ﬁ Health Net of California, Inc.
Health Net: Individual ¢ Family Plans

HMO Enrollment Application

Requested effective date

HEpEEEEER

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 15, 2014, through February 15, 2015; October 15, 2015, through December 7, 2015; and October 15 through December
7 every year thereafter, 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 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.

If you are currently enrolled in a Medicare plan, you are ineligible to apply for an individual and family plan.

Health Net of California, Inc. (Health Net) needs a Social Security number (SSN) for everyone enrolling for health coverage,
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 HMO 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:
(1 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 | Primary applicant’s Social Security Primary subscriber’s Health Net ID

date (mm/dd/yy): number (required for all applicants): (applicable for adding dependents and change requests only):
/ / - -

Primary care physician ID: Primary group ID: Current patient: []Yes [1No

Please select your language preference (optional): [1English [] Spanish []Chinese
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Primary’s Social Security Number

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

A. Reason for application B. Billing options
[] New application (Check family type below) First premium payment (select one)
[ Self (] Automated Bank Draft (Please complete the Simple Payment
1 Option section on page 11.)

[ Self and spouse/domestic partner
[J Self and child
[ Self and children

[ Self, spouse/domestic partner! and child(ren)
[ Child-onl Ongoing monthly premium payments (select one)

na-only [J Automated Bank Draft (Please complete the Simple Payment
1please circle spouse or domestic partner Option section on page 11.)

1 Adding dependent [J Monthly bill

[J Change request (only available during open or
special enrollment period)

[J Pay by check (Please include completed check and send with
application. Amount must match monthly premium.)

[J Credit card (Please complete the credit card section on page 11.)

C. Choice of coverage

Health Net of California, Inc. - Optional coverage: Dental / Vision plan for Adults (over age 18) -
[J CommunityCare HMO Platinum $20 / $0 [] Dental and Vision Plus - If Dental and Vision Plus is purchased for
[0 CommunityCare HMO Gold $30 / $0 the primary applicant, all family members over age 18 will also be

enrolled in the Dental and Vision Plus plan.
[J CommunityCare HMO Silver $45 / $2,000
Note: All medical plans include pediatric dental HMO coverage.

Part II1. 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.

[J 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: When each family member chooses a different plan, each member will be on their own contract. To specify different plans for
different family members, be sure to write the plan name you are choosing for each family member in the spaces provided below.

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.

How to make different plan choices:

a. Health Net bills to only one address per subscriber. Therefore, to be processed under one subscriber, all family members must be
billed to the same address.

b. You must select a physician group and primary care physician. You may choose the same or different physician group and
primary care physician for each family member you are enrolling. If you do not select a primary care physician, one will be
selected for you within your regional area. To find the most up-to-date list of Health Net contracted physicians, log in to
www.healthnet.com > ProviderSearch. You'll find a complete listing of our Individual & Family Plan network physicians, and
you can search by specialty, city, county, or doctor’s name. You can also call 1-877-609-8711 to request provider information, or
contact your Health Net authorized agent/broker.

c. For Dental and Vision Plus coverage, please provide the dentist number for the HMO dentist you've chosen. You may choose a
different dentist for each family member. If you do not select a dental office, one will be selected for you in your area. For names,
addresses, primary dentist number, and telephone numbers of participating dental providers, or for help in selecting a provider,
call Health Net at 1-866-249-2382 or log in to www.healthnet.com.

(continued)
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Part I1I. Family member(s) to be enrolled (continued)

Relation Last name First name MI | Social Security number| Date of birth
[ Spouse
] Domestic partner - - /A

HMO primary care physician ID HMO physician group ID If Dental and Vision Plus is purchased,
please note HMO primary dentist #

Medical plan choice for each family member if different

Relation Last name First name MI | Social Security number| Date of birth

Child 1

[ Son

[J Daughter N - /o

HMO primary care physician ID HMO physician group ID If Dental and Vision Plus is purchased,
please note HMO primary dentist #

Medical plan choice for each family member if different

Relation Last name First name MI | Social Security number| Date of birth

Child 2

[ Son

[1 Daughter - - /A

HMO primary care physician ID HMO physician group ID If Dental and Vision Plus is purchased,
please note HMO primary dentist #

Medical plan choice for each family member if different

Relation Last name First name MI | Social Security number| Date of birth

Child 3

J Son

[J Daughter - - I

HMO primary care physician ID HMO physician group ID If Dental and Vision Plus is purchased,
please note HMO primary dentist #

Medical plan choice for each family member if different
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Primary’s Social Security Number

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 or placement for adoption being effective the date of the qualifying event,

and marriage or loss of minimum essential coverage being effective the first day of the following month. For a list of special

enrollment period qualifying events, please refer to page 9. The application must be received within 60 days of the qualifying event.
Proof of the qualifying event is required. Please write in the applicable qualifying event below and check whom it applies to. For
additional dependents, please attach a separate sheet of paper.

Qualifying event Date of Primary Spouse/Domestic | Dependent 1 | Dependent 2 | Dependent 3
event applicant partner

Part V. Individual & Family Plans Exception to Standard Enrollment -

Statement of Accountability regarding language assistance.

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 employ the services of a qualified interpreter. 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:

[J Do not read the language of this application.

[1 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:

Signatures and date (required in ink)

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

HEEEESEEEE
Part V. Individual & Family Plans Exception to Standard Enrollment -

Statement of Accountability regarding language assistance. (continued)

Qualified interpreter other than a Health Net qualified interpreter - Please complete the following when assisted by a qualified
interpreter other than a Health Net qualified interpreter.

If a qualified interpreter, other than a qualified interpreter provided by Health Net, assisted you in completing this application, the
interpreter must complete the following:

L , understand that a qualified interpreter should: (a) have the vocabulary
equivalent of a native speaker that has received an advanced education (college or university equivalent) in the non-English
language; (b) be able to demonstrate cultural sensitivity in their communication, taking into consideration that every language
encompasses a wide range of variation; (c) have native speaker language skills (native speaker language skills are developed by
growing up or functioning in a language community); and (d) have corresponding reading and writing skills in the non-English
language (the reading and writing skills would be demonstrated by advanced education in the native language).

As a qualified interpreter, I personally read and completed the application for the applicant named above because:

[ Applicant does not read the language of this application.

[ Applicant does not speak the language of this application.
[ Applicant does not write the language of this application.
[0 Other (explain):

Under the penalty of perjury, I declare that I read to the applicant:

[ The entire application.
[ Other (explain):

I read this application to the applicant in the following language:

Please provide the following information regarding the qualified interpreter who assisted the applicant and who is not a Health Net
qualified interpreter:

Last name: First name:

Address of qualified interpreter:

City: State: ZIP: Phone:

Qualified interpreter signature: Date:
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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

L (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. I understand that, if any portion of this statement by me is false,
I may be subject to civil penalties, including but not limited to a fine of up to $10,000.

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 understand that, if any portion of this statement by me is false, I may be subject to civil penalties, including but not
limited to a fine of up to $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
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Primary’s Social Security Number

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 Plan Contract.

WHEN HEALTH NET CAN RESCIND A PLAN CONTRACT

Within the first 24 months of coverage, Health Net may rescind a Plan Contract for any act or practice which constitutes fraud, or
for any intentional misrepresentation of material fact in the written information submitted by you or on your behalf on or with your
enrollment application.

A material fact is information which, if known to Health Net, would have caused Health Net to decline to issue coverage.

If the Plan Contract is rescinded, Health Net shall have no liability for the provision of coverage under the Plan Contract.

By signing this application, you represent that all responses are true and that the application will become part of the Plan Contract

between Health Net and you. By signing this application, you further agree to comply with the terms of the Plan Contract.

If, after enrollment, Health Net investigates your application information, Health Net must notify you of this investigation, the basis

of the investigation, and offer you an opportunity to respond.

If Health Net makes a decision to rescind your coverage, such decision will be first sent for review to an independent third-party

auditor contracted by Health Net.

If the Plan Contract is rescinded, Health Net will provide a 30-day written notice prior to the effective date of the rescission that will:

1. explain the basis of the decision, and your appeal rights;

2. clarify that all members covered under your coverage other than the individual whose coverage is rescinded may continue to
remain covered;

3. explain that your monthly premium will be modified to reflect the number of members that remain under the Plan Contract; and

4. explain your right to appeal Health Net’s decision to rescind coverage.

If the Plan Contract is rescinded:

1. Health Net may revoke your coverage as if it never existed, and you will lose health benefits including coverage for treatment
already received;

2. Health Net will refund all premium amounts paid by you, less any medical expenses paid by Health Net on behalf of you and may
recover from you any amounts paid under the Plan Contract from the original date of coverage; and

3. Health Net reserves its right to obtain any other legal remedies arising from the rescission that are consistent with California law.
If Health Net denies your appeal, you have the right to seek assistance from the California Department of Managed Health Care.

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 Health Net. Health Net uses 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 Plan Contract, and
I may also obtain a copy of this Notice on the website at www.healthnet.com or through the Health Net Customer Contact Center.
Authorization for use and disclosure of protected health information shall be valid for a period of 24 months from the date of my
signature on the next page.

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 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 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 regarding language assistance”).
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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 Plan Contract. To
obtain a copy of the Plan Contract, call Health Net at 1-877-609-8711. I, the applicant, have read and understand the terms of this
application, and my signature on the next page indicates that 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 Plan Contract 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 Plan Contract.
Mandatory Arbitration may not apply to certain disputes if the Plan Contract 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
Plan Contract 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.” Return completed application to: Health Net Individual & Family Enrollment,
PO Box 1150, Rancho Cordova, CA 95741-1150.

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. “Plan Contract” refers to the Health Net of California, Inc. combined Plan

Contract and Evidence of Coverage.
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Qualifying events for special enrollment periods for Individual & Family Plans

Submit required proof of
Qualifying event qualifying event
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 or termination due to failure to pay premium):
A. The death of the covered employee. Death certificate.
B. The termination (other than by reason of such employee’s gross misconduct), or reduction | Termination or hour reduction
of hours, of the covered employee’s employment. confirmation from employer.
C. The divorce or legal separation of the covered employee from the employee’s spouse. Divorce or separation
documentation.
D. The covered employee becoming entitled to benefits under Medicare. Eligibility document.
E. A dependent child ceasing to be a dependent child under the generally applicable Termination/Cancellation
requirements of the plan. notice from prior coverage.
F. A proceeding in a case under title 11 bankruptcy, commencing on or after July 1, 1986, with Employer documentation.
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.
2)| The qualified individual gains a dependent or becomes a dependent through marriage, birth, | Court documentation or
adoption, or placement for adoption. discharge records.
3)| The qualified individual’s, or his or her dependent’s, enrollment or non-enrollment in a health | Documentation would depend
plan is unintentional, inadvertent, or erroneous and is the result of the error, misrepresentation, | 0n circumstance.
or inaction of an officer, employee, or agent of the Exchange or HHS, or its instrumentalities
as evaluated and determined by the Exchange.
4)| The enrollee, or his or her dependent, adequately demonstrates to Health Net that the health | Documentation would depend
plan in which he or she is enrolled substantially violated a material provision of its contract on circumstance.
in relation to the enrollee.
5)| The qualified individual or enrollee, or his or her dependent, gains access to a new health Copy of lease, mortgage
plan as a result of a permanent move. statement, phone or utility bill.
6)| With respect to individuals enrolled in non-calendar year individual health insurance policies, | Termination/Cancellation
a limited open enrollment period beginning on the date that is 30 calendar days prior to the | notice from prior coverage.
date the policy year ends in 2014.
7)| He or she is mandated to be covered as a dependent pursuant to a valid state or federal court order. | Court documentation.
8) | He or she has been released from incarceration. Probation or parole paperwork.
9)| He or she was receiving services under another health benefit plan, from a contracting Letter from primary care
provider who is no longer participating in that health plan, for any of the following conditions: | physician (PCP).
(a) an acute or serious chronic condition; (b) a terminal illness; (c) a pregnancy; (d) care of a
newborn between birth and 36 months; or (e) a surgery or other procedure authorized as part
of a documented course of treatment to occur within 180 days of the contract’s termination
date or the effective date of coverage for a newly covered member.
10) | He or she demonstrates to Health Net, with respect to health benefit plans offered through Notice from other coverage.
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.
11)| He or she is a member of the reserve forces of the United States military returning from active | Active duty status
duty or a member of the California National Guard returning from active duty service under | documentation.
Title 32 of the United States Code.
(continued)
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Qualifying events for special enrollment periods for Individual & Family Plans (continued)

Submit required proof of

Qualifying event qualifying event

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

13)| He or she loses medically needy coverage under Medicaid (not including voluntary Medicaid documentation.

termination or termination due to failure to pay premium).

14)| He or she loses pregnancy-related coverage under Medicaid (not including voluntary Medicaid documentation.
termination or termination due to failure to pay premium).
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Primary applicant’s name:

Simple Payment Option for Individual & Family Plans

Automatic Bank Draft (ABD) (select one): [ First months premium only [ Ongoing monthly premium only
[J First month’s premium AND ongoing monthly premium

Monthly premium charge can be withdrawn directly from your personal checking or savings account. The premium will be withdrawn
from your bank account about ten days in advance of the due date. Please select your account type: [] Checking [ Savings

Transit routing number (9 digits): Account number:

Bank name: State:

I understand that, by requesting the automatic payment option, I am authorizing Health Net of California (“Health Net”)
and my financial institution named above, to debit my checking or savings account for my monthly premium payment(s). I
understand that the premium withdrawn from my account will be for the future billing period, plus any past due balances. I
understand that my premium payments will automatically adjust if my monthly premium changes.

This authority is to remain in effect until revoked by me in writing, and, until Health Net actually receives such notice, I agree that
Health Net shall be fully protected in honoring any such debit. (Note: A 30-day notice is required to discontinue this service due to
the time required to initiate this change with my bank.)

ABD transmissions are withdrawn from my bank account on approximately the 20th of every month, for the following month’s
premium. I understand that if there are insufficient funds at the time my account is debited, a service fee of $25.00 (in addition to
any fees my bank may charge me) will be assessed by Health Net for all dishonored payments. I further agree that if any such debit
is dishonored, whether with or without cause and whether intentionally or inadvertently, Health Net shall be under no liability
whatsoever even though such dishonor may result in the loss of health coverage.

Signature of account holder (required to process): Date:

[ Credit card for first month’s payment

First month’s premium can be charged directly to your credit card account. All future premiums due may be made by Automatic
Bank Draft (complete the section above) or by mailing a check. Your card will be charged for the first month’s premium only.

First name (as on card): Middle (as on card): Last name (as on card): Card type: [ Visa

] MasterCard
Account number 16 digits (complete): Expiration date (mm/yy):
Billing address: City: State: ZIPL:

As a convenience, I request and authorize Health Net to charge my credit card account identified above for the payment of my initial
premium. I understand that my first month’s withdrawal charge may be for multiple periods depending upon my date of approval
and the billing period. This authority is to remain in effect until revoked by me in writing, and, until Health Net actually receives such
notice, I agree that Health Net shall be fully protected in honoring any such charge. I further agree that if my credit card is declined
for payment, whether with or without cause and whether intentionally or inadvertently, I will be charged a $25 service charge.

Signature of credit card account holder (required to process): Date:

'The ZIP code must match the cardholder’s address; otherwise, the credit card cannot be processed.
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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 Customer Contact Center at
1-800-522-0088. Individual and Family Plan (IFP) applicants please call 1-877-609-8711. 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 a 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 se le lean los documentos y que algunos de ellos
se le envien en su idioma. Para obtener ayuda, llimenos al nimero que aparece en su tarjeta de identificacion; los solicitantes de grupo
de empleadores deben llamar al Centro de Comunicacion con el Cliente 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, llame al Departamento de
Seguros de CA 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 del
Departamento de Cuidado Médico (por sus siglas en inglés, DMHC) de California al 1-888-HMO-2219.
Spanish

%%?&ETHE’L?Q o AT DAEUS CIRE B ARTS » FRATRT DS BHREAS R - o] DU BT B ARE SIS A4 18 -
il - FEEG AR ERTAIHY %Eﬁﬁ)@ﬁﬁiﬁaﬁﬂﬁ ¢ o JE L HIAGH S5 A1 Health Net (Y& SRS oL - Bk

1 800-522-0088 ° Individual and Family Plan (IFP) FHzE A 5543 1-877-609-8711 - AIFEE A BN © AR L LRAYE PPO 515 »

#5143 California Department of Insurance Z&zF 1-800- 927 4357 A E B FRAE AR (HMO) 51 > SHinNs (i dgst=

BT S (DMHC) 17 BhE 4% - BEEE 1-888-HMO-2219 -

Chinese

Dich vy ngdn ngii mién phi. Quy vi c6 thé dugc cdp thong dich vién va ngudi doc gitp céc tai liéu bing ngdn ngii ctia quy vi cho quy
vi. D€ dugc trg giup, vui long goi cho chung tdi theo s6 dién thoai ghi trén thé hoi vién ctia quy vi; ngudi ghi danh theo nhém ctia hiang
s& xin goi Trung tdm Lién lac Ho6i vién ctia Health Net theo s6 1-800-522-0088. Ngudi ghi danh theo Chuong trinh bao hiém danh cho
cd nhan va gia dinh (Individual and Family Plan, IFP) xin goi s6 1-877-609-8711. D€ dugc trg giup bé tuc, vui long goi Bo Bao hiém
cua California theo s6 1-800-927-4357 néu quy vi ghi danh trong chuong trinh bao hiém PPO. Néu quy vi ghi danh trong chuong trinh
bao hiém HMO, vui long goi Dudng day trg giup cia DMHC theo s6 1-888-HMO-2219.

Vietnamese
2 U XNE AMEA 22 SHALMUIA L HHSHH HE JHZE MF YS HHIAE 22 £+ UASLICHL =20
Lo 22 20219 IDIIEAN U= OFLH*ﬁéi Holol FHEANL. DEF 18 I AE X E 2] A Health Net2)
D2 MHHIA MY, OHHB S 1- 800 522-0088H O Z HSloll =& AIL. JHQI & JF= Z 8l (IFP) D+ /d"gﬂuo OHHHS
1-877-609-8711H 2 Z X SIoll FAAIL.PPO SN JIotA R, H X2 =30l ZRotal 22 22| ZLIOtEE =2
(CA Dept. of Insurance) 2HLH 1 S 1-800-927-4357H 2 2 |G AI2. HMO S 0fl It ot4l <, DMHC (B2 22l %)

AT}l OHHH S 1-888-HMO-2219H1 © 2 S2|5IA AlL2
Korean

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 tumawag
sa Customer Contact Center ng Health Net sa 1-800-522-0088. Para sa mga aplikante ng Individual and Family Plan (IFP) mangyaring
tumawag sa 1-877-609-8711. Para sa karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 kung nag-e-enroll ka
sa isang plano ng PPO. Kung nag-e-enroll ka sa isang plano ng HMO, tawagan ang DMHC Helpline sa 1-888-HMO-2219.

Tagalog

Ui fwp LEgwljwl Ownwgnifdgnililibp: Facp Gwpng bp puliu]np fupgdwl dbnp phpk) b hwonwdng@bpp pulpghb) o) Skp
thgy ] Oglinc gl Gunfwp fbyg quligwbwplp Qbkp plipbncdpul (ID) inmfup o pu Yo wé Gufwpm, juof bh gnpéwwnppng pudph
nhdnpn bp, pulippnod Bup 1-800-522-0088 Lunfwpny qulgwlwpk) Health Net—h Zw'Euul-unpr'.h ]-uuu.,h ]-Ihiunpniu U.Df.LuLnLul.lLuD
L Clunwlblwl Opwy pp (Individual and Family Plan/TFP) npfnprplbphy fulipp nod b quligubwpk 1-877-609-8711 Lunfwpny:
Lpwynighy oglnc@pul Gunfwp 1-800-927-4357 Lunfwpny qulbgwbupkp Ywhdnpbpwgh Uwwbnfwgpridpol Pudwinfnilip
(CA Dept. of Insurance), kjgh gpwhgd nud bp PPO dpwgpnud: bk gpuwligy nuf bp HMO épwgpnud, 1-888-HMO-2219 Lunfupny
qulguwbuwpbp DMHC-h OgLnc @yl $opl:

Armenian

becrinatHble yemyru iepeBoyia. Bbl MoXKeTe BOCIIONb30BaThCs YCTYTaMy [IEPEBOIUMKA, M BaM MOTYT ITPOYMTATh JOKYMEHTbI Ha BaIlleM S3bIKe.
Ecmu BaM TpebyeTcst OMOIIb, 3BOHUTE HaM IO HOMepy TeneOHa, YKasaHHOMY Ha Balllell MAeHTU(UKAIMOHHON KapTe. Y YaCTHYUKY IVIaHa
TPYIIIIOBOTO CTPAXOBaHMs II0 MECTY paboThI MOTyT 06patuThest B KoHTakTHBII! HIeHTp st KinenToB Komnanuy Health Net (Customer
Contact Center) 1o Tenedory 1-800-522-0088. YyacTHUKM II/TaHOB VIHAMBY/YaIbHOTO 1 ceMeitHoro ctpaxoBanuA (Individual and Family Plan,
IFP): noxxanyyicta, 3BOHUTe 110 HOMepy 1-877-609-8711. Ecru BbI yyacTByeTe B mnaHe OpraHusaiyy ¢ IpefIIoYTUTe/IbHBIMY ITIOCTABLIMKAMI
yenyr (Preferred Provider Organization, PPO), iyt oy 4eHus JONoHUTE/IbHON IIOMOLILY 3BOHNTE B [lellapTaMeHT CTPaXOBaHMA LITaTa
Kamugopums (CA Dept. of Insurance) o Homepy 1-800-927-4357. Eciu BeI 3aperncTpupoBaHsl B rytane OpraHusariyy MEIUIHCKOTO
ob6ecneuenns (Health Maintenance Organization, HMO), 3Bonute Ha Tenedon Topsaesit miunm [lenapraMeHTa OpraHi30BaHHOTO
MEIMLIMHCKOTO 06CTy>XMBaHMsA 10 HoMepy 1-888-HMO-2219.

Russian
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RO SFEY—E X, HAEOBERDEHEZBHALET, V—ERZ2THEOHIX, IDI— FRtdlioF S E TBMWE
b EEn, ERAEHEKT T v ~DOMAEBHRIALO 71X, HealthNetDfFiZ 2% 7 b - B Z—, 1-800-522-0088 F
TRENL f:é VW, fEAN c FIET T (IFP) ~DIMAZBHIAZDITIL, 1-877-609-8711F THEFEL &V, 5T
HJJNA ERA. PPOT T A TMADTTIX, B 74 v =T MIRBEF, 1-800-927-4357 % T MK < 72XV, HMOZ' 7
WCZMMADF L, B 7V =TIEBRERT (DMHC) O~V T A L 1-888-HMO-2219F T JiHfE < 72 &0y,
Japanese
GS il 3 (g g el & Uy (A Gl 4r b 485 1 a5 K gedd o) sa g (oaled aa sie S ciledd ) a5 a0l 4 s e Al (o ilend
4 Health Net o jisie (ubad 38y b Ll lla ji S s 5 R lacaliiia b 5 e 580 (ol ol 028 38 Lad (Allid &S (55548 il jlad Gash J) L b eSS
o) 4 ¢ iy SaS il () 2S04l 1-877-609-8711 o_badi 4x ikl (TFP) "W o3l sila 5 3l & k" Glaaliie i 580 (e 1-800-522-0088 o el
> Jled 49 DMHC (SaS b 43«25 oL i HMO ok o 2 81 28a &b 0l PPO ¢k S 53 81 1S (6l 1-800-927-4357 o el 4 L3S 4y
.S (il 1-888-HMO-2219
Farsi
I il HE3 A 3076 TITT Hfg HdTT I i3 TSR 3% 307S iU InT 2fg UZd I AT AT AT Il HeT BEl, 3073 wiet St 98
‘3 =f3 Sug 3 7S S5 99, 7 feusled IrgU T variersT sfgur 999 JBE &< T Irgd HUdd ded § 1-800-522-0088 389 3 €5 Id1 =wasias
3 udferad tireT (IFP) =78 wigriera afgur aga 1-877-609-8711 $8d 3 Huds ad| dg AafesT et, A 37t PPO tirer et & 8fu=r 9d J 3°
Jtegaf ghir =farar & 1-800-927-4357 359 3 @5 A3 7 3+t A HMO tireT 8&t & sfu=r 33 I 3t DMHC €& dgusels & 1-888-HMO-2219
89 3 @5 3l

Punjabi
WhunlumanaaEaiing gnmne gmmnm[pmm SugpAmsinanNgsEImManiginG 1 aininigh ajg gratnunitii

=

NﬂHBﬂJ?BﬂSf‘ﬁimEEﬁﬁjﬂﬂ ID JU[U ULﬂBSB[IﬂT’f‘Hﬁ“ﬁ“mi‘jﬁJ njug Jﬁumf”lﬁ&JHﬂﬂEUOS]ﬁ‘”Sﬂﬁ FT’SJUfU‘ Health Net
Mytu3 1-800-522-00881 Hﬁe’]ﬁmﬁjﬂiﬁmﬁﬁﬁmmﬁj Sﬁ[}‘ﬁiﬁ’h (IFP) mmmmﬂmmp 1-877-609-87111 nmilﬂﬂmﬁiliﬁﬁ
cnmmtﬂ[ﬁmﬁmmﬂmh mmtmsrm MyLue 1-800-927- 4357TiJHﬁnﬂi]f‘ pun: nﬁntﬂiﬁ] PPOH TiJHﬁnﬂm‘ pun: nﬁnmﬁ

HMO qmjmcm?;ﬁs (i DMHC ingiiug 1-888-HMO-22191

Khmer
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 thiab
Tsev Neeg (Individual and Family Plan; IFP) thov hu rau 1-877-609-8711. 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 tias koj yuav cuv npe nkag rau ghov kev pab los ntawm PPO. Yog tias koj yuav
cuv npe nkag rau ib gho kev pab los ntawm HMO, hu rau DMHC Tus Xovtooj Muab Kev Pab ntawm 1-888-HMO-2219.

Hmong
Doo Bagh ‘Alinig66 Saad Bee ‘dka’anida’awo’igii. ‘Ata’ halne’i d66 naaltsoos bee ‘éédahozinigii t’4a ni nizaad bee hadadilyaago
nich’y” yidooltah. ‘Aka’a’eyeed biniiyégo, ninaaltsoos nitt‘izi bee né¢hozinigii bine’d¢¢’ béésh bee hanei bika’igii bee nich’’
hodiilnih, doodago ninaalishi bit hada’dil’inigii t’aa shoodi Health Net Na’iitniihi Hane’ ‘Iit‘{h Bit Haz’aniji’ 1-800-522-0088
hodiilnih. £a’ Jizth d66 Hooghan Haz’dagi Naaltsoos Hadadit’éhigii (IFP) hada’dile’igii t’aa shoodi kohji’ 1-877-609-8711 hodiilnih.
T’4a ndasgoo ‘dka’a’eyeed biniiyégo: PPO bit ha’dit’€higii bit ha’diléehgo CA Dept. béeso *4chddh naa’nil bit haz’anigii bich’i” kohji’
1-800-927-4357 hodiilnih. HMO bit ha’dit’éhigii bit ha’diléehgo, DMHC ‘Aka’ana’awo’ Bit Haz’anigii kohji’ 1-888-HMO-2219
hodfilnih.

Navajo

A0 e s JlaiV) oah saeluall o Jgemall Loy nni il ZalL el atian sel 8 3 5acbuall (558 an jie e Jpaan]) eliSe; siilaall 4 5all cilandl
#30 le Health Net s e kel o Josl 5l S a0 Sl o il sall (g ilallal aSia (e i€ 13 i el Aualal) iy peil) 8y e e ol

> el e 3 3al e Jpanll 1-877-609-8711 80 e Juai¥) (a5 ¢(TFP) 3_m¥) 5 2 d ddad il dial daills 1-800-522-0088
ddad 3 daase €13 PPO Ahd 8 Slase S 13 1-800-927-4357 il e (L) sl &Y 53 0l 51 55) CA Dept. of Insurance —~ Jusi)
.1-888-HMO-2219 4l e DMHC s saeluall bady Juai¥l a3 <HMO
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