‘IP State Continuation Election F()r m

Health Net Health Net Health Plan of Oregon, Inc.

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.

Employer name: Group #:

Employee name: Soc. Sec. #:

Please 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.

Dependent name: [ ] Spouse [] Registered Domestic Partner []Non-registered domestic partner | Soc. Sec. #:

Dependent name: Soc. Sec. #:
Dependent name: Soc. Sec. #:
Dependent name: Soc. Sec. #:

Loss of coverage reason:

A reduction of hours

The employee’s termination of employment

The employee’s dependents lose coverage because of employee’s death

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

Date of event:

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

o0 Oooon

I understand that I 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, I want to continue my group medical insurance through Oregon State Continuation.
1. I am not eligible for Medicare. I will notify the subscriber group if I become eligible for Medicare.
2.1 am not eligible for any other group medical insurance coverage. I will notify the subscriber group if I become eligible for
any other group medical insurance coverage.
3.1 understand I 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. T 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.
5.1 wish to remain insured by my present group coverage: [ ] Self only [ Selfand currently covered family members
[J Currently covered dependents

Signature: Date:

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

Signature: Date:

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

Mail: Attn.: Health Net Health Plan of Oregon, Inc. 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.healthnet.com

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc.
All rights reserved.
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Health Net Health Plan of Oregon, Inc. (Health Net) complies with applicable federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. Health Net does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

Health Net:

o 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).

o 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.jst 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 http://www.hhs.gov/ocr/office/file/index.html.

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 us at the number listed on your ID card. Employer group members please call
1-888-802-7001 (TTY: 711).

Ambharic
&P PAAD- 0278 ATAAT:: AVFCATL T9TT T AN A1&T ATLHIBAP 71849 S AN ACSS ATITT
(o3¢ AL PADT TC LLM-(:: APANT-T 1-888-802-7001 (TTY: 711) LLM-(::

Arabic
Slo by daail aclusall e Jgaanll el se 5 jia Gliy e Jpanll SliSarsy 55 ansie o Jpanll Sliay duilas 42l cilaxd
(TTY: 711)1-888-802-7001 il e Juai¥) Jaall sl de sana slimel (o oa i A sell 48y e 253 sall 30

Chinese
RETES IS - MOIEAOEE - A N UEAERGEETE - FEmHE - SEERg &R AT
MY EEEE B E MIFRAS - JE T ERSNY S B35 2EE 1-888-802-7001 (TTY : 711) -

Cushite (Oromo)

Waa Lacag la’aan Adeegyada Luuqada. Waxaad heli kartaa turjubaan. Waxaad heli kartaa in
waraaqaha laguu aqriyo. Wixii caawin ah, naga soo wac lambarka ku qoran kaarka Aqoonsigaaga.
Xubnaha kooxda badrooniga fadlan soo wac 1-888-802-7001 (TTY: 711).

German

Kostenloser Sprachendienst. Dolmetscher sind verfiigbar. Dokumente kénnen Thnen vorgelesen
werden. Wenn Sie Hilfe benotigen, rufen Sie uns unter der Nummer auf Threr ID-Karte an.
Arbeitgeber-Gruppenmitglieder rufen bitte unter 1-888-802-7001 (TTY: 711) an.

Japanese

R OFIHE—E X, BREZ ZFHWZET £, CELBHALET, EMPMNERGEIEX, 1D
H— RICEEHENTWEESETBERSEE N, BATEEZE CZEERERD A o _"—0 1%
1-888-802-7001 (TTY: 711) F CTREIE S,
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Korean
B8 Qo] Ayl B Au| 2B wE £ Utk BA G5 Anan wos
E% A, B D 5¥ M2 Ashal] FA4AI L

-888-802-7001 (TTY: 711) o= H3}ls| T4 Q.
Cambodian (Khmer)
EUNMAaniih Ujﬁ‘ﬁﬁﬁiﬁ"’l HAMGGGIum Si—i’ﬁij’ﬁf‘[jjm FIENH Hﬁi—ﬂﬁﬁﬂﬁiﬁi—ﬂ S{J‘ﬁﬁﬂigjij‘ﬁ“l
ﬁjLEﬂUﬁStﬁ ﬁjﬁmﬁGﬁiﬁjﬁZﬁ‘lﬁmj U8 SiﬁjmuﬂJ"BWSiS’imjﬁ]ﬁﬁjH‘lﬂBSiUﬁJHﬁ“l
ﬁjmﬁﬁLﬁHSitiﬂﬁﬁ ﬁjﬁm‘ﬁgmmiEUS 1-888-802-7001 (TTY: 711)4

Laotian

Snavwagad guaa. zﬁmmmoé@uwwﬂm‘cﬁ. mangauan2lmeauenzaaulanaud
9to. Wetaowgouide, mggmimzmwanc%*ﬂ‘t5mucﬁzﬁﬁg}]"lu’zﬁowﬂ%ﬁazsjv;w.
mmémjuma%qg negualowad 1-888-802-7001 (TTY: 711).

Punjabi

ot Ba3 Tt I ATl IA B9 g9 Y3 99 Aae JI 33 B8 TAZRH U3 A" Ha< J6
Hee B¢, 393 WESt (ID) 3938 ‘3 i£3 699 3 A 26 JJ| Irrae's" Iigy © A A, fagur sga
1-888-802-7001 (TTY: 711) ‘3 2& J<|

Russian

BecnmatHast momMolp nepeBogurKoB. Bbl MoXeTe MoyInTh MOMOIIL YCTHOTO NepeBofurKa. Bam
MOT'YT MPOYUTATh AOKYMEHTHI. 3a MOMOLBI0 0OpallaiiTeck K HaM Mo TeneoHy , TPUBEICHHOMY Ha
Balllell UIeHTU(UKALMOHHOI KApTOUYKe yYacTHUKA MiaHa. Eciii Bbl y4aCTHUK KOJUIEKTUBHOTO TIJIaHa,
NPEeIOCTaBISIEMOro paborofaTeneM, 3BoHuTe 1o Tenedony 1-888-802-7001 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, lldmenos al nimero que aparece en su tarjeta
de identificacidn. Los afiliados del grupo del empleador deben llamar al 1-888-802-7001 (TTY: 711).

Tagalog

Walang Gastos na Mga Serbisyo sa Wika. Maaari kayong kumuha ng isang interpreter. Maaari ninyong
ipabasa ang mga dokumento. Para sa tulong, tawagan kami sa numerong nakalista sa inyong ID card. Para sa
mga miyembro ng grupo ng employer, mangyaring tumawag sa 1-888-802-7001 (TTY: 711).

Ukrainian

Besnnarni nociyrn nepekiagy. Bu MoxkeTe cKoprcTyBaTHCs TOCIyramy epekiiaiada. Bam MoxKyTb npounTaTu
Baili fokymenTu. 1lJo6 orpumaru fonomory, TenedoHyiiTe Ham 32 HOMEPOM, SIKMI BKa3aHWIi Ha Ballliil
inenTudikaiiniil Kaptui (ID). YyacHUKiIB rpynoBOro cTpaxoBoro IiaHy Bifi MpalefaBlsl NpocMOo TelehOHYBaTH 3a
HomepoMm 1-888-802-7001 (TTY: 711).

Vietnamese

Céc Dich Vu Ngon Ngtt Mién Phi. Quy vi c6 th€ c6 mot phién dich vién. Quy vi ¢6 the yéu ¢ca duoe doc cho
nghe tai liéu. D€ nhén tre’ gidp, hdy goi cho ching t6i theo s6” dwoc liét ké trén thé ID cta quy vi. Cac thanh
vién thudc chwong trinh theo nhém ciia chu st dung lao ddng vui 1ong goi s& 1-888-802-7001 (TTY: 711).
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