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Application must be typed or completed in blue or black ink.
Effective date of coverage: Coverage is only available for enrollment during the annual open enrollment period, which is November 1, 
2015, through January 31, 2016, or during a special enrollment period. Applications must be received within 60 days of a qualifying event. 
Generally, for applications received between the 1st and 15th, coverage will be effective the first day of the month following submission of 
the application. For applications received between the 16th and month’s end, coverage will be effective the first day of the second month 
following submission of the application.
If you are currently enrolled in a Medicare plan, you are ineligible to apply for an individual and family plan. 
Health Net Life Insurance Company (Health Net) needs a Social Security number (SSN) for everyone enrolling for health insurance, 
including spouses and dependent children. This is necessary so that we can provide you with verification of coverage for your tax 
return, as required by the Affordable Care Act. Health Net will not use your SSN for other purposes or share it with anyone other than 
as required by law.
The agent/broker may not sign this application and agreement on behalf of the applicant.
Important: Please see Part V if the applicant does not read/write English. The Individual & Family Plan EPO Enrollment  
Application is available in Chinese and Spanish language versions. You can also have someone help you read it. For free help, please call 
1-877-609-8711. If you need assistance in completing this application, an agent/broker may assist you. An agent/broker who helped 
you read and complete this application must sign the application (see Part VI).
I (and my dependents if applicable) are applying during: 
■  Annual open enrollment period     ■  Special enrollment period (see Part IV)

Part I. Applicant information
Primary applicant’s last name: First name: MI: ■ Male

■ Female
Billing address:

Mailing address:

Home address:

City: State: ZIP: County applicant resides in: 

Home phone number:
(          )

Work phone number:
(          )

Cell phone number:
(          )

Email address:

Primary applicant’s birth date  
(mm/dd/yy): 
                   /         /

Primary applicant’s Social Security number 
(required for all applicants):
                      –              –

Primary subscriber’s Health Net ID  
(applicable for adding dependents and change 
requests only):

Please select your language preference (optional):   ■ English   ■ Spanish   ■ Chinese

Part II. Tell us who you are enrolling and select the product
A. Reason for application B. Payment information

■ �New application  
(Check family type below)

■  Self   ■  �Self and spouse
■  �Self and domestic partner
■  Self and child   ■  Self and children
■  �Self, spouse and child(ren)
■  �Self, domestic partner and child(ren)
■  �Child only

■  �Adding dependent
■  �Change request (only available during  

open or special enrollment period)

First premium payment
�■  Pay by check (Amount must match monthly premium.)
Mailing application	 Faxing application   
Include completed check with 	 Fax completed application to: 
completed application and mail to:	 1-800-977-4161, and mail completed check to:
Health Net Individual &	 Health Net Individual &  
Family Enrollment	 Family Enrollment 
PO Box 1150	 PO Box 894702 
Rancho Cordova, CA 95741-1150	 Los Angeles, CA 90189-4072

Current members can go to www.healthnet.com, and click the Make A Payment Now 
button for additional payment options.

Health Net Life Insurance Company  

Individual & Family Plans EPO
Enrollment Application

Requested effective date

/           /

(continued)
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Primary’s Social Security Number

Part II. Tell us who you are enrolling and select the product (continued)
C. Choice of coverage

Health Net Life Insurance Company EPO plans utilize the 
PureCare One EPO provider network.
■  �Health Net Platinum 90 EPO
■  �Health Net Gold 80 EPO
■  �Health Net Silver 70 EPO
■  �Health Net Bronze 60 EPO

■  �Health Net Minimum Coverage EPO – Available to 
individuals who are under age 30. You may also be eligible for 
this plan if you are age 30 or older and are exempt from the 
federal requirement to maintain minimum essential coverage. 
Proof of exemption must be submitted with this application.

Optional coverage: Dental / Vision plan for adults  
(age 19 and over) – 

■  �Dental1 and Vision Plus – If Dental and Vision Plus is 
purchased for the primary applicant, all family members over age 
19 will also be enrolled in the Dental and Vision Plus plan. Dental 
and Vision plus can only be purchased with, or added to, medical 
coverage during the open enrollment or special enrollment periods.

1The Dental plan is an Indemnity/Scheduled reimbursement plan.
Note: All medical plans include pediatric dental PPO and 
pediatric vision coverage. Individuals will receive pediatric dental 
and vision coverage under the medical plans until the last day of 
the month in which the individual turns 19.

Part III. Family member(s) to be enrolled
List all eligible family members to be enrolled other than yourself. If a listed family member’s last name is different from yours, 
please explain on a separate sheet of paper. For additional dependents, please attach another sheet with the requested information.
■  Check here if a supplemental page is attached. Please write the primary applicant’s Social Security number on the upper right 
hand corner of the supplemental page. 
Note: If a family member is requesting a different health insurance plan than the primary subscriber, a separate application for each 
family member requesting a different plan should be filled out and submitted. Being on a different policy means that each person 
will be subject to the individual deductible and out-of-pocket maximum of the plan selected and that the family cannot collectively 
contribute to a family deductible and/or out-of-pocket maximum.
For domestic partner coverage, all requirements for eligibility, as required by the applicable laws of the State of California, must be 
met, and a joint Declaration of Domestic Partnership must be filed with the California Secretary of State. 
Relation Last name First name MI
■  Spouse 
■  �Domestic partner

Social Security number Date of birth

				                         –                             –                                          /                                      /

Relation Child 1 Last name First name MI
■  Son 
■  Daughter

Social Security number Date of birth

				                         –                             –                                          /                                      /

Relation Child 2 Last name First name MI
■  Son 
■  Daughter

Social Security number Date of birth

				                         –                             –                                          /                                      /

Relation Child 3 Last name First name MI
■  Son 
■  Daughter

Social Security number Date of birth

				                         –                             –                                          /                                      /

(continued)
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Part IV. Special enrollment period
In addition to the open enrollment period, you and your dependents are eligible to enroll or change plans during a special enrollment 
period, which is within 60 days of certain qualifying events. Generally, for applications received between the 1st and 15th, coverage will 
be effective the first day of the month following submission of application. For applications received between the 16th and month’s end, 
coverage will be effective the first day of the second month following submission of application. Exceptions to these effective dates 
include birth, adoption, placement for adoption, or through a child support order or other court order, which will be effective the 
date of the qualifying event or court order. Marriage will be effective the first day of the month after the application receipt. The 
application must be received within 60 days1 of the qualifying event. Documentation of the qualifying event is required. Please write 
in the applicable qualifying event below and the name of the person to whom it applies. For additional dependents, please attach a 
separate sheet of paper.

(continued)

Qualifying event # 
(see chart on next 
page)

Date of 
event1

Primary  
applicant

Spouse/Domestic 
partner

Dependent 1 Dependent 2 Dependent 3

 

 

 

Part III. Family member(s) to be enrolled (continued)
Addition of a dependent child to an existing policy (newborn, adopted/placed for adoption, stepchild or  
assumption of a parent-child relationship)

Dependent child’s last name: First name: MI:

Dependent child’s date of birth: (mm/dd/yy): Date of adoption/placement for adoption or other applicable qualifying event:  
(mm/dd/yy):

■ Male
■ Female

Social Security number: Primary subscriber’s Health Net ID:

Primary care physician ID: Current patient:    ■ Yes    ■ No

GENERAL CONDITIONS: Health Net Life Insurance Company (HNL) reserves the right to reject any application for enrollment not 
received within 60 days of the birth date, date of adoption or other applicable qualifying event. Cashing your check does not mean 
your application is approved. If rejected, your money will be returned to you. No other department, officer, agent, or employee of 
Health Net is authorized to grant enrollment. The primary insured’s broker or agent cannot grant approval, change terms or waive 
requirements of this application. This application shall become a part of the Insurance Policy.

Please remit the first month’s premium for the dependent child. Please note: If the child’s coverage effective date is other than the first 
of the month, you will be required to pay additional prorated premiums which will be added to your next regular premium billing. 

The application and Arbitration Clause must be signed by the primary insured. The primary insured must personally sign his or her 
name in ink and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the application and the 
Insurance Policy in order for this application to be processed. For this application to be considered, neither broker nor any other 
person may sign this application and Arbitration Clause.

1�If your application is received before the loss of coverage, your effective date will be the first day of the month following the loss of 
coverage. If the application is received during the 60-day period after the loss of coverage, the effective date will be the first day of the 
month after the application receipt.
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Part IV. Special enrollment period (continued)
Qualifying event Examples of documentation

1) � The qualified individual, or his or her dependent, loses minimum essential coverage, which could be due to one of the  
following reasons (not including voluntary termination of your previous coverage or termination due to failure to pay premium):

A.  The death of the covered employee. Copy of one of the following:
•	 Loss of  coverage notice from former 

insurance carrier.
•	 Loss of coverage notice from 

employer.
•	 Front and back of former insurance 

carrier’s ID card.

B. � �The termination, or reduction of hours, of the covered employee’s employment.

C. � �The divorce or legal separation of the covered employee from the  
employee’s spouse.

D.  The covered employee becoming entitled to benefits under Medicare.
E. � �A dependent child ceasing to be a dependent child under the generally applicable 

requirements of the plan.

 F. � �A proceeding in a case under Title 11 bankruptcy, commencing on or after  
July 1, 1986, with respect to the employer from whose employment the covered 
employee retired at any time. In this case, a loss of coverage includes a substantial 
elimination of coverage with respect to a qualified beneficiary (spouse/domestic 
partner, dependent child or surviving spouse/domestic partner) within one year 
before or after the date of commencement of the proceeding.

G. �Is enrolled in any non-calendar year group health plan or individual health 
insurance coverage, even if the qualified individual or his or her dependent has 
the option to renew such coverage. The date of the loss of coverage is the last day 
of the plan or policy year.

H. �Loss of minimum essential coverage for any reason other than failure to pay 
premiums or situations allowing for a rescission for fraud or intentional 
misrepresentation of material fact.

Documentation would depend on 
circumstance.

I. Termination of employer contributions. Notice from employer of contributions 
termination.

J. Exhaustion of COBRA continuation coverage. COBRA paperwork reflecting 
exhaustion of coverage.

2) � A. �The qualified individual gains a dependent or becomes a dependent through 
marriage, domestic partnership, birth, adoption, placement for adoption, or 
assumption of a parent-child relationship.

Court documentation, discharge records 
or notarized affidavit of assumption of 
parent-child relationship.

B. �The enrollee loses a dependent or is no longer considered a dependent through 
divorce or legal separation as defined by State law in the State in which the divorce 
or legal separation occurs, or if the enrollee, or his or her dependent, dies. 

3) � The qualified individual’s, or his or her dependent’s, enrollment or non-enrollment in 
a health plan is unintentional, inadvertent, or erroneous and is the result of the error, 
misrepresentation, misconduct, or inaction of an officer, employee, or agent of the 
Exchange or the Department of Health and Human Services, or its instrumentalities as 
evaluated and determined by the Exchange.

Documentation would depend on 
circumstance.

4) � The health plan in which the enrollee, or his or her dependent, is enrolled 
substantially violated a material provision of its contract.

Documentation would depend on 
circumstance.

5) � The qualified individual or enrollee, or his or her dependent, gains access to a new 
health plan as a result of a permanent move.

Copy of one of the following:
•	 Lease.
•	 Mortgage statement.
•	 First utility or phone bill. 

6) � He or she is mandated to be covered as a dependent pursuant to a valid state or 
federal court order.

Court documentation.

7) He or she has been released from incarceration. Probation or parole paperwork.

(continued)
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Part IV. Special enrollment period (continued)
Qualifying event Examples of documentation

8) He or she was receiving services under another health benefit plan, from a 
contracting provider who is no longer participating in that health plan, for any of 
the following conditions: (a) an acute condition (a medical condition that involves 
a sudden onset of symptoms due to an illness, injury or other medical problem that 
requires prompt medical attention and that has a limited duration); (b) a serious 
chronic condition (a medical condition due to a disease, illness, or other medical 
problem or medical disorder that is serious in nature and that persists without full 
cure or worsens over an extended period of time or requires ongoing treatment to 
maintain remission or prevent deterioration); (c) a terminal illness (an incurable or 
irreversible condition that has a high probability of causing death within one year 
or less); (d) a pregnancy; (e) care of a newborn between birth and 36 months; or (f) 
a surgery or other procedure that has been recommended and documented by the 
provider to occur within 180 days of the contract’s termination date, or within 180 
days of the effective date of coverage for a newly covered insured, and that provider is 
no longer participating in the health plan.

Dated letter from a physician.

9) He or she demonstrates to the Exchange, with respect to health benefit plans offered 
through the Exchange, or to the California Department of Insurance, with respect to 
health benefit plans offered outside the Exchange, that he or she did not enroll in a 
health benefit plan during the immediately preceding enrollment period available to 
the individual because he or she was misinformed that he or she was covered under 
minimum essential coverage.

Documentation would depend on 
circumstance.

10) He or she is a member of the reserve forces of the United States military returning 
from active duty or a member of the California National Guard returning from active 
duty service under Title 32 of the United States Code.

Active duty status documentation.

11) Newly eligible or ineligible for advance payments of the premium tax credit, or 
change in eligibility for cost-sharing reductions.

Advanced Premium Tax Credit (APTC) 
paperwork that shows the premium 
assistance you are eligible for.

12) He or she loses medically needy coverage under Medicaid (not including voluntary 
termination of your previous coverage or termination due to failure to pay premium).

Medicaid documentation.

13) He or she loses pregnancy-related coverage under Medicaid (not including voluntary 
termination of your previous coverage or termination due to failure to pay premium).

Medicaid documentation.

Part V. Individual & Family Plans Exception to Standard Enrollment – Statement of Accountability
�Instructions for Part V: The following process is to be used when the applicant cannot complete the application because he or she cannot 
read, write and/or speak the language of the application. Health Net requires that if you need assistance in completing this application, you 
must obtain the assistance of a qualified interpreter. Health Net will provide a qualified interpreter upon request at no cost to you. Please 
contact Health Net at 1-877-609-8711 for information about qualified interpreter services and how to obtain them. This form must be 
submitted with the Individual & Family Plan enrollment application when applicable.
Health Net qualified interpreter – Please complete the following when assisted by a Health Net qualified interpreter.
I, __________________________________________, was assisted in the completion of this application by a qualified interpreter 
authorized by Health Net because I:
■  Do not read the language of this application.	 ■  Do not speak the language of this application.  
■  Do not write the language of this application.	 ■  Other (explain): _______________________________________________
A qualified interpreter assisted me with the completion of:  ■  The entire application.  
■  Other (explain): __________________________________________________________________________________________
A qualified interpreter read this application to me in the following language: ____________________________________________

Signature of applicant: Today’s date:

Date application was interpreted: Time application was interpreted:

Qualified interpreter number:
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Part VI. Applicant’s agent/broker information
Complete agent/broker name and address is necessary for correspondence to be sent to the agent/broker.

Health Net broker ID: Health Net direct sales agent ID:

Name (print): Phone number: Fax number:

Address: Email address:

Applicant’s agent/broker signature/number (required): Date signed (required):

Agent/broker certification
I, _______________________________________ (name of agent/broker),
(NOTE: You must select the appropriate box. You may only select one box.)
(_____) did not assist the applicant(s) in any way in completing or submitting this application. All information was completed by 
the applicant(s) with no assistance or advice of any kind from me. 
OR
(_____) assisted the applicant(s) in submitting this application. I advised the applicant(s) that he or she should answer all questions 
completely and truthfully and that no information requested on the application should be withheld. I explained that withholding 
information could result in rescission or cancellation of coverage in the future. The applicant(s) indicated to me that he or she 
understood these instructions and warnings. To the best of my knowledge, the information on the application is complete and 
accurate. I explained to the applicant, in easy to understand language, the risk to the applicant of providing inaccurate information 
and the applicant understood the explanation.
If I willfully state as true any material fact I know to be false, I shall, in addition to any applicable penalties or remedies available 
under current law, be subject to a civil penalty of up to ten thousand dollars ($10,000). Please answer all questions 1 through 3.
1. Who filled out and completed the application form? ____________________________________________________________
2. Did you personally witness the applicant(s) sign the application?     ■  Yes     ■  No
3. Did you review the application after the applicant(s) signed it?     ■  Yes     ■  No

Part VII. Conditions of enrollment
GENERAL CONDITIONS: Health Net reserves the right to reject any application for enrollment if the applicant is not eligible 
for coverage due to not meeting eligibility conditions. There is no coverage unless this application is accepted by Health Net’s 
Membership Department and a Notice of Acceptance is issued to the applicant even though you paid money to Health Net for the 
first month’s premium. Cashing your check does not mean your application is approved. If rejected, your money will be returned to 
you. No other department, officer, agent, or employee of Health Net is authorized to grant enrollment. The applicant’s agent or broker 
cannot grant approval, change terms or waive requirements of this application. This application shall become a part of the Insurance Policy.
ANY FRAUDULENT OR INTENTIONAL MISREPRESENTATION OF MATERIAL FACTS in application materials is cause for 
disenrollment and rescission of the Insurance Policy during the 24-month period after the insurance policy is issued. Health Net may 
recoup from the policyholder (or from you or from the applicant) any amounts paid for covered services obtained as a result of such 
fraudulent or intentional misstatement of material fact.
IF SOLE APPLICANT IS A MINOR: If the sole applicant under this application is under 18 years of age, the applicant’s parent or  
legal guardian must sign as such. By signing, he or she does hereby agree to be legally responsible for the accuracy of the information in this 
application and for payments of premiums. If such responsible party is not the natural parent of the applicant, copies of the court papers 
authorizing guardianship or a notarized affidavit of assumption of parent-child relationship must be submitted with this application. 
IF APPLICANT CANNOT READ THE LANGUAGE OF THIS APPLICATION: If an applicant does not read the language of this 
application and an interpreter assisted with the completion of the application, the applicant must sign and submit the Statement 
of Accountability (see Part V of this application, “Individual & Family Plans Exception to Standard Enrollment – Statement of 
Accountability”).
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�The application and this Arbitration Clause must be signed by the applicant(s). The applicant(s) must personally sign his or her 
name in ink and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the application and 
the Insurance Policy in order for this application to be processed. For this application to be considered, neither agent/broker nor 
any other person may sign this application and Arbitration Clause.
Make personal check payable to “Health Net.” If your are returning the completed application by mail, send to: Health Net Individual 
& Family Enrollment, PO Box 1150, Rancho Cordova, CA 95741-1150. If you want to fax your application, please fax to  
1-800-977-4161, and mail your check to:  Health Net Individual & Family Enrollment, PO Box 894702, Los Angeles, CA 90189-4072.
You may submit a photocopy or facsimile of the application and authorizations. Health Net recommends that you retain a copy of this 
application and authorizations for your records.
All references to “Health Net” herein include the affiliates and subsidiaries of Health Net which underwrite or administer the 
coverage to which this enrollment application applies. “Insurance Policy” refers to Health Net Life Insurance Company Individual 
& Family Plan Policy EPO Plan.

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.

Applicant or parent or legal guardian’s 
signature if applicant is under 18 years old:

Date signed: Signature of applicant’s dependent  
(age 18 or older):

Date signed:

Signature of spouse/domestic partner or 
applicant’s dependent (age 18 or older):

Date signed: Signature of applicant’s dependent 
(age 18 or older):

Date signed:

Signature of applicant’s dependent  
(age 18 or older):

Date signed: Signature of applicant’s dependent  
(age 18 or older):

Date signed:

Part VIII. Important provisions
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. 
HIV TESTING PROHIBITED: California law prohibits an HIV test from being required or used by health care services, plans or 
insurance companies as a condition of obtaining coverage.
ACKNOWLEDGEMENT AND AGREEMENT: I, the applicant, understand and agree that by enrolling with or accepting services 
from Health Net, I and any enrolled dependents shall comply with the terms, conditions and provisions of the Insurance Policy.  
To obtain a copy of the Insurance Policy, call Health Net at 1-877-609-8711. I, the applicant, represent that I have read and understand 
the terms of this application, and my signature below indicates that, to the best of my knowledge and belief, the information entered 
in this application is complete, true and correct, 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 Insurance Policy or my Health Net 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 Insurance 
Policy. Mandatory Arbitration may not apply to certain disputes if the Insurance Policy 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.
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