
IMPORTANT INSTRUCTIONS: 

Use the attached application for first-time enrollments or changes to medical, 
dental, and vision benefits. All changes and enrollments outside of Open 
Enrollment require a Qualifying Life Event. A list of those events is located 
HERE. 

When complete, please email all pages of the application to
Vanessa_Jones@rpadmin.com 

CA Small Manufacturing Health & Welfare Trust Fund 

Application for Employee Benefits

Effective 6/1/2024 - 5/31/2025 (Rev. 4/3/2024)

INSTRUCCIONES IMPORTANTES: 

Utilice la solicitud adjunta para inscripciones por primera vez o cambios en los 

beneficios médicos, dentales y de la vista. Todos los cambios e inscripciones fuera 

de Open Enrollment requieren un Evento de vida calificado. Una lista de esos 

eventos se encuentra AQUÍ. 

Cuando esté completo, envíe por correo electrónico las páginas de la solicitud a 

AMBAS direcciones a continuación Vanessa_Jones@rpadmin.com 

https://www.healthcare.gov/glossary/qualifying-life-event/
https://www.healthcare.gov/glossary/qualifying-life-event/
mailto:Vanessa_Jones@rpadmin.com
https://www.cuidadodesalud.gov/es/glossary/qualifying-life-event/
mailto:Vanessa_Jones@rpadmin.com
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□ Yes

□ No 

IQ

ent 

1 of1 o7f 4 

Reason for Application: 

□ New Hire □ Open Enrollment □ Loss of prior coverage Date:

□ Re-Hire Date: □ Part-time to Full-Time Employment Date:

□ Family Addition/ Change: Qualifying Event: Qualifying event date: 

□ COBRA: □ 18 Months □ 29 Months □ 36 Months

Start Date:  End Date: COBRA Event: COBRA Event Date: 

CA Small Manufacturing Health & Welfare Trust Fund 
Purchaser ID / Company Name: Enrollment Unit: Benefit Effective Date: 

PERSONAL INFORMATION 
Last Name: First Name: MI: 

□ Male □ Female

Address: Apt #: City: State: Zip: 

Date of Hire: (MM/DD/YY) Home PH#: Work PH#: E-Mail Address: 

Date of Birth (MM/DD/YY): Social Security #: Job Title: Salary: 

Marital Status: 
□ Single □ Married □ Domestic Partner

If available, I would prefer to receive plan information and 
communication in Spanish: □ Yes □ No 

If there is other Health Coverage, please list family member, carrier name/group number and effective date 

PRIOR COVERAGE (PPO PLANS ONLY): fill out the following information to receive proper credit for previous coverage. 

DEPENDENT INFORMATION 
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Relation 

Coverage 

□ Medical
NAME 

(Last, First MI) SSN Gender Date of Birth 

Medical 
HMO: 

PPG/PCP# 

Medical 
HMO: 

Current PCP 

Dental 
HMO: 

Provider # 

If children are 
age 26 or 

over you must 
check the 

appropriate 
boxes below 

Self 

□ Dental

□ Vision
Same as 

above 
Same as 

above 
Same as 

above 
Same as 

above 

□ Yes

□ No 

□ Spouse

□ Domestc
Partner

□ Medical

□ Dental

□ Vision

□Female 

□Male 

□ Yes
□ No 

Is Dependent
disabled?

(documentation required)

Child 

□ Medical

□ Dental

□ Vision

□Female 

□Male 

□ Yes

□ No 

□ Yes
□ No 

Child 

□ Medical

□ Dental

□ Vision

□Female 

□Male 

□ Yes

□ No 

□ Yes

□ No 

Child 

□ Medical

□ Dental

□ Vision

□Female 

□Male 

□ Yes
□ No 

□ Yes

□ No 

Child 

□ Medical

□ Dental

□ Vision

□Female 

□Male 

□ Yes
□ No 

□ Yes

□ No 



MEDICAL ELECTIONS □ Enroll □ Decline

Employee Name: SSN 

HealthNet Employee 
Only 

Employee + 
Spouse 

Employee + 
Child(ren) 

Employee + 
Family 

HMO Full Network KJI (was JN1) □  □  □  □  

HMO Full Network KJL (was JN4) □  □  □  □  

HMO ExcelCare KH7 (was JPS) □  □  □  □  

HMO ExcelCare KHG (was JPY) □  □  □  □  

HMO ExcelCare KHI (was JQ0) □  □  □  □  

HMO ExcelCare KHM(was JQ4) □  □  □  □  

HMO Salud Y Mas - KDN (was JON) □  □  □  □  

HMO Salud Y Mas - KE4 (was JPB) □  □  □  □  

HMO SmartCare KGP (was JLP) □  □  □  □  

HMO SmartCare KGT (was JLT) □  □  □  □  

HMO SmartCare KGZ (was JLY) □  □  □  □  

HMO SmartCare KH2 (was JM1) □  □  □  □  

PPO - KFB (was JQL) □  □  □  □  

PPO - KFC (was JQM) □  □  □  □  

PPO - HSA KFD (was JQN) □  □  □  □  

PPO - HSA KFK (was JQT) □  □  □  □  

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, DBP and/or Fidelity. Health Net, DBP and/or Fidelity 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 case management programs. Health Net provides members with a Notice of Privacy Practices that describes how it 

uses and discloses protected health information; the individual’s rights to access and to request amendments,restrictions and an accounting of 

disclosures of protected health information; and the procedures for filing complaints. Health Net’s Notice of Privacy Practices is included in the 

Evidence of Coverage or Certificate of Insurance for coverage underwritten by Health Net. I may also obtain a copy of this notice on the website 

at www.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. 

ACKNOWLEDGMENT AND AGREEMENT: I understand and agree that by enrolling with or accepting services from Health Net, DBP and/or 

Fidelity, 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 information and belief, 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 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 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. Mandatory Arbitration may not apply to certain disputes 
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Do you have other health care coverage? _ Yes _ No If “Yes”, complete the following: 
Name of insurance carrier:  Prior coverage start date: / 

http://www.healthnet.com/


plan 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. 

I AGREE AND UNDERSTAND THAT ANY AND ALL DISPUTES, INCLUDING CLAIMS RELATING TO THE DELIVERY OF SERVICES 
UNDER THE PLAN AND CLAIMS OF MEDICAL MALPRACTICE (THAT IS, AS TO WHETHER ANY MEDICAL 
SERVICES RENDERED UNDER THE HEALTH PLAN WERE UNNECESSARY OR UNAUTHORIZED OR WERE IMPROPERLY, 
NEGLIGENTLY OR INCOMPETENTLY RENDERED), EXCEPT FOR CLAIMS SUBJECT TO ERISA, BETWEEN MYSELF AND MY 
DEPENDENTS ENROLLED IN THE PLAN (INCLUDING ANY HEIRS OR ASSIGNS) AND UNITEDHEALTHCARE OF CALIFORNIA, 
UNITEDHEALTHCARE OR ANY OF ITS PARENTS, SUBSIDIARIES OR AFFILIATES, SHALL BE DETERMINED BY SUBMISSION TO 
BINDING ARBITRATION. ANY SUCH DISPUTE WILL NOT BE RESOLVED BY A LAWSUIT OR RESORT TO COURT PROCESS, 
EXCEPT AS THE FEDERAL ARBITRATION ACT PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. ALL 
PARTIES TO THIS AGREEMENT ARE GIVING UP THEIR CONSTITUTIONAL RIGHTS TO HAVE ANY SUCH DISPUTE DECIDED IN A 
COURT OF LAW BEFORE A JURY, AND INSTEAD ARE ACCEPTING THE USE OF BINDING ARBITRATION. 

Declination Acknowledgement  

The available coverages have been exp
I have decided not to enroll myself and/or

lained to me. I have been given the chance to apply for the available coverages. 
my dependent(s) in the following coverage: 

Medical 

Employee □  
Spouse □  

Child(ren) □  

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. 

Employee Signature: 

Print Name: Date: 
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Principal 

Declination Acknowledgement 

The available coverages have been explained to me. I have been given the chance to apply for the available coverages. 
I have decided not to enroll myself and/or my dependent(s) in the following coverage: 

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. 

Employee Signature: 

Print Name: Date: 

DENTAL DHMO ELECTIONS □ Enroll □ Decline

Employee Name: SSN 

DENTAL PPO ELECTIONS □ Enroll □ Decline

MetLife Employee 
Only 

Employee + 
Spouse 

Employee + 
Child(ren) 

Employee + 
Family 

PPO - High Option □  □  □  □  

PPO - Low Option □  □  □  □  

MetLife Employee 
Only 

Employee + 
Spouse 

Employee + 
Child(ren) 

Employee + 
Family 

HMO High Option (MET 85) □  □  □  □  

HMO Low Option (MET 185) □  □  □  □  

Dental 

Employee □  
Spouse □  

Child(ren) □  
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Declination Acknowledgement 

The available coverages have been explained to me. I have been given the chance to apply for the available coverages. I 
have decided not to enroll myself and/or my dependent(s) in the following coverage: 

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. 

Employee Signature: 

Print Name: Date: 

Employee Authorization 

Each person signing below declares that all information given in this enrollment form is true and complete to the best of his/ 

her knowledge and beliefs. Each person understands that this information will be used to determine his/her eligibility. 

I understand that these elections cannot be changed during the plan years unless I experience a qualified life event as outlined 

in employer benefit plan documents. Qualified life events that may change my benefit elections must be reported to the Benefits 

Administration within 30 days of the event. 

Employee Signature: _ 

Print Name:  Date: 

Employee Name: SSN 

VISION ELECTIONS □ Enroll □ Decline

MetLife (VSP) Employee 
Only 

Employee + 
Spouse 

Employee + 
Child(ren) 

Employee + 
Family 

MetLife (VSP) High Option □  □  □  □  

MetLife (VSP) Low Option □  □  □  □  

Vision 

Employee □  

Spouse □  

Child(ren) □  

EMPLOYEE ELECTION CONFIRMATION- SIGNATURE REQUIRED 
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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 1-800-522-0088. Individual & Family Plan (IFP) 
applicants please call 1-877-609-8711. For more help: If you are enrolled in a PPO or EPO insurance policy underwritten by Health Net Life Insurance Company, 
call the CA Dept. of Insurance at 1-800-927-4357.If you are enrolled in a HMO or HSP plan provided by Health Net of California, Inc., call the DMHC Helpline 
at 1-888-HMO-2219. Your ID card indicates whether your plan was issued by Health Net Life Insurance Company or Health Net of California, Inc. 

English 

Servicios de Idiomas Sin Costo. Usted puede solicitar un interprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su 
idioma. Para obtener ayuda, llamenos al numero que aparece en su tarjeta de identificaci6n; los solicitantes de grupo de empleadores deben llamar al Centro 
de Comunicaci6n Comercial de Health Net al 1-800-522-0088. Los solicitantes de! Plan Individual y Familiar (por sus siglas en ingles, IFP) deben llamar 
al 1-877-609-8711. Para obtener mas ayuda: Si esta inscrito en una p6liza de seguro PPO o EPO asegurada por Health Net Life Insurance Company, llame 
al Departamento de Seguros de CA al 1-800-927-4357. Siesta inscrito en un plan HMO o HSP proporcionado por Health Net of California, Inc., llame a 
la Linea de Ayuda de! Departamento de Cuidado Medico (por sus siglas en ingles, DMHC) de California al 1-888-HMO-2219. Su tarjeta de identificaci6n 
indica si su plan fue emitido por Health Net Life Insurance Company o Health Net of California, Inc. 

5t1,jf§if8"§1 , 1&roJtJJfi1t□ § , :ix{]',oJtJ :xft&AtJ1 1mlf,!\ ttoJtJ tmn11  1m§if8"1'f';J:xft*}ls  1m, :ll□rmtl%i!,JJ

Spanish 

* m1mwr T
_tp)T3iji'f';) g35J7Eli,tW:Jx{]3, tt , j:_J!lljffl'EJ3gV,J ti Health Net B/;Jlm* tt cp,LI, ,  §3 1-800-522-0088 ° Individual and Family Plan (IFP) $§ A§ 
ti 1-877-609-8711 ° 3/Drm ftttJ%J:[}:J3/D*fmt)[f:lj';i'f';J Health Net Life Insurance Company ti<f:lj';i'f';PJPO!:% EPO f:lj'; f:lj';,¥ g ti California Department of 

Insurance §3 1-800-927-4357 ° 3/D*fmt)[f:lj';B/;J Health Net of California, Inc. :J¾(;J:ti'f';J HMO!:% HSP H'm, '  g m DMHC tJ%J:l}J Ji! 1-888-HMO-2219 ° fm 
13/;JTWf{rg!BJlfmt1kJH'm' EBHealth Net Life Insurance Company!:%Health Net of California, Inc. ti< 0

 

Chinese 
Djch V\l ngon ngu mien phi. Quy vi c6 the duqc cap thong djch vien va ngubi d9c giup cac tai li u bang ngon ngu cua quy vi cho quy tj. 

De duqc trq giup, vui long g9i cho chung toi theo so di n tho<ali ghi tren the hQi vien cua quy tj; nguai ghi danh theo nh6m cua hang so 
xin g9i Trung tam Lien l<alc Thuong m<ali cua Health Net theo so 1-800-522-0088. Ngubi ghi danh theo Chuong trinh bao hiem danh cho 

ca nhan va gia dinh (Individual and Family Plan, IFP) xin g9i so 1-877-609-8711. De duqc trq giup bo tuc: Neu quy vi ghi danh trong cac
hqp dong bao hiem PPO ho c EPO do Health Net Life Insurance Company cam ket tai trq, vui long g9i B9 Bao hiem cua California theo 

so 1-800-927-4357. Neu quy tj ghi danh trong chuong trinh bao hiem HMO ho c HSP do Health Net of California, Inc. cung cap, xin g9i 

Dubng day trq giup cua DMHC theo so 1-888-HMO-2219. Tren the hQi vien cua quyvi c6 ghi ro chuong trinh bao hiem cua quyvi la do 

Health Net Life Insurance Company hay Health Net of California, Inc. cung cap. 

Vietnamese 
£. 2:! 07 :X:I § A·HJI .::::::. £. N A·HJI.:::::: 0l c1.¥OIi )jl 2J- 2:! 07.s::'. Al Al t:JI .:::::: 4" §LI Cf.301 .2of6J ,¥g  g2_! 

ID3f.C:: OII 'E 2..I-LHt!i.2.s::'. 2foH -<?-GJAl.2 . .::;:i -<? :::J. Jfgj 61 :X:f'a Si2 Health Net gj (Commercial) _:;::J_:z!i A1t:JI.:::::: E,, 2..I-LHt!i.2 
l-800-522-00881:i:L .s::'. 2foH -<?-GJAl.2. JH2.1 Jf EH (IFP) Jfgj 61 :X:f'ag 2..I-LHt!i.2 l-877-609-87llt!i .s::'. 2foH -<?-GJAl.2. [7 '2,1-g 

301 f?.of Al I:'.!: 0 :;11 of Jf Health Net Life Insurance CompanyJf 2.14"2J- PPO !:f 'E EPO .':i!. gj cl Al OIi Jfgj of6J Si2, cl .!ILi Of .':i!. gj

(CA Dept. oflnsurance), 2..1-LH t!i .2 l-800-927-4357t!i .s::'.§ of-QJ Al .2. 0 :;11 of Jf Health Net of California, Inc.OIi Al J.:11 of'E HMO !:f 'E HSP 
EH OIi Jfgjof6J Si2, .':i!.:z:! ti" cl (DMHC) E.2.f 2.1, 2..1-LH t!i .2 l-888-HMO-2219t!i .s::'.§ of-QJ Al 2. :;i-1 of ID 3f .C:: OIi :;i-1 of EH 01 
Health Net Life Insurance CompanyOIIAl J.:11 £1'E :X:I !:f 'E Health Net of California, Inc.OIi Al J.:11 £1 'E :X:I 23 Al £10, §LI Cf. 

Korean 

U.lu-1_£u.ir l!,qi-1_1-1-141-1-11.i Uu.inu.ijnLfcJjnLUUhp: 'tnq1 4u.irn'l h-11 pu.iuu.ii-l_nr fcJu.ipq.uu.iu <lhn-11 phrhl L. lpUIUU1U1fcltJ.fcJhr ufclhpghl UlUIL .!thr

thqi-l_ni-1_: Oq.umfcJjUIU C.u.iuu.ir uhq qu.iuq.u.iC.u.iph-11 9hr ru-111.inLfcJjUIU (ID) u,nuur i-1.ru.i uzi-l_u.io- C.u.iuu.ipni-1_, 4u.iu hfcJh q.npo-u.iu,ppni fuupr

'1-runrri- h-11, fuu'l-rnLU hu-111-800-522-0088 C.u.iuu.ipni-1_ qu.iliq.u.iC.u.irhL Health Net-r 2.u.i£u.ifunr'l-r liu.iu.ir lihuu,pnu: U.uC.u.iu,1-1-141-1-11.i

L. Cuu,u.iuh4u.iu Upu.iq.rr (Individual and Family Plan/IFP) '1-runr'l- uhppg fuu'l-ri-1. mu t qu.iuq.u.iC.u.irhL 1-877-609-8711 C.u.iuu.ipni-1_:

Lru.igmgrL oq.umfcJjUIU C.u.iuu.ir' 1-800-927-4357 C.u.iuu.ipni-1_ qu.iuq.u.iC.u.iph-11 liu.itr:i>nruru.i!r U.u.iu.iC.ni-l_u.iq.pnLfcJjUIU P.u.icfu.iuunLU.J1

(CA Dept. oflnsurance), hfcJh q.pu.iligi-l_ht h-11 PPO 4u.iu EPO Ull-ljUIC.ni-l_u.iq.ru.i4u.ili Ull-ljUIC.ni-l_u.iq.rr, nrr 4rntJ.U t Health Net Life

Insurance Company-u: bfcJh q.pu.iligi-l_ht h-11 HMO 4u.iu HSP o-pu.iq.pnLU, nrr UUIU1U14u.ipu.ipu t Health Net of California, Inc.- ,

1-888-HMO-2219 C.u.iuu.ipni-1_ qu.iuq.u.iC.u.iph-11 DMHC-r Oq.umfcljUIU <l,o-pu: 9hr ru-111.inLfcJjUIU u,nuu uzmu t, fcJh ni-1_ t fclntJ.Ulr4hL 9hr

o-pu.iq.rr ' Health Net Life Insurance Company-u, fclh" Health Net of California, Inc.- :

Armenian 

EecnnaTHble ycnynr nepeBop;a. Bbl MO)KeTe BOCnOnb30BaTbCJlycnyraMl1 nepeBop;q11Ka,11 BaM MOryT npoq11TaTb p;oKyMeHTbl Ha BallieM Jl3b1Ke. 

Ecmr BaM Tpe6yeTCJI noMOII.\b, 3BOHJ1Te HaM no HOMepy TenecpoHa, yKa3aHH0MY Ha Balliett: 11p;eHTl1<pl1KaIJ,l10HHOH KapTe. YqacTHl1Kl1 nnaHa 

rpynnoBoro CTpaxoBaH11JI no MeCTy pa6oTbl MoryT o6paTl1TbCJIB KoMMepqecK11tt: KOHTaKTHblH 11,eHTp KOMnaH1111 Health Net (Commercial 

Contact Center) no TenecpoHy 1-800-522-0088. YqacTH11K11 nnaHOB 11Hp;11B11p;yanbHOro 11 ceMett:Horo cTpaxoBaH11JI (Individual and Family Plan, 

IFP), no)Kanyii:CTa, 3BOH11Te no HOMepy 1-877-609-8711. ,D;nJI nonyqeH11JI p;ononH11TenbHOH noMOII.\11: ecn11 y Bae CTpaxoBow non11c OpraH113a11,1111 

c npep;noqT11TenbHb1M11 nocTaBII.\l1KaM11 ycnyr (Preferred Provider Organization, PPO) 11n11 OpraH113a11,1111c o6JI3aTenbHblMl1 nocTaBII.\l1KaM11 

ycnyr (Exclusive Provider Organization, EPO), KoTOpbrtt: npep;ocrnBnJieTcJI KOMnaH11eii: Health Net Life Insurance Company, o6pall.\att:Tecb 

B ,D;enaprnMeHT CTpaxOBaH11JI lliTaTa Kan11cpopH11JI (CA Dept. oflnsurance) no TenecpoHy 1-800-927-4357. Ecn11 Bbl 3aper11CTp11poBaHb1 B 

nnaHe HMO 11n11 HSP, KOTOpb1tt: npep;oCTaBneH KOMnaH11eii: Health Net of California, Inc., 3BOH11Te Ha TenecpoH fopJiqeft n11H1111 ,D;enaprnMeHTa 

opraHl130BaHHoro Mep;1111,11HcKoro 06cny)K11BaH11JI(DMHC Helpline) no HOMepy 1-888-HMO-2219. Ha Balliew 11p;eHT11<p11Ka11,110HHOHKapTe 

yi<a3aHo, 6bm n11Balli nnaH ocpopMneH KOMnaH11eii: Health Net Life Insurance Company 11n11 KOMnaH11eii: Health Net of California, Inc. 
Russian 

1!!€f3J-(,7) !!t-tl-- ,, Ao s:;Js:!\!t(7)iifillRiJ,1f 1i:a:::!'31m7:f. L * -t-0  -ti-- ,,A :a: =:,Th" (,7)771:t, ID JJ - F1lctG(,7):m:% * c'::!'3r"',1 .i,  f < tc 
v'offl-tflsflf;,js:7°7 :.,, (7)1JQA:a::t3$ibJi.(7)7J/i, Health Net(l)B;;F"i :::i :.,,JJ -7 I-- •t :.,,JJ-, 1-800-522-0088* --C::l'3ffi:!t< tc v'o 

-@))\_ • %- 7°7:.,, (IFP)(,7)1JQA:a::t3$Jb]j.(7)7J/i, l-877-609-8711*--C:t3ffi:§5< tc v'o Gf;::.mJ:I)JiJ,£, tctmif, Health Net Life 

Insurance CompanyiJ,{ljl: fo:5 I§t t±c1:: ft g PPO* 1::./iEPO{!,jl: §:iif; lJ Y'-f;::. =:'jJQ,A(,7)7J/i, 7J lJ7;tJv.:::.71'1'1{!,jl: fo:n\ 1-800-927-4357
* --C =:';t < tc v 'o Health Net of California, Inc.iJ,t'f:f:!tT gHMO* tcf'iHSP7°7 :.,,f;::_ =:'1JQA(7)7Jf'i, 7J lJ7;t;v.:::.71'Wf l2s: IT

(DMHC) (,l)-A-Jv:1'7-{:.,,, 1-888-HMO-2219*--C=:'if < tc v '0  ::!'3 (,7)7°7 :.,,(7) 1T-tfiJ,Health Net Life Insurance Company

* tc/'iHealth Net of California, Inc.(7)f'i:j G --C&> Q 7J>/'i, IDJJ-  )<f;::.13c, ;11,""(1., '* T0 

Japanese 
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Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, Inc. Health Net and Salud con Health Net are registered service marks of Health Net, Inc. All other 

identified trademarks/service marks remain the property of their respective companies. All rights reserved. 
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Dental 
□ F 

□ M 

□ F 

□ M 

□ F 

□ M 

□ F 

□ M 

□ F 

□ M 

□ Si 
□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

□ Si 

□ No 

IRS Depend 

Calificado 

Medico Medico Dental 

Cobertu Nombre HMO: HMO: HMO: 
Relacion 

Cobertura (Apeido, Nombre) SSN Genero Fec. De Nac. Providor Actual PCP Providor # 
# 

Informaciòn de Dependiente 

Informacion Personal 

California Small Manufacturing Health & Welfare Trust 
Num. Identificaciòn / Nombre de Empresa: Unidad: Fecha de vigencia: 

Apellido: Nombre: MI: 
□ M □ F

Dirección: Apt #: Ciudad: Estado: Codigo postal: 

Fecha de contratación: 
(MM/DD/AAAA) 

Num.de telefono principal Num Tel Trabajo#: Correo Electrònico: 

Fecha de nacimiento 
(MM/DD/AAAA): 

Seguro Social #: Título: Salario: 

Estado Civil: 

□ Soltero □ Casado □ Vive in paraje
Si está disponible, yo preferiría la información en Español: 
□ Si □ No

Tipo de solicitud: 

□ Inscripción Nueva

□ Fecha de Recontrataciòn:

□ Inscripción Abierta □ Pèrdida de cobertura (fecha):

□ Fecha de medio tiempo a tiempo completo:

□ Agregar Familia/ Cambios: Evento calificado:  Fecha de el evento: 

□ COBRA: □ 18 Meses □ 29 Meses □ 36 Meses

Fecha de inicio: Fecha Final:  Evento de COBRA:  Fecha de COBRA : 

Si hay otra cobertura de salud, favor de escribir el nombre su familia, el nombre y numero de poliza de la compania y fecha 
Nombre Relaciòn Nombre de Aseguradora # de Grupo Fecha de vigencia Primario 

□ Si
□ No 

□ Si
□ No 

Cobertura Anterior (Solo Planes PPO): Complete la siguiente informaciòn para recibir crèdito apropiado para la cobertura anterior. 

Nombre 
Fecha de 
cobertura 

Fecha de Fin 

de cobertura Nombre de Aseguradora Rason por terminar cobertura 

Relacion Cobertura Nombre SSN Genero Fec. De. Nac. Medico Medico Dental Si sus hijos son 
mayores de 26, 
debe marcar 

la casilla 

apropiada abajo. 

(Apeido, Nombre) HMO: 
Providor # 

HMO: 
Actual PCP 

HMO 
Providor # 

□ Medical 

Yo □ Dental
□ Vision

Igual que 
arriba 

Igual que 
arriba 

Igual 
que 
arriba 

Igual que 
arriba 

□ Si
□ No

□ Cònyuge

□ Pareja

Domestica 

□ Medical

□ Dental 

□ Vision

□ F
□ M

□ Si
□ No

IRS Depende 
Calificado 

Hijo 

□ Medical

□ Dental

□ Vision

□ F 
□ M

□ Si 
□ No

□ Si
□ No

Hijo 

□ Medical

□ Dental

□ Vision

□ F 
□ M

□ Si
□ No

□ Si
□ No

Hijo 

□ Medical

□ Dental

□ Vision

□ F
□ M

□ Si 
□ No

□ Si
□ No

Hijo 

□ Medical

□ Dental

□ Vision

□ F
□ M

□ Si 
□ No

□ Si
□ No



Elecciones Mèdicas □ Inscribirse □ Declinar

Nombre del Empleado: SSN 

HealthNet Employee 
Only 

Employee + 
Spouse 

Employee + 
Child(ren) 

Employee + 
Family 

HMO Full Network JN1 (HSS) □  □  □  □  

HMO Full Network JN4 (HSV) □  □  □  □  

HMO ExcelCare JPS (HVH) □  □  □  □  

HMO ExcelCare JPY (HVN) □  □  □  □  

HMO ExcelCare JQ0 (HVP) □  □  □  □  

HMO ExcelCare JQ4 (HVT) □  □  □  □  

HMO Salud Y Mas - JON (HUG) □  □  □  □  

HMO Salud Y Mas - JPB (HUV) □  □  □  □  

HMO SmartCare JLY (HSF) □  □  □  □  

HMO SmartCare JM1 (HSJ) □  □  □  □  

HMO SmartCare JLT (HSC) □  □  □  □  

HMO SmartCare JLP (HS8) □  □  □  □  

PPO - JQL (HX5) □  □  □  □  

PPO - JQM (HX6) □  □  □  □  

PPO - HSA JQN (HXL) □  □  □  □  

PPO - HSA JQT (HXH) □  □  □  □  

Do you have other health care coverage? _ Yes _ No If “Yes”, complete the following: 

Name of insurance carrier:  Prior coverage start date: / 

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, DBP and/or Fidelity. Health Net, DBP and/or Fidelity 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 case management programs. Health Net provides members with a Notice of Privacy Practices that describes how it 

uses and discloses protected health information; the individual’s rights to access and to request amendments,restrictions and an accounting of 

disclosures of protected health information; and the procedures for filing complaints. Health Net’s Notice of Privacy Practices is included in the 

Evidence of Coverage or Certificate of Insurance for coverage underwritten by Health Net. I may also obtain a copy of this notice on the website 

at www.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. 

ACKNOWLEDGMENT AND AGREEMENT: I understand and agree that by enrolling with or accepting services from Health Net, DBP and/or 

Fidelity, 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 information and belief, 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 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 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 
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Las coberturas disiponibles han sido explicado. Se me ha dado la oportunidad de solicitar las coberturas 
disponibles. He decidido no inscribir a mi mismo y/o a mi dependiente(s) en la siguiente cobertura. 

Por la disminuciòn de la cobertura, reconozco que mis dependientes y yo puede que tengan que esperar para 
inscribirse hasta el pròximo periòdo de inscripciòn abierta o evento calificado. 

Firma del Empleado:   

Imprime su Nombre:   Fecha:  

Nombre del Empleado: SSN 

 

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. Mandatory Arbitration may not apply to certain disputes if the Employer’s 

plan 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. 

 

 
 

I AGREE AND UNDERSTAND THAT ANY AND ALL DISPUTES, INCLUDING CLAIMS RELATING TO THE DELIVERY OF SERVICES 
UNDER THE PLAN AND CLAIMS OF MEDICAL MALPRACTICE (THAT IS, AS TO WHETHER ANY MEDICAL SERVICES RENDERED 
UNDER THE HEALTH PLAN WERE UNNECESSARY OR UNAUTHORIZED OR WERE IMPROPERLY, NEGLIGENTLY OR 
INCOMPETENTLY RENDERED), EXCEPT FOR CLAIMS SUBJECT TO ERISA, BETWEEN MYSELF AND MY DEPENDENTS ENROLLED 
IN THE PLAN (INCLUDING ANY HEIRS OR ASSIGNS) AND UNITEDHEALTHCARE OF CALIFORNIA, UNITEDHEALTHCARE OR ANY OF 
ITS PARENTS, SUBSIDIARIES OR AFFILIATES, SHALL BE DETERMINED BY SUBMISSION TO BINDING ARBITRATION. ANY SUCH 
DISPUTE WILL NOT BE RESOLVED BY A LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS THE FEDERAL ARBITRATION 
ACT PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. ALL PARTIES TO THIS AGREEMENT ARE GIVING UP 
THEIR CONSTITUTIONAL RIGHTS TO HAVE ANY SUCH DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY, AND INSTEAD 
ARE ACCEPTING THE USE OF BINDING ARBITRATION. 

 
 
 
 

 

Reconocimiento de Declinaciòn 
 
 
 
 
 

 
 Medico 

Empleado □  
Cònyuge □  

Hijo(s) □  
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Principal 

Las coberturas disiponibles han sido explicado. Se me ha dado la oportunidad de solicitar las coberturas 
disponibles. He decidido no inscribir a mi mismo y/o a mi dependiente(s) en la siguiente cobertura. 

Por la disminuciòn de la cobertura, reconozco que mis dependientes y yo puede que tengan que esperar para 
inscribirse hasta el pròximo periòdo de inscripciòn abierta o evento calificado. 

Firma del Empleado:   

Imprime su Nombre:   Fecha:  

Elecciones PPO Dentales □ Inscribirse □ Declinar 

Elecciones DHMO Dentales □ Inscribirse □ Declinar 

Nombre del Empleado: SSN 
 

 

MetLife Empleado 
Solo 

Empleado + 
Cònyuge 

Empleado + 
Hijo(s) 

Empleado + 
Famila 

PPO - High Option □  □  □  □  

PPO - Low Option □  □  □  □  

 
 

 

MetLife Empleado 
Solo 

Empleado + 
Cònyuge 

Empleado + 
Hijo(s) 

Empleado + 
Famila 

HMO High Option (MET 85) □  □  □  □  

HMO Low Option (MET 185) □  □  □  □  

 

 

Reconocimiento de Declinaciòn 
 
 
 
 

 Dental 

Empleado □  
Cònyuge □  

Hijo(s) □  
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Reconocimiento de Declinaciòn 

Las coberturas disiponibles han sido explicado. Se me ha dado la oportunidad de solicitar las coberturas disponibles. 
He decidido no inscribir a mi mismo y/o a mi dependiente(s) en la siguiente cobertura. 

Por la disminuciòn de la cobertura, reconozco que mis dependientes y yo puede que tengan que esperar para 
inscribirse hasta el pròximo periòdo de inscripciòn abierta o evento calificado. 

Firma del Empleado: 

Imprima su nombre: 

   

   Fecha:  

Elecciones Visiòn □ Inscribirse □ Declinar 

Employee Authorization 

Each person signing below declares that all information given in this enrollment form is true and complete to the best of his/ 

her knowledge and beliefs. Each person understands that this information will be used to determine his/her eligibility. 

 

I understand that these elections cannot be changed during the plan years unless I experience a qualified life event as outlined 

in employer benefit plan documents. Qualified life events that may change my benefit elections must be reported to the Benefits 

Administration within 30 days of the event. 

 
Employee Signature:  _ 

 
Print Name:   Date:   

Nombre del Empleado: SSN 

 

 
MetLife (VSP) Empleado 

Solo 
Empleado + 

Cònyuge 
Empleado + 
Hijo(s) 

Empleado + 
Famila 

MetLife (VSP) High Option □  □  □  □  

MetLife (VSP) Low Option □  □  □  □  

 
 
 
 
 
 
 

 Visiòn 

Empleado □  

Cònyuge □  
Hijo(s) □  

 
 
 
 
 
 
 
 
 
 

 

EMPLOYEE ELECTION CONFIRMATION- SIGNATURE REQUIRED 
 

 
 
 
 

 



e e 

c:·ti 

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 HealthNet's Commercial Contact Center at 1-800-522-0088. Individual & Family Plan (IFP) 

applicants please call 1-877-609-8711. For more help: If you are enrolled in a PPO or EPO insurance policy underwritten by HealthNet Life Insurance Company; 

call the CA Dept of Insurance at 1-800-927-4357. If you are enrolled in a HMO or HSP plan provided by HealthNet of California, Inc., call the DMHC Helpline 

at 1-888-HMO-2219. Your ID card indicates whether your plan was issued by HealthNet Life Insurance Company or HealthNet of California, Inc. 

English 
Servicios de Idiomas Sin Costo. Usted puede solicitar un interprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su 

idioma. Para obtener ayuda, llamenos al numero que aparece en su tarjeta de identificaci6n; los solicitantes de grupo de empleadores deben llamar al Centro 

de Comunicaci6n Comercial de HealthNet al 1-800-522-0088. Los solicitantes del Plan Individual y Familiar (por sus siglas en ingles, IFP) deben llamar 

al 1-877-609-8711. Para obtener mas ayuda: Si esta inscrito en una p6liza de seguro PPO o EPO asegurada por HealthNet Life Insurance Company, llame 

al Departamento de Seguros de CA al 1-800-927-4357. Si esta inscrito en un plan HMO o HSP proporcionado por HealthNet of California, Inc., llame a 

la Linea de Ayuda del Departamento de Cuidado Medico (por sus siglas en ingles, DMHC) de California al 1-888-HMO-2219. Su tarjeta de identificaci6n 

indica si su plan fue emitido por HealthNet Life Insurance Company o HealthNet of California, Inc. 

Spanish 
�---�g�19S 

O 
f�Pftl-I&1�D��g�19S 

O 
fJG-fl'�Pftl-ffixftf:���Mti:a' iliPJtl-ffiffB:B-lfl�n\Gf�e'gxf�its�M� 

0 �ffltiihWJ' ilJjfflf���--t 
J::pfiJUB'gg--§�°*�-fl'� • Jm1:a)i!ft$ilJj,A_ilJjfflHealthNet e'gjl.Jj���r:p,t,, , � 1-800-522-0088 ° Individual and Family Plan (IFP) 

$i1Jj,A_i1Jj ffl1-877-609-8711 ° �ffl;lsl:-ftgmWJ : �::W:�mf*e'g� HealthNet Life Insurance Company f*f*e'g PPO 1?JG EPO f*�f*ft'[ , ilJjfflCalifornia 

Department of Insurance g--§ 1-800-927-4357 ° J<D::W:1�-f*e'g� Health Net of California, Inc. 8e'g HMO 1?JG HSP §fi!i , ilJjfflDMHC mWJ:.w;� 1-

888-HMO-2219 ° � e'g��--tiftt�f�B'ggfffEl3 HealthNet Life Insurance Company 1?JG Health Net of California, Inc. f*� 

Chinese 
Djch V1,1 ngon ngu mien phi. Quyvi c6 the duqc cap thong cijch vien va ngu<':li d9c giup cac tai li�u bang ngon ngu cu.a quyvi cho quyvi, 

De duqc tr(J giup, vui long gQi cho chung toi theo so di�n thofµ ghi tren the hc;,i vien cu.a quyvi; ngu<':li ghi danh theo nh6m cu.a hang sci 

:xin gQi Trung tam Lien l�c Thucmg mfµ cu.a Health Net theo so 1-800-522-0088. Nguc:li ghi danh theo Chue1ng trlnh bao hiem danh cho 

ca nhan va gia dlnh (Individual and Family Plan, IFP) :xin gQi so 1-877-609-8711. De duqc trq giup M rue: Neu quyvi ghi danh trong cac 

h<Jp dong bao hiem PPO ho�c EPO do Health Net Life Insurance Company cam ket tai trq, vui long gQi BQ Bao hiem cu.a California theo 

so 1-800-927-4357. Neu quyvi ghi danh trong chue1ng trinh bao hiem HMO ho�c HSP do Health Net of California, Inc. cung cap, :xin gQi 

Du<':lng day trq giup cu.a DMHC theo so 1-888-HM0-2219. Tren the hc;>i vien cu.a quyvi c6 ghi r6 chudng trlnh bao hiem cu.a quyvi la do 

Health Net Life Insurance Company hay Health Net of California, Inc. cung cap. 

Vietnamese 
-9-E e:! Ol XI� kl t:ll �- -9-E �Ql Af kl t:ll � gJ Ol 2.HEOJIJ-ll l!:! et e:! 01£ kl��� kl t:ll �� E!:!"� 4' 2J. §LI Cf. .5:.§01 �Hoft.! J:Eg ��.<:?.! 

ID 3f��OJI 2J. e e!-LH \:!:!.2£ �£1-oH ��Al 2.. .::ilg� .::J.� JfgJ 61 � Xf'a .<:?.I �-9- HealthNet.<:?.! �gj (Commercial) .::il2.!l kl t:ll � �El, e!-LH !:!::!.2 

1-800-522-0088\:!:!�£ �2foH ��Al 2.. JH � gJ Jf� �i:!! (IFP) JfgJ 61 � Xf'a g e!-LH !:!::!.2 1-877-609-8711\:!:!�£ �£1-oH ��Al.2.. [� Btg 

.5:.§01 �HofAl el: el-� -=ti ofJf HealthNet Life Insurance CompanyJf �4'e!- PPO !Ee EPO �gt ¥clAlOJI JfgJ oft.! �-9-, �2.I ±t.LI Of �gt� 
(CA Dept. of Insurance), e!-LH !:!::!.2 1-800-927-4357\:!:!�£ �.<:?.I of�Al 2.. el-� TlofJf HealthNet of California, Inc.OJI kl �l�ofe HMO !Ee HSP 

�i:!!OJI Jfgjoft.! �-9-, �c!�c.1¥ (DMHC) �!:!.2.f�, e!-LH !:!::!.2 1-888-HMO-2219\:!:!�£ �.<:?.lof�Al.2.. Tlof.<:?.l ID 3f��OJI -=tlof.<:?.l �i:!!01 
HealthNet Life Insurance CompanyOJI A� �I�5:l XI !Ee HealthNet of California, Inc.OJI kl �I�5:l XI �Al5:l Ol 2J. §LI Cf. 

Korean 
Uuil_fiwr Lbqil_w�wu UwnWJMLjiJJnLUUbr: 'l-nL .p �wrn'l. b.p pwuwil_nr FJwrq.i.iwL c\bn.p pbrbL L. i./,wu,nwFf'lFfbr� �uFJbr9bi LnWL .2br 

ibqil_nil_: O q.unLjiJJwL C.wi.iwr i.ibq qwLq.wC.wrb .p .2br fiL.punLjiJJWU (ID) Lnni.iufi il.rw L2il_wa C.wi.iwrnil_, �w..r bjifb q.nraw,nfirni fui.ipfi 

'1-fii.inr'I- b.p, fuu'l-rnLLi bu.p 1-800-522-0088 C.wi.iwrnil. qwuq.wC.wrbL Health Net-ti l.wnwfunr'l-r l:iwUfr libu,nrnu: UuC.w,nw�wu 

L. (!u,nwub�wL Urwq.rr (Individual and Family Plan/IFP) 1J-f!Linr1J-ubrfi9 fuu'l-ril.nLLi t qwuq.wC.wrbL 1-877-609-8711 C.wi.iwrnil_: 

Lrw9nL9fiL o q.unLjiJJwL C.wi.iwr 1-800-927-4357 C.wi.iwrnil. qwuq.wC.wrb .p liwiti=f>nrurwJr UUJwC.nil_wq.rnLjiJJWU P.wd-wui.inLU,P 

(CA Dept. oflnsurance), bjifb q.rwu9i!_bi b.p PPO �w..r EPO W UJWC.m.l_wq.rw�wL WUJWC.nil_wq.rr, nrr �rn'l.L t Health Net Life 

Insurance Company-u: bjifb q.rwu9il_bi b.p HMO �w..r HSP arwq.rmi.i, nrr i.iw,nw�wrwru t Health Net of California, Inc.-�, 

1-888-HM0-2219 C.wi.iwrnil. qwuq.wC.wrb .p DMHC-ti O q.unLjiJJWU q.atiu: .2br fiu.pLnLjiJJWU Lnni.iu� u2nLLi t, jifb nil_ t Ffn'lwr�bl .2br 

arwq.rri Health Net Life Insurance Company-u, jifb'" Health Net of California, Inc.-�: 

Armenian 
BecrniaTHble yc1iyn1 TiepeBoµ;a. Bbl MO)KeTe BOCTIOJib30BaTbCJI ycnyraMJf nepeBOW!JfKa, If BaM MOryT TipoqJfTaTb µ;oKyMeHTbl Ha BaIIIeM H3blKe. 

ECJIJf BaM Tpe6yeTCJI TIOMOID;b, 3BOHJfTe HaM TIO HOMepy Teneq>oHa, )'Ka.3aHHOMY Ha BaIIIeH lf,D;eHTJfq>lfKan;HOHHOH KapTe. YqacTHJfKH IIJiaHa 

rpynTIOBOro cTpaxoBaHIDI TIO MecTy pa6oThI MOryT o6parnThCJI B KoMMepqecKHH KOHTaKTHblH n;eHTP KOMTiaHlflf Health Net (Commercial 

Contact Center) TIO Teneq>oHy 1-800-522-0088. YqacTHmrn IIJiaHOB lfH,ll;JfBlfp;y.lJibHOro If ceMeti:Horo CTpaxoBaHIDI (Individual and Family Plan, 

IFP), nO)KaJIYHCTa, 3BOHJfTe TIO HOMepy 1-877-609-8711. ,ll;JIH TionyqeHIDI ,D;OTIOJIHJfTeJibHOH TIOMOID;Jf: eCJIJf y Bae CTpaxoBOH TIOJIJfC OpraHJf3�JfJI_[ 

c npeµ;rroqrnTeJibHbIMJf TIOCTaBID;JfKaMJf ycnyr (Preferred Provider Organization, PPO) JfJIJf OpraHJf3�Jflf c o6H3aTeJibHbIMJf TIOCTaBID;JfKaMJf 

ycnyr (Exclusive Provider Organization, EPO), KOTopblti: Tipeµ;ocTaBJIHeTCJI KOMnaHJfe:i1 Health Net Life Insurance Company, o6pam;ati:Tecb 

B ,lJ;eTiapTaMeHT cTpaxoBaHIDI IIITaTa KanHq>opHHH (CA Dept. of Insurance) TIO Teneq>OH)' 1-800-927-4357. Ecnlf Bbl 3apemcTpHpoBaHbl B 

IIJiaHe HMO lfJIJf HSP, KOTOpbr:i1 Tipeµ;ocTaBneH KOMTiaHHe:i1 Health Net of California, Inc., 3BOHHTe Ha Teneq>OH fopHqeti: JIJfHJflf ,lJ;eTiapTaMeHTa 

opraHJf30BaHHoro Me,D;lfD;JfHCKoro o6cny)KHBaHIDI (DMHC Helpline) TIO HOMepy 1-888-HMO-2219. Ha Bameti: Hµ;eHTlfq>lfK�JfOHHOH KapTe 

yicaaaHo, 6brn JIJf BaIII TIJiaH oqiopMJieH KOMTiaHJfe:i1 Health Net Life Insurance Company JfJIJf KOMTiaHJfe:i1 Health Net of California, Inc. 

Russian 
1!\tf--f-0) is§ ffi�-1:::-· 7- a  S :,f>:ffiO)JffifRiJ>il=ffi�;to�]j. L,*Ta �-1:::·· 7- � :::-'ffi"�O)jjfi, ID;iJ- FW'ct\tO)::li--l}*'1.':torb�v'if:bit< t-c. 

�v'a JiJ=l=lirffif*::1'7::,,�0)fJDA�:td$�.7j.O)jjfj:, HealthNetO)�fllj:::r::,,?7::7 I-• t::,,?7-, 1-800-522-0088*'1.':td'l:lffi< t-c.�v'a 

-ffifilA• *�77::,, (IFP) �O)fJOA�:td$�.7j.O)jjfj:, 1-877-609-8711*'1.':td'l:lffi< t-c.�v'a  � G 1c.mWJtJ>&'.,1J!'.ft�i?i-, HealthNet Life 

Insurance CompanyiJ>1*�51��f±c: ftQPPO* f.:.f'J:EPO-f*�� lJ 1/-f;: :::'fJOAO)JJf'J:, ;.fJ 1J 7 ;t-Jv.:=: 71-i'lf*�fi\ 1-800-927-4357 

*'1.' :::-;il�< t-c.�v'a  HealthNet of California, Inc.iJ>��TQHMO* fc.fj:HSP::1'7::,,{;: :."fJOAO)JJf'J:,  ;.fJ 1J 7 ;t- ;v.:=: 71'1-i"fl!l!�;lR)T 
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