o s1-100 Application

Health Net’ for Group Enrollment and Change

Medical and Life/ AD&D plans are provided by Health Net of California, Inc. and/or Health Net Life Insurance Company
(together, the “Health Net Entities”). Dental HMO plans are provided by Dental Benefit Providers of California, Inc., and
dental PPO and indemnity insurance plans are underwritten by Unimerica Life Insurance Company (together, the “DBP
Entities”). Vision plans are provided by Fidelity Security Life Insurance Company and serviced by EyeMed Vision Care,
LLC (together, the “Fidelity Entities”).

Neither the DBP Entities nor the Fidelity Entities are affiliated with the Health Net Entities. Obligations under dental and

vision plans are not obligations of, and are not guaranteed by, the Health Net Entities.

Welcome to Health Net

Simple steps for completing the form:
1. Review the materials enclosed in your enrollment packet. Be sure that you understand the coverage options that are

available to you by your employer.
2. Carefully review and select the plan option(s) that are best for you and your covered family members.

3. Ifyou choose to enroll in the HMO, HMO ExcelCare Network, HMO SmartCare Network, HMO Salud con

Health Net® POS, Elect Open Access®™ (EOA), EOA ExcelCare Network, or Dental HMO (DHMO), you must select
your provider, physician group, primary care physician, and dental provider. Be sure to fill in the names and numbers
as they appear in the HMO Health Net Directory of Providers, or call the Customer Contact Center from 8:00 a.m. to
6:00 p.m., Monday through Friday for assistance.
51-100 Business Group: 1-800-522-0088 (English)

1-877-891-9050 (Cantonese)

1-877-339-8596 (Korean)

1-877-891-9053 (Mandarin)

1-800-331-1777 (Spanish)

1-877-891-9051 (Tagalog)

1-877-339-8621 (Vietnamese)

Health Net Life: 1-800-865-6288
Health Net Dental: 1-866-249-2382
Health Net Vision: 1-866-392-6058

4. If you choose to enroll in a PPO, HSA-compatible or HRA-compatible insurance plan, you are not required to select a

primary care physician or physician group to enroll.

5. Make a copy of the completed application for your records.

Existing Business/Group New Business/Group

PO Box 9103 Please send all completed
Van Nuys, CA 91409-9103 paperwork to your designated
www.healthnet.com Account Executive or Broker.
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THY
Health Net’

(For enrollment, sections 1, 3 and 8 are required. For waivers, only section 7 is required.)

Employer name:

Effective date: | Employer group number

(medical):

Social Security #:

Important: Please print all sections in black ink. You are entitled to see a Summary of Benefits and Coverage (SBC)
before you choose a plan. Please contact your employer if you do not have the SBC for the plan you have selected.

1. Health plan information (Select coverage.)

SmartCare HMO!

SmartCare Standard [J10 [J20 [J30 [J40 [J50

‘ SmartCare Value [150

Other plan options

HMO Standard HMO Value HMO Advantage
010 15 J20 25 O30 O35 140 50 010 J20 O30 040 (50 [d25 35 [J45
HMO Standard Dual Network? [120 [J30 ‘ HMO Value Dual Network? [130 [140

EOA Standard EOA Value EOA Advantage
(J10 [J15 [J20 025 [J30 035 [J40 050 (J10 [J20 [J30 [J40 [J50 J25 [J35 [J45
PPO Standard PPO Value PPO Advantage
010 O15 J20 [O25 O30 [O35 [140 [145 [J10 15 020 25 [O300035 [140 [145 145

HSA3 Value PPO [14500 [JIntegrated [JOptout | HRA PPO [13000 15000 [JIntegrated POS [J10 [J20

Salud con Health Net

OHMO y Mas 154 (JHMO y Mas 25¢ [JHMO y Mas 35¢ [ Salud EPOS [ Salud Mexico6

Dental (DHMO) Dental (DPPO)

Vision (PPO)

[JHN Plus
Plan #:

Reason for change: Reason for application:

[ Classic [ Classic Plus [ Basic []Essential []Essential Value

2. Reason for change

[ Preferred 1025-2
[ Preferred 1025-3
[OPreferred Value 10-2

[0 Plan change ONew hire  Date of hire: / /
[0 Change address/name [0 Open Enrollment [ Loss of prior coverage date: / /
[0 Delete dependent (list names below) | (1 COBRA? effective date: / / Qualifying event date: / /
[0 Other: [0 Add dependent:
Qualifying event: Qualifying event date: / /

3. Employee personal information

Last name: First name: MI: [OMale []Female
Residence address: City: State: Z1P:
Date of birth: (mm/dd/yy) Social Security #/Matricular ID #: Job title:

Telephone #: Work phone #: Email address:
( ) ( )
Date of hire: Class: Dept. #: Employment status: Marital status:
/ / [J Salaried [ Hourly [Single [JMarried []Domestic partner

If available, I would prefer to receive communication and plan information in Spanish: [JYes [JNo

Participating physician group/PPG #:

Health Net primary care physician/PCP #:

Physician name (first, last):

Is this your current MD?
OYes [ONo

Dental HMO provider ID #:
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‘ Social Security #:

4. Family information, please list all eligible family members to be enrolled.

(Attach additional sheets if necessary.)

[ISpouse OM |Last name: First name: MI:
O Domestic partner  [JF
Residence address: []Check here if same as subscriber City: State: ZIP:
Date of birth: (mm/dd/yyyy) Social Security #/Matricular ID #:
Health Net primary care physician/PCP # Participating physician group/PPG #:
Physician name (first, last): Is this your current MD? | Dental HMO provider ID #:
OYes [ONo
[dSon Last name: First name: MI:
O Daughter
Residence address: [JCheck here if same as subscriber City: State: ZIP:
Date of birth: (mm/dd/yyyy) Social Security #/Matricular ID #: Disabled:
OYes [ONo
Health Net primary care physician/PCP # Participating physician group/PPG #:
Physician name (first, last): Is this your current MD? Dental HMO provider
OYes ONo ID #:
[1Son Last name: First name: MI:
(0 Daughter
Residence address: [J Check here if same as subscriber City: State: Z1P:
Date of birth: (mm/dd/yyyy) Social Security #/Matricular ID #: Disabled:
OYes [ONo
Health Net primary care physician/PCP #: Participating physician group/PPG #:
Physician name (first, last): Is this your current MD? Dental HMO provider
OYes [1No ID #:
[dSon Last name: First name: MI:
O Daughter
Residence address: [JCheck here if same as subscriber City: State: ZIP:
Date of birth: (mm/dd/yyyy) Social Security #/Matricular ID #: Disabled:
OYes [ONo
Health Net primary care physician/PCP # Participating physician group/PPG #:
Physician name (first, last): Is this your current MD? Dental HMO
[OYes [ONo provider ID #:

1Available in all or parts of Los Angeles, Orange, Riverside, San Bernardino, San Diego, Santa Clara, and Santa Cruz counties.
2Groups may only select one tailored network offering alongside the full network Dual Plans. ExcelCare and SmartCare may not be offered together.

3HSA-compatible.

4Available in Orange County and select ZIP codes of Kern, Los Angeles, Riverside, San Diego, and San Bernardino counties.

5Available in Los Angeles, Orange and Ventura counties.
6Available in select ZIP codes of San Diego and Imperial counties.

7Generally, employers who normally employed 20 or more employees during the previous calendar year are subject to federal COBRA.
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‘ Social Security #:

5. Do you or your dependents have other health care coverage?

If “Yes,” please complete this section including Medicare.

O Self |Name: Name of other insurance carrier: Prior coverage start date:
(mm/dd/yy)
Prior coverage end date: | Reason for ending coverage: | Group #/Policy ID #: | Does it cover? Medicare: | Medicare claim/
(mm/dd/yy) Medical:[JYes [ONo |[[JPart A |HICN #:
Dental: [JYes [JNo|[JPartB
Vision: [Yes [1No
[1Spouse Name: Name of other insurance carrier: Prior coverage start date:
[0 Domestic partner (mm/dd/yy)
Prior coverage end date: | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy) ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[[JPart A |HICN #:
primary coverage? |Dental: [JYes [JNo|[JPartB
O Yes [JNo Vision: [1Yes [1No
[1Son Name: Name of other insurance carrier: Prior coverage start date:
(0 Daughter (mm/dd/yy)
Prior coverage end date: | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy) ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[[JPart A |HICN #:
primary coverage? |Dental: [JYes [JNo |[]PartB
[ Yes [1No Vision: [1Yes [1No
[1Son Name: Name of other insurance carrier: Prior coverage start date:
(0 Daughter (mm/dd/yy)
Prior coverage end date: | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy) ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[[JPart A |HICN #:
primary coverage? |Dental: [JYes [JNo |[]PartB
[ Yes [1No Vision: [1Yes [1No
[1Son Name: Name of other insurance carrier: Prior coverage start date:
(0 Daughter (mm/dd/yy)
Prior coverage end date: | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy) ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[[JPart A |HICN #:
primary coverage? |Dental: []Yes [JNo |[]PartB
OYes [INo Vision: [Yes [1No

6. Group term lzfe insurance, ifapplicable. (Attach separate sheet for additional or contingent beneficiaries.)

Life/AD&D coverage: [1Yes [1No

Life beneficiary (full name): Relationship: %
Life beneficiary (full name): Relationship: %
Life beneficiary (full name): Relationship: %
Life beneficiary (full name): Relationship: %

“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 Life Insurance
Company, and/or Fidelity Security Life Insurance Company’s Group Policy and Certificate of Insurance.

51-1002014EEFORM 3 FRMOO5334EPQO0 (1/16)



‘ Social Security #: ‘

7. Declination ofcoverage (Complete this section if any coverage is being declined by you or your eligible dependents.)

[0 Declining medical coverage for: Reason: []Other group coverage through this employer [Individual coverage
[0 Other group coverage by another group (i.e., spouse’s employer)
[0 Other:

[ Self [J Spouse []Domestic partner []Dependent(s)

[0 Declining dental coverage for: Reason: []Other group coverage through this employer [1Individual coverage
[0 Other group coverage by another group (i.e., spouse’s employer)
[0 Other:

[ Self [J Spouse []Domestic partner []Dependent(s)

[0 Declining vision coverage for: Reason: []Other group coverage through this employer [Individual coverage
[0 Other group coverage by another group (i.e., spouse’s employer)
[0 Other:

[ Self [0 Spouse [1Domestic partner []Dependent(s)

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 decided not to enroll myself and/or my dependent(s).
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 by the check marks above.

Employee signature: Date:
(Sign only if declining coverage. If signed in error, please cross out and initial.)

8. Acceptance ofcovemge (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 the Health Net Entities, the DBP Entities and/or the Fidelity Entities. The Health Net
Entities, the DBP Entities and/or the 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 the 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 Entities and/or the Fidelity Entities, 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 to the best of my information and belief, and I accept these terms.

BINDING ARBITRATION AGREEMENT: I, the Applicant, understand and agree that

any and all disputes between me (including any of my enrolled family members or heirs or
personal representatives) and Health Net must be submitted to final and binding arbitration
instead of a jury or court trial. This Agreement to arbitrate includes any disputes arising
from or relating to the Evidence of Coverage or Certificate of Insurance or my Health Net
membership or coverage, stated under any legal theory. This agreement to arbitrate

any disputes applies even if other parties, such as health care providers or their agents

or employees, are involved in the dispute. I understand that, by agreeing to submit all
disputes to final and binding arbitration, all parties including Health Net are giving up their
constitutional right to have their dispute decided in a court of law by a jury. I also understand
that disputes that I may have with Health Net involving claims for medical malpractice (that
is, whether any medical services rendered were unnecessary or unauthorized or were
improperly, negligently or incompetently rendered) are also subject to final and binding
arbitration. I understand that a more detailed arbitration provision is included in the Evidence
of Coverage or Certificate of Insurance. Mandatory Arbitration may not apply to certain
disputes if the Employer’s plan is subject to ERISA, 29 U.S.C. §§ 1001-1461. My signature below
indicates that I understand and agree with the terms of this Binding Arbitration Agreement
and agree to submit any disputes to binding arbitration instead of a court of law.

Employee signature: Date:
(Sign only if accepting coverage. If signed in error, please cross out and initial.)
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Please contact the Health Net Customer Contact Center at the For precertification, please call 1-800-977-7282.

toll-free numbers below if you need assistance in completing this Disabling conditions:

form or if you have questions about your coverage: If you or your family member were disabled as of the date of

English 1-800-522-0088 termination of coverage with a prior health insurer, and the
Cantonese 1-877-891-9050 loss of coverage was due to the termination of the employer’s
Korean 1-877-339-8596 insurance policy, you may be entitled to an extension of health
Mandarin 1-877-891-9053 benefits according to California Insurance Code section 10128.
Spanish 1-800-331-1777 Under this law, the prior insurer retains responsibility until
Tagalog 1-877-891-9051 whichever of the following occurs first: (a) the member is no
Vietnamese 1-877-339-8621 longer totally disabled, (b) the maximum benefits of the prior
If you have questions about your dental or vision coverage, insurer’s coverage are paid, or (c) a period of 12 consecutive
please call: months has passed since the date coverage ended with prior
Dental 1-866-249-2382 fsuret.
Vision 1-866-392-6058 Products/Entities:

Health Net of California, Inc. offers the following products:

If you have questions about your physician or physician group,
y y v y 8 Health Net Elect, HMO, Salud HMO y Mas, and Select POS.

call your physician group directly, or contact Health Net Provider

Services at 1-800-641-7761. Health Net Life Insurance Company ofters the following
You can use your copy of the Health Net enrollment form as your Products: PPO, Salud con Health Net EPO, Life, and AD&D
insurance.

temporary ID card until you receive your permanent ID card.

HMO. HMO ExcelCare Network. HMO SmartCare Network Dental Benefit Providers of California, Inc. offers the following
Salud con Health Net HMO, Select (POS), Elect Open Access products: Dental HMO (DHMO).
(EOA), EOA ExcelCare Network, EPO, Dental HMO enrollees:  Unimerica Life Insurance Company offers the following

Participating physician group (PPG), primary care physician products: Dental PPO and Dental Indemnity.

(PCP) and dental provider selection. Fidelity Security Life Insurance Company offers the following

Please note, if you do not select a participating physician group, products serviced by EyeMed Vision Care, LLC: PPO Vision.

primary care physician or dental provider for yourself and each Declination of coverage:

of your eligible dependents, a participating physician group, If you decline coverage for yourself or an eligible dependent
primary care physician and/or dental provider will be selected because of coverage under other health insurance and you
for you. lose that coverage, or if you acquire a new dependent due to

marriage, birth, adoption, or placement for adoption, you and
your dependent may be eligible for special enrollment rights.
You must request special enrollment within 30 days of the loss of
coverage or acquisition of a new dependent.

Emergency and urgently needed care:
o If your situation is life-threatening or an emergency: Call 911
or go to the nearest hospital.

o If your situation is not so severe: If you cannot call your
primary care physician or physician group, or you need
medical care right away, go to the nearest hospital or medical
center.

« If you are outside your physician group’s service area: Go to the
nearest hospital, medical center or call 911. In all cases, contact
your primary care physician or participating physician group
as soon as possible to inform them about your condition.

PPO enrollees:
Emergency and urgently needed care.

o If your situation is life-threatening or an emergency:

Call 911 or go to the nearest hospital. Please call the
appropriate number within 48 hours of being admitted, or as
soon as possible.

Precertification:

You, the member, are responsible for obtaining certification for
certain services. Please check your plan certificate for a list of
services requiring precertification.
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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 1-800-522-0088. Individual and Family Plan (IFP) or Farm Bureau applicants please call 1-800-909-3447, option 2. 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, llamenos al nimero que aparece en su tarjeta de identificacion; los solicitantes de grupo de
empleadores deben llamar al Centro de Comunicacion Comercial de Health Net al 1-800-522-0088. Los solicitantes del Plan Individual y
Familiar (IFP, por sus siglas en inglés) o de la Oficina Agricola, deben llamar al 1-800-909-3447, opcion 2. Para obtener ayuda adicional
Ilame 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

BT R o T IV R EVIR o ST e [w;@;ﬁL 1533 (T ) B (PO o i vpaTﬁﬂ
o)y S ff IS FFV[JFIJ’FEaﬁﬁF%’ 0 B ?ﬂ, Hoalth Net p%w“mw s i 180052240088 - 53
amfs 2 (IFP gﬁt F,BH fﬁf 1-800-909-3447 " [EFE W PPO %g, f‘ﬂ*l 8 o 927 -4357 =] [Mga W
5% FfgE ﬁﬁaﬁp o ;;E Ot > %;cﬁ;rﬁp}[]%%’ﬂw@ﬁ%} %4 (DMHC) tﬂf’tﬂ:n@w Fr 1-888-HMO-2219 -
Chinese

Céac Dich Vu Trg Gitip Ngon Ngit Mién Phi. Quy vi co thé duoc cap dich vu thong dich. Quy vi c6 thé duoc ngudi khac doc gitip cac

tai liéu bang ngdn ngir cia quy vi va ciing c6 thé dugc cap tai lidu phién dich sang ngdn ngit cia quy vi. Dé duoc gitp dd, xin goi chung
t61 tai s dién thoai ghi trén thé hdi vién cua quy vi. Nhimg ngudi mudn xin bao hiém theo nhom do hang s¢ dai tho xin goi Trung Tam
Lién Lac Thuong Mai ctia Health Net tai s6 1-800-522-0088. Nhimng ngudi mudn xin bao hiém cta Chuong Trinh Bao Hiém C4 Nhan va
Gia Dinh (IFP) hoac Farm Bureau, xin goi s6 1-800-909-3447, bam sb 2. Bé duoc giup do thém, xin goi B Bao Hiém California tai s6
1-800-927-4357 néu quy vi dang tham gia mot chuong trinh PPO. Néu quy vi dang tham gia mét chuong trinh HMO, xin goi Puong Day
Tro Gitp cua DMHC tai s§ 1-888-HMO-2219.

Vietnamese

22 A XNE MEHIA. 22 SSA MEIA L HHA 20 A l‘“é ANHZ MB Y= MBIAZE 22 £+ ASLICH =30|
Z R0t 222 S22 IDIEAN Hel ot HS =z Mool =AAIQ. DE=F 18 It AF Y 2l S Health Net
O AtH(Commercial) 1224 MH|A HIE, OHLHH S 1-800- 522 0088 ‘j*oi 3o F=AAIL. e & DS %aH (IFP) =2
Farm Bureau Jt &} A& XE 2 CHLHBI S 1-800-909-3447H , E 0lZ20o =& AIL. PPO 2H0f IR0t B2, 0 E2

TS0 20t 22 ZeZLIOt 2 Y= CHHHS 1- 800 927 4357THO 2 29|56t Al2. HMO S0 JI1lstal B2,
DMHC(E2H2t2|5) 212121, OHHH S 1-888-HMO-2219H 2 2 2 2|6HA 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 1-800-522-0088. Para sa Individual and Family Plan (IFP) o Farm Bureau
applicants, mangyaring tumawag sa 1-800-909-3447, opsyon 2. 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

Utddun Liquljut Ownwynipiniuitkn: dnip Yupnn Ep pupquwi dknp phpt) b huwunwpnptpp puptpgt nwu dkq
hudwip dbp (Eqny: Oqunipjuts hwdwp Ukq quiquhwptp dtp huiptnipjuts ID) induh Ypuw wpgws hwdwpny, jud tpk
gnpéwwnhpng fudph nhunpy bp, ppunpnid up 1-800-522-0088 hwidwipny quuiquihwipty Health Net-h Zwdwjunpnh Gwuwh
Ghtnpnt: Uthwnwlju b Cunwbkwt Opwgph (Individual and Family Plan/IFP) nhunpnubphg pugpynud E quiquihwinty
1-800-909-3447 hwdwpny, pnputip 2: Lpwugnighy oquntpjutt hwdwp 1-800-927-4357 hwdwpny quiquhwntp
Yuhnpuhuyh Uguhnjugpmpjut fudwidntip, kpk gpuitigynid tp PPO spugpmd: Gph gpuugynid tip HMO Spugpnd,
1-888-HMO-2219 hwidwipny quuiquihuipip DMHC-h Oqunipjut gsht:

Armenian

Becnnarasle yemyru iepeBosa. Bel MoXkeTe BOCIIONB30BaThCs yCIyraMy MEPEBOAUHKA,  BAM MOTYT IIPOYECTh JJOKYMEHTHI Ha BallleM
sa3pike. Ecin BaM TpeGyeTcst MoMoIIb, 3BOHUTE HaM 110 HOMEPY, YKa3aHHOMY Ha Ballled HICHTU(HUKAIIMOHHON KapTe. Y YaCTHUKH IUIaHa
TPYIIIOBOTO CTPAaXOBaHMUSA 10 MECTY PabOTHI MOTYT 00paTUTHCSA B KOMMEPUECKHI KOHTAaKTHBIN eHTp komnanuu Health Net o renedony
1-800-522-0088. Y4acTHHKH IJIaHOB WHIMBU/IyaILHOTO Wi cemeitnoro crpaxoBanus (Individual and Family Plan, IFP), a Taxxke ruanos
crpaxoBanusi Gepmepckoro Oropo: noxanyiicra, 3sonute o Homepy 1-800-909-3447, noGaBounsiii 2. Ecnu BBl yuacTByeTe B IU1aHE
cucTeMbl IpennoytutensHoro Beidopa (Preferred Provider Organization, PPO), asist nosy4eHus: TONOMHUTEIBHON MOMOIIM 3BOHHUTE B
JenapramenT cTpaxoBanus mrara Kamugopaus mo tenedony 1-800-927-4357. Ecnu BbI COCTOUTE B IJIAHE OPraHH3ANNI METUIIMHCKOTO
o6cyxuBanus (Health Maintenance Organizations, HMO), noxainyiicra, 38B0HHTE B TOpsIUyI0 JIMHUIO JlenapraMenTa opraHu30BaHHOTO
mMenuimHckoro oocnyxuanus (DMHC) no renedony 1-888-HMO-2219.

Russian
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EROESET— A BEREBECERACRHL. EEEH5FH LTI, T—EAECELZDAIX IDH— REEHDESETH
BWNEHELIEEV. EBEREADIABAD 1. Health Net BRI VA7 b 22— 1-800-522-0088 £ CTEIRLEE
W ABA REE 75> (IFP) £fcld 77— L E2—O— " \DIMAEBRADF L. 1-800-909-3447 (A1 77 ]V 2 H:38IR) FTHREL
EHELIEEWN. BEEBHVEDEEIELRHZIHBE.PPO T VICTIMADAE AU T4 )0 =T MRFET. 1-800-927-4357 &
éz}é‘fgqﬁu cHMO TS /NCTIMAD A X AU 7410 Z 7 MNEEBERET (DMHC) DR, 1-888-HM0-2219 X CTT&E

Japanese

SoS cdliys sl wadgals a.ulg_’- ol obags ol 4y S)lao aig&l g oasds jla)esy ol @oyio S wiloas 3l adlgie ol 4y bogryo Hileo wloas
Health Net % 55,0 L Latas oliloydyls slg29,E pluslita b g o€y pulé ool oasd b Loh Shalih o)l 59, 45 3l o)lesd Gorboji Lo by
2 4:;€1-800-909-3447 o,lasb 4y Lakat «g,l50 2800 L (IFP) «La oslgils g of,41 zbo» glosslize a5, € julé 1-800-522-0088 o,lo s 4
< 53,81 a0 pb s PPO )b s 0 181 s a5 1-800-927-4357 ojlash ay Liiyb LS do o)l dy pisiiny S oS cublyys slp aiiS als
s 5als 1-888-HMO-2219 o)leis 4y DMHC 505 s 4y ai<io pb s HMO £,k

Farsi

He3 ITHT ATt ﬁmwmmmmaﬁmmmmw&mwm@am Hee B,
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Punjabi

MmanAUMaNENRARAIE 1 HANEEGUHATAIMAN SHGIHMSINANIYSHAMMANSINS 1 alningti
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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 lwm
thov hu rau Health Net’s Commercial Contact Center ntawm 1-800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej thiab Tsev
Neeg (Individual and Family Plan [IFP]) los sis Farm Bureau thov hu rau 1-800-909-3447, xaiv nqge 2. 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

T’44 Ho Hasaad Bee ‘Aka’e’eyeed Doo Baah flini Da. Haishii sh4 ‘ata’ hodoolnih ninizinigii 14’ na choidoot’eet.

La’ naaltsoos t’a4 ni nizaad bee nich’i’ yidoolta d66 naaltsoos bee hadadilyaago nich’i’ ‘4dadoolniit. Shika’e’doowot
ninizingo, ninaaltsoos nitt‘izi bine’d¢¢’ béésh bee hane’1 bika’igii bich’i” holne’ dooleet, doodago nidaalnishi
hada’diilaaigii *éi Na’iilniihi ‘Atsiis Bik’ih ‘Adeest’ii’ ‘Ilnahane’ Bit Haz’aniji’ koji’ béésh bee holne’ dooleet
1-800-522-0088. T°aa La’ Jizi d66 Hooghan Haz’anigi Bit Nahat’a’ (IFP) doodago Da’ak’eh Ya Dah Haaztanigii bit
naha’dit’éego koji’ béésh bee holne’ dooleet 1-800-909-3447, naaki gone’igii bit yaa ‘adidiilchit. PPO bit nahadilnéé¢hdaa’
*éi CA Béeso ‘Ach’aah Naa’nil Bit Haz’anigiiji’ shika’e’doowot diniigo béésh bee holne dooleet 1-800-927-4357.

HMO bit nédhadilnééhdaa’, DMHC ‘Aka’ana’awo’go Bit Haz’aniji” béésh bee holne’ dooleet 1-888-HMO-2219.

Navajo
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