HEALTH NET NY CHARTER/POS ADVANTAGE PLATINUM w

CUSTOMER SERVICE ENROLLMENT FORM ‘_[ Health Net®
PHONE NUMBER Please complete this application in full, inclxding your signature. Use blua
Toll-Free: 1-800-441-5741 or black ink only and be sure all copies are printed legibly.

ENROLLEE Last Name: First Nama: 14.Lt | Social Secunty Number:
INFORMATION I [ | ' [ [ I I |
(please print clearty)
COMPLETE | Street; City: State: 2IF Code:
HOME .
ADDRESS
- [Home Phons: Business Phono:
O 8ingle d#lamed D Widowsd [ Separated [ Divorced {1 Other ( } ( )
5} ] W L {0} 0)
EMPLOYMENT | Check box Iif you are actively employed (] {Union Affifation: Average Mumber of Hours Worked Per Week:
ORMATIO
INFORM N Check box if you are retired O O Under 20 Hours  [120-28 Hours [ 30+ Hours
OTHER HEALTH | Wil you be covered by another health If ves, list name and address of other carer; Spouse's Social Security Numben
COVERAGE plan when Health Net coverage staris?
INFORMATION O Yes HNo
Is your spousd Iiejmployed? aN if yes, st employer's name and address: Spouse's Daytime Phone Number
Yes o
MO DAY YR
Spouse’s Date of Birth:
Wil your spouse be covered by another It yos, list name and address of clher carrier. Policy/Contract #:
health plan when Health Net coverage staris?
O Yes O No
WiB your dependents ba covered by ancther| if yes, Iist name and address of other camien Policy/Contract £:
health plan when Health Net coverags starts?
Yes O Ne
MEDICARE Ara you covered by Medicare? Medicare 8: Effective Dates: Part A Part B
RMATION
INFO O Yes [INa
13 your spouse covered by Medlcare? Medicare #: Effaciive Dates: Part A Part B
O Yes ONo
Ara other dependents covered by Namefs): Effeclive Dates: Part A Part B
Medlcare?
0 Yes L] No Medicare 8:
STUDENT 1f dependent chikdren Fsted are age 10 or oider, | H yes, bst first name of child andt school If no, ia the dependant
INFORMATION do thay attend school on a full-time basls? child disabted?
O Yes O No Ll Yes T No
List yourself and any eligible dependents to be covered, Attach extra sheet if necessary,
Soxi| Date of Birth Primary Care ‘Physiclan’s
Last Nams First Nama M. Soclal Security # M/F { MO DAY YR | Physician's Name Access Nummber
Self
Spouse
Child
Chid
Child

“This number appea:s in your provider directory below physician address end telephona number,
person who kmwhg}y ?nd vmh ntent to defrag? ag?r g&n% olherp?rson fies an appﬁcatm for Insuranca or stalemen of clalm conteining any materially
f i tor, for the purpose eacing, Informa tedal thereto, commits a fraudulen t, which is & o
azisoag;g)ngjam ioa cEv‘l penatty nef 1o exceed 1o five Uwu%aﬂd dofars and the stated velue of ths claim for each such violahu ' nsurance ac, e @, Bnd sha

AGHEEMF. Iease slgn and dsie Your Evidence ta of wvemjgg. e hgreln after, Do!leﬁ‘l referred to “Heakh Nat
tracis”, mnl::f ? ? New Yol ,)?smeraga under the m—ne m?me Poj-of- gwioa F'ian s provided by Health [?Naw Yok, ﬁascy% oit-o- neﬁm%“rﬂ*

coverage for the P -o f-Service Fian Is underwritten by Health Net Insurance of New York
[ understand tha Hean.h et banefils and coverage as summarized i the Health Net materals and that thess benelite are administered strctly as s If’ed In the
Health Net ton otize any physiclan, hospltﬂl Insyrer or other orpanizatl Splragnegson having any records or information conceming a trlpyealm W tment
ok pEICHEI b L nrerhal i0 Coverage A DRiccoBy o el ge of (1 aLRCILalon ehal o (oEeiertd aiNoa St I T,
el o B =3 &nal O a5 Vi as 1he 1
fy that ait de, enis ksied sbave are 5 for covers: f?mee terms of the'Heakt Net o mact | agree ta notity Heall Pﬁ r&pgoyar M1thiqi§ay51“ an
my employer o

ch efgiblity ceases, | understand that Health Net [s nof Iabl o provide covera aioi ents, i | am requirad to comn
gle‘duc.t r‘om fny wage tha amount required for 1he caverage s§ect§d | cedify 1nalg al the ?n%rmahon abova is coerecﬁg the bast of my'ﬂnow?edg

Signature [

HEALTH INFORMATION faciegatedoe that heath care prowidrs may discuse haatth informebion 2hout me of my Cepsndants, inthusing inlormation regarding substange abuse or manta)fematiorsl conditions, lo Haity Hel The
vse and diseiess dusdnfrmation for purpises of bzelemt, payment a7 hea'th plaa opertiots, inchuding but not Emited bo ubieation management, mﬁaﬁ in*prma;iem. disazss O (458 m;emﬂ HOGrAmS. s

TO BE Name of employer or employing office; Eeason l’:or Enroliment: i MO DAY YR |Effective Date | Group #: Subgreup: | Plan
COMPLETED New Hirg Date of Hire: of Goverage: Code:
BY EMPLOYER 0 GOBRA Enroliment / /

018 montha [ 36 moaths
0 Open Enrotiment () Other,

Company Signatur Date

Health Nat: One Far M Crossing, PO. Box 804, Shalton, CT 06484
PA214-02 NYHIPPA White Copy-Health Net ¢ Yellow Copy—-Emplayer » Pink Copy-Subscriber




HEATLH NET NY CHARTER il ADVANTAGE PLATINUM ENROLLMENT FORM u‘ P H eal th Net®

CUSTOMER SERVICE Pleass complete thls application in full, including your signature.
FPHONE NUMBER Use biue or black ink only and be sure all coples are printed legibty,
Toli-frea: 1-800-441-5741
ENROLLEE Last Name: Flest Name: M.L: | Social Security Number:
INFORMATION I | I [ I | | | |
(cleass print ¢learly}
COMPLETE Streat: Gity: State: ZiP Code:
HOME
ADDRESS
Home Phone: Business Phone:
O Singls O Married OWidowed O Separated U Divorced [ Other, { ) ( )
] ™ W) (3] 0} ©
EMPLOYMENT | Check box if you are actively employed [1 Union Affilation: Averaga Number of Hours Worked Par Wesk:
FORMATION
INFO Check box if you are retired [ £3 Under 20 Hours D 20-24 Hours 0 25-28 Hours [ 30+ Howrs
OTHER HEALTH | Will you be covered by another health If yes, st name and address of other camer Spouse’s Soclal Security Number
COVERAGE plan when Health Net coverage starts?
INFORMATION O Yes O No .
Is your spouse employed? if yes, list employer's name and addréss: Spouse’s Daytime Phone Number:
O Yes O No
MO DAY YR
Spousa’s Date of Birth:
Wilk your spouse be coveresd by another If yes, list name and address of other camier: Policy/Contract #:
health plart when Health Net coverage starts?
[l Yes O No
Witk your dependents be covered by ancther| If yes, list name and address of other cardes: Policy/Contract #;
health plan when Health Net coverage stans?
O Yes O No
MEDICARE Are you covered by Medicara? Medicam # Effective Dates: PatA  PartB
INFORMATION
OYes O No
ls your spouse covered by Medlcara? Medlicars # Effective Dates: Part A Part B
JYes 1 No
Are other dependents covered by BMame(s): Effective Dates: Part A Part 8
Medicare?
C] Yes mL Medicare #:
STUDENT tf dependent children fisted are age 18 or oldey, | If yes, fist first name of child and schoo! 1t no, Is the dependent
INFORMATION do they sttend school on a full-time pasis? child disabled?
O Yes O No ] Yes [0 No
Ust yourself and any eligible dependents {o be covered. Aftach extra sheet If necessary.
Sex:| Date of Birth Primary Care Physickan's
Last Name First Name M.I. Soclal Security # M/F | MO DAY YR | Physiclan's Namae Access Number
Sell
Spouse
Child
Child
Child
*This number appears in your provider dlfectory betow physiclan address and telephons number,
%Rg with !ntem!to d Insu person files an application f Insufance or statement of ¢} oontad mat Ii
fonTaton ¢
ﬁ%ﬁﬁmt mmﬁv"ﬁ%mmwmand v&softﬂ?cﬁﬁa%snﬁ?ﬁh AT Rancs 6. it s & e, e S 403 b

fGREEMENT {plea ﬁ glg‘nﬂwm)'w %Heanh Net benefits and coverage as summarized In the Health Net plan matesials and that these benefits are agdminis-

]ac.rlhonzs my w mstﬁ' MW\gufé ?éj:;)gnaﬁon concerning the :3: t (nciuding ps?ﬂga sUb-
golglls ed reprﬁmiwwofgg?%?g%? Md hotooopy or »g!)af? mlg S 8 sa%%an :ﬁebx;eques egég IE‘Pﬂa {K:u’ S F n]zrgi '
days af‘ aﬁ,’ﬁm hslad above are Shgnuﬁ%temm age un?iabzm? ém gé lrcx&, l;l:%lghtrg?n gg]bms | agree to notify Healih Net and my employer within 31

rec! fm e mi:erst 050 WWB | author!ze my employer to deduct from my wage the armount required ior the coverage se!ecled [ eertify that all the Information above is cor-
isvaﬁ for 24 months and you may revoke the authorization at any timsa by sending a letter to that effect to the address Isted below.

Signahms Date

HEALTH TFORMATION | ackmawiacge thed heallh care providers may disclose hea'th information 2bout e of my dependents, injfuding Tnformeation regacding Substance atvase of mentalfemotional condtions, 12 Heaith Net. Tha plans
us and distloss this information for purposes of ireabemt, payment and health plan operations, incuging but et iimvled fo utlization meragement, quatiy Inprovement, diseass of a3 ranagement prograns.

TO BE Name of employer or employing office: | Reason for Enrofiment: MO DAY YR |Effective Date | Group #: Subgroup: | Plan
COMPLETED 7 New Hire Dato of Hire: / / of Coverage: Code:
BY EMPLOYER 0 COBRA Ervoltment

{118 months O 36 months Date of Eig:
(0 Open Envolknent [ Other.

Company Signatire DPats
Heafth Net Insuranca of New York, Ine.
Heatth Net: Ona Far Mill Grossimg, PO, Box 904, Shefton, OT 06484-0944
PAZ20-02NYHIPPA Whhte Copy-Health Net + Yellow Copy-Employer = Pink Copy—Subscoriber




