PH Small Business Applicati()n

Health Net’ for Group Enrollment and Change

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 neither obligations of, nor guaranteed by, Health Net.

Welcome to Health Net

Simple steps for completing the form:
1. Review the materials enclosed in your enrollment packet. Be sure that you understand the coverage options that are

available to you by your employer.
2a. If you are declining coverage for yourself and/or your dependents, section 7 is required. Do not fill out any other sections.
2b.If you are accepting coverage for yourself and/or your dependents, sections 1, 2, 3, 5, and 8 are required.

The Affordable Care Act (ACA) requires Health Net to provide to the IRS confirmation of health care coverage for
yourself, as the subscriber, and your covered dependents. The IRS uses this information to confirm each member has
minimum essential coverage and is not subject to the ACA’s individual shared responsibility payment provision.
Please ensure that the Social Security number (SSN) is accurate for yourself and each dependent you are enrolling.
For more information about the individual shared responsibility payment provision, go to http://www.irs.gov/uac/

Questions-and- Answers-on-the-Individual-Shared-Responsibility-Provision.

3. Ifyou choose to enroll in the WholeCare HMO, SmartCare HMO, Salud HMO y Mas, PureCare HSP, or Dental HMO
(DHMO) plans, you must select your participating physician group (PPG), primary care physician (PCP) or dental

provider. Be sure to fill in the names and numbers as they appear in Health Net’s online ProviderSearch tool.
Note: If you do not select a PPG, PCP and/or a dental provider, one will be selected for you.
4. If you choose to enroll in a PPO or EPO insurance plan, you are not required to select a PPG or PCP to enroll.

5. 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.

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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|¢ To be completed by employer

Employer name:

Hea | th Net® Requested effective date: Employer group number (medical):

Employee eligibility date (new hire only):
[0 Same as hired date [ Other:

Important: Please print all sections in black ink. You are entitled to see a Summary of Benefits and Coverage (SBC)
before you choose a plan. Please contact your employer if you do not have the SBC for the plan you have selected.

1. Health plan information (All medical plans include pediatric dental and vision coverage.)

Full Network HMO! CommunityCare HMO?

Platinum [1$10 [1$20 |Gold [1$30 [1$40 [1$50 Gold [J$5 | Silver  [1$20

WholeCare HMO! SmartCare HMO3

Platinum [1$10 [1$20 |Gold [1$30 [J$40 [1$50 Platinum []$10 [1$20 | Gold [1$30 [1$40 [1$50

Salud HMO y Mas#
Platinum [J$10 [J$20 \Gold [0$30 [1$40 [1$50

PureCare One EPO! PureCare HSP!
[ Health Net Gold 80 EPO 1000/20 Alternate [0 Health Net Platinum 90 HSP 0/20 [ Health Net Silver 70 HSP 1500/45
[ Health Net Silver 70 EPO 1800/30 Alternate 1 Health Net Gold 80 HSP 0/35 [1Health Net Bronze 60 HSP 6000/70
PPO
[ Health Net Platinum 90 PPO 0/20 [ Health Net Gold 80 PPO 0/35 [ Health Net Silver 70 PPO 1500/45
[ Health Net Bronze 60 PPO 6000/70 [0 Health Net Bronze 60 HSA PPO 4750/15 Alternate
Other plan(s):
Dental (DHMO) Dental (DPPO) Vision (PPO)
JHN Plus 150 [ Classic 5 1500 (w/ortho) [ Essential 2 1000 O Preferred 1025-2 [ Preferred 1025-3
[JHN Plus 225 [ Essential 6 1500 [ Classic 4 1500 O Preferred Value 10-2
[ Essential 5 1500 (w/ortho)

2. Reason for application

[0 Plan change ONew hire [1Open Enrollment COBRAS
[0 Change address/name | Special Enrollment Period O Effectivedate: _ /_ /
[ODelete dependent Qualifying event date: / / Qualifying event date: __ /_ /
(list names below) Add dependent:
[0 Other: [(OMarriage [Newborn/Adoption/Legal Guardianship/Court Order/Assumption of parent-child relationship
[dLoss of prior coverage [1Other (specify):

3. Employee personal information

Last name: First name: MI: [OMale []Female
Residence address: City: State: ZIP:
Date of birth (mm/dd/yyyy): Social Security #/Matricular ID # (required for all applicants): |Job title:
Telephone #: Work phone #: Email address:
( ) ( )
Date of hire: Dept. #: Marital status:

/ / [OSingle (OMarried [JDomestic partner
If available, I would prefer to receive communication and plan information in Spanish: [JYes [No
Participating physician group: Primary care physician:
PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP? []Yes []No
Dental HMO provider name: Dental HMO provider ID #:
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Employee name:

‘ Last 4 digits of Social Security #: __

4. Family information, please list all eligible family members to be enrolled.

(Attach additional sheets if necessary.)

Spouse/Domestic partner Last name: First name: MI:
OM OF
Residence address: [] Check here if same as subscriber City: State: Z1P:

Date of birth (mm/dd/yyyy):

Social Security #/Matricular ID # (required for all applicants):

Participating physician group:

Primary care physician:

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP?
OYes [ONo
Dental HMO provider name: Dental HMO provider ID #:
[1Son Last name: First name: MI:
[0 Daughter
Residence address: [] Check here if same as subscriber City: State: ZIP:

Date of birth (mm/dd/yyyy):

Social Security #/Matricular ID # (required for all applicants):

Participating physician group:

Primary care physician:

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP?
Yes [ONo
Dental HMO provider name: Dental HMO provider ID #:
[1Son Last name: First name: MI:
[0 Daughter
Residence address: [] Check here if same as subscriber City: State: ZIP:

Date of birth (mm/dd/yyyy):

Social Security #/Matricular ID # (required for all applicants):

Participating physician group:

Primary care physician:

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP?
Yes [ONo
Dental HMO provider name: Dental HMO provider ID #:
[JSon Last name: First name: MI:
[0 Daughter
Residence address: [J Check here if same as subscriber City: State: Z1P:

Date of birth (mm/dd/yyyy):

Social Security #/Matricular ID # (required for all applicants):

Participating physician group:

Primary care physician:

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP?
OYes [ONo
Dental HMO provider name: Dental HMO provider ID #:
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Employee name:

‘ Last 4 digits of Social Security #:

5. Do you or your dependents have other health care coverage?

ONo [Yes If “Yes, please complete this section including Medicare.
OSelf |Name: Name of other insurance carrier: Prior coverage start date
(mm/dd/yy):
Prior coverage end date | Reason for ending coverage: | Group #/Policy ID #: | Does it cover? Medicare: | Medicare claim/
(mm/dd/yy): Medical:[(JYes [ONo |[JPart A |HICN #:
Dental: [JYes [JNo|[JPartB
Vision: [JYes [INo
I Spouse Name: Name of other insurance carrier: Prior coverage start date
[0 Domestic partner (mm/dd/yy):
Prior coverage end date | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy): ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[JPart A |HICN #:
primary coverage? |Dental: [JYes [0 No |[JPartB
OYes [ONo Vision: [JYes [1No
[1Son Name: Name of other insurance carrier: Prior coverage start date
(0 Daughter (mm/dd/yy):
Prior coverage end date | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy): ending coverage: | Policy ID #: | dependent’s Medical:[J Yes [JNo|[JPart A |HICN #:
primary coverage? | Dental: [JYes [JNo |[JPartB
OYes [ONo Vision: []Yes [1No
OSon Name: Name of other insurance carrier: Prior coverage start date
[0 Daughter (mm/dd/yy):
Prior coverage end date | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy): ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[[JPart A |HICN #:
primary coverage? |Dental: []Yes [JNo |[]PartB
OYes [ONo Vision: []Yes [1No
OSon Name: Name of other insurance carrier: Prior coverage start date
[0 Daughter (mm/dd/yy):
Prior coverage end date | Reason for Group #/  |Is this your Does it cover? Medicare: | Medicare claim/
(mm/dd/yy): ending coverage: | Policy ID #: | dependent’s Medical:[JYes [JNo |[[JPart A |HICN #:
primary coverage? |Dental: []Yes [JNo |[]PartB
OYes [JNo Vision: []Yes [1No
6. Group term lzfe insurance, ifapplicable. (Attach separate sheet for additional or contingent beneficiaries.)
Life/AD&D coverage: [1Yes [1No
Life beneficiary (full name): Relationship: %
Life beneficiary (full name): Relationship: %
Life beneficiary (full name): Relationship: %
Life beneficiary (full name): Relationship: %

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

5Note: 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.

“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’s Group Policy and Certificate of Insurance.
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Employee name: Last 4 digits of Social Security #: __

7. Declination OfCOVGT age (Complete this section if any coverage is being declined by you or your eligible dependents.)

Employee personal information

Last name: First name: MI: Social Security #/Matricular ID #:
Declining medical coverage for: Reason: [] Other group coverage through this employer [1Individual coverage
[ Self [J Spouse [1Domestic partner []Dependent(s) [0 Other group coverage by another group (i.e., spouse’s employer)
Name(s): [ Other:

Declining dental coverage for: Reason: [] Other group coverage through this employer [ Individual coverage
[ Self [J Spouse []Domestic partner []Dependent(s) [ Other group coverage by another group (i.e., spouse’s employer)
Name(s): [ Other:

Declining vision coverage for: Reason: []Other group coverage through this employer [1Individual coverage
[ Self [J Spouse []Domestic partner []Dependent(s) [0 Other group coverage by another group (i.e., spouse’s employer)
Name(s): [ Other:

IF YOU ARE DECLINING COVERAGE - STOP AND READ CAREFULLY
I have decided to decline coverage for myself and/or my dependent(s). I acknowledge that my dependents and I may have to wait to be
enrolled until the next annual Open Enrollment Period or Special Enrollment Period due to a qualifying event. The available coverages have
been explained to me by my employer, and I have been given the chance to apply for the available coverages. Additionally, by signing below,
I certify, to the best of my knowledge or belief, that the reason I am declining coverage is accurate as indicated by the check marks above.
Employee signature: Date:
(Sign only if declining coverage. If signed in error, please cross out and initial.)

8. Acceptance ofcoverage (Signature required.)

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining
health insurance coverage.

ACKNOWLEDGMENT AND AGREEMENT: I understand and agree that by enrolling with or accepting services from Health Net, DBP
and/or Fidelity, I and any enrolled dependents are obligated to understand and abide by the terms, conditions and provisions of the Plan
Contract or Insurance Policy. I represent that I have read and understand the terms of this application, and my signature below indicates that
the information entered in this application is complete, true and correct to the best of my knowledge and belief, 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 Evidence of Coverage or Certificate of Insurance or my Health Net membership or 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 Evidence of Coverage or Certificate of Insurance. Mandatory Arbitration may not apply
to certain disputes if the Employer’s plan 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.

Employee signature: Date:
(Sign only if accepting coverage. If signed in error, please cross out and initial.)
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Please contact the Health Net Customer Contact Center at the Disabling conditions:
toll-free numbers below if you need assistance in completing this  If you or your family member were disabled as of the date of

form or if you have questions about your coverage: termination of coverage with a prior health insurer, and the
English 1-800-522-0088 loss of coverage was due to the termination of the employer’s
Cantonese 1-877-891-9050 insurance policy, you may be entitled to an extension of health
Korean 1-877-339-8596 benefits according to California Insurance Code section 10128.
Mandarin 1-877-891-9053 Under this law, the prior insurer retains responsibility until
Spanish 1-800-331-1777 whichever of the following occurs first: (a) the member is
Tagalog 1-877-891-9051 no longer totally disabled, (b) the maximum benefits of the
Vietnamese 1-877-339-8621 prior insurer’s coverage are paid, or (c) a period of 12

consecutive months has passed since the date coverage ended

If you have questions about your dental, vision or life coverage, . Lo
with prior insurer.

please call:
Products/Entities:

Dental 1-866-249-2382 Health Net of California. I fers the followi d )
Vision 1-866-392-6058 ; eatC eIt_I(;P 13 1 ornLa,Cnc. (o er§ tCe o I?Ivllr/;ggﬁro uclzs.
Life 1-800-865-6288 ureCare etwork, CommunityCare etwork,

Full HMO Network, WholeCare HMO Network, SmartCare

If you have questions about your PPG or PCP, call your HMO Network, and Salud HMO y Més Network.
PPG directly, or contact Health Net Provider Services at

1-800-641-7761. Health Net Life Insurance Company offers the following

products: PureCare One EPO Network, PPO, Life and
You can use your copy of the Health Net enrollment form as your A p&D insurance.

temporary ID card until you receive your permanent ID card.
poraty Y yourp Dental Benefit Providers of California, Inc. offers the following

Emergency and urgently needed care: products: Dental HMO (DHMO).
« If your situation is life-threatening or an emergency: Call 911

. Unimerica Life Insurance Company offers the following
or go to the nearest hospital.

products: Dental PPO and Dental Indemnity.
« If your situation is not so severe: If you cannot call your

’ - o Fidelity Security Life Insurance Company offers the following
primary care physician or physician group, or you need

) i i products serviced by EyeMed Vision Care, LLC: PPO Vision.
medical care right away, go to the nearest hospital or urgent

care center. Declination of coverage:

If you decline coverage for yourself or an eligible dependent
because of coverage under other health insurance and you

lose that coverage, or if you acquire a new dependent due to
marriage, birth, adoption, or placement for adoption, you and
your dependent may be eligible for special enrollment rights.
You must request special enrollment within 60 days of the loss of
admitted, or as soon as possible. coverage or acquisition of a new dependent.

o If you are outside your physician group’s service area: Go to the
nearest hospital, medical center or call 911. In all cases, contact
your primary care physician or participating physician group
as soon as possible to inform them about your condition.

o Call the number on your ID card within 48 hours of being

Precertification:

You, the member, are responsible for obtaining certification for
certain services. Please check your plan certificate for a list of
services requiring precertification.

For precertification, please call 1-800-977-7282.
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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 Nets Commercial Contact Center at 1-800-522-0088. Individual & Family Plan (IFP)
applicants please call 1-877-609-8711. For more help: If you are enrolled in a PPO or EPO insurance policy underwritten by Health Net Life Insurance Company,
call the CA Dept. of Insurance at 1-800-927-4357. If you are enrolled in a HMO or HSP plan provided by Health Net of California, Inc., call the DMHC Helpline
at 1-888-HMO-2219. Your ID card indicates whether your plan was issued by Health Net Life Insurance Company or Health Net of California, Inc.
English
Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su
idioma. Para obtener ayuda, lldmenos al niimero 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 (por sus siglas en inglés, IFP) deben llamar
al 1-877-609-8711. Para obtener mas ayuda: Si estd inscrito en una pdliza de seguro PPO o EPO asegurada por Health Net Life Insurance Company, llame
al Departamento de Seguros de CA al 1-800-927-4357. Si est4 inscrito en un plan HMO o HSP proporcionado por Health Net of California, Inc., llame a
la Linea de Ayuda del Departamento de Cuidado Médico (por sus siglas en inglés, DMHC) de California al 1-888-HMO-2219. Su tarjeta de identificacion
indica si su plan fue emitido por Health Net Life Insurance Company o Health Net of California, Inc.
Spanish
RERES IS - AT LIHUSCEREMRES - BT LHESC A RAREAS TS - i a] eI BRRp B S RO r A48 1 - A0FRTEY - BB B
_ERPIHEREESERBEAR MRS - JE TG 55 A\ 551 Health Net HPRIRAE L > BaE 1-800-522-0088 - Individual and Family Plan (IFP) EH138 A
$51-877- 609-8711 « ARl @ AL LRAE Health Net Life Insurance Company 1% {) PO = EPO {7 » 554 California Department of
Insurance Z&&% 1-800-927- 4357 Y ERAHE (A4E: Health Net of California, Inc. 215 HMO = HSP 3£ » 5% DMHC ’[mﬁj]gé,ﬁ 1-888-HMO-2219 - &%
ERcg=| ’ELEEH,UE'T{“ & FH Health Net Life Insurance Company 5, Health Net of California, Inc. f%% -
Chinese
Dich vu ngén ngii mién phi. Quy vi c6 thé dugc cép thong dich vién va ngudsi doc giup céc tai liéu bang ngén ngii ctia quy vi cho quy vi.
bé dugc trg gitp, vui long goi cho chung tdi theo s6 dién thoai ghi trén thé hdi vién ctia quy vi; ngudi ghi danh theo nhém ctia hing s&
xin goi Trung tdm Lién lac Thuong mai ctia Health Net theo s& 1-800-522-0088. Ngudi ghi danh theo Chuong trinh bao hiém danh cho
c4 nhén va gia dinh (Individual and Family Plan, IFP) xin goi s6 1-877-609-8711. D€ dugc trg gitip bs tic: Néu quy vi ghi danh trong cic
hgp ddéng béo hiém PPO hodc EPO do Health Net Life Insurance Company cam két tai trg, vui long goi Bd Béo hiém cua California theo
s6 1-800-927-4357. Néu quy vi ghi danh trong chuong trinh bao hiém HMO hodc HSP do Health Net of California, Inc. cung cip, xin goi
Dbuong day trg giup cia DMHC theo s6 1-888-HMO-2219. Trén thé hoi vién ctia quy vi c6 ghi r6 chuong trinh béo hiém ctia quy vila do
Health Net Life Insurance Company hay Health Net of California, Inc. cung cap.
Vietnamese
S HH XA AHA. P2 SEALABIA L HAZUMAH HE HAAHZ AT S MEIAE EE = ASLICLES0| 2ol 22 2019
IDIIEA0 A= HHBI S 2 HMatoll FAAIL. J_J_Rx S It A THE 2 E 2 Health Net2| &2} (Commercial) 128 AHIA HIH, QHABIS
1-800-522-008821 2 2 & §F6H FHAIRO0Q & LS S3 (IFP) Ot MBS =2 OH_H H1S 1-877-609-8711H 2 2 Matoll =AAIL. O &2
2H
t=

Hal
| A Al

TS0 2R206HAIH: 8+ 26t PHealthNetLife Insurance Company]f Ql4=5t PPO == EPO 2 & ZSCIAI0 Yo 2R, 2| ZLI0t E8=
(CA Dept. of Insurance), OH.H S 1-800-927-4357H 2 2 2|5 Al 2. B 2| 51D} Health Net of California, Inc.0l Al K| 3 6t= HMO & = HSP
ZeH0 Otdtal 2R, 224222 (DMHC) 2 Z 221, OHHEH S 1-888-HMO-221921 2 2 22|35t Al 2. A B2 ID ItE A0l A 5tel £ a._|'|0|
Health Net Life Insurance Company il M Ml & &l = X| &£ = Health Net of California, Inc.0ll A M S &l =Xl S AIZI 0 QASLICH
Korean
Ul Awp LEgwlwl Ownwynignibibbp: Foep Qupng bp pwlbwy np fupgdwl dbnp phpl) b thwumwn@epp pubpygb wmw Qbp
LEgy ny: Oq.iml.[a_ll.u'h Lwdwp dby qulgwlwpbp .9hr| hupuncfdpul (ID) wndup pw Updwé Lwdwpny, Quod BdE gapdwinppng haiph
nhdnpr bp, pugpnod Bup 1-800-522-0088 Lwdwpny quligwlwpk Health Net-h 2whwhinpnp 1l|.uu.|h hhhmpnh: U.TJELuLnLul.puh
L Cinnw bl Opwgph (Individual and Family Plan/IFP) g pltnprplbphg puligpd nod b quiligwbwpk) 1-877-609-8711 Luwnfwpny:
Lpwgnighy oglnifdyul Gunfwp 1-800-927-4357 Lwdwpny quligwbwpbp Guwhdnplupwh buywbnfwypno@pul Pudwinfnilip
(CA Dept. of Insurance), Lfgk gpwlgy by bp PPO Lunf EPO wuyywbnwyg puljuwl wywbndwgph, nph §pnnl £ Health Net Life
Insurance Company-L: bj¢h gpwligk) kp HMO Lud HSP dpwgpnud, nph dwnwljwpwph | Health Net of California, Inc.-p,
1-888-HMO-2219 Lwdwpn] qulgwlwpkp DMHC-,’I Oq.lml.[&yull (}'&,111: 9!5[1 hupunc@pul nndup bpnud |, 86 ny £ Frqwplibp th
dpwghpp Health Net Life Insurance Company-1i, @k Health Net of California, Inc.-p:
Armenian
RO SEE— A, AREOBRPEHLZBHALET, VP—ERAZTHLOH T, IDV— FLilOF S £ TBEWGHEL
SV, BT T L ~OMAE HSHARD 1%, Health Netod il = /51 7 KU H— 1-800-522-0088 F TREFH 72X 1,
BN - FffE77 v (IFP) ~OMMA%ZBHIAKLD X, 1-877-609- 87111(:1;3 S IEE Y, EHICEBRLE2SA . Health Net Life
Insurance Company 3 RIRS 5223t & 72 HPPOE 72 IZEPORRA U & —IZ ZMAD X, BV 7 4 /=T MRBRIT, 1-800-927-4357
£ TITEAE < 72 &V, Health Net of California, Inc. 323 2 HMOE 721XHSP Y 7 A THIADFFIX, B U 7 4 =T WEBLERT
(DMHC) O~V A ) 1-888-HMO-2219F T TG < 72 &V, BEKD T T - DF1TH 73 Health Net Life Insurance Company
¥ 7~ IXHealth Net of California, Inc.® ¥ H 5 TH D%, IDH— ]\“K?ﬂﬁi INTWVWET,
Japanese
sl i) e s Jlai¥) o baebadl o J peanl s iaas i) 2200 b atiee se) i 3 3aebuall 5 )58 an e oo J puma) iy el 2 alll e
.1-800-522-0088 eé,l\ k= Health Net s e3aal) ae doal 5l S par Juai¥l (a5 (s gall (o lillall  adia (ge i€ 1Y o el Laldl Cay el Ay e
idady cpalill Al (4 Mase i€ 1Y 1320 Lusall O adall e djm;u 1-877-609-8711 &, e JLai¥) @)u(IFP) 5 ) g 2l muuLGAMAWJh
AV 5 il 31 3 5) CA Dept. of Insurance - Jusi¥! > <Health Net Life Insurance Company sall e ¢pdill 4S54 iS5 i EPO § PPO
sacluall Lady Juai¥l 2 % <Health Net of California, Inc. 4S5 b i3 A HSP f HMO 4dad & Slawee i€ 13 1-800-927-4357 Al e (L sidls
Health Net Life Insurance sball e 0l 4855 je cliba jlaca) &3 IS 13 Lo ol Aalall oy el 48y o 53, 1-888-HMO-2219 &1 e DMHC s
.Health Net of California, Inc. 44 s Company
Arabic
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b oSS a8 il 5 (5) i g o g3 (s (a5 Gl 4e L a8 g3 1 ai B gend o) sh n ALeS aa jie So e il i e ) 4l e 4l o cilend
1-800-522-0088 »_jas 4 Health Net wu@)m)sfuuuuuu)é)\swﬁuhmmuj‘mJ&wLuuul ahﬂ@@b@u‘)ﬁdi)ﬁ‘;\ébn‘)wdaﬁ
1 5 4S EPO L PPO 4wl 4w S s) 0 801 jidiny SaS cdly jo gl p 1€ il 1-877-609-8711 wmuuu(lpp) "l o plA 5o~ Hh" lualiia 2,850 ks
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Farsi
Walang Gastusin na Mga Serbisyo sa Wika. Maaari kang kumuha ng interpreter at basahin sa iyong wika ang mga dokumento. Para sa tulong, tawagan kami
sa numerong nakalista sa iyong ID card, o para sa mga aplikante ng pangkat ng employer, mangyaring tawagan ang Commercial Contact Center ng Health Net
sa 1-800-522-0088. Para sa mga aplikante ng Individual & Family Plan (IFP), mangyaring tumawag sa 1-877-609-8711. Para sa karagdagang tulong: Kung
naka-enroll ka sa isang insurance policy ng PPO o EPO na napapailalim sa Health Net Life Insurance Company, tawagan ang CA Dept. of Insurance sa
1-800-927-4357. Kung naka-enroll ka sa isang plano ng HMO o HSP na ipinagkakaloob ng Health Net of California, Inc., tawagan ang DMHC Helpline sa
1-888-HMO-2219. Isinasaad ng iyong ID card kung ang iyong plano ay ibinigay ng Health Net Life Insurance Company o Health Net of California, Inc.
Tagalog
Kev Pab Lus Tsis Muaj Nqi Them. Koj txais tau tus neeg txhais lus thiab muab tau cov ntawv los nyeem rau koj ua koj hom lus. Kom tau kev pab, hu rau peb ntawm
tus xovtooj sau rau koj daim npav ID, lossis cov tib neeg yuav thov kev pab tom chaw haujlwm thov hu rau Health Net Lub Chaw Pab Cov Tib Neeg Siv Cov Kev Pab
(Customer Contact Center) ntawm 1-800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej & Tsev Neeg (Individual and Family Plan; IFP) thov hu rau
1-877-609-8711. Yog xav tau kev pab ntxiv: Yog koj muaj npe nkag nrog PPO lossis EPO cov kev tuav pov hwm los ntawm Health Net Life Insurance Company, hu
rau CA Qhov Chaw Saib Xyuas Txog Kev Tuav Pov Hwm (Dept. of Insurance) ntawm 1-800-927-4357. Yog koj muaj npe nkag nrog ib gho kev npaj pab HMO lossis
HSP uas los ntawm Health Net of California, Inc., hu rau DMHC Tus Xovtooj Muab Kev Pab ntawm 1-888-HMO-2219. Koj daim npav ID yuav ghia tau tias koj ghov
kev npaj pab yog los ntawm Health Net Life Insurance Company lossis Health Net of California, Inc.
Hmong
Doo Baah ‘Alinig6¢ Saad Bee ‘aka’anida’awo’igii. ‘Ata’ halne’f d06 naaltsoos bee ‘éédahozinigii t’aa ni nizaad bee hadadilyaago
nich’y” yidooltah. ‘Aka’a’eyeed biniiyégo, ninaaltsoos nitl‘izi bee nééhozinigii bine’d¢¢’” beéesh bee hanei bika’igii bee nich’{’
hodiilnih, doodago ninaalishi bit hada’dil’inigii t’aa shoodi Health Net Commercial Hane’ ‘Iit‘th Bit Haz’4niji’ 1-800-522-0088
hodiilnih. La’ Jizih d66 Hooghan Haz’4agi Naaltsoos Hadadit’éhigii (IFP) hada’dile’igii t’4a shodi kohji’ 1-877-609-8711 hodiilnih.
T 44 naasgdd ‘aka’a’eyeed biniiyégo: PPO doodago EPO béeso ‘ach’4ah naa’nil bibee haz’aanii Health Net Life Insurance Company,
bich’y” haidiilaaigii bit ha’dit’¢higii bit ha’dileehgo, CA Dept. béeso ‘achddh naa’nil bit haz’anigii bich’” kohji’ 1-800-927-4357
hodiilnih. Health Net of California, Inc. biyaad66 HMO doodago HSP bit ha’dit’éhigii bit ha’diléehgo, DMHC ‘Aka’and’awo’
Bil Haz’anigii kohji’1-888-HMO-2219 hodiilnih. Health Net Life Insurance Company doodago Health Net of California, Inc. bit
naaltsoos bit ndha’dit’¢higii ninaaltsoos nitl‘izi bine’d¢¢’ bikaa’.
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BecmiatHble ycayru nepeBofa. Bel Mo>keTe BOCIIONIb30BAThCS YCTYraMiy IEPEBOYNMKA, VM BaM MOTYT IIPOYUTATH JOKYMEHTBI Ha BaIllleM SI3bIKeE.
Ecnu BaM TpebyeTcs ITOMOIIIb, 3BOHUTE HaM IT0 HOMepY TenedoHa, YKa3aHHOMY Ha Ballleil MeHTU(UKAI[IOHHOI KapTe. YYaCTHUKM IIaHa
TPYIIIIOBOrO CTPAXOBaHNA 110 MECTY paboTbl MOTyT 06parutbcst B KoMmepuecknit koHTakTHbI HeHTp kommanuyu Health Net (Commercial
Contact Center) mo Tenedony 1-800-522-0088. YyacTHMKY II/IaHOB MHVIBUIYaIbHOTO U ceMertHoro cTpaxoBanus (Individual and Family Plan,
IFP), moxxasyiicTa, 3BoHITE 110 HOMepy 1-877-609-8711. JIyis1 o/rydeHnst ZOIIOTHNTEIbHOI ITOMOLIN: €C/IV Y Bac CTpaxoBoit monuc OpraHnsanym
C IPeAIIOYTUTEeNbHBIMY NTOCcTaBIIMKaMu yeryT (Preferred Provider Organization, PPO) i Opranusanuu ¢ 0643aTelbHBIMY ITOCTABIVKAMU
yenyr (Exclusive Provider Organization, EPO), kotopsit npegoctasisiercst komnanuest Health Net Life Insurance Company, o6paaiirecs
B JlemapramenTt crpaxoBanus mrara Kamdopuus (CA Dept. of Insurance) o tenedony 1-800-927-4357. Eciu BbI 3aperucTpypoBaHbl B
wraHe HMO nmm HSP, xoTopblil ipefocTaBieH KoMIIaHyen Health Net of California, Inc., 3BoHnTe Ha Tene(l)OH Topsyert nuanm JlemaprameHnTa
opraHn3oBaHHOro MeguiHCcKoro obcnyxnsanusa (DMHC Helpline) mo Homepy 1-888-HMO-2219. Ha Bauteit npieHTU(pUKALMOHHOI KapTe
yKasaHo, 6bU1 /i Bawu 1wiaH opopmier komnanueit Health Net Life Insurance Company mm komnanueit Health Net of California, Inc.
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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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