
8. 	
 �Declination and Acceptance of 
coverage sections are both signed 
unintentionally

9. 	
 �Missing signature  
and Date of acceptance
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Important: Please print all sections in black ink. You are entitled to see a Summary of Benefits and Coverage (SBC) 
before you choose a plan. Please contact your employer if you do not have the SBC for the plan you have selected.

To be completed by employer

Employer name:
Requested effective date: Employer group number (medical):

Employee eligibility date (new hire only): 
■ Same as hired date     ■ Other: ___________________________________ 

This page is intentionally left blank

1.  Health plan information (All medical plans include pediatric dental and vision coverage.)
CommunityCare HMO Network4

Gold    ■ $5 Silver    ■ $20 Bronze    ■ $45
PureCare HSP Network1

■ Platinum 90 HSP 0/15
■ Gold 80 HSP 0/25

■ Silver 70 HSP 2000/45
■ Bronze 60 HSP 6300/75

Full PPO Network EnhancedCare PPO Network5

■   Platinum 90 PPO 0/15 + Child Dental
■  Gold 80 PPO 0/25 + Child Dental
■  Gold 80 Value PPO 750/10 + Child Dental Alt
■  Silver 70 PPO 2000/45 + Child Dental
■  Silver 70 Value PPO 1700/30 + Child Dental Alt
■  Silver 70 HDHP 1350/40 PPO + Child Dental Alt
■  Bronze 60 PPO 6300/75 + Child Dental
■  Bronze 60 HDHP 5600/15 PPO + Child Dental Alt

■ EnhancedCare PPO Gold Value
■ EnhancedCare PPO Silver Value
■  Silver 70 HDHP 1350/40 EnhancedCare PPO  

+ Child Dental Alt
■  Bronze 60 HDHP 5600/15 EnhancedCare PPO  

+ Child Dental Alt

Other plan(s):

_________________________________________________________________________________________________________
Dental (DHMO) Dental (DPPO) Vision (PPO)

■ HN Plus 150     
■ HN Plus 225

■ Classic 5 1500 (w/ortho) ■ Essential 2 1000 
■ Essential 6 1500 ■ Classic 4 1500 
■ Essential 5 1500 (w/ortho)

■  Preferred 1025-2      ■  Preferred 1025-3
■  Preferred Value 10-2

2. Reason for application
■ Plan change   
■ Change address/name
■  Delete dependent  

(list names below)
■  Other:  

_________________

■ New hire    ■ Open Enrollment
Special Enrollment Period
Qualifying event date: _____/_____/_______

■ COBRA6   Effective date: _____/_____/_______
Qualifying event: __________________________
Qualifying event date: _____/_____/_______

Add dependent:
■ Marriage    ■ Newborn/Adoption/Legal guardianship/Court order/Assumption of parent-child relationship
■ Loss of prior coverage    ■ Domestic partnership    ■ Other (specify): _____________________________
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■ Son 
■ Daughter

Last name: First name: MI:

Residence address:  ■ Check here if same as subscriber

City: State: ZIP:

Date of birth (mm/dd/yyyy): Social Security #/Matricular ID # (required for all applicants):

Participating physician group: Primary care physician:

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP? 
■ Yes   ■ No

Dental HMO provider name: Dental HMO provider ID #:

Last 4 digits of Social Security #: __ __ __ __Employee name: ________________________________________________

3.  Employee personal information
Last name: First name: MI: ■ Male    ■ Female

Residence address:

City: State: ZIP: County:

Date of birth (mm/dd/yyyy): Social Security #/Matricular ID # (required for all applicants): Job title:

Telephone #: 
(              )

Work phone #: 
(              )

Email address:

Date of hire: 
               /                 /

Dept. #: Marital status: 
■ Single   ■ Married   ■ Domestic partner

If available, I would prefer to receive communication and plan information in Spanish:  ■ Yes   ■ No
Participating physician group: Primary care physician: 

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP?  ■ Yes   ■ No

Dental HMO provider name: Dental HMO provider ID #:

4.   Family information, please list all eligible family members to be enrolled. 
(Attach additional sheets if necessary.)

Spouse/Domestic partner  
■ M   ■ F

Last name: First name: MI:

Residence address:  ■ Check here if same as subscriber

City: State: ZIP:

Date of birth (mm/dd/yyyy): Social Security #/Matricular ID # (required for all applicants):

Participating physician group: Primary care physician:

PPG/PCP Enrollment ID # (4-digit PPG and 6-digit PCP numbers): Is this your current PCP? 
■ Yes   ■ No

Dental HMO provider name: Dental HMO provider ID #:
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7.  Declination of coverage (Complete this section if any coverage is being declined by you or your eligible dependents.)

Employee signature: _____________________________________________________________________  Date: ____________________ 
(Sign only if declining coverage. If signed in error, please cross out and initial.)

8.  Acceptance of coverage (Signature required.)

Employee signature: _____________________________________________________________________  Date: ____________________ 
(Sign only if declining coverage. If signed in error, please cross out and initial.)

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: I 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. I represent that 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 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. 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.

Last 4 digits of Social Security #: __ __ __ __Employee name: ________________________________________________

The key to quick and accurate processing of employee enrollment forms 

is to make them legible and don’t make any of these top ten errors. 

These errors can lead to processing delays. 

Reasons for Employee  
                Enrollment Delays

Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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Andre Hamil, 
Health Net
We help remove barriers  
to necessary care.

(continued)

1. 	 �Full name is 
incomplete

2. 	 �Address is 
incomplete

3. 	
 �Date of birth is 
incomplete

4. 	
 �Date of hire is 
incomplete 5. 	 �SSN is not 

provided 6. 	 �Gender is not 
indicated

7. 	 Plan choice is not indicated

10.  �Do not use a white-out product. 
Just cross out and initial each  
correction. 





More tips for employees to keep in mind when 
filling out the employee enrollment application:
•	 If you are accepting coverage, make sure that all of the 

required sections are completed; sections 1, 2, 3, 5, and 8 
are required.

•	 Make sure to use the most current version of the health 
plan enrollment application.

•	 You can access an enrollment application through  
your employer’s benefits administrator or health 
insurance agent.

•	 Your employer must complete the information at the  
top of page 2 labeled “To be completed by your employer.” 
We must have the Employer group number and the 
Employer name.

•	 Before choosing a health plan, check that your doctor is 
in the provider network.

•	 If you are choosing an HMO plan, you must choose a 
primary care physician (PCP).

•	 If you are choosing an HMO plan, you must provide a 
physical address in section 3. A post office box cannot be 
used when applying for an HMO.

•	 When filling out a Pharmacy Transition of Care Form, 
include a list of all your prescription drugs.

•	 If you are interested in having your daily maintenance 
medications delivered to your home, fill out the 
Medication Mail Order Form.

•	 If you or a dependent is electing COBRA coverage, the 
COBRA section must be filled out completely. You may 
be required to provide proof of coverage from your prior 
COBRA carrier.

•	 Be sure you list your accurate contact information, 
so your employer’s benefits administrator or health 
insurance agent can contact you to verify if your form 
has any missing information.

•	 Make sure your answers are typed, or, if handwritten, 
that your handwriting is legible.

•	 Save a copy of your enrollment application so you can 
follow up with your employer’s benefits administrator or 
health insurance agent.

•	 Check to make sure your prescription drugs are listed on 
the plan’s drug formulary.

•	 If you are pregnant, find out if your OB/GYN is in the 
provider network for your plan, and fill out a Continuity 
of Care Assistance Request Form. 

•	 If you are electing dental or vision coverage, be sure to 
include those products in the appropriate section of the 
enrollment application.

•	 If you are going away on vacation during your 
employer’s open enrollment period, talk to your benefits 
administrator or health insurance agent to make sure  
you have all the information you need to complete  
your application.

We hope you find these tips helpful in completing your open enrollment application. It is important that your application 
is accurate and complete. You will not be able to make changes until the next open enrollment period, unless there is a 
qualifying event such as a divorce, marriage, job change, newborn, or adoption of a child.

If you have any questions about the application process, or if you are unable to access care, contact your employer’s 
benefits administrator or health insurance agent.


