Health Net Health Plan of Oregon, Inc. (Health Net) ﬂ

State Continuation Election Form Health Net®

NOTICE TO MEMBER:

To elect Oregon State Continuation Coverage, complete this election form and return it to your employer.

You must request state continuation coverage within either ten days after the event that triggered your loss of eligibility for coverage or ten
days after the date you were provided the State Continuation Notice from Health Net Health Plan of Oregon, Inc. (Health Net), whichever is
later. If you do not submit a completed election form within the required time period, you may lose your right to continuation coverage.

1. Employee personal information

Employer name (print): Group number:

Employee name (print): Social Security number:

2. Eligible dependents information (attach additional sheets if necessary)

List all dependents to be covered with the employee and/or dependent-only applicants, as allowed. (Required)
Oregon registered and non-registered domestic partners are eligible for state continuation coverage under an Oregon group employer plan.

[J Spouse [ Registered domestic partner  [] Non-registered domestic partner Social Security number:
Dependent name:

Dependent name: Social Security number:
Dependent name: Social Security number:
Dependent name: Social Security number:

3. Loss of coverage

Loss of coverage reason:

[ A reduction of hours

[J The employee’s termination of employment
[ The employee’s dependents lose coverage because of employee’s death Date of event:

[ The employee’s dependent spouse or domestic partner loses coverage due to divorce or
termination of domestic partnership

[ The employee is now eligible for Medicare
[J The dependent child is no longer eligible for coverage under the group policy

(continued)
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4. Acceptance or declination of coverage (signature required)

I understand that | am eligible to self-pay my present Health Net Health Plan of Oregon, Inc. group medical coverage for up to nine months if
I have been covered under the group contract, or similar predecessor contract, for at least three consecutive months.

[ Yes, | want to continue my group medical insurance through Oregon State Continuation.
1. 1am not eligible for Medicare. | will notify the subscriber group if | become eligible for Medicare.

2. lam not eligible for any other group medical insurance coverage. | will notify the subscriber group if | become eligible for any other
group medical insurance coverage.

3. lunderstand | must pay any owed premium to my subscriber group administrator each month in advance of the coverage effective
date. Premium for the first month is included with this form.

4. | understand that ACA-compliant individual plans through the Federal Health Insurance Marketplace, Health Net and other carriers
are available to me and my eligible dependents.

5. I wish to remain insured by my present group coverage:
[0 Self only [ Self and currently covered family members [ Currently covered dependents

Signature: Date:

[J No, I am not interested in continuing my group medical insurance through Oregon State Continuation.

Signature: Date:

Employer Use Only

Return this form to Health Net via email or mail it to the address below. Keep
a copy for your files.

Mail: Health Net Health Plan of Oregon, Inc.
Attn: Membership Accounting
PO Box 9103
Van Nuys, CA 91409

Email: HNOregon_Enrollment@healthnet.com

Health Net Health Plan of Oregon, Inc., 13221 SW 68th Pkwy., Ste. 200, Tigard, OR 97223 - 1-888-802-7001 - www.healthnetoregon.com
Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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Nondiscrimination Notice

Health Net Health Plan of Oregon, Inc. (Health Net) complies with applicable federal civil rights laws and does not discriminate,
exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital status, gender,
gender identity, sexual orientation, age, disability, or sex.

HEALTH NET
« Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign language
interpreters and written information in other formats (large print, accessible electronic formats, other formats).

« Provides free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages.

If you need these services, contact Health Net’s Customer Contact Center at 1-888-802-7001 (TTY: 711).

If you believe that Health Net has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance by calling the number above and telling them you need help filing
a grievance; Health Net’s Customer Contact Center is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.
jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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English
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 the Customer
Contact Center at the number on your ID card or call 1-888-802-7001 (TTY: 711).

Ambharic
ALIL ATATAT IR0 RGP PAM-IR: ANHCAM, M9 TH BFAN: PHINNAPET AT P+@AF NETIELP PHANAPTY A1RT MRTH BFAN: AACSFT ARTNET 97T
MoNA NRFmEP NCEP AL PADT @ADL LMK, MEIR N 1-888-802-7001 (TTY: 711) LLM.A=

Arabic
By e g sall a5l e e Dlaadl VLl S ey Juai¥) @iy Gacluall e Jpeanll @il @l lgia (any sl 5 clile culatival) el i calla @liSa; LaS 65 ) 5 an ey Dlainal] Gliay Apilaall & salll cileaal)
.1-888-802-7001 (TTY: 711) (e Juai¥) 4 ol Lalall &y pmnl) o yae

Chinese
BT RS o K] DU R8RS o FRMTr] DRSO BHEAS EE > o] DUEE /- BIE R CRE S ISR 3r af 6 1 - WFFEE) - 3BT g B LV EsEsiiips & =
fR4E L - BCHSFTERES 1-888-802-7001 (FEFRELR (TTY) & 711) -

Cushite (Oromo)
Tajaajila afaaniif kaffaltii hin gabu. Turjubaana argachuu ni dandeessu. Sanadii isiniif dubbifamee fi afaan keessaniin muraasaan isniif ergame argachuu ni
dandeessu. Gargaarsaaf, Wiirtuu Qunnamtii Maamilaa tiif lakkoofsicha kaardii enyummaa keessan irra jirutti bilbilaa ykn 1-888-802-7001 (TTY: 711) itti bilbilaa.

German

Es stehen Ihnen kostenlose Sprachdienstleistungen zur Verfigung. Sie kdnnen einen Dolmetscher hinzuziehen. Die Dokumente kdnnen lhnen vorgelesen
werden und einige sind in lhrer Muttersprache erhéltlich. Fir Unterstitzung rufen Sie bitte unser Kundendienstzentrum unter der auf lhrer Versicherungskarte
angegebenen Nummer oder unter der Rufnummer 1-888-802-7001 (TTY: 711) an.

Japanese
RO SFEIET — A, BiRE ZFIHWEE T £, HARBETIEEZ WA LT, CREICL > UIHARBEREBRIT T2 b ARETT, XEZ THLD
FHix, IDA— RIZHREOFFIC TR v—a 27 b ¥ —F TEEFHV7Z< 2, 1-888-802-7001 (TTY: 711) F THEFH 72 &V,

Korean
Pz A0 MHIA, Hots SEAME

OlZota &= UASLICLH Ao Bet ANHZ AR &= MBIA & B MHIAS Eo4A = JASLICHL &S0 E2AHH
=01 ID =0 DI = D24 AHIA dIE @

CHHBlS = 1-888-802-7001 (TTY: 711)HO 2 Moo= AIL.

Cambodian (Khmer)
NS HARIEY HRMGSSUHERUMIUTSY HRMGEIFHSARINSHM SHISAAMNISIESHA MAMANIUNHAY inUSSw
siinisiugENUSIASSHHAORS muiua1siuliny D iuaiE™ YiuThiug 1-888-802-7001 (TTY: 711)

Laotian
NILOINIVAIVWIFINVCIVN. WIDFIVIOLVIBCCVWIZI. WIVTIVINSNCBNEIN €A HMOVEDNATH WU BWIFTIZOUIVECIO. 20D

goecde, wmgnGodanenldiiconuuIesciosa ID 2e9ua & tn 1-888-802-7001 (TTY: 711),

Punjabi
I Hee et It a3 adt| 3HT BT YUz 99 Aae 31 IHT 30% US d AeTR eH3TRH YU I3 AAE 4 M3 g% I3 9T fE9 397 I dIE I6| HeE B¢, »uE ID 993 '3

IId HUTT ded % 99 1 1-888-802-7001 (TTY: 711)

Russian

BecnnaTHble ycnyru nepesoaa. Bl MoxeTe BOCMONb30BaTLCA ycnyramMmu nepesoymnka.

Bam MoryT npoyecTb JOKYMEHTbI Ha PYCCKOM 5i3blKe U BbICNaTb NepeBOAbl HEKOTOPbIX U3 HUX. Ecnn Bam TpebyeTcst noMoLLb, 3BoHWTE B LieHTp obcnyxveaHus
KMWEHTOB MO HOMEPY, yKa3aHHOMY Ha Ballen UOeHTUMMKaLMOHHOW KapTe, unu no Homepy 1-888-802-7001 (nuHuna TTY: 711).

Spanish

Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su
idioma. Para obtener ayuda, llame al Centro de Comunicacion con el Cliente al nUmero que se encuentra en su tarjeta de identificacion o llame al
1-888-802-7001 (TTY: 711).

Tagalog

Mga Walang Bayad na Serbisyo sa Wika. Maaari kayong kumuha ng tagasaling-wika (interpreter). Maaaring basahin sa inyo ang mga dokumento at ipadala sa
inyo ang ilan nang nakasalin sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa numero sa inyong ID card o tumawag sa
1-888-802-7001 (TTY: 711).

Ukrainian

BeskowwToBHI mocnyru nepeknagy. Bu moxeTe ckopuctaTucs nocrnyramu nepeknagava.

BaM MoxyTb npoynTaTh JOKYMEHTM Ha YKpaiHCbKI MOBI Ta HaZicnaTy nepeknaam Aesikux i3 HuX. Akwo Bam notpibHa gonomora, TenedoHynte y LieHTp
obcnyroByBaHHS KMiEHTIB 3@ HOMEPOM, BKasaHUM Ha Ballil igeHTudikaLinHii kapTi, abo 3a Homepom 1-888-802-7001 (ninia TTY: 711).

Vietnamese
Dich vu ngon ng» mién phi. Quy vi c6 thé yéu cau phién dich vién. Quy vi c6 thé yéu cau doc cac tai liéu va giri mét sb tai liéu cho quy vi bang ngon ngir ctia quy
vi. Bé duoc trg gilp, hady goi dén Trung tdm Lién lac Hoi vién theo so dién thoai trén thé nhan dang cua quy vi hodc goi dén so 1-888-802-7001 (TTY: 711).

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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