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Employer Group  
Medical Coordination of Benefits 

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: ___________________________________________ 
■■ HMO: ExcelCare _______________________________ 
■■ HMO: SmartCare _______________________________ 

■■ PPO: ____________________________________________ 
■■  POS: Select _____________________________________ 
■■  Flex Net/Flex Med: _____________________________ 

Reason for application: 
■■ Retiree ■■ Open Enrollment ■■ Loss of prior coverage date: _____________________________________ 
■■ COBRA effective date: ___________  Qualifying event: ___________  Qualifying event date: __________ 
■■ Add dependent _______________  Qualifying event:  Qualifying event date: ________________________ 

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

1b: Pl ease provide your Medicare insurance information 
Please take out your red, white and blue 
Medicare card to complete this section. 
•  Fill out this information as it appears on your 

Medicare card. 
OR 
•  Attach a copy of your Medicare card or your 

letter from Social Security or the Railroad 
Retirement Board. 

Name (as it appears on your Medicare card): 
_____________________________________________________ 
Medicare number: 
____________________________________________ 
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  
residence): 

City: State: ZIP: 
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Retiree name: 

2. Retiree personal information (continued) 
Home telephone #:  
(   ) 

Social Security #: Email address: 

■■ Male 
■■ Female 

Marital status: 
■■ Single ■■ Married ■■ 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? 
■■ Yes ■■ 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:

 __ __ / __ __ / __ __ __ __ 

 __ __ / __ __ / __ __ __ __ 

(  M  M  /  D  D  /  Y Y Y Y )  
Name and address of other insurance carrier: 

Prior coverage start date:

(  M  M  /  D  D  /  Y Y Y Y )  

Reason for ending coverage: 

Group #/Policy ID #: Is this your primary coverage? 
■■ Yes ■■ No 

Does it cover medical? 
■■ Yes ■■ No 

Are you enrolling dependents? ■■ Yes ■■ No 
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 
■■ Spouse 
■■ Domestic 

partner 

■■ Male 
■■ Female 

Last name: First name: MI: 

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: 
■■ Medical ■■ Medicare Part A 

■■ Medicare Part B 
■■ Medicare Part D 

Medicare number: Participating physician group/PPG #: 

Primary care physician/PCP # 

Physician name (first, last): Is this your current MD? 
■■ Yes ■■ No 

Dental HMO Provider ID # (Complete 
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 
■■ Daughter 

Last name: First name: MI: 

Residence address (■■ Check here if same as employee.): City: State: ZIP: 

Date of birth (MM/DD/YYYY): Totally disabled? 
■■ Yes ■■ No 

Social Security #/Matricula ID #: 

Coverage type: 
■■ Medical ■■ Medicare Part A 

■■ Medicare Part B 
■■ Medicare Part D 

Medicare number: Participating physician group/PPG #: 

Primary care physician/PCP # 

Physician name (first, last): Is this your current MD? 
■■ Yes ■■ No 

Dental HMO Provider ID # (Complete 
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. I 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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4. Acceptance of coverage (continued) 

Acknowledgement and agreement: I understand and agree that by enrolling with or accepting  
services from the Health Net entities, I and any enrolled dependents are obligated to understand and  
abide by the terms, conditions and provisions of the plan contract or insurance policy. I have read and  
understand the terms of this application, and my signature below indicates that the information entered  
in this application is complete, true and correct to the best of my knowledge, and I accept these terms. 
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 I 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. I 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. I also understand that disputes that I may have with Health Net involving claims for
medical malpractice (that is, whether any medical services rendered were unnecessary
or unauthorized or were improperly, negligently or incompetently rendered) are also
subject to final and binding arbitration. I understand that a more detailed arbitration 
provision is included in the Evidence of Coverage or Certificate of Insurance. My signature
below indicates that I understand and agree with the terms of this Binding Arbitration
Agreement and agree to submit any disputes to binding arbitration instead of a court of law. 

Retiree signature: _____________________________________________________________________________________________________
 
______________________________________________________________________ ______________________
 

________________________________________________________  ______________________ __
 

_____________________________________________________  ( ______ ) _______ –– ____________
 

__________________________________________________________________ ______________________ _ 

Print retiree name:  Date: 

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

Address: Phone number:

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

coverage 
Reason: ■■ Other group coverage ■■ Individual coverage 

■■  ______________________________________________________________________ 
■■

  Other:
 Other group coverage by another group (i.e., spouse’s employer) 

The available coverages have been explained to me by my employer. I have been given the chance to 
apply for the available coverages. I have decided not to enroll myself and/or my dependent(s). By
declining coverage, I acknowlege that my dependents and I may have to wait to be enrolled until 
the next open enrollment period or qualifying event. Additionally, by signing below I certify that the 
reason I am declining coverage is accurate as indicated by the check marks above. 
Note: If you decline coverage for yourself or an eligible dependent because of coverage under other 
health insurance, you may be eligible for special enrollment rights if you or your dependent lose 
eligibility for that coverage. You must request special enrollment within 30 days of the loss of coverage 
or acquisition of a new dependent. 
Employee signature:   Date:  
(ONLY IF DECLINING COVERAGE: If signed in error, please cross out and initial.) 

Medical Coordination of Benefits HMO health plans are offered by Health Net of California, Inc. Medical 
Coordination of Benefits health insurance 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 1 to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to 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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