Requested Effective Date

HlZEEZEEEE

‘_ﬂ Health Net® iINDIVIDUAL & FAMILY PLANS
HIPAA HMO GUARANTEED ISSUE ENROLLMENT APPLICATION

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

THE APPLICATION MUST BE COMPLETED BY THE APPLICANT APPLYING FOR COVERAGE AND CAN BE COMPLETED BY THE
APPLICANT FOR MINOR DEPENDENTS OR BY AN INTERPRETER FOR APPLICANTS WHO DO NOT READ/WRITE ENGLISH.
NEITHER BROKER NOR ANY OTHER PERSON THAN THE APPLICANT OR THE APPLICANT FOR MINOR DEPENDENTS MAY
SIGN THIS APPLICATION AND AGREEMENT ON BEHALF OF THE APPLICANT.

IMPORTANT: Can you read this form? If not, we can have somebody help you read it. You may also be able to get this form written in your
language. For free help, please call right away at 1-800-909-3447, option 2.

IMPORTANTE: ;Puede leer este formulario? De no ser asf, podemos hacer que alguien le ayude a leerlo. También puede obtener este formulario
escrito en su idioma. Para obtener ayuda sin costo, llame inmediatamente al 1-800-909-3447, opcién 2.

FEEHA . BEREEBL U REEELRE BMEEEAGSE, HRMABELURERNESEELN X, FIZENE
1-800-909-3447, B¥% 2, AARERS,

If you need assistance in completing this application, a broker may assist you. A broker who helped you read and complete this application must
sign the application (see Part V).

PART | - TELL US WHO YOU ARE ENROLLING AND SELECT THE PRODUCT

A. Reason for application B. Billing options C. Choice of coverage
Family type First premium payment (select one) Health Net of California — Only first-
L1 Self [ Automated Bank Draft (Please complete of-the-month effective date is available.
[J Self and spouse/domestic partner the “Simple Pay Option” section on page 6 | L] HIPAA HMO 40
[] Self and child of this application.)
[J Self and children ) [J Pay by check (Please include completed
[ Self, SP_OUSC/ domestic partner check and send with application. Amount
and child(ren) must match monthly premium.)
[] Please check box for

[] Credit card (Please complete the credit card

domestic partner enrollment . . o
section on page 6 of this application.)

Enrollment type .

[] New enrollment [] Add dependent Monthly premium payments (select one)

[] Automated Bank Draft (Please complete
the “Simple Pay Option” section on page 6
of this application.)

[] Monthly bill

[J Credit card (Please complete the credit card
section on page 6 of this application.)

PART Il - APPLICANT INFORMATION

Primary applicant’s last name: First name: MI: [ Male
[J Female

Home address:

City: State: Z1P: County applicant resides in:

Home phone number: Work phone number: Email address:

( ) ( )

Primary applicant’s birth date (mm/dd/yy): Primary applicant’s Social Security number:

Primary care physician ID # (if applicable): Current patient: Physician group ID #1: | In the past 6 months, have you been a resident
[JYes [INo of the United States? [JYes []No

If “No,” where was your last residence?

You must select a physician group and primary care physician. You may choose the same or different physician group and primary care physician for each family member you are
enrolling. If you do not select a primary care physician, one will be selected for you within your regional area. To find the most up-to-date list of Health Net contracted physicians,
log on to www.healthnet.com > ProviderSearch. You'll find a complete listing of our Individual & Family Plan network physicians, and you can search by specialty, city, county or
doctor’s name. You can also call 1-800-909-3447 to request provider information, or contact your Health Net authorized broker.
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Primary’s Social Security number
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PART Il - FAMILY MEMBER(S) TO BE ENROLLED

[] Check here if supplemental page is attached.

List all dependent family members to be enrolled other than yourself. If a listed family member’s last name is different from yours, please
explain on a separate sheet of paper. For additional dependents, please attach another sheet with the requested information.

For domestic partner coverage, all requirements for eligibility, as required by the applicable laws of the State of California, must be met and
a joint Declaration of Domestic Partnership must be filed with the California Secretary of State. To be processed under one subscriber, all
family members must reside at the same address.

Relation — Primary care Physician
Dep. 1 Last name, first name, MI Social Security # | Date of birth | physician ID #! | Current patient | group ID #!
[ Husband [1Wife [1Yes [1No

[] Domestic partner - - /!

[1Son [] Daughter

Relation — Primary care Physician
Dep. 2 Last name, first name, MI Social Security # | Date of birth | physician ID #! | Current patient | group ID #!
[JSon /o [JYes [INo

L] Daughter B B

Relation — Primary care Physician
Dep. 3 Last name, first name, MI Social Security # Date of birth | physician ID #! | Current patient | group ID #1
[]Son _ B /o [JYes [INo

[ Daughter

Relation — Primary care Physician
Dep. 4 Last name, first name, MI Social Security # | Date of birth | physician ID #! | Current patient | group ID #!
[JSon ;o [JYes [INo

L] Daughter - B

PART IV - HIPAA GUARANTEED ISSUE COVERAGE

If you do not qualify for the Individual HMO or PPO plans, you may be considered for coverage under the HIPAA Guaranteed Issue plans.
The HIPAA Guaranteed Issue plans do not require underwriting (medical history review and determination of coverage) and the rates are
higher compared to the other Individual Plans. If you qualify for coverage under the HIPAA Guaranteed Issue plans, please request the
complete benefit details and rates for those plans. To be eligible for HIPAA Guaranteed Issue coverage, you must meet every condition below.

1. Have you had a total of at least 18 months of health care coverage (including COBRA or Cal-COBRA, if applicable) [ Yes [ No
without more than a 63-day break (excluding any employer-imposed waiting periods) in coverage? Please note that
you must apply for HIPAA coverage within the 63-day break after your group health care coverage (including COBRA
or Cal-COBRA, if applicable) ended.
2. Was your most recent coverage through a group health plan (COBRA and Cal-COBRA are considered group coverage)?  [JYes []No
3. Currently are you eligible for coverage under a group health plan, Medicare or Medicaid? [ Yes [ No
(If “Yes,” you are not eligible for HIPAA coverage.)
4. Was your most recent coverage terminated because of nonpayment or fraud? [l Yes [INo
5. Were you eligible under COBRA or Cal-COBRA? Yes, start date: ; end date: [JYes [JNo
If “Yes,” did you accept and use up all benefits that were available? [1Yes [1No

If “No,” please explain:

You must select a physician group and primary care physician. You may choose the same or different physician group and primary care physician for each family member you are
enrolling. If you do not select a primary care physician, one will be selected for you within your regional area. To find the most up-to-date list of Health Net contracted physicians,
log on to www.healthnet.com > ProviderSearch. You'll find a complete listing of our Individual & Family Plan network physicians, and you can search by specialty, city, county or
doctor’s name. You can also call 1-800-909-3447 to request provider information, or contact your Health Net authorized broker.
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PART V. AGENT/BROKER INFORMATION

Complete agent/broker name and address is necessary for correspondence to be sent to the agent/broker.
Instructions for Part V: The follcéwing is to be completed by the Applicant’s agent/broker (if applicable).

Health Net broker ID:

David J. Fluker 408-847-6139 408-762-4450
Name (print): Phone number: Fax number:

767 MARIA WAY GILROY, CA 95020 DAVE@DAVEFLUKER.C

Address: Email address:
X X
Broker signature/number (required) Date signed (required)

Broker certification

I (name of 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. I understand that, if any portion of this statement by me is false, I may be subject to civil
penalties, including but not limited to a fine of up to $10,000.

OR

( ) assisted the applicant(s) in submitting this application. All information in the health questionnaire(s) was completed by the applicant(s). 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 understand that, if any portion of this statement by me is false, I may be subject to civil penalties, including but not
limited to a fine of up to $10,000.

Please answer all questions 1 through 4:

1) Who filled out and completed the application form?

2) Did you personally witness the applicant(s) sign the application? [ Yes [JNo

3) Did you review the application after the applicant(s) signed itz []Yes [1No
4) Are you aware of any information, including but not limited to medical history, not disclosed in this application, that might have a
bearing on the risk? [ Yes [ No

If “Yes,” please explain:

PART VI - INDIVIDUAL & FAMILY PLANS EXCEPTION TO STANDARD ENROLLMENT - STATEMENT OF ACCOUNTABILITY

Instructions for Part VI: The following process is to be used when the applicant cannot complete the application because he or she cannot
read, write and/or speak the language of the application. Health Net requires that if you need assistance in completing this application, you
must employ the services of a qualified interpreter. Please contact Health Net at 1-800-909-3447, option 2, for information about qualified
interpreter services and how to obtain them. This form must be submitted with the Individual & Family Plan HIPAA Guaranteed Issue
Enrollment application when applicable.

Health Net qualified interpreter — Please complete the following when assisted by a Health Net qualified interpreter.

I, , was assisted in the completion of this application by a qualified interpreter authorized
by Health Net because I:

[1 Do not read the language of this application. [] Do not speak the language of this application. [] Do not write the language of this application.
L1 Other (explain):

A qualified interpreter assisted me with the completion of: [ The entire application.

L1 Other (explain):

A qualified interpreter read this application to me in the following language:

SIGNATURES AND DATE (REQUIRED IN INK)

Signature of applicant: Today’s date:

Date application was interpreted: Time application was interpreted:

Qualified interpreter number:
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Primary’s Social Security number
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Qualified interpreter other than a Health Net qualified interpreter — Please complete the following when assisted by a qualified
interpreter other than a Health Net qualified interpreter.

PART VI - (continued)

If a qualified interpreter, other than a qualified interpreter provided by Health Net, assisted you in completing this application, the interpreter
must complete the following:

L , understand that a qualified interpreter should: (a) have the vocabulary equivalent of a native
speaker that has received an advanced education (college or university equivalent) in the non-English language; (b) be able to demonstrate cultural
sensitivity in their communication, taking into consideration every language encompasses a wide range of variation; (c) have native speaker language
skills (native speaker language skills are developed by growing up or functioning in a language community); and (d) have corresponding reading and
writing skills in the non-English language (the reading and writing skills would be demonstrated by advanced education in the native language).

As a qualified interpreter, I personally read and completed the application for the applicant named above because:

[J Applicant does not read the language of this application.

L) Applicant does not speak the language of this application.

L) Applicant does not write the language of this application.

L) Other (explain):
Under the penalty of perjury, I declare that I read to the applicant:
) The entire application. U Other:

I read this application to the applicant in the following language:

Please provide the following information regarding the qualified interpreter who assisted the applicant and who is not a Health Net qualified interpreter:

Last name: First name:
Address of qualified interpreter: City, State and ZIP:
Phone: ( ) Date:

Qualified interpreter signature:

PART VIl - CONDITIONS OF ENROLLMENT

GENERAL CONDITIONS: Health Net reserves the right to reject any application for enrollment if the applicant is not eligible for
HIPAA guaranteed issue coverage. Health Net may selectively reject the applicant or a dependent who is not eligible for HIPAA
guaranteed issue coverage. There is no coverage unless this application is accepted by Health Net’s Underwriting Department and a Notice of
Acceptance is issued to the applicant even though you paid money to Health Net for the first month’s premium. Cashing your check does not
mean your application is approved. If rejected, your money will be returned to you. No other department, officer, agent or employee of

Health Net is authorized to grant enrollment. The applicant’s agent or broker cannot grant approval, change terms or waive requirements of
this application. This application shall become a part of the Plan Contract.

Rescission of a Plan Contract: Any act or practice which constitutes fraud, or any intentional misrepresentation of material fact in written
information submitted by the applicant or on the applicant’s behalf on or with the applicant’s application materials may be cause for disenrollment
and rescission of the Plan Contract but such rescission is limited to the first 24 months of coverage. Health Net may recoup from the applicant any
amounts paid under the Plan Contract obtained as a result of such act or practice, or intentional misrepresentation of material fact. By signing the
application the applicant represents and agrees to abide by the terms of the contract. Before the contract is rescinded Health Net will provide the
applicant written notice and an opportunity to provide information. Should the contract be rescinded, Health Net will provide a written notice
that will explain the basis of the decision and the applicant’s appeals rights. Health Net will refund all amounts paid by the applicant, less any
medical expenses that Health Net paid.

Cancellation of a Plan Contract: Health Net may cancel a Plan Contract for any act or practice which constitutes fraud, or for any intentional
misrepresentation of material fact under the terms of the Plan Contract. If this Plan Contract is cancelled, you will be sent a notice of
cancellation and cancellation will be effective upon the date the notice of cancellation is mailed.

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. Health Net uses and may disclose this information for purposes of
treatment, payment and health plan operations, including but not limited to, utilization management, quality improvement, disease or case
management programs. Health Net’s Notice of Privacy Practices is included in the Plan Contract. I may also obtain a copy of this Notice on
the website at www.healthnet.com or through the Health Net Customer Contact Center. Authorization for use and disclosure of protected
health information shall be valid for a period of 24 months from the date of my signature below.

IF SOLE APPLICANT IS A MINOR: If the sole applicant under this application is under 18 years of age, the applicant’s parent or legal
guardian must sign as such. By signing, he or she does hereby agree to be legally responsible for the accuracy of information in this application
and for payments of premiums. If such responsible party is not the natural parent of the applicant, copies of the court papers authorizing
guardianship must be submitted with this application.

IF APPLICANT CANNOT READ THE LANGUAGE OF THIS APPLICATION: If an applicant does not read the language of this application
and an interpreter assisted with the completion of the application, the applicant must sign and submit the Statement of Accountability (see Part
VI of this application “Individual & Family Plans exception to standard enrollment — Statement of Accountability”).
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PART VIII - IMPORTANT PROVISIONS

NOTICE: For your protection, California law requires the following to appear on this form. Any person who knowingly presents a
false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

HIV TESTING PROHIBITED: California law prohibits an HIV test from being required or used by health care services plans or
insurance companies as a condition of obtaining coverage.

Genetic Information Non-discrimination Act of 2008 (GINA) Compliance Statement: Please do not include any family medical history or any
information related to genetic testing, genetic services, genetic counseling, or genetic diseases for which you believe you may be at risk.

ACKNOWLEDGEMENT AND AGREEMENT: I, the applicant, understand and agree that by enrolling with or accepting services from
Health Net, I and any enrolled dependents shall comply with the terms, conditions and provisions of the Plan Contract (to obtain a copy of
the Plan Contract, call Health Net at 1-800-909-3447, option 2). I, the applicant, 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, and I accept these terms.

BINDING ARBITRATION: I, the applicant, understand and agree that any and all disputes or disagreements between me
(including any of my enrolled family members or heirs or personal representatives) and Health Net regarding the construction,
interpretation, performance or breach of the Health Net Plan Contract, or regarding other matters relating to or arising out of
my Health Net membership, whether stated in tort, contract or otherwise, and whether or not other parties such as health care
providers, or their agents or employees, are also involved, 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,
are giving up their constitutional right to the extent permitted by law to have their dispute decided in a court of law before 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. A more detailed arbitration provision is included in the Plan Contract. My signature
below indicates that I understand the terms of this Binding Arbitration Clause and agree to submit disputes to binding arbitration.

Applicant or parent or legal guardian’s signature if applicant is under 18 years old: Date signed:
Spouse/domestic partner’s signature: Date signed:
Signature of applicant’s dependent (age 18 or older): Date signed:
Signature of applicant’s dependent (age 18 or older): Date signed:

The application and this arbitration clause must be signed by the applicant(s). The applicant(s) must personally sign his or her name in
ink and agree to comply with the arbitration clause and the terms, conditions and provisions of the application and the Plan Contract
in order for this application to be processed. For this application to be considered, neither broker nor any other person may sign this
application and arbitration clause.

Make personal check payable to “Health Net.”
Return completed application to: Health Net Individual & Family Enrollment
PO Box 1150, Rancho Cordova, CA 95741-1150

You may submit a photocopy or facsimile of the application and authorizations. Health Net recommends that you retain a copy

of this application and authorizations for your records.

All references to “Health Net” herein include the affiliates and subsidiaries of Health Net which underwrite or administer
the coverage to which this enrollment application applies. “Plan Contract” refers to the Health Net of California, Inc.

combined Contract and Evidence of Coverage.
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HEALTH NET’'S PAY OPTION - MONTHLY AUTOMATIC PAYMENT FOR INDIVIDUAL & FAMILY PLANS AND
CALIFORNIA FARM BUREAU MEMBER’S HEALTH INSURANCE PROGRAM
SIMPLE PAYMENT OPTION (Automatic Bank Draft) [ First month’s payment [ ] Monthly premium payment

Your premium charge can be withdrawn directly from your personal checking or savings account. The premium will be withdrawn from your
bank account about ten days in advance of the due date. Please select your account type: ~ [] Checking [ Savings

Transit routing number (9 digits): Account number:

Bank name: State:

As a convenience, I request and authorize Health Net to charge to the above account checks drawn on that account by and payable to the
order of “Health Net” provided there are sufficient collected funds in said account to pay the same upon presentation. I understand that the
premium withdrawn from my account will be for the future bill period plus any past due balances and my first month’s withdraw may be for
multiple periods if I did not submit a check or due to the timing of the setup. I agree that Health Net’s rights in respect to each such check
shall be the same as if it were a check written to Health Net and signed personally by me. This authority is to remain in effect until revoked
by me in writing and, until Health Net actually receives such notice, I agree that Health Net shall be fully protected in honoring any such
check. (Note: A 30-day notice is required to discontinue this service due to the time required to initiate this change with your bank.)

Automatic Bank Draft (ABD) transmissions are withdrawn from your bank on approximately the 20th of every month, for the following month’s
premium. It can take upwards of 6 weeks to process an ABD request. Therefore, your premium should be submitted with your request for ABD.

I further agree that if any such check be dishonored, whether with or without cause and whether intentionally or inadvertently, I will be
charged a $25 service charge for each occurrence. I understand Health Net shall be under no liability whatsoever even though such dishonor
may result in the forfeiture of health coverage.

Signature of account holder (required to process): Date:

CREDIT CARD [ First month’s payment [l Monthly premium payment

The monthly premium charge can be charged directly to your credit card account. The premium will be charged to your credit card account
approximately ten days in advance of the due date. Your card will be charged for the first month’s premium on the day your application is
approved by underwriting.

First name (as on card): Middle (as on card): Last name (as on card): Card type: [] Visa

[] MasterCard
Account number (16 digits): Expiration date (MM/YYYY):
Billing address: City: State: ZIP!:

As a convenience, I request and authorize Health Net Life Insurance Company (“Health Net”) to charge my credit card account identified
above for the payment of my initial premium and/or my monthly premium. I understand that the premium charged to my account will be for
the future bill period plus any past due balances and that my first month’s withdraw/charge may be for multiple periods depending upon date
of approval and the bill period. This authority is to remain in effect until revoked by me in writing and, until Health Net actually receives such
notice, I agree that Health Net shall be fully protected in honoring any such charge. (Note: A 30-day notice is required to discontinue this
service due to the time required to initiate this change with your credit card company.) 1 further agree that if my credit card is declined for
payment, whether with or without cause and whether intentionally or inadvertently, I will be charged a $25 service charge for each occurrence.
My credit card account will be charged on approximately the 20th of every month, for the following month’s premium.

Signature of credit card account holder (required to process): Date:

I'The ZIP code must match the cardholder’s address; otherwise, the credit card cannot be processed.
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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 Net’s Commercial Contact Center at
800-522-0088. Individual and Family Plan (IFP) or Farm Bureau applicants please call 800-909-3447, option 2. Medicare Supplemental
applicants please call 800-926-4178. For more help call the CA Dept. of Insurance at 1-800-927-4357 if you are enrolling in a PPO plan.
If you are enrolling in an HMO plan, call the DMHC Helpline at 1-888-HMO-2219.

English

Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que una persona le lea los documentos y que algunos
se le envien en su idioma. Para obtener ayuda, lldmenos al niimero que aparece en su tarjeta de identificacidn; los solicitantes de grupo
de empleadores deben llamar al Centro de Comunicacién Comercial de Health Net al 800-522-0088. Los solicitantes del Plan Individual
y Familiar (IFP, por sus siglas en inglés) o de la Oficina Agricola, deben llamar al 800-909-3447, opcién 2. Los solicitantes de un Plan
Suplementario a Medicare deben llamar al 800-926-4178. Para obtener ayuda adicional llame al Departamento de Seguros de California
al 1-800-927-4357, si desea inscribirse en un plan PPO. Si usted se inscribe en un plan HMO, llame a la Linea de ayuda de DMHC, al
1-888-HMO-2219.

Spanish

PSR T o ST 0 I - i&[F‘ﬂp ey FFE‘JFJ??%*?E”[L%&@’ A e S NG R  E= T 0['3“:@
2 ﬁﬁ*Lff{FFVUﬁJF i+ - Health etﬁlJF9 vv;gﬁlu, i 1064500085 - i L

F St (IFP) B L RAp ﬁﬁ 800-909- 3447, }35 q\/ledlcare i uwmﬂ% %ﬁy‘;;r 8 -926-4178 - F| [S 4 PPO

BEt ?ﬁﬁiﬂ -800-927-43 SO e b T
(DMH& fjJ; FEI F‘—f FF' 1- 888 HMO-2219 -
Chinese
Cic Dich Vu Trg Gitip Ngon Ngit Mién Phi. Quy vi c6 thé dugc nhan dich vu thong dich va duge ngudi khic doc gitip céc tai liéu
biing ngdn ngif clia quy vi. D& dudc gitip d3, xin goi chiing tdi tai s6 dién thoai ghi trén thé hoi vién ctia quy vi. Nhitng ngudi mudn
xin bdo hiém theo nhém do hing s& dai tho xin goi Trung TAm Lién Lac Thuong Mai clia Health Net tai s& 800-522-0088. Nhitng
ngudi mudn xin bdo hiém ctia Chuong Trinh Bdo Hiém C4 Nhan va Gia Pinh (IFP) hoic Farm Bureau, xin goi s 800-909-3447,
bam s6 2. Nhitng ngudi nop don xin Medicare Supplemental (Medicare Phu Troi) vui long goi s& 800-926-4178. PE dudc gitip dd
thém, xin goi S& Bdo Hiém California tai s6 1-800-927-4357 néu quy vi mudn tham gia mdt chuong trinh PPO. Né&u quy vi dang
tham gia mot chuong trinh HMO, xin goi Pudng Day Trg Gitdp ctia DMHC tai s6 1-888-HMO-2219.

EIHEIT o F L HMO 7 H %f’"fl ot H?%lﬁxl@ﬁ%iﬁ b

Vietnamese

= _01 N&E AHIA B2 SSA MEIA E W20 BE A2 /\-IE gd= MHIAE 22 &= JUSLICH &30 2
QoL 22 2212 IDIEAN Hel ot HS 2 Mol FAAMR. DEF 8 It A EXES &R ealthNet—J ”O*
(Commercial) D 2¢ MHIA HIE, SHHHS 800-522-0088 B1 22 & 5l ol x’"ME JHOl 2 Jt= Z¢ei (IFP) &2 Farm Bureau

ot AMAETE 2 HH S 800-909-344781, S& 28 0IE0H FAAIL. Medicare & 28 It METEHS2 H,H S
800-926-4178H 22 M3atoll F=HAIL. PPO S0l Jtotdl B2, O B2 =50 2xotdl 22 EELIOH 28 &=
CHHBIS 1-800-927-4357212 2 220t Al2. HMO SeH0ll It otal ET S, DMHC(Z221 22| ) xctel, St S
1-888-HMO-2219H 2 2 Z 2|5 Al 2.

Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa iyong wika ang mga
dokumento. Para sa tulong, tawagan kami sa numerong nakalista sa iyong ID card, o para sa employer group applicants, mangyaring
tumawag sa Commercial Contact Center ng Health Net sa 800-522-0088. Para sa Individual and Family Plan (IFP) o Farm Bureau
applicants, mangyaring tumawag sa 800-909-3447, opsyon 2. Para sa Medicare Supplemental na mga aplikante, mangyaring tumawag
sa 800-926-4178. Para sa karagdagang tulong, tumawag sa CA Dept. of Insurance sa 1-800-927-4357 kung ikaw ay nag-eenroll sa isang
PPO plan. Kung ikaw ay nag-eenroll sa isang HMO plan, tawagan ang DMHC Helpline sa 1-888-HMO-2219.

Tagalog

Utddun Liquljut Ownuynipiniutittn: dnip Jupnn Ep pupquub dbnp phpk) b huunwpnpbtpp puptpgt nw dkq
hwdwp dbkp (Eqny: Oquinipjuts hwdwp Ukq quiquhwptp dkp huiptinipjuts (ID) indup Jpu wpgws hwdwnpny, jud Lph
gnpéwwnhpng fudph nhunpy bp, ppunpnid Gup 800-522-0088 hwdwpny quuquhwpk] Health Net-h Zwdwjunpnh Guuyh
Ykuwnpnl: Uuthuwnwlwl b Cinwtikljut Opwgph (Individual and Family Plan/IFP) nhunpnutnhg futinpynid £ quiquihwpty
800-909-3447 hundwipny, pinnpuip 2: Lpugnighs Medicare-h nhunprutinhg ppunpynud £ quiuquhwpty 800-926-4178
hwdwpny: Lpugnighs oqumpjut hwdwp 1-800-927-4357 hwdwinny quuiquhwpbp Ywihdnpuhuyh Uyuhnjugpnipjut
Pudwindniip, bptk gpuigynid tp PPO spugpmd: Gph gputigynid kp HMO spugqpnud, 1-888-HMO-2219 hwdwpny
quiiquhuptp DMHC-h Oquntpjul gdht:
Armenian
BecnnarHere yemyru iepeBoza. Bel MoXkeTe BOCIIONB30BaThCs yCIyraMy MEpeBOAUYHKA, M BAM MOTYT IPOYECTh JJOKYMEHTHI Ha BallleM
a3pike. Ecin BaM TpeGyeTcst MoMoIlb, 3BOHUTE HaM [0 HOMEPY, YKa3aHHOMY Ha Ballled HACHTU(HUKAIIMOHHON KapTe. YYaCTHUKH IUIaHa
IPYHIIOBOIO CTPAXOBAHUS MO MECTY pabOThI MOT'YT OOPaTUTHCS B KOMMEpPUECKHI KOHTaKTHBIN 1ieHTp komnanuu Health Net o tenedony
800-522-0088. Y4yacTHUKH IJIAaHOB MHIMBHAYaIBHOTO WK ceMeiHoro crpaxoBanus (Individual and Family Plan, IFP), a Takxe miaHoB
crpaxoBanusi Gepmepckoro Oropo: moxanyicra, 3soaute 1o Homepy 800-909-3447, nobaBounslii 2. YyacTHUKOB 11aHa Medicare
Supplemental mpocum 3B0HUTE 110 HOMepy 800-926-4178. Ecnu BBl yyacTByeTe B IIaHE CHCTEMBI IIPEIIOYTUTEILHOTO BEIOOpa (Preferred
Provider Organization, PPO), mist momy4eHus JONMONHUTEIFHOM ToMoIH 3BoHUTE B [lermapTaMeHT crpaxoBaHus mrara KamudopHus mo
tenedony 1-800-927-4357. Ecnu BB cCOCTOHTE B INIaHE OpraHM3auii MeauHCKoro oocyxuBanus (Health Maintenance Organizations,
HMO), noxainyiicra, 3B0HUTE B rOpsiYyI0 JMHHIO JlenapTamenTa opraHu30BaHHOrO MeauHekoro oocmyxusanus (DMHC) o
tenedony 1-888-HMO-2219.
Russian
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B|UEDEEY LR, BABCERECEEL, EHEBHALET H—EARCFENAHIL. IDH—FREHOBFSEFTHEANEHE
2EW, EFREFARADOIMABRRANDA(E., Health Net REIIVAD M- t20A— 800-522-0088 T EHRLIZSW BN -RIETF
(IFP) (3 77— L-E1—O—-ADMABADA (L, 800-909-3447 (4 7)Li4 2 #FiIR) FTHBNEHEEEWN AF1HT7 - HTUAY
MREEADIMABANDAS ., 800-926-4178 FTEHKLIZSW, BEISEVEDEBENHSIHS . PPO TIVICTMADK X, 1T
A= PRI 1-800-927-4357 FTCBHEEELY, HMOTSVICC A DA E. HUTAN =T M BB EET (DMHC) O ED
1-888-HMO-2219 FTIEHLIZSLY,
Japanese
oSS cudlyys )y adgad oadles plil pliags Ol Ay S)la0 auie Kl g 0as jlayem aLad @yie Sy wiloas il ailgiie Lol Ay boguo ko wiloss
4, Health Net )13 55,0 L Ladad bloyd)Ls 5Lg0,8 gluslaio Ly g s pulé ool oasd b Lok Slawlind o)l s59) 48 ials o)lash Gorb 5l Lo by
aiis 5al3 2 iy, € 800-909-3447 o)les ay Lalal «gl0 yids» by (IFP) «la aslgils g alydl 7oy plusslizio .oy yulé 800-522-0088 o)lesis
Loipa LS dau oyfsf ay pisdien o€ cblyys gy .siis 5ali .8009264178 o)less 4y ikt (Medicare Supplemental) «,<uso Joso» plocalaio
ay DMHC _<os bis a4y avisiopbicn HMO gyb <y 5,81 avisio pbicod PPO )b oy 3,80 s pals 1-800-927-4357  ojtes ay
asiS yals 1-888-HMO-2219 o,less
Farsi
HeS TH Aee: 3HI €3HIR Eff AT'eT TTHS &9 AaE d W3 BASRH 3J6 UAd! fe9 UZ & AS® 7 AAE 6| HEE &,
3T nrElst (ID) 95 ‘3 3 399 3 A8 35 9| Feuwed agu @ Hed faour 59a J8H 8¢ @ SUdR AU 3ed 3
800-522-0088 359 3 35 91 fen@=az W3 ufgegd Uss (IFP) A @aH fa83 @ wigrterst fagur a9 800-909-3447,
YIRS 2 3 @6 d9| HSlamd AUSIHES @ nigriesT fagur a9a 800-926-4178 889 3 @6 91 7 3AT faR PPO U&s &et &
feer 99 T 3t <09 Hew B! aBiesmT faugeHe nig feshdR & 1-800-927-4357 &89 3 @5 &4 A 3AT faR HMO u%'s
Fel o fsuer 99 7 3T faugene nie H3As I%E amid (DMHC) <t IBumels 1-888-HMO-2219 §59 3 @5 &l
Punjabi

mjﬁ“i[tmfmmr“ HATEE 1 HAMBSGUHRUAIMAN SOEHMSN ﬁmﬁsgﬁmmﬁmigms 1 adntgti
agugIInEIh mutusitmsHRslRROIMANTANIuAIT GERnimgjaimpuis iusmin ougi
AINIE! BANMSARGSIMANNTHIUA Health Net fHII2 800-522-0088 1 HIMIANINAY Blm{gani (FP)
ugninAmjaj Farm Bureau ajiigicdiiglinia 800-909-3447 yuritiaif 2 1 gninrimejaj ngtiiigy Medicare
AJHGIATIGIENIS 800-926-4178 1 AINUNGHITGHIGHH ajHgIATG! [iagimsAtmm GG mita
1-800-927-4357 ificismgninninganinaniding PPo 1 ifdismaninniayaninnidin HMO ajigiaiie!
19j1i5 I DMHC Muii2 1-888-HMO-2219 1

Khmer

Cov Kev Pab Txhais Lus Uas Tsis Tau Them Nqi. Koj thov tau kom muaj ib tug neeg txhais lus thiab nyeem cov ntawv ua koj hom lus
rau koj. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj ID los sis cov neeg thov kev pab tom hauj lwm
thov hu rau Health Net’s Commercial Contact Center ntawm 800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej thiab Tsev
Neeg (Individual and Family Plan [IFP]) los sis Farm Bureau thov hu rau 800-909-3447, xaiv nge 2. Cov neeg thov kev pab los ntawm
Medicare Supplemental thov hu rau 800-926-4178. Yog xav tau kev pab ntxiv hu rau CA Qhov Chaw Saib Xyuas Txog Kev Tuav Pov
Hwm (Dept. of Insurance) ntawm 1-800-927-4357 yog hais tias koj koom rau hauv ib gho kev pab los ntawm PPO. Yog hais tias koj
koom rau hauv ib gho kev pab los ntawm HMO, hu rau DMHC Tus Xov Tooj Muab Kev Pab ntawm 1-888-HMO-2219.

Hmong

O8navwagatoud igua. mummo‘cosuuamnLLUwﬂmccavucseﬂncennvmu“ﬁmmufﬂgLﬁuwﬂaﬂz&agmuLsg
(o oSunoaugoswde, Tm?mmﬂwamsmﬂuzmwcamznavu‘to?uuou‘vnu‘tweegmn maavmaﬂnuammma
SaucunauUziiugnasway 2°Zzniznmﬂ§msumwmmcasgcccaumuwﬂwmcmg Health Net 0190 2098 (20 800-522-0088.
éécé‘mcwwmm Individual and Family Plan (IFP) Ltaaéé@mm‘umn Farm Bureau 2la1tancauzuae tan 800-909-3447
LLaSanib’sﬂé”ﬂ]" 2. t3éc§ml;cmmm§uw8ccaé [Medicare Supplement] 21013 0190w9e (00 800-926-4178.
mmmmumangagmvupansumu PPO, Tmim‘tUmnqunu‘tw 98 0n93d e nUIaL (N 1-800-927-4357

2

EUJ@’Qu\EOSUEIO‘]UZOEJEUIQSEZ,UJJC]U mmﬂmumag%ag U]uUJlJEECJiJﬁﬂlJ HMO, Gﬁm?mmuawoon DMHC

QU N 1-888-HMO-2219.
Laotian

clisgunc dilay Sle pedl @80 Sle Ly Juash Baclasd) Sl Jouasld . clzely olT giligll 61,8 ilbog @ yic dilet wX) clie 4415 gy dug] wiloss-
oeoaasl) .800-522-0088 i1 LcHealth Net gl gl gliaall ciloss 3S,e Jlas¥l sl dy)loidl pdlall slac¥ duilly (ID)
e Jpadl by gronaztf .2 ,Ls 800-909-3447 <304 JLas¥l sLs, Farm Bureau gi (IFP) aliLe! of s>l jasisd 5dls Lo Jouad! wlillay
Liygds LS &¥ed (palid] bylaly Juarsl Baebasndf g0 4l Ao Juastl .800-926-4178 <3,JL JLas¥l sL>, Medicare Supplemental wlacliuo
@3 e DMHC s Lttty Juast HMO grabipg - LS o ciS 31y PPO geoliys b LS aine S 131 1-800-927-4357 oi,01 Le
.1-888-HMO-2219

Arabic
Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, Inc.

Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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(™ Health Net:

LANGUAGE PREFERENCE FORM

FORMULARIO DE PREFERENCIA DE IDIOMA
RS

TALK TO US — WE SPEAK YOUR LANGUAGE

Is English your second language? Is it easier to read and speak in a language other than English?

If yes, please complete this form and return it with your Enrollment Application. If you are accepted
for enrollment, our records will be updated with this information. This information will help:

* Allow those whose preferred language is one of the two most prevalent non-English languages in
Health Net’s enrollment to receive certain plan documents in your preferred language.

* Provide you with interpreter assistance for health services in your preferred language.

Health Net is required to collect written and spoken language information in order to comply with
California Department of Managed Health Care and California Department of Insurance language
assistance regulations, however, you are not required to provide this information. Health Net will
protect your information, including race, ethnicity, and your language choices.

HABLE CON NOSOTROS, HABLAMOS SU IDIOMA

¢Es el inglés su segundo idioma? ;Le resulta mds fécil leer y hablar en un idioma distinto del inglés?

Si la respuesta es si, llene este formulario y devuélvalo junto con su Formulario de Inscripcién. Si su
solicitud de inscripcidn es aceptada, actualizaremos nuestros registros con esta informacién, la que
nos servird para:

*  Permitir que aquellas personas cuyo idioma preferido es uno de los dos idiomas extranjeros mds
comunes entre todos los que se inscriben en Health Net, reciban ciertos documentos del plan en
su idioma preferido.

* Brindarle la asistencia de un intérprete para servicios de salud en su idioma preferido.

A Health Net se le exige recopilar informacién sobre el idioma escrito y hablado para cumplir con
los reglamentos sobre asistencia del idioma del Departamento de Cuidado Médico de California y el
Departamento de Seguros de California, sin embargo, no es obligacién que usted proporcione esta
informacién. Health Net protegerd su informacién, incluidos su raza, origen étnico y sus alternativas
de idioma.

6018484 (1/09)  Health Net® is a registered service mark of Health Net, Inc. All rights reserved.
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Name/ Nombre/ 244 :

Social Security Number/ Ntimero del Seguro Social/ #1827 4= 5%HE :

Written Language/ Idioma Escrito/ E 5555 ¢

Spoken Language/ Idioma Hablado/ CERsEE= .

Race (optional)/ Raza (opcional)/ f&j% (FJEEE

Ethnicity (optional)/ Origen Etnico (opcional)/ &% (FEIE) :






