Enrolling is Simple.
Just Follow These 3 Easy Steps...

Step 1

COMPLETE THE APPLICATION IN BLUE OR BLACK INK. Be sure you
follow the instructions on the application carefully. We have tried to make
the instructions easy to follow. If you have any questions, or you are not sure
how to answer a question, simply contact our health insurance department

at: 818-654-4548 fax: 818-776-9865

Step 2

SELECT THE TYPE OF BILLING YOU WANT - Be sure to remit your check
for the first months premium with your application. Rates quoted are for the
monthly rate. Contact our office for the per day rate.

Step 3
PLEASE CONTACT OUR OFFICE FOR DELIVERY OPTIONS

Please make your check payable to: Health Net

We will be in contact with you upon receipt of your completed application. We will also keep you advised
of the underwriting status. Do Not Cancel your current coverage until a new policy is approved and you
have received written confirmation of the policy's rates and benefits from the insurance company.

If you have questions please contact our office at: 818-654-4548

Thank you for choosing...



(P HealthNet:  QUICK NET PPO DAILY/MONTHLY POLICY
are msusance cowrane  NON-RENEWABLE SHORT-TERM HEALTH INSURANCE APPLICATION

Please request your effective date (cannot precede
Application must be typed or completed in blue or black ink. the postmark date of this application).

Please note that applicants under 1 year of age on the policy
effective date cannot be enrolled as the primary subscriber.
NEITHER BROKER NOR ANY OTHER PERSON MAY COMPLETE THE STATEMENT OF HEALTH OR SIGN THIS
APPLICATION AND AGREEMENT ON BEHALF OF THE APPLICANT. The Statement of Health can be completed by the

applicant for minor dependents.

Requested effective date: / /

IMPORTANT: Can you read this form? If not, we can have somebody help you read it. You may also be able to get this form written in your
language. For free help, please call right away at 800-909-3447, option 2.

IMPORTANTE: ;Puede leer este formulario? De no ser asi, podemos hacer que alguien le ayude a leerlo. También puede obtener este formulario
escrito en su idioma. Para obtener ayuda sin costo, llame inmediatamente al 800-909-3447, opcidn 2.

HEEH - RO RPN SO ANk B3, BT AN, T tung DU T HVEE S BRIy SCiR, 3523
800-909-3447, % 2, W E I,

&3

Applicant’s last name First name MI Gender Applicant’s birth date (mo/day/year)
J Male
AMde | T T[T
Home address City State ZIP Height | Weight
County Home phone number Work phone number Email address Applicant’s Social Security Number
( ) ( ) L= =]

List all eligible dependents to be enrolled. Dependents must be at least 30 days old or less than 65 years of age on the policy’s effective date in
order to qualify as an eligible dependent. If the last name of the dependent is different from the subscriber, please explain on a separate sheet of
paper. For Domestic Partner coverage, all requirements for eligibility, as required by the applicable laws of the State of California, must be met and
a joint Declaration of Domestic Partnership must be filed with the California Secretary of State. All applicants must reside at the same address.
For additional dependents, please attach another sheet with the requested information.

Last name First name MI |Social Security Number Sex Date of birth | Height |Weight (Ibs.)
Spouse/Domestic partner (J Male / /
—————————| Female
Child 1 (1 Male / /
—————————|[ Female
Child 2 d Male / /
- - =~ | Female
PLAN CHOICE

Please designate your plan choice:
(J Quick Net Select 750 (J Quick Net Select 1,000 (J Quick Net Select 2,000 (J Quick Net Select 4,500
Please designate your plan type: [ Daily Plan! 1 Monthly Plan

Note: If you have applied for both a short-term and a standard Individual & Family health plan and have been simultaneously approved for each, you
will automatically be enrolled in the standard Individual & Family health plan and this application for Quick Net coverage will be cancelled. Should you
wish to not be enrolled in the standard Individual & Family health plan, please check this box. 1 NO, do not enroll me in the standard health plan.

IPlease complete the Daily Policy Only section.

DAILY POLICY ONLY (Do not complete this section for the monthly plan)

Benefit Coverage Period: Please choose the number of days for your Benefit Period: days (30 — 180 days)
Once enrolled, there are no changes permitted and the policy cannot be renewed.

Calculate your total premium due:
$ daily rate? (please see rates) x # of coverage days = $ Total Premium Due
Please remit a check payable to “Health Net” for the full amount owed for the Policy Benefit period.

2Daily rate is based on the number of days selected.
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MEDICAL QUESTIONS 1 - 13

Primary Applicant’s SSN

Genetic Information Non-discrimination Act of 2008 (GINA) Compliance Statement: This is not a request for genetic information.
In answering these Medical Questions you should not include any genetic information. That is, please do not include any family medical history
or any information related to genetic testing, genetic services, genetic counseling, or genetic diseases for which you believe you may be at risk.

Primary Applicant | Dependent 1 Dependent 2

1. | In the past 6 months, have you been a US resident? O Yes O No O Yes O No O Yes O No
If no, are applicants U.S. citizens or permanent residents? O Yes O No O Yes O No O Yes O No

2. | Are you, your spouse/domestic partner, female dependent or companion currently | O Yes [ No O Yes O No O Yes O No
pregnant or have you, your spouse/domestic partner, female dependent or O Unsure O Unsure O Unsure
companion performed a home pregnancy test during the previous 90 days which
has reacted positive?

3. | Are you in the process of adoption or surrogate pregnancy? O Yes O No OYes O No O Yes ONo
4. | During the past 12 months, have you or any applying family member experienced | O Yes [ No O Yes O No O Yes O No
symptom(s) for which a health care practitioner has not been consulted? [J Unsure [ Unsure [ Unsure
5. | During the benefit coverage period, will you or any applying family member O Yes O No O Yes O No O Yes O No
train for or participate in: 1) a team or individual sports activity as a professional;

2) national or international competition as an amateur or 3) a collegiate sports
activity?

6. | Within the last 5 years, have you or any applying family member ever received any | [ Yes [ No OYes ONo OYes O No
medical or surgical consultation, advice, or treatment including medication for: O Unsure O Unsure O Unsure
heart or circulatory system disorder including heart attack or chest pain; stroke;
diabetes; cancer or tumor; alcoholism or alcohol abuse; drug abuse or chemical
dependency; or liver, kidney disorder?

7. | Have you or any person applying enrolled in training for or engaged in an O Yes O No OYes O No O Yes O No
occupation involving unusual hazards, and are not covered by Workers’

Compensation Insurance?

8. | In the past 12 months, have you or any applying family member consulted a O Yes O No O Yes O No O Yes ONo
health care practitioner and have been recommended to have or been scheduled | [0 Unsure O Unsure O Unsure
for diagnostic testing, treatment or surgery that has not been completed?

9. | In the last 30 days have you or any applying family member been confined toa | [ Yes [ No O Yes O No O Yes O No
hospital? O Unsure O Unsure O Unsure

10. | Have you or any applying family member been diagnosed as having or been O Yes O No O Yes O No OYes O No
treated for AIDS (Acquired Immune Deficiency Syndrome) or ARC O Unsure O Unsure O Unsure
(AIDS-Related Complex)?

11. | Do you or any applying family member have any hospital, major medical, group health or medical insurance coverage in force that will
NOT terminate prior to the effective date of this policy? [ Yes [ No If yes, when will existing coverage expire? / /

12. | If you answered “Yes” to questions 2 — 11, please complete the lines below. Please note, these persons are excluded from coverage.
Question # family member’s name
Question # family member’s name

13. | During the previous 62 days, have you or any person applying for coverage been covered by other health insurance? If yes, please complete

the prior coverage information below for all periods in the last 12 months. For additional dependents, please attach additional sheets.

d Yes d No

Insured’s name Current carrier

Effective date

Expected termination date

Primary Applicant

Dependent 1

Dependent 2

Do you or any of the applicants have a Personal Health Record (PHR)? If “Yes,”
please include it with this application or mail it to Health Net, Post Office Box 1150,
Rancho Cordova, CA 95741-1150.

O Yes O No

O Yes O No

O Yes O No

QNAPP0910 2

6022736 CA75173 (9/2010)




Primary Applicant’s SSN

APPLICANT’'S AGENT/BROKER INFORMATION - Complete agent/broker name and address is necessary for correspondence to be sent to
the agent/broker. The following form is to be completed by the applicant’s broker (if applicable).

Health Net Broker ID: W/771

Oleg Skurskiy 818-654-4548

Name (Print) Phone number

18375 Ventura Blvd. # 226 818-776-9865

Address Fax number

Tarzana, CA 91356 OLEG@ASKOLEG.COM

Email address

Applicant’s Broker Signature/Number (Required) Date signed (Required)

Broker Certification
I

(Name of Broker)
(NOTE: You must select the appropriate box. You may only select one box.)
( ) did not assist the applicant(s) in any way in completing or submitting this application. All information was completed by the
applicant(s) with no assistance or advice of any kind from me. I understand that, if any portion of this statement by me is false, I may be subject
to civil penalties, including but not limited to a fine of up to $10,000.
OR
( ) assisted the applicant(s) in submitting this application. All information in the health questionnaire(s) was completed by the
applicant(s). I advised the applicant(s) that he or she should answer all questions completely and truthfully and that no information requested
on the application should be withheld. I explained that withholding information could result in rescission or cancellation of coverage in
the future. The applicant(s) indicated to me that he or she understood these instructions and warnings. To the best of my knowledge, the
information on the application is complete and accurate. I understand that, if any portion of this statement by me is false, I may be subject to
civil penalties, including but not limited to a fine of up to $10,000.

Please answer all questions 1 through 4:

1. Who filled out and completed the application form?
2. Did you personally witness the applicant(s) sign the application?  [JYes [1No
3. Did you review the application after the applicant(s) signed it?  [1Yes [1No

4. Are you aware of any information, including but not limited to medical history, not disclosed in this application that might have a bearing

on the risk> [ Yes [JNo
If “Yes,” please explain:
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Primary Applicant’s SSN

IMPORTANT INFORMATION (Please read carefully)

I UNDERSTAND THAT:
¢ The minimum coverage time under the Health Net Life Insurance Quick Net Daily Policy is 30 Days and for the Monthly Policy it is one
calendar month. The maximum length of coverage time is 180 Days for the Daily Policy and 6 months for the Monthly Policy.

* There are no changes to this policy once it goes into force. Under no circumstances will I, or my dependents, be allowed to make changes or
request a refund beyond the 10-day free look period. No exceptions will be made.

* No benefits are payable for any expenses incurred as a result of a pre-existing condition. Pre-existing condition means an illness, injury or
condition which existed during the twelve-month period, when this Policy insures one or two Covered Persons, or six-month period when this
Policy insures three or more Covered Persons, immediately prior to the Member’s Effective Date. An illness, injury, or condition is considered
to have existed when the Member: (1) sought or received professional advice for that illness, injury, or condition; or (2) received medical care or
treatment for that illness, injury or condition.

 If I am approved under a Health Net permanent plan I must exhaust my coverage under Quick Net.

* My check will be held in trust while my application is reviewed by Health Net Life Insurance Company. Applications submitted without payment
or with partial payment will be pended until payment is received. If my payment is not received within 2 weeks of the application signature date, my
application will be withdrawn.

Additional information for Monthly Policies only:

* If my Monthly policy is terminated due to lack of payment, my policy will not be reinstated. I may terminate my policy at any time, effective the
first of the following month following Health Net’s receipt of my notice to cancel.

RESCISSION OF MEMBERSHIP FOR HEALTH NET LIFE INSURANCE COMPANY INDIVIDUAL PPO PLANS: Health Net Life
Insurance Company (“HNL”) is an Insurance Company licensed and regulated under the California Insurance Code. HNL underwrites
Individual PPO health insurance plans. Any fraudulent or intentional omission or misrepresentation of material facts in written
information submitted by you or on your behalf on or with your Application materials may be cause for disenrollment and rescission

of the Insurance Policy and HNL may recoup from the Policyholder (or from You or from the applicant) any amounts paid under the
Insurance Policy obtained as a result of such fraudulent or intentional omission or misrepresentation of material facts. In addition, if a
Policyholder makes any fraudulent or intentional omission or misrepresentation of material facts in written information submitted on or
with the Application as to the Policyholder’s or Family Member’s health status or history, HNL shall have no liability for the provision
of coverage under the Insurance Policy. By signing this Application, you represent that all responses to the Statement of Health are true,
complete and accurate and that should your Application be accepted by HNL, the Application will become part of the contract between
HNL and yourself. By signing this Application you further represent and agree to abide by the terms of the contract. Before the contract
is rescinded HNL will provide you written notice and an opportunity to provide information. Should the contract be rescinded, HNL will
provide a written notice that will explain the basis of the decision and your appeals rights. HNL will refund all amounts paid by you, less
any medical expenses that HNL paid.

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION: I acknowledge and understand that health care providers may
disclose health information about me or my dependents, including information regarding substance abuse, mental/emotional conditions, AIDS
(Acquired Immune Deficiency Syndrome), or ARC (AIDS-Related Complex) to Health Net. Health Net uses 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’s Notice of Privacy Practices is included in the Insurance Policy, and I may also obtain a copy of this
Notice on the website at www.healthnet.com or through Health Net’s Customer Contact Center. Authorization for use and disclosure of potential
health information shall be valid for a period of 24 months from the date of my signature below.

IF SOLE APPLICANT IS A MINOR: If the sole Applicant under this application is under 18 years of age, the Applicant’s parent or legal
guardian must sign as such. By signing, he or she does hereby agree to be legally responsible for the accuracy of information in this Application and
for payments of premiums. If such responsible party is not the natural parent of the Applicant, copies of the court papers authorizing guardianship
must be submitted with this Application.

Important Provisions 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 care services plans or insurance companies as a condition of
obtaining coverage.

ACKNOWLEDGEMENT AND AGREEMENT: I, the applicant, understand and agree that by enrolling with or accepting services from
Health Net, I and any enrolled dependents are obligated to understand and abide by the terms, conditions and provisions of the Insurance
Policy. I, the applicant, 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.

Acceptance of a short-term policy will impact eligibility for individual guaranteed issue health insurance according to the requirements
within the Health Insurance Portability and Accountability Act of 1996.
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BINDING ARBITRATION:

Primary Applicant’s SSN

I, the applicant, agree that any and all disputes or disagreements between me (including any of my enrolled
family members or heirs or personal representatives) and Health Net regarding the construction, interpretation,
performance or breach of the Health Net Plan Contract or Insurance Policy, or regarding other matters relating
to or arising out of my Health Net 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 Health Net, are giving up their constitutional right to the extent
permitted by law to have their dispute decided in a court of law before a jury. I also understand that disputes that I
may have with Health Net involving claims or 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. A more detailed arbitration provision is included in the Plan Contract or Insurance
Policy. My signature below indicates that I understand the terms of this Binding Arbitration Clause and agree to

submit disputes to binding arbitration.

Applicant or parent or legal guardian’s signature if applicant is under 18 years old: Date signed:
Spouse/Domestic partner’s signature: Date signed:
Signature of applicant’s dependent (age 18 and older): Date signed:
Signature of applicant’s dependent (age 18 and older): Date signed:

The Application and this Arbitration Clause must be signed by the Applicant. The applicant must personally sign his/her name in ink
and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the Application and the Plan Contract or

Insurance Policy in order for this Application to be processed. For this Application to be considered, neither Broker nor any other person

may sign this Application and Arbitration Clause.

QNAPP0910 5
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Primary Applicant’s SSN

CREDIT CARD PAYMENT INFORMATION (Optional)

Premium charge can be charged directly to your credit card account. The premium will be charged to your credit card account approximately ten
days in advance of the due date.

(1 First payment (daily and monthly policies) [d Monthly payment (monthly policies)

First name (as appears on card): | Middle name (as appears on card): | Last name (as appears on card): | Card type:
1 Visa [1 Mastercard

Account number: Expiration date (mm/yyyy): Cardholder’s email address:

Billing address: City: State: ZIP code:!

The zip code must match the Cardholder’s address otherwise the credit card cannot be processed.

As a convenience, | request and authorize Health Net Life Insurance Company (“Health Net”) to charge my credit card account identified above
for the payment of my initial premium and/or my monthly premium. This authority is to remain in effect until revoked by me in writing and until
Health Net actually receives such notice, I agree that Health Net shall be fully protected in honoring any such charge. (Note: A 30-day notice is
required to discontinue this service due to the time required to initiate this change with your credit card company.)

SIGNATURE OF CREDIT CARD ACCOUNT HOLDER: DATE:

Fax your completed application and payment to 1-800-977-4161 (toll free) or mail your completed application
and payment to Health Net Individual & Family Enrollment, PO Box 1150, Rancho Cordova, CA 95741-1150.

Health Net Life Insurance Company is a subsidiary of Health Net, Inc.
Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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(W Health Net

AUTHORIZATION FOR USE OR DISCLOSURE
OF INFORMATION FOR ENROLLMENT

Please detach and keep this copy for your records.

Information regarding your insurability will be treated as confidential. Health Net or its reinsurers
may, however, make a brief report thereon to the MIB, Inc., formerly known as Medical
Information Bureau, a not-for-profit membership organization of insurance companies, which
operates an information exchange on behalf of its members. If you apply to another MIB member
company for life or health insurance coverage, or a claim for benefits is submitted to such a
company, MIB, upon your request, will supply such company with the information about you

in its file.

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file.

Please contact MIB at 1-866-692-6901 (TTY 1-866-346-3642). If you question the accuracy of
the information in MIB’s file, you may contact MIB and seek a correction in accordance with the
procedures set forth in the federal Fair Credit Reporting Act. The address of MIB’s information
office is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.

Health Net, or its reinsurers, may also release information from its file to other insurance
companies to whom you may apply for life or health insurance, or to whom a claim for benefits
may be submitted. Information for consumers about MIB may be obtained on its website at
www.mib.com.

All references to “Health Net” herein include the affiliates and subsidiaries of Health Net, Inc. which underwrite or administer the coverage to which the

Enrollment Application applies.

This authorization for use or disclosure of personal health information is being requested by Health Net to comply with the terms of federal HIPAA regulations,

45 C.F.R. § 164.508.

Health Net Life Insurance Company and Health Net of California, Inc. are subsidiaries of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc.
All rights reserved.



‘IP HealthNet: AUTHORIZATION FOR USE OR DISCLOSURE
OF INFORMATION FOR ENROLLMENT

By signing below,

1. T authorize the following to disclose medical information to Health Net: Any medical professional, hospital, or other health care facility,
clinic, pharmacy, insurer or health benefit plan administrator, MIB, Inc., (“MIB”), or any other health care provider or health plan that
has medical information, to include diagnosis, treatment or prognosis with respect to any physical, accident, illness, medical or mental
condition, including but not limited to, alcohol or substance abuse, mental or emotional disorders, AIDS (Acquired Immune Deficiency
Syndrome), or ARC (AIDS Related Complex), about me or my dependent(s); health care providers or health plans indicated in my
application for coverage or on my dependents’ applications for coverage, or identified by me during a health history interview in regard to
myself or my dependent(s), or identified by me or my dependent(s) to my agent, or any other health care provider or health plan referred
to in my medical records or my dependent’s(s’) medical records.

Information regarding your insurability will be treated as confidential. Health Net or its reinsurers may, however, make a brief report
thereon to the MIB, Inc., formerly known as Medical Information Bureau, a not-for-profit membership organization of insurance
companies, which operates an information exchange on behalf of its members. If you apply to another MIB member company for life or
health insurance coverage, or a claim for benefits is submitted to such a company, MIB, upon request, will supply such company with the
information about you in its file. Upon receipt of a request from you, MIB will arrange disclosure of any information in your file. Please
contact MIB at 1-866-692-6901 (TTY 1-866-346-3642). If you question the accuracy of the information in MIB’s file, you may contact
MIB and seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act. The address of MIB’s
information office is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734. Information for consumers about MIB
may be obtained on its website at www.mib.com.

I also authorize Health Net, and its reinsurers, to release information from their file to other insurance companies to whom I may
apply for life or health insurance, or to whom a claim for benefits may be submitted. Information for consumers about MIB may
be obtained on its website at www.mib.com.

2. T authorize the following person(s) or group of persons to receive the information disclosed by one of the persons or organizations listed
in paragraph one above, and to use that information and the information included on my application for coverage to underwrite and
rate the health plan coverage for which I have applied: Health Net and its afhliates including, but not limited to, its agents, underwriting
operations, including independent contractors who have executed Business Associate contracts to conduct underwriting activities on
behalf of Health Net or do post enrollment review of any information for determination of whether a policy should be rescinded for
intentional misrepresentation, of material facts, who have agreed to safeguard protected health information from unauthorized use or
disclosure.

3. I understand that the information disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient, in which case
it may no longer be protected by federal Privacy Rules governing the privacy of health information.

4. T understand that my or my dependent’s(s’) enrollment in Health Net’s health plan may be conditioned on signing this Authorization.
As described in the “Notice of Privacy Practices,” I understand that I may revoke this Authorization in writing at any time, except to the
extent that action has been taken by Health Net or its Business Associates in reliance on this Authorization. I may send a written and
dated revocation to Health Net at the address below. This Authorization will become effective immediately and shall remain valid for
thirty (30) months from the date the authorization form is signed, except that, for California residents, this Authorization will remain in
effect for one year from the date of the Authorization.

5. If the person completing this Authorization is the personal representative of the applicant or dependent, describe your authority to
act on this person’s behalf:

A photocopy of this form is as valid as the original. You have the right to receive a copy of this Authorization upon request.

Signatures (required in ink):

Printed name of Applicant Signature of Applicant or his or her Personal Representative Date
Printed name of spouse or dependent Signature of spouse or dependent child (age 18 or older) Date
child (age 18 or older) or his or her Personal Representative
Printed name of dependent child Signature of dependent child (age 18 or older) Date
(age 18 or older) or his or her Personal Representative

PLEASE RETURN THIS FORM TO: Health Net Individual & Family Plans, PO Box 1150, Rancho Cordova, CA 95741-1150
This authorization for use or disclosure of personal health information is being requested by Health Net to comply with the terms of federal HIPAA regulations, 45 C.F.R. § 164.508.



(W Health Net

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
se le envien en su idioma. Para obtener ayuda, 1ldmenos al niimero que aparece en su tarjeta de identificacidn; los solicitantes de grupo
de empleadores deben llamar al Centro de Comunicaciéon Comercial de Health Net al 800-522-0088. Los solicitantes del Plan Individual
y Familiar (IFP, por sus siglas en inglés) o de la Oficina Agricola, deben llamar al 800-909-3447, opcién 2. Los solicitantes de un Plan
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 Linea de ayuda de DMHC, al
1-888-HMO-2219.

Spanish

TEEE S IR o AT ARS8 B RS - &{FEJTLHEQ#FEHEE%SH%* ’ *KﬁiiﬁTM%ﬂﬂﬁ@ZuE’JaﬁEIﬁ* TABIE - WG

B FEEE TS B R PRy IRY GRS - 1 BIG FRE A\ G2 Health Net Bﬁﬁ%ﬂyﬁ%ﬂth Ly Rk 800-522-0088 © i )@u

F gt (IFP) B3 = Hi s A G548+ 800-909-3447 ‘H;c;z 2 = Medicare [ff {56 Hi 2 ;@%ﬂ 800-926-4178 o ZHL{F PPO
SHE 0 FEEFE 1-800-927-4357 BNMCREE RIS  FSKARSMED - 5 EH R HMO G5 - G T E R iR idat E 1 ES
(DMHC) 7Bl 545 - #ah 1-888-HMO-2219 -

Chinese

Céc Dich Vu Trd Gitip Ngon Ngit Mién Phi. Quy vi c6 thé dudc nhan dich vu thong dich va dudc ngudi khic doc gitip cdc tai liéu
biing ngdn ngit ctia quy vi. P& dudc gitip d3, xin goi chiing tdi tai s& dién thoai ghi trén thé hoi vién ctia quy vi. Nhitng ngudi mudn
xin bao hiém theo nhém do hing s§ dai tho xin goi Trung TaAm Lién Lac Thuong Mai ctia Health Net tai s6 800-522-0088. Nhitng
ngudi mudn xin bdo hiém ctia Chuong Trinh Bdo Hiém C4 Nhan va Gia Dinh (IFP) hoic Farm Bureau, xin goi s6 800-909-3447,
bam s8 2. Nhitng ngudi nop don xin Medicare Supplemental (Medicare Phu Trdi) vui long goi s& 800-926-4178. P& dugc gitip dd
thém, xin goi S3 Bao Hiém California tai s& 1-800-927-4357 néu quy vi mudn tham gia mot chuong trinh PPO. N&u quy vi dang
tham gia mot chuong trinh HMO, xin goi Pudng Day Trg Gidp clia DMHC tai s6 1-888-HMO-2219.

Vietnamese

—rA o1 X MHIA. RS2 SHAL MY | L HAZ0H BHE HAHE M7 &= MHIA
Lot 22 = ._|°| IDILEA0 HEl ot S 2 Mol AR, DEF 08 It AEUES 3= HealthNetol o
(Commermal) 02 MHIA MIE, SHLEH S 800-522-0088 He g NMSIGH F=AAIL. el & Jt= & (IFP) =2 Farm Bureau
ot MAEXYE 2 CHH S 800-909-3447H, %@ E 0|20 FAAM2. Medicare 2& 28 It MFIEH 2 O._FLHﬁi
800-926-4178H 22 M 3toll =&AL, PPO S0l H’:, (]2 34 S, 0 %2 =30 2okl 22 H2ZLIOHEE &
QHHH S 1-800-927-4357212 2 22|0t&AI2. HMO S0 3}0' O|'/\| 3%, DMHC(E’_DJJL—'PEI S)ygetol et s
1-888-HMO-2219H 2 2 Z2|oHA Al 2.
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

_,_

Uydwp Liqujut Ownwynipinitibp: Fnp Jupnn kp pupgdwt dkinp phpky b thwuwnwpnpbpp puptpgl] g dkq
hwdwp &bkp 1Eqny: Oqum pjuts hwdwp Ukq quiuquhwpbp dtp huipunipjut (ID) winduh Jpu wpdws hwdwpny, jud tpk
gnpswwnhnpng judph nhunpy bp, jpugpmd Eup 800-522-0088 hwdwipny quiquhwpty Health Net-h Zwdwjunpnh Gwuyh
Uktnpni: Uthwnwlwb b Chnwbkljwt Opwgph (Individual and Family Plan/IFP) nhunprutnhg punpymd £ quiuquhwpty
800-909-3447 hwdwnny, pinpuiip 2: Lpwugnighs Medicare-h nhunprubtphg fatinpynud E quiiquihwipty 800-926-4178
hwdwnpny: Lpugnighs ogunipjuts hwdwp 1-800-927-4357 hmdwipny quuquhwpbp Gwihdnpuhuyh Uywhnjugpnipjut
Pudwtuntup, kpt gpuiigymu tp PPO spugpmd: Gph gpuugynid tp HMO spugpnid, 1-888-HMO-2219 hudwpny
quiiquhwuptp DMHC-h Oqunipjui gsht:

Armenian

Becnnarssle yemyru nepeBoza. Ber MoxkeTe BOCIIONB30BaThCs yCIyTraMu IIEPEBOAUHKA, M BAM MOTYT IIPOYECTh JOKYMEHTHI Ha BaIlleM
s3bIke. Ecim Bam TpeGyeTcst moMoliib, 3B0HUTE HaM 110 HOMEpY, YKa3aHHOMY Ha Balllei HIeHTH(UKAMOHHOM KapTe. YYacTHUKH IIaHa
IPYMIIOBOTO CTPAXOBaHUsI IO MECTY pabOThI MOTYT 0OpaTUTHCSI B KOMMEPUECKHI KOHTaKTHBII 1IeHTp komnanuu Health Net o tenedony
800-522-0088. YuaCTHUKH TUIAHOB WHAWBUAYAILHOTO WK ceMeriHoro crpaxoBanus (Individual and Family Plan, IFP), a Taxke manos
crpaxoBanus Depmepckoro Orpo: mokaryicra, 3soHUTE 110 HoMepy 800-909-3447, nobaBouHsIi 2. YyacTHUKOB TuiaHa Medicare
Supplemental npocum 3BoHUTS 110 HOMepy 800-926-4178. Eciu BBl yyacTByeTe B IIJIaHE CHCTEMBI IIPEIIOYTUTENILHOTO BhIOOpa (Preferred
Provider Organization, PPO), muist momydeHus TOTMOTHUTEIHHO!N MOMOIIIN 3BOHUTE B JlemapraMeHT cTpaxoBanus mrara KamudopHus o
tenedony 1-800-927-4357. Eciu BBI COCTOHTE B TUIAHE OpraHU3aliii MeAUIIMHCKOTo o0cmyxuBanus (Health Maintenance Organizations,
HMO), noxanyiicta, 3B0HUTE B FOpsAUyI0 JUHUIO JlerapTaMeHTa OpraHn30BaHHOIO MeAUIIMHCKOro oocmyxuBanus (DMHC) o
tenedony 1-888-HMO-2219.

Russian



B|UNDEEY LR, BABCERECREL, EHEBHALET H—EARCHFENAL. IDA—-FEREHOBFSETHEANEDHE
ZEW, EREBRAADMARRADAE., Hedth Net REIAVAD k1205 — 800-522-0088 F T EZLLEE LY BN -RIET7
(IFP) £ld 77— L-E1—O—-ADOMABADA L. 800-909-3447 (A4 7 2 B R) FTHBNANDELLEEN ATAH7-HTIUAY
MRIEADI A BADF (S, 800-926-4178 T EHLIZE, BERDIBBVEDEEENHZHE . PPO 7’7/(::7111)&0)75(; 7JU7
A= PRI 1-800-927-4357 £ T BHEEEL, HMOFSVICC A DA E. HUTAI =T M S EBE BT (DMHC) O E R
1-888-HMO-2219 FTIEHKLIZSL,
Japanese
S8 bl (sl g oailys il oliags ol 4y S)la a1ig Ky g aasds oy ali s mayie S wloas 5l auilatie oy 41 b il wless
4, Health Net )13 55,0 L Ladad bloyd)Ls 5Lg0,S gluslaio Ly g gy pulé ool sasd b Lok Slasbind o)l 59) 48 ials o)lash gorb 5l Lo by
aiis 5ali2 ay€ 800-909-3447 o)le ay Latad «gfo 5280 L (IFP) «la aslgils: g slydl £y gleslize .aip€y puls 800-522-0088 olos
Liya LS dau oyfsf ay pidien S oS cblyys gy siis 5ali .8009264178 o)less 4y ikt (Medicare Supplemental) «,<uso Joso» plocalaie
ay DMHC _<os bis a4y avisiopbicnd HMO gyb <4 5,81 awisio pbicod PPO )b oy 3,80 sis pals 1-800-927-4357  ojtess ay
asiS yals 1-888-HMO-2219 o,less
Farsi
HeS TH ATe. 3HI €IHIZ €t AT'eT ITHS &9 Aa d W3 EASRH 3Jg UAd! fe9 UZ & AS® 7 AAE 6| HEE &,
w?nrrs‘ls"r(lD)a‘as%i%?aaa%masaal feumfed Ty & HEg faour a9 39 3¢ © TUSd FRUdd 39 &
800-522-0088 359 3 &5 a1 fen@siae w3 ufdeex uss (IFP) 7 @9H fals @ nigresT fagur a9& 800-909-3447,
YIUAS 2 3 @6 dd| HSond AUSIHES & nigriersT fagur a9a 800-926-4178 389 3 @5 91 A 3AT faR PPO u®'s &t &t
feueT 99 7 3 <0 HowE BTt ABleam fsudene nie fesAIA & 1-800-927-4357 389 3 @5 a91 A AT faA HMO us's
Fel of fsuer 99 7 3T faugene nie H3As I%E amid (DMHC) <t Isusels 1-888-HMO-2219 §59 3 @5 &l
Punjabi

Mt ’“‘f[ﬁﬁﬁm“] THRHATE 1 HRNNE GRIHT m'i[ﬁﬁﬁﬂ §ﬁl§] HENSHRGITSHAMMANIZIMS 1 alningt
AjHgIATR T ”']HEHJPfﬁﬂ nsndshlRimMAnGaNITAlET gERnimgaimipuis iusmin ougi
Aiiel BNMSATGSIMANN It Health Net ML 800-522-0088 1 HIMIENINAY Fiijaani (1FP)

gmn“mmnjm Farm Bureau ajii gicii)iglinia 800-909-3447 yuritiadf 21 gnindimajaj fgtiiigy Medicare
AJHGIATIIGIENIS 800-926-4178 mmﬁgmﬁmgjﬁ AjHGIATIIG] Lnﬁgﬁmmmmmﬁnjjéﬁjw RIENAVE
1-800-927-4357 ficismigntinninnanmenidng pPro 1 ifidismintinninganinaniing HMO ajigiainie

19j1i5H DMHC b2 1-888-HMO-2219 1

Khmer

Cov Kev Pab Txhais Lus Uas Tsis Tau Them Ngi. Koj thov tau kom mugj ib tug neeg txhais lus thiab nyeem cov ntawv ua koj hom lus
rau koj. Y og xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj 1D 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 Kheg thiab Tsev
Neeg (Individual and Family Plan [IFP]) los sis Farm Bureau thov hu rau 800-909-3447, xaiv nge 2. Cov neeg thov kev pab los ntawm
Medicare Supplementa thov hu rau 800-926-4178. Y og 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 gho kev pab los ntawm PPO. Y og hais tias koj
koom rau hauv ib gho kev pab los ntawm HM O, hu rau DMHC Tus Xov Tooj Muab Kev Pab ntawm 1-888-HMO-2219.

Hmong

O8navwazaYosdmune. Uﬁummo\cﬁguzﬁﬁmuLLUwﬂmcca)vﬁcgéﬂmsnn aw“ﬁmmuz"ﬂgzﬁuwamzegmuLeg
ovrtouanoaugoswSe, Tm?mmﬂwamsqmﬂuwwcamznauu‘to?uuouunu‘tw%gmn maaumannuanmgcm
Saueunaudefiugnasway 2°Zzniznmﬂ§msumwmomcasgcccaummuwmcmg Health Net ©190 suae (20 800-522-0088.
ééc@mmwmw Individual and Family Plan (IFP) Lgaaéénémmumn Farm Bureau 2201¥n0a0guas tan 800-909-3447
Ltéonﬁsﬂé”z?') 2. t3éc§mmwmm§uw8ccaé [Medicare Supplement] 2lantamauzuae tan 800-926-4178.
mmnmumag«vvagmsupLLctmmiU PPO, Tm?m‘cUmnqunu‘cw (950093 cuanaUzae (a1 1-800-927-4357
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HevrtofunoaugosmSeludiu. mmmmumagmag NEVJULEUNaY HMO, T tnnaugau0ou DMHC

QU8 (N 1-888-HMO-2219.
Laotian
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Health Net Life Insurance Company and Health Net of California, Inc. are subsidiaries of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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LANGUAGE PREFERENCE FORM

FORMULARIO DE PREFERENCIA DE IDIOMA
[EAsEEERR

TALK TO US - WE SPEAK YOUR LANGUAGE

Is English your second language? Is it easier to read and speak in a language other than English?

If yes, please complete this form and return it with your Enrollment Application. If you are accepted
for enrollment, our records will be updated with this information. This information will help:

*  Allow those whose preferred language is one of the two most prevalent non-English languages in
Health Net’s enrollment to receive certain plan documents in your preferred language.

* Provide you with interpreter assistance for health services in your preferred language.

Health Net is required to collect written and spoken language information in order to comply with
California Department of Managed Health Care and California Department of Insurance language
assistance regulations, however, you are not required to provide this information. Health Net will
protect your information, including race, ethnicity, and your language choices.

HABLE CON NOSOTROS, HABLAMOS SU IDIOMA

;Es el inglés su segundo idioma? ;Le resulta mds fdcil leer y hablar en un idioma distinto del inglés?

Si la respuesta es si, llene este formulario y devuélvalo junto con su Formulario de Inscripcién. Si su
solicitud de inscripcién es aceptada, actualizaremos nuestros registros con esta informacién, la que
nos servird para:

*  DPermitir que aquellas personas cuyo idioma preferido es uno de los dos idiomas extranjeros mds
comunes entre todos los que se inscriben en Health Net, reciban ciertos documentos del plan en
su idioma preferido.

* Brindarle la asistencia de un intérprete para servicios de salud en su idioma preferido.

A Health Net se le exige recopilar informacién sobre el idioma escrito y hablado para cumplir con
los reglamentos sobre asistencia del idioma del Departamento de Cuidado Médico de California y el
Departamento de Seguros de California, sin embargo, no es obligacién que usted proporcione esta
informacién. Health Net protegerd su informacion, incluidos su raza, origen étnico y sus alternativas
de idioma.
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Name/ Nombre/ %44

Social Security Number/ Nimero del Seguro Social/ 18274 5hE :

.

Written Language/ Idioma Escrito/ 550 ¢

Spoken Language/ Idioma Hablado/ ["IEREES :

Race (optional)/ Raza (opcional)/ f&JE (FEME)

Ethnicity (optional)/ Origen Etnico (opcional)/ &% (FEVME) :
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AUTHORIZATION FOR DISCLOSURE OF
PROTECTED HEALTH INFORMATION

Completion of this document authorizes the disclosure of your protected health information (PHI), as
set forth below. This Authorization is required for the use or disclosure of your PHI beyond uses and
disclosures for payment, treatment or health care operations. If this Authorization is for mental
health, substance abuse, or HIV information, a separate completed authorization form may be
necessary for the release of information in accordance with State and Federal laws.

You hereby authorize Health Net to furnish to the person or entity identified below the health
information described below.

Verification of Individual Whose Information Will Be Released — Please Print
Member Name:

Member Date of Birth: Health Net Identification #:
Member Age (if minor):

Description of Information to be Released — Please Print

This Authorization is limited to the following health information (check applicable
box(es):

[1_ Application, Enroliment, Eligibility Information [1 _ Account Information
[1_ Claims/Explanation of Benefit Information [ 1_ Pharmacy Information
[[]_ Prior Authorization []_ Medical Records

[ ] _ Premium Billing/Payment Information

[ ] _ Other Information (please describe below)

Person or Entity to Receive Information

Name:

Company (if applicable):
Address:

City: State: Zip Code:
Phone Number:

Page 1 of 2
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Expiration of Authorization

This Authorization will expire upon [date] ,

unless an earlier expiration period is required by State law.

(If an expiration date is not provided, this Authorization WILL REMAIN in effect for as
long as the individual is a Health Net member EXCEPT THAT, FOR CALIFORNIA
RESIDENTS, this Authorization WILL REMAIN in effect for one year from the date of
the Authorization.)

Important Information

e Information disclosed based on this Authorization could be re-disclosed by the recipient and
may no longer be protected by federal privacy regulations.

e You may revoke this Authorization at any time at any time as set forth in Health Net’s Notice of
Privacy. Your revocation will be effective upon receipt, but will not be effective to the extent
that Health Net or others have acted in reliance upon this Authorization.

e Neither payment, enrollment nor eligibility for benefits will be conditioned on your providing or
refusing to provide this Authorization. This restriction does not apply if Health Net is seeking to
obtain information in connection with your eligibility or enroliment in Health Net when you are
not already a member or to obtain information required for payment of a specific claim for
benefits.

e You have a right to receive a copy of this Authorization.

By signing this Authorization, you agree that you have read and understand the above
information, and that your signature authorizes the disclosure of the information described
above.

Signature of Member, Personal Representative, Parent/Guardian who is authorizing the disclosure:

Date:

Relationship / description of authority if the person signing is other than Member whose information is
disclosed:

If this Authorization is signed by a Personal Representative of the Member, we will require verification
of the individual’s authority to act as Personal Representative before any PHI is disclosed pursuant to
this Authorization.

If this Authorization is signed by a Parent/Guardian of a minor Member, we may require additional

information, including a separate Authorization signed by the minor Member, before disclosing any
PHI regarding the Member.
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