CSMT#

california small manufacturers trust

CA Small Manufacturing Health & Welfare Trust Fund

Application for Employee Benefits Effective 6/1/2026 - 5/31/2027
(Rev. 03/26/2026)

IMPORTANT INSTRUCTIONS

Employees: Use the attached application for first-time enrollments or changes to
medical, dental, and vision benefits. All changes and enrollments outside of
Open Enrollment require a Qualifying Life Event (QLE). Complete and return all
pages, including documentation of your QLE (if applicable) to HR at your employer.

Employers: Please review the completed application for accuracy, then email all
pages of the application and any supporting QLE documentation to
Vanessa_Jones@rpadmin.com.

INSTRUCCIONES IMPORTANTES

Empleados: Utilicen la solicitud adjunta para inscripciones por primera vez o cambios
en los beneficios médicos, dentales y de la vista. Todos los cambios e inscripciones
fuera del periodo de Inscripcion Abierta requieren un Evento de Vida Calificativo

(EVC). Completen y devuelvan todas las pdginas, incluyendo la documentacion de su
EVC (si corresponde), al departamento de Recursos Humanos de su empleador.

Empleadores: Revisen la solicitud completa para verificar su exactitud y envien por
correo electronico todas las pdginas de la solicitud y cualquier documentacion de
respaldo del EVC a Vanessa_Jones@rpadmin.com.



CA Small Manufacturing Health & Welfare Trust Fund

Company Name / Business Unit:

HR Contact Name:

Benefit Effective Date:

PERSONAL INFORMATION
Last Name: First Name: MI: OMale [JFemale
Address: Apt #: City: State: | Zip:
Date of Hire: (MM/DD/YY) Personal Phone #: Job Title: E-Mail Address:

Date of Birth: (MM/DD/YY)

Social Security #:

# of Scheduled Hours/Week:

Hourly Rate or Annual Salary:

Marital Status:
o Single

o Married

o Domestic Partner

If available, | would prefer to receive plan information and
= No

communication in Spanish:

o Yes

Class:

o 1000 ACTIVE CA SO CAL o 1001 ACTIVE CA NOR CAL

o 100A ACTIVE OOS SO CAL

o 101A ACTIVE OOS NOR CAL

Reason for Application:

O New Hire
O Qualifying Event*;

O Open Enrolliment

Qualifying Event Date*:

O Part-time to Full-time Employment Date:

*A Qualifying Life Event will require proper documentation which includes the full name of the insured and the date of

the event. Common examples are a birth certificate, marriage certificate, loss of coverage letter, etc.

DEPENDENT INFORMATION
Medical Medical Dental If children are
NAME HMO: HMO: HMO: age 26 or
Relation | Coverage (Last, First MI) SSN Gender | Date of Birth | PCP name, # | CurrentPCP | Provider# | overyou must
: check the
Self E ’B/Ig:tl;al Same as Same as Same as Same as oYes appropriate
3 Vision above above above above & No boxes below
o Spouse O Medical I Female y Is Dependent
o Domestic | B Dental (1 Male : Nis disabled?
Partner O Vision (documentation required)
O Medical
Chid | o Dental CFemale D Yes ] oS
B No 0
O Vision [ Male
O Medical
Yes
Child (] Female o Yes o
O D.er}tal O Male No No
O Vision
O Medical
Yes o Yes
Child | o Dental [JFemale o
Qi [ Male B No B No
O Vision
O Medical v Y
Child | o Dental (] Female oYes o Yes
o [JMale B No No
O Vision
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Employee Name: SSN:

MEDICAL ELECTIONS o Enroll O Decline
Blue Shield of CA and Health Net Emgl'%’ee Ergg':a’:: + E&%Ig(ﬁﬁ; E“;:':'r"’}i’@e +

Blue Shield of CA Access+ HMO 20

Blue Shield of CA Local Access+ HMO 20
Blue Shield of CA Local Access+ HMO 30
Blue Shield of CA Local Access+ HMO 50
Blue Shield of CA Trio HMO 20

Blue Shield of CA Trio HMO 30

Blue Shield of CA Trio HMO 50

Blue Shield of CA PPO 1000

Blue Shield of CA PPO 2000

Blue Shield of CA PPO 3000

Blue Shield of CA PPO 4000 (HSA)
Health Net HMO SmartCare MZ1 (M2B)
Health Net HMO SmartCare MZ5 (M2F)
Health Net HMO SmartCare MZE (M2M)
Health Net HMO SmartCare MZH (M2Q)
Health Net HMO Salud NOF (M7V)
Health Net HMO Salud N1E (M8R)

Do you have other health care coverage? [JYes [JNo If “Yes”, complete the following:
Name of insurance carrier: Prior coverage start date:

THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION: | acknowledge and understand that health care providers
may disclose health information about me or my dependents to Health Net, DBP and/or Fidelity. Health Net, DBP and/or Fidelity use 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 provides members with a Notice of Privacy Practices that describes how it
uses and discloses protected health information; the individual’s rights to access and to request amendments,restrictions and an accounting of
disclosures of protected health information; and the procedures for filing complaints. Health Net’s Notice of Privacy Practices is included in the
Evidence of Coverage or Certificate of Insurance for coverage underwritten by Health Net. | may also obtain a copy of this notice on the website
at www.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.

ACKNOWLEDGMENT AND AGREEMENT: | understand and agree that by enrolling with or accepting services from Health Net, DBP and/
or Fidelity, I 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 information and belief, and I 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 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.
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http://www.healthnet.com/

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.

| AGREE AND UNDERSTAND THAT ANY AND ALL DISPUTES, INCLUDING CLAIMS RELATING TO THE DELIVERY OF
SERVICES UNDER THE PLAN AND CLAIMS OF MEDICAL MALPRACTICE (THAT IS, AS TO WHETHER ANY MEDICAL
SERVICES RENDERED UNDER THE HEALTH PLAN WERE UNNECESSARY OR UNAUTHORIZED OR WERE
IMPROPERLY, NEGLIGENTLY OR INCOMPETENTLY RENDERED), EXCEPT FOR CLAIMS SUBJECT TO ERISA,
BETWEEN MYSELF AND MY DEPENDENTS ENROLLED IN THE PLAN (INCLUDING ANY HEIRS OR ASSIGNS) AND
UNITEDHEALTHCARE OF CALIFORNIA, UNITEDHEALTHCARE OR ANY OF ITS PARENTS, SUBSIDIARIES OR
AFFILIATES, SHALL BE DETERMINED BY SUBMISSION TO BINDING ARBITRATION. ANY SUCH DISPUTE WILL NOT BE
RESOLVED BY A LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS THE FEDERAL ARBITRATION ACT
PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. ALL PARTIES TO THIS AGREEMENT ARE GIVING
UP THEIR CONSTITUTIONAL RIGHTS TO HAVE ANY SUCH DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY, AND
INSTEAD ARE ACCEPTING THE USE OF BINDING ARBITRATION.

1. Blue Shield Authorization: | agree: All information on this form is correct and true to the best of my knowledge and belief. |
understand that it is the basis on which coverage may be issued under the plan. | understand that if | have committed fraud or
made an intentional misrepresentation of any material fact in conjunction with this application within the first 24 months of
coverage, my coverage may be canceled, or, following notice, rescinded.

| further authorize my employer to deduct from my earnings the contribution (if any) required toward the cost of this plan. |
understand that coverage does not become effective until this and my employer’s application have been approved by Blue Shield
of California/Blue Shield Life.

2. Privacy Disclosure Statement: Blue Shield uses the following privacy disclosure statement in its standard enrollment
application. The disclosure does not require a signature.

Disclosure of Personal and Health Information: Blue Shield of California or Blue Shield of California Life & Health Insurance
Company (collectively, "Blue Shield") understand the importance of keeping your and your dependents’ personal and health
information private. Blue Shield protects this information in electronic, written, and oral forms when used throughout our company.
Blue Shield will not disclose this information without your authorization except as permitted by law.

For the purpose of administering your Blue Shield coverage, Blue Shield is permitted by state and federal law to obtain your and
your dependents’ health information from a healthcare provider, insurer, insurance support organization, health plan, or your
insurance agent. Also, by state and federal law, Blue Shield is permitted to disclose your and your dependents’ health information
to a healthcare provider, insurer, insurance support organization, health plan, or your insurance agent.

A complete explanation of Blue Shield's policies and procedures (‘Notice of Confidentiality and Privacy Practices”) for preserving

the confidentiality of your personal and health information is available and will be furnished to you upon request by calling the
Customer Service Department or by accessing Blue Shield’s web site.
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Employee Name: SSN:
DENTAL ELECTIONS 0 Enroll 0 Decline
. Employee Employee + Employee + Employee +
MetLife Only Child(ren) Family
PPO - High Option
PPO - Low Option
HMO High Option (MET 85)
HMO Low Option (MET 185)
VISION ELECTIONS O Enroll O Decline
: Employee Employee + Employee + Employee +
MetLife (VSP) Only Child(ren) Family

MetLife (VSP) High Option

MetLife (VSP) Low Option

Declination Acknowledgement

The available coverages have been explained to me. | have been given the chance to apply for the available coverages.

| have decided not to enroll myself and/or my dependent(s) in the following coverage:

Medical

Vision

Employee

Spouse

Child(ren)

By declining coverage, | acknowledge that my dependents and | may have to wait to be enrolled until the next Open

Enrollment Period or qualifying event.

Employee Signature:

Print Name:

Date:

EMPLOYEE ELECTION CONFIRMATION-SIGNATURE REQUIRED

Employee Authorization

Each person signing below declares that all information given in this enroliment form is true and complete to the best of his/ her

knowledge and beliefs. Each person understands that this information will be used to determine his/her eligibility.

| understand that these elections cannot be changed during the plan years unless | experience a qualified life event as
outlined in employer benefit plan documents. Qualified life events that may change my benefit elections must be reported to

the Benefits Administration within 30 days of the event.

Employee Signature:

Print Name:
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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 1-800-522-0088. Individual & Family Plan (IFP)
applicants please call 1-877-609-8711. For more help: If you are enrolled in a PPO or EPO insurance policy underwritten by Health Net Life Insurance Company,
call the CA Dept. of Insurance at 1-800-927-4357.If you are enrolled ina HMO or HSP plan provided by Health Net of California, Inc., call the DMHC Helpline
at 1-888-HMO-2219. Your ID card indicates whether your plan was issued by Health Net Life Insurance Company or Health Net of California, Inc.
English
Servicios de Idiomas Sin Costo. Usted puede solicitar un interprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su
idioma. Para obtener ayuda, llamenos al numero que aparece en su tarjeta de identificacién; los solicitantes de grupo de empleadores deben Ilamar al Centro
de Comunicacién Comercial de Health Net al 1-800-522-0088. Los solicitantes de! Plan Individual y Familiar (por sus siglas en ingles, IFP) deben llamar
al 1-877-609-8711. Para obtener mas ayuda: Si esta inscrito en una péliza de seguro PPO o EPO asegurada por Health Net Life Insurance Company, llame
al Departamento de Seguros de CA al 1-800-927-4357. Siesta inscrito en un plan HMO o HSP proporcionado por Health Net of California, Inc., llame a
la Linea de Ayuda de! Departamento de Cuidado Medico (por sus siglas en ingles, DMHC) de California al 1-888-HMO-2219. Su tarjeta de identificacién
indica si su plan fue emitido por Health Net Life Insurance Company o Health Net of California, Inc. S <h
panis
5t1,jf8if8"S1 , 1&roJIALtC] § | ix{]"0lt) XF&ADL 1mIf)\ ttodt) tmnll 1mSif8"1F:J:xferHs  1m, I0maeiy * MIMWE T
o Dg 560 70 S Ry b RS ST PR ALt SR bitpany ficr - P 30 POBR p o R R £ RSt e hthentof
Insurance §3 1-800-927-4357 ° 3/D*fmt)[f:1j';B/;J Health Net of California, Inc.:J%(;J:ti'f; HMOL:% HSPHm." gm  DMHC tJ%J:I}J Ji! 1-888-HMO-2219 © fm
BIwfra!BJIfmtlkJH'm' EBHealth Net Life Insurance Company!:%Health Net of California, Inc.ti<-
Chinese
Djch V\I ngon ngu mien phi. Quy vi ¢6 the dugc cap thong djch vien va ngubi d9c giup cac tai li u bang ngon ngu cua quy Vicho quy tj.
De dugc trq giup, vui long g9i cho chung toi theo so di n tho<ali ghi tren the hQi vien cua quy tj; nguai ghi danh theo nhém cua hang SO
Xin g9i Trung tam Lien I<alc Thuong m<ali cua Health Net theo so 1-800-522-0088. Ngubi ghi danh theo Chuong trinh bao hiem danh cho
Ca nhan va gia dinh (Individual and Family Plan, IFP) xin g9i so 1-877-609-8711. De duqc trq giup bo tuc: Neu quy Vi ghi danh trong cac
hgp dong bao hiem PPO ho ¢ EPO do Health Net Life Insurance Company cam ket tai trq, vui long g9i B9 Bao hiem cua California theo
so 1-800-927-4357. Neu quy tj ghi danh trong chuong trinh bao hiem HMO ho ¢ HSP do Health Net of California, Inc. cung cap, xin g9i
Dubng day trg giup cua DMHC theo so 1-888-HMO-2219. Tren the hQi vien cua quyvi c6 ghi ro chuong trinh bao hiem cua quyvi la do
Health Net Life Insurance Company hay Health Net of California, Inc. cung cap.
Vietnamese
£2107 :Xil§g AHI . £ N A-HlLzz: Olcl¥Oli)jl - 21075 Al At 4" §LI Cf.301 .20f6] ¥g g2 !

1-800-522-00881:i:L .s::'. 2foH -<?-GJAlL2. JH2.1  Jf EH (IFP) Jfgj 61 :X:f'ag 2..1-LHt!i.2 |-877-609-87IIt!i .s::". 2foH -<?-GJAI.2.[7 '2,1-g
301 f2.of Al 0 ;11 of Jf Health Net Life Insurance CompanyJf 2.14"2J- PPO I:f'E EPO .il.gj ¢l Al Oli Jfgjof6d Si2, cl.lILi Of il g
(CA Dept. ofInsurance), 2.1-LH tli .2 1-800-927-4357t!i .s::".§ of-QJ Al .2. 0 :;11of Jf Health Net of California, Inc.Oli Al J.:11 of E HMO !:f'E HSP
EH0li JfgjofeJ Si2, ‘il:z!ti"cl (DMHC) E.2.f2.1,2.1-LHt!i.2 1-888-HMO-2219tli .s::'.§ of-QJ Al 2. :;i-1of ID 3f .C: Oli ;i-1of EHO1
Health Net Life Insurance CompanyOlIAI J.:11 £1'E:X:I I:f 'E Health Net of California, Inc.Oli Al J.11 £1  'E:X:1 23 AI£10, §LI Cf.
Korean

U.lu-1_£Eu.ir I'gi-1_1-1-141-1-11.i Uu.inu.ijnLfcdinLUUNp: 'tngl 4u.im'l h-11 pu.iuw.ii-l_nr fcJu.ipg.uu.iu <lhn-11 phrhl L. IpUIUULULfclt).fedhr ufclhpghl UIUIL .!thr
thai-I_ni-1_: Og.umfcjulu C.u.iuu.ir uhg qu.iug.u.iC.u.iph-11 9hr  ru-111.inLfcJjUIU (ID) u,nuur i-L.ru.i uzi-l_u.io- C.u.iuu.ipni-1_, 4u.iu hfcJh g.npo-u.iu,ppni fuupr
"1-runrri- h-11, fuu'l-rnLU hu-111-800-522-0088 C.u.iuu.ipni-1_ qu.ilig.u.iC.u.irhL Health Net-r 2.u.ifu.ifunr'l-r liv.iu.ir lihuu,pnu: U.uC.u.iu,1-1-141-1-11.i
L. Cuu,u.iuhdu.iu Upu.ig.rr (Individual and Family Plan/IFP) '1-runr'l-uhppg fuu'l-ri-1.mu  t qu.iug.u.iC.u.irhL 1-877-609-8711 C.u.iuu.ipni-1_:
LruigmgrL og.umfcjulU C.u.iuu.ir' 1-800-927-4357 C.u.iuu.ipni-1_ qu.iug.u.iC.u.iph-11 liu.itr:i>nruru.ilr U.uw.iw.iC.ni-l_u.ig.pnLfcJjUIU P.u.icfu.iuunLU.J1
(CA Dept. oflnsurance), hfch g.pu.iligi-I_ht h-11 PPO 4u.iu EPO UII-jUIC.ni-1_u.ig.ru.i4u.ili Ul-UIC.ni-1_u.iq.rr, nrr 4mtd.U t Health Net Life
Insurance Company-u: bfclh g.pu.iligi-1_ht h-11 HMO4u.iu HSP o-pu.ig.pnLU, nrr UUIU1U14u.ipu.ipu T Health Net of California, Inc.-
1-888-HMO-2219 C.u.iuu.ipni-1_ qu.iug.u.iC.u.iph-11 DMHC-r Og.umfcljUlU <l,0-pu: 9hr ru-111.inLfcJjUIU u,nuu uzmu t, fedh ni-1_t felntd.UlrdhL 9hr
o-pu.ig.rr' Health Net Life Insurance Company-u, fclh" Health Net of California, Inc.- :

Armenian

EecnnaTHble ycnynr nepeBop;a. Bbl MO)KeTe BOCnOnb30BaThCllycnyraMI1 nepeBop;ql11Ka,11 BaM MOryT npoqliTaTh p;oKyMeHTbl Ha BallieM JI3b1Ke.
Ecmr BaM Tpe6yeTCJI noMOI1.\b, 3BOHJ1Te HaM no HOMepy TenecpoHa, yKa3aHHOMY Ha Balliett: 11p;eHTI1<pl1KalJ,|10HHOH KapTe. YqacTHILKI1 nnaHa
rpynnoBoro CTpaxoBaH11Jl no MeCTy pa6oThl MoryT 06paTI1ThCJIB KoMMepgecK11tt: KOHTaKTHbIH 11,eHTp KOMnaH1111 Health Net (Commercial
Contact Center) no TenecpoHy 1-800-522-0088. YgacTH11K11 nnaHOB 11Hp;11B11p;yanbHOro 11 ceMett:Horo cTpaxoBaH11Jl (Individual and Family Plan,
IFP), no)Kanyii:CTa, 3BOH11Te no HOMepy 1-877-609-8711.,D;nJI nonygeH11J1 p;ononH11TenbHOH noMOII.\11: ecn11y Bae CTpaxoBow nonllc OpraH113all,1111
¢ npep;noqT11TenbHb1M11 nocTaBII\ILIKaM11 ycnyr (Preferred Provider Organization, PPO) 11n11 OpraH113a11,1111c 06J13aTenbHbIMI1 nocTaBII\IIKaM11
yenyr (Exclusive Provider Organization, EPO), KoTOpbrtt: npep;ocrnBnJieTcJl KOMnaH11eii: Health Net Life Insurance Company, o6pall.\att: Tech

B ,D;enaprnMeHT CTpaxOBaH11JI IliTaTa KanllcpopH11JI (CA Dept. oflnsurance) no TenecpoHy 1-800-927-4357. Ecn1l Bbl 3aper11CTpllpoBaHblB
nnaHe HMO 11n11 HSP, KOTOpb1tt: npep;0CTaBneH KOMnaH11eii: Health Net of California, Inc., 3BOH11Te Ha TenecpoH fopJigeft n11H1111 ,D;enaprnMeHTa
opraHI130BaHHoro Mep;1111,11HcKoro 06¢ny)K11BaH11JI(DMHC Helpline) no HOMepy 1-888-HMO-2219. Ha Balliew 11p;eHT11<p11Kall,110HHOHKapTe
yi<a3aHo, 6bm n11Balli nnaH ocpopMneH KOMnaH11eii: Health Net Life Insurance Company 11n11 KOMnaH11eii: Health Net of California, Inc.

Russian
TIERI(7) M- , A0 ScdsN(7)iifillRiJf Lizar:3Im7:f L % -t ~ti- ,,Ac@: = Th"(7)770t, IDJJ- FLltG(7ymo%* i3l Lif V-t <tC
V' Offl-tflsflf; js:7°7 :.,, (7)1IQA:a::t3$ibJi.(7)7J/i, Health Net(l)B;;F"i i :.,,dd -7 I ot :.,,JJ-, 1-800-522-0088* --C::I'3ffi:lt< {C V'O

-@))\_* %- 7°7:.,, (IFP)(,7)1JQA:a::t3%Jb]j.(7)7J/i, 1-877-609-8711*--C:13ffi:§5< tc v'o Gf;:.mJ:1)JiJ,£, tctmif, Health Net Life
Insurance CompanyiJ {ljl: fo:51ST t*e1: ft g PPO* 1:/AEPO{ jl: &iif; IJ Y-f:::.=jJQ,A(7)7I/, 7I W7;:tdv.::.71'1'1{1jl: fo:n\  1-800-927-4357

(DMHC) ()-A-Jv:1'7-{:.,,, 1-888-HMO-2219*--C=:"if <tC V', ::1'3 (,7)7°7:.,,(7) 1T-tfiJ, Health Net Life Insurance Company
* tc/'iHealth Net of California, Inc.(7)fi:j G --C&>Q7J>/', IDJJ- )<f:i13c, 1@, ™ T,
Japanese
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g eSS (2 S iy 33 51 o 2098 02 g (B 2 JE3 A A A AL S 5 a0 K goad o sah AU e e S Slash ) 3l 6 e 34 da g e Al A 2 Slazd
1-800-522-0088 » juas 4; Health Net (4 (5 Ja5 38 jo L lilal (e 58 180 5 8 a5 o3y (el ol 025 38 el LIS 5 JS (5 5548 ilis Jlal (3 5k
o i AS EPO U PPO 4dc daps S ) 811 il (S8 Zly 32 51 2 (il | -877-609-87 11 o jla 45 Lilal (TFP) "W 23 gl g 30 = " clacalite 20,80
ASHSP L HMO 75 o5 2 8 258 Gill 1-800-927-4357 » Ja 42 1 allS aazro J3 a3 03 92 S 21 2 S 522 (et Health Net Life Insurance Company
U AS saze LA 0 Sl OIS S Al 1-888-HMO-2219 2 el 4 DMHC (oSS Jad 4 25850 5l 2ud S 02 aal 3 Health Net of California, Inc, daw i
.Health Net of California, Inc, ' < 222 ;3 Health Net Life Insurance Company Jaw 5 laZ = 5k
Farsi
Walang Gastusin na Mga Serbisyo sa Wika. Maaari kang kumuha ng interpreter at basahin sa iyong wika ang mga dokumento. Para sa tulong, tawagan kami
sa numerong nakalista sa iyong ID card, o para sa mga aplikante ng pangkat ng employer, mangyaring tawagan ang Commercial Contact Center ng Health Net
s 1-800-522-0088, Para sa mga aplikante ng Individual & Family Plan (1FP), mangyaring tumawag sa 1-877-609-8711. Para sa karagdagang tulong: Kung
naka-enroll ka sa isang insurance policy ng PPPO o EPO na napapailalim sa Health Net Life Insurance Company, tawagan ang CA Dept. of Insurance sa
1-800-927-4357. Kung naka-enroll ka sa isang plano ng HMO o HSP na ipinagkakaloob ng Health Net of California, Inc., tawagan ang DMHC Helpline sa
1-888-HMO-2219. Isinasaad ng iyong 1D card kung ang iyong plano ay ibinigay ng Health Net Life Insurance Company o Health Net of California, Inc.
Tagalog
Kev Pab Lus Tsis Muaj Nqi Them, Koj txais tau tus neeg txhais fus thiab muab tau cov ntawv los nyeem rau koj ua koj hom lus, Kom tau kev pab, hu rau peb ntawm
tus xovtooj sau rau koj daim npay 1D, lossis cov tib neeg yuav thov kev pab tom chaw haujlwm thov hu rau Health Net Lub Chaw Pab Cov Tib Neeg Siv Cov Kev Pab
{Customer Contact Center) ntawm 1-800-522-0088. Cov neeg thov kev pab hauv pawyg Tus Kheej & Tsev Neeg (Individual and Family Plan; IFP) thov hu rau
1-877-609-8711, Yog xav tau kev pab ntxiv: Yog koj muaj npe nkag nrog PPO lossis EPO cov kev tuav pov hwm los ntawm Health Net Life Insurance C _ompany, hu
rau CA Qhov Chaw Saib Xyuas T'xog Kev Tuav Pov Hwm (Dept. of Insurance) ntawm 1-800-927-4357, Yog koj muaj npe nkag nrog ib gho kev npaj pab HMO lossis
HSP uas los ntawm Health Net of California, Inc., hu rau DMHC Tus Xovtooj Muab Kev Pab ntawm [-883-HMO-2219. Koj daim npav 1D yuav ghia tau tias koj ghov
kev npaj pab yog los ntawm Health Net Life Insurance Company lossis Health Net of California, Inc,
Hmong
Doo B{nah *Alinigdo Saad Bee “dka’anida’awo’igii. *Ata’ halne’i d6o naaltsoos bee *¢édahozinigii t'ad ni nizaad bee hadadilyaago
nich'i’ yidooltah. *Aka’a’eyeed biniiyégo. ninaaltsoos nitl*izi bee nééhozinigii bine’d¢¢’ béésh bee hanei bikd igii bee nich’y’
hodiilnih, doodago ninaalishi bit hada'dil*inigii €' shoodi Health Net Commercial Hane' *Bil*ih Bil Haz'aniji’ 1-800-522-0088
hodiilnih. La’ Jizih do6 Hooghan Haz'dagi Naaltsoos Hadadit éhigii (1FP) hada’dile’igii t'da shoodi kohji” 1-877-609-8711 hodiilnih.
T a4 né&sgbo ‘ika’a’eyeed biniiyégo: PPO doodago EPO béeso “deh’ddh naa’nil bibee haz danii Health Net Life Insurance Company,
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