Individual & Family Plans

o areaa pro Guaranteed Issue
Health Net’ Enrollment Application

Ré'qu:esied effective date

LA

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 those
mentioned above 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 asi, 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, opcidn 2.

TR TN ¢ f8e A EBEE L SCPE A AV I R, SRR S AN, S tpE DU T i 3t S ISR 0 50, 3552 [0
0 1-800-909-3447, HH# 2, a0 B IRTS.,

If you need asmtance in completmg this application, a broker may assist you. A broker who helped you read and complete this
application mus

A. Reason for application

Family type First premium payment (select one) Health Net Life Insurance Company -

(] Self [0 Automated bank draft (Please complete | Lstand 15th of the month effective dates
[J Self and spouse/domestic partner the Simple Payment Option section on | are available.
[ Self and child page 7.) [ HIPAA PPO Value 4500
] Self and children [] Pay by check (Please include completed | ] HIPAA PPO Advantage 6500
[ Self, spouse/domestic partner check and send with application. Amount
and child(ren) must match monthly premium.)

[J Credit card (Please complete the credit

[[] Please check box for domestic 3
card section on page 7.)

partner enrollment

Monthly premium payments (select one)

Enrollment type [J Automated bank draft (Please complete
the Simple Payment Option section on
page 7.)

[ Monthly bill

[J] New enrollment [J Add dependent

11ary applicant’s last name: First name: [ MmE - ae
[J Female
Home address:
City: State: | ZIP: 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:
In the past 6 months, have you been a resident of the United States? [ Yes [JNo
If “No,” where was your last residence?
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List all eligible 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.

[J Check here if supplemental page is attached.

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
Policyholder, all family members must reside at the same address.

Relation |Lastname | |Firstn Date of birth

[JHusband
['wife

[ Domestic
partner

Relation Last name e First
Child 1 L i

[JSon
[ Daughter = = I

Ml | Social Security number | Date of birth

Relation | Last name Date of birth
Child 2 ;
[]Son

[1Daughter _ _ /o

Relation Last name
Child 3

T T

[JSon
[J Daughter - - /o

e co

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 [1Yes []No
applicable) 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 [Yes []No
group coverage)?

3. Are you currently eligible for coverage under a group health plan, Medicare or Medicaid? Yes [ONo
(If “Yes,” you are not eligible for HIPAA coverage.)

4. Was your most recent coverage terminated because of nonpayment or fraud? OYes [INo

5. Were you eligible under COBRA or Cal-COBRA? Yes, startdate: ___ enddate: OYes [INo
If “Yes,” did you accept and use up all benefits that were available? I:I’Yes I No

If “No,” please explain:
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octal Security Number

HZEEEN

Complete agent/broker name and address is necessary for correspondence to be sent to the agent/broker.

Health Net Broker ID: G l r] 5
Phone number: Fax number;

“Eailast Ins Sis, | 4% 2494l 0% - 243995

Address: Email address:

Applicant’s 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. T 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, [ 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 [1No
3. Did you review the application after the applicant(s) signed it? [ 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 [JNo

If “Yes,” please explain:

art ception 1o Standar nent of Account
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:

[ Do not read the language of this application. [1 Do not speak the language of this application.

[0 Do not write the language of this application. [1 Other (explain):

A qualified interpreter assisted me with the completion of: []The entire application.
[ Other (explain):

A qualified interpreter read this application to me in the following language:
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 Primary’s Social Sec:

(I

Signatures and date (required in ink)

Signature of applicant: Today’s date:

Date application was interpreted: Time application was interpreted:

Qualified interpreter number:

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.

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:

I , 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 that 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:
L] Applicant does not read the language of this application.

[ Applicant does not speak the language of this application.

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

[ Other (explain):

Under the penalty of perjury, I declare that I read to the applicant:
[] The entire application [ 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:
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Primary’s Social Security Number

LA

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 Insurance Policy.

ANY FRAUDULENT OR WILLFUL NONDISCLOSURE OR MISREPRESENTATION OF MATERIAL FACTS in application
materials is cause for disenrollment and rescission of the Insurance Policy, and Health Net may recoup from the policyholder (or
from you or from the applicant) any amounts paid for covered services obtained as a result of such fraudulent or willful nondisclosure
or misstatement of material fact. In addition, if a policyholder makes a fraudulent or willful nondisclosure or misrepresentation of
material facts on application materials, Health Net shall have no liability for the provision of coverage under the Insurance Policy.

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 Insurance Policy, and
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

LT L]

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 NONDISCRIMINATION 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: [, 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 Insurance Policy (to
obtain a copy of the Insurance Policy, 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 AGREEMENT: I, the applicant, understand and agree that
any and all disputes between me (including any of my enrolled family members or heirs
or personal representatives) and Health Net must be submitted to final and binding
arbitration instead of a jury or court trial. This Agreement to arbitrate includes any
disputes arising from or relating to the Insurance Policy or my Health Net coverage,
stated under any legal theory. This agreement to arbitrate any disputes applies even if
other parties, such as health care providers or their agents or employees, are involved

in the dispute. I understand that, by agreeing to submit all disputes to final and binding
arbitration, all parties including Health Net are giving up their constitutional right to
have their dispute decided in a court of law by a jury. I also understand that disputes that
I may have with Health Net involving claims for medical malpractice (that is, whether
any medical services rendered were unnecessary or unauthorized or were improperly,
negligently or incompetently rendered) are also subject to final and binding arbitration.

I understand that a more detailed arbitration provision is included in the Insurance
Policy. Mandatory Arbitration may not apply to certain disputes if the Insurance Policy is
subject to ERISA, 29 U.S.C. §§ 1001-1461. My signature below indicates that I understand
and agree with the terms of this Binding Arbitration Agreement and agree to submit any
disputes to binding arbitration instead of a court of law.

Applicant or parent or legal guardian’s Déi:i_te- signed: Signature of applicant’s dependent' fDatc signed:
signature if applicant is under 18 years old: (age 18 or older):

Signature of spouse/domestic partner or Date signed: Signature of applicant’s dependent Date signed:
applicant’s dependent (age 18 or older): (age 18 or older);

Signature of applicant’s dependent Date signed: Signature of aﬁpiigﬁ'a'q:tfg‘ﬁ’epmdent

(age 18 or older): (age 18 or older):

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
Insurance Policy 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
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_ Primary’s Social Security Number
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Primary applicant’s name:

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. “Insurance Policy” refers to Health Net Life Insurance Company
Explanation of Your Insurance Plan, Health Net PPO Policy.

Simple Payment Option for Individual & Famiinlans

Automatic Bank Draft (ABD) [ First month’s payment ] Monthly premium payment

Monthly 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): @cc__ouh_t number:

Bank name: State:

Tunderstand that, by requesting the automatic payment option, I am authorizing Health Net of California, Inc. and Health Net Life
Insurance Company (“Health Net”), and my financial institution named above, to debit my checking or savings account for my
monthly premium payment(s).

T understand that the premium withdrawn from my account will be for the future billing period, plus any past due balances. I understand
that my premium payments will automatically adjust if my monthly premium changes.

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 debit. (Note: A 30-day notice is required fo discontinue this service due to
the time required to initiate this change with my bank.)

ABD transmissions are withdrawn from my bank account on approximately the 20th of every month, for the following month’s
premium. I understand that if there are insufficient funds at the time my account is debited, a service fee of $25.00 (in addition to
any fees my bank may charge me) will be assessed by Health Net for all dishonored payments. I further agree that if any such debit
is dishonored, whether with or without cause and whether intentionally or inadvertently, Health Net shall be under no liability
whatsoever even though such dishonor may result in the loss of health coverage.

Signature of account holdei’(requlrcd to process): Date:

[] Credit card for first month’s payment

First month’s premium can be charged directly to your credit card account. All future premiums due may be made by Automatic
Bank Draft (complete the form above) or by mailing a check. 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 cat;c:l): Last name (as_org‘ ﬁépd)i Card type: [ Visa

[] MasterCard
Account number 16 digits (complete): Expiration dafe‘(rﬁm[yy)’:-
Billing address; City: State: ZIPL:

As a convenience, | request and authorize Health Net to charge my credit card account identified above for the payment of my initial
premium. [ understand that my first month’s withdrawal charge may be for multiple periods depending upon my 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 agrec that Health Net shall be fully protected in honoring any such charge. I 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.

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

IThe ZIP code must match the cardholder’s address; otherwise, the credit card cannot be processed.
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417 Health Net

No Cosi 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 1-800-522-0088. Individual and Family Plan (IFP) or Farm Bureau applicants please call 1-800-909-3447, option 2. 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, llamenos al nimero que aparece en su tarjeta de identificacion; los solicitantes de grupo de
empleadores deben llamar al Centro de Comunicacién Comercial de Health Net al 1-800-522-0088. Los solicitantes del Plan Individual y
Familiar (IFP, por sus siglas en inglés) o de la Oficina Agricola, deben llamar al 1-800-909-3447, opcién 2. 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

REEE IR - LIS O SIRTS © RATAILAESFEIRRAS IS - S0 20l LI RO IEE S L AHaRa T - A0
B ERTIEE 8K LRRYIRVERETRRS - /@ X ERE R A\ FHE0E Health Net AYRSERHE L > HaS 1-800-522-0088 - {E A
ZEETE (IFP) LSS fiEm AGiiatd] 1-800-909-3447 » 5% 2 « HfEHR(R PPO 513 » 5HEFE 1-800-927-4357 BLIN{RERIE
fi o FSREASMERED © FEREK HMO 315 » SERETINNES (R TR ERER (DMHC) [REVER - Hah 1-888-HMO-2219 -

Chinese

Céc Dich Vu Tro Gitip Ngén Ngit Mién Phi. Quy vi cd the dugc cap dich vu théng dich. Quy vi cé the dugce ngudi khice doc gitip céc

tai liéu bang ngdn ngir clia quy vi va ciing ¢6 thé duge cip tai lidu phlen dich sang ngén ngit ciia quy vi. BE duoc gmp da, xin goi ching
toi tai 56 dién thoai ghi trén thé hoi vién ctia quy vi. Nhimmg ngudi mudn xin bao hiém theo nhdm do hing s¢ dai the xin goi Trung Tam
Lién Lac Thuong Mai ctia Health Net tai s6 1-800-522-0088. Nhiing nguoi muén xin bao hiém ctiia Chwong Trinh Bao Hiém C4 Nhén va
Gia Pinh (IFP) hodc Farm Bureau, xin goi 6 1-800-909-3447, bim sb 2. D& duogc gitip @& thém, xin goi Bé Bao Hidm California tai sb
1-800-927-4357 néu quy vi dang tham gia mét chuong trinh PPO. Néu quy vi dang tham gia mét chuong trinh HMO, xin goi Puong Day
Tro Giup cia DMHC tai s6 1-888-HMO-2219.

Vietnamese

£= ﬁO{ A& MElA 2 SSA

Z:

U2 a2 Oil%l”‘é HOZ AMF &S MEIAZE 22 = ASLIT. =50
-

LR5tA 22 =019 ID L= A ﬁE Y S22 Jetol AL, DEF 18 It AEXE9 & HedlthNet

O & (Commercial) 124 MHIA HlE, SHLEBIS 1-800-522-0088 B12Z M3taf =& A2, JHRl L JI= Z8H (IFP) =

Farm Bureau Jro' METILES oHYB S 1 800-909-3447H, =& 22 0|25 =& A L. PPO E _(HJ Jr?:!orf\l PR H U—%
S20| ZR5t4 22 2o ZLI0F 28 €Y= OHHHS 1-800-927-4357HC 2 S2|5HAAI2. HMO Z=40] Jrelstal a2,
DMHC(2 2 22| ) =T elol, QPLHtﬂzl §88-HMO-2219H 22 S 2|GIAl 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 IDcard, o para sa employer group applicants, mangyaring
tumawag sa Commercial Contact Center ng Health Net sa 1-800-522-0088. Para sa Individual and Family Plan (IFP) o Farm Bureau
applicants, mangyaring tumawag sa 1-800-909-3447, opsyon 2. 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

Ulnjdwp LEqujub Owpwgnipjnitiibp: Qnep juipnn kp pupguwb dknp phpky b rwunwpnplpn pipbpgk) g dkiq
hundwp dbip Lqny: Oglnipyub hudwp Ubkq quiiquihwptp dtip huptm pjub (ID) wnduh Jpw Godws hudwpny, jud ek
gnpswinhpng fudph nhinpg bp, pinpmd Bup 1-800-522-0088 hwdwpn] quiiquhwpk) Health Net-h Zm&wunpyh Ywyh
Uktnpnt: Unhwinwlwh b Chnwbtlub Opwgph (Individual and Family Plan/IFP) nhunpnubphg ftmpymd £ quiiquihuply
1-300-909-3447 hwdwpny, plinpuitip 2: Lpuugmghs oglnt pjuh hundwp 1-800-927-4357 hunlwipny quiquihwptp
Hwhdnpuhuyh Uyuwhnjugpmppub Pudwuinntup, kpk qpuibgdmd tp PPO sSpugpnid: Gph gpuibgynud kp HMO spugpmud,
1-888-HM0-2219 huuluipm] quitquhwuptp DMHC-h Ogum pjut gshi:

Armenian

Becrarnele yeiryry nepesojia. Bel MOXeTe BOCTIOMB30BATLCS YCIYTAMH [IEPEBOIUMKA, X BAM MOTYT [IPOYECTh JJOKYMEHTE] Ha BAIIEM
A3bike. Ecn aM TpeQyeTcs IOMOILb, 3B0HUTE HaM 110 HOMEDY, YKa3aHHOMY Ha Ballei HIeHTH(HKAIIHOHHOI KapTe. Y YacTHHKH MaHAa
PYIIIOBOTO CTPAXOBANHSA 110 MECTY PabOTEI MOTYT OOPATHTECS B KOMMEPHECKHET KOHTAKTHEI IeHTp koMnannu Health Net no tenedony
1-800-522-0088. YyacTHHKH MIaHOB HHANEHAYATBHOIO 1K cemMelinoro crpaxosanus (Individual and Family Plan, IFP), a taxke niasos
crpaxosanns Gepmepekoro Gropo: moxanyiicra, 3R0HUTE 10 HOMepy 1-800-909-3447, nobasounbiii 2. Eciu BRI yUacTBYeTE B [UIAHE
CHCTEMEI NipenouTHTesHoro Bebopa (Preferred Provider Organization, PPO), uist nony4yenus JOMOMHATENBHON OMOLIH 3BOHHTE B
Henaprament crpaxopanus mrara Kamudopnus no tenedony 1-800-927-4357. Eciu Bbl cOCTOMTE B IUTaHE OPraHH3aLuil MEIHITHHCKOTO
obcrmy:xnganrs (Health Maintenance Organizations, HMO), nosaiyiicTa, 380HHTE B ropa4yo MHHAIO JlemapTamenTa OpraHH30BAHHOIO
meaummHekoro obenyxupanna (DMHC) no renedony 1-888-HMO-2219.

Russian
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R OSES— PR ARECRREF CIEHL. BEFETHLET . U—ERAECHFLEDH L. IDH— FREOESETH
BNEShE{EE . EREFEADIIABAD . Health Net BRIV 27 | 4222 —, 1-800-522-0088 £ CTEMELEE
Vo BA-RETSSY AFP) £eld 77— L E2—O— DMAERRA DAL, 1-800-009-3447 (5 A 7L 2 &3FIR) £ THHEWL
BhE TV, BEIEHVEOEEBEAHIESE.PPO T VICTMAD AL A 740 Z 7 IR, 1-800-927-4357 &
T:.ﬁ%%dkirt\ HMO 7 Z /T ADHE. tlJ?#w_"dl]“ﬁE%@ﬁ (DMHC) M#BFEZEO. 1-888-HMO-2219 £ TTE
wREE

Japanese

Eag bl sl wabgah u..u|9_> olily gbags ol 4y S)lag aude £ g oads Hlayg5- JALE_I-H @ rio S wilaas jladleiie gl 4 Jagusra Silowe closs
Health Net (% ;5,0 L Lilal obilaysyls slgag,® olenlito b g aape s puld ol aasd af Losd Hlalid c)ls 59, 48 il ol guboiLo by
2 41,;£1-800-909-3447 s)las 4y Lilal €g li0 ;1639 s (IFP) ala salgils g alydl zodo» plonlise .aipmy gulé 1-800-522-0088 ojless ay
0 8 <o alicnd PPO b sy 0 81 s 215 1-800-927-4357 ojleis ay Lipa IS aay olsh ay pidoy oSaS cudlyys gy aiis oals
aui€ al5 1-888-HMO-2219 o)lesi ay DMHC [ <os s 4y wvisioplicns HMO 5

Farsi
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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 1-800-522-0088. Cov neeg thov kev pab hauv pawg Tus Kheej thiab Tsev
Neeg (Individual and Family Plan [IFP]) los sis Farm Bureau thov hu rau 1-800-909-3447, xaiv nge 2. 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.
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T 44 H6 Hasaad Bee ‘Aka’e’eyeed Doo Bagh “ilini Da. Haishii shé ‘ata’ hodoolnih ninizinigii 14’ na choidoot’eel.

La’ naaltsoos t’aa ni nizaad bee nich’i’ yidoolta d66 naaltsoos bee hadadilyaago nich’i’ “a4dadoolniit. Shika’e’doowotl
ninizingo, ninaaltsoos nitl‘izi bine’d¢¢” béésh bee hane’i bika’igii bich’i” holne’ dOoleel, doodago nidaalnishi
hada’diilaaigii éi Na’iitniihi ‘Atsiis Bik’ih ‘Adeest’{i’ ‘Tinahane’ Bit Haz’4niji’ koji’ béésh bee holne’ dooleel
1-800-522-0088. T’aa La’ Jizi d66 Hooghan Haz’anigi Bit Nahat’a’ (IFP) doodago D4’ak’eh Ya Dah Haaztanigii bit
naha’dit’éego koji’ béésh bee holne’ dooleet 1-800-909-3447, naaki gone’igii bit yaa “adidiilchil. PPO bit nahadilnééhdaa’
*éi CA Béeso ‘Ach’44h Naa’nil Bit Haz’anigiiji” shikd’e’doowot diniigo béésh bee holne dooleet 1-800-927-4357.

HMO bil ndhadilnééhdaa’, DMHC “Aka’an’awo’go Bil Haz’4niji’ béésh bee holne’ dooleet 1-888-HMO-2219.
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