqﬂﬂaLLa:ﬂiaUﬂﬁmaaLaﬂmu
(Individual & Family Plan (IFP) Off Exchange) 71 1-800-839-2172 (Inua TTY: 711) dwsuiwaunanasiily Tnsm
BJ'mLLNqumﬂaLLa:mauﬂ%"s"naa%'g (IFP On Exchange) 167 1-888-926-4988 (Inua TTY: 711) W38 sngsﬁwmmﬁﬂ
(Small Business) 71 1-888-926-5133 (Iwwa TTY: 711) FMILUNULLLNGURIUNI Health Net Tns

1-800-522-0088 (e TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngit Mién Phi. Quy vi c6 thé c6 mot phién dich vién. Quy vi c¢6 thé yéu ciu dugc doc cho
nghe tai liéu bang ngdn ngir cia quy vi. Bé dugc gitp dd, vui 1 dng goi Trung Tam Lién Lac Khach Hang theo
s6 dién thoai ghi trén thé ID ciia quy vi hodc goi Chuong Trinh Bao Hiém Ca Nhan & Gia Pinh (IFP) Phi Tap
Trung: 1-800-839-2172 (TTY: 711). Pbi véi thi truong California, vui long goi IFP Tap Trung
1-888-926-4988 (TTY: 711) hodc Doanh Nghiép Nhé 1-888-926-5133 (TTY: 711). Bdi véi cac Chuong Trinh
Béo Hi€ém Nhom qua Health Net, vui 1ong goi 1-800-522-0088 (TTY: 711).
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