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Small Business Application
for Group Enrollment and Change Form

Medical and Life/AD&D plans are provided by Health Net of California, Inc. and/or Health Net Life Insurance Company 

(together, the “Health Net Entities”). Dental HMO plans are provided by Dental Benefit Providers of California, Inc., and 

dental PPO and indemnity insurance plans are underwritten by Unimerica Life Insurance Company (together, the “DBP 

Entities”). Vision plans are provided by Fidelity Security Life Insurance Company and serviced by EyeMed Vision Care, 

LLC (together, the “Fidelity Entities”). 

Neither the DBP Entities nor the Fidelity Entities are affiliated with the Health Net Entities. Obligations under dental and 

vision plans are not obligations of, and are not guaranteed by, the Health Net Entities.

Welcome to Health Net
Simple steps for completing the form:

1)   Review the materials enclosed in your enrollment packet. Be sure that you understand the coverage options that are 

available to you by your employer.

2)  Carefully review and select the plan option(s) that are best for you and your covered family members.

3)   If you choose to enroll in the HMO, HMO Silver Network, HMO Bronze Network, HMO Salud con Health Net®,  

Select (POS), Elect Open AccessSM (EOA), EOA Silver Network or Dental HMO (DHMO), you must select your 

provider, physician group, primary care physician and dental provider. Be sure to fill in the names and numbers as 

they appear in the HMO Health Net Directory of Providers, or call the Customer Contact Center from 8:00 a.m.– 

6:00 p.m., Monday through Friday for assistance. 

 Small Business Group (English): 1-800-361-3366

 Small Business Group (Spanish): 1-800-331-1777

 Small Business Group (Mandarin): 1-877-891-9053

 Health Net Life: 1-800-865-6288

 Health Net Dental: 1-866-249-2382

 Health Net Vision: 1-866-392-6058

4)   If you choose to enroll in a PPO, HSA-compatible, HRA-compatible or Flex Net insurance plan, you are not required  

to select a primary care physician or physician group to enroll.

5)  Make a copy of the completed application for your records.

Existing Business/Group 

PO Box 9103 

Van Nuys, CA 91409-9103 

www.healthnet.com

New Business/Group 

Please send all completed 

paperwork to your  

designated Account Executive 

or Broker.
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1A  Health  plan information (Select one network option only) (Applicable to HMO and EOA plans only)

! Full Network (HMO and EOA) � ! Silver Network1 (HMO and EOA) ! Bronze Network2 (HMO only)

1B  Select coverage                                                                                    
Dual Network plans3 HMO EOA PPO HSA Hn Options Salud con Health Net®

Standard
! HMO 20
!  HMO 30
Value
! HMO 30
! HMO 40

Standard
! HMO 10
! HMO 15
! HMO 20
! HMO 25
! HMO 30
! HMO 35
! HMO 40
! HMO 50
Value
! HMO 10
! HMO 20
! HMO 30 
! HMO 40
! HMO 50
Advantage
! HMO 25
! HMO 35
! HMO 45

Standard
! EOA 10
! EOA 15
! EOA 20
! EOA 25
! EOA 30
! EOA 35
! EOA 40
! EOA 50
Value
! EOA 10
! EOA 20
! EOA 30 
! EOA 40
! EOA 50
Advantage
! EOA 25
! EOA 35
! EOA 45

Standard
! PPO 10
! PPO 15
! PPO 20
! PPO 25
! PPO 30 
! PPO 35
! PPO 40 
! PPO 45 
Value
! PPO 10
! PPO 15
! PPO 20
! PPO 25
! PPO 30 
! PPO 35 
! PPO 40
! PPO 45

Standard
!  HSA 4000
Value
!  HSA 1500
!  HSA 2500
!  HSA 3500
!  HSA 4500

! Options PPO 250
! Options PPO 500
! Options PPO 1500
! Options PPO 1750
! Options PPO 30005 
! Options PPO 40005

! Options HMO 25
! Options HMO 35
! Options EOA 25
! Options EOA 35

Salud HMO y Más4

! Salud HMO y Más 15
! Salud HMO y Más 25
! Salud HMO y Más 35
! Salud PPO6

! Salud EPO6

! Salud Mexico7

Flex NetHRA
!  Indemnity   

(Out of service  
area only)

! HRA 3000
! HRA 5000

POS
! POS 10
! POS 20

Dental (DHMO) Dental (DPPO) Vision (PPO)

!  HN Plus Plan: ______

Plans below are for renewing groups only: 
! HN Value Plan: ______

!   Classic Plus Plan #: ______
!   Classic Plan #: ______
!   Essential Plan #: ______
!   Essential Value Plan #: ______
! Basic 500: ______

Plans below are for renewing groups only:
!   Value Plan: ______
!   Preferred Value Plan: ______
!    Plus Plan: ______

!  Preferred 1025-2
!  Preferred 1025-3
!  Value 10-2

Reason for change:
� ! Plan change �  !"Change address/name

� ! Delete dependent (list names below)

� ! Other: ____________________________

Reason for application:
� ! New hire    Date of hire: _____/_____/______

� ! Open Enrollment �  !"Loss of prior coverage date: _____/_____/______

� ! COBRA8 effective date: _____/_____/______

� ! Add dependent: Qualifying event: __________________________________

� !"Qualifying event date: _____/_____/______

1 Available in all or parts of Kern, Los Angeles, Orange, Riverside, San Bernardino, San Diego, San Francisco, Santa Clara, Stanislaus and Ventura counties.
2 Available in select ZIP codes of Los Angeles, San Bernardino and San Diego counties.
3

4 Available in Orange County and select ZIP codes of Los Angeles, Riverside, San Diego and San Bernardino counties.
5HSA-compatible.
6Available in Los Angeles, Orange and Ventura counties.
7 Available in select ZIP codes of San Diego and Imperial counties.
8

2–19 employees on at least 50% of its working days the previous calendar year is subject to Cal-COBRA. Please consult your legal counsel if you need help 
determining which law applies to you.

Employer name:

Effective date: Employer group number 
(medical):

Social Security number:(For enrollment, sections 1, 2 and 8 are required. For waivers, only section 7 is required.)
IMPORTANT: PLEASE PRINT ALL SECTIONS IN BLACK INK.
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2  Employee personal information
Last name: First name: MI: � ! Male    � !"Female

Residence address: City: State: ZIP:

Date of birth:  (mo/day/yr) Social Security #/Matricular ID #: Job title:

Telephone #: 
(              )

Work phone #: 
(              )

Email address:

Date of hire: 
        /          /

Class: Dept. #: Employment status: 
!"Salaried   � !"Hourly

Marital status: 
! Single   � !"Married   � !"Domestic partner

Medicare: 
!"Part A   � !"Part B

Health Net primary care physician/PCP #:

Physician name (First, Last): Is this your current MD? 
!"Yes   � !"No

Dental HMO provider ID #:

3   Family information, please list all eligible family members to be enrolled. 
(Attach additional sheets if necessary.)

� ! Spouse                        ! M 
� ! Domestic partner      ! �  F

Last name: First name: MI:

Residence address:  �  !"Check here if same as subscriber City: State: ZIP:

Date of birth:  (mo/day/yr) Social Security #/Matricular ID #:

Medicare: 
!"Part A   � !"Part B

Over-age dependent type: 
Not applicable

Health Net primary care physician/PCP #: Physician name (First, Last): Is this your current MD? 
!"Yes   � !"No

Dental HMO provider ID #:

� ! Son 
� ! Daughter

Last name: First name: MI:

Residence address:  �  !"Check here if same as subscriber City: State: ZIP:

Date of birth:  (mo/day/yr) Social Security #/Matricular ID #:

Medicare: 
!"Part A   � !"Part B

Over-age dependent type: 
! Disabled   � ! Full-time student   � ! Over 50% support   �  !"N/A

Health Net primary care 
physician/PCP #:

Physician name (First, Last): Is this your current MD? 
!"Yes   � !"No

Dental HMO provider ID #:

Social Security number:Employer name:

Effective date: Employer group number 
(medical):

Social Security number:

� ! Son 
� ! Daughter

Last name: First name: MI:

Residence address:  �  !"Check here if same as subscriber City: State: ZIP:

Date of birth:  (mo/day/yr) Social Security #/Matricular ID #:

Medicare: 
!"Part A   � !"Part B

Over-age dependent type: 
! Disabled   � ! Full-time student   � ! Over 50% support   �  !"N/A

Health Net primary care 
physician/PCP #:

Physician name (First, Last): Is this your current MD? 
!"Yes   � !"No

Dental HMO provider ID #:
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4   Do you or your dependents have other health care coverage?  
If “Yes,” please complete this section including Medicare.

!"Self Name: Name of other insurance carrier: Prior coverage start date: 
(mo/day/yr)

Prior coverage end date: 
(mo/day/yr)

Reason for ending coverage: Does it cover?

Medical: !"Yes   !"No 
Dental: !"Yes   !"No 
Vision: !"Yes   !"No

Medicare:

!"Part A 
!"Part B

Medicare claim/
HICN #:

! Spouse 
!  Domestic partner

Name: Name of other insurance carrier: Prior coverage start date: 
(mo/day/yr)

Prior coverage end date: 
(mo/day/yr)

Reason for  
ending coverage: Policy ID #:

Is this your 

primary coverage?

!"Yes   � !"No

Does it cover?

Medical: !"Yes   !"No 
Dental: !"Yes   !"No 
Vision: !"Yes   !"No

Medicare:

!"Part A 
!"Part B

Medicare claim/
HICN #:

! Son 
!  Daughter

Name: Name of other insurance carrier: Prior coverage start date: 
(mo/day/yr)

Prior coverage end date: 
(mo/day/yr)

Reason for  
ending coverage: Policy ID #:

Is this your 

primary coverage?

!"Yes   � !"No

Does it cover?

Medical: !"Yes   !"No 
Dental: !"Yes   !"No 
Vision: !"Yes   !"No

Medicare:

!"Part A 
!"Part B

Medicare claim/
HICN #:

Life beneficiary (full name): Relationship: %

Life beneficiary (full name): Relationship: %

Life beneficiary (full name): Relationship: %

Life beneficiary (full name): Relationship: %

! Son 
!  Daughter

Name: Name of other insurance carrier: Prior coverage start date: 
(mo/day/yr)

Prior coverage end date: 
(mo/day/yr)

Reason for  
ending coverage: Policy ID #:

Is this your 

primary coverage?

!"Yes   � !"No

Does it cover?

Medical: !"Yes   !"No 
Dental: !"Yes   !"No 
Vision: !"Yes   !"No

Medicare:

!"Part A 
!"Part B

Medicare claim/
HICN #:

! Son 
!  Daughter

Name: Name of other insurance carrier: Prior coverage start date: 
(mo/day/yr)

Prior coverage end date: 
(mo/day/yr)

Reason for  
ending coverage: Policy ID #:

Is this your 

primary coverage?

!"Yes   � !"No

Does it cover?

Medical: !"Yes   !"No 
Dental: !"Yes   !"No 
Vision: !"Yes   !"No

Medicare:

!"Part A 
!"Part B

Medicare claim/
HICN #:

5  Your employer completes this section (If applying for Group Life/AD&D.)

Effective date: Annual salary: Occupation: Life class: Life/AD&D amount:

6  Group term life insurance, if applicable. (Attach separate sheet for additional or contingent beneficiaries.)

Life coverage:   � !"Yes   � !"No     If “Yes,” I am applying for:   � !"Life/AD&D: $_____________    � !"Dependent Life: $____________

Social Security number:
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7  Declination of coverage (Complete this section if any coverage is to be declined by you or your eligible dependents.)

! Declining medical coverage for:

_________________________________________ 
!"Self  � !"Spouse  � !"Domestic partner  � !"Dependent(s)

! Declining dental coverage for:

_________________________________________ 
!"Self  � !"Spouse  � !"Domestic partner  � !"Dependent(s)

! Declining vision coverage for:

_________________________________________ 
!"Self  � !"Spouse  � !"Domestic partner  � !"Dependent(s)

Reason: �  !"Other group coverage through this employer  � !"Individual coverage   
!"Other group coverage by another group (i.e., spouse’s employer)  
!"Other:_____________________________________________

Reason: �  !"Other group coverage through this employer  � !"Individual coverage   
!"Other group coverage by another group (i.e., spouse’s employer)  
!"Other:_____________________________________________

Reason: �  !"Other group coverage through this employer  � !"Individual coverage   
!"Other group coverage by another group (i.e., spouse’s employer)  
!"Other:_____________________________________________

8  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 the Health Net Entities, the DBP Entities and/or the 
Fidelity Entities. The Health Net Entities, the DBP Entities and/or the 
Fidelity 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, disease or 

is included in the evidence of coverage or certificate of insurance for 
coverage underwritten by the Health Net Entities. I may also obtain a 
copy of this Notice on the website at www.healthnet.com or through 
the Health Net Customer Contact Center.

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.

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

ACKNOWLEDGEMENT AND AGREEMENT: I understand and 
agree that by enrolling with or accepting services from the  
Health Net Entities, the DBP Entities and/or the Fidelity 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, and I accept 
these terms.

BINDING ARBITRATION AGREEMENT: Subject to the terms 
of the Plan Contract or Insurance Policy (which may prohibit 
mandatory arbitration of certain disputes if the Plan Contract 
or Insurance Policy is subject to ERISA, 29 U.S.C. section 1001, et 
seq.), I, the employee, 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 the Health Net 
Entities, the DBP Entities and/or the Fidelity Entities, regarding the 
construction, interpretation, performance or breach of the Plan 
Contract or Insurance Policy, or regarding other matters relating 
to or arising out of the Health Net Entities, the DBP Entities and/
or the Fidelity Entities 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 the Health Net Entities, 
the DBP Entities and/or the Fidelity Entities, are giving up their 
constitutional right to have their dispute decided in a court of law 
before a jury. I also understand that disputes that I may have with 
the Health Net Entities, the DBP Entities and/or the Fidelity Entities 
involving claims for medical malpractice are also subject to final and 
binding arbitration. A more detailed arbitration provision is included 
in the Plan Contract or Insurance Policy. My signature below 
indicates that I agree to submit any dispute to binding arbitration.

Evidence of Coverage; “Insurance Policy” refers to Health Net Life Insurance Company, Unimerica Life Insurance Company, and/or Fidelity 

Employee signature: ____________________________________________________________  Date: ______________________

Social Security number:

Stop and read carefully.
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 acknowledge 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.

Employee signature: _______________________________________________________________  Date: __________________

(Sign only if declining coverage. If signed in error, please cross out and initial.)
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Please contact the Health Net Customer Contact Center at the 
toll-free numbers below if you need assistance in completing this 
form or if you have questions about your coverage:

 English 1-800-361-3366 
 Cantonese 1-877-891-9050 
 Korean 1-877-339-8596 
 Mandarin 1-877-891-9053 
 Spanish 1-800-331-1777 
 Tagalog 1-877-891-9051 
 Vietnamese 1-877-339-8621

If you have questions about your dental or vision coverage, 
please call:

 Dental 1-866-249-2382 
 Vision 1-866-392-6058

If you have questions about your physician or physician group, 
call your physician group directly or contact Health Net Provider 
Services at 1-800-641-7761.

You can use your copy of the Health Net enrollment form as your 
temporary ID card until you receive your permanent ID card.

HMO, HMO Silver Network, HMO Bronze Network, Salud con 
Health Net HMO, Select (POS), Elect Open Access (EOA), EOA 
Silver Network, EPO, Dental HMO Enrollees:

Participating physician group (PPG), primary care physician (PCP) 
and dental provider selection.

Please note, if you do not select a participating physician group, 
primary care physician or dental provider for yourself and each 
of your eligible dependents, a participating physician group, 
primary care physician and dental provider will be selected  
for you.

Emergency and urgently needed care

or go to the nearest hospital.

primary care physician or physician group, or you need 
medical care right away, go to the nearest hospital or medical 
center.

nearest hospital, medical center or call 911. In all cases, contact 
your primary care physician or participating physician group 
as soon as possible to inform them about your condition.

PPO, Flex Net enrollees:
Emergency and urgently needed care

  Call 911 or go to the nearest hospital. Please call the 
appropriate number within 48 hours of being admitted, or as 
soon as possible.

PRE-CERTIFICATION
You, the member, are responsible for obtaining certification for 
certain services. Please check your plan certificate for a list of 
services requiring pre-certification.

For pre-certification, please call 1-800-977-7282

Pre-existing conditions and creditable coverage

Your coverage under the PPO, EPO and Flex Net benefit  
plans may be subject to pre-existing condition limitations for  
a maximum period of six months from the effective date of  
your enrollment. In accordance with state and federal law,  
Health Net Life Insurance Company will credit any prior 
coverage that you document at the time you apply to enroll in 
PPO, EPO or Flex Net, provided the prior coverage qualifies 
as “creditable coverage” as defined under federal and state 
law. Creditable coverage will be applied to offset (in part or 
whole) the pre-existing condition limitation, which may apply 

documentation of bona fide creditable coverage at enrollment 
time, Health Net Life Insurance Company may provide assistance 
in obtaining the necessary documentation upon request. Note: 
Prior coverage, which is interrupted by a period of 63 days (or 
180 days if your previous employer terminated the coverage) or 
more, does not qualify as creditable coverage. 

Disabling conditions:
If you or your family member were disabled as of the date of 
termination of coverage with a prior health insurer and the 

insurance policy, you may be entitled to an extension of health 
benefits according to California Insurance Code section 10128. 
Under this law, the prior insurer retains responsibility until 
whichever of the following occurs first: (a) the member is no 
longer totally disabled, (b) the maximum benefits of the prior 

months has passed since the date coverage ended with prior 
insurer.

Products/entities:
Health Net of California, Inc. offers the following products:  
Health Net Elect, HMO, Salud HMO y Más and Select POS.

Health Net Life Insurance Company offers the following 
products: Flex Net, PPO, Salud con Health Net EPO and PPO, 
Life and AD&D insurance. 

Dental Benefit Providers of California, Inc. offers the following 
products: Dental HMO (DHMO).

Unimerica Life Insurance Company offers the following 
products: Dental PPO and Dental Indemnity.

Fidelity Security Life Insurance Company offers the following 
products serviced by EyeMed Vision Care, LLC: PPO Vision.

Declination of coverage:
If you decline coverage for yourself or an eligible dependent 
because of coverage under other health insurance and you 
lose that coverage, or if you acquire a new dependent due to 
marriage, birth, adoption or placement for adoption, you and 
your dependent may be eligible for special enrollment rights. 
You must request special enrollment within 30 days of the loss of 
coverage or acquisition of a new dependent.



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 
!"#$"#"%&'"%#"%#!(#)*)+,-.#/-0-#+12"%"0#-3(*-4#$$5,"%+!#-$#%6,"0+#7("#-8-0"9"#"%#!(#2-0:"2-#*"#)*"%2);9-9)<%=#$+!#!+$)9)2-%2"!#*"#>0(8+#
*"#",8$"-*+0"!#*"1"%#$$-,-0#-$#?"%20+#*"#?+,(%)9-9)<%#?+,"09)-$#*"#@"-$2A#B"2#-$#CDDEFGGEDDCC.#H+!#!+$)9)2-%2"!#*"$#/$-%#I%*)&)*(-$#
3#J-,)$)-0#KIJ/4#8+0#!(!#!)>$-!#"%#)%>$L!M#+#*"#$-#N;9)%-#O>0'9+$-4#*"1"%#$$-,-0#-$#CDDEPDPEQRRS4#+89)<%#G.#H+!#!+$)9)2-%2"!#*"#(%#/$-%#
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 Línea de ayuda de DMHC, al 
1-888-HMO-2219.
Spanish

!"#$%&'()*+,-./%&'01)*234567(89:;34)*<.=(>#$?@A7('BCD
E9FGH(I/JKLM>NOPQ9RSTUVFWFXNYHealth NetY>Z[\]^_9NOY800-522-0088'`WaY
bcdeY(IFP) fg[hVFWFGHY800-909-34479FiY2'MedicareYjklmVFWFGHY800-926-4178'n(olYPPOY
de9FXNY1-800-927-4357Ypkqlmh\]9rstuDE'n(olYHMOYde9FGHkqvwlxdeyzhY
(DMHC)YDE{|9NOY1-888-HMO-2219'
Chinese

Caùc Dòch Vuï Trôï Giuùp Ngoân Ngöõ Mieãn Phí. Quyù vò coù theå ñöôïc nhaän dòch vuï thoâng dòch vaø ñöôïc ngöôøi khaùc ñoïc giuùp caùc taøi lieäu 
baèng ngoân ngöõ cuûa quyù vò.  Ñeå ñöôïc giuùp ñôõ, xin goïi chuùng toâi taïi soá ñieän thoaïi ghi treân theû hoäi vieân cuûa quyù vò. Nhöõng ngöôøi muoán 
xin baûo hieåm theo nhoùm do haõng sôû ñaøi thoï xin goïi Trung Taâm Lieân Laïc Thöông Maïi cuûa Health Net taïi soá 800-522-0088. Nhöõng 
ngöôøi muoán xin baûo hieåm cuûa Chöông Trình Baûo Hieåm Caù Nhaân vaø Gia Ñình (IFP) hoaëc Farm Bureau, xin goïi soá 800-909-3447, 
baám soá 2. Nhöõng ngöôøi noäp ñôn xin Medicare Supplemental (Medicare Phuï Troäi) vui loøng goïi soá 800-926-4178. Ñeå ñöôïc giuùp ñôõ 
theâm, xin goïi Sôû Baûo Hieåm California taïi soá 1-800-927-4357 neáu quyù vò muoán tham gia moät chöông trình PPO.  Neáu quyù vò ñang 
tham gia moät chöông trình HMO, xin goïi Ñöôøng Daây Trôï Giuùp cuûa DMHC taïi soá 1-888-HMO-2219.
Vietnamese

!"#$%#&'#()*+#!"#,-.#()*#/#01234#56#$%7#(8#9:#()*;#<=#>#?@AB+#CDE#F
GHI#2J#KLM#ID NOP3#QR#ST#UV7#WXY#Z[\]+#^_Z#`a#bc#IdefM#gh#Health NetM#Pi
(Commercial)#^j#()*#klm#STUV#800-522-0088#Un7#WXY#Z[\]+#oL#/#bp#qr#(IFP)#sJ#Farm Bureau 
bc#IdefJ#STUV#800-909-3447Um#tu#2;#E_Y#Z[\]+#Medicare vw#vx#bc#IdefJ#STUV##
800-926-4178Un7#WXY#Z[\]+#PPO qr3#bcHI#ghm#y#zJ#CDE#FGHI#2J#{|}A~#vx#���#
STUV#1-800-927-4357Un7#�MH[\]+#HMO#qr3#bcHI#ghm#DMHC(v��|�) ���Lm#STUV  
1-888-HMO-2219Un7#�MH[\]+
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

!"#$%&'()*#%+%"',%-%./0./"")&1'2/3'+%&45')3'0%&67%"'8)-3'9)&):';'<%=>%050)&? ?"0)&@):'>%:'8)*'
A%7%&'8)&':)*#4#1'B6"/0.%"'A%7%&'C*'*%"6%A%&)3'8)&'D"3"/0.%" (ID)'>47=D'#&%'"E#%F'A%7%&4#G'+%7')0)'
64&F%>D&4H'I79D'JD74&J')3G'I"J&/7')"3 800-522-0088'A%7%&4#'*%"6%A%&):'Health Net-D'K%$%I4&JD'L%MD'
L)">&4":'!"A%>%+%" ;'N">%")+%"',&%6&D (Individual and Family Plan/IFP) JD74&J")&D@'I"J&#/7'O'*%"6%A%&): 
800-909-3447'A%7%&4#,'?">&%"3'2:'(&%@/@DP'Medicare-D'JD74&J")&D@'I"J&#/7'O'*%"6%A%&):'800-926-4178 
A%7%&4#:'(&%@/@DP'Q6"/0.%"'A%7%&'1-800-927-4357 A%7%&4# *%"6%A%&)3'L%:DR4&"D%.D'!M%A4#%6&/0.%"'
S%T%"7/"3, )0)'6&%"@#/7')3'PPO F&%6&/7: U0)'6&%"@#/7')3'HMO F&%6&/7, 1-888-HMO-2219 A%7%&4#'
*%"6%A%&)3'DMHC-D'B6"/0.%"'6FD":
Armenian
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Russian
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LMNH*OPQRST#UVWX#?@5Health NetYZ[\]^_`ab]^'5800-522-0088Y;-1cdLMNH*efaghij]Y 
(IFP)Y;k@lm'na(o'p'T#UVWX#?@5800-909-3447qrstuvY2 0wxy;-8GHIJKLMNH*z{|}ta&i~z] 
`��T#UVWX#?@5800-926-4178 ;-1cdLMNH*���8GHIJK������I5PPO ij]�1UV#?@5A~l 
�u�t����51-800-927-4357Y;-1cdLMNH*HMOij]�1UV#?@5A~l�u�t������Y(DMHC)Y#����5
1-888-HMO-2219Y;-1cdLMNH*
Japanese

mu&q BwSw syvwvW:  qusIN duBwSIey dIAW syvwvW hwsl kr skdy ho Aqy dsqwvyz quhwnUM pMjwbI iv̀c pVH ky suxwey jw skdy hn[ mdd leI, 

quhwfy AweIfI (ID) kwrf ‘qy id̀qy nMbr qy swnUM Pon kro[ ieMplwier grùp dy mYNbr ikrpw krky hYlQ nYt dy vpwrk sMprk kyNdr nUM   

800-522-0088 nMbr qy Pon kro[ ivAkqIgq Aqy pirvwrk plwn (IFP) jW Pwrm ibaUro dy ArzIdwqw ikrpw krky 800-909-3447, 
AOpSn 2 qy Pon kro[ mYfIkyAr splImYNtl dy ArzIdwqw ikrpw krky 800-926-4178 nMbr qy Pon kro[ jy qusIN iksy PPO plwn leI nW 

ilKvw rhy ho qW vDyry mdd leI kYlIPonIAw ifpwrtmYNt Aw& ienSorYNs nUM 1-800-927-4357 nMbr qy Pon kro[ jy qusIN iksy HMO plwn 

leI nW ilKvw rhy ho qW ifpwrtmYNt Aw& mYnyjf hYlQ kyAr (DMHC) dI hYlplweIn 1-888-HMO-2219 nMbr qy Pon kro[

Punjabi

karbkE¨bPasaeday²tGs’«fÂ .  G~kGacTTYlG~kbkE¨bPasa nig[eKGanäksarCUnG~kCaPasaExµrVn .  sMrab’CMnYy 

sUmTUrs&BæmkeyIg tamelxEdlmankt’enAelIGtsJïaNb&Nörbs’G~k ÉG~kdak’Bak´sMuCa¨kum«n¨kumhßunkargar sUmTUr 

s&BæeTA mNëlTMnak’TMngBaNiCØkmµrbs’ Health Net tamelx 800-522-0088 .  KMeragbuKðlm~ak’@ nigCa¨KYsar (IFP) 

ÉG~kdak’Bak´sMu Farm Bureau sUmTUrs&BæeTAelx 800-909-3447 cucCMerIsTI 2 .  G~kdak’Bak´sMu CMnYybEnÄm Medicare  

sUmTUrs&BæeTAelx 800-926-4178 . sMrab’CMnYyEfmeTot sUmTUrs&BæeTA ¨ksYgFanaraÔb’rgkalIhÃ&rnIjÔa tamelx  

1-800-927-4357 ebIsinCaG~kkMBugEtcuHeQµaHk~gKMerag PPO .  ebIsinCaG~kkMBugEtcuHeQµaHk~gKMerag HMO sUmTUrs&BæeTA 

Ex§CMnYy DMHC tamelx 1-888-HMO-2219 .
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 nqe 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 qho kev pab los ntawm PPO. Yog hais tias koj 
koom rau hauv ib qho kev pab los ntawm HMO, hu rau DMHC Tus Xov Tooj Muab Kev Pab ntawm 1-888-HMO-2219. 
Hmong

Arabic

!"#$%&'(&)&*+,!"-.),/-&. 0-&')&1&+2+345!!"#$%&'67(&)&6#819:;3<-&'.<%%8)&'=>30-&'?5@.75'(&)&A<@0-&'.<@. 
.(B-<C82+345!/D&1E-D,.>#B<, =>3*0>&(D%.4F&G&1H&,.#%09-#8!I2D3='!5+78%5'2(A<@0-&' >#B)81&E$%%I-1#;%C3&@:;3A"
.<F&6:'%&'78%5')I%A8(&! A"=>3*0>&);'45!%&'G$+G"-.#B-<@6:'%&'(&'$+6>-@ Health Net G&1 H&,.#% 800-522-0088. 

:;3A".<F&6:'%&' Individual and Family Plan (IFP) 6#8:;3A".<F&6:'%&' Farm Bureau A"=>3*0G&1H&,.#% 800-909-3447 

6#3D.#B<%A"309- 2. :;3A".<F&6:'%&'.)91.1+$6/JK [Medicare Supplement] A"=>3*0G&1H&,.#% 800-926-4178.  

L3&>&%0-&'%M#5@C8#F@08!N'6:'%&' PPO, =>3*027>&%F178%5'2( 6>-@#5+/&#$?".',G&1H&,.#% 1-800-927-4357 

.(B-<C82+345!/D&1E-D,.>#B<.(9-1GB-1. L3&>&%0-&'%M#5@C8#F@ 08!N'6:'%&' HMO, =>3*0G&1)&,+-D' DMHC 

G&1H&,.#% 1-888-HMO-2219.
Laotian

Farsi
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