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The federal Health Insurance Portability and
Accountability Act of 1996 (HIPAA) makes it
easier for people covered under existing group
health plans to maintain coverage, regardless of
pre-existing conditions, when they change jobs
or are unemployed for brief periods of time.
California law provides similar and additional
protections. Applicants who meet requirements
outlined under the “Important things to know,”
“Who is eligible?” section are eligible to enroll
in a guaranteed issue individual health plan
from any health plan that offers individual
coverage, including Health Net’s Guaranteed
HMO plans, without medical underwriting. A
health plan cannot reject your application for
guaranteed issue individual health coverage if
you meet the eligibility requirements, agree to
pay the required premiums and live or work in
the plan’s service area. In response, Health Net
of California, Inc. offers the HMO 40 plan to
eligible individuals at the Guaranteed Issue Rates
listed at the end of this brochure.

If you believe your rights under HIPAA have

been violated, please contact the Department of
Managed Health Care at 1-888-HMO-2219, or visit
the Department’s website at www.hmohelp.ca.gov.

This document is only a summary of your
health coverage. You have the right to view the
plan’s Plan Contract and Evidence of Coverage
(EOC) prior to enrollment. To obtain a copy
of this document, contact your authorized
Health Net agent or your Health Net Sales
Representative at 1-800-909-3447. The plan’s
Plan Contract and EOC, which you will
receive after you enroll, contain the terms and
conditions, as well as the governing and exact
contractual provisions, of your Health Net
coverage. It is important for you to carefully
read this document and the plan’s Plan
Contract and EOC thoroughly once received,

especially all sections that apply to those with
special health care needs. The health benefits
and coverage matrix on pages 3 through 5

is included to help you compare coverage
benefits.

Please read the following information so
you will know from whom or what group of
providers health care may be obtained.

How the plan works

Health Net requires the designation of a
primary care physician. A primary care
physician (PCP) provides and coordinates
your medical care. You have the right to
designate any primary care physician who

participates in our Health Net Individual
HMO network and who is available to accept
you or your family members, subject to the
requirements of the physician group. For
children, a pediatrician may be designated as
the primary care physician. Until you make
your primary care physician designation,
Health Net designates one for you. For
information on how to select a primary care
physician and for a list of the participating
primary care physicians, refer to your

Health Net Individual HMO Directory.

The Health Net Individual HMO Directory
is also available on the Health Net website

at www.healthnet.com. Your primary care
physician oversees all your health care and
provides the referral/authorization if specialty
care is needed. Primary care physicians include
general and family practitioners, internists,
pediatricians and OB/GYNs. A primary care
physician’s office is just like any other private
doctor’s office. When you need to see your
doctor, just call for an appointment. To obtain
health care, simply present your ID card and
pay the appropriate copayment.



Your primary care physician must first

be contacted for initial treatment and
consultation before you receive any care or
treatment through a hospital, specialist or
other health care provider, except for OB/
GYN visits, as set out below. All treatments
recommended by such providers must be
authorized by your primary care physician.

You do not need prior authorization from
Health Net or from any other person
(including a primary care physician) in order
to obtain access to obstetrical or gynecological
care from a health care professional in our
network who specializes in obstetrics or
gynecology. The health care professional,
however, may be required to comply with
certain procedures, including obtaining
prior authorization for certain services,
following a pre-approved treatment plan, or
procedures for making referrals. For a list of
participating health care professionals who
specialize in obstetrics or gynecology, refer to
your Health Net Individual HMO Directory.
The Health Net Individual HMO Directory
is also available on the Health Net website

at www.healthnet.com. Refer to the “Mental
Health and Chemical Dependency Services”
section later in this guide for information
about receiving care for Mental Disorders and
Chemical Dependency.

HMO advantages include:
* no paperwork or claim forms;
* emergency care covered worldwide;

+ set copayments for office visits and prenatal,
postnatal and newborn care;

+ hospital coverage;

* no charge for X-ray and laboratory services; and

* prescription coverage.

Timely access to non-emergency

health care services

The California Department of Managed Health

Care (DMHC) has issued regulations (Title 28,

Section 1300.67.2.2) with requirements for timely
access to non-emergency health care services.

You may contact Health Net at the number
shown on the back cover, 7 days per week, 24
hours per day to access triage or screening
services. Health Net provides access to covered
health care services in a timely manner.

For further information, please refer to the
Individual Conversion Plan EOC or contact
the Health Net Member Services Department
at the phone number on the back cover.

Out-of-pocket maximum

See the “Principal Benefits and Coverage Matrix —
HMO? section for specific information about

the out-of-pocket maximum and deductibles

for the Guaranteed Issue HMO Plan. The
copayments and the calendar year inpatient
hospital services deductible that you or your
family members pay for covered services and
supplies apply toward the individual or family
out-of-pocket maximum. After you or your
family members meet your individual or family
out-of-pocket maximum, you pay no additional
amounts for covered services and supplies for the
balance of the calendar year, except as otherwise
noted. Once an individual member in a family
satisfies the individual out-of-pocket maximum,
the remaining enrolled family members must
continue to pay the copayments and the calendar
year deductible for inpatient hospital facility
services until either (a) the aggregate of such
copayments and deductibles paid by the family
reaches the family out-of-pocket maximum, or
(b) each enrolled family member individually
satisfies the individual out-of-pocket maximum.
You are responsible for all charges related to
services and supplies not covered by the health
plan. Amounts that are paid toward certain
covered services and supplies are not applicable
to a member’s out-of-pocket maximum. See the
“Principal Benefits and Coverage Matrix - HMO”
section for specific information about which
amounts do not apply toward the out-of-pocket
maximum. Payments for services and supplies
not covered by this plan will not be applied to this
yearly out-of-pocket maximum. In order for the
family out-of-pocket maximum to apply, you and
your family must be enrolled as a family unit.



Principal Benefits and Coverage Matrix — HMO

This matrix is intended to be used to help you compare coverage benefits and is a summary

only. The plan contract and Evidence of Coverage (EOC) should be consulted for a detailed

description of coverage benefits and limitations.

The copayment amounts listed below are the fees charged to you for covered services you receive.

Copayments can be either a fixed dollar amount or a percentage of Health Net’s cost for the

service or supply and is agreed to in advance by Health Net and the contracted provider. Fixed

dollar copayments are due and payable at the time services are rendered. Percentage copayments

are usually billed after the service is received.

Benefit description HMO 40 NG

Deductibles

$1,500 per calendar year for inpatient
hospital services only (prescription drug
deductible also applies!)

Lifetime maximums

Unlimited

Out-of-pocket maximum

(Payments for services not covered by this plan will not be applied

to this yearly out-of-pocket maximum.)

$3,000 single / $6,000 family
(includes deductible)

Professional services

Visit to physician $40
Specialist consultations $40
Prenatal and postnatal office visits? $40
Preventive care

Periodic health evaluations and annual preventive physical $0
examinations3

Vision exams (for diagnosis or treatment) $40
Hearing exams (for diagnosis or treatment) $40
Immunizations — standard $0
Immunizations — to meet foreign travel or occupational 20%
requirements

Prostate cancer screening and exam $0
Well-woman exam (breast and pelvic exams, cervical cancer $0
screening and mammography)4

Allergy testing $40
Allergy injection services $40

All other injections

Covered in full

Allergy serum

Covered in full

Outpatient facility services
Outpatient services other than surgery

Covered in full

Outpatient surgery

$250

Hospitalization services
Semiprivate hospital room or special care unit with ancillary

services (unlimited, except for non-severe mental disorder and

chemical dependency treatment)

$1,500 deductible applies per calendar
year for inpatient services

Surgeon or assistant surgeon services

Covered in full

Skilled nursing facility stay (limited to 100 days per calendar year)

$50 per day

Maternity care in hospital or skilled nursing facility

$0 after inpatient hospital services
deductible is met




Benefit description HMO 40 NG

Physician visit to hospital or skilled nursing facility (excluding
care for chemical dependency)

Covered in full

Emergency health coverage
Emergency room (professional and facility charges)

$100 (waived if admitted to hospital)

Urgent care center (professional and facility charges)

$40

Ambulance services
Ground ambulance

$80

Air ambulance

$80

Prescription drug coverage

$100 prescription drug deductible per member, per calendar
year applies”

Prescription drugs filled at a participating pharmacy

(up to a 30-day supply) 1,56

$15 Level | (primarily generic);

$25 Level Il (primarily brand name, peak
flow meters, inhaler spacers and diabetic
supplies, including insulin);

$50 Level Ill drugs listed on the
Recommended Drug List (or drugs not on
the Recommended Drug List)

Prescription drugs filled through mail order
(up to a 90-day supply) 1,56

$30 Level | (primarily generic);

$50 Level Il (primarily brand name

and diabetic supplies, including insulin);
$100 Level Ill drugs listed on the
Recommended Drug List (or drugs not on
the Recommended Drug List)

Smoking cessation drugs (covered up to a 12-week

course of therapy per calendar year if you are concurrently
enrolled in a comprehensive smoking cessation behavioral
modification support program. For information regarding
smoking cessation behavioral modification support programs
available through Health Net, contact the Customer Contact
Center at the telephone number on your Health Net ID card or
visit the Health Net website at www.healthnet.com.)1,5,6

50%

Contraceptive drugs>6

$15 Level | (primarily generic);

$25 Level Il (primarily brand name);

$50 Level IIl drugs listed on the
Recommended Drug List (or drugs not on
the Recommended Drug List)

Durable medical equipment
Durable medical equipment (including nebulizers,
face masks and tubing for the treatment of asthma)

50%

Prosthesis?

Covered in full

Mental health services®
Severe mental illness and serious emotional
disturbances of a child conditions

Outpatient professional consultation

$40

Inpatient services

Covered in full

Other mental disorders$
Outpatient professional consultation (20-visit maximum each
calendar year)

$40

Inpatient services (30-day maximum each calendar year)

Covered in full

Chemical dependency services
Chemical dependency treatment

Not covered

Acute care (detoxification)

$100 per day (unlimited)

Home health services
Home health services (100 visits per calendar year maximum;
limited to three visits per day, four-hour maximum per visit)

$40




Benefit description HMO 40 NG

Other
Diabetic equipment (includes blood glucose monitors, insulin $25
pumps and corrective footwear)?

Laboratory procedures and diagnostic imaging Covered in full
(including X-ray) services

Rehabilitative therapy (includes physical, speech, occupational $40

and respiratory therapy)

Sterilizations — vasectomy $150
Sterilizations — tubal ligation $150

Organ and stem cell transplants Covered in full
(non-experimental and non-investigational)

Hospice services Covered in full
Family planning counseling $40

HMO footnotes
1Does not apply to the out-of-pocket maximum, except copayments for peak flow meters, inhaler spacers used for the treatment of
asthma, and diabetic supplies.

2Prenatal, postnatal and newborn care office visits for preventive care are covered in full. If the primary purpose of the office visit is
unrelated to a preventive service or if other non-preventive services are received during the same office visit, the above copayment will
apply for the non-preventive services.

3For preventive health purposes, covered services include, but are not limited to, periodic health evaluations and diagnostic preventive
procedures, based on recommendations published by the U.S. Preventive Services Task Force. In addition, an annual cervical cancer
screening test is covered and includes a Pap test, a human papillomavirus (HPV) screening test that is approved by the U.S. Food and
Drug Administration (FDA), and the option of any cervical cancer screening test approved by the FDA.

4Women may obtain OB/GYN physician services in their primary care physician’s physician group for OB/GYN preventive care,
pregnancy and gynecological ailments without first contacting their primary care physician. Mammograms are covered at the following
intervals: One for ages 35-39, one every 24 months for ages 40—49, and one every year for age 50 and older.

5The Health Net Recommended Drug List is the approved list of medications covered for illnesses and conditions. It is prepared by
Health Net and distributed to Health Net contracted physicians and participating pharmacies. Some drugs on the List may require
prior authorization from Health Net. Drugs that are not listed on the List (previously known as non-formulary) that are not excluded
or limited from coverage are covered. Some drugs that are not listed on the List do require prior authorization from Health Net. Urgent
requests from physicians for authorization are processed as soon as possible, not to exceed 72 hours, after Health Net’s receipt of the
request and any additional information requested by Health Net that is reasonably necessary to make the determination. Routine requests
from physicians are processed in a timely fashion, not to exceed 5 days, as appropriate and medically necessary for the nature of the
member’s condition, after Health Net’s receipt of the information which is reasonably necessary and requested by Health Net to make
the determination. For a copy of the Recommended Drug List, call the Customer Contact Center at the number listed on the back of
your ID card, or visit our website at www.healthnet.com.

6Percentage copayments will be based on Health Net’s contracted pharmacy rate. If the pharmacy’s retail price is less than the applicable
copayment, you will only pay the pharmacy’s retail price.

7The prescription drug deductible (per member per calendar year) must be paid for prescription drug covered services before Health Net
begins to pay. The prescription drug calendar year deductible does not apply to peak flow meters, inhaler spacers used for the treatment
of asthma, and diabetic supplies and equipment dispensed through a Participating Pharmacy. Prescription drug covered expenses are the
lesser of Health Net’s contracted pharmacy rate or the pharmacy’s retail price for covered prescription drugs.

8Benefits are administered by MHN Services, an affiliate behavioral health administrative services company which provides behavioral
health services. See page 10 for definitions of severe mental illness or serious emotional disturbances of a child.

9Diabetic equipment covered under the medical benefit (through “Diabetic equipment”) includes blood glucose monitors designed to
assist the visually impaired, insulin pumps and related supplies, and corrective footwear. Diabetic equipment and supplies covered under
the prescription drug benefit include insulin, specific brands of glucose monitors and blood glucose testing strips, Ketone urine testing
strips, lancets and lancet puncture devices, specific brands of pen delivery systems (including pen needles) for the administration of
insulin, and specific brands of insulin syringes. Additionally, the following supplies are covered under the medical benefit as specified:
(a) visual aids (excluding eyewear), to assist the visually impaired with proper dosing of insulin, are provided through the prostheses
benefit; and (b) Glucogen, provided through the self-injectables benefit. Self-management training, education and medical nutrition
therapy will be covered only when provided by licensed health care professionals with expertise in the management or treatment of
diabetes (provided through the patient education benefit).



ImpOI‘ tant things to Know

Who is eligible?

Applicants who meet the following
requirements are eligible to enroll in Health Net’s
Guaranteed Issue HMO without underwriting.
Specific Guaranteed Issue rates apply. Only
eligible individuals qualify for guaranteed

issuance. To be considered an eligible individual:

* The applicant must be under the age of 65.

+ The applicant must not be eligible for

Medicare.

+ The applicant must reside continuously in

our service area.

+ The most recent coverage must have been
under a group health plan (COBRA and
Cal-COBRA coverage are considered group

coverage).

* The applicant must have a total of 18
months of coverage (including COBRA,
if applicable) without a significant break
(excluding any employer-imposed waiting
periods) in coverage of more than 63 days.

+ If COBRA or Cal-COBRA coverage was
available, it must have been elected and such

coverage must have been exhausted.

+ The applicant must not be eligible for
coverage under any group health plan,
Medicare or Medicaid, and must not have

other health insurance coverage.

+ The individual’s most recent coverage could
not have been terminated due to fraud or

nonpayment of premiums.

How does the monthly billing work?

Your premium must be received by Health Net
by the first day of the coverage month. If there
are premium increases after the enrollment

effective date, you will be notified at least 60

days in advance. For your monthly billing, you
may choose to enroll in Health Net’s Simple
Pay option, pay by credit card or receive a
monthly billing statement by mail. If there are
changes to the Health Net Individual & Family
HMO Plan Contract and EOC, including
changes in benefits, you will be notified at

least 30 days in advance.

Can benefits be terminated?

You may cancel your coverage at any time

by giving Health Net written notice. In such
event, termination will be effective on the first
day of the month following our receipt of
your written notice to cancel. Health Net has
the right to terminate your coverage for any of

the following reasons:

* You do not pay your premium on time.
(Health Net will issue a 30 day prior notice
of our right to terminate your coverage for
non-payment of premium. The 30 day prior
notice will be sent on or before the first day of
the month for which premiums are due and
will describe the 30 day grace period, which
grace period begins after the last day of paid
coverage. If you do not pay your premiums
by the first day of the month for which
premiums are due, Health Net can terminate

your coverage after the 30 day grace period).

* You and/or your family member(s) cease

being eligible (see “Who is eligible?” section).

* You commit any act or practice which
constitutes fraud, or for any intentional
misrepresentation of material fact under
the terms of the agreement. Some examples
include: misrepresenting eligibility
information about you or a dependent;

presenting an invalid prescription or



physician order; or misusing a Health Net
Member ID Card (or letting someone else

use it).

Health Net can terminate your coverage, together
with all like policies, by giving 90 day’s written
notice. If your coverage is terminated because
Health Net ceases to offer all like policies,

you may be entitled to Conversion coverage.
Should such a termination occur, information
on Conversion coverage will be provided in
the written termination notice. Members are
responsible for payment of any services received
after termination of coverage at the provider’s
prevailing non-member rates. This is also
applicable to members who are hospitalized or
undergoing treatment for an ongoing condition

on the termination date of coverage.

If you terminate coverage for yourself or any
of your family members, you may apply for
re-enrollment, but Health Net may decline

enrollment at its discretion.

Are there any renewal provisions?

Subject to the termination provisions
discussed, coverage will remain in effect for
each month prepayment fees are received and
accepted by Health Net. You will be notified 60
days in advance of any changes in prepayment
fees. You will be notified 30 days in advance of

any changes in benefits or contract provisions.

Does Health Net coordinate benefits?
There are no Coordination of Benefit
provisions for individual plans in the state

of California.

What is utilization review?

Health Net makes medical care covered under
our Individual & Family HMO plans subject
to policies and procedures that lead to efficient
and prudent use of resources and, ultimately,

to continuous improvement of quality of care.

Health Net bases the approval or denial of

services on the following main procedures:

« Evaluation of medical services to assess medical

necessity and appropriate level of care,

+ Implementation of case management for

long-term or chronic conditions,

+ Review and authorization of inpatient
admission and referrals to noncontracting

providers, and

+ Review of scope of benefits to determine

coverage.

If you would like additional information

regarding Health Net’s Utilization Review
System, please call the Customer Contact
Center at 1-800-839-2172.

Does Health Net cover the cost of
participation in clinical trials?

Routine patient care costs for patients
diagnosed with cancer who are accepted into
phase I, IT, TIT or IV clinical trials are covered
when medically necessary, recommended

by the member’s treating physician and
authorized by Health Net. The physician must
determine that participation has a meaningful
potential to benefit the member and the

trial has therapeutic intent. For further
information, please refer to the Health Net
Individual & Family HMO Plan Contract and
Evidence of Coverage (EOC).

What if I have a disagreement with

Health Net?

Members dissatisfied with the quality of care
received, or who believe they were denied
service or a claim in error, or subject to or
received an adverse benefit determination
may file a grievance or appeal. An adverse
benefit determination includes: (a) rescission
of coverage, even if it does not have an adverse

effect on a particular benefit at the time;



(b) determination of an individual’s eligibility
to participate in this Health Net plan;

(¢) determination that a benefit is not covered;
(d) an exclusion or limitation of an otherwise
covered benefit based on a pre-existing
condition exclusion or a source of injury
exclusion; or, (e) determination that a

benefit is experimental, investigational, or

not medically necessary or appropriate.

In addition, plan members can request an
independent medical review of disputed
health care services from the Department

of Managed Health Care if they believe that
health care services eligible for coverage and
payment under their Health Net plan were
improperly denied, modified or delayed by

Health Net or one of its contracting providers.

Also, if Health Net denies a member’s appeal of
a denial for lack of medical necessity, or denies
or delays coverage for requested treatment
involving experimental or investigational
drugs, devices, procedures or therapies,
members can request an independent medical
review of Health Net’s decision from the
Department of Managed Health Care if they
meet eligibility criteria set out in the Plan

Contract and Evidence of Coverage.

Members not satisfied with the results of the
grievance and appeals process may submit the
problem to binding arbitration. Health Net
uses binding arbitration to settle disputes,

including medical malpractice.

As a condition of enrollment, members give
up their right to a jury or trial before a judge

for the resolution of such disputes.

The California Department of Managed
Health Care is responsible for regulating
health care service plans. If you have a
grievance against Health Net, you should first
telephone Health Net at 1-800-839-2172 and

use our grievance process before contacting

the Department. Utilizing this grievance
procedure does not prohibit any potential
legal rights or remedies that may be available
to you. If you need help with a grievance
involving an emergency, a grievance that

has not been satisfactorily resolved by

Health Net, or a grievance that has remained
unresolved for more than 30 days, you may
call the Department for assistance. You may
also be eligible for an Independent Medical
Review (IMR). If you are eligible for IMR,
the IMR process will provide an impartial
review of medical decisions made by a health
plan related to the medical necessity of a
proposed service or treatment, coverage
decisions for treatments that are experimental
or investigational in nature, and payment
disputes for emergency or urgent medical
services. The Department also has a toll-free
telephone number (1-888-HM(-2219) and
a TDD line (1-877-688-9891) for the hearing
and speech impaired. The Department’s
website http://www.hmohelp.ca.gov has
complaint forms, IMR application forms and

instructions online.

What if I need a second opinion?
Health Net members have the right to request

a second opinion when:

+ The member’s primary care physician or
a referral physician gives a diagnosis or
recommends a treatment plan with which

the member is not satisfied;

« The member is not satisfied with the result

of treatment received;

+ The member is diagnosed with, or a
treatment plan is recommended for,
a condition that threatens loss of life,
limb or bodily function, or a substantial
impairment, including but not limited to a

serious chronic condition; or



+ The member’s primary care physician or
a referral physician is unable to diagnose
the member’s condition, or test results are

conflicting.

To obtain a copy of Health Net’s second
opinion policy, contact the Customer Contact
Center at 1-800-839-2172.

What are Health Net’s loss ratios?

The loss ratio is the ratio of health care costs
to premiums. Health Net’s 2010 loss ratio for
Individual & Family HMO plans was 139.8%.

What is the relationship of the involved parties?
Physician groups, contracting physicians,
hospitals and other health care providers

are not agents or employees of Health Net.
Health Net and each of its employees are not
the agents or employees of any physician
group, contract physician, hospital or other
health care provider. All of the parties are
independent contractors and contract with
each other to provide you the covered services
or supplies of your coverage option. Members
are not liable for any acts or omissions of
Health Net, its agents or employees, or of
physician groups, any physician or hospital, or
any other person or organization with which
Health Net has arranged or will arrange to
provide the covered services and supplies of

your plan.

What about continuity of care upon
termination of a provider contract?

If Health Net’s contract with a physician
group or other provider is terminated,
Health Net will transfer any affected
members to another contracting physician
group or provider and make every effort to
ensure continuity of care. At least 60 days
prior to termination of a contract with a

physician group or acute care hospital to

which members are assigned for services,
Health Net will provide a written notice to
affected members. For all other hospitals that
terminate their contract with Health Net, a
written notice will be provided to affected
members within five days after the effective

date of the contract termination.

In addition, the member may request
continued care from a provider whose contract
is terminated if at the time of termination

the member was receiving care from such a

provider for:

* an acute condition;

* a serious chronic condition not to
exceed twelve months from the contract

termination date;

+ a pregnancy (including the duration of the

pregnancy and immediate postpartum care);

* anewborn up to 36 months of age not to
exceed twelve months from the contract

termination date;

« a terminal illness (for the duration of the

terminal illness); or

« asurgery or other procedure that has been
authorized by Health Net as part of a

documented course of treatment.

Health Net may provide coverage for
completion of services from a provider

whose contract has been terminated, subject
to applicable copayments and any other
exclusions and limitations of this Plan and

if such provider is willing to accept the same
contract terms applicable to the provider prior
to the provider’s contract termination. You
must request continued care within 30 days of
the provider’s date of termination unless you
can show that it was not reasonably possible
to make the request within 30 days of the
provider’s date of termination and you make

the request as soon as reasonably possible.
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If you would like more information on how
to request continued care, or request a copy of
our continuity of care policy, please contact the
Customer Contact Center at 1-800-839-2172.

What are Severe Mental Illness and Serious
Emotional Disturbances of a Child?

Severe Mental Illness includes schizophrenia,
schizoaffective disorder, bipolar disorder
(manic-depressive illness), major depressive
disorders, panic disorder, obsessive-compulsive
disorders, pervasive developmental disorder
(including Autistic Disorder, Rett’s Disorder,
Childhood Disintegrative Disorder, Asperger’s
Disorder and Pervasive Developmental
Disorder not otherwise specified to include
Atypical Autism, in accordance with
professionally recognized standards including,
but not limited to, the most recent edition

of the Diagnostic and Statistical Manual of
Mental Disorders, as amended to date), autism,

anorexia nervosa, and bulimia nervosa.

Serious Emotional Disturbances of a Child is
when a child under the age of 18 has one or
more mental disorders identified in the most
recent edition of the Diagnostic and Statistical
Manual of Mental Disorders, as amended to
date, other than a primary substance abuse
disorder or a developmental disorder, that
result in behavior inappropriate to the child’s
age according to expected developmental
norms. In addition, the child must meet one
or more of the following: (a) as a result of

the mental disorder, the child has substantial
impairment in at least two of the following
areas: self-care, school functioning, family
relationships, or ability to function in the
community; and either (i) the child is at risk

of removal from home or has already been
removed from the home, or (ii) the mental
disorder and impairments have been present for

more than six months or are likely to continue

for more than one year; (b) the child displays
one of the following: psychotic features, risk

of suicide or risk of violence due to a mental
disorder; and/or (c) the child meets special
education eligibility requirements under
Chapter 26.5 (commencing with Section 7570)
of Division 7 of Title 1 of the Government Code.

Do providers limit services for

reproductive care?

Some hospitals and other providers do not
provide one or more of the following services
that may be covered under the plan’s Plan
Contract and Evidence of Coverage and that
you or your family member might need: family
planning; contraceptive services, including
emergency contraception; sterilization,
including tubal ligation at the time of labor and
delivery; infertility treatments; or abortion. You
should obtain more information before you
enroll. Call your prospective doctor, medical
group, independent practice association or
clinic, or call Health Net’s Customer Contact
Center at 1-800-839-2172 to ensure that you can

obtain the health care services that you need.

What is the method of provider
reimbursement?

Health Net uses financial incentives and
various risk-sharing arrangements when
paying providers. Members may request more
information about our payment methods by
contacting the Customer Contact Center at
the telephone number on the back of their
Health Net ID card.

When and how does Health Net pay my
medical bills?

Health Net will coordinate the payment for
covered services when you receive care from
your primary care physician or when you

are referred by your primary care physician



to a specialist. We have agreements with
these physicians that eliminate the need for
claim forms. Simply present your Health Net

member ID card.

Am I required to see my primary care
physician if I have an emergency?
Health Net covers emergency and urgently

needed care throughout the world.

If your situation is life-threatening,
immediately call 911 if you are in an area
where the system is established and operating.
If your situation is not so severe, first call your
primary care physician or physician group
(medical), or the Administrator (mental
illness or detoxification). If you are unable to
call and you need medical care right away, go

to the nearest medical center or hospital.

An emergency means any otherwise covered
service for an acute illness, a new injury or an
unforeseen deterioration or complication of
an existing illness, injury or condition already
known to the person or, if a minor, to the
minor’s parent or guardian that a reasonable
person with an average knowledge of health
and medicine (a prudent layperson) would
believe requires immediate treatment, and
without immediate treatment, any of the
following would occur: (a) his or her health
would be put in serious danger (and in the
case of a pregnant woman, would put the
health of her unborn child in serious danger);
(b) his or her bodily functions, organs or
parts would become seriously damaged; or
(¢) his or her bodily organs or parts would
seriously malfunction. Emergency care also
includes treatment of severe pain or active
labor. Active labor means labor at the time
that either of the following would occur: (a)
there is inadequate time to effect safe transfer
to another hospital prior to delivery; or (b)

a transfer poses a threat to the health and

safety of the member or her unborn child.
Emergency care will also include additional
screening, examination and evaluation by a
physician (or other personnel to the extent
permitted by applicable law and within the
scope of his or her license and privileges)

to determine if a psychiatric emergency
medical condition exists, and the care and
treatment necessary to relieve or eliminate
the psychiatric emergency medical condition,
either within the capacity of the facility or by
transferring the member to a psychiatric unit
within a general acute hospital or to an acute

psychiatric hospital, as medically necessary.

All air and ground ambulance and ambulance
transport services provided as a result of a 911
call will be covered, if the request is made for
an emergency medical condition (including
severe mental illness and serious emotional
disturbances of a child).

All follow-up care (including severe mental
illness and serious emotional disturbances of
a child) after the emergency or urgency has
passed and your condition is stable must be
provided or authorized by your primary care
physician or physician group (medical), or the
Administrator (mental illness and chemical
dependency); otherwise, it will not be covered
by Health Net.

Am I liable for payment of certain services?
We are responsible for paying participating
providers for covered services. Except for
copayments and deductibles, participating
providers may not bill you for charges in
excess of our payment. You are financially
responsible for: (a) services beyond the
benefit limitations stated in the plan’s Plan
Contract and EOC; and (b) services not
covered by the Individual & Family HMO
Plan. The Individual & Family HMO Plans

do not cover: prepayment fees, copayments,

11
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deductibles, services and supplies not covered
by the Individual & Family HMO Plans or
non-emergency care rendered by a non-

participating provider.

Can I be reimbursed for out-of-network claims?
Some non-participating providers will ask
you to pay a bill at the time of service. If

you have to pay a bill for covered services,
submit a copy of the bill, evidence of its
payment and the emergency room report

to us for reimbursement within one year of
the date the service was rendered. Coverage
for services rendered by non-participating
providers is limited to emergency care when a

participating provider is not available.

How does Health Net handle confidentiality
and release of member information?

Health Net knows that personal information
in your medical records is private. Therefore,
we protect your personal health information
in all settings. As part of the application or
enrollment form, Health Net members sign
a routine consent to obtain or release their
medical information. This consent is used
by Health Net to ensure notification to and
consent from members for present and future
routine needs for the use of personal health

information.

This consent includes the obtaining or

release of all records pertaining to medical
history, services rendered or treatment given
to all subscribers and members under the
plan for the purpose of review, investigation
or evaluation of an application, claim, appeals
(including the release to an independent
reviewer organization) or grievance, or for
preventive health or health management

purposes.

We will not release your medical records or
other confidential information to anyone
such as employers or insurance brokers, who
are not authorized to have that information.
We will only release information if you give
us special consent in writing. The only time
we would release such information without
your special consent is when we have to
comply with a law, court order or subpoena.
Often, Health Net is required to comply with
aggregated measurement and data reporting
requirements. In those cases, we protect your
privacy by not releasing any information that

identifies our members.

Privacy practices

For a description of how protected health
information about you may be used and
disclosed and how you can get access to this
information, please see the plan’s Notice of

Privacy Practices in the plan’s Plan Contract.

How does Health Net deal with new
technologies?

New technologies are those procedures, drugs
or devices that have recently been developed
for the treatment of specific diseases or
conditions, or are new applications of
existing procedures, drugs or devices. New
technologies are considered investigational or
experimental during various stages of clinical
study as safety and effectiveness are evaluated
and the technology achieves acceptance into
the medical standard of care. The technologies
may continue to be considered investigational
or experimental if clinical study has not
shown safety or effectiveness or if they are not
considered standard care by the appropriate
medical specialty. Approved technologies are
integrated into Health Net benefits.



Health Net determines whether new technologies
should be considered medically appropriate,
or investigational or experimental, following
extensive review of medical research by
appropriately specialized physicians.

Health Net requests review of new technologies
by an independent, expert medical reviewer in
order to determine medical appropriateness

or investigational or experimental status of a

technology or procedure.

The expert medical reviewer also advises
Health Net when patients require quick
determinations of coverage, when there is no
guiding principle for certain technologies, or
when the complexity of a patient’s medical

condition requires expert evaluation.

What are Health Net’s Utilization
Management processes?

Utilization Management is an important
component of health care management.
Through the processes of pre-authorization,
concurrent and retrospective review and care
management, we evaluate the services
provided to our members to be sure that they
are medically necessary and appropriate for
the setting and time. This oversight helps to
maintain Health Net’s high quality medical

management standards.

Pre-authorization

Certain proposed services may require an
assessment prior to approval. Evidence-based
criteria are used to evaluate that the procedure
is medically necessary and planned for the
appropriate setting (i.e., inpatient, ambulatory

surgery, etc.).

Concurrent review

This process continues to authorize
inpatient and certain outpatient conditions
on a concurrent basis while following a
member’s progress, such as during inpatient
hospitalization or while receiving outpatient

home care services.

Discharge planning

This component of the concurrent review
process ensures that planning is done for

a member’s safe discharge in conjunction
with the physician’s discharge orders and to

authorize post-hospital services when needed.

Retrospective review

This medical management process assesses
the appropriateness of medical services on a
case-by-case basis after the services have been
provided. It is usually performed on cases
where pre-authorization was required but not

obtained.

Care or case management

Nurse Care Managers provide assistance,
education and guidance to members (and
their families) through major acute and/or
chronic long-term health problems. The care
managers work closely with members and

their physicians and community resources.

13
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Exclusions . Limitations

No payment will be made under the Health Net
Individual & Family HMO Plans for expenses
incurred for, or which are follow-up care to,
any of the items below. The following are
selective listings only. For a comprehensive
listing, see the Health Net Individual & Family
Plan Contract and EOC.

+ Services and supplies which Health Net
determines are not medically necessary,
except as set out under “Does Health Net
cover the cost of participation in clinical
trials?” and “What if I have a disagreement
with Health Net?” on page 7.

« Ambulance and paramedic services that do
not result in transportation or that do not
meet the criteria for emergency care, unless
such services are medically necessary and
prior authorization has been obtained.

+ Custodial care. Custodial care is not
rehabilitative care and is provided to assist
a patient in meeting the activities of daily
living such as: help in walking, getting in
and out of bed, bathing, dressing, feeding
and preparation of special diets, and
supervision of medications which are
ordinarily self-administered, but not care
that requires skilled nursing services on a
continuing basis.

+ Procedures that Health Net determines to
be experimental or investigational, except
as set out under “Does Health Net cover
the cost of participation in clinical trials?”
and “What if I have a disagreement with
Health Net?” on page 7.

+ Services or supplies provided before the
effective date of coverage; services or

supplies provided after coverage through
this plan has ended are not covered.

Reimbursement for services for which the
member is not legally obligated to pay the
provider or for which the provider pays
no charge.

Any service or supplies not specifically
listed as covered expenses, unless coverage is
required by state or federal law.

Services or supplies that are intended to
impregnate a woman are not covered.
Excluded procedures include, but are not
limited to, collection, storage or purchase of

Sperm or ova.

Oral contraceptives and emergency
contraceptives are covered. Vaginal
contraceptives are limited to diaphragms,
cervical caps and IUDs, and are only covered
when a contracted physician performs a fitting
examination and in the case of diaphragms and
cervical caps, prescribes the device. [UDs are
only available through the member physician’s
office, are covered as a medical benefit, and

are limited to one fitting and device per

year, unless additional fittings or devices are
medically necessary. Diaphragms and cervical
caps are only available through a prescription
from a pharmacy and are limited to one
prescription per year unless additional fittings
or devices are medically necessary. Injectable
contraceptives are covered as a medical benefit
when administered by a physician.

Cosmetic surgery that is performed to alter
or reshape normal structures of the body in
order to improve appearance.!?

10When a medically necessary mastectomy has been performed, breast reconstruction surgery and surgery performed on either breast
to restore or achieve symmetry (balanced proportions) in the breast are covered. In addition, when surgery is performed to correct

or repair abnormal structures of the body caused by congenital defects, developmental abnormalities, trauma, infection, tumors
or disease, to do either of the following: improve function or create a normal appearance to the extent possible, unless the surgery

offers a minimal improvement in the appearance of the member.



+ Treatment and services for temporomandibular
joint disorders are covered when determined
to be medically necessary, excluding crowns,
onlays, bridgework and appliances.

+ This Plan only covers services or supplies
provided by a legally operated hospital,
Medicare-approved skilled nursing facility,
or other properly licensed facility as specified
in the plan’s Plan Contract and EOC. Any
institution that is primarily a place for the
aged, a nursing home or any similar institution,
regardless of how it is designated, is not an
eligible institution. Services or supplies that are
provided by such institutions are not covered.

+ Dental care. This plan does cover medically
necessary dental or orthodontic services that
are an integral part of reconstructive surgery
for cleft palate procedures. Cleft palate includes
cleft palate, cleft lip or other craniofacial
anomalies associated with cleft palate.

+ Surgery and related services for the purpose
of correcting the malposition or improper
development of the bones of the upper
or lower jaw, except when such surgery is
required due to trauma or the existence of
tumors or neoplasms, or when otherwise
medically necessary. See the “Dental care”
exclusion above for information regarding

cleft palate procedures.
+ Hearing aids.

+ Private duty nursing. Shift care and any
portion of shift care services are also not
covered.

+ Any eye surgery for the purpose of
correcting refractive defects of the eye,
unless medically necessary, recommended
by the member’s treating physician and
authorized by Health Net.

+ Contact or corrective lenses (except an
implanted lens that replaces the organic eye
lens), vision therapy and eyeglasses.

Services to reverse voluntary surgically
induced infertility.

Sex change procedures or treatment.

Any outpatient drugs, medications or other
substances dispensed or administered in any
setting, except as specifically stated in the
plan’s Plan Contract and EOC.

Services for a surrogate pregnancy are
covered when the surrogate is a Health Net
member. However, when compensation is
obtained for the surrogacy, the plan shall
have a lien on such compensation to recover

its medical expense.

Although this plan does cover durable
medical equipment, it does not cover the
following items: (a) exercise equipment; (b)
hygienic equipment and supplies;

(c) surgical dressings other than primary
dressings that are applied by your physician
group or a hospital to lesions of the skin

or surgical incisions; (d) jacuzzis and
whirlpools; (e) orthodontic appliances to
treat dental conditions related to disorders
of the temporomandibular (jaw) joint; (f)
support appliances such as stockings, over
the counter support devices or orthotics,
and devices or orthotics for improving
athletic performance or sports-related
activities; (g) orthotics that are not custom
made to fit the member’s body; and (h)
corrective footwear (such as corrective shoes
or foot orthotics), that is not incorporated
into a cast, brace or strapping of the foot,
unless it is medically necessary for the
management and treatment of diabetes.

Personal or comfort items.
Disposable supplies for home use.

Home birth, unless the criteria for

emergency care have been met.

Physician self-treatment.
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Treatment by immediate family members.

Drugs (including injectable medications)
for the treatment of sexual dysfunction
when prescribed for the treatment of

sexual dysfunction.

Services to diagnose, evaluate or treat

infertility are not covered.

Bariatric surgery provided for the treatment
of morbid obesity is covered when medically
necessary, authorized by Health Net and
performed at a Health Net Bariatric Surgery
Performance Center by a Health Net Bariatric
Surgery Performance Center network
surgeon who is affiliated with the Health Net
Bariatric Surgery Performance Center.
Health Net has a specific network of bariatric
facilities and surgeons, which are designated
as Bariatric Surgery Performance Centers to
perform weight loss surgery. Your member
physician can provide you with information
about this network. You will be directed to

a Health Net Bariatric Surgery Performance

Center at the time authorization is obtained.

Services for the treatment of Chemical
Dependency (other than detoxification) are
not covered.

Treatments which use umbilical cord blood,
cord blood stem cells and adult stem cells
(nor their collection, preservation and
storage) as such treatments are considered
to be experimental or investigational

in nature. For information regarding
requesting an Independent Medical

Review of a Plan denial of coverage on the
basis that it is considered experimental

or investigational see “What if I have a

disagreement with Health Net?” on page 7.
Chiropractic services.

Home health care (limited to 100 combined
visits per calendar year; maximum three

visits per day and four hours per visit).

Services or supplies that are not authorized
by Health Net, the physician group
(medical) or the Administrator (Mental
Disorders or Chemical Dependency)

according to Health Net’s procedures.

Services and supplies rendered by a
nonparticipating physician without
authorization from Health Net or the

physician group.

Diagnostic procedures or testing for genetic
disorders, except for prenatal diagnosis of
fetal genetic disorders in cases of high-risk

pregnancy.

Nonprescription drug, medical equipment
or supply that can be purchased without a
prescription (except when prescribed by a
physician for management and treatment
of diabetes). If a drug that was previously
available by prescription becomes available in
an over-the-counter (OTC) form in the same
prescription strength, then any prescription
drugs that are similar agents and have
comparable clinical effect(s), will only be
covered when prior authorization is obtained
from Health Net. However, if a higher dosage
form of a nonprescription drug or over-the-
counter drug is only available by prescription,
that higher dosage will be covered.

Routine foot care, unless medically

necessary for a diabetic condition.
Acupuncture.

Coverage for rehabilitation therapy is limited
to medically necessary services provided

by a Plan-contracted physician, licensed
physical, speech or occupational therapist or
other contracted provider, acting within the
scope of his or her license, to treat physical
or mental health conditions, subject to any
required authorization from the Plan or the
member’s medical group. The services must

be based on a treatment plan authorized



as required by the Plan or the member’s

medical group.

+ Any services or supplies not related to the
diagnosis or treatment of a covered condition,
illness or injury. However, the Plan does cover
medically necessary services and supplies for
medical conditions directly related to non-
covered services when complications exceed
routine follow-up care (such as life-threatening

complications of cosmetic surgery).

+ Therapy intended to change behavior by
inducing a dislike for the behavior through
association with a noxious stimulus

(aversion therapy) is not covered.

+ Services related to or consisting of education
or training, including for employment or
professional purposes, are not covered, even if
provided by an individual licensed as a health

care provider by the state of California.

+ Electroconvulsive therapy is not covered

except as authorized by the Administrator.

+ The following types of treatment are only
covered when provided in connection with
covered treatment for a Mental Disorder or
Chemical Dependency: (a) treatment for
co-dependency; (b) treatment for
psychological stress; and (c) treatment of
marital or family dysfunction. Treatment
of Delirium, Dementia, Amnesic Disorders
(as defined in the DSM-IV) and Mental
Retardation are covered for medically
necessary medical services but covered
for accompanying behavioral and/or
psychological symptoms only if amenable to
psychotherapeutic or psychiatric treatment.
In addition, Health Net will cover only those
Mental Disorder or Chemical Dependency
services which are delivered by providers
who are licensed in accordance with
California law and are acting within the

scope of such license.

« Services that do not meet national standards

for professional medical or mental health
practice, including, but not limited to,
Erhard/The Forum, primal therapy;,
bioenergetic therapy, hypnotherapy and
crystal healing therapy are not covered.

For information regarding requesting an
Independent Medical Review of a denial of
coverage see “What if I have a disagreement
with Health Net?” earlier in this guide.

Coverage for biofeedback therapy is limited
to medically necessary treatment of certain
physical disorders such as incontinence and

chronic pain.

Psychological testing except as conducted
by a licensed psychologist for assistance in
treatment planning, including medication
management or diagnostic clarification.
Also excluded is coverage for scoring of
automated computer-based reports, unless
the scoring is performed by a provider

qualified to perform it.

Residential treatment that is not medically
necessary is excluded. Admissions that are
not considered medically appropriate and
are not covered include admissions for
wilderness center training; for Custodial
Care, for a situational or environmental
change; or as an alternative to placement in

a foster home or halfway house.

Services in a state hospital are limited to
treatment or confinement as the result of an

emergency or urgently needed care.

Treatment or consultations provided by

telephone are not covered.

Medical mental health care or chemical
dependency services as a condition of
parole or probation, and court-ordered
testing are limited to medically necessary

covered services.
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Mental Health ana
Chemical D cp endency services

The Mental Disorders and Chemical
Dependency benefits are administered
by MHN Services, an affiliate behavioral
health administrative services company
(the Administrator) which contracts with
Health Net to administer these benefits.

When you need to see a participating mental
health professional, contact the Administrator
by calling the Health Net Member Services
Department at the phone number on your
Health Net ID Card. The Administrator will
help you identify a participating mental health
professional, a participating independent
physician or a subcontracted provider
association (IPA) within the network, close

to where you live or work, with whom you
can make an appointment. Certain services

and supplies for mental disorders and

chemical dependency may require prior
authorization by the Administrator in order
to be covered. No prior authorization is
required for outpatient office visits, but a
voluntary registration with the Administrator
is encouraged. Please refer to the plan’s Plan
Contract and EOC for a more complete
description of mental disorder and chemical
dependency services and supplies, including
those that require prior authorization by the

Administrator.



.
PrescriptiOn Dl‘ug Program

Health Net is contracted with many major
pharmacies, supermarket-based pharmacies
and privately owned pharmacies in California.
To find a conveniently located participating
pharmacy, please visit our website at
www.healthnet.com or call the Customer

Contact Center.

Specific exclusions and limitations apply

to the Prescription Drug Program. See the
Health Net Individual & Family Plan Contract
and EOC for complete details. Remember,
limits on quantity, dosage and treatment

duration may apply to some drugs.

Mail order pharmacy program

If your prescription is for a maintenance
medication (a drug that you will be taking for
an extended period), you have the option of
filling it through our convenient mail order
pharmacy program. This program allows you
to receive up to a 90-consecutive-calendar-
day supply of maintenance medications. For
complete information, call Health Net at
1-800-839-2172.

Note: Schedule II narcotic drugs are not
covered through mail order. See the Health Net
Individual & Family Plan Contract and EOC

for additional information.

The Health Net Recommended Drug
List: Level I drugs (primarily generic)
and Level II drugs (primarily brand)
The Health Net Recommended Drug List

(or Formulary or the List) is the approved

list of medications covered for illnesses and

conditions. It was developed to identify the

safest and most effective medications for

Health Net members while attempting to

maintain affordable pharmacy benefits.

We specifically suggest to all Health Net
contracting primary care physicians

and specialists that they refer to this list
when choosing drugs for patients who

are Health Net members. When your
physician prescribes medications listed in
the Recommended Drug List, it ensures that
you are receiving a high quality prescription

medication that is also of high value.

The Recommended Drug List is updated
regularly, based on input from the Health Net
Pharmacy and Therapeutics (P&T) Committee.
This committee’s members are actively
practicing physicians of various medical
specialties and clinical pharmacists. Voting
members are recruited from contracting
physician groups throughout California based
on their experience, knowledge and expertise.
In addition, the P&T Committee frequently
consults with other medical experts to provide
additional input to the Committee. Updates
to the Recommended Drug List and drug
usage guidelines are made as new clinical
information and new drugs become available.
In order to keep the List current, the P&T
Committee evaluates clinical effectiveness,

safety and overall value through:

+ medical and scientific publications,

+ relevant utilization experience, and

* physician recommendations.

To obtain a copy of Health Net’s most current
Recommended Drug List, please visit our
website at www.healthnet.com or call the
Customer Contact Center at 1-800-839-2172.
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Level 111 drugs If authorization is denied by Health Net,
Level III drugs are prescription drugs that you will receive written communication

are listed as Level 11T or not listed on the including the specific reason for denial. If you

Recommended Drug List and are not excluded disagree with the decision, you may appeal the

decision.
from coverage.

The appeal may be submitted in writing, by

What is “prior authorization”? telephone or through email. We must receive
Some Level I, Level I and Level III the appeal within 60 days of the date of the
prescription medications require prior denial notice. Please refer to the plan’s Plan
authorization. This means that your doctor Contract and EOC for details regarding your
must contact Health Net in advance to right to appeal.

provide the medical reason for prescribing the
medication. Upon receiving your physician’s To submit an appeal:

request for prior authorization, Health Net « Call the Customer Contact Center at

will evaluate the information submitted and 1-800-839-2172,

make a determination based on established .. . .
o o ) o + Visit www.healthnet.com for information
clinical criteria for the particular medication. -
on emailing the Customer Contact Center,

The criteria used for prior authorization are or

developed and based on input from the « Write to:

Health Net P&T Committee as well as Health Net Customer Contact Center
physician specialist experts. Your physician PO Box 10348

may contact Health Net to obtain the usage Van Nuys, CA 91410-0348

guidelines for specific medications.
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Health Net of California, Inc.

Guaranteed Issue Plan Rates effective January 1, 2012

Note: If you have a birthday during the year that moves you into a new age category, please be
advised that any required rate change will be effective the first of the month following the month

in which your birthday occurs.
Merced, Sacramento, San

Joaquin, Sonoma, Stanislaus,

Tulare, western El Dorado,!1 Riverside, San Bernardino

Reglon 1 Los Angeles County Reglon 2 and western Placer!! counties Reglon 3 and Ventura counties
Tier/Age HMO 40 NG Tier/Age HMO 40 NG Tier/Age HMO 40 NG
<1 1,689 <1 1,820 <1 1,849
-4 453 -4 489 -4 479
5-18 440 5-18 474 5-18 464
19-24 544 19-24 583 19-24 588
25-29 635 25-29 680 25-29 681
30-34 797 30-34 867 30-34 877
Subscriber 35-39 880 Subscriber 35.39 a5 Subscriber 35.39 957
40-44 924 40-44 997 40-44 1,014
45-49 974 45-49 1,050 4549 1,069
50-54 1,152 50-54 1,235 50-54 1,256
55-59 1,346 55-59 1,443 55-59 1,468
60-64 1,346 60-64 1,443 60-64 1,468
19-24 1,088 19-24 1,167 19-24 1,178
25-29 1,271 25-29 1,361 25-29 1,365
30-34 1,596 30-34 1,734 30-34 1,756
35-39 1,761 35-39 1,890 35-39 1,914
b, o e, o S, ot
45-49 1,949 45-49 2,102 45-49 2,140
50-54 2,305 50-54 2,473 50-54 2,514
55-59 2,692 55-59 2,886 55-59 2,939
60-64 2,692 60-64 2,886 60-64 2,939
19-24 1,057 19-24 1,135 19-24 1,132
25-29 1,145 25-29 1,230 25-29 1,225
30-34 1,307 30-34 1,417 30-34 1,419
35-39 1,387 35-39 1,494 35-39 1,496
el s i el
45-49 1,480 45-49 1,596 45-49 1,604
50-54 1,592 50-54 1,711 50-54 1,720
55-59 1,786 55-59 1,919 55-59 1,934
60-64 1,786 60-64 1,919 60-64 1,934
19-24 1,506 19-24 1,620 19-24 1,608
25-29 1,594 25-29 1,715 25-29 1,696
30-34 1,754 30-34 1,898 30-34 1,888
35-39 1,832 35-39 1,975 35-39 1,965
e, 0 1676 ke, 0 202 e 2019
45-49 1,922 45-49 2,074 45-49 2,074
50-54 2,033 50-54 2,187 50-54 2,186
55-59 2,227 55-59 2,395 55-59 2,398
60-64 2,227 60-64 2,395 60-64 2,398
19-24 2,051 19-24 2,204 19-24 2,196
25-29 2,230 25-29 2,397 25-29 2,380
30-34 2,553 30-34 2,765 30-34 2,767
35-39 2,713 35-39 2,920 35-39 2,922
Family 40-44 2,801 Family 40-44 3,020 Family 40-44 3,034
4549 2,898 45-49 3,126 45-49 3,145
50-54 3,185 50-54 3,425 50-54 3,442
55-59 3,573 55-59 3,838 55-59 3,869
60-64 3,573 60-64 3,838 60-64 3,869

HZIP codes for western El Dorado include: 95623, 95630 and 95762 only. See Region 7 for additional El Dorado County ZIP codes.
ZIP codes for western Placer County include: 95602—-04, 95648, 95650, 95658, 95661, 95663, 95677—78, 9574647 and 95765 only.
See Region 7 for additional Placer County ZIP codes.
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.
Health Net of California, Inc.

Guaranteed Issue Plan Rates effective January 1, 2012

Note: If you have a birthday during the year that moves you into a new age category, please be
advised that any required rate change will be effective the first of the month following the month

in which your birthday occurs.

Alameda, Contra Costa,
San Francisco, San Mateo,
Santa Clara, Santa Cruz Orange and

Region 4 and Solano counties Region 5

Fresno, Kern and

Region 6 Kings counties

San Diego counties

Tier/Age HMO 40 NG Tier/Age HMO 40 NG Tier/Age HMO 40 NG
<1 2,080 <1 1,858 <1 1,853
-4 547 -4 479 -4 506
518 532 5-18 464 5-18 491
19-24 663 19-24 588 19-24 605
25-29 780 25-29 681 25-29 714
Subscriber 2(5)::33: 1(,?(?;1 Subscriber iof;ii gjé Subscriber ggji Zgz)
40-44 1,133 40-44 997 40-44 1,038
45-49 1,203 45-49 1,054 45-49 1,105
50-54 1,397 50-54 1,241 50-54 1,295
55-59 1,652 55-59 1,458 55-59 1,506
60-64 1,652 60-64 1,458 60-64 1,506
19-24 1,327 19-24 1,178 19-24 1,212
25-29 1,562 25-29 1,365 25-29 1,428
30-34 1,973 30-34 1,734 30-34 1,815
35-39 2,164 35-39 1,890 ) 35-39 1,999
St a0 S d0s e
45-49 2,408 45-49 2,108 45-49 2,211
50-54 2,794 50-54 2483 50-54 2,592
55-59 3,304 55-59 2,917 55-59 3,014
60-64 3,304 60-64 2917 60-64 3,014
19-24 1,285 19-24 1,133 19-24 1,176
25-29 1,400 25-29 1,225 25-29 1,283
30-34 1,603 30-34 1,407 30-34 1,475
35-39 1,696 35-39 1,484 35-39 1,564
Y Setear a0 vl
45-49 1,819 45-49 1,591 45-49 1,669
50-54 1,929 50-54 1,706 50-54 1,788
55-59 2,186 55-59 1,922 55-59 1,999
60-64 2,186 60-64 1,922 60-64 1,999
19-24 1,827 19-24 1,608 19-24 1,677
25-29 1,941 25-29 1,696 25-29 1,783
30-34 2,145 30-34 1,880 30-34 1,975
35-39 2,235 35-39 1,955 ) 35-39 2,062
e, 40 e, 404 e,
45-49 2,354 4549 2,057 45-49 2,164
50-54 2,463 50-54 2,170 50-54 2,281
55-59 2,720 55-59 2,386 55-59 2,492
60-64 2,720 60-64 2,386 60-64 2,492
19-24 2,492 19-24 2,196 19-24 2,284
25-29 2,723 25-29 2,380 25-29 2,497
30-34 3,131 30-34 2,747 30-34 2,883
35-39 3,318 35-39 2,900 35-39 3,063
Family 40-44 3,420 Family 40-44 3,000 Family 40-44 3,139
45-49 3,559 45-49 3111 45-49 3,269
50-54 3,860 50-54 3,413 50-54 3,578
55-59 4,372 55-59 3,847 55-59 4,000
60-64 4,372 60-64 3,847 60-64 4,000
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Health Net of California, Inc.

Guaranteed Issue Plan Rates effective January 1, 2012

Note: If you have a birthday during the year that moves you into a new age category, please be
advised that any required rate change will be effective the first of the month following the month

in which your birthday occurs.

Eastern El Dorado,!2
Marin, eastern Placer!2

Re glOIl 7 and Yolo counties

Tier/Age HMO 40 NG

<1 1,887

-4 530

5-18 516

19-24 642

25-29 766

) 30-34 979
Subscriber 35-39 1062
40-44 1,113

45-49 1,161

50-54 1,354

55-59 1,591

60-64 1591

19-24 1,286

25-29 1,533

30-34 1,958

35-39 2,126
S o
45-49 2,323

50-54 2,711

55-59 3,182

60-64 3,182

19-24 1,237

25-29 1,360

30-34 1,570

35-39 1,654

per
45-49 1,749

50-54 1,871

55-59 2,108

60-64 2,108

19-24 1,764

25-29 1,885

30-34 2,094

35-39 2,174
andearen 2,223
45-49 2,267

50-54 2,388

55-59 2,624

60-64 2,624

19-24 2,407

25-29 2,652

30-34 3,073

35-39 3,238

Family 40-44 3,337
45-49 3,430

50-54 3,745

55-59 4,216

60-64 4,216

127]P codes for eastern El Dorado include: 95613—-14, 95619, 95629, 95633-36, 95643, 95651, 95656, 95664, 95667, 95672, 95682, 95684, 95709, 95720-21,
95726, 95735, 96150-52 and 96154-58 only. See Region 2 for additional El Dorado County ZIP codes. ZIP codes for eastern Placer County include: 95631,
95681, 95701, 95703, 95713-15, 95717, 95722, 95724, 95736, 96140—43, 96145-46, 96148 and 96162 only. See Region 2 for additional Placer County ZIP codes.
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Guaranteed Issue Individual HMO P lan
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1. Take time to review your options and
choose the coverage that best suits your
health care needs. Our Health Net
Individual HMO provider listings define
where in California our coverage is
available. If you have questions, need
help choosing one of our coverage
options, completing the application, or
if the application is missing from your
enrollment information, please call us
toll-free at 1-800-909-3447 or contact your
authorized Health Net agent.

2. Complete the Health Net Individual
& Family HIPAA Guaranteed Issue

Enrollment Application.

* You, the applicant, must accurately
complete all applicable portions of the
application. Your agent may not complete
your application for you. Make sure
you answer all questions — incomplete

applications will be returned.

+ You must complete Part IV and attach
proof of creditable coverage. If you do not
have proof of creditable coverage, attach
any other evidence of creditable coverage
(including pay stubs, papers containing
enrollment and disenrollment dates, or
COBRA award termination letters).

+ Each member of your family may select
a different primary care physician.
Health Net requires that you and your
enrolled family members select a primary
care physician whose office is located
within a 30-mile radius of your (or your
respective family member’s) residence

or office. If you don’t choose a doctor

when you complete your enrollment
application, we’ll assign one to you based
on your residential ZIP code. If you need
help selecting a doctor, give us a call at
1-800-909-3447 or visit our website at

www.healthnet.com.

Please type or print clearly in blue or
black ink.

Make sure you and your spouse or
domestic partner (if applicable) sign

and date the application. Signatures are
required for all applicants over age 18,
including dependents. Note: Domestic
partner is defined as two adults who have
chosen to share one another’s lives in an
intimate and committed relationship of
mutual caring. A domestic partner is a
person eligible for coverage provided that
the partnership with the subscriber meets
all domestic partnership requirements
under California law or other recognized
state or local agencies. The domestic
partner and subscriber must meet the
following requirements: (a) Both persons
have a common residence; (b) Neither
person is married to someone else or is a
member of another domestic partnership
that has not been terminated, dissolved or
adjudged a nullity; (c) The two persons
are not related by blood in a way that
would prevent them from being married
in California; (d) Both persons are at
least 18 years old; (e) Both persons are
members of the same sex, or opposite sex
couples if one or both persons is over age

62 and is eligible for old age insurance



benefits under the Social Security Act;
(f) Both persons are capable of
consenting to the domestic partnership;
and (g) Both file a Declaration of
Domestic Partnership with the Secretary
of State or an equivalent document from
another recognized state or local agency,
or both are persons of the same sex who
have validly formed a legal union other
than marriage in a jurisdiction outside
of California which is substantially
equivalent to a Domestic Partnership as

defined under California law.

* The application must be received by
Health Net within 30 days from the date

of signature.

+ Remember, applications received by the
25th of the month will be processed for
coverage starting the 1st of the following

month.

If you need help completing the
application, please call your Authorized
Health Net agent or Health Net.

3. Mail the completed Health Net Individual

& Family HIPAA Guaranteed Issue
Enrollment Application, your certificate(s)
of creditable coverage or other evidence
of creditable coverage, and your personal
check for the applicable first month’s
premium (made payable to Health Net) to
your authorized Health Net agent or
Health Net at the address below.

Health Net

Individual & Family Plans

PO Box 1150

Rancho Cordova, CA 95741-1150
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For more information please contact

Health Net
PO Box 1150
Rancho Cordova, CA 95741-1150

Individual & Family Plans
1-800-909-3447

Assistance for the hearing and speech impaired

1-800-995-0852

Other options

Coverage for family members over 65 years of age
1-800-944-7287

Coverage for children in a low-income household
1-800-327-0502

Coverage for businesses with 50 and fewer employees
1-800-447-8812

Coverage for businesses with 50+ employees
1-800-448-4411, option 4

www.healthnet.com

CAB85421 (1/12)
Health Net of California, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.



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

HEEZERZEEEE

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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Primary’s Social Security number
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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 following is to be completed by the Applicant’s agent/broker (if applicable).

Health Net broker ID:

Name (print): Phone number: Fax number:
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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Primary’s Social Security number
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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) :






