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Employer Group Héalth net

Medical Coordination of Benefits

Enrollment Request Form

Employer name:

Coverage effective date Employer group number
(Medical):

Important - Please print all sections in black ink. For the application to be valid, you must submit all
applicable pages.

1. Select coverage

1a: Check the desired plan as offered by your employer: (Write the plan number next to the product.)

] HMO: ] PPO:
] HMO: ExcelCare ] POS: Select
0 HMO: SmartCare [ Flex Net/Flex Med:

Reason for application:

(] Retiree [ Open Enrollment [J Loss of prior coverage date:
[J COBRA effective date: Qualifying event: Qualifying event date:
[0 Add dependent  Qualifying event: Qualifying event date:

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

1b: Please provide your Medicare insurance information

Please take out your red, white and blue Name (as it appears on your Medicare card):
Medicare card to complete this section.

« Fill out this information as it appears on your | Medicare number:
Medicare card.

OR
« Attach a copy of your Medicare card or your

letter from Social Security or the Railroad
Retirement Board.

Is entitled to: Effective date:
HOSPITAL (Part A)
MEDICAL (Part B)

You must have Medicare Part A and Part B to join a
Medicare Coordination of Benefits plan.

2. Retiree personal information

Last name: First name: MI: Date of birth

(MM/DD/YYYY):
Residence address: City: State: ZIP:
Mailing address (if different from City: State: ZIP:
residence):
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Retiree name:

2. Retiree personal information (continued)

Home telephone #: Social Security #: Email address:
¢ )

(1 Male Marital status:

(] Female [0 Single [J Married [J Domestic partner

Participating physician group/PPG #: | Primary care physician/PCP #: | [ N/A. I'm enrolling in a PPO
or Flex Net/Flex Med plan.

Physician name (first, last): Is this your current MD?
[(JYes [No

Other health coverage? If “Yes,” please complete this section if you currently have or previously
had coverage with any public or private health plan (including Medi-Cal or Individual coverage)
immediately prior to becoming eligible for this plan. According to federal laws, if you had prior
coverage, your employer or former carrier must provide you with a certificate that shows evidence of
your coverage. We reserve the right to request a copy of this certificate.

Name of subscriber: Prior coverage start date:

Y S
(MM/DD/YYYY)

Name and address of other insurance carrier:

Prior coverage start date: Reason for ending coverage:

Y [ S —

(MM/DD/YYYY)

Group #/Policy ID #: Is this your primary coverage? | Does it cover medical?
[JYes [JNo [lYes [JNo

Are you enrolling dependents? [JYes [1No
If “Yes,” complete and submit all pages of the form. If “No,” and you are declining coverage for yourself
or a dependent, please complete the Declination of Coverage section at the bottom of page 4.

3. Family information (Please list all eligible family members to be enrolled. To add
additional dependents, fill out the Health Net Dependent Information Form, and submit

it along with this application.)

DEPENDENT 1
[J Spouse (] Male | Last name: First name: MI:
[J Domestic [J Female

partner
Residence address ([(J Check here if same as employee.): | City: State: |ZIP:
Date of birth (MM/DD/YYYY): Social Security #/Matricula ID #:
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3. Family information (continued)

DEPENDENT 1 (CONTINUED)

Coverage type: Medicare number: Participating physician group/PPG #:
(] Medical [] Medicare Part A
[J Medicare Part B Primary care physician/PCP #
[] Medicare Part D
Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete
[JYes [JNo only if electing Health Net Dental.):

Does your dependent have other health care coverage? [] Yes [ No If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
DEPENDENT 2
[J Son Last name: First name: MI:
[J Daughter
Residence address ([] Check here if same as employee.): |City: State: ZIP:
Date of birth (MM/DD/YYYY): | Totally disabled? Social Security #/Matricula ID #:
OYes [ONo
Coverage type: Medicare number: Participating physician group/PPG #:
[1 Medical [] Medicare Part A
[J Medicare Part B Primary care physician/PCP #
[J Medicare Part D
Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete
[JYes []No only if electing Health Net Dental.):

Does your dependent have other health care coverage? [ Yes [ No If “Yes,” complete the following:
Name of insurance carrier: Prior coverage start date:

4. Acceptance of coverage (Signature required.)

The use and disclosure of protected health information:

I acknowledge and understand that health care providers may disclose health information about me
or my dependents to Health Net entities. Health Net entities use and may disclose this information for
purposes of treatment, payment and health plan operations, including but not limited to, utilization
management, quality improvement, and disease or case management programs. Health Net’s Notice
of Privacy Practices is included in the Evidence of Coverage or Certificate of Insurance for coverage
underwritten by Health Net entities. | may also obtain a copy of this notice on the website at
healthnet.com or through the Health Net Customer Contact Center.

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

Acknowledgement and agreement: | understand and agree that by enrolling with or accepting
services from the Health Net entities, | and any enrolled dependents are obligated to understand and
abide by the terms, conditions and provisions of the plan contract or insurance policy. | have read and
understand the terms of this application, and my signature below indicates that the information entered
in this application is complete, true and correct to the best of my knowledge, and | accept these terms.

BINDING ARBITRATION AGREEMENT: I, the Applicant, understand and agree that any
and all disputes between me (including any of my enrolled family members or heirs or
personal representatives) and Health Net, except disputes concerning adverse benefit
determinations as defined in 45 CFR 147.136, must be submitted to individual, final

and binding arbitration instead of a jury or court trial and that | am waiving all rights

to class arbitration. This Agreement to arbitrate includes any disputes arising from

or relating to the Evidence of Coverage or Certificate of Insurance or my Health Net
membership or coverage, stated under any legal theory. This agreement to arbitrate

any disputes applies even if other parties, such as health care providers or their agents
or employees, are involved in the dispute. | understand that, by agreeing to submit all
disputes to individual, final and binding arbitration, all parties including Health Net are
giving up their constitutional right to have their dispute decided in a court of law by a
jury. I also understand that disputes that | 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. | understand that a more detailed arbitration
provision is included in the Evidence of Coverage or Certificate of Insurance. My signature
below indicates that | understand and agree with the terms of this Binding Arbitration
Agreement and agree to submit any disputes to binding arbitration instead of a court of law.

Retiree signature:
Print retiree name: Date:

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

Address: Phone number: ( ) —

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

[] Declining medical | Reason: [] Other group coverage [ Individual coverage
coverage (1 Other:
(1 Other group coverage by another group (i.e., spouse’s employer)

The available coverages have been explained to me by my employer. | have been given the chance to
apply for the available coverages. | have decided not to enroll myself and/or my dependent(s). By
declining coverage, | acknowlege that my dependents and | 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 | am declining coverage is accurate as indicated by the check marks above.

Note: If you decline coverage for yourself or an eligible dependent because of coverage under other
health insurance, you may be eligible for special enrollment rights if you or your dependent lose
eligibility for that coverage. You must request special enrollment within 30 days of the loss of coverage
or acquisition of a new dependent.

Employee signature: Date:
(ONLY IF DECLINING COVERAGE: If signed in error, please cross out and initial.)

Medical Coordination of Benefits HMO health plans are offered by Health Net of California, Inc. Medical
Coordination of Benefits health insurance policies are underwritten by Health Net Life Insurance Company.
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ATTENTION: If you need help in your language, call 1-800-275-4737 (TTY: 711).
Aids and services for people with disabilities, like documents in braille and
large print, are also available. Call 1-800-275-4737 (TTY: 711). These services
are free.
(711 :TTY) 1-800-275-4737 e Joaild cclialy sacliua ) dalay S 13 oLl
ol 4y yhay lativaal) Jie ClBle ) (5 93 (alaidl Clead g Cilaclise Wyl a g6
Adlae Sleadlloda (717 :TTY) 1-800-275-4737 e Joail 3 508 delihay

NFGUMNFEF3BNFL. Gt gwllwunwd Ge oguniejntt unwlw| aGp

IGayny, qulagwhwpbp 1-800-275-4737 (TTY 711): Jwuwlbh GU Lwl

hwodwlnwunieinitl ntugnn wudwlg hwdwp bwhuwnbudwo

odwlnwly Uhongutp W dwnwjnieyntultn, ophbwly ppwjywl

gnwwnGuwyny W hunonp lnmwnwswihny thwunwpnrtn: 2Qwlugwhwnbe

1-800-275-4737 (TTY 711): Wu dwinwjnLpjntlubnu wuybwn Gu:

G- (WA !éj:’%‘,ﬂglj‘ ; [j;;‘pfﬁg% VAR 1#5FT1-800-275-4737
(TTY 2 71) V158 5 S0~ SR U 5 0 8 2 1

AT (R [, iﬁ%?fﬁr 1-800-275-4737 (TTY : 711) | iﬁﬁﬁﬁ%fﬁﬂ,&"

i

FE  NREFZLUEEBIRENIED » 55205 1-800-275-4737

(TTY = 71) o TP RiER A IR E S BN AR S » AlaNEF AR5

ENRIAYSCAE » 582088 1-800-275-4737 (TTY * 71) ° BLERIZI AR E -

firrs fe6: 7 397g Ut Imr fde Hee & &3 J, 311-800-275-4737

(TTY: 71) 3 9% 91 99& &t w3 <3 fie fe'e ensrai =gaftm AHaE"

T S Bt ATTEIT M3 ALt & GuBEY T81 1-800-975-4737 (TTY: 711)

3 1% I3\ f£T U3 A=t T&|

& G: 3R YD 3O U H Tl I ATagehdl g, dl

1-800-975-4737 (TTY: 711) UR I B [AH AT AT &b ol 9 3R §g

ﬁfﬁmﬁﬁéﬁw 3R TYATE Y IUAR B 1-800-975-4737

(TTY: 711) IR DId DX, T ATl (e 3.
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THOV MUAB SIAB RAU: Yog tias koj xav tau kev pab ua koj hom lus, ces hu rau
1-800-275-4737 (TTY: 711). Tsis tas i ntawd, peb tseem muaj cov neeg pab
thiab cov kev pab cuam rau cov neeg uas muaj cov kev xiam oob ghab, xws li
cov ntaub ntawv ua ntawv su rau neeg dig muag thiab ntawv luam loj. Hu rau
1-800-275-4737 (TTY: 711). Cov kev pab cuam no pab dawb xwb.

R EEOANILITNRELRIGEX1-800-275-4737 (TTY : 711) F

THEHELESL, BEEZHEBDAIZIE. AFPXRHT)
M EDHBIEES Y —EX YL THBICHENFE T, 1-800-275-4737
(TTY : 7)) I2HBELFETL, IN5DHY—EXRIFTERTT,

=2f: Tlote| TAF M2 =55 22 M0t et

1-800-275-4737(TTY: 7MH 2 2 Mt F=MAI MXF 2 2 &X}
s

Olaf HAlOZ | BN S A0S 2ot =2 2 A

NESE L—IEP 1-800-975-4737(TTY: 7N 2 = O4EF6H ==
MH| A= FE2YLCE

[
Pl
-0
.O
T
il

2noui3a131s: mﬂnmmmsgmmamuaaycmscﬁwwﬂm2ejmﬂn 0]
T191-800-275-4737 (TTY: 711). uenaand 9Snoaugos fiogaaue
gnau (Bu: enegauusnaouyy uae Gotiulngdnaoy. Wit
1-800-275-4737 (TTY: 711). Uammmnws

LIOUH EIX: Oix se nongc zugc meih nyei wac jouh mienh bong zouc, cingv
mboqv 1-800-275-4737 (TTY: 711). Hac haih weic waic fangx mienh zoux sic
taengx gaqv, hnangv mangh wenh souh nzangc caux domh nzangc yenx benx
nyei souh nzangc. Mboqv 1-800-275-4737 (TTY: 711). Naiv deix bong taengx
meih se mv siou zinh.
M (U SiiHARIAINS WIMANIUNIHA AJugifunisiiue
1-800-975-4737 (TTY: 711) tig W SN iEUNAY U BIUHSHimI oA fuIm
HApuUnsfimian ShnyHaus Ansahiniv yugicunisiiue
1-800-275-4737 (TTY: 711)4 15U §111S 5 S ARIGISISIS
(TTY: 711) 1-800-975-4737 o Jbad Lt & jla (SS 43 Sl U2 sd ) 4 &) s
Saye bad L il aiile ol glaa (gl 1a 23l (o) cbead 5 laidn 80 Gl
80 el (TTY: 711) 1-800-275-4737 o_sbadi L Cansl 3 gm0 i el 0 Ola
) clead oyl



BHUMAHWE: echm Bam TpebyeTcAa NOMOLLb Ha POAHOM A3bIKE, MO3BOHMUTE
no Homepy 1-800-275-4737 (TTY: 711). Tak¥e AOCTYMNHbI CONYTCTBYOLLAA
NOMOLLb M YCAYTX ANA NH0AEN C OTPAHNYEHHBIMM BO3MOXKHOCTAMM,

TaKMe Kak maTepmasbl, HaneyaTaHHble KPYMHbIM WPUOTOM M LIPUPTOM
bpanna. No3soHKTe No Homepy 1-800-275-4737 (TTY: 711). 3Tn ycayru
npenocTaBnAroTcA becnaaTHo.

ATENCION: Si necesita ayuda en su idioma llame al 1-800-275-4737

(TTY: 711). Tambien estan disponibles ayudas y servicios para personas
con discapacidades, como documentos en Braille y letra grande. Llame al
1-800-275-4737 (TTY: 711). EStos servicios son gratuitos.

ATENSYON: Kung kailangan ninyo ng tulong sa inyong wika, tumawag sa
1-800-275-4737 (TTY: 711). Available din ang mga tulong at serbisyo para sa
mga taong may kapansanan, gaya ng mga dokumento sa braille at malaking
print. Tumawag sa 1-800-275-4737 (TTY: 711). Libre ang mga serbisyong ito.

Tsansu: vnaaasiasaIsaNuadatiunuasnal Tdsaing
1-800-9275-4737 (TTY: 711) ananil fdefimnuiiandauazuanisar iy
AWAN1T LU tandsrildudnesiusaduasianasinlddransaurnlnai
1U5a1NT 1-800-275-4737 (TTY: 711) AU T 1L T

YBATA! AKLL0 BM NOTpebyeTe NiATPUMKM CBOED MOBOO, TeENePOHYNTE 33
HoMepoMm 1-800-275-4737 (TTY: 711). TaKO»K AOCTYMNHI 3acobu Ta nocayrm
ONA NOAEN 3 0OMENKEHNUMMN MOKANBOCTAMM, AK-OT OKYMEHTU LWPUGTOM
Bpanna ta Beanknum wpndtom. TenedpoHymte 3a Homepom 1-800-275-4737
(TTY: 711). Ui nocnyrn 6e3KOLWTOBHI.

CHU Y: Néu quy vi can trg gitp bang ngdn nglr clia quy vi, hay goi s6
1-800-275-4737 (TTY: 711). Cac ho trg va dich vu danh cho nguai khuyét tat,
chang han nhu tai liéu bang ch néi va ban in c¢& chir 1én cling dugc cung
cap. Goi sO 1-800-275-4737 (TTY: 711). Cac dich vu nay mién phi.
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