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Waiver of Premium Claim

Attn: Life Claims

PO Box 10427

Van Nuys, CA 91410-0427
1-800-635-5832

Employee statement (please print)

Employee name: Last: First: MI: Social Security #:
Employee address: Height: Weight: Date of birth:
/ /
City: State: ZIP: Phone number:
( )
Employer name: Employee occupation/Job title:

Employer address:

City: State: ZIP: Policyholder:

Date of accident or beginning of disability: Time of accident (if applicable):

Name of injury or disability:

If injury, describe how and where accident occurred:

Have you ever had same or similar injury or disability? If yes, give dates:

From: To:
Name of hospital: Dates confined:

From: To:

Address of hospital(s):

Name of attending physician(s):

Physician address:

Between what dates were you able to work?
From: To: From: To:

Authorization to release information

I hereby authorize any hospital or physician who has attended me to disclose, when requested to do so by Health Net Life Insurance
Company, any and all information with respect to any illness or injury, medical history or treatment, and to furnish copies of all hospital or
medical records. A photostatic copy of this authorization shall be considered as effective and valid as the original.

For residents of California: 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 also be subject to fines and confinement in
state prison.

Sign and date

Employee signature: Date:

Health Net Life Insurance Company is a subsidiary of Health Net, LLC and Centene Corporation. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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Employer statement (please print)

Amount of Basic Life Insurance in force: Date of hire: Effective date of employee | Base salary: O Hourly

insurance: I weekly
$ $ ] Monthly
Total disability:
Last day worked full time: Date returned:
Signature of employer representative: Title: Date: Phone number:

( )
Attending physician statement
Patient name: Patient address: [ Male Age:
[JFemale

Nature and origin of: Diagnosis (describe complications, if any):

[ Disability [ Sickness [ njury

Date symptoms first appeared or date of accident: | When did patient first consult you for this condition? | Is this condition work

related? [ Yes

O No

Describe any other disease or complications affecting present condition:

Give dates of treatment and nature of treatment other than surgical:

Hospital name (if patient was hospitalized):

Hospital address: Date hospitalized:
From: To:
Has patient ever had same or similar condition? When: Describe:
OvYes [ONo (If “Yes,” state when and describe.)
Is patient still under your care for this condition? Date: Degree of recovery:
Oyes [ONo
(If discharged, give date and degree of recovery.)
Is patient under the care of another physician? Name:
OvYes [ONo (If “Yes,” state when and describe.)
Address: City: State: ZIP:

How long was or will patient be continuously totally disabled (unable to work)?

In his/her own occupation: In any occupation:

From: To: From: To:

Date patient can return to work: How long was or will patient be partially disabled?
In your opinion, is patient a candidate for Remarks:

rehabilitation? [JYes [ No
| authorize the release to Health Net Life Insurance Company of any and all

medical records pertaining to the above patient.

Physician signature: Title: Date: Phone number:

( )

Physician name (please print):

Physician address: City: State: ZIP:




Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents),
Health Net of California, Inc. complies with applicable federal civil rights laws and does not discriminate, exclude
people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital status, gender,
gender identity, gender affirming care, sexual orientation, age, disability, or sex.

Health Net:

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

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

If you need these services, contact Health Net’s Customer Contact Center at: 800-522-0088 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another way based on one of the
characteristics listed above, you can file a grievance by calling Health Net’s Customer Contact Center at the number
above and telling them you need help filing a grievance. Health Net’s Customer Contact Center is available to help you
file a grievance. You can also file a grievance by mail, fax or email at:

Health Net of California, Inc., Appeals & Grievances
PO Box 10348, Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Members)

If your health problem is urgent, if you already filed a complaint with Health Net of California, Inc. and are not satisfied
with the decision or it has been more than 30 days since you filed a complaint with Health Net of California, Inc., you
may submit an Independent Medical Review/Complaint Form with the Department of Managed Health Care (DMHC).
You may submit a complaint form by calling the DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at
www.dmhc.ca.gov/FileaComplaint.

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex, you
can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
(OCR), electronically through the OCR Complaint Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

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

English
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 call 1-800-522-0088 (TTY: 711).

Arabic
e by Jeail caaeluall e Jgeanll ol s 5 e 35 e Jganll cliSars 5558 an e o Jpeanll i€y dylae dall) Cilasa
1-800-522-0088  (TTY: 711) sl Jbai¥l 38 e e ol ) ey sell Ay e 3 g sall o810

Armenian

Uuddun (Equljut Swnuynipyniiutbp: Inip upnn tp puttwdnp pupgduithy uinwbug:
Ouunwpnprbpp jupnn B jupnu) dkq hwdwnp: Oquntpyut hwdwp quuquhwuptp Ukq dkp ID
pupunh Ypu tpdws hinwpinuwhwdwpny jud quuquhwptp 1-800-522-0088 (TTY: 711).

Chinese

REES I - MOEALEE - &0 MEEEH“‘ HRES RN BRI » I aEERMRA
SE S AR 4 SCHF4E TR o WFETEY  SARELG B _LATYIAY EEESHEE T M4% - BEEE
1-800-522-0088 (TTY:711) -

Hindi

ST T @ AT Jard| 3T R F THd &1 IR GHATAST g¢ H AT
ST Hhd g1 HAGG & AT, ﬂquoHﬁ%qusWEﬁmWIWWﬁWﬁ ar
1-800-522-0088  (TTY: 711)I



mailto:Member.Discrimination.Complaints@healthnet.com
http://www.dmhc.ca.gov/FileaComplaint
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Hmong
Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv
kom yog koj hom lus los tau. Xav tau kev pab, hu peb tau rau tus xov tooj ntawm koj daim npav los yog hu

1-800-522-0088 (TTY: 711).

Japanese

BROSFEY—E X, @iRE ZHHAWZT ET, XELBHALET, BN LERY

ID7— RIZRH STV D &S £ TREEV 272 < 23, 1-800-522-0088 . (TTY: 711),

Khmer

UM AN WRARIG D HRMNGS GUMSHAURUH UWMH HRMNGANUIRMSRRNIBIHRY UNUESW Y
gisuidugmuitiuggiu iR uMSISTUMIUNISIUAHA U RshigiugunnusnAsshmingny
iS[IBUIS 1-800-522-0088  (TTY: 711).4

Korean
75 glo] AUl Fo} AUl ag W S gk Ak FASHE Qlol2 BAe) W Aulas
wol 4 qlgUn) Beol TBasAE Be D Ame] #EE WE e Asksha A

1-800-522-0088 (TTYI 711).

Navajo
Saad Bee Aka E'eyeed T'aa Jiik’e. Ata’ halne’igii hold. T’aa hé hazaad k’ehji naaltsoos hach’j’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikaa’gi béésh bee hane’i bikaa’ aajj’
hodiilnih éi doodaii’ 1-800-522-0088  (TTY: 711).
Persian (Farsi)
) N ph il Ladh (5] Alind 4S 25 Canl 5350 20l 55 e L 250 (ALES aa e S Wil S e OB sk 4 L) et
SEOSL il S0 L a8 el ead 0 Led (il CIS (555 4S () o ket 4 e b ¢ laial ) il 5o
.1-800-522-0088 (TTY: 711)

Panjabi (Punjabi)

g5t IR 93 3 IH AT IA 8 TIAM UIUS ST Hae J1 3T THA3RH 3JS IH Il
I A HE 7 AR IS| HEE B, WUE WEIS 198 3 Tf3 389 3 Ao oS o 7 Af9uT 9
1-800-522-0088  (TTY: 711).

Russian

Becmarnas MoMOuIb NEPEBOTYMKOB. Br1 Mmoxere NMOJIYYUTb MOMOIIb YCTHOT'O NIEPEBOAYMKA. Bam MOryT

NPOYUTATH JOKYMEHTBI. 32 NOMOILBIO 00paIIaiiTeECh K HAM 110 TeJie(hOHY , IPUBEICHHOMY Ha Ballleit

I/IlICHTH(i)I/IKaILI/IOHHOfI KapTO4KE y4YaCTHUKA IJIaHaA. KpOMC TOro, Bbl MO2KE€TE IIO3BOHUTL B
1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, lldmenos al niimero que figura en su tarjeta de
identificacién o comuniquese con el 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card o
tawagan ang 1-800-522-0088 (TTY: 711).

Thai
lidduimadunmm quauanlsauld quanansalieruenanslinald dwibanutimie Insnimeaw
winonlilivudasdszidivesgm wie InsmguiddadaiBandizdues 1-800-522-0088  (TTY: 711)

Vietnamese

Céc Dich Vu Ngbén Ngtwr Mién Phi. Quy vi ¢6 th€ c6 mdt phién dich vién. Quy vi c6 the’ yéu ciu dwore doc cho

nghe tai liéu. D& nhan tror gidp, hiy goi cho ching t6i theo s§ dwgrc liét ké trén thé ID caa quy vi hodc goi
1-800-522-0088 (TTY: 711).
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