PH Employer Group
Health Net Medical Coordination of Benefits

EIlI' OHmeIlt Request Form

Employer name:

Coverage effective date: Employer group number
(Medical):

Important — Please print all sections in black ink. For the application to be valid, you must submit all
applicable pages.

1. Select coverage

1a: Check the desired plan as offered by your employer: (Write the plan number next to the product.)

O HMO: OEPO:

COHMO: PremierCare JPOS: Elect

COHMO: ExcelCare O POS: Elect Open Access

COHMO: SmartCare O POS: ExcelCare Elect Open Access
COOHMO: Salud O POS: Select

O PPO: (1 Flex Net:

Reason for application:

O Retiree [JOpen Enrollment [JLoss of prior coverage date:

[0 COBRA eftective date: Qualifying event: Qualifying event date:
[0 Add dependent  Qualifying event: Qualifying event date:

Reason for change:
(Plan change [JChange address/name [JDelete dependent(s) (List names in Section 3.)
0 Other:

1b: Please provide your Medicare insurance information

Please take out your red, white and blue Medicare

) i Name (as it appears on your Medicare card)
card to complete this section.

« Fill out this information as it appears

on your Medicare card. Medicare number
-OR - - - -
« Attach a copy of your Medicare card or your letter Is Entitled To Effective Date
from Social Security or the Railroad Retirement HOSPITAL (Part A)
Board. MEDICAL (Part B)

You must have Medicare Part A and Part B to join a
Medicare Advantage plan.

2. Retiree personal information

Last name: First name: MI: | Date of birth (MM/DD/YYYY):

Residence address: City: State: | ZIP:
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Retiree name:

2. Retiree personal information (continued)

Mailing address (if different from residence): City: State: ZIP:

Home telephone #: Social Security #: Email address:

( )

0 Male Marital status: Medicare claim/HICN #:

OFemale |[Single [ Married [0Domestic partner

Participating physician group/PPG #: | Primary care physician/PCP #: |[JN/A.I'm enrolling in a PPO
or Flex Net plan.

Physician name (first, last): Is this your current MD?

OYes [ONo

Do you have other health coverage? If “Yes,” please complete this section. Please fill out the following information
to receive proper credit for previous coverage if, immediately prior to becoming eligible for this plan, you
were covered under any public or private health care coverage (including Medi-Cal or individual coverage).
According to federal laws, your employer or former carrier must provide you with a certificate that shows
evidence of your prior coverage. We reserve the right to request a copy of this certificate.

Name: Prior coverage start date:

(MM/DD/YY YY)

Name and address of other insurance carrier:

Prior coverage end date: Reason for ending coverage:

(MM/DD/Y Y Y Y)
Group #/Policy ID #: | Is this your primary coverage? | Does it cover Medical? | Medicare

OYes [OONo OYes [ONo OPart A [OPartB [JPart
D

Are you enrolling dependents? [1Yes [1No
If “Yes,” complete and submit all pages of the form. If “No,” and you are declining coverage for yourself or a

3. Family information (Please list all eligible family members to be enrolled. To add additional dependents,

fill out the Health Net Dependent Information Form, and submit it along with this application.)

Dependent 1
[0 Spouse (OMale | Last name: First name: MI:
O Domestic partner | (] Female
Residence address ((J Check here if same as employee): | City: State: | ZIP:
Date of birth (MM/DD/YYYY): Social Security #/Matricula ID #:
Coverage type: Medicare claim/ Participating physician group/PPG #:
[(OMedical [0 Medicare Part A | HICN #:

U Medicare Part B Primary care physician/PCP #:

[0 Medicare Part D
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3. Family information (continued)

Dependent 1 (continued)

Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete
OYes [INo only if electing Health Net Dental.):

Do you have other health care coverage? T Yes [No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
Dependent 2
O Son Last name: First name: MI:
[0 Daughter
Residence address ((J Check here if same as employee): | City: State: | ZIP:
Date of birth (MM/DD/YYYY):| Totally disabled? Social Security #/Matricula ID #:
OYes [ONo

Coverage type: Medicare claim/ Participating physician group/PPG #:
[OMedical [0 Medicare Part A | HICN #:

[ Medicare Part B Primary care physician/PCP #:

[0 Medicare Part D
Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete

OYes [ONo only if electing Health Net Dental.):

Do you have other health care coverage? (1Yes [No If “Yes,” complete the following:
Name of insurance carrier: Prior coverage start date:

4. Acceptance of coverage (Signature required.)

The use and disclosure of protected health information:

I acknowledge and understand that health care providers may disclose health information about me or my
dependents to Health Net entities. Health Net entities use and may disclose this information for purposes of
treatment, payment and health plan operations, including but not limited to, utilization management, quality
improvement, and disease or case management programs. Health Net’s Notice of Privacy Practices is included
in the Evidence of Coverage or Certificate of Insurance for coverage underwritten by Health Net entities. I may
also obtain a copy of this notice on the website at www.healthnet.com or through the Health Net Customer
Contact Center.

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.

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

Acknowledgement and agreement: I understand and agree that by enrolling with or accepting services from
the Health Net entities, 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 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 I accept these terms.
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4. Acceptance of coverage (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 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.

Retiree signature:

Print retiree name: Date:

If you are the authorized representative, you must sign above and provide the following information:

Name: Relationship to enrollee:

Address: Phone number: ( ) -

Complete this section only if any coverage is to be declined by you.

[ Declining medical Reason: [ 1Other group coverage [ IIndividual coverage
coverage [(JOther:
[1Other group coverage by another group (i.e., spouse’s employer)

The available coverages have been explained to me by my employer. I have been given the chance to apply for
the available coverages. I have decided not to enroll myself and/or my dependent(s). By declining coverage,

I acknowlege that my dependents and I may have to wait to be enrolled until the next open enrollment
period or qualifying event. Additionally, by signing below I certify that the reason I am declining coverage
is accurate as indicated by the check marks above.

Note: If you decline coverage for yourself or an eligible dependent because of coverage under other health insurance,
you may be eligible for special enrollment rights if you or your dependent lose eligibility for that coverage. You
must request special enrollment within 30 days of the loss of coverage or acquisition of a new dependent.

Employee signature: Date:

(ONLY IF DECLINING COVERAGE: If signed in error, please cross out and initial.)

Medical Coordination of Benefits HMO health plans are offered by Health Net of California, Inc. Medical
Coordination of Benefits health insurance plans are underwritten by Health Net Life Insurance Company.
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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 on the basis of race, color, national origin,
age, disability, or sex. Health Net does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.

Health Net:

* 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).

* 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:
Group Employer Applicants 1-800-522-0088 (TTY: 711)
Individual & Family Plan Applicants 1-877-609-8711 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance by calling the number
above and telling them you need help filing a grievance; Health Net's Customer Contact Center is available
to help you.You can also file a grievance by mail, fax or online 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

Online: healthnet.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available 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.

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, call us at the number listed on your ID card, or employer group applicants
please call 1-800-522-0088 (TTY: 711). Individual & Family Plan (IFP) applicants please call
1-877-609-8711 (TTY: 711). For more help: If you are enrolled in a PPO or EPO insurance policy from
Health Net Life Insurance Company, call the CA Dept. of Insurance at 1-800-927-4357. If you are enrolled in
an HMO or HSP plan from Health Net of California, Inc., call the DMHC Helpline at 1-888-HMO-2219.

Arabic
daeladl) e Jpeand] cll 3o 5 jie Gilis e Jpeanl) dliars 5558 an e ol Jpaall dliSa Auilae Aalll clland
Juai¥) € ey Juai¥) Jaall Gilaal e gane il atia (30 (2 sl sl dUay e 3 sasall a8 )1 e Uy Jusil
Sl e a1 (IFP) &bl 21 il cilills sk 0 2z . (TTY: 711) 1-800-522-0088
PPO laial) 53 5 3all dadaiall (yoals T 33 8 Saa 8 Jla 8 paebliadll Sl Jgeanlly (TTY: 711) 1-877-609-8711
AN e Ly sadlS b cpalill ol e Juail < Health Net Life Insurance Company ¢« EPO 4 yaall 535 all dakidll
354 e HSP dosall sl Al i HMO dsall e 3dailaal) dalaie ) Maoie i€ Jla < .1-800-927-4357
.1-888-HMO-2219. 580 e DMHC 5_laall inaall dle )l and A 32ebuall o e Joatl | Health Net of California, Inc
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Armenian

Ubddun (Equljui swnwynipyniiitp: Inip jupng bp puwbuwdnp pupgdwithy uinwbug:
Quuunwpnplpp jupnn tu jupnu dkq hwdwp dkp Eqyny: Oqunipjuwt hwdwp quuquhwptp Ukq
&tp ID pupwnh Ypu tpdws hinwjunuwhwdwpny, hulj gnpéwinnth fudph phunpputphtt jpungpnid
klup quuquhwptk) 1-800-522-0088 (TTY: 711) htinwjunuwhwdwpny: Uthwnwlwul b Conwtkijut
Opwgph wiqkpkt hwwwyndp (IFP) nhunpyitpht pbgpoud ip qubquihwply

1-877-609-8711 (TTY: 711) htnwunuwhwdwpny: Lpwugnighs oguntipju hwdwnp. Lpk
winuudwqpyus kp Health Net Life Insurance Company-h PPO jjuud EPO wuyywhnjugpnipjuiip,
quiquihuiptp Yuh$npihuyh Uyuhndugpmpyubt pudhi’ 1-800-927-4357 hknwunuwhudwpnd:
Gpt winuuwqgpyuws tp Health Net of California, Inc.-h HMO Jwd HSP épwqnphi, quuquhwntp
DMHC oquini pjuit ghs 1-888-HMO-2219 htnwijunuwhwdwpny.

Chinese

REESIRS - WAIERHOEE - 0] )\@EFH,_\ NEES RSN ARG TS B RMTEA
TEE S AR Y U3 4R 1 - ilDﬁrﬁTmﬁjJ A B ELE 5K EAPIRVE LRSI MRS

JE T ERS FFEE A\ G5 EEE 1-800-522-0088 (TTY : 711) - {# NEAZZEER T (IFP) HHEE ANGHECE
1-877-609-8711 (TTY : 711) LR ¢ A5 REHE  Health Net Life Insurance Company
&% PPO B¢ EPO {REL » EE(EE 1-800-927-4357 EAfIIN (rbg fmii4s o WIFLAZE 4 Health Net of
California, Inc. J&{f HMO o HSP 5135 > 5528 DMHC 178548 1-888-HMO-2219 -

Hindi

&=t STl < AT FATT| 3T T GG UTH A Hebol & YD SEATST 3T 70T H U
T FAT ST Thd &| Aeg & fow, 3Ud S F1E W U 0 gAiag Fek W & Hidd Y, AT
AT Tl 3Mded HUAT 1-800-522-0088 (TTY: 711) UK thg W dicl HY| HIAT Thard
3R uRaRe e (IFP) & 3Mdesd 1-877-609-8711 (TTY: 711) W Hicd Hi| ’AP Feg & faT:
Jfg 39 Health Net Life Insurance Company PPO I 313t EPO T Uiferdy & aATdifehd &, ar
Fformrarar e AT #r 1-800-927-4357 W Hiel dY| JfE 3MT Health Net of California, Inc.,
TIUAN HMO I TIugdt HSP Told & A1difhd &, af Swswadl DMHC eudisd &
1-888-HMO-2219 W &Hiel Bl

Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv
kom yog koj hom lus los tau xav tau kev pab, hu peb tau rau ntawm tus xov tooj nyob ntawm koj daim npav,
los yog tias koj yog tus neeg tso npe xav tau kev pab kho mob los ntawm koj txoj hauj-lwm thov hu rau
1-800-522-0088 (TTY: 711). Yog koj yog tus tso npe xav tau kev pab kho mob rau Ib Tug Neeg & Tsev Neeg
Individual & Family Plan (IFP) thov hu 1-877-609-8711 (TTY: 711). Xav tau kev pab ntxiv: Yog koj tau tsab
ntawv tuav pov hwm PPO los yog EPO los ntawm Health Net Life Insurance Company, hu mus rau CA Dept.
of Insurance ntawm 1-800-927-4357. Yog koj tau txoj kev pab kho mob HMO los yog HSP los ntawm
Health Net of California, Inc., hu mus rau DMHC tus xov tooj pab Helpline ntawm 1-888-HMO-2219.

Japanese

RO SFEY —E R, @REZ ZHHWEZZETET, AARBETCELBHALET, BIHALERY
AlE. IDI— Rz a%!iémﬂ\é%'éﬁiﬂbﬁ RN s, R EEE U2 HUARER O AF O
J7iE. 1-800-522-0088, (TTY: 711) £ CTEEML 230, AR X OFEERIT 77 » (IFP)
DOHIAE DX, 1-877-609-8711 (TTY: 711) £ THEHEL 23V, S HITENLERGA:

Health Net Life Insurance Company ®PPO F 72 [ZEPORIEAR U O —IZ A SN TWA HIX, B U 74+ v
=7 PN R 1-800-927-4357 & T TRV A H < 72XV, Health Net of California, Inc. >HMO
FZIFHSPIZIMA I TWA L, DMHC~LVY Z A 1-888-HMO-2219 £ CTEIE TBRWEDLE
<IEEW,
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Khmer

TEUNMANTINWRHANIG HAMGS GUMSHAUMIIEN UG JRMEANURMSARANIg A
ISIgMM ANIURIHAY DR AEONsIBngmuI: iEUSGiﬁjmuﬂijiS”ImjmﬁﬁjmﬂjBSiU
FUH U WHESuStnGa mﬁmﬁsmmﬁg’gﬁmnjgmﬁssﬁmmﬁﬁﬁismﬁms

1-800-522-0088 (TTY: 711)9 iURRSIRSMIfFaNT SHIUFHSIRSMIURL AyBgIuigling
1-877-609-8711 (TTY: 711)9 UIUGSWUISH ¢ iBA0SHAMSH: I HRIMUMINNMNTH
PPO U EPO Health Net Life Insurance Company fJu1AigHigis WwRHSmSNTm CA

MIL: GIEUNIUE 1-800-927-435741 1OFUSHAMSG:WUN:FIRSMI HMO U HSP fijfivu)s

Health Net iSIgmMGUliN fyuASRINISGIAINESHS DMHC £ 1-888-HMO-2219¢1

Korean
2 Qo] Mu . FY *1H1~a WS AFYT A AR 1ol 2 B4 E *M*E
oA 4 W“HD‘r ol adiA B3 D 7t=o] EH HIEE ASSAAY 185 I1F
217g 1o 4 OT 1-800-522-0088 (TTY: 711) M 0.2 A 3}s| e N A] Q.. Individual &Famlly Plan (IFP)
J*OJ«] 2, 1-877-609-8711 (TTY: 711) H O & A3}af F41A 2. F7} L8o] TaskaH,
Health Net Life Insurance Company$] PPO H=1= EPO . g ¢l 7} =] 01 oA Ay Lo} F
B =0l 1-800-927-4357H 0. 2 A 3}af 54 /\] . Health Net of California, Inc.2] HMO %= HSP
ZWol| 7}9) 5 o] 2l o AW DMHC E-&2}¢lo) 1-888-HMO-22191H &2 A 813l FA41A] &

Navajo

Saad Bee Aka E'eyeed T’aa Jiik’e. Ata’ halne’igii hdl¢. T’4a hé hazaad k’ehji naaltsoos hach’j’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’délzinigii bikda’gi béésh bee hane’i bikaa’ aajj’
hodiilnih éi doodaii’ employer groupgji ninaaltsoos sittsoozgo éi 1-800-522-0088 (TTY: 711). T'aa

hé dé6 ha’atchini bit hak’é’ésti‘igii {IFP wolyéhigiiO éi koji’ hojilnih 1-877-609-8711 (TTY: 711).Shika
anaa’doowot jinizingo: PPO éi doodaii’ EPOQji Health Net Life Insurance Company wolyéhiji béeso
ach’gah naa’nil biniiyé hwe'iina’ bik'é’ésti’‘go éi CA Dept. of Insurance bich’{’ hojilnih 1-800-927-4357.
HMO éi doodaii’ HSPgji Health Net of CaliforniaQji béeso ach’aah naa’nil biniiyé hats'iis bik’é’ésti’‘go
éi koji’ hojilnih DMHC Helpline 1-888-HMO-2219.

Persian (Farsi)
g Bl Lad 0l 40 i) 4S S Cal 5350 2l 58 o 380 AL aa e G il 5 o OB sk 4 gl cilexa
Taal e 1S 55 )8 &S Cand g 5o Ly ey 580 (palad 02 7 50 L (i < )IS (555 48 () o a4 La Ly clainl ) il 0 (5l
Wl (IFP) o3 sila b gal i) auli g8asi€ cand g 53 2 380 Gl (TTY: 711) 1-800-522-0088 585k (obas S e b
G5 3 EPO L PPO 4sliasy 50 811 ks il il o o) 0 2,80 il (TTY: 711) 1-877-609-87 110 jlesi L
vl 1-800-927-4357 o _li 42 CA Dept. of Insurance L «u )y <y siacHealth Net Life Insurance Company
DMHC 85 wial ) ba b« s <y sae  Health Net of California, Inc s« 3 HSP L HMO 4t 2 81 3,8
28 i 1-888-HMO-2219 s et 4

Panjabi (Punjabi)

ot foA a3 3 9 Al 3A S T U3 99 Ao JI 3T ©A3<H 33 I K9

UZ d g8 7 AT I&| HET B8, WU wiEiE 93 3 €3 $9d 3 7 I8 I 7 a9 I
1-800-522-0088 (TTY: 711) '3 I3 JJ| fonaIa3 W3 Urfdega US& (IFP) © weed fdaur 934
1-877-609-8711 (TTY: 711) '3 I JJ| U HEE B o Health Net Life Insurance Company 3
Uhit§ PPO # €180 EPO St ufsH €8 anifaz I, 37 agieadM Sy fegar § 1-800-927-14357
'3 % IJ| A 3A 98E & W2 ABIeIami, g 3 BT oG HMO # wiemmdt HSP uds f&g
EHTIZ I 3t FhMigH DMHC I8usTEis & 1-888-HMO-2219 '3 I8 |
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Russian

BecnnarHas nomolp nepeBouukoB. Bbl MOXKeTe NOMyUuTh MOMOLIbL YCTHOTO NepeBoiurka. Bam MoryT
MPOYUTATH IOKYMEHTBI B IEPEBOJIE HA Balll POJIHON SI3bIK. 3a MOMOLIbIO OOpallaiiTech K HaM Mo TeJedoHy,
MPUBEJIEHHOMY Ha Ballleill MIeHTU(PUKAMOHHONM KapTOUKe YYacTHUKA riaHa. Ecau Bbl XoTUTE cTaTh
Y4aCTHUKOM TPYMIOBOro IJIaHa, IPEIOCTABIISIEMOr0 paboTo/IaTeIeM, 3BOHUTE B KOMMEPUYECKUI KOHTAKTHBII
uenTp kKomnanuu 1-800-522-0088 (TTY: 711). Ecaiu BbI XOTUTE CTAaTh YYaCTHUKOM IUIaHA JIJIs1 CEMEN U YaCTHBIX
s, (IFP), 38onuTe no Tenedony 1-877-609-8711 (TTY: 711). [JonosHurenbHast noMollb: Eciiv Bbl BKITIOUEHbI
B nonuc PPO umu EPO ot ctpaxosoit komnanun Health Net Life Insurance Company, 3BoHuTe B [lenapTameHT
ctpaxoBanus wrata Kamigpopuust CA Dept. of Insurance, renedon 1-800-927-4357. Ecnu Bbl BKITIOUYEHBI B
nian HMO unu HSP ot ctpaxoBoii komnanuun Health Net of California, Inc., 380HUTe O KOHTAKTHOW JIMHUA
IenapramenTa ynpasiseMoro MeguumHckoro oocayxkusanusi (DMHC), Tenegon 1-888-HMO-2219.

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, lldmenos al niimero que figura en su tarjeta

de identificacion. Los solicitantes del grupo del empleador deben llamar al 1-800-522-0088 (TTY: 711). Los
solicitantes de planes individuales y familiares deben llamar al 1-877-609-8711 (TTY: 711). Para obtener més
ayuda, haga lo siguiente: Si estd inscrito en una pdliza de seguro PPO o EPO de Health Net Life Insurance
Company, llame al Departamento de Seguros de California, al 1-800-927-4357. Si est4 inscrito en un plan
HMO o HSP de Health Net of California, Inc., llame a la linea de ayuda del Departamento de Atencién Médica
Administrada, al 1-888-HMO-2219.

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tawagan kami sa nakalistang numero sa inyong
ID card, o para sa grupo ng mga aplikante ng employer, mangyaring tawagan ang 1-800-522-0088 (TTY: 711).
Para sa mga aplikante ng Plano para sa Indibiduwal at Pamilya Individual & Family Plan, (IFP), mangyaring
tawagan ang 1-877-609-8711 (TTY: 711). Para sa higit pang tulong: Kung nakatala kayo sa insurance policy
ng PPO o EPO mula sa Health Net Life Insurance Company, tawagan ang CA Dept. of Insurance sa
1-800-927-4357. Kung nakatala kayo sa HMO o HSP na plan mula sa Health Net of California, Inc., tawagan
ang Helpline ng DMHC sa 1-888-HMO-2219.

Thai

liddusmsauaim Qmmminlﬂﬁﬁhﬂﬁqmmmmslﬁdmmnm{lﬁwq:ﬂLﬂummmaaqm"lﬁ FRITLANUTILLARD
T,mmmmmmﬂLamﬁlﬁ’ﬁuuﬁmﬂszﬁhﬁwaaqm wia fadaInguwIang ﬂgmﬂwimguﬁﬁmal,%awwﬁ"nrfmaa
1-800-522-0088 (TTY: 711) faainsunuyANALAZATALATI Individual & Family Plan (IFP) nymnlns
1-877-609-8711 (TTY: 711) Fm3LANNTIBIWRBL AN wingumainsyhnIusssdisziuds PPO w3a EPO MU
Health Net Life Insurance Company stmnswmsﬂi:ﬁun”u%'gl,l,ﬂ§Wa'§|,ﬁr_|vlﬁﬁ 1-800-927-4357 WINATARUATUN
HMO %38 HSP 11U Health Net of California, Inc. Inswiangaiuanagismiaves DMHC 'léfi 1-888-HMO-2219.

Vietnamese

Céc Di_ch Vu Ngon Ngit Mién Phi. Quy vi c6 th€ ¢ mot phién dich vién. Quy vi ¢6 thé yéu ¢a duoc doc cho
nghe tai liéu bang ngdn ngi¥ ctia quy vi. P& nhén tro’ gitip, hdy goi cho chiing t6i theo s& dworc liét ké trén thé
ID cta quy vi, hodc ngwoi ndp don vao chwong trinh theo nhém cia chi s dung lao ddng vui long goi
1-800-522-0088 (TTY: 711). Ngudi nop don thudc Chwong Trinh C4 Nhan & Gia Dinh viét tit trong tiéhg
Anh 1a (IFP) vui long goi s6" 1-877-609-8711 (TTY: 711). B€ nhén thém tro’ gitp: N&u quy vi dang ky hop

d tng béo hi€m PPO hodc EPO tir Health Net Life Insurance Company, vui long goi S& Y Té CA theo s&
1-800-927-4357. Né&u quy vi ding ky vao chwong trinh HMO hoic HSP tir Health Net of California, Inc.,

vui 1ong goi Buong Dy Tro Gidp DMHC theo s6" 1-888-HMO-2219.
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