
Open Enrollment Medical Plan Change Request Form
Oregon

Please use this form to indicate plan changes for your employees and their dependents during your renewal. Please call your authorized Health Net Health Plan of Oregon, Inc. 
(Health Net) broker or Health Net account manager for acceptable plan changes and guidelines.

Group contact information
Group number: Group name: Renewal effective date:

Group contact: Contact phone: Contact fax: Contact email address:

NOTE: You must provide the Summary of Benefits and Coverage (SBC) to each individual listed on this form before the individual makes the plan choice and PRIOR TO 
SUBMITTING THIS FORM TO HEALTH NET. To download and print an SBC, go to www.healthnet.com/sbc. Please indicate with a check, using blue or black ink, the plan 
each member wishes to move into.
Please list all currently enrolled members making plan changes during open enrollment on this form. New enrollment applications must be submitted for new enrollees. Please 
photocopy this form if more space is required. Please email completed and signed forms to your broker or your Health Net account manager.

Member’s name
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Health Net reference 

ID # Group #
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Printed name Signature Date

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.
FRM031413EC00 (1/20)

(continued)As an owner or officer of stated company, I hereby authorize the above changes to our Health Net Group medical coverage. I have informed the employees listed above 
that the enrollment terms of the Health Net form they completed previously at enrollment are still in force and a copy is available upon request.



Member’s name

Member’s SSN 
or Health Net 
reference ID # Group #

Primary care  
physician’s  

enrollment ID #

CommunityCare 1T CommunityCare 3T

Platinum Gold Silver Platinum Gold Silver
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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:

•	� 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 http://www.hhs.gov/ocr/office/file/index.html.

OR WA Commercial Notice of Language Assistance 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/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.
OR WA Commercial Notice of Language Assistance
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