
 
 
                                  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:                                                   fax: 
 

Step 2
  

                SELECT THE TYPE OF BILLING YOU WANT – monthly, quarterly,  
                  or semi-annual. 
                    
 

Step 3
 

                  SEND THE COMPLETED APPLICATION TO: 
 
 
 
 
 
 
         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: 
 
 
 
                                                  Thank you for choosing... 
 

                                                        

































FBAPP72011 16 6026234 CA87736 (1/12)

Primary applicant�s Social Security number

Primary applicant�s name:

Part X. Conditions of enrollment  
GENERAL CONDITIONS: Health Net reserves the right to reject any application for enrollment. Health Net may selectively accept the 
applicant or only a dependent(s). Children under age 19 are eligible to enroll in a California Farm Bureau Members� Health Insurance 
Plan during certain enrollment periods and cannot be declined due to a pre-existing medical condition as described in Section IV �Special 
enrollment for children under 19 years of age.� There is no coverage unless this application is accepted by Health Net�s Underwriting 
Department and a Notice of Acceptance is issued to the applicant even though you paid money to Health Net for the �rst month�s premium. 
Cashing your check does not mean your application is approved. If rejected, your money will be returned to you. No other department, of�cer, 
agent or employee of Health Net is authorized to grant enrollment. The applicant�s broker or agent cannot grant approval, change terms or 
waive requirements of this application. Health Net may require that you take a medical examination and you will be responsible for payment 
of any related fees in such event. This application and all medical information or examination reports shall become a part of the Certi�cate of 
Insurance.

Family members who are covered under another Health Net Individual plan are not eligible for coverage hereunder. Should a family 
member enrolling for coverage become covered under another Health Net Individual plan at a later date, his or her coverage under this 
plan will terminate on the effective date of coverage under the other Health Net Individual plan.

For applicant�s age 19 and older, to determine whether or not you will be offered enrollment in an individual insurance plan,  
Health Net Life Insurance Company (�Health Net�) will review your medical history based on the information you provide in this 
application, including the Statement of Health and any supplemental health questionnaires requested by Health Net during its review 
of your medical history. This process is called medical underwriting. Should you have questions or need assistance completing this 
application, especially the Statement of Health, you can call Health Net at 1-800-909-3447 for assistance. If any health information changes 
after you submit the application to Health Net, but before enrollment is offered, you should contact Health Net prior to any possible 
effective date of coverage at 1-800-909-3447 to provide that new health information. 

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 willful nondisclosure 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 Certi�cate of Insurance and HNL may recoup from the certi�cateholder (or from you or from the applicant) any 
amounts paid under the Certi�cate of Insurance obtained as a result of such fraudulent or willful nondisclosure or misrepresentation 
of material facts. In addition, if a certi�cateholder makes any fraudulent or willful nondisclosure or misrepresentation of material 
facts in written information submitted on or with the application as to the certi�cateholder�s or family member�s health status or 
history, HNL shall have no liability for the provision of coverage under the Certi�cate of Insurance. By signing this application, you 
represent that all responses to the Statement of Health are true, complete and accurate to the best of your knowledge 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 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 Certi�cate of Insurance, and that I may also obtain 
a copy of this Notice on the website at www.healthnet.com or through the Health Net Customer Contact Center. Authorization for use  
and disclosure of protected 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.

IF APPLICANT CANNOT READ THE LANGUAGE OF THIS APPLICATION: If an applicant does not read the language of this 
application and an interpreter assisted with the completion of the application, the applicant must sign and submit the Statement of 
Accountability (see PART VIII of this application, �California Farm Bureau Members� Health Insurance Plan exception to standard 
enrollment � Statement of Accountability�).
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The application and this Arbitration Clause must be signed by the applicant. The applicant must personally sign his or her name 
in ink and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the application and the 
Certi�cate of Insurance in order for this application to be processed. For this application to be considered, neither the broker nor 
any other person may sign this application and Arbitration Clause.

Make personal check payable to �Health Net.� Return completed application to:  
Health Net Individual & Family Enrollment 
PO Box 1150 
Rancho Cordova, CA 95741�1150

You may submit a photocopy or facsimile of the application and authorizations. Health Net recommends that you retain a copy of 
this application and authorizations for your records.

All references to �Health Net� herein include the af�liates and subsidiaries of Health Net which underwrite or administer the 
coverage to which this enrollment application applies. �Certi�cate of Insurance� refers to Health Net Life Insurance Company 
Explanation of Your Insurance Plan, Health Net PPO Certi�cate. Health Net Dental HMO plans are provided by Dental Bene�t 
Providers of California, Inc. (DBP). Health Net Dental PPO and indemnity plans are underwritten by Unimerica Life Insurance 
Company. Health Net Vision plans are underwritten by Fidelity Security Life Insurance Company and serviced by EyeMed Vision 
Care, LLC (together, the �Fidelity Entities�). Obligations of DBP, Unimerica Life Insurance Company, Fidelity Security Life Insurance 
Company and EyeMed Vision Care are not the obligations of or guaranteed by Health Net, Inc. or its af�liates. 

Part XI.  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 �nes and con�nement in state prison. 

HIV TESTING PROHIBITED: 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 shall comply with the terms, conditions and provisions of the Certi�cate of 
Insurance. 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 to the best of my knowledge, and I accept these terms. 

BINDING ARBITRATION: I, the applicant, understand and 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 Certi�cate of Insurance, 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 �nal and binding arbitration in lieu of a jury or court trial. I understand 
that, by agreeing to submit all disputes to �nal 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 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 �nal and binding arbitration. A more 
detailed arbitration provision is included in the Certi�cate of Insurance. My signature below indicates that I 
understand the terms of this Binding Arbitration Clause and agree to submit disputes to binding arbitration.

Primary applicant�s Social Security number

Primary applicant�s name:

Applicant or parent or legal guardian�s 
signature if applicant is under 18 years old:

Date signed: Signature of applicant�s dependent  
(age 18 or older):

Date signed:

Signature of spouse/domestic partner or 
applicant�s dependent (age 18 or older):

Date signed: Signature of applicant�s dependent 
(age 18 or older):

Date signed:

Signature of applicant�s dependent  
(age 18 or older):

Date signed: Signature of applicant�s dependent  
(age 18 or older):

Date signed:











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.
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All references to �Health Net� herein include the af�liates 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.

Authorization for Use or 

Disclosure of Information for Enrollment



(continued on back page)
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By signing this authorization,

1.  I authorize the following to disclose medical information to Health Net: Any medical professional, hospital, or other health care 
facility, clinic, pharmacy, pharmacy bene�t manager, insurer or health bene�t 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 De�ciency 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 identi�ed by me during a health history interview in regard to myself or my dependent(s), or identi�ed 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 con�dential. 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-pro�t 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 bene�ts is submitted to such a company, MIB, upon request, will 
supply such company with the information about you in its �le. Upon receipt of a request from you, MIB will arrange disclosure 
of any information in your �le. Please contact MIB at 1-866-692-6901 (TTY 1-866-346-3642). If you question the accuracy of the 
information in MIB�s �le, 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 of�ce 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 �le to other insurance companies to whom I may 
apply for life or health insurance, or to whom a claim for bene�ts may be submitted. Information for consumers about MIB may be 
obtained on its website at www.mib.com. 

2.  I 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 af�liates 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.  I 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: ______________________________________________________________________________________

    _____________________________________________________________________________________________________________

Authorization for Use or 

Disclosure of Information for Enrollment




