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Health Net’

Health Net Life Insurance Company

Individual ¢ Family Plans EPO
Enrollment ApphCﬁthn

Application must be typed or completed in blue or black ink.

Requested effective date

HEEREEER

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 1. 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):

A. Reason for application

Please select your language preference (optional): [1English []Spanish []Chinese

Part II. Tell us who you are enrolling and select the product

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)
[J Self, domestic partner and child(ren)
] Child only

[J 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
Include completed check with
completed application and mail to:

Health Net Individual &

Family Enrollment

PO Box 1150

Rancho Cordova, CA 95741-1150

Current members can go to www.healthnet.com, and click the Make A Payment Now

button for additional payment options.

Faxing application
Fax completed application to:
1-800-977-4161, and mail completed check to:

Health Net Individual &
Family Enrollment

PO Box 894702

Los Angeles, CA 90189-4072

IFPEPOAPP12016

(continued)
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Primary’s Social Security Number

Part I1. Tell us who you are enrolling and select the product (continued)

C. Choice of coverage

Health Net Life Insurance Company EPO plans utilize the Optional coverage: Dental / Vision plan for adults

PureCare One EPO provider network. (age 19 and over) -

[] Health Net Platinum 90 EPO [J Dental! and Vision Plus - If Dental and Vision Plus is

[] Health Net Gold 80 EPO 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.

[] 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 y ’ou are age 30 ?r ol‘der z?n’d are exemp tf rom the pediatric vision coverage. Individuals will receive pediatric dental
Jederal requzrem.ent to maintain rr?znzmu.m ess.entlal 'cow,jrage. and vision coverage under the medical plans until the last day of
Proof of exemption must be submitted with this application. the month in which the individual turns 19.

Part I1I. 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.

IThe Dental plan is an Indemnity/Scheduled reimbursement plan.

Note: All medical plans include pediatric dental PPO and

[] 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
[J Domestic partner
Social Security number Date of birth
- - / /
Relation Child 1 Last name First name Mi
[ Son
[J Daughter
Social Security number Date of birth
- - / /
Relation Child 2 Last name First name MI
[ Son
[J Daughter
Social Security number Date of birth
- - / /
Relation Child 3 Last name First name Mi
[J Son
[J Daughter
Social Security number Date of birth
- - / /

(continued)
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Primary’s Social Security Number

Part I1I. 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):

(I Male Social Security number: Primary subscriber’s Health Net ID:

[ Female

Primary care physician ID: Current patient: [1Yes [INo

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.

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 days! 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.

Qualifying event # | Date of | Primary Spouse/Domestic | Dependent 1 | Dependent 2 | Dependent 3
(see chart on next |event! |applicant partner
page)

(continued)

11f 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

Primary’s Social Security Number

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:
B. The termination, or reduction of hours, of the covered employee’s employment. « Loss of coverage notice from former
C. The divorce or legal separation of the covered employee from the Insurance carrier.
employee’s spouse. « Loss of coverage notice from
D. The covered employee becoming entitled to benefits under Medicare. employer.
E. A dependent child ceasing to be a dependent child under the generally applicable | * Fror.1t %nd back of former insurance
requirements of the plan. carrier’s ID card.
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 Documentation would depend on
premiums or situations allowing for a rescission for fraud or intentional circumstance.
misrepresentation of material fact.
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 Court documentation, discharge records
marriage, domestic partnership, birth, adoption, placement for adoption, or or notarized affidavit of assumption of
assumption of a parent-child relationship. 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 Documentation would depend on
a health plan is unintentional, inadvertent, or erroneous and is the result of the error, circumstance.
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.

4) | The health plan in which the enrollee, or his or her dependent, is enrolled Documentation would depend on

substantially violated a material provision of its contract. circumstance.

5) | The qualified individual or enrollee, or his or her dependent, gains access to a new Copy of one of the following:

health plan as a result of a permanent move. « Lease.
» Mortgage statement.
o First utility or phone bill.
6) | He or she is mandated to be covered as a dependent pursuant to a valid state or Court documentation.
federal court order.
7) | He or she has been released from incarceration. Probation or parole paperwork.
(continued)
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Primary’s Social Security Number

-
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 Dated letter from a physician.
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 pregnancys; (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.

9) | He or she demonstrates to the Exchange, with respect to health benefit plans offered | Documentation would depend on
through the Exchange, or to the California Department of Insurance, with respect to | circumstance.

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.

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

11)| Newly eligible or ineligible for advance payments of the premium tax credit, or Advanced Premium Tax Credit (APTC)
change in eligibility for cost-sharing reductions. paperwork that shows the premium
assistance you are eligible for.

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

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

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.

L , 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.
1 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:

(continued)
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Primary’s Social Security Number

Part VI. Applicants 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 [J 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”).

(continued)
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Primary’s Social Security Number

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.

Applicant or parent or legal guardian’s Date signed: Signature of applicant’s dependent Date signed:
signature if applicant is under 18 years old: (age 18 or older):
Signature of spouse/domestic partner or Date signed: Signature of applicant’s dependent Date signed:
applicant’s dependent (age 18 or older): (age 18 or older):
Signature of applicant’s dependent Date signed: Signature of applicant’s dependent Date signed:
(age 18 or older): (age 18 or older):

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.
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(W Health Net

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 Nets Commercial Contact Center at 1-800-522-0088. Individual & Family Plan (IFP)
applicants please call 1-877-609-8711. For more help: If you are enrolled in a PPO or EPO insurance policy underwritten by Health Net Life Insurance Company,
call the CA Dept. of Insurance at 1-800-927-4357. If you are enrolled in a HMO or HSP plan provided by Health Net of California, Inc., call the DMHC Helpline
at 1-888-HMO-2219. Your ID card indicates whether your plan was issued by Health Net Life Insurance Company or Health Net of California, Inc.
English
Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su
idioma. Para obtener ayuda, llamenos al niimero que aparece en su tarjeta de identificacidn; los solicitantes de grupo de empleadores deben llamar al Centro
de Comunicacién Comercial de Health Net al 1-800-522-0088. Los solicitantes del Plan Individual y Familiar (por sus siglas en inglés, IFP) deben llamar
al 1-877-609-8711. Para obtener mas ayuda: Si esta inscrito en una péliza de seguro PPO o EPO asegurada por Health Net Life Insurance Company, llame
al Departamento de Seguros de CA al 1-800-927-4357. Si estd inscrito en un plan HMO o HSP proporcionado por Health Net of California, Inc., llame a
la Linea de Ayuda del Departamento de Cuidado Médico (por sus siglas en inglés, DMHC) de California al 1-888-HMO-2219. Su tarjeta de identificacién
indica si su plan fue emitido por Health Net Life Insurance Company o Health Net of California, Inc.
Spanish
RS IR - AT LIS RS - FofIrT LIS RIS 0 - T UEE D R B S 0oL r i 4a 1 - WIRE) - A g B
EPFIHER SRS MRS - JEEEIAS 55 A5 Health Net FURESERR4E 110, » EE5E 1-800-522-0088 © Individual and Family Plan (IFP) F35 A5
5% 1-877-609-8711 » AIFEHA ) © 4SS {RAYE Health Net Life Insurance Company 1% {7 PPO 5%, EPO {RIg{HEE » 554 California Department of
Insurance EEEE 1-800-927-4357 « AIFAHLLRAYE Health Net of California, Inc. $2{£ HMO 2 HSP 515 » 5513 DMHC 1 /2543 1-888-HMO-2219 « &
e SRR 152 H Health Net Life Insurance Company 3¢, Health Net of California, Inc. %% -
Chinese
Dich vy ngdén ngit mién phi. Quy vi c6 thé dugc cip thong dich vién va ngudsi doc gitip cac tai liéu bang ngdn ngii ctia quy vi cho quy vi.
bé dugc trg gitp, vui long goi cho chung t6i theo s6 dién thoai ghi trén thé hdi vién ctia quy vi; ngudi ghi danh theo nhém ctia hang s&
xin goi Trung tdm Lién lac Thuong mai ctia Health Net theo s6 1-800-522-0088. Nguoi ghi danh theo Chuong trinh bao hiém danh cho
cé nhén va gia dinh (Individual and Family Plan, IFP) xin goi s6 1-877-609-8711. D€ dugc trg gitp bg tic: Néu quy vi ghi danh trong cic
hgp déng béo hiém PPO hodc EPO do Health Net Life Insurance Company cam két tai trg, vui long goi B6 Bdo hiém ctia California theo
6 1-800-927-4357. Néu quy vi ghi danh trong chuong trinh bdo hiém HMO hodc HSP do Health Net of California, Inc. cung cip, xin goi
DPudng day trg giip cia DMHC theo s6 1-888-HMO-2219. Trén thé hoi vién cta quy vi c6 ghi ro chuong trinh bao hiém ctia quy vi la do
Health Net Life Insurance Company hay Health Net of California, Inc. cung cép.
Vietnamese
SEUHHXNE MEIA 2 SHALAEIA L HAZ200 BEtANHZ AF = MHIASE 2SS = UASLICL =SS0l 2R6H 22 =219
IDIEAN U= QUBSZ Hatoll FHA L. DEF 15 It A E X 2| 2 R Health Net2| &2 (Commercial) D24 AHIA HIE, QHUHBS
1-800-522-0088H C 2 F3toH ZF=AIAIL. JHOl L JFE Zeh (IFP) IR Al E RHE S OHBI S 1-877-609-87111 O 2 M3hoH TAAIQ. O e
CS0] 2 R20AIH: 2 6l Jt Health Net Life Insurance CompanyJ} ©14=8t PPO L= EPO 28 22| A0 Ot otdl A<, Ze|ZLI0OH EE =
(CA Dept. of Insurance), OHLHH S 1-800-927-4357H 2 & 22|65t Al 2. B+ 7 5t It Health Net of California, Inc.0l Al Kl S 6t= HMO & = HSP
S0 Jtcte 3%, 24 22| R (DMHC) 2 ZetQl, QL S 1-888-HMO-221981 2 2 226t Al 2. 7152l ID 2t E 4 0fl A5t S0l
Health Net Life Insurance Company il M KIS &l = X| &£ = Health Net of California, Inc.0ll A HIZ &l =Xl S A0 UASLICH
Korean
Ul fwp LEg wlwl Ownwnifdnibbbp: tocp Qupng bp pulw np fwpgdwl dbnp phpl) b thwovwfdn@bpp pubpgb) mw Qkp
thgy ny: Oguncdpuh Gunfwp fhg quiiguwbwplp Qbp plplncfdpul (ID) mndup J pu Yo wé Gunfwpny, houof kb grpdwnppng fudph
thinpr bp, pulippnod Bup 1-800-522-0088 Luwifwpny quligwbwpk; Health Net-p 2Zwhwfinpgp Yungh Ublnpnie GG wnw
b Clnwhklwh Opwgpp (Individual and Family Plan/IFP) npfnpnbbphy fulipp nod b quibigwGwpk) 1-877-609-8711 Lunfwipny:
Lpwygnighy oglncfdywl Gunfwp 1-800-927-4357 Lwdwpny qulgwbwpbp Gupdnpbpwh bywlbnfwgpripul Pudwidnilp
(CA Dept. of Insurance), kb gpwlgyb) Ep PPO Ljradd EPO wiyw bndwy puljuwl wyywbndwypp, npp fpaqu g Health Net Life
Insurance Company-ii: bj¢h gpwligy b hp HMO Lund HSP dpwgpnud, npp dwnwlpwpuph £ Health Net of California, Inc.-p,
1-888-HMO-2219 Lwdwpm| qubgwlbwpbp DMHC-p Ogunifdpul $6pl: Qbp plplncfdywl mindup Upnud k, @l ny £ Brquplb Qbp
Spwghpp Health Net Life Insurance Company-1i, [¢* Health Net of California, Inc.-p:
Armenian
EROSFHEY—E A, AABOERPIEH LA LET, YR IHEDOKF T, IDV— FRR#HOF L TBHAWEDELTE
SV, EHEFERT T o ~OIMAZBHIAZ O, HealthNetD R =% 7 |« 2 — 1-800-522-0088 = TG 723,
A - F7 7 > (IFP) ~OIMAZISHIALDIT L, 1-877-609-8711 F TREFH 723\, & DITEHALER Y Health Net Life
Insurance Company M RIRE |5 234t & 72 HPPOE 72 IZEPOIRIR AR U & —IZ TAADFHIL, BV 7 4 /L =T NIRRT, 1-800-927-4357
F TG < 72 &V, Health Net of California, Inc. 232t 2HMO £ 72 I1ZHSP 7 T NS TMAD TG I1E, B VU 7 3L =T I E PR ERR T
(DMHC) O~V T A 2, 1-888-HMO-2219F T I < 723V, BEERD 7T O FE1TH H Health Net Life Insurance Company
F 72 IXHealth Net of California, Inc. 00 &6 6 ToH 5 0M%, IDI— NIZFRREHE SN THET,
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sl i e s QL) o saebual o Jpeaall s Ciaas ) 4210 cbatin se) 8 3acbuall (5 )5 an e ole Jpumal) i laal) i il cilansl
.1-800-522-0088 é)\ sl Health Net s #Steal) ga Jual il S pay Ja¥) e Ol gall e cilillal) ‘;,;m Cro i€ 1Y) o ey Balal Cay el A8 e
ady il Ao 3 Vaie i€ 1Y Baelisall (e 3 5al e Jpeaall 1-877-609-8711 o1 (e Juai¥) (oa ) ¢(TFP) 5l 5 il ddad illla cadial Al
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1-800-522-0088 »_jted 43 Health Net (sl (i tad S e b Lkl (e ji S o5 8 plaaliia by 5 e 580 (olad Cand 523 28 Lad (ALilad &S (55548 il o jlad (33 5k
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W48 sae (s g Alalis @S S (6l 1-888-HMO-2219 o Jed 44 DMHC (o5aS dad 43 ¢S oli Cuft Cad 005 a8l 53 Health Net of California, Inc. 2w 58
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Farsi
Walang Gastusin na Mga Serbisyo sa Wika. Maaari kang kumuha ng interpreter at basahin sa iyong wika ang mga dokumento. Para sa tulong, tawagan kami
sa numerong nakalista sa iyong ID card, o para sa mga aplikante ng pangkat ng employer, mangyaring tawagan ang Commercial Contact Center ng Health Net
sa 1-800-522-0088. Para sa mga aplikante ng Individual & Family Plan (IFP), mangyaring tumawag sa 1-877-609-8711. Para sa karagdagang tulong: Kung
naka-enroll ka sa isang insurance policy ng PPO o EPO na napapailalim sa Health Net Life Insurance Company, tawagan ang CA Dept. of Insurance sa
1-800-927-4357. Kung naka-enroll ka sa isang plano ng HMO o HSP na ipinagkakaloob ng Health Net of California, Inc., tawagan ang DMHC Helpline sa
1-888-HMO-2219. Isinasaad ng iyong ID card kung ang iyong plano ay ibinigay ng Health Net Life Insurance Company o Health Net of California, Inc.
Tagalog
Kev Pab Lus Tsis Muaj Nqi Them. Koj txais tau tus neeg txhais lus thiab muab tau cov ntawv los nyeem rau koj ua koj hom lus. Kom tau kev pab, hu rau peb ntawm
tus xovtooj sau rau koj daim npav ID, lossis cov tib neeg yuav thov kev pab tom chaw haujlwm thov hu rau Health Net Lub Chaw Pab Cov Tib Neeg Siv Cov Kev Pab
(Customer Contact Center) ntawm 1-800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej & Tsev Neeg (Individual and Family Plan; IFP) thov hu rau
1-877-609-8711. Yog xav tau kev pab ntxiv: Yog koj muaj npe nkag nrog PPO lossis EPO cov kev tuav pov hwm los ntawm Health Net Life Insurance Company, hu
rau CA Qhov Chaw Saib Xyuas Txog Kev Tuav Pov Hwm (Dept. of Insurance) ntawm 1-800-927-4357. Yog koj muaj npe nkag nrog ib gho kev npaj pab HMO lossis
HSP uas los ntawm Health Net of California, Inc., hu rau DMHC Tus Xovtooj Muab Kev Pab ntawm 1-888-HMO-2219. Koj daim npav ID yuav ghia tau tias koj ghov
kev npaj pab yog los ntawm Health Net Life Insurance Company lossis Health Net of California, Inc.
Hmong
Doo Baah ‘Alinig6o Saad Bee ‘aka’anida’awo’igii. ‘Ata’ halne’i do6 naaltsoos bee ‘éédahozinigii t’4a ni nizaad bee hadadilyaago
nich’{’ yidéoltah. ‘Aka’a’eyeed biniiyégo, ninaaltsoos nitl‘izi bee nééhozinigii bine’déé’ béésh bee hanei bika’igii bee nich’{’
hodiilnih, doodago ninaalishi bit hada’dil’inigii t’a4 shoodi Health Net Commercial Hane’ fitih Bit Haz’aniji’ 1-800-522-0088
hodiilnih. £a’ Jizih d66 Hooghan Haz’4agi Naaltsoos Hadadit’éhigii (IFP) hada’dile’igii t’aa shqdi kohji’ 1-877-609-8711 hodiilnih.
T’aa naasgdo ‘aka’a’eyeed biniiyégo: PPO doodago EPO béeso ‘ach’aah naa’nil bibee haz’aanii Health Net Life Insurance Company,
bich’{’ haidiilaaigii bit ha’dit’¢higii bit ha’diléehgo, CA Dept. béeso ‘achaah naa’nil bit haz’anigii bich’i’ kohji’ 1-800-927-4357
hodiilnih. Health Net of California, Inc. biyaad66 HMO doodago HSP bit ha’dit’¢higii bit ha’diléehgo, DMHC ‘Aka’ani’awo’
Bit Haz’anigii kohji’1-888-HMO-2219 hodiilnih. Health Net Life Insurance Company doodago Health Net of California, Inc. bit
naaltsoos bit naha’dit’¢higii ninaaltsoos nitl‘izi bine’d¢¢’ bikaa’.
Navajo
FH €M HeZ ST 3G TIHMI TS FaTr d W3 THIH 3J% IS WUE I f8 UF F HE'E 7' HaT JIo| HET B9,
393 e S 93 ?T‘E—;??saa?ﬂ?sé?saé WW@HH@@WW&E@H&%MQWW&%B
1-800-522-0088 &9 3 35 | FenaSNI3 W3 UfG=9d BAe (IFP) 8 WIriersT faur a9d 1-877-609-8711 399 3 HUIS
J| IF HET B 1 IA Health Net Life Insurance Company €8 7St faR PPO 7 EPO ST Ui St & fgyerenr I 3t
aFtegfenT dhHr fe9rdT § 1-800-927-4357 99 3 @6 9| 1 3H Health Net of California, Inc. 8 HI € S13t It fai HMO
A HSP WA B & frefon J 3t DMHC & I8USEs & 1-888-HMO-2219 399 3 26 9| 33 WE 3t a3 3 ferfonr

famr 3 fa 3J'3 WAG" Health Net Life Insurance Company E:g TSt 13t It At A Health Net of California, Inc. 31

Punjabi
ifllﬂiiﬁiﬁiﬁflﬂﬁﬁﬁfliif’1 HAMBGGIuH E[Jﬁﬁlﬁﬂ 81]ﬁ‘jiwmﬁﬂﬁﬁﬂliI’lSJ-JniI’ﬂMWlﬂi’,PJ'ﬁSﬂ fmnﬁsru njug ”’nﬁmrﬁ‘h

“ﬁBiBUBEﬂSﬁmmijﬂﬂ ID mﬁmﬁ G E[mijﬁﬁﬁ“]ﬁmﬁ[m quOJmmfﬁHijﬂﬂﬂj@Slﬁosﬁmﬂﬂi"ﬁmﬁm Health Net
Mutiue 1-800-522-00881 Hn‘iﬁnmqjﬁlimﬂflimﬂﬁ-ﬂn’] Sl’l[ﬂﬁm (IFP) ﬁlJHQmeQ‘IE[UP 1-877-609-87114 mmmnmsmmﬁ
tmmmsm FOLne ﬁ"]i‘ﬁf]tij]“ltsﬂSmmﬂ PPO{j EPO msmmnnmmm Health Net Life Insurance Company uufljmo”liﬁnjfh
mmmmn.mnnmsrm MUtuS 1-800-927-435741 iiiﬁﬁﬁﬁi‘ BN ﬁi’]nmﬁl HMO {j HSP ﬁwﬂimﬁiﬁﬂlﬁ&ﬁm Health Net

of California, Inc." nggMna‘jﬁgm DMHC itili2 1-888-HMO-2219 Uﬁrlﬂ ID mﬁﬁjn quﬂi?\,ni‘j’nﬁnmijmmﬁiﬁmsmm

1iNt17 Health Net Life Insurance Company {j Health Net of California, Inc."1
Khmer

Becninarnble ycmyru nepesogia. Bel MoXkeTe BOCIIONb30BAThCsA yCIyraMyl IIEPEeBOYMKA, U BaM MOTYT IIPOYMTATh JOKYMEHTbI Ha BallleM A3bIKe.
Ecnu BaM TpebyeTcst TOMOLLb, 3BOHUTE HaM 110 HOMepy Telle()OHa, yKa3aHHOMY Ha Ballleil neHTI(UKALMOHHOI KapTe. YYaCTHMUKY I/IaHa
IPYIIIOBOrO CTPAXOBaHMA IO MECTy paboTbl MOTyT 06paTuThcs B KomMepuecknit KoHTakTHbI LeHTp komnannu Health Net (Commercial
Contact Center) 1o Tenedony 1-800-522-0088. YyacTHUKY ITAHOB MHAUBMAYAIBHOTO 1 ceMeltHoro crpaxoBanus (Individual and Family Plan,
IFP), moxanyiicta, 3BOHMUTE IO HoMepy 1-877-609-8711. [l oy 4eHns HONOMTHUTEIbHOI IIOMOIIM: €C/U Y Bac CTpaxoBoii nomic Opranusarym
C IIpearoyYTUTeNbHbIMY HocTaBIMKamu youyr (Preferred Provider Organization, PPO) miu Opranusaumy ¢ 06s13aTe/IbHbIMY ITOCTaBIIMKAMIU
yenyr (Exclusive Provider Organization, EPO), kotopsiit npegocrasnsiercst kommanuest Health Net Life Insurance Company, obparaiirech
B JlemaprameHT cTpaxoBanus mrara Kamdopuus (CA Dept. of Insurance) o Tenedony 1-800-927-4357. Eciu BbI 3aperncTpupOBaHbI B
wrane HMO wmn HSP, xortopsiit ipegocrasnen komnanueitr Health Net of California, Inc., 3Bonure Ha tenedon Topsiueit nuunu JenapramenTa
oprannsoBaHHOro MeguuuHckoro ob6cnyxusanms (DMHC Helpline) o Homepy 1-888-HMO-2219. Ha Bauteit neHTHMUKaLIOHHON KapTe
yKasaHo, ObU1 /i1 Ball 11aH odopmien komnanueit Health Net Life Insurance Company mm komnanueit Health Net of California, Inc.
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