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Employer Group

Medical Coordination of Benefits health net
Enrollment Request Form

Employer name:

Coverage effective date Employer group number
(Medical):

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

1. Select coverage

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

] HMO: ] PPO:
] HMO: ExcelCare ] POS: Select
0 HMO: SmartCare [ Flex Net/Flex Med:

Reason for application:

(] Retiree [ Open Enrollment [J Loss of prior coverage date:
[J COBRA effective date: Qualifying event: Qualifying event date:
[J Add dependent  Qualifying event: Qualifying event date:

Reason for change:
(] Plan change [ Change address/name [ Delete dependent(s) (List names in Section 3.)
(1 Other:

1b: Please provide your Medicare insurance information

Please take out your red, white and blue Name (as it appears on your Medicare card):
Medicare card to complete this section.

« Fill out this information as it appears on your | Medicare number:
Medicare card.

OR
« Attach a copy of your Medicare card or your

letter from Social Security or the Railroad
Retirement Board.

Is entitled to: Effective date:
HOSPITAL (Part A)
MEDICAL (Part B)

You must have Medicare Part A and Part B to join a
Medicare Coordination of Benefits plan.

2. Retiree personal information

Last name: First name: MI: Date of birth

(MM/DD/YYYY):
Residence address: City: State: ZIP:
Mailing address (if different from City: State: ZIP:
residence):
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Retiree name:

2. Retiree personal information (continued)

Home telephone #: Social Security #: Email address:
( )

(1 Male Marital status:

(] Female [0 Single [J Married [J Domestic partner

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

Physician name (first, last): Is this your current MD?
[(JYes [No

Other health coverage? If “Yes,” please complete this section if you currently have or previously
had coverage with any public or private health plan (including Medi-Cal or Individual coverage)
immediately prior to becoming eligible for this plan. According to federal laws, if you had prior
coverage, your employer or former carrier must provide you with a certificate that shows evidence of
your coverage. We reserve the right to request a copy of this certificate.

Name of subscriber: Prior coverage start date:

Y Y
(MM/DD/YYYY)

Name and address of other insurance carrier:

Prior coverage start date: Reason for ending coverage:
Y S S —
(MM/DD/YYYY)
Group #/Policy ID #: Is this your primary coverage? | Does it cover medical?
[1Yes [INo [1Yes [INo

Are you enrolling dependents? [JYes [1No
If “Yes,” complete and submit all pages of the form. If “No,” and you are declining coverage for yourself
or a dependent, please complete the Declination of Coverage section at the bottom of page 4.

3. Family information (Please list all eligible family members to be enrolled. To add
additional dependents, fill out the Health Net Dependent Information Form, and submit

it along with this application.)

DEPENDENT 1
[J Spouse (] Male | Last name: First name: MI:
[J Domestic [J Female

partner
Residence address ([] Check here if same as employee.): | City: State: |ZIP:
Date of birth (MM/DD/YYYY): Social Security #/Matricula ID #:
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3. Family information (continued)

DEPENDENT 1 (CONTINUED)

Coverage type: Medicare number: Participating physician group/PPG #:
(] Medical [] Medicare Part A
[J Medicare Part B Primary care physician/PCP #
[] Medicare Part D
Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete
[JYes [JNo only if electing Health Net Dental.):

Does your dependent have other health care coverage? [] Yes [ No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
DEPENDENT 2
[]Son Last name: First name: MI:
[J Daughter
Residence address ([] Check here if same as employee.): |City: State: ZIP:
Date of birth (MM/DD/YYYY): | Totally disabled? Social Security #/Matricula ID #:
OYes [ONo
Coverage type: Medicare number: Participating physician group/PPG #:
(1 Medical [1] Medicare Part A
[J Medicare Part B Primary care physician/PCP #
[J Medicare Part D
Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete
[JYes []No only if electing Health Net Dental.):

Does your dependent have other health care coverage? [] Yes [ No If “Yes,” complete the following:
Name of insurance carrier: Prior coverage start date:

4. Acceptance of coverage (Signature required.)

The use and disclosure of protected health information:

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

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

4. Acceptance of coverage (continued)

Acknowledgement and agreement: | understand and agree that by enrolling with or accepting
services from the Health Net entities, | and any enrolled dependents are obligated to understand and
abide by the terms, conditions and provisions of the plan contract or insurance policy. | have read and
understand the terms of this application, and my signature below indicates that the information entered
in this application is complete, true and correct to the best of my knowledge, and | accept these terms.

BINDING ARBITRATION AGREEMENT: I, the Applicant, understand and agree that any
and all disputes between me (including any of my enrolled family members or heirs or
personal representatives) and Health Net, except disputes concerning adverse benefit
determinations as defined in 45 CFR 147.136, must be submitted to individual, final

and binding arbitration instead of a jury or court trial and that | am waiving all rights

to class arbitration. This Agreement to arbitrate includes any disputes arising from

or relating to the Evidence of Coverage or Certificate of Insurance or my Health Net
membership or coverage, stated under any legal theory. This agreement to arbitrate

any disputes applies even if other parties, such as health care providers or their agents
or employees, are involved in the dispute. | understand that, by agreeing to submit all
disputes to individual, final and binding arbitration, all parties including Health Net are
giving up their constitutional right to have their dispute decided in a court of law by a
jury. 1 also understand that disputes that | 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. | understand that a more detailed arbitration
provision is included in the Evidence of Coverage or Certificate of Insurance. My signature
below indicates that | understand and agree with the terms of this Binding Arbitration

| Agreement and agree to submit any disputes to binding arbitration instead of a court of law.

Retiree signature:
Print retiree name: Date:

If you are the authorized representative, you must sign above and provide the following information:
Name: Relationship to enrollee:

Address: Phone number: ( ) —

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

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

The available coverages have been explained to me by my employer. | have been given the chance to
apply for the available coverages. | have decided not to enroll myself and/or my dependent(s). By
declining coverage, | acknowlege that my dependents and | may have to wait to be enrolled until
the next open enrollment period or qualifying event. Additionally, by signing below I certify that the
reason | am declining coverage is accurate as indicated by the check marks above.

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

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

Medical Coordination of Benefits HMO health plans are offered by Health Net of California, Inc. Medical
Coordination of Benefits health insurance policies are underwritten by Health Net Life Insurance Company.
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Section 1557 Non-Discrimination Language
Notice of Non-Discrimination

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.

Health Net:

Provides free aids and services to people with disabilities to communicate effectively with us, such
as qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats).

Provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact Health Net's Member Services at: 1-800-275-4737 (TTY: 711). From
October 1to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1to September 30, you
can call us Monday through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends,
and on federal holidays.

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

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,

Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Insert

Multi-Language Interpreter Services

Spanish: Contamos con servicios de interpretacion gratuitos para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para obtener un intérprete, lldmenos al 1-800-275-4737
(TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio gratuito.

Chinese Mandarin T HEEERENERS, WELEER NIRRT YR E /T
flja)dt. NEENE, 153K FTHEIE 1-800-275-4737 (TTY: 711) o IBEIEIEHI A R AT KRR
HHE . LIRS EEE.

Chinese Cantonese: I/ 12it & O=ZARTS T@%@Eﬂ%ﬁﬁ/\&ﬁ%\ﬁ%j 2 e SIiEE - HE
/S OERTS @ 5520 EE1-800-275-4737 (TTY : T) » Lt EBEWASRTLIEE - hARERE -

Tagalog: Mayroon kaming libreng serbisyo ng tagasalin para sagutin ang anumang mga tanong na mayroon ka
tungkol sa aming health o drug plan. Para kumuha ng tagasalin, tawagin lang kami sa 1-800-275-4737 (TTY: 711).
May nagsasalita ng Tagalog na puwedeng tumulong sa iyo. Ito ay libreng serbisyo.

French: Nous disposons de services d'interprétation gratuits pour répondre a toutes les questions que vous
pouvez avoir sur notre régime de santé ou de médicaments. Pour entrer en contact avec un interprete, il suffit
de nous appeler au 1-800-275-4737 (TTY : 711). Une personne qui parle frangais peut vous aider. Ce service
est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich vién mién phi dé trd 16i moi cau hdi quy vi cd thé cé vé
chuong trinh thudc hodc chuong trinh strc khde cla ching toi. Dé yéu cau thdng dich vién, chi can goi
cho chung téi theo s 1-800-275-4737 (TTY: 711). Nhan vién nai tiéng Viét s& hd tro quy vi. Dich vu nay
duoc mién phi.

German: Unser kostenloser Dolmetscherdienst beantwortet mogliche Fragen zu lhrem Gesundheits- oder
Medikamentenplan. Wenn Sie einen Dolmetscher bendtigen, rufen Sie uns gerne unter der folgenden
Rufnummer an: 1-800-275-4737 (TTY: 711). Sie erhalten Hilfe in deutscher Sprache. Dieser Service ist fur Sie
kostenlos.

Korean SAte| AL = olotE et MM 20iE = U= 2= 2 E 0 2HsH| f[Et
28 £9 Aﬂj|/\7+ USLIC S9AZF et 85, 1-800-275-4737(TTY: T11)EH 2 =2 THALO|
59loH &wu. S0 E FAlsts YAV 222 E2 = USHIE 89 MHlA=

TEZ MSgLUEL

Russian: ECnn y Bac BO3HMKM Kakue-nMbO BOMPOCHI O HalWeM MnaHe MeAMUMHCKOrO CTPaxOBaHWA
WY MaHe C MOKPbITUEM NeKapCTBEHHbBIX MPenapaTtos, ANA BaC NpeaycMOTPeHbl becnnaTtHble yCayru
nepeBoAUMKa. YTobbl BOCMONb30BaTLCA YCyramy NepeBOAUMKa, MPOCTO MO3BOHUTE HaM MO HOMepPY
1-800-275-4737 (TTY: 711). Bam MNOMOXET COTPYAHWK, BNAdeWMA PYCCKMM A3bIKOM. JTa yCyra
npeaocTaBnsaeTca becnnatHo.
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Ly Aalall ol sl ol daaall dad Jsa el 065 38 Al ol e D dlae 45 A 5 s i 53 :Arabic
daeluy of (Sar (711 :TTY) 1-800-275-4737 281 e b Juai¥) (5 sm Slile Lo g )58 an jia Jle J saasnll
Ailae Fadall o3a g Ay pall Cadady adls

Hindi: AR U1 3709 8¢/ AT ST I Pl eiehy FHAd: 37T HT H 364 Tt FaTcll & STarel & &b feiy gurd
H TSI YaTy 2. QUSRI U7 & 6T, 99 1-800-275-4737 (TTY: 711) W EH Bict . fgcl ST dTell Plg
e 3T Hee BTN I HaT GO H 2.

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere
in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, é sufficiente contattare il
numero 1-800-275-4737 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicagdo. Para obter um intérprete, contacte-nos através do nimero
1-800-275-4737 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis enteprét gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
medikaman nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-275-4737 (TTY: 711). Yon moun ki pale
Kreyol-Franse ka ede w. Sa a se yon sevis gratis.

Polish: Dysponujemy bezptatnymi ustugami ttumaczeniowymi w celu odpowiedzi na dowolne pytania
dotyczace naszych planéw zdrowotnych i lekowych. Aby uzyska¢ pomoc ttumacza, zadzwon pod numer
1-800-275-4737 (TTY: 711). Osoba mdwigca po polsku moze Ci pomdc. Ta ustuga jest bezptatna.

Japanese: EBHDBERY—ERXZFAL T, BECEERICEATSZERICEEZALET ., &
RECHFLEDIZESIL, 1-800-275-4737 (TTY: 1) T THEELCF IV, BAREZENBFE
WWZ=LET, COY—ERIZERTT,
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