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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w To be completed by employer
b, Employer name:

He a | th Net@ Requested effective date: Employer group number (medical):

Employee eligibility date (new hire only):
[JSame 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 infor mation (All medical plans include pediatric dental and vision coverage.)

Full HMO Network! SmartCare HMO Network2

Platinum [J$10 [J$20 | Gold [1$30 [1$40 [1$50 Platinum [1$10 [J$20 |Gold [1$30 [1$40 [1$50
WholeCare HMO! Salud HMO'y Mas Network3

Platinum [J$10 [J$20 | Gold [1$30 [J$40 [1$50 Platinum [J$10 [1$20 | Gold [J$30 [1$40 [1$50
CommunityCare HMO Network+

Gold [1$5 | Silver (1520

PureCare One EPO! PureCare HSP!

[0 Gold 80 EPO 1300/20 + Child Dental Alt [0 Health Net Platinum 90 HSP 0/15  [] Health Net Silver 70 HSP 2000/45

O Silver 70 EPO 2000/20 + Child Dental Alt [0 Health Net Gold 80 HSP 0/30 [ Health Net Bronze 60 HSP 6300/75
PPO

[JPlatinum 90 PPO 0/15 + Child Dental [1Gold 80 PPO 0/30 + Child Dental =~ [[JPPO Gold Value
[ISilver 70 PPO 2000/45 + Child Dental [1PPO Silver Value
[IBronze 60 PPO 6300/75 + Child Dental [1PPO Bronze HSA

Other plan(s):
Dental (DHMO) Dental (DPPO) Vision (PPO)
JHN Plus 150 [ Classic 5 1500 (w/ortho) [ Essential 2 1000 [ Preferred 1025-2 [ Preferred 1025-3
OHN Plus 225 [ Essential 6 1500 [ Classic 4 1500 [ Preferred Value 10-2
[ Essential 5 1500 (w/ortho)

2. Reason for application

[OPlan change [INew hire []Open Enrollment [JCOBRA Effective date: / /
[0 Change address/name | Special Enrollment Period Qualifying event:
O Delete dependent Qualifying event date: / / Qualifying event date: / /
(list names below) Add dependent:
D Other: [OMarriage [Newborn/Adoption/Legal guardianship/Court order/Assumption of parent-child relationship
[0 Loss of prior coverage []Domestic partnership [JOther (specify):

3. Employee personal information

Last name: First name: MI: [OMale [JFemale
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:

/ / [ Single [JMarried [JDomestic partner
If available, I would prefer to receive communication and plan information in Spanish: [JYes [1No
Participating physician group: Primary care physician:
PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP? [ Yes [1No
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 #:
[dSon 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 [ONo |[JPart A |HICN #:
primary coverage? |Dental: [JYes [JNo |[JPartB
OYes [ONo Vision: [JYes [No
[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: [JYes [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 [OJNo 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 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.

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 [0 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 ofcovemge (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 1-877-891-9053 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, . L
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. () er§ tCe o ;V;/;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.

« 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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Health Net complies with applicable federal civil rights laws and does 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:

o 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).

o 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 1-800-522-0088 (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: Health Net,

PO Box 10348, Van Nuys, California 91410-0348, by fax: 1-877-831-6019, or 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.

Pending state regulatory review

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.

SBGEEFORM 1/17 6 FRMO11018EC00_SBG_CA (1/17)



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
aeludl o Jpanll @ll 5o 5 e 35 Lo Jpmall dliSars (5558 an i o Jpemall dliSey dilae &1 ek
Juai¥l 38 yas Juai¥) Jaall Claal de sane cilills adie (ga (o sl A sgl) A8y e 3 ga pall 8 1) e Ly Jad
f0 e Juai¥ (IFP) &bl 3 i1 At il cashe o o .(TTY: 711) 1-800-522-0088
PPO Alaiall 535 jal) adaial) (yuals dad 53 (3 Man i€ Jla b irclicdl Sl Jyemally (TTY: 711) 1-877-609-8711
A0 e L) salls b opalill aud e Joail < Health Net Life Insurance Company (e EPO 4 sl 335 jall dakidll
A58 o HSP dnall il s 5l HMO daall e dila daliia b Stas i€ Jla 3 .1-800-927-4357
.1-888-HMO-2219. &)l e DMHC 5_lxall iniall dle )l and S 32ebuall bad e Joadl | Health Net of California, Inc

Armenian

Utddun (Equlju swnuwynipyniiibtp: Inip Jupnn tp pabtudnp pupgduithy uinwbwg:
Quunwpnpbpp jupnn i jupnuy) dkq hwdwn dkp (Eqyny: Oquntpjut hwdwp quiqubhwupbp Ukq
Atn ID pupunh Ypu tpdws hinwpunuwhwdwpny, hulj gnpéuwnnih fudph nhunpyutpht pugpnod
klup quuquhuwpty 1-800-522-0088 (TTY: 711) htkpwinuwhwdwpny: Uthwunwlwl b Ctnwtkjut
Opwqph wiqybpkt hwwywyndp (IFP) nhunpytpht bnpod kip qubiquihwpty

1-877-609-8711 (TTY: 711) hinwinuwhwdwpny: Lpwugnighs ogunipju hwdwnp. Lpk
winudwqpyué tp Health Net Life Insurance Company-h PPO jud EPO wmywhnJwugpntpjuitip,
quiiquhupkp Ywh$npihuyh Uwuwhndugpmpyub pudh’ 1-800-927-4357 hknwiunuwhudwpnd:
Gpt winudwqgpquws tp Health Net of California, Inc.-h HMO fJwd HSP épwqpht, quiquhwnpbp
DMHC oqunipjuil ghs 1-888-HMO-2219 hknwunuwhwdupni.

Chinese

REES IR - LEIEHOEE - T AT S RN ARG R  WWERMTEE
TEES AR S 6a 1 - WIFE BN » sEE RS B LTy AV SR B 4%

J&& RS FHEE A GEEEE 1-800-522-0088 (TTY : 711) - {E ABiZR[EGE (IFP) HHE5 AGHEE
1-877-609-8711 (TTY : 711) - #NFTEHE—0178)  WEMFEHE  Health Net Life Insurance Company
&% PPO B¢ EPO {REL » 3EE(EE 1-800-927-4357 EAfIIN (rbg mli4s o WIFLAZEE Health Net of
California, Inc. #¢fr HMO =¢ HSP 513 - 5528 DMHC 788 4% 1-888-HMO-2219 -

Hindi

el STaTel e AT FATT| 3T T GAITNAT UTH A Hebol & YD SEATST ITAT 9T H Ug
X AT ST Fhd ¢ FAeG & folw, 3T IS H1e W BT 70 FAag da) W &H died dY, A
fAIhT Tl 3ded HUAT 1-800-522-0088 (TTY: 711) UK thg W dicl HY| HUAT ThaTd
3R uRaRe e (IFP) & 3Mdesd 1-877-609-8711 (TTY: 711) W Picd Pl ’AP Feg F faT:
Jfg 39 Health Net Life Insurance Company PPO a7 313t EPO §faT Uiferdy & ardifehd &, ar
Pformferar frar T & 1-800-927-4357 UT dicd B IfE 3T Health Net of California, Inc.,
TITANT HMO I7 TIugdl HSP Told & A1difhd &, aF Svawadl DMHC eudis &
1-888-HMO-2219 W &hiel Bl
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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 FIEY—E X, @RE ZFHWE T ET, BARETCELBHALET, RIPLERY
éﬁ\mwwhLﬁﬁéMTwéﬁﬁifkﬁﬁwkt<#\E%E%@Ltl%%@@ﬁﬁ%@
J71E,  1-800-522-0088, (TTY:711) £ TEEM ZEV, AL X OFEERIT 77 > (IFP)
DOHGAZE DL, 1-877-609-8711 (TTY: 711) £ TEEFEL 72V, & HITEIIAME 24

Health Net Life Insurance Company ®PPO F 72 [ZEPOSREAR U > —IZMA SN TV D G, AU 7 4L
=T IR R 1-800-927-4357 F TREIE TR WA E < 72 &V, Health Net of California, Inc.>HMO
FIFHSPIZIAZINTWA L, DMHC~LVZ Z A 1-888-HMO-2219 £ CEIE TBRWAEDHLE
<&,

Khmer

TEUNMANIENREAMNGY HRNGS G SHﬁUﬁﬁpm UHY HRNGANUIRHSNRaIGHA
ISIIMMANIURIHAY DR AEOINsiItingmui: iFUZGIﬁJmuﬂijiS'hﬂjm‘ﬁﬁj‘mFUZSiU
FUHM U RN STBRtNGA mﬁmﬁgmmﬁmmﬂmgmﬁgshmmﬁﬁmsmums

1-800-522-0088 (TTY: 711)4 ugHsiteMiEaNi SHURANSIRSMIUF AIBgIugighinug
1-877-609-8711 (TTY: 711)9 fUiUGSIUISY ¢ iT0SHAMSH: I HMIMUMINNMNTH
PPO {j EPO Health Net Life Insurance Company fJS1igHIgIS WANSMSMNTH CA

MBI GIEURINUE 1-800-927-43571 1DFAISHAMS TN FHIRSMI HMO U HSP fijjisi)s

Health Net iSigmiGulisin sy 1fisHiniegiaugSigts DMHC & 1-888-HMO-22194

Korean

FiL 210 AU ES A WE AU A P AR BN W A
o) & Sl £ o] LAWY D AH=o] 5 W WA 28T 1
A1 1] 5 1-800-522-0088 (TTY: 711) ¥ ©.2 A1313] = A] . Individual & Family Plan (IFP)
Agele] 9 1.877-609-8711 (TTY: 711) MO 2 Aska] FAIA S, 7} £840] BRI,
Health Net Life Insurance Company 2] PPO == EPO K3 9]l 7]'015;40% JOAH A EY o}

X 3 =0 1-800-927-4357H 0. & ﬂﬁmﬁ 4] Al .. Health Net of California, Inc.2] HMO %+ HSP
=Wl 7Fd E o] o AH DMHC Z-291ol 1-888-HMO-22191 & 2 A &}&] =4 A] Q..

Navajo

Saad Bee Aka E'eyeed T'aa Jiik’e. Ata’ halne’igii hold. T’aa hé hazaad k’ehji naaltsoos hach’j’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikaa’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’aah naa’nil biniiyé hwe'iina’ bik’é’ésti’go éi CA Dept. of Insurance bich’j" hojilnih 1-800-927-4357.
HMO éi doodaii’ HSPQji Health Net of CaliforniaQji béeso ach’aah naa’nil biniiyé hats'iis bik'é’ésti’‘go
éi kojj’ hojilnih DMHC Helpline 1-888-HMO-2219.

SBGEEFORM 1/17 8 FRMO11018EC00_SBG_CA (1/17)



Persian (Farsi)
gl B ) Led Gl ) 4 lia) 4S S il 5350 9 58 e 3 580 (AL pa e G il e OB sk 4 gl lend
Lkl Lo i IS 0 5 )8 GRS Causl 53 o by ey 580 Gull o2 50 Lk (il IS (555 48 () ol o Lo by e el <y 50 ) 5
Wl (IFP) o2 sila L (gol il asls yy g&asi€ canl 53 53 3 580 il (TTY: 711) 1-800-522-008848 5L (b S e b
a3 EPO L PPO sl aan 53 811 il alaial ;) <dlys 6 L2080 ool (TTY: 711) 1-877-609-87 110 besi L
il 1-800-927-4357 o i 42 CA Dept. of Insurance b «a)la cu siacHealth Net Life Insurance Company
DMHC 5 ial; bad b« )y <y e Health Net of California, Inc ss« 3 HSP L HMO sl 50 81 3,50
250 i 1-888-HMO-2219 o _led 4

Panjabi (Punjabi)

oot fan Ba13 3 g7 A<’ 3A ' T3imr Yu3 39 Hae JI 3% TAS=H 333 I €9

U R HEE 7 A I6| HEE BE, WUE W8S 393 3 €3 $99 3 7 58 9d /' folgur 9l
1-800-522-0088 (TTY: 711) '3 IS aJ| feona 33 W3 Ufdeds USs (IFP) © weed fdaur 594
1-877-609-8711 (TTY: 711) '3 IS JJ| TUI HEE B: o Health Net Life Insurance Company 3 £
YRt PPO #F €180 EPO sy UfsHt i[9 aifa3 I, 3t d@ieadmi sy fegar § 1-800-927-L357
'3 TS I A 3H I8 & e ABIeIaM, B 3 g woiE HMO 7 Memmdt HSP uds &g

aH A3 I 3 FhMierl DMHC I8UsEs § 1-888-HMO-2219 '3 78 &)

Russian

BecnmatHast momolp nepeBogurKoB. Bbl MoXeTe MosryYnTh NOMOILb YCTHOTO TiepeBojiunka. Bam moryT
MPOYNTATh JOKYMEHTBI B IEPEBOJIE HA Balll POIHOM SI3bIK. 32 MOMOIIIBIO 00palaiiTech K HaM 1o TeiehoHy,
NPUBEJICHHOMY Ha Balllel MIeHTH(hUKALMOHHOM KapTOUKe yUYacTHHUKA My1aHa. Ecim Bbl XoTHTE CTaTh
YUaCTHMKOM T'PYTIIOBOTO TIJIaHa, MTPEfIOCTABIISIEMOro paboToflaTesIeM, 3BOHUTE B KOMMEPUECKHI KOHTAK THBIN
ueHTp Komnanuu 1-800-522-0088 (TTY: 711). Ecau Bbl XOTUTE CTaTh yYaCTHUKOM IUIAHA U1l CEMEN U YaCTHBIX
m, (IFP), 3BoruTe No Tenedony 1-877-609-8711 (TTY: 711). [lononautensHas moMoIIh: Eciy BbI BKITFOUSHBI
B nosc PPO nmm EPO ot ctpaxosoit komnannu Health Net Life Insurance Company, 38onute B [JlenaprameHT
crpaxosanust mrara Kamdopuust CA Dept. of Insurance, Tenecon 1-800-927-4357. Eciu Bbl BKITIOUEHBI B
ruiad HMO wm HSP ot ctpaxoBoit kommannu Health Net of California, Inc., 38B0HUTE IO KOHTAKTHOU JTMHUN
JenapramenTa ynpasisiemoro MeguuuHckoro oociykusanusi (DMHC), Tenecon 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 nimero que figura en su tarjeta

de identificacién. 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.

SBGEEFORM 1/17 9 FRMO11018EC00_SBG_CA (1/17)



Thai

lidduimadumm qusuanlsauld Qmmmmlﬁdmmnmﬂﬁw‘tﬁLﬂummmaoamvlﬁ fMWILANNTIBIARE
ImmmmwmaJLamﬁ‘lwwli“uuﬂ'mﬂszﬁwﬁwaaqm Wi {rininguwisds nyanlnamguidadaifindizduas
1-800-522-0088 (TTY: 711) faiAsuNwYANALAZATALATI Individual & Family Plan (IFP) nymnlns
1-877-609-8711 (TTY: 711) fwsLANNTIBIARBLRNLGN wingusinsvhnausssdiseiuniy PPO wia EPO MU
Health Net Life Insurance Company Immmumiﬂi:ﬂ”uﬁ'y%'gu,ﬂﬁwa'ﬁﬁy"l@i”ﬁ' 1-800-927-4357 WINATARUATUNY
HMO %38 HSP nU Health Net of California, Inc. Imma’m@humwﬂj’a&lmﬁ'amad DMHC VLGTﬁ 1-888-HMO-2219.

Vietnamese

Céc Dj ch Vu Ngon Ngit Mién Phi. Quy vi ¢6 th€ c6 mdt phién dich vién. Quy vi ¢6 th€ yéu cau dwoce doc cho
nghe tai liéu bing ngdn ngi¥ cia quy vi. D& nhan tro gitip, hiy goi cho chiing tdi theo s& dworc liét ké trén thé
ID cta quy vi, hodc ngwoi ndp don vao chwong trinh theo nhém ciia chid st dung lao ddng vui long goi
1-800-522-0088 (TTY: 711). Nguoi ndp don thudc Chwong Trinh C4 Nhan & Gia Dinh viét tit trong ti€ng
Anh 1a (IFP) vui long goi s6" 1-877-609-8711 (TTY: 711). D€ nhén thém tro gidp: Néu quy vi déng ky hop
d6ng bao hi€m PPO hoic EPO tir Health Net Life Insurance Company, vui 1ong goi S& Y T& CA theo s&
1-800-927-4357. N&u quy vi ddng ky vao chwong trinh HMO hogdc HSP tir Health Net of California, Inc.,

vui 1ong goi Puong Day Tror Gidp DMHC theo s6” 1-888-HMO-2219.
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