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Evidence of Insurability Application
for Group Life Insurance

Note: Please print in black ink. Any alteration to the printed copy will void this application.

Reason for application:

[ Addition to existing group Group number:

[ Change of benefits Application is made for:
[ Basic Life amount: [ Supplemental Life amount:
[J Dependent Life amount: [ other:

Name of applicant:

If dependent, relationship to employee:

Home address:

City: State: ZIP:
Home phone number: Date of birth (mm/dd/yyyy): Sex: Social Security number:
( ) / / _ -

Your occupation (in detail):

Employer’s name: Date of hire: / /

Employer’s address:

City: State: ZIP:
Height: Weight: Have you gained or lost more than 20 pounds in the last year?  [J Yes [ No
If “Yes,” which one? [J Gained [ Lost pounds (give details):

Full name of your regular physician:

Date last consulted: / / Reason:

Full address of your regular physician:

City: State: ZIP:

(continued)

Life Premium Accounting and Eligibility
PO Box 9103, Van Nuys, CA 91409-9103
1-800-865-6288

Health Net Life Insurance Company is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc.
All rights reserved.

FRM115401ECOTW (3/21)



Health questions (Answer all questions - Attach separate sheet if necessary.)

1. If employed, are you actively at work at least 30 hours a week? [ vYes [ No

2. During the last five years, have you been absent from work more than five consecutive working days because of illness |[J Yes [ No
or injury? If “Yes,” give details below.

3. Are you now under regular medical observation or taking medical treatment? If “Yes,” give details below. [0 ves O No

4. Within the last five years, have you consulted a member of the medical profession for any disease or injury, [ Yes [ No
or have you had or been advised to have any surgical operation or diagnostic tests? If “Yes,” give details below.

5. To the best of your knowledge, have you had or been told you have acquired immune deficiency syndrome [ Yes [ No
(AIDS) or AIDS-related complex (ARC)?

6. Please check either “Yes” or “No” if you have ever had or been treated for, or counseled or advised by a member [JYes [ No
of the medical profession that you have or may have, any of the following. If “Yes,” give details below.

Yes No Yes No Yes No
High blood pressure [ [0  Diabetes or albumin or sugar in urine o O Cancerortumors [ O
Rheumatic fever OO0 O Disorder of the stomach or intestines or liver O 0O Lung disorder O 0O
Heart murmur O O  Nervous disorder or epilepsy o o Kidney disease o d
Paralysis [0 [  Heartdisease, stroke or other circulatory disorders [0 [ Back disorder O O
Chest pain 0 [  Sexually transmitted diseases 0o O

Condition Remaining effects Physician’s full name/address

I hereby state that the foregoing statements and answers made by me on behalf of myself are complete and true, to the best of my
knowledge and belief, that they are correctly and fully recorded, and that no material circumstance or information has been withheld

or omitted concerning myself. | agree that the answers and statements herein shall form a part of the contract. | understand that any
misstatement or failure to report information may be used as the basis of a recision of insurance for myself. I understand that if medical
records are necessary to determine my insurability, they will be provided by me at my expense. | also understand that insurance will
not be in force until the application is approved in writing by Health Net Life Insurance Company. | AGREE that a photocopy of this
AUTHORIZATION shall be as valid as the original and that this AUTHORIZATION will be valid from the date signed below for a period of
twenty-four (24) full months, or less if required by applicable state law. Furthermore, | hereby authorize any licensed physician, medical
practitioner, hospital, clinic, or other medical or medically-related facility, insurance company or other health care provider, or the Medical
Information Bureau, that has any medical records or knowledge of me, to give to Health Net Life Insurance Company, its reinsurers or
their legal representative, any such information, including, without limitation, information relating to mental health treatment, chemical
dependency, and sexually transmitted diseases.

Signature of applicant: Date:
(and parent if applicant is under age 18)

HN1035

Cut off - for applicant’s reference
Notice of exchange of information

Thank you for enrolling for Group Life Insurance with Health Net Life Insurance Company. As a part of the normal procedure of processing
the group policy, information concerning proposed insureds may be obtained relative to each person’s insurability. Information regarding
your insurability will be treated as confidential. Health Net Life Insurance Company or its reinsurers may, however, make a brief report
thereon to the Medical Information Bureau, a nonprofit membership organization of life insurance companies which operates an
information exchange on behalf of its members. If you apply to another Bureau member company for life or health insurance coverage,

or a claim for benefits is submitted to such a company, the Bureau, upon request, will supply such company with the information it may
have in its file.

Upon receipt of a request from you, the Bureau will arrange disclosure of any information it may have in your file. (Medical information will
be disclosed only to your attending physician.) If you question the accuracy of information in the Bureau’s file, you may contact the Bureau
and seek a correction in accordance with the procedures set forth in the Federal Fair Credit Reporting Act. The address of the Bureau’s
information office is MIB, Inc., 50 Braintree Hill Park, Ste. 400, Braintree, MA 02184-8734; telephone number: (781) 751-6000.

Health Net Life Insurance Company, or its reinsurers, may also release information in its file to other life insurance companies to whom you
may apply for life or health insurance, or to whom a claim for benefits may be submitted.




In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents),
Health Net Life Insurance Company and Health Net of California, Inc. (Health Net) comply with applicable federal
civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability, or sex. Health Net
does not exclude people or treat them differently because of race, color, national origin, 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 1-800-522-0088 (TTY: 711).

If you believe that Health Net has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance by calling the number above and telling
them you need help filing

a grievance; Health Net’s Customer Contact Center is available to help you. You can also file a grievance by mail:
Health Net, PO Box 10348, Van Nuys, California 91410-0348, by fax: 1-877-831-6019, or online: healthnet.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available 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
http://healthnet.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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 us at the number listed on your ID card or call 1-800-522-0088 (TTY: 711).

Arabic
sle U ol iz losall le Jpumall ll 5o 5 e 55 o mnl) SiSasy (5558 o e le  pumal) Iy ilae Aalll Clond
1-800-522-0088  (TTY: 711) sl Juai¥l 350 o Josil 5 ey sl 38y e 35 5all 0

Armenian

Ubddwp (kquljub Swnwynipinibikp: Fnip fupnn Ep puwbwynp pupqiuithy uvnwbiwyg:
Quunwpnptpp jupnn B jupnu) dkq hwdwnp: Oqunipjut hwdwp quuquhwpbp Ukq &tp ID
pupwnh Ypu pdws hinwhinuwhwdwpny jud quuquhwpkp 1-800-522-0088 (TTY: 711).

Chinese

REES IS - EWRIEACEE - &0 M;‘Eﬁﬁ,_\ NEE S RSN ARSI WaE R MTRA &

o = A B o SRS 4a 1A% - 7R waﬁjJ iHEERE R LFRAIAE LRI LR MRS - BB

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

Hindi

afar SmeTa @ HINT FaTd| 3T TH R FR FHh &1 IR SHAIS TG FX G
a@% FRE

ST @Hd g1 #Aeg & dl¢, 39s R T T FIeey FeR W §H Hid &, AT
1-800-522-0088  (TTY: 711)]

Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv

kom yog koj hom lus los tau. Xav tau kev pab, hu peb tau rau tus xov tooj ntawm koj daim npav los yog hu
1-800-522-0088 (TTY: 711).

Japanese

EEOFFEY— A, WiRE ZFHAWZT 4, XFELBHALET, BN LERLEIX

DA — M:%ﬂ%‘zéhﬂ\é 5 E TREFHEWZZ< DN, 1-800-522-0088 . (TTY: 711),

Khmer

TEONM AN WRARIG Y HRHNGS GUMSHAURUH WS HRNGANURMSRRNIBIHRY UNUESW Ay
eisuiBugmuitiueg gt uMSISUMIUNILGSIUAHA U RsHigiuguanusnAsshmingny
iS[IBUIS 1-800-522-0088  (TTY: 711).4

Korean
R oo} Auls, 5o qulAS W S ST At TAEh ol Eaje] s Al ag
ol 4 Ut wgo] WASAT 1 D Amol 58 Waw AsksA AL

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

Navajo

Saad Bee Aka E'eyeed T'aa Jiik’e. Ata’ halne’igii hold. T’aa hé hazaad k’ehji naaltsoos hach’j’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikaa’gi béésh bee hane’i bikaa’ aajj’
hodiilnih éi doodaii’ 1-800-522-0088  (TTY: 711).

Persian (Farsi)
510 N ph il Ladh (5] Alind 4S 25 Cansl 5350 20l 55 (e L 50 (oALEE an i S w5 e OB sk 4 L) et
GBI el e b b 2,80 (el 00 7 Lad (lulid S (655 48 (51 o sled 4 Lo L claial il
.1-800-522-0088 (TTY: 711)



Panjabi (Punjabi)

Sfst A B3 3 IAT A | IA I8 TIHMT YIS o AR I 39Q THIRH 38 IH <Y

I A G2 7 AT IS| HEE B8, WUE WS 193 3 ©f3 389 3 Ag 3S od 7 iU g
1-800-522-0088  (TTY: 711).

Russian

BeCHHaTHaﬂ IIOMOIIb HepeBOII‘[I/IKOB. BI)I MOXKECTC HOJ'[y‘-II/ITI) IIOMOIIIb yC"]HOFO nepeBoanKa. BaM MOFyT
MPOYUTATh JOKYMEHTHI. 32 MOMOIIBIO O0pallaiiTech K HaM 110 Telie)OHy, IPUBEICHHOMY Ha Ballen
I/I]leHTI/I(bI/IKaLH/IOHHOI\/’I KapTO'—IKe y'—IaCTHI/IKa IIJIaHa. KpOMe TOT'O, BBI MOXKETC ITO3BOHUTH B

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

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, llamenos al nimero que figura en su tarjeta de
identificacion o comuniquese con el 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card o
tawagan ang 1-800-522-0088 (TTY: 711).

Thai

lifduinmadunmm quanansnldanld quaansalwauwanaslinsld dwivanudionia Insnuinaa
winpawflilivudanszddiiveigm wis Intmguddadaidawdinduas 1-800-522-0088  (TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngir Mién Phi. Quy vi c¢6 thé c6 mét phién dich vién. Quy vi ¢6 thé yéu cau duoc doc cho

nghe tai liéu. Pé nhan trg gitp, hdy goi cho ching toi theo s6 duoc liét ké trén thé ID cua quy vi hodc goi
1-800-522-0088 (TTY: 711).
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