PH Employer Group
Health Net Medical Coordination of Benefits

EIlI' OHmeIlt 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.)

OHMO: OEPO:

O HMO: PremierCare O POS: Elect

0O HMO: ExcelCare O POS: Elect Open Access

OHMO: SmartCare 0O POS: ExcelCare Elect Open Access
O HMO: Salud O POS: Select

O PPO: O Flex Net:

Reason for application:

ORetiree 0 Open Enrollment [Loss of prior coverage date:

0 COBRA effective date: Qualifying event: Qualifying event date:
0 Add dependent  Qualifying event: Qualifying event date:

Reason for change:
OPlan change 0O Change address/name [ Delete dependent(s) (List names in Section 3.)
O Other:

1b: Please provide your Medicare insurance information

Please take out your red, white and blue Medicare

) i Name (as it appears on your Medicare card)
card to complete this section.

« Fill out this information as it appears

on your Medicare card. Medicare number

-OR -

« Attach a copy of your Medicare card or your letter Is entitled to: Effective date
from Social Security or the Railroad Retirement HOSPITAL (Part A)
Board. MEDICAL (Part B)

You must have Medicare Part A and Part B to join a
Medicare Advantage plan.

2. Retiree personal information

Last name: First name: MI: | Date of birth (MM/DD/YYYY):

Residence address: City: State: | ZIP:
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Retiree name:

2. Retiree personal information (continued)

Mailing address (if different from residence): City: State: ZIP:

Home telephone #: Social Security #: Email address:

( )

OMale Marital status:

0O Female OSingle O Married [ Domestic partner

Participating physician group/PPG #: | Primary care physician/PCP #: |ON/A. I'm enrolling in a PPO

or Flex Net plan.

Physician name (first, last): Is this your current MD?

OYes ONo

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:

(MM/DD/YY YY)

Name and address of other insurance carrier:

Prior coverage end date: Reason for ending coverage:

I S S

(MM/DD/YY YY)

Group #/Policy ID #: Is this your primary coverage? | Does it cover medical?
OYes ONo OYes ONo

Are you enrolling dependents? O Yes O No
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
O Spouse OMale | Last name: First name: MI:
0O Domestic partner |0 Female
Residence address (OO Check here if same as employee.): | City: State: | ZIP:
Date of birth (MM/DD/YYYY): Social Security #/Matricula ID #:
Coverage type: Medicare number: Participating physician group/PPG #:
OMedical 0O Medicare Part A

O Medicare Part B Primary care physician/PCP #:

O Medicare Part D
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3. Family information (continued)

Dependent 1 (continued)

Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete
OYes ONo only if electing Health Net Dental.):

Does your dependent have other health care coverage? O Yes [ONo If “Yes,” complete the following:

Name of insurance carrier: Prior coverage start date:
Dependent 2
OSon Last name: First name: MI:
O Daughter
Residence address (OO 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 #:
OMedical [ Medicare Part A

0 Medicare Part B Primary care physician/PCP #:

0 Medicare Part D
Physician name (first, last): Is this your current MD? | Dental HMO Provider ID # (Complete

OYes ONo only if electing Health Net Dental.):

Do you have other health care coverage? O Yes O 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. 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, 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 knowledge, and I accept these terms.

COBENRLLFM (3/18) 30f8 FRMO018778EQOOQQ (Rev 5/18)


http://www.healthnet.com

4. Acceptance of coverage (continued)

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 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.

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: [ 1Other group coverage [ IIndividual coverage
coverage [(JOther:
[1Other group coverage by another group (i.e., spouse’s employer)

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 acknowlege 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.

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 plans are underwritten by Health Net Life Insurance Company.
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In addition to the State of California nondiscrimination requirements (as described in benefit
coverage documents), Health Net of California, Inc. and Health Net Life Insurance Company
(Health Net) comply with applicable federal civil rights laws and do not discriminate, exclude
people or treat them differently on the basis of race, color, national origin, ancestry, religion,
marital status, gender, gender identity, 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:
Individual & Family Plan (IFP) Members On Exchange/Covered California
1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Members Off Exchange
1-800-839-2172 (TTY: 711)
Individual & Family Plan (IFP) Applicants
1-877-609-8711 (TTY: 711)
Group Plans through Health Net
1-800-522-0088 (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./Health Net Life Insurance Company Appeals & Grievances
PO Box 10348

Van Nuys, CA 91410-0348

Fax: 1-877-831-6019

Email: Member.Discrimination.Complaints@healthnet.com (Members) or

Non-Member.Discrimination. Complaints@healthnet.com (Applicants)

For HMO, HSP, EOA, and POS plans offered through Health Net of California, Inc.: 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.dmbhc.ca.gov/FileaComplaint.

For PPO and EPO plans underwritten by Health Net Life Insurance Company: You may submit
a complaint by calling the California Department of Insurance at 1-800-927-4357 or online at
https://www.insurance.ca.gov/01-consumers/101-help/index.cfm.

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.
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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 the Customer Contact Center at the number on your ID card or call

Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace,

call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).

Arabic
e el il (oa s e DU Bas sl e J paanll clialy 330 5l @l T of Wiy s g8 pan e el i 58 o) iy Ailane dg s cilana
(TTY: 711) 1-800-839-2172 :alikall s 2 ) &hadl e Jall 28 I Juai¥) 5f iy e cpnall a1l e eDlaall Zadd S 50
(TTY: 711) 1-888-926-4988 :xi ) e Alikall 5 3 51 Al e il 23 1L Juai¥) ooy by 58 3 o sl
e de sanall ladl (TTY: 711) 1-888-926-5133 & _sall cile 5 il B
(TTY: 711) 1-800-522-0088 sl Juai¥) o~ <Health Net

Armenian

Utddun (Equlju swnwynipynitiibp: Inip Jupnn tp pambwdnp pupgduithy unwbg:
Quunwpnpbpp jupnn ki jupnuy dkp 1Eqyny: Oqunipjut hwdwp quiuquhwpbp Zwdwnpyutnh
uyuuwpdwb YEunpnt dkp ID pupunh Jpu tpdws hipwjunuwhwdwpny jud quiquihwpbp
Individual & Family Plan (IFP) Off Exchange" 1-800-839-2172 htnwjunuwhwdwpny (TTY" 711):

Y h$nplhwyh hudwp quiquhwptp IFP On Exchange’

1-888-926-4988 htinwijunuwhwdwpny (TTY" 711) ud @npp phqukuh hwdwp

1-888-926-5133 htinwpunuwhwdwpny (TTY" 711): Health Net-h ludpwjhtt spugptph hwdwp
quiiquhuphp 1-800-522-0088 htnwjunuwhwdwpny (TTY 711):

Chinese

REFES RS o ERI{EH R BARFE - EATEE AR SR S4E T EE PRI Rt S A B R sE =
TR - WFRE - FHREITIERE B~ FAVEGESRIE IR P b LS SR R TR (RIS 5 issh
Y Individual & Family Plan (IFP) B4 @ 1-800-839-2172 (JHE[EE4R © 711) ° L ANIMNEREERE 5 S
SR TIERR (R 5y 13507 TFP BE43 1-888-926-4988 (FE[HELE : 711) » /NI ZERIGERET
1-888-926-5133 (FEmELLR © T11) - 41157748 Health Net HUSHIEICRETES » T

1-800-522-0088 (JEfEET4E : 711) -

Hindi

fOer ek HTOT FaATT| 3T Th GITAT GTH AT Hehel &1 3T SEATISH Pl 37U AT F Tgar
Thd & FAGE & ToIw, 37U 33T F1S F QU 970 daR W Aed FaT dg P Bicl HL AT IRBad
3R HfFrel o (S Twdr) 3T TFEdST: 1-800-839-2172 (TTY: 711) W didd Y| Shferpifaar
IIRT & forw, 3mSuwdr 319 varadsT 1-888-926-4988 (TTY: 711) AT TATe fastad
1-888-926-5133 (TTY: 711) W &lel | g A & HACIA § YU Tolld & fow

1-800-522-0088 (TTY: 711) W Pl H|

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California ghov chaw kiab
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau

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

Japanese
RO SFEY— A 22t L’C:J’o@i?“ HRE S ZHHWET £, BAGE T ELBHAT
52 EBARETT, ~VTRRERGAIE, IDI— FIZEH SN TV HES TRIFER T ¥ —F

TBRWAE DW=, Individual & Family Plan (IFP) ({fEIA « FiEmT 77 )

Off Exchange: 1-800-839-2172 (TTY: 711) F CTREIELIZSWV, BV 74 NV=TINDO~—4 > K
T LA AZDOWTIE, IFP On Exchange 1-888-926-4988 (TTY: 711) F7-1% Small Business
1-888-926-5133 (TTY: 711) £ TBEIEL 7Z &V, Health NetiZ K2 7 V—F7F A>T,
1-800-522-0088 (TTY: 711) ¥ TBEIHELI 2 &0,
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Khmer

TEONMANTNWRHANG Y INAHRMNGSGUMSHAURUR A N RERNGANUIRMSAR
ENISFANAERMMANURINAERY OUGSWw muungiinigimsugiuanusngshnd
Sismuineiz v sishiitgasmigsivanannygn uiutigiadnigimsnuili off Exchange
TURSEIERM AN YR SH{FBIEANT (IFP) MBII:USs 1-800-839-2172 (TTY: 711)4
FOTUBHNIE California ayBiUTIgIAdiSIMSHAYIR On Exchange IUATHITEY IFP MBIty I8
1-888-926-4988 (TTY: 711) UBUISHIRYNHEMUILI:IUS 1-888-926-5133 (TTY: 711)4
EONURMENMFBMBIW: Health Net fyBiuTIgiadgigimsSifue 1-800-522-0088 (TTY: 711)
Korean

PR Qo] Mulzgyth B9 AU ag woH S dFUh B4 Y Au2s wol £ glo
A3 M| 2 A3} FASHE AR AFHUL. Ego] AW D o] FEH W
A H] 2 Aol AgtstAl AL Q] E 7S EWAFP)Y] 7 -$- Off Exchange:
1-800-839-2172(TTY: 711)H 2.2 Aslal] FAA S, A LYo} F ulAZ g o]~ A9

IFP On Exchange 1-888-926-4988(TTY: 711), Zx7f & H| =1 2~ 9] 7 9- 1-888-926-5133(TTY: 711)H o
A3}8) 44 2. Health Net= &3 1w =3¢] -9 1-800-522-0088(TTY: 711)H & = 7 3} 3
FAA 9.

o

focs

Navajo

Doo bdah ilinigddé saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ na hadiddot'jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t'4& na &kédoolniit. Akét’éego shiké a’doowot ninizingo
Customer Contact Center hoolyéhiji’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikda’ éi doodago kojj’ hélne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711).
California marketplace bahigii kojj" hélne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) éi doodago
Small Business bahigii koji’ hdlne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net bahigii éi
koji’ hdlne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
(51 5 o s Gl Led () 4o Al S o) g3 5 il 55 e 280 (AL pa yle S 2l 5 e AL A (s L) Cilerd
1o )i 4; [FP) Off Exchange) S sia 5 28 ¢ b b llid i8S (65 o_lad 40 (o sidie (alad 38 50 Ly oSS il 5
1-888-926-4988 »_wi IFP On Exchange L b all i 5L ) n 2,8 el (TTY:711) 1-800-839-2172
Giob 3 oa s R sl z b sl 80 Gl (TTY:711) 1-888-926-5133 Sz S JS 5 cauS L (TTY:711)
2,80 Gl (TTY:711) 1-800-522-0088 L <Health Net
Panjabi (Punjabi)
ot fSA a3 T8 3T AT AT ffF gITie € A" A8 99 Ao JI ITS TASRH 3IIF IH
€8 Uz 9 H=e 7" HaT I&| HeT B8, Wy WEidt 9793 3 £33 99 3 Irds Hudd ded § I8 a9
a3z W3 Ufgerga urs™ (IFP) Wig WaAgH ‘3 a3 Ja: 1-800-839-2172 (TTY: 711)| AFaIaMmr
HIfICUBH B8, IFP M5 WIHDH § 1-888-926-4988 (TTY: 711) 7 ANS famdn &
1-888-926-5133 (TTY: 711) ‘3 IS II| IBH &< I AYIF U B,
1-800-522-0088 (TTY: 711) ‘3 TS FJ|
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Russian

BecnuaTHas momoInp nepeBOAYNKOB. BbI MOKeTe MosyunTh TOMOIIB TIepeBoAYnKa. BaMm MoryT npounrarthb
TOKyMeHTHI Ha Bammem pogaoM si3bike. Eciii Bam Hy>kHa omo1iip, 3BoHATE 110 Tenedony LleHTpa moMorm
KJIMeHTaM, yKa3aHHOMY Ha Ballleil KapTe yJYaCTHUKA IUTaHa. BbI Takke MOKeTe MO3BOHUTD B OTJIEJ TIOMOIIN
YYACTHUKAM He MPEICTaBIICHHBIX Ha (heflepaTlbHOM PhIHKE TTAHOB [T YACTHBIX JIAI] U CeMeit

(IFP) Off Exchange 1-800-839-2172 (TTY: 711). Yuactuuku mianoB ot California marketplace: 3BoHuTe
B OT/IeJI IOMOIIM yYaCTHUKAM MPe/ICTaBJIeHHbIX Ha deiepasibHoM pbiHke miiaHoB IFP (On Exchange) mo
tenedony 1-888-926-4988 (TTY: 711) nnm B oTAen miraHOB Auist Masnioro 6usHeca (Small Business) mo

teneony 1-888-926-5133 (TTY: 711). YyacTHUKYM KOJJIEKTUBHBIX TUIAHOB, IPEAIOCTABIISIEMbIX Yepe3
Health Net: 3BoruTe 110 Tenedony 1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, comuniquese con el Centro de Comunicacién con el Cliente
al nimero que figura en su tarjeta de identificacién o llame al plan individual y familiar que no pertenece al
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al
1-888-926-4988 (TTY: 711); para los planes de pequefias empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).

Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai

ladfdusnmssunim Qmmmml‘*ﬁdmwqmmmmlﬁdwmanmﬂﬁwzLﬂummmaaqm"l,ﬁ WINFBINNTANNTIE
LARD Immquﬂ‘gﬂﬁw&uwﬁﬂﬁﬁ%mULamuuﬂ“@liﬂizﬁ‘imﬁmaaqm vﬁaimmr:J'mLLNuqﬂﬂaLLa:ﬂsaUﬂ%“waaLaﬂmu
(Individual & Family Plan (IFP) Off Exchange) 71 1-800-839-2172 (Inua TTY: 711) fnsuivaunanasiily Tnsm
sj'liJLtwuqﬂﬂaua:mam%”maﬁg (IFP On Exchange) 1a71 1-888-926-4988 (Inua TTY: 711) w30 dwsqsﬁwmmﬁn
(Small Business) 71 1-888-926-5133 (Ilwwa TTY: 711) FMTLUNULULNGURIUNI Health Net Tns

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

Vietnamese

Céc Dich Vu Ngon Ngtr Mién Phi. Quy vi c6 th€ c6 mot phién dich vién. Quy vi ¢6 the yéu ¢a dwoc doc cho
nghe tai liéu bang ngdn ngi¥ ctia quy vi. B dwore gitip d&, vui 1ong goi Trung Tam Lién Lac Khach Hang theo
s& dién thoai ghi trén thé ID cua quy vi hodc goi Chwong Trinh Bao Hi€m C4 Nhan & Gia Pinh (IFP) Phi Tap
Trung: 1-800-839-2172 (TTY: 711). B&i v&i thi treong California, vui 10ong goi IFP Tép Trung
1-888-926-4988 (TTY: 711) hodc Doanh Nghiép Nho 1-888-926-5133 (TTY: 711). Boi v&i cdc Chwong Trinh
Bao Hi€m Nhém qua Health Net, vui 1ong goi 1-800-522-0088 (TTY: 711).

CA Commercial On and Off-Exchange Member Notice of Language Assistance
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