‘ﬂ Health Net Life Insurance Company
Health Net: Individual & Family Plans

PPO Enrollment AppliC&tiOn

Requested effective date

HEEREEER

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 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 PPO 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)

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

Part I. Applicant information

Primary applicant’s last name: First name: MI: [1Male
[ 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 Primary applicant’s Social Security number Primary subscriber’s Health Net ID

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

Please select your language preference (optional): [JEnglish [JSpanish []Chinese

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

A. Reason for application B. Billing options
[J] New application (Check family type below) First premium payment (select one)
] Self [J Automated Bank Draft (Please complete the Simple Payment Option
[ Self and spouse/domestic partner! section on page 9.)
[J Self and child [J Pay by check (Please include completed check and send with application.
[ Self and children Amount must match monthly premium.)
[ Self, spouse/domestic partner! and child(ren) [J Credit card (Please complete the credit card section on page 9.)
[J Child only Ongoing monthly premium payments (select one)
1Please circle spouse or domestic partner. U Autgmated Bank Draft (Please complete the Simple Payment Option
O] Adding dependent _ O Monthiy b %)
[J Change request (only available during open or
special enrollment period)

(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 -
J PPO Platinum $20 / $0
[J PPO Gold $30/ $0

[J PPO Silver $45 / $2,000
[J PPO Bronze $60 / $5,000

[0 PPO Catastrophic $0 / $6,350 - 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.

Optional coverage: Dental / Vision plan for

adults (over age 18) -

[] Dental and Vision Plus - If Dental and
Vision Plus is purchased for the primary
applicant, all family members over age
18 will also be enrolled in the Dental and
Vision Plus plan.

Note: All medical plans include pediatric
dental PPO coverage.

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.

[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 policy. 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. To be processed under

one Policyholder, all family members must reside at the same address.

Relation

Last name

First name

MI | Social Security number| Date of birth

[J Spouse
[J Domestic partner

- - /!

Medical plan choice for each family member if different

Relation Child 1

Last name

First name

MI | Social Security number | Date of birth

[J Son
[J Daughter

- - /A

Medical plan choice for each family member if different

Relation Child 2

Last name

First name

MI | Social Security number | Date of birth

[J Son
[J Daughter

. - I

Medical plan choice for each family member if different

Relation Child 3

Last name

First name

MI | Social Security number | Date of birth

[J Son
[J Daughter

- - /!

Medical plan choice for each family member if different

IFPPPOAPP72014
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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, which will be effective on the date of the qualifying
event, as well as marriage or loss of minimum essential coverage, which will be effective the first day of the month following the
application. For a list of special enrollment period qualifying events, please refer to page 6. 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 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

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:

[ Do not read the language of this application. [J 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:

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):

(continued)
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Primary’s Social Security Number

Part VI. Applicants agent/broker information (continued)

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 T 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 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”).

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, 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.

(continued)
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Primary’s Social Security Number

Part VIII. Important provisions (continued)

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.” Return completed application to: Health Net Individual & Family Enrollment,
PO Box 1150, Rancho Cordova, CA 95741-1150. You can also fax it to 1-800-977-4161 or email it to
IFP_Enrollment@healthnet.com.

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 PPO Plan.
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Primary’s Social Security Number

Qualifying events for special enrollment periods for Individual ¢ Family Plans
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. Death certificate.
B. The termination, or reduction of hours, of the covered employee’s Termination or hour reduction confirmation
employment. from employer.
C. The divorce or legal separation of the covered employee from the Divorce or separation documentation.
employee’s spouse.
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 Termination/Cancellation notice from
applicable requirements of the plan. prior coverage.
E A proceeding in a case under Title 11 bankruptcy, commencing on or after | Employer documentation.
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. Loss of minimum essential coverage for any reason other than failure Documentation would depend on
to pay premiums or situations allowing for a rescission for fraud or circumstance.
intentional misrepresentation of material fact.
H. Termination of employer contributions. Notice from employer of contributions
termination.
I. Exhaustion of COBRA continuation coverage. COBRA paperwork reflecting exhaustion
of coverage.
2) | 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
the assumption of a parent-child relationship. parent-child relationship.
3) | The qualified individual’s, or his or her dependent’s, enrollment or non- Documentation would depend on
enrollment in a health plan is unintentional, inadvertent, or erroneous and is | circumstance.
the result of the error, misrepresentation, 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 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 Copy of lease, mortgage statement, phone or
new health plan as a result of a permanent move. utility bill.
6) | With respect to individuals enrolled in non-calendar year individual health Termination/Cancellation notice from prior
insurance policies, a limited open enrollment period beginning on the date coverage.
that is 30 calendar days prior to the date the policy year ends in 2014.
7) | He or she is mandated to be covered as a dependent pursuant to a valid state | Court documentation.
or federal court order.
8) | He or she has been released from incarceration. Probation or parole paperwork.
(continued)
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Primary’s Social Security Number

Qualifying events for special enrollment periods for Individual & Family Plans (continued)

Examples of documentation

Qualifying event

9)

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);
(c) a pregnancy; (d) care of a newborn between birth and 36 months; or (e)

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.

Letter from primary care physician (PCP).

10)

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.

Notice from other coverage.

11)

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.

12)

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

APTC paperwork.

13)

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.

14)

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.
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Primary applicant’s name:

Primary’s Social Security Number

Simple Payment Option for Individual & Family Plans

Automatic Bank Draft (ABD) (select one):

from your bank account about ten days in advance of the due date. Please select your account type:

[ First month’s premium only [ Ongoing monthly premium only [ 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

[J 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 Life Insurance Company (“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: ZIP1:

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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(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 Net’s Commercial 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 an HMO plan, call the DMHC Helpline at
1-888-HMO-2219.

English

Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que una persona le lea los documentos y que
algunos se le envien en su idioma. Para obtener ayuda, llamenos al nimero que aparece en su tarjeta de identificacion; los solicitantes
de grupo de empleadores deben llamar al Centro de Comunicacién Comercial de Health Net al 1-800-522-0088. Los solicitantes

del Plan Individual y Familiar (IFP, por sus siglas en inglés) deben llamar al 1-877-609-8711. Para obtener ayuda adicional llame al
Departamento de Seguros de California al 1-800-927-4357, si desea inscribirse en un plan PPO. Si usted se inscribe en un plan HMO,

Ilame a la Linea de ayuda de DMHC, al 1-888-HMO-2219.
Spanish

GREES IR - WA DIEUS B IRTS - AT DUES A BHEEAA (RE » 300 S0m] DB ERRE S I A 4A 15 - AR
B %ﬁéﬂﬁa—kiﬁﬁﬂﬂ’]aﬁ%ﬁﬁﬁ% EEI%‘*EE % N\ FHELEE Health Net HYRHERRAE S0 - BEEER 1-800-522-0088  {E AR
FEetE (FP) 55 AS584T 1-877-609-8711 » {7 PPO 518 » 5580 1-800-927-4357 BANIN Rk Bl 4% » shskEESN
Bl o FEEHELR HMO ”ri’ LTINS R =TS (DMHC) {BhE4s » EEE 1-888-HMO-2219 -

Chinese

Céc Dich Vu Trg Giap Ngon Ngit Mién Phi. Quy vi cé thé duoc cép dich vu thong dich. Quy vi c6 thé duoc nguoi khac doc gitip cac

tai liéu bang ngdn ngit cua quy vi va ciing c6 thé duge cip tai lidu phién dich sang ngdn ngit cua quy vi. Pé dugc gitp dd, xin goi chung
t6i tai s6 dién thoai ghi trén thé hoi vién cia quy vi. Nhitng ngudi mudn xin bao hiém theo nhom do hing s dai tho xin goi Trung TAm
Lién Lac Thuong Mai ciia Health Net tai s6 1-800-522-0088. Nhitng ngudi mudn xin bao hiém ctua Chuong Trinh Bao Hiém Ca Nhan
va Gia Dinh (IFP), xin goi s6 1-877-609-8711. Pé dugc gitip d& thém, xin goi Bo Bao Hiém California tai s6 1-800-927-4357 néu quy
vi dang tham gia mot chuong trinh PPO. Néu quy vi dang tham gia mot chuong trinh HMO, xin goi Puong Déy Trg Gitp ciia DMHC
tai s6 1-888-HMO-2219.

Vietnamese
22 A X3 MElA. 2 SSAF MEIA & HH20HH BHe AHZ A‘Ivgr “E MHIAE B2 £+ JASLITC. =30
Lok 228 20219 ID JIIEAN &Hel ot HE 2 Mol FAAL. D8F 18 It (A XY 2 82 Health Net
O At (Commercial) 128 AH|IA HIE, © fol & Dr= Zei(IFP) Dt

MENE 2 AU S 1-877-609-8711B12 2
B ELIOHEE 2= ot H § 1-800-927-435781 2 2 Z22|6t&Al2. HMO 2
DMHC(EH 22| 8) &t Ql, OHHBIS 1-888-HMO-2219H1 22 226 AIL.

CHH ¥ = 1-800-522-0088 B12 =2 X"EP@H FAARL
&3stoll =&AL, PPO S0l JHoHA H =2
=0l ot

Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa iyong wika ang mga
dokumento. Para sa tulong, tawagan kami sa numerong nakalista sa iyong ID card, o para sa employer group applicants, mangyaring
tumawag sa Commercial Contact Center ng Health Net sa 1-800-522-0088. Para sa Individual and Family Plan (IFP) applicants,
mangyaring tumawag sa 1-877-609-8711. Para sa karagdagang tulong, tumawag sa CA Dept. of Insurance sa 1-800-927-4357 kung
ikaw ay nag-eenroll sa isang PPO plan. Kung ikaw ay nag-eenroll sa isang HMO plan, tawagan ang DMHC Helpline sa
1-888-HMO-2219.

Tagalog

Ubddup LEqujutt Ownwympiniuttip: dnip Yupnn bp pupguut dtnp phipk) b hwunwpnpbpp puptpgt) nu) dkq
hwdwn akp 1kqyny: Oqunipjut hwdwp Utq quiquhwpbp dkp hipumpjut (ID) undup Jpu tpqws hwdwpny, jud
tpt gnpswwnhnpng judph nhunpy bp, nugpmd Eup 1-800-522-0088 hwdwipny quuquhwpt) Health Net-h Zw&wunpnh
Guwh Ykttnpnt: Uthwnwljub b Cunwtkljut Opwugph (Individual and Family Plan/IFP) nhunpnutnhg fanpynd
E quuquhwphy 1-877-609-8711 hmudwpny: Lpugnighs oqunipjut hwdwp 1-800-927-4357 hwdwpny quuquhwptp
Yuhdnpthugh Uyuwhnjugpmpjut fFudwtdniip, kpt gpuigymd tp PPO spuqpmud: Gph gputgynmd tp HMO
dpwgnmid, 1-888-HMO-2219 hwdwipny quuquhwuptp DMHC-h Oqumpjut gsht:

Armenian

BecmnarHble ycinyru nepeBoaa. Bel MoxeTe BOCIOIB30BAaThCS yCIyraMH MEPEeBOJYNKA, H BAaM MOTYT IIPOYECTh TOKYMECHTHI HA BallleM
si3pike. Ecni Bam TpeOyeTcst MoMOIIb, 3BOHUTE HaM [0 HOMEPY, YKa3aHHOMY Ha Balllell HACHTH()HUKAMOHHON KapTe. Y YaCTHHKH
IUTaHA TPYMIIOBOTO CTPaXOBaHU [0 MECTY PaOOTHI MOTYT OOpATHUTHCS B KOMMEPYECKH KOHTAKTHBIH neHTp komnannu Health Net
o tenedony 1-800-522-0088. Y4acTHUKH IJIAHOB HHIAMBUAYAIBHOTO MM ceMeiiHoro ctpaxoBanus (Individual and Family Plan,
IFP): moxanyt¥icta, 38oHHTE 110 HOMepy 1-877-609-8711. Eciin BBI y4acTByeTe B IJIaHE CHCTEMBI MPEATOYTUTEIIEHOTO BBIOOpa
(Preferred Provider Organization, PPO), s moiydeHus TOTOTHUTEILHONW MTOMOIIH 3BOHHUTE B JlemapTaMeHT CTpaxoBaHUsI IITaTa
Kamupopuus o tenepony 1-800-927-4357. Eciii BBI cOCTOMTE B TUIaHE OpraHU3aluil MenuiuHcKoro obciyxuanus (Health
Maintenance Organizations, HMO), moxkainyiicta, 3BOHUTE B TOPSAUIYIO JIMHUIO JlemapTaMeHTa OPraHn30BaHHOTO MEIHIIHHCKOTO
obciyxuBanus (DMHC) no tenedony 1-888-HMO-2219.
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Japanese
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S il 53 gy NS A5 1-877-809-8711 o_jlads 4 il (IFP) «la o3l sila 5 2 il = jlay Glualiie 31 180 (il 1-800-522-0088 o jless 43
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Farsi
HSS TTH AT 3T EITHIE @it ATel IHS &9 A J »iS EASRH 34g UArd feU Ug @ AE® 7 AAT J61 HEE 81, 393
nretst (o) a9s ‘3 fe3 d99 3 A €6 &9, i, mm@ﬁwmmﬁm%éwwaﬁﬁ 1-800-522-0088
399 3 &5 | feniaas w3 ufsega uss () naresT faaur a9a 1-877-609-87111 7 A fal €& us™ Bt & fouer g9
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ISLﬁH‘[ﬂ Smini 3y "ti?yiﬁj mgiﬁ nnmgswﬁgstjmnnﬁﬁmﬁm Health Net (health Net’s Commercial Contact Center)
UL 1-800-522-0088 1 IUARSANAMAjGIURRMMBBUTUFUTHY 84 {gan [Individul and Family Plan (IFP)]
RHGIIIGIE 1-877-609-8711 1 fiNUNgIUiguIgi ayugIRIMmal [HrmaNUIMMEEIM ( CA Dept. of Insurance)
MEIE 1-800-927-4357 (UEIRIDHARMIGEIANESIGHAING PPO (PPO plan)t waisiignficuingsingeny
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Khmer

Cov Kev Pab Txhais Lus Uas Tsis Tau Them Nqi. Koj thov tau kom muaj ib tug neeg txhais lus thiab nyeem cov ntawv ua koj hom lus
rau koj. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj ID los sis cov neeg thov kev pab tom hauj lwm
thov hu rau Health Net’s Commercial Contact Center ntawm 1-800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej thiab Tsev
Neeg (Individual and Family Plan [IFP]) 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 hais tias koj koom rau hauv ib gho kev pab los ntawm
PPO. Yog hais tias koj koom rau hauv ib gho kev pab los ntawm HMO, hu rau DMHC Tus Xov Tooj Muab Kev Pab ntawm
1-888-HMO-2219.

Hmong

T'4& HO Hasaad Bee Akd'e’eyeed Doo Badh'flini Da. Haishjj shd ‘ata’ hodoolnih ninizinigii t&’ né& choideet’eel.
ta' naaltsoos t'dd ni nizaad bee nich']' yiddolta déd naaltsoos bee hadadilyaago nich'j’ ‘ddadooniit.
Shik&'e'doowot ninizingo, ninaaltsoos nitt'izi bine'déé’ béésh bee hane'i bikd'igii bich'j’ holne’, doodago nio
daalnishi hada'diilaaigii 'éi Na'iitniihi ‘Atsiis Bik'ih ‘Adeest’ji’ ‘itndhane’ Bit Haz' dnijj’ kojj’ dooleet 1-800-522-0088.
T'dd ta' Jizi do6d Hooghan Haz' anigii Bit Nahat'a' (IFP) kojj' béésh bee holne’ dooleet 1-877-609-8711. PPO bit
ndhadilnééhd@d’ 'éi CA ‘Ach’dd’ Naa'nil Bit Haz' dnigif shiké’e’doolwot diniigo béésh bee holne’ dooleet,
1-800-927-4357. HMO bit ndhadilnééhddd’, DMHC ‘Akd’and’dlwo’go Bit Haz'énijj’ béésh bee holne’ dooleet
1-888-HMO-2219.
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