‘.ﬂ Small Business AppliCﬁtiOn

Health Net’ for Group Service Agreement/Group Policy

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

Pediatric dental HMO plans are provided by Health Net of California, Inc. Pediatric dental PPO and indemnity plans are
provided by Health Net Life Insurance Company.

Neither DBP nor Fidelity are affiliated with Health Net. Obligations under dental and vision plans, other than pediatric

dental or vision, are not obligations of, and are not guaranteed by, Health Net.

Application is hereby made for a Group Service Agreement/Group Policy provided by Health Net, DBP and/or Fidelity,
the provisions of which are to be made available to all eligible employees, as defined, and their eligible dependents desiring
or requiring coverage hereunder. The following information regarding employee and/or dependent data is being submitted

to allow Health Net, DBP and/or Fidelity to determine the eligibility of employees and/or dependents seeking enrollment.

Welcome to Health Net

Simple steps for completing the form:

1. Carefully review and select the plan option(s) that is/are best for your business.

2. Make a copy of the completed application for your records. If a correction is needed, cross out and initial each

correction. Please do not use a white-out product.

Health Net Medical: 1-800-522-0088 (English)
1-800-331-1777 (Spanish)
1-877-891-9053 (Mandarin)

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

Pre-tax solutions (e.g., IRS code section 125 premium-only plans and Flex plans)
If you are interested in learning about the tax savings potential for your employees and company, please contact
Total Administrative Services Corporation (TASC) at 1-800-422-4661.

For administrative use only:

Existing Business/Group New Business/Group
PO Box 9103 Please send all completed
Van Nuys, CA 91409-9103  paperwork to your designated

www.healthnet.com account executive or broker.
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ﬂ? Small Business Application

Health Net’ for Group Service Agreement/Group Policy

Important: If adding Dental or Vision to your existing coverage, please complete sections 1 (ancillary options), 2, 3, 4,
5, 6, 7, and 8; for all other changes to existing coverage, please complete only sections 2, 3, 4, and 7.

1. Health plan information

Select a package, then select your plan(s):
[JEnhanced Choice [J EnhancedCare PPO Choice

Full HMO Network! SmartCare HMO Network?2

Platinum Gold Silver Platinum Gold Silver
%10 [0%$20 (%30 |0$30 [0$35 [0%$40 |[I%$40 %10 [0%$20 (%30 |0$30 [0$35 [0$40 |[O%40
WholeCare HMO Network! Salud HMO y Mas Network3

Platinum Gold Silver Platinum Gold Silver
%10 [0%$20 (0%$30 |[O$30 I$35 [1%$40 | %40 %10 [0%$20 (0%$30 |[O$30 $35 [0%$40 |[O%40
CommunityCare HMO Network#

Gold %5 Silver [1$20 Bronze [1$45

PureCare HSP Network!

[ Platinum 90 HSP 0/15 [ Silver 70 HSP 2000/45

[1Gold 80 HSP 0/25 [J Bronze 60 HSP 6300/75

Full PPO Network EnhancedCare PPO Network>

[JPlatinum 90 PPO 0/15 + Child Dental [JEnhancedCare PPO Gold Value

[0 Gold 80 PPO 0/25 + Child Dental [0 EnhancedCare PPO Silver Value

[JGold 80 Value PPO 750/10 + Child Dental Alt [ Silver 70 HDHP 1350/40 EnhancedCare PPO

[ Silver 70 PPO 2000/45 + Child Dental + Child Dental Alt

[ Silver 70 HDHP 1350/40 PPO + Child Dental Alt O Bronze 60 HDHP 5600/15 EnhancedCare PPO

[ Silver 70 Value PPO 1700/30 + Child Dental Alt + Child Dental Alt

[0 Bronze 60 PPO 6300/75 + Child Dental

[0 Bronze 60 HDHP 5600/15 PPO + Child Dental Alt

Other plan(s):

Ancillary options

Note: All medical plans include pediatric dental and pediatric vision coverage. Individuals will receive pediatric dental and vision
coverage under the medical plan until the last day of the month in which the individual turns 19. For off-cycle dental/vision plan
additions, your renewal date will be coordinated with your medical plan renewal date.

Dental (DHMO) Dental (DPPO) Vision (PPO)
O HN Plus 150 O Classic 5 1500 (w/ortho) [ Essential 2 1000 O Preferred 1025-2 [ Preferred 1025-3
O HN Plus 225 [ Essential 6 1500 [ Classic 4 1500 O Preferred Value 10-2

[J Essential 5 1500 (w/ortho)

Optional Rider (] Chiropractic (Optional coverage available on all plans except PPO and EnhancedCare PPO.) [ Infertility

Life and AD&D options (If Health Net Life is selected, all full-time employees are eligible.)

[1$15,000 (All employees) [1$25,000 (15-50 employees) [1$50,000 (25-100 employees)

2. Employer group information

Company name: DBA: Group #: SIC code:

Tax ID number (TIN): Type of business:

Type of entity (corporation, sole prop., LLC, partnership): Date of business inception: Effective date (renewal date):

(continued)
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2. Employer group information (continued)

Company contact: Telephone: Fax:
Physical address: City: State: | ZIP: County:
Billing address (if different from physical address): | City: State: | ZIP: County:

Email address (print clearly):

Company contact for coordination of benefits (COB) (if different from page 2):

COB address (if different from physical address): | City: State: | ZIP: County:

3. Employer contribution (Note: Employer contribution for Health is a minimum of 50% of the lowest cost plan

or $100 per employee, and for Life is 100% (2-9 enrollees) and 50% (10-100 enrollees)).
Employee Health: % or $ Employee Life: % Employee Dental: % Employee Vision: %

Dependent Health: % or $ Dependent Dental: % Dependent Vision: %

Note: Dental and Vision can be either voluntary or employer-paid. If employer-paid, you must complete the employer contribution.
If you select Dental and/or Vision with no contribution, indicate “0”

4. Eligibility information

1. Will there be eligibility conditions that will apply prior to the probationary period (e.g., being in an eligible job classification,
achieving job-related licensure requirements, or satisfying a “reasonable and bona fide employment-based orientation period”)?

OYes [ONo

2. Employer’s probationary period for new hires/rehires - first of the month following:
*Health Net will adjust the effective date for new enrollees if needed to ensure that the waiting period does not exceed 90 days.
ODate of hire [J1mo. [130days [160 days*

3. Do you want to waive the probationary period for all enrollees at initial enrollment? OYes [No

4. Average number of hours worked per week required to be eligible for medical insurance coverage: [120 [130

5. Average number of employees you employed for the entire previous calendar year regardless of whether or not they were eligible
for coverage:

An employee is defined as any person for whom the company issues a W-2, including full-time, part-time, and seasonal workers,
and regardless of insurance eligibility.6

To calculate the average number of employees, determine the number of employees for each month, add each month’s number to
get an annual total, and then divide by 12 (or the number of months in business if less than 12 months). Round up or down to the
nearest whole number - example: 24.6 = 25. Do not spell out the number - example: write 3, not three.

6. Total number of employees worldwide (Count all employees throughout the U.S. regardless of if they are eligible for coverage,
including full-time, part-time, leased, etc. Do not include 1099 employees or seasonal workers.):
Medical Dental Vision Life
7. Number of eligible employees (including eligible owner(s)):
8. Total number of Health Net enrollees (excluding COBRA enrollees):
9. Number of Health Net COBRA enrollees (applying for health coverage):

10. Number of waivers (Please include an enrollment form with Section 7
“Declination of Coverage” indicated.):

11. What type of COBRA? are you subject to? COFederal COBRA [JCal-COBRA
If federal COBRA, how would you like your COBRA enrollees to be billed? ~ [1Group billed [JMember billed
12. Within the last 12 months, has the employer held a Health Net contract? OYes [INo

13. Do the eligible enrollees represent a carve-out either by location or union LYes [INo
affiliation?
14. Does the group file a DE-9C? OYes [ONo8

(continued)
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5. Current carrier (List current carrier if any.)
Is your company currently active with other health insurance? [OYes [No
If so, will you be canceling your other health insurance if approved with Health Net? [JYes [No
Current health insurance carrier:
Will Health Net be the only carrier? [JYes [ONo If “No,” name of other carrier:
Plan(s) offered:

Workers’ compensation carrier:

Number of enrollees not covered by workers’ compensation:

(Employers required to have workers’ compensation must have a policy in effect to be eligible with Health Net.)
6. Underwriting criteria

General conditions

The issuance of coverage and a Group Service Agreement/Group Policy is subject to underwriting review and approval by Health Net,
DBP and/or Fidelity and receipt of the first month’s premium. The initial quoted rates are subject to Health Net, DBP and/or Fidelity’s review
and revision based on actual enrollment and any other variations in the group from conditions outlined in the Underwriting Guidelines.

Coverage will be effective on the noted effective date if the application is accepted and approved by Health Net, DBP and/or Fidelity
as appropriate within specified time requirements.

7. Arbitration agreement and other important terms

Please complete all of the information requested before signing this application. Please initial any changes.

This is an application only. Coverage and the issuance of a Group Service Agreement/Group Policy is subject to review and approval
by Health Net, DBP and/or Fidelity and receipt of the first month’s premium.

The undersigned hereby acknowledge to the best of their knowledge or belief that the preceding information constitutes true and
complete representations to Health Net, DBP and/or Fidelity. Should it be determined at the time of enrollment or during the
24-month period after the Group Agreement/Group Policy is issued that there has been an intentional misrepresentation of material
fact, as prohibited by the terms of this Group Agreement/Group Policy, the Group Agreement/Group Policy may be canceled with
30 days advance notice of such cancellation.

Upon policy anniversary date, submission of renewal premium will confirm acceptance of that renewal and subsequent premium year.

Applicant, in the event this application is accepted, agrees to make authorized payroll dues deductions for such eligible employees
who enroll under the Group Service Agreement/Group Policy and to forward such amounts in advance of the due date to

Health Net, DBP and/or Fidelity, together with the reports necessary to maintain accurate and complete membership records.
Furthermore, applicant agrees to comply with the applicable regulations pertaining to membership requirements, additions to the
group, and deletions from the group. Please return this application to your Health Net account executive or broker as specified.

Applicant, in the event this application is accepted, agrees to cooperate with Health Net in complying fully with the requirements

of section 2715 of the Public Health Service Act to disclose summary plan and benefit information to eligible and renewing plan
participants and beneficiaries. Applicant acknowledges that it has received information provided by the Health Net “Summary of
Benefits and Coverage to Eligible and Covered Persons - Instructions for Reproduction and Distribution” and agrees to assume the
responsibilities assigned to the “Group” thereunder. The undersigned hereby acknowledge responsibility for obtaining and for sending
an electronic or printed copy of the Summary of Benefits and Coverage document (SBC) to plan participants and beneficiaries. To
retrieve your group’s SBCs, go to www.healthnet.com/sbc.

The following standard minimum participation and contribution requirements apply unless modified in quote or renewal underwriting
guidelines.

Minimum contribution is defined as: The employer contribution toward Health Net’s premium that must be equal to or greater than 50%
or $100 of employee single premium.

Minimum participation is defined as: For groups of 1-5 eligible employees, a minimum of 66% participation is required. For groups of
6-100 eligible employees, a minimum of 50% participation is required.

Failure to maintain these minimum contribution and minimum participation requirements may result in termination or non-renewal.

This Application for Group Service Agreement/Group Policy and any attached Addendum, together with the Health Net, DBP and/or
Fidelity Plan Contract or Insurance Policy (as referenced herein), and the employee enrollment forms form the entire agreement
between the parties.

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.

(continued)
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7. Arbitration agreement and other important terms (continued)

BINDING ARBITRATION AGREEMENT: On behalf of Group Applicant, and subject to
certain restrictions prohibiting application of mandatory arbitration to members of employer
groups subject to ERISA, 29 U.S.C. SECTION 1001, et seq., I understand and agree that any
and all disputes or disagreements between Group (or enrolled members) and Health Net,

DBP and/or Fidelity regarding the construction, interpretation, performance or breach of the
Health Net, DBP and/or Fidelity Plan Contract or Insurance Policy, or regarding other matters
relating to or arising out of the Health Net, DBP and/or Fidelity Plan Contract or Insurance
Policy, whether stated in tort, contract or otherwise, must be submitted to final and binding
arbitration in lieu of a jury or court trial. I understand that, by agreeing to submit all disputes
to final and binding arbitration, all parties, including Health Net, DBP and/or Fidelity, are
giving up their constitutional rights to the extent permitted by law to have their dispute decided
in a court of law before a jury. I also understand that disputes with Health Net, DBP and/or
Fidelity involving claims for medical services 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. In the event that the total amount
of damages claimed is $50,000 or less with respect to disputes involving alleged professional
liability or medical malpractice, the parties shall, within 30 days of submission of the demand
for arbitration, appoint a mutually acceptable single neutral arbitrator who shall hear and
decide the case and have no jurisdiction to award more than $50,000. If the parties fail to reach
an agreement during this time frame, then either party may apply to a court of competent
jurisdiction for appointment of the arbitrator(s) to hear and decide the matter, in accordance
with California Code of Civil Procedure 1281.6. A more detailed arbitration provision is
included in the Health Net, DBP and/or Fidelity Plan Contract or Insurance Policy.

Officer of the company signature: Officer title: Date:

Applicant’s signature above confirms to the best of their knowledge or belief: 1) Applicant’s
agreement to all the terms and conditions set out in this Application, including the
conditions of enrollment and Underwriting Guidelines; and 2) the accuracy and
completeness of the information that the Applicant has entered in this Application.
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8. Broker information

Broker name: Health Net broker ID #: | Broker lic. #: Date submitted:
Agency name: Telephone #: Fax #: Email address:
Address: City: State: ZIP:
Broker/Consultant signature: Date: Account executive name: | Date:

General agent/ID #: Date:

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

10. For Health Net use only

Underwriter signature: Date: Approved: Billing #: Effective date:
[0 Medical [ODental [ Vision
Declined:
[0 Medical [ODental [ Vision

SBG representative signature: Date: Group # (Health): Policyholder # (Life): Medical plan:

Health Net of California, Inc. offers the following products: HMO, Salud con Health Net HMO y Mas and HSP. Health Net Life Insurance Company offers the following products: PPO and Life and AD&D
insurance. Unimerica Life Insurance Company offers the following products: Dental PPO and Dental Indemnity. Dental Benefit Providers of California, Inc. offers the following product: Dental HMO.
Fidelity Security Life Insurance Company offers the following product serviced by EyeMed Vision Care, LLC: Vision PPO.

“Plan Contract” refers to the Health Net of California, Inc. and/or Dental Benefit Providers of California, Inc. Group Service Agreement and Evidence of Coverage; “Insurance Policy” refers to Health Net
Life Insurance Company, Unimerica Life Insurance Company, and/or Fidelity Security Life Insurance Company Group Policy and Certificate of Insurance.
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Small Business Group submission checklist

To ensure prompt processing, please make sure to include

the following documents.

Groups applying for a 1st-of-the-month effective date
must be submitted to Health Net by the 5th of the month.
Paperwork must be completed by the 20th of the month;

otherwise, the group will be rolled to the following month.

[ A signed original application for Group Service

Agreement (GSA)/Group Policy
[] A complete employee application for each eligible

employee enrolling/waiving coverage

[1 A check or an Electronic Check form for the first

month’s premium drawn from the group account
[] The latest quarter DE-9C, reconciled:

o If the group has not been in business long enough
to have a DE-9C, six weeks of payroll, including
withholdings, may be submitted.

o 2-week payroll is required for all employees that
don’t appear on the current DE-9C.

« For wages exceeding part-time and wages below

full-time status, payroll will be required.

o To reconcile the DE-9C, please indicate next to each

employee’s name one of the following:

T - Terminated (including termination date)
E - Eligible and enrolling

W - Eligible and waiving coverage

S - Seasonal

WP - Waiting period (include date of hire for

those in waiting period)

TEMP - Temporary employees
PT - Part-time
Covered by another carrier — add carrier name.

[ Ownership paperwork (required if owner/partners’
names do not appear on the DE-9C or payroll
records). Must list each person’s first and last name.
Paperwork must be filed with the state or county.

Documentation may include:

For sole proprietor:

« California Business License

« Fictitious Business Name Statement

o Schedule C Tax Form

For partnership:

« California Business License (showing both names)

« Fictitious Business Name Statement (showing

both names)
o Schedule K Tax Form (for all eligible owners)
o Tax certificate (showing both names)
For corporation:
o Articles of Incorporation
o Statement of Information
o Tax Form 1120

Note: Please consult your sales representative for
acceptable ownership documentation for other

business structures.

For PPO and EnhancedCare PPO plans:
[] Copies of EOBs for employees requesting Deductible

Credit from prior carrier

Send all completed paperwork to your designated account executive or broker.

SBG GSA 7/18
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1Available in all or parts of Alameda, Contra Costa, El Dorado, Fresno, Kern, Kings, Los Angeles, Madera, Marin, Merced, Napa, Nevada, Orange, Placer, Riverside,
Sacramento, San Bernardino, San Diego, San Francisco, San Joaquin, San Mateo, Santa Barbara, Santa Clara, Santa Cruz, Solano, Sonoma, Stanislaus, Tulare, Ventura,
and Yolo counties.

2Available in all or parts of Los Angeles, Orange, Riverside, San Diego, San Bernardino, Santa Clara, and Santa Cruz counties.
3Available in Orange County and select ZIP codes of Kern, Los Angeles, Riverside, San Diego, and San Bernardino counties.
4Available in Los Angeles and Orange counties.

5Available in Los Angeles County.

6This information is for rating purposes and not to determine group size. The determination of how to count employees of related corporate entities when calculating
group size for medical loss ratio (MLR) purposes is based on whether the entities are considered a single employer under Section 414 of the Internal Revenue Code
(subsection (b), (), (m), or (0)) and is not based on the multiple tax identification status of the related entities.

7Note: Generally, employers who normally employed 20 or more employees during the previous calendar year are subject to federal COBRA. Employers who
employed 2-19 employees on at least 50% of its working days the previous calendar year are subject to Cal-COBRA. Please consult your legal counsel if you need
help determining which law applies to you.

8If a DE-9C is not available, please provide a letter of explanation and supporting documentation, subject to underwriting approval, with this group service agreement
application.

Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, Inc. Health Net and Salud con Health Net are registered service marks of Health Net, Inc. All other
identified trademarks/service marks remain the property of their respective companies. All rights reserved.
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Instructions for
reproduction

and distribution.

SBG GSA 7/18

(W Health Net'

Ensure your Employees
Understand 7heir Health Care

Summary of Benefits and Coverage to eligible and covered persons

Affordable Care Act (ACA)!
requirement for employers that
sponsor group health plans

As required by the ACA, health plans and
employer groups must provide the Summary
of Benefits and Coverage (SBC) to eligible
employees and family members, who are:

o currently enrolled in the group health
plan, or

« eligible to enroll in the plan, but not yet
enrolled, or

o covered under COBRA Continuation
coverage.

Health Net is committed to ensuring
compliance with all timing and content
requirements with regard to the distribution
of the SBC. To meet this goal, you are
required to provide the SBC in the exact and
unmodified form, including appearance and
content, as provided to you by Health Net.

Please follow the instructions below so you
will know how to distribute the SBC.

SBC form and manner

You may provide the SBC to eligible or
covered individuals in paper or electronic
form (i.e., email or Internet posting).

« If you provide a paper copy, the SBC
must be in the exact format and font
provided by Health Net, and, as required
under the ACA, must be copied on four
double-sided pages.

o If you mail a paper copy, you may provide
a single SBC to the employee’s last known
address, unless you know that a family
member resides at a different address. In
that case, you must provide a separate SBC
to that family member at the last known
address.

o For covered individuals, you may
provide the SBC electronically if certain
requirements from the U.S. Department of
Labor are met.?

« If you email the SBC, you must send the
SBC in the exact electronic PDF format
provided to you by Health Net.

o If you post the SBC on the Internet, you
must advise your employees by email or
paper that the SBC is available on the
Internet, and provide the Internet address.
You must also inform your employees
that the SBC is available in paper form,
free of charge, upon request. You may use
the Model Language below for an e-card
or postcard in connection with a website
posting of a SBC:

(continued)

126 C.ER. § 54.9815-2715; 29 C.ER. § 2590.715-2715; and 45 C.ER. § 147.200.

2Such requirements can be found at 29 C.ER. § 2520.104b-1(c).

This document is provided to you as a customer courtesy and is not intended to be legal advice. Please consult with your own legal counsel to determine your

responsibilities under the SBC regulations of the Affordable Care Act.
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Availability of Summary Health Information
As an employee, the health benefits available
to you represent a significant component

of your compensation package. They also
provide important protection for you and your
family in case of illness or injury.

Your plan offers a series of health coverage
options. Choosing a health coverage

option is an important decision. To help

you make an informed choice, your plan
makes available a Summary of Benefits

and Coverage (SBC). The SBC summarizes
important information about any health
coverage option in a standard format to help
you compare across options.

The SBC is available online at: <group’s
website.com>. A paper copy is also
available, free of charge, by calling the toll-
free number on your ID card.

Timing of SBC distribution

« Upon application. If you distribute written
application materials, you must include
the SBC with those materials. If you do not
distribute written application materials for
enrollment, you must provide the SBC by
the first day the employee is eligible to enroll
in the plan.

« Special enrollees. For special enrollees?,
you must provide the SBCs within 90 days
following enrollment.

 Upon renewal. If open enrollment

materials are required for renewal, you
must provide the SBC no later than the date
on which the open enrollment materials are
distributed. If renewal is automatic, you
must provide the SBC no later than 30 days
prior to the first day of the new plan year. If
your group health plan is renewed less than

30 days prior to the effective date, you must

provide the SBC as soon as practicable, but no
later than 7 business days after issuance of new
policy or the receipt of written confirmation of

intent to renew your group health plan.

At the time your plan renews, you are not
required to provide the Health Net SBC to
an employee who is not currently enrolled in
a Health Net plan. However, if an employee
requests a Health Net SBC, you must provide
the SBC as soon as you can, but no later than
7 business days following your receipt of the
request.

Notice of SBC modification

Occasionally, there will be a material
change(s) to the SBCs other than in
connection with a renewal, such as changes
in coverage. You must provide notice of
the material changes to employees no later
than 60 days prior to the date on which
change(s) become effective. You must
provide this notice in the same number,
form and manner as described above. When
such changes are initiated by Health Net,
Health Net will provide you with modified
SBC:s for distribution.

Uniform glossary

Employees and family members can access

a glossary of bolded terms used in the SBC
by visiting www.cciio.cms.gov, or by calling
Health Net at the number on the ID card to
request a copy. Health Net shall provide a
written copy of the glossary to callers within
7 business days after Health Net receives their
request.

If you have any questions, please contact your

Health Net client manager.

3Special enrollees are individuals who request coverage through special enrollment. Regulations regarding special enrollment are
found in the U.S. Code of Federal Regulations, at 45 C.ER. 146.117 and 26 C.ER. 54.9801-6, and 29 C.ER. 2590.701-6

This document is provided to you as a customer courtesy and is not intended to be legal advice. Please consult with your own legal counsel to determine your

responsibilities under the SBC regulations of the Affordable Care Act.
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Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in benefit
coverage documents), Health Net of California, Inc. and Health Net Life Insurance Company
(Health Net) comply with applicable federal civil rights laws and do not discriminate, exclude
people or treat them differently on the basis of race, color, national origin, ancestry, religion,
marital status, gender, gender identity, sexual orientation, age, disability, or sex.

Health Net:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as qualified sign language interpreters and written information in other formats (large
print, accessible electronic formats, other formats).

e Provides free language services to people whose primary language is not English, such as
qualified interpreters and information written in other languages.

If you need these services, contact Health Net’s Customer Contact Center at:
Individual & Family Plan (IFP) Members On Exchange/Covered California
1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Members Off Exchange
1-800-839-2172 (TTY: 711)
Individual & Family Plan (IFP) Applicants
1-877-609-8711 (TTY: 711)
Group Plans through Health Net
1-800-522-0088 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another
way based on one of the characteristics listed above, you can file a grievance by calling

Health Net’s Customer Contact Center at the number above and telling them you need help filing
a grievance. Health Net’s Customer Contact Center is available to help you file a grievance.

You can also file a grievance by mail, fax or email at:

Health Net of California, Inc./Health Net Life Insurance Company Appeals & Grievances

PO Box 10348

Van Nuys, CA 91410-0348

Fax: 1-877-831-6019

Email: Member.Discrimination.Complaints@healthnet.com (Members) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

For HMO, HSP, EOA, and POS plans offered through Health Net of California, Inc.: If your
health problem is urgent, if you already filed a complaint with Health Net of California, Inc. and
are not satisfied with the decision or it has been more than 30 days since you filed a complaint
with Health Net of California, Inc., you may submit an Independent Medical Review/Complaint
Form with the Department of Managed Health Care (DMHC). You may submit a complaint form
by calling the DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at
www.dmbhc.ca.gov/FileaComplaint

For PPO and EPO plans underwritten by Health Net Life Insurance Company: You may submit a
complaint by calling the California Department of Insurance at 1-800-927-4357 or online at
https://www.insurance.ca.gov/01-consumers/101-help/index.cfm

If you believe you have been discriminated against because of race, color, national origin, age,
disability, or sex, you can also file a civil rights complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights (OCR), electronically through the OCR Complaint
Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.

Department of Health and Human Services, 200 Independence Avenue SW, Room 509F,

HHH Building, Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
CDI DMHC Member Applicant NDN FLY018690EP00
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English

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, if you have an ID card, please call the Customer Contact Center number.
Employer group applicants please call Health Net’s Commercial Contact Center at 1-800-522-0088 (TTY: 711).
Individual & Family Plan (IFP) applicants please call 1-877-609-8711 (TTY: 711).

Arabic
21 i) a2 chae bl e Jgemall il S0l 5 o WiSagy o 58 e ll S50 (f Uiy il Byl e
gétﬁ‘)l.;ﬂ\dhai\ﬂ JS‘)ACALLA\JKS\G;_),} sdaﬂ\u;haicw&hﬂ:‘;ﬂsmdhﬁgmgﬂﬁt}ndéc Ol ;M\Z\Ad’;ﬁf
281 JLai¥) (s AU 31891 Ak il ey et Led (TTY: 711) 1-800-522-0088 15,0 = Health Net
(TTY: 711) 1-877-609-8711

Armenian

Utuydun (Ekqulijut swnuwynipjniutibp: dnip Jupnn Ep pwtwynp pupguuithy utnubiuyg:
Quunwpnpbpp jupnn ki jupnuy dkp 1kqyny: Gpt ID pupwn niubp, oqunipjut hwdwp juugpoid
Eup quuquhwupt] Zwdwhinpyutph vywuwupyuw YEunpnuh hibpwpinuwhwdwpny: 3npswnnth
Tutph nhunppubpht pippmd kup quiquihwipty Health Net-h Unukpghnt uyywuwpdwi Eanpni
1-800-522-0088 htnwijunuwhwiwpny (TTY 711): Individual & Family Plan (IFP) nhunpnubkpht
uligpnud Blip quiquihwipty 1-877-609-8711 hknwunuwhwidwpm] (TTY 711):

Chinese

REES R - ERIEHOFEERT - MT i NS Aa R 5 P MR R Ee S BN i R RE =
FEE - WFHBBANREAE &R FRITE PR OERES o B X EIRSTEAHE AFRTT
1-800-522-0088 (FEfEELLE « 711) Bi Health Net FA A PRzl 00 54%  Individual & Family Plan (IFP)
HEREE NGB TETT 1-877-609-8711 (FE[EERLR - 711) -

Hindi

fOer Qe AT JaTT| INT Th GHIVAT UTH AT Hehdd &1 T SEATISAT 1 30A 3791 H Tgar
dhd ©| #Aeg & form, afg 3mud ord AEE d1S § df HUAT TTedh HUD g & deX U Pl By |
fA2hr rafed HTAGH PUAT eod A & AT HUS dg P 1-800-522-0088 (TTY: 711) W
Pl BY| ARhord AR B cara (3M$uwdl) 3mdeed HUAT 1-877-609-8711 (TTY: 711) W Hied
|

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab cuam, yog tias koj muaj daim
npav ID, thov hu rau Neeg Qhua Lub Chaw Tiv Toj tus npawb. Tus tswv ntiav neeg ua haujlwm pab pawg sau
ntawv thov ua haujlwm thov hu rau Health Net Qhov Chaw Tiv Toj Kev Lag Luam ntawm

1-800-522-0088 (TTY: 711). Tus Neeg thiab Tsev Neeg Qhov Kev Npaj (IFP) cov neeg thov ua haujlwm thov
hu rau 1-877-609-8711 (TTY: 711).

Japanese

RO SEY— A2 LT £9, @RES T w‘_t TET, ARGETEEBHAT
52 EBARETT, ~LTITHONTIE, IDI— REBEL OB ITEEERE v 4 —F TREH<
7ZEW, @%E%thl%%&®$tﬁ@ﬁm\%mmNmmﬁgﬁﬁt/&~
(1-800-522-0088, TTY: 711) FTBEIELZIWV, A « FiEMIT 7 Z ~ (IFP) OHIAZE D)
%, 1-877-609-8711 (TTY: 711) F CTEBEM ZEW,
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Khmer

TEUNM NN WRBARIG T INAGRMGE G UM SHRAUMUM WA AR GANUIRM SRR AN
INNAZRNMANUATANAEAY OUR S [UOSITIMNAERNSTANINGGS aybiugieinigims
WUSIUATE BN NASSUHABESY FRMAMAMENNMAHEUMURDA muwTgiaine
MSUEBANUSNAESHIUAT Health Net fBItI:IUE 1-800-522-0088 (TTY: 711)4 HRMNAMMAjEU
RIRMIUEAN:UEN SMRBIEMNT (IFP) fBIUTIGIRGNISIM SIS 1-877-609-8711 (TTY: 711)4
Korean

28 olo] Aulzgiueh £ Au|2E wod & gLtk BA 5 Au|2g o 5 glom

A% AH] A ASk7F FALSHE Qo] 2 Al B UL Ego] BAFAY D] FEH WE
A E) 2 Al o] ASkSA A Q. A8 15 21391 2] 3§ Health Neto] ¢ 317 *Wb el

1= T
1-800-522-0088(TTY: 711)H © % A 3}al] =4 A S, 7|el 2 712 Zalqpp) 414 9l o] 7
1-877-609-8711(TTY: 711)H 0. 2 A 3}3)] =4 A1 L

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ na hadiddot'jjt. Naaltsoos da t'aa
shi shizaad k’ehji shichj’ yidooltah ninizingo t'a4a na akddoolniit. Akét’'éego shika a’doowot ninizingo
Customer Contact Center hoolyéhijj’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikda’. Naaltsoos nehiltsbosgo naanish ba dahikahigii éi kojj’ hodiilnih Health Net’s Commercial
Contact Center 1-800-522-0088 (TTY: 711). T'44 hé déé ha’atchini (IFP) bahigii éi kojj’ hojilnih
1-877-609-8711 (TTY: 711).

Persian (Farsi)
(51 g ol g (L Lad (o) 40 Alias) € Candl 5350 3l g8 e L2550 (oaled an yle UG il e AR A (s o) ileds
ooba 38 e b Tl La i S o5 8 a5 Gabal (o jidie (b S e o et L Ll ey gl (i oIS R ecSaS il o
Lhl *(IFP) Lol sl 5 538 7l lualite 31,8 Gulad (TTY:711) 1-800-522-0088 »_jleii 42 Health Net s _las
2,8 sl (TTY:711) 1-877-609-8711 o jess

Panjabi (Punjabi)

ot foA a3 Tdmit I AT| A S T9ie & A" IA8 d9 Aae JI 3J¢ TH3=H JJ3! I
€9 Uz 9 g8 ' Ao I6| HEE B8, A 393 A8 S wESt 93 I, 3 fqgur I3a Iras Hugd
ded 99 3 I8 JJ1 W3S T IIGY fasarg, fagur g9a I8H & © Tudd Huda ded §
1-800-522-0088 (TTY: 711) ‘3 IS | fenSSIE W3 Ufdegd Ure' (IFP) faderat § foaur s9d
1-877-609-8711 (TTY: 711) ‘3 IS |

Russian

Becnathasi momonip nepeBouuKoB. Bbl MOXKeTe MOTyYuTh MOMOIIL TIepeBOIuMKa. Bam MoryT npountarh
JIOKyMeHTBI Ha Bariem pojiHoMm si3bike. Eciin Bam HyskHa momortb 1y Bac npu ce6Ge ecTh KapTouka
y4JacTHHKA TJIaHa, 3BOHUTE 110 Tesiepony LleHTpa moMoiy KareHTaM. Y YaCTHUKY KOJIJIEKTUBHBIX TJIAHOB,
Npe/IoCTaBIsIeMbIX paboTofiaTesIeM: 3BOHUTE B KOMMepUeckuii eHTp nomoiim Health Net no Tenedony
1-800-522-0088 (TTY: 711). YuacTHuku niaHoB s yacTHbIx Jul u cemeit (IFP): 3soHuTe no tenedony
1-877-609-8711 (TTY: 711).
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Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, si tiene una tarjeta de identificacion, llame al nimero del
Centro de Comunicacion con el Cliente. Los solicitantes del grupo del empleador deben llamar al Centro
de Comunicacién Comercial de Health Net, al 1-800-522-0088 (TTY: 711). Los solicitantes de planes
individuales y familiares deben llamar al 1-877-609-8711 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, kung mayroon kayong ID card, mangyaring
tumawag sa numero ng Customer Contact Center. Para sa mga grupo ng mga aplikante ng tagapag-empleyo,
mangyaring tumawag sa Commercial Contact Center ng Health Net sa 1-800-522-0088 (TTY: 711).

Para sa mga aplikante ng Planong Pang-indibiduwal at Pampamilya (Individual & Family Plan, IFP),
mangyaring tumawag sa 1-877-609-8711 (TTY: 711).

Thai

lifeuSmseunm qmmmini‘fmu"lﬁ qmmmmiﬁéwmaﬂmﬂﬁwwuﬂummmadqmvlﬁ WINABINIIAINTL
Wae uazuiltaTlezdid Iﬂs@Im%mmamg{uﬁgﬂﬁ’]é‘uw"‘uﬁ HadaInguundng Iﬂi@‘[mmquﬁgﬂﬁﬂé’ww”uﬂ%a
Wt U049 Health Net Avangias 1-800-522-0088 (Iwua TTY: 711) HElATLHUANALAZATELAT

(Individual & Family Plan: IFP) ldsalns 1-877-609-8711 (lwua TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngit Mién Phi. Quy vi c6 th€ c6 mdt phién dich vién. Quy vi c6 th€ yéu cau dwoc doc cho
nghe tai liéu bang ngdn ngk ciia quy vi. P& dwoc gitip d&, néu quy vi ¢6 thé ID, vui 1ong goi dén s& dién thoai
cta Trung Tadm Lién Lac Khdch Hang. Nhitng ngwoi ndop don xin bdo hi€m nhém qua hang s& vui 1ong goi
Trung Tam Lién Lac Thwong Mai ctia Health Net theo s& 1-800-522-0088 (TTY: 711). Ngwoi ndop don thude
Churong Trinh Ca Nhan & Gia Pinh (IFP), vui long goi s6" 1-877-609-8711 (TTY: 711).
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