GEHEALTH NET*

Effective date

IMPORTANT: PLEASE PRINT ALL SECTIONS IN BLACK INK.

Cal- Cobra

(Loss of coverage)

CHECK DESIRED PLAN

- HMO

- ELECT Open Access
4 ELECT 2-Tier POS

- SELECT 3-Tier POS

2 PPC

- FLEX NET {Out of Area)
J LIFE & AD&D

1 YOUR EMPLOYER COMPLETES THIS SECTION

Company Name

Group Mumber

FT/Date of Hire

Effective Date

2 YOUR EMPLOYER COMPLETES THIS SECTION (IF APPLYING FOR GROUP LIFE AD&D)

Effective Date

Annual Salary

Occupation

Life Class

Life/AD&D Amount

3 YOU COMPLETE SECTIONS 3-9 Note: Even if you are declining coverage, you must complete Sections 3 and 9

Last Name

First Name

M

Marital Status
1 Single ' Married

Social Security Number

Employmeant Status

|1 salaried

[ Hourly

Job Title

Residence Mailing Address (Number, Street, Apartment, City)

State

Zip

Home Telephone

{. )

Work Telephone

( )

E-mail address

Have you or any of your dependents ever been a Health Net member?

dYes | No

Have you or any of your dependents waived Health Net coverage in the past 12 months? |dYes | No

NOTE: Please complete the entire enroliment form. This form cannot be processed if information is incomplete. Dependents age 19-23 years require proof of
full-time student status or permanent disability status within 31 days of enrollment.

4 EMPLOYEE/DEPENDENT ENROLLMENT INFORMATION

Please list eligible applicants to be enrolled below, HMO, ELECT Open Access, ELECT 2-Tier (POS) and SELECT 3-Tier (POS) members musl reside within the
geographic service area established by Health Net to assure reasonable access to care. If you have more than three dependents, please attach an additional

Enroliment Form.

It applying for HMO, ELECT Open Access, ELECT 2-Tier (POS) and SELECT 3-Tier (POS) please review the Health Net Small Business Plans Provider Directory and
choose a Physician group within 15-30 mile radius of residence or job site for each member of your family by entering the names and numbers in the appropriate area
below. You may choose a different Physician group and Primary Care Physician for each family member. If the group you've selected has an "X" after the number (e.g.,
IPA 135X), indicate a Primary Care Physician for yourself and each family member enrolling in that group. Questions? Call Health Net Member Services at

1-800-361-3366.

Name / Address

Telephone

Last — First — M.L
Address — City — State — Zip

Numbers

(If Different) {If Different)

Sex
Relationship
M/F

Date of Birth
(Mo-Day-¥r)

Social Security
Number

Home

Work

SELF

Home

SPOUSE

Work

Review the
Health Net
Provider

Exisling
Patient
¥ =YES
H=NO

Physician Group and
Primary Care Physician
NAME AND ID NUMBER

Directory and
choose a

Participating
Physician
Group and

Primary Care
Physician for

each family
member.

Home

DEPENDENT

Work

Disabled 1
Full-time

Student U

Over 50%
support

Hoeme

DEPENDENT

Work

Disabled 1
Full-time
Student

Over 50%
support

Home

DEPENDENT

Work

Disabled O
Full-time

Student

Over 50%

support

5 GROUP TERM LIFE INSURANCE

If Applicable

(Attach separate sheet for additional or contingent beneficiaries)

Life coverage | Yes dNo 1if yes, | am applying for [ Basic Life/AD&D §

[ Dependent Life $

Life Beneficiary (Full Name)

Relationship

%

Life Beneficiary (Full Name)

Relationship

oL



