
 

 

  

 
  

 

  
 

 

Make the Most of Your Plan  
GET YOUR SUMMARY OF BENEFITS AND COVERAGE 

Thank you for applying for an Ambetter HMO plan. Please read your  
Summary of Benefits and Coverage  (SBC). The SBC gives you some of the  
basics about your plan and how to get care when you need it, including: 

• How your health plan works.

• A list of common medical services that are covered and what they cost on
your health plan.

• Your rights to file grievances and appeals. This is the process you use to
make a complaint to your plan or request regulator assistance.

• A list of other services that are covered or excluded from your health plan.

• Examples of how your plan might cover medical care for certain medical
conditions.

• How to get help in your main language.

• Common questions and answers (Q&A).

To view, download or print a copy of the SBC for your  
2026 plan: 

1 Go to www.myhealthnetca.com/sbc. 

2 Select 2026 Summary of Benefits and Coverage 
(Directly through Health Net). 

3 Under Ambetter HMO Plans, find the SBC for the plan you are 
applying for. 

If you prefer, you can call our Customer Contact Center at 
800-839-2172 (TTY: 711) for a copy.

Understanding 
your SBC is the key 

to making the most of 
your health coverage. 

Ambetter HMO plans are offered by Health Net of California, Inc. (Health Net). Health Net of California, Inc. is a subsidiary of  
Health Net, LLC and Centene Corporation. Health Net is a registered service mark of Health Net, LLC. All other identified 
trademarks/service marks remain the property of their respective companies. All rights reserved. 
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Health Net of California, Inc. (Health Net) 

Individual & Family Plans Ambetter HMO 

Enrollment Application 
Requested effective date 

/ / 
Application must be typed or completed in blue or black ink. 
Effective date of coverage: Coverage is only available for enrollment during the annual open enrollment period, which is November 1, 2025, 
through January 31, 2026, or during a special enrollment period. During the open enrollment period, applications must be received by 
December 31st for coverage effective January 1st. If applications are received from January 1st through January 31st coverage will be effective 
February 1st. During a special enrollment period applications must be received within 60 days of a qualifying event. Generally, for applications 
received between the 1st and 15th, coverage will be effective the first day of the month following submission of the application. For applications 
received between the 16th and month’s end, coverage will be effective the first day of the second month following submission of the application. 
If you are currently enrolled in a Medicare plan, you are ineligible to apply for an Individual & Family Plan. 
Health Net requests a Social Security number (SSN) for everyone enrolling for health coverage, including spouses and dependent 
children, or a Tax Identification Number (TIN) for the primary applicant. This is requested so that we can provide you with verification of 
coverage for your tax return, as required by the Affordable Care Act and Senate Bill 78. You may still apply for coverage, and coverage will not 
be denied, if you cannot provide an SSN or TIN for yourself or an SSN for other family members. Health Net will not use your SSN or TIN for 
other purposes or share it with anyone other than as required by law. For newborns, you have six months to provide the newborn’s SSN. 
THE AGENT/BROKER MAY NOT SIGN THIS APPLICATION AND AGREEMENT ON BEHALF OF THE APPLICANT.  
IMPORTANT: Please see Part VI if the applicant does not read/write English. The Individual & Family Plan Ambetter HMO Enrollment  
Application is available in Spanish, Chinese, and Korean language versions. You can also have someone help you read it. For free help,   
please call 877-609-8711.   
If you need assistance in completing this application, an agent/broker may assist you. An agent/broker who helped you read and complete  
this application must sign the application (see Part VII).  
I (and my dependents if applicable) am applying during: 
(see Part IV)  

■■ Annual open enrollment period ■■ Special enrollment period

Part I. Applicant information 
■■ New application (Check family type) ■■ Self ■■ Self and spouse ■■ Self and domestic partner ■■ Self and child

■■ Self and children ■■ Self, spouse and child(ren) ■■ Self, domestic partner and child(ren) ■■ Child only1 

1Applicants on child-only plans must be under age 18 as of the requested coverage effective date. Each child age 18 and older  
must submit a separate individual enrollment application.  

■■ Self and parent/stepparent ■■ Self, spouse and parent/stepparent ■■ Self, domestic partner and parent/stepparent
■■ Self, child and parent/stepparent ■■ Self, children and parent/stepparent ■■ Self, spouse, child(ren) and parent/stepparent
■■ Self, domestic partner, child(ren) and parent/stepparent ■■ Child and parent/stepparent ■■ Change request

■■ Adding dependent (Fill in the primary subscriber’s information below, then complete dependent information in Part III.)

Primary applicant’s last name: First name: MI: ■■ Male
■■ Female

Permanent home street address:2 

2See page 10, Part V. “Proof of permanent residency requirement.”  

City: State: ZIP: County applicant resides in: 

Billing / Mailing address: 

Cell phone number: Additional phone number: 
( ) 

■■ Home ■■
( ) 

/ /  – – 

 Work Email address: 

Primary applicant’s birth date 
(mm/dd/yy): 

Primary applicant’s Social Security number: Primary applicant’s Tax Identification Number: 

Are you currently a Health Net member? ■■ Yes ■■ No 
If “Yes,” please provide the primary subscriber’s member ID: 

Primary care physician ID: Primary group ID: Current patient 
■■ Yes ■■ No

(continued)

1  
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Part I. Applicant information (continued) 
■■ ■■ ■■ ■■ 

■■ 

■■ ■■ 
■■ ■■ 
■■ 

■■ ■■ 
■■ ■■ 

 ■■ 
■■ ■■ 

■■ 

■■ ■■ 
■■ ■■ 
■■ ■■ 
■■ 
■■ 

■■ 

■■ 
■■ 
■■ 
■■ 

■■ 

■■ 

■■ 

_________________ 

■■ ■■ 

Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

If available, I would prefer to receive written plan information in:  English Spanish Chinese Korean 

Please select the primary applicant’s ethnicity and/or race: 

Ethnicity: 

Hispanic, Latino or Spanish (if yes, also  
check which ones if applicable): 

Mexican 
Salvadoran  
Guatemalan  

Cuban 
Puerto Rican 

Race: 

White 
Bla ck or  
African American

American Indian 
or Alaska Native 

Native Hawaiian  
Guamanian or Chamorro 
Samoan        
Asian Indian  
Cambodian 

Chinese  
Filipino  
Hmong  
Japanese 
Korean 

Laotian 
Vietnamese 
Other race 

Decline to answer applicant’s ethnicity/race. 

Part II. Choice of coverage and payment information 
A. Choice of coverage
Health Net of California, Inc. Ambetter HMO plans utilize the  
Ambetter HMO provider network. 

Platinum 90 Ambetter HMO 
Gold 80 Ambetter HMO 
Silver 70 Off Exchange Ambetter HMO 
Bronze 60 Ambetter HMO   
(Available in Kern and Imperial Counties only) 
Minimum Coverage Ambetter HMO   
(Available in Kern and Imperial Counties only) Available to  
individuals who are under age 30. You may also be eligible for   
this plan if you are age 30 or older and are exempt from the  
federal requirement to maintain minimum essential coverage.  
Proof of exemption must be submitted with this application. 

Optional coverage: Dental/Vision plan for adults   
(ages 19 and over). 

Dental and Vision Plus – If Dental and Vision Plus is purchased  
for the primary applicant, all family members ages 19 and  
over will also be enrolled in the Dental and Vision Plus plan.  
Dental and Vision Plus can only be purchased with, or added  
to, medical coverage during the open enrollment or special  
enrollment periods. 

Note: All medical plans include pediatric dental and pediatric  
vision  coverage.  Individuals will receive pediatric dental and vision 
coverage  under  the  medical  plans until the last day of the month in  
which the individual turns 19.   

B. P ayment information (First month’s premium is required to process your application and for coverage to become effective.
Without payment, enrollment will be delayed.)

First premium payment Pay by check, cashier’s check or money order (Amount must match monthly premium). Payment by  
prepaid debit card, bank debit card, bank account, or your credit card is accepted if you enroll online.   
To enroll online, go to www.myhealthnetca.com 

Mailing application 
Mail completed application to:  
Health Net Individual & Family Enrollment  
PO Box 989731  
West Sacramento, CA 95798-9731 

Faxing application  
Fax completed application to:  
800-977-4161

Mailing your check, cashier’s check or  
money order 
Complete the form on page 16 and send it  
with your check, cashier’s check or money  
order to: 
Health Net CA Individual   
PO Box 748705   
Los Angeles, CA 90074-8705  

Current members can log in to www.myhealthnetca.com and select Pay My Bill in the “For Members” section. 

Payment of subscription charges 
The Subscriber is responsible for payment of Subscription Charges to Health Net. 

C. ICHRA and QSEHRA (this section is required only if purchasing a plan using ICHRA or QSEHRA)
Name of employer: Employer plan start date: 

Employer city:  State: Zip code:  Phone number: 

Monthly employer contribution amount $

Is the employer contribution: Premium only Premium + Out-of-pocket expenses 

2  
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

 

   
 

 
 

 
 

 
 

 
  

 

 

Part III. Family member(s) to be enrolled 
List all eligible family members to be enrolled other than yourself. If a listed family member’s last name is different from yours, please 
explain on a separate sheet of paper. For additional dependents, please attach another sheet with the requested information. 
■■ Check here if a supplemental page is attached. Please write the primary applicant’s Social Security number or Tax Identification

Number on the upper right-hand corner of the supplemental page.
Note: If a family member is requesting a different health plan than the primary subscriber, a separate application for each family member 
requesting a different plan should be filled out and submitted. Being on a different plan means that each person will be subject to the 
individual deductible and out-of-pocket maximum of the plan selected and that the family cannot collectively contribute to a family 
deductible and/or out-of-pocket maximum. 
For domestic partner coverage, all requirements for eligibility, as required by the applicable laws of the State of California, must be met, 
and a joint Declaration of Domestic Partnership must be filed with the California Secretary of State. 
Selecting providers: 
You must select a physician group and primary care physician. You may choose the same or a different physician group and primary care 
physician for each family member you are enrolling. If you do not select a primary care physician, one will be selected for you within your 
regional area. 
To find the most up-to-date list of Health Net-contracted physicians, visit www.myhealthnetca.com, then go to Find a Doctor. You’ll find 
a complete listing of our Individual & Family Plan network physicians, and you can search by specialty, city, county, or doctor’s name. 
You can also call 877-609-8711 to request provider information or contact your Health Net authorized agent/broker. 
For Dental and Vision Plus coverage dentist names, addresses, primary dentist number, and telephone numbers of participating dental 
providers, or for help in selecting a provider, call Health Net at 866-249-2382 or visit www.yourdentalplan.com/healthnet. 

Relation 

Spouse  
Domestic partner 

Male  
Female 

Last name First name MI 

Social Security number Date of birth

Ambetter HMO primary care physician ID  
(Required for Ambetter HMO plans) 

Ambetter HMO physician group ID 

Relation: Child 1 

Son  
Daughter 

Last name First name MI 

Social Security number Date of birth

 Ambetter HMO primary care physician ID 
(Required for Ambetter HMO plans) 

Ambetter HMO physician group ID 

■■ 
■■ 

■■ 
■■ 

 – –  / / 

■■ 
■■ 

 – –  / / 

(continued) 
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Part III. Family member(s) to be enrolled (continued) 
Relation: Child 2 

 Son  
 Daughter 

Last name First name MI 

Social Security number Date of birth

Ambetter HMO primary care physician ID  
(Required for Ambetter HMO plans) 

Ambetter HMO physician group ID 

Relation: Child 3 

Son  
Daughter 

Last name First name MI 

Social Security number Date of birth

Ambetter HMO primary care physician ID  
(Required for Ambetter HMO plans) 

Ambetter HMO physician group ID 

Parent/Stepparent 
Medicare is a federal health insurance program for people who are 65 or older, certain younger people with disabilities, and people with  
permanent kidney failure. If you are eligible for the Medicare Program you should examine your options carefully, as delaying Medicare  
enrollment may result in substantial financial implications. You can get free counseling regarding your Medicare eligibility and enrollment  
options by calling the Health Insurance Counseling and Advocacy Program (HICAP) at 800-434-0222. Visit www.cahealthadvocates.org/ 
hicap to find a HICAP office near you. 

Relation: Parent/Stepparent 1 

 Male  
 Female 

Last name First name MI 

Social Security number Date of birth

Ambetter HMO primary care physician ID 
(Required for Ambetter HMO plans)  

Ambetter HMO physician group ID 

■■
■■

 – –  / / 

■■ 
■■ 

 – –  / / 

■■
■■

 – –  / / 

(continued) 
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

Part III. Family member(s) to be enrolled (continued) 
Relation: Parent/Stepparent 2 

Male  
Female 

Last name First name MI 

Social Security number Date of birth

Ambetter HMO primary care physician ID 
(Required for Ambetter HMO plans)  

Ambetter HMO physician group ID 

Addition of a dependent to an existing plan (newborn, adopted/placed for adoption, stepchild, or assumption of a 
parent-child relationship, court-ordered coverage, marriage or domestic partnership and parent/stepparent) 
Dependent last name: First name: MI: 

Dependent date of birth   
(mm/dd/yy):3

3 Effective date will be the date for a newborn/adopted child of birth or date of adoption (or placement for the purpose of adoption if earlier) if the application is received within  
60 days of the birth date or date of adoption. 

Marriage, domestic partnership or other applicable qualifying event listed above 
(mm/dd/yy): 

Male 
Female 

Social Security number: Primary subscriber’s member ID: 

If you are adding a dependent to an Ambetter HMO plan, you must select a primary care physician from the Ambetter HMO Network.   
If you do not select a primary care physician, one will be selected for you within your regional area. 

Primary care physician ID: Current patient: Yes No 

GENERAL CONDITIONS: If your application is not received within 60 days of the birth date or date of adoption, Health Net of California, Inc.   
(Health Net) will require that a standard application be completed. No other department, officer, agent, or employee of Health Net is 
authorized to grant enrollment. The subscriber’s broker or agent cannot grant approval, change terms or waive requirements of this 
application. This application shall become a part of the Plan Contract. 
Please remit the first month’s premium for a newborn or adopted child. Please note: If the child’s coverage effective date is other than the  
first of the month, you will be required to pay additional prorated premiums, which will be added to your next regular premium billing. 
The application and Arbitration Clause must be signed by the subscriber. The subscriber must personally sign his or her name in ink and 
agree to comply with the Arbitration Clause and the terms, conditions and provisions of the application and the Plan Contract in order for 
this application to be processed. For this application to be considered, neither broker nor any other person may sign this application and 
Arbitration Clause. 

■■ 
■■ 

 – –  / / 

 / /  / / 

■■ 
■■ 

 – – 

■■ ■■ 
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Part IV. Special enrollment period 
In addition to the open enrollment period, you and your dependents are eligible to enroll or change plans during a special enrollment 
period, which is within 60 days of certain qualifying events. Generally, for applications received between the 1st and 15th, coverage will 
be effective the first day of the month following submission of application. For applications received between the 16th and month’s 
end, coverage will be effective the first day of the second month following submission of application. Exceptions to these effective 
dates include birth, adoption, placement for adoption, or through a child support order or other court order, which will 
be effective the date of the qualifying event or court order. Marriage will be effective the first day of the month after the 
application receipt. The application must be received within 60 days4

4If your application is received before the loss of coverage, your effective date will be the first day of the month following the loss of coverage. If the application is received during 
the 60-day period after the loss of coverage, the effective date will be the first day of the month after the application receipt. 

 of the qualifying event. Proof of the qualifying event is required. 
Please write in the applicable qualifying event below and the name of the person to whom it applies. For additional dependents, please 
attach a separate sheet of paper. 

Qualifying event 
# (see chart 
on next page) 

Date of 
event 

Primary 
applicant 

Spouse/ 
Domestic 
partner 

Dependent 1 Dependent 2 Dependent 3 Parent/ 
Stepparent 1 

Parent/ 
Stepparent 2 

(continued) 
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

Part IV. Special enrollment period (continued) 
Qualifying event Examples of California documentation 

1)  The qualified individual or the qualified individual’s dependent  loses 
minimum essential coverage which could be due to one of the following  
reasons (not including voluntary termination  of  your  previous  coverage  
or  termination  due  to  failure to pay premium). For these events, you may  
be  eligible  to enroll 60 days before or after the qualifying event: 

Copy of one of the following: 
• Front and back of previous insurance carrier’s ID card.
•  Letter from previous carrier documenting loss of coverage.
• Termination or hour reduction confirmation from

employer (must be on employer letterhead and signed by
employer management).A. The death of the covered employee.

B.  The termination or reduction of hours of the covered employee’s 
employment.

C.  The divorce or legal separation of the covered employee from the 
employee’s spouse.

D.  The covered employee becoming entitled to benefits under 
Medicare.

E.  A dependent child ceasing to be a dependent child under the 
generally applicable requirements of the plan.

F.   A proceeding in a case under Title 11 bankruptcy, commencing 
on or after July 1, 1986, with respect to the employer from whose 
employment the covered employee retired at any time. In this case, 
a loss of coverage includes a substantial elimination of coverage 
with respect to a qualified beneficiary (spouse/domestic partner, 
dependent child, parent/stepparent or surviving spouse/domestic 
partner) within one year before or after the date of commencement 
of the proceeding.

G.  Is enrolled in any non-calendar year group health plan or individual  
health insurance coverage, even if the qualified individual  or  the  
qualified individual’s dependent has the option to renew such
coverage. The date of the loss of coverage is the last day of the plan
or policy year.

H.  Loss of minimum essential coverage for any reason other than 
failure to pay premiums or situations allowing for a rescission for 
fraud or intentional misrepresentation of material fact.

• Letter from applicant supporting qualifying event.
• Letter from previous carrier documenting loss of coverage.

I.  Termination of employer contributions. Notice from employer of contributions termination. 
J.   Exhaustion of COBRA continuation coverage. COBRA paperwork reflecting exhaustion of coverage. 
K.  The qualified individual loses medically needy coverage under 

Medi-Cal or Medicaid (not including voluntary termination of your 
previous coverage or termination due to failure to pay premium).

Medi-Cal or Medicaid documentation. 

L.  The qualified individual loses pregnancy-related coverage under  
Medi-Cal or Medicaid (not including voluntary termination of your 
previous coverage or termination due to failure to pay premium).

Medi-Cal or Medicaid documentation. 

2)  A.  The qualified individual gains a dependent or becomes a 
dependent through marriage, domestic partnership, birth, 
adoption, placement for adoption, or assumption of a parent-child 
relationship.

• Marriage certificate.
• Declaration of domestic partnership.
• Certificate of registered domestic partnership.
• Notarized affidavit of assumption of parent-child

relationship.
• Birth certificate.
• Discharge records.
• Court order documentation for adoption.
• Certificate of divorce decree.
• Legal separation agreement.
• Death certificate.

B.  The enrollee loses a dependent or is no longer considered a 
dependent through divorce or legal separation as defined by State 
law in the State in which the divorce or legal separation occurs, or if 
the enrollee, or the enrollee’s dependent dies.

(continued) 
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8 
(continued) 

Part IV. Special enrollment period (continued) 
Qualifying event Examples of California documentation 

3) The qualified individual’s or the qualified individual’s dependent’s  
enrollment or non-enrollment in a health plan is unintentional,  
inadvertent, or erroneous and is the result of the error,  
misrepresentation, misconduct, or inaction of an officer, employee, a  
non-Exchange entity providing enrollment assistance or conducting  
enrollment activities, or agent of the Exchange or the Department of  
Health and Human Services, or its instrumentalities as evaluated and  
determined by the Exchange. 

• Front and back of previous carrier ID card.
• Letter from Exchange or HHS documenting qualifying

event.

4) The health plan in which the enrollee or the enrollee’s dependent is  
enrolled substantially violated a material provision of its contract. 

Resolution document from the Exchange or other plan. 

5) The qualified individual or enrollee, or the qualified individual’s or  
enrollee’s dependent, gains access to a new health plan as a result of  
a permanent move. 
Please note that a move for the purpose of obtaining medical care  
(such as a move to an inpatient hospital or similar medical facility  
to receive medical treatment) is not a “permanent move” for the  
purposes of this Special Enrollment Period. 

Copy of acceptable proof of residency documents: 
• Current driver’s license or identification card.
• Current and valid state vehicle registration form in the  

applicant’s name. 
• Evidence the applicant is employed.
• Evidence the applicant has registered with a public or

private employment agency.
• Evidence that the applicant has enrolled the applicant’s

children in a school.
• Evidence that the applicant is receiving public assistance.
• Voter registration form of receipt, voter notification card or

an abstract of voter registration.
• Current utility bill in the applicant’s name.
• Current rent or mortgage payment receipt in the

applicant’s name. Rent receipts provided by a relative shall
not be accepted.

• Mortgage deed showing primary residency.
• Lease agreement in the applicant’s name.
• Government mail in the applicant’s name (SSA statement,

DMV notice, etc.).
• Cell phone bill.
• Credit card statement.
• Bank statement or canceled check with printed name and

address.
• U.S. Postal Service change of address confirmation letter.
• Moving company contract or receipt showing your

address.
• If you’re living in the home of another person, like a family

member, friend, or roommate, you may send a letter/
statement from that person stating that you live with them
and aren’t just temporarily visiting. This person must prove
their own residency by including one of the documents
listed above.

• If you’re homeless or in transitional housing, you may
submit a letter or statement from another resident of the
same state, stating that they know where you live and can
verify that you live in the area and aren’t just temporarily
visiting. This person must prove their own residency by
including one of the documents listed above.

• Letter from a local non-profit social services provider
(excluding non-profit health care providers) or government
entity (including a shelter) that can verify that you live in
the area and aren’t just visiting.

6) The qualified individual is mandated to be covered as a dependent  
pursuant to a valid state or federal court order. 

Court documentation. 

7) The qualified individual has been released from incarceration. Probation or parole release paperwork  
showing date of  event. 

Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

8) The qualified individual was receiving services under another health  
benefit plan from a contracting provider who is no longer participating  
in that health plan’s network for any of the following conditions: (a)   
an acute condition (a medical condition that involves a sudden onset   
of symptoms due to an illness, injury or other medical problem that  
requires prompt medical attention and that has a limited duration);  
(b) a serious chronic condition (a medical condition due to a disease, 
illness, or other medical problem or medical disorder that is serious 
in nature and that persists without full cure or worsens over an 
extended period of time or requires ongoing treatment to maintain 
remission or prevent deterioration); (c) a terminal illness (an incurable 
or irreversible condition that has a high probability of causing death 
within one year or less); (d) a pregnancy; (e) care of a newborn 
between birth and 36 months; or (f ) a surgery or other procedure that 
has been recommended and documented by the provider to occur 
within 180 days of the contract’s termination date or within 180 days of 
the effective date of coverage for a newly covered member, and that 
provider is no longer participating in the health plan.

• Letter from health plan that documents the provider’s
termination from the network.

AND  
• Letter from provider that documents the condition of the

enrollee.

9) The qualified individual demonstrates to the Exchange that the  
qualified individual did not enroll in a health benefit plan during the  
immediately preceding enrollment period available to the individual   
because the qualified individual was misinformed that the qualified   
individual was covered under minimum essential coverage.  

• Letter from applicant supporting the qualifying event.
• Copy of the plan renewal letter.

10) The qualified individual is a member of the reserve forces of the United  
States military returning from active duty or a member of the California   
National Guard returning from active duty service under Title 32 of the   
United States Code.  

Active duty discharge documentation.  

11) Newly eligible or ineligible for advance payments of the premium tax  
credit or have a change in eligibility for cost-sharing reductions. 

Advanced Premium Tax Credit (APTC) paperwork that shows  
the premium assistance you are eligible for. 

12) A qualified individual or enrollee is a victim of domestic abuse or  
spousal abandonment, including a dependent or  unmarried  victim  
within a household, is enrolled in minimum essential coverage and  
seeks to enroll in coverage separate from the perpetrator of the abuse   
or abandonment; or is a dependent of a victim of domestic abuse or   
spousal abandonment, on the same application as the victim.  

A signed written statement under penalty of perjury stating  
your name and names of the victims of domestic abuse who  
enrolled in coverage.  

13) The individual or dependent applies for coverage through Covered  
California during the annual open enrollment period or due to a  
qualifying event, is assessed by Covered California as potentially   
eligible for Medi-Cal, and is determined ineligible for Medi-Cal either   
after open enrollment has ended or more than 60 days after the   
qualifying event; or applies for coverage with Medi-Cal during the   
annual open enrollment period, and is determined ineligible after   
open enrollment has ended.  

Denial of eligibility letter from Covered California or   
Medi-Cal.  

14) The qualified individual adequately demonstrates to Covered  
California that a material error related to plan benefits, service area  
or premium influenced the qualified individual’s decision to purchase  
coverage through Covered California.  

A signed written statement under penalty of perjury stating  
your name, name of the health plan, what error occurred,  
and the date on which the error occurred.  

15) The qualified individual or enrollee, or the qualified individual’s or  
enrollee’s dependent, newly gains eligibility to purchase an individual  
health plan through an Individual Coverage HRA (ICHRA) or a qualified   
small employer health reimbursement arrangement (QSEHRA).  

Letter from applicant attesting that they were offered   
an ICHRA or QSEHRA and includes the    
ICHRA or QSEHRA start date. 

Part IV. Special enrollment period (continued) 
Qualifying event Examples of California documentation 
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Part IV. Special enrollment period (continued) 
Qualifying event Examples of California documentation 

16) The individual was enrolled in COBRA continuation coverage for 
which an employer was paying all or part of the premiums, or for 
which a government entity was providing subsidies, and the employer 
completely ceased its contributions to the COBRA continuation 
coverage or government subsidies completely ceased. 

Letter from applicant attesting the qualifying event. 

Part V. Proof of permanent residency requirement 
Health Net requires that, as an applicant, you must currently be a permanent California resident and that your initial premium be paid 
prior to considering your enrollment application. 
Upon review of your application, Health Net reserves the right to request additional information in order to establish the  
applicant’s residency.  
Please note that a permanent residence does not include a move to a medical facility to receive medical treatment or visiting within a 
service area for the purpose of obtaining medical care. 
Acceptable proof documents include: 
• Current California driver’s license or identification card.
• Current and valid California vehicle registration form in the applicant’s name.
• Evidence the applicant is employed in California.
• Evidence the applicant has registered with a public or private employment agency in California.
• Evidence that the applicant has enrolled the applicant’s children in a California school.
• Evidence that the applicant is receiving public assistance in California.
• Voter registration form of receipt, voter notification card or an abstract of a voter registration.
• Current California utility bill in the applicant’s name.
• Current California rent or mortgage payment receipt in the applicant’s name. Rent receipts provided by a relative shall not be accepted.
• Mortgage deed showing primary residency.
• Lease agreement in the applicant’s name.
• Government mail in the applicant’s name (SSA statement, DMV notice, etc.).
• Cell phone bill.
• Credit card statement.
• Bank statement or canceled check with printed name and address.
• US Postal Service change of address confirmation letter.
• Moving company contract or receipt showing your address.
• If you’re living in the home of another person, like a family member, friend or roommate, you may send a letter/statement from that

person stating that you live with them and aren’t just temporarily visiting. This person must prove their own residency by including one
of the documents listed above.

• If you’re homeless or in transitional housing, you may submit a letter or statement from another resident of the same state, stating that
they know where you live and can verify that you live in the area and aren’t just temporarily visiting. This person must prove their own
residency by including one of the documents listed above.

• Letter from a local nonprofit social services provider (excluding nonprofit health care providers) or government entity (including a shelter) 
that can verify that you live in the area and aren’t just visiting.

If the application is for a child-only policy, proof of residency for where the child resides is required from a parent or legal guardian. 
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

 

 
 

 
           

 

 
  

  
 

 

 

 

 

 

 
 

 

 

   
  

 
 

  

  

 

 

Part VI. Individual & Family Plans Exception to Standard Enrollment – 
Statement of Accountability regarding language assistance 

Instructions for Part VI: The following process is to be used when the applicant cannot complete the application because the applicant 
cannot read, write and/or speak the language of the application. Health Net requires that if you need assistance in completing this application, 
you must employ the services of a qualified interpreter. Health Net will provide a qualified interpreter upon request at no cost to you. Please 
contact Health Net at 877-609-8711 for information about qualified interpreter services and how to obtain them. This form must be submitted 
with the Individual & Family Plan enrollment application when applicable. 

Health Net qualified interpreter – Please complete the following when assisted by a Health Net qualified interpreter. 
I, __________________________________________________, was assisted in the completion of this application by a qualified interpreter authorized by 
Health Net because I: 
■■ Do not read the language of this application. ■■
■■ Do not write the language of this application.

 Do not speak the language of this application. 
■■ Other (explain): ____________________________________________________________________ 

A qualified interpreter assisted me with the completion of: ■■ The entire application. 
■■ Other (explain):
A qualified interpreter read this application to me in the following language:

Signatures and date (required in ink) 
Signature of applicant: Today’s date:

 / 

Date application was interpreted:
 / / 

Time application was interpreted: 

Qualified interpreter number: 
( ) 

Qualified interpreter other than a Health Net qualified interpreter – Please complete the following when assisted by a 
qualified interpreter other than a Health Net qualified interpreter. 
If a qualified interpreter, other than a qualified interpreter provided by Health Net, assisted you in completing this application, the 
interpreter must complete the following: 

I,  __________________________________________________, understand that a qualified interpreter should: (a) have the vocabulary equivalent of a 
native speaker that has received an advanced education (college or university equivalent) in the non-English language; (b) be able to 
demonstrate cultural sensitivity in their communication, taking into consideration that every language encompasses a wide range of 
variation; (c) have native speaker language skills (native speaker language skills are developed by growing up or functioning in a language 
community); and (d) have corresponding reading and writing skills in the non-English language (the reading and writing skills would be 
demonstrated by advanced education in the native language). 
As a qualified interpreter, I personally read and completed the application for the applicant named above because: 
■■ Applicant does not read the language of this application.

 Applicant does not write the language of this application.
■■ Applicant does not speak the language of this application.

■■ ■■ Other (explain):
Under the penalty of perjury, I declare that I read to the applicant:
■■ The entire application. ■■ Other (explain):
I read this application to the applicant in the following language:

Please provide the following information regarding the qualified interpreter who assisted the applicant and who is not a Health Net 
qualified interpreter: 

Last name: First name: 

Address of qualified interpreter: 

City: State: ZIP: Phone: 
( ) 

Qualified interpreter signature: Date:
 / / 
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

Part VII. Applicant’s agent/broker information 
Complete agent/broker name and address are necessary for correspondence to be sent to the agent/broker. 

Health Net broker/agent ID 

Name (print): Phone number: 
( ) 

Address: 

Email address: 

Applicant’s agent/broker signature/number (required): Date signed (required):
 / / 

Agent/broker certification 
I, __________________________________________________________________________ (name of agent/broker), 
(NOTE: You must select the appropriate box. You may only select one box.) 
(______) did not assist the applicant(s) in any way in completing or submitting this application. All information was completed by the  
applicant(s) with no assistance or advice of any kind from me. I understand that if any portion of this statement by me is false,   
I may be subject to civil penalties, including but not limited to a fine of up to $20,000.  
OR 
(______)  assisted the applicant(s) in submitting this application. I advised the applicant(s) that the applicant should answer all questions  
completely and truthfully and that no information requested on the application should be withheld. I explained that withholding information  
could result in rescission or cancellation of coverage in the future. The applicant(s) indicated to me that the applicant understood these  
instructions and warnings. To the best of my knowledge, the information on the application is complete and accurate. I understand that if  
any portion of this statement by me is false, I may be subject to civil penalties, including but not limited to a fine of up to $20,000. 

Please answer all questions 1 through 3. 
1.   Who filled out and completed the application form? (print full name)
________________________________________________________________________________________ 
2. Did you personally witness the applicant(s) sign the application? ■■ Yes ■■ No
3. Did you review the application after the applicant(s) signed it? ■■ Yes ■■ No
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Last 4 digits of primary applicant’s Social Security # or TIN:  __    __    __    __

 
 

 
 

 
 

 
 

 
    
   
  

  

   
 

   

 

  
 

 

Part VIII. Conditions of enrollment 
GENERAL CONDITIONS: Health Net reserves the right to reject any application for enrollment if the applicant is not eligible for 
coverage due to not meeting eligibility conditions. There is no coverage unless this application is accepted by Health Net’s Membership 
Department and a Notice of Acceptance is issued to the applicant even though you paid money to Health Net for the first month’s premium. 
No other department, officer, agent, or employee of Health Net is authorized to grant enrollment. The applicant’s agent or broker cannot 
grant approval, change terms or waive requirements of this application. This application shall become a part of the Plan Contract. 
WHEN HEALTH NET CAN RESCIND A PLAN CONTRACT 
Within the first 24 months of coverage, Health Net may rescind a Plan Contract for any act or practice which constitutes fraud, or for any   
intentional misrepresentation of material fact in the written information submitted by you, or on your behalf, on or with your enrollment   
application.   
A material fact is information which, if known to Health Net, would have caused Health Net to decline to issue coverage.   
If the Plan Contract is rescinded, Health Net shall have no liability for the provision of coverage under the Plan Contract.    
By signing this application, you represent that all responses are true, complete and accurate and that the application will become part of    
the Plan Contract between Health Net and you. By signing this application, you further agree to comply with the terms of the Plan Contract.    
If, after enrollment, Health Net investigates your application information, Health Net must notify you of this investigation, the basis of the   
investigation, and offer you an opportunity to respond.   
If Health Net makes a decision to rescind your coverage, such decision will be first sent for review to an independent third-party auditor    
contracted by Health Net.    
If the Plan Contract is rescinded, Health Net will provide a 30-day written notice prior to the effective date of the rescission that will:   
1. explain the basis of the decision;
2. provide the effective date of the rescission;
3. clarify that all members covered under your coverage other than the individual whose coverage is rescinded may continue to remain covered; 
4. explain that your monthly premium will be modified to reflect the number of members that remain under the Plan Contract;
5. explain your right and the options you have of going to both Health Net and/or the Department of Managed Health Care if you do not

agree with Health Net’s decision; and
6. include a Right to Request Review form. You have 180 days from the date of the Notice of Cancellation, Rescission or Nonrenewal to

submit the Right to Request form to Health Net and/or the Department of Managed Health Care.
If the Plan Contract is rescinded: 
1. Health Net may revoke your coverage as if it never existed, and you will lose health benefits including coverage for treatment already

received;
2.Health Net will refund all premium amounts paid by you, less any medical expenses paid by Health Net on behalf of you and may recover

from you any amounts paid under the Plan Contract from the original date of coverage; and
3. Health Net reserves its right to obtain any other legal remedies arising from the rescission that are consistent with California law.
If Health Net denies your appeal, you have the right to seek assistance from the California Department of Managed Health Care.
USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION: I acknowledge and understand that health care providers may  
disclose health information about me or my dependents to Health Net. Health Net uses and may disclose this information for purposes of  
treatment, payment and health plan operations, including but not limited to, utilization management, quality improvement, and disease  
or case management programs. Health Net’s Notice of Privacy Practices is included in the Plan Contract, and I may also obtain a copy of  
this Notice on the website at www.myhealthnetca.com or through the Health Net Customer Contact Center. Authorization for use and  
disclosure of protected health information shall be valid for a period of 24 months from the date of my signature on the next page. 
IF SOLE APPLICANT IS A MINOR: If the sole applicant under this application is under 18 years of age, the applicant’s parent or legal  
guardian must sign as such. By signing, the applicant does hereby agree to be legally responsible for the accuracy of information in this  
application and for payments of premiums. If such responsible party is not the natural parent of the applicant, copies of the court papers  
authorizing guardianship must be submitted with this application.  
IF APPLICANT CANNOT READ THE LANGUAGE OF THIS APPLICATION: If an applicant does not read the language of this application 
and an interpreter assisted with the completion of the application, the applicant must sign and submit the Statement of Accountability 
(see Part VI of this application, “Individual & Family Plans Exception to Standard Enrollment – Statement of Accountability regarding 
language assistance”). 
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Part IX. Important provisions 
NOTICE: For your protection, California law requires the following to appear on this form. Any person who knowingly presents a false or 
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.  
HIV TESTING PROHIBITED: California law prohibits an HIV test from being required or used by health care services, plans or insurance 
companies as a condition of obtaining coverage. 
ACKNOWLEDGEMENT AND AGREEMENT: I, the applicant, understand and agree that by enrolling with or accepting services from 
Health Net, I and any enrolled dependents shall comply with the terms, conditions and provisions of the Plan Contract. To obtain a copy of 
the Plan Contract, call Health Net at 877-609-8711. I, the applicant, 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, 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 Plan Contract or my 
Health Net 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 hereby waive all rights to participate in any class
action or class arbitration. 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 Plan Contract. Mandatory Arbitration may not apply to certain disputes if the Plan Contract 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. 

Applicant, or parent or legal guardian 
if applicant is under age 18: 
Print name: ________________________________________ 
Signature: __________________________________________ 

Date signed: 

Signature of spouse/domestic partner 
(age 18 or older): 

Date signed: 

Signature of applicant’s parent/stepparent: Date signed: 

Signature of applicant’s parent/stepparent:   Date signed: 

Signature of applicant’s dependent  
(age 18 or older): 

Date signed: 

Signature of applicant’s dependent  
(age 18 or older): 

Date signed: 

Signature of applicant’s dependent  
(age 18 or older): 

Date signed: 

The application and this Arbitration Clause must be signed by the applicant(s). The applicant(s) must personally sign the 
applicant’s name in ink and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the 
application and the Plan Contract in order for this application to be processed. For this application to be considered, neither 
agent/broker nor any other person may sign this application and Arbitration Clause. 
You may submit a photocopy or facsimile of the application and authorizations. Health Net recommends that you retain 
a copy of this application and authorizations for your records. 
All references to “Health Net” herein include the affiliates and subsidiaries of Health Net which underwrite or 
administer the coverage to which this enrollment application applies. “Plan Contract” refers to the Health Net of 
California, Inc. combined Plan Contract and Evidence of Coverage. 
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Dental and vision benefits provided by Health Net of California, Inc. (“Health Net”). Dental benefits administered by Dental Benefit Providers of California, Inc. (DBP). DBP is a   
California licensed specialized health care service plan and is not affiliated with Health Net. Health Net contracts with EyeMed Vision Care, LLC to administer vision benefits.   

Ambetter HMO plans are offered by Health Net of California, Inc. (Health Net). Health Net of California, Inc. is a subsidiary of Health Net, LLC and Centene Corporation.   
Health Net is a registered service mark of Health Net, LLC. All other identified trademarks/service marks remain the property of their respective companies. All rights reserved.   
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Part X. Instructions for submitting your enrollment application, and check, 
cashier’s check or money order to Health Net. 

• Mail your completed application to:
Health Net Individual and Family Enrollment 
PO Box 989731 
West Sacramento, CA 95798-9731

• Or, FAX your completed application to 800-977-4161.

• And, mail your check, cashier’s check or money order and the completed form below to:
Health Net CA Individual  
PO BOX 748705  
Los Angeles, CA 90074-8705      

✂ Cut here 

To help ensure your payment is applied to your application, mail your check, cashier’s check or money order 
with this completed form to: 
Health Net CA Individual 
PO BOX 748705 
Los Angeles, CA 90074-8705 

Applicant information 
Applicant’s name: 

Applicant’s address 

Applicant's birth date (mm/dd/yy):
 / / 

Applicant’s Social Security number:
 – – 

First month’s premium is required to process your application and for coverage to become effective. Without payment, 
enrollment will be delayed. 

✂ Cut here 

16  
FRM2246050EH01w (1/26) 
IFPHMOAPP12026








	Make the Most of Your Plan 
	GET YOUR SUMMARY OF BENEFITS AND COVERAGE 
	To view, download or print a copy of the SBC for your 2026 plan: 

	Enrollment Application 
	Application must be typed or completed in blue or black ink. 
	Part I. Applicant information 
	Part II. Choice of coverage and payment information 
	A.Choice of coverage
	B.P ayment information (First month’s premium is required to process your application and for coverage to become effective.Without payment, enrollment will be delayed.)
	C. ICHRA and QSEHRA (this section is required only if purchasing a plan using ICHRA or QSEHRA)

	Part III. Family member(s) to be enrolled 
	Selecting providers: 

	Part IV. Special enrollment period 
	Part V. Proof of permanent residency requirement 
	Acceptable proof documents include: 

	Part VI. Individual & Family Plans Exception to Standard Enrollment – Statement of Accountability regarding language assistance 
	Signatures and date (required in ink) 

	Part VII. Applicant’s agent/broker information 
	Part VIII. Conditions of enrollment 
	WHEN HEALTH NET CAN RESCIND A PLAN CONTRACT 

	Part IX. Important provisions 
	Part X. Instructions for submitting your enrollment application, and check, cashier’s check or money order to Health Net. 
	Applicant information 



	Requested effective date mo: 
	Requested effective date day: 
	Requested effective date yr: 
	I and my dependents if applicable am applying during: Off
	family type: Off
	Primary applicants last name: 
	First name: 
	MI: 
	gender: Off
	Permanent home street address If you provide a PO Box you must also provide proof of residency upon submission for your application to be complete: 
	City: 
	State: 
	ZIP: 
	County applicant resides in: 
	Mailing address: 
	Cell phone area code: 
	Cell phone: 
	Additional phone number: Off
	Home phone area code: 
	Home phone: 
	Email address: 
	Primary applicant's birth date mo: 
	Primary applicant's birth date day: 
	Primary applicant's birth date yr: 
	Primary applicant's TIN: 
	HN member: Off
	member ID 1: 
	PCP ID: 
	PCP ID 1: 
	PCP ID2: Off
	Language: Off
	Ethnicity: Off
	Mexican: Off
	Salvadoran: Off
	Guatemalan: Off
	Cuban: Off
	Puerto Rican: Off
	Decline to Answer: Off
	Choice of Coverage: Off
	Dental and Vision Plus: Off
	First premium payment: Off
	Name of employer: 
	Employer plan start date: 
	Employer city: 
	Emplyer state: 
	Employer zip: 
	Employer phone number: 
	Monthly employer contribution amount: 
	Supplemental page: Off
	Relation: Off
	Relation gender: Off
	Member Last name: 
	Member First name: 
	Member MI: 
	SS# 1: 
	SS# 2: 
	SS# 3: 
	DOB 1 mo: 
	DOB 1 day: 
	DOB 1 year: 
	Community Care ID: 
	Community Care HMO ID: 
	Relation 1: Off
	Relation Last name-1: 
	Relation First name: 
	Relation MI-1: 
	Relation SS# 1: 
	Relation SS# 2: 
	Relation SS# 3: 
	Relation DOB 1 mo: 
	Relation DOB 1 day: 
	Relation DOB 1 year: 
	Child 1 Community Care ID: 
	Child1 Community Care HMO ID: 
	Relation 2: Off
	Relation Last name-2: 
	Relation First name2: 
	Relation MI-2: 
	Relation SS# 1_2: 
	Relation SS# 2_2: 
	Relation SS# 3_2: 
	Relation DOB 1 mo_2: 
	Relation DOB 1 day_2: 
	Relation DOB 1 year_2: 
	Child 1 Community Care ID_2: 
	Child1 Community Care HMO ID_2: 
	Relation 2_3: Off
	Relation Last name-2_3: 
	Relation First name_3: 
	Relation MI_3: 
	effective 1 mo: 
	effective 1 day: 
	effective 1 year: 
	NB DOB 1 mo: 
	NB DOB 1 day: 
	NB DOB 1 year: 
	NB PCP ID: 
	NB PCP ID 1: 
	parent/stepparent/last name: 
	parent/stepparent/first name: 
	parent/stepparent/midle int 1: 
	effective 2 mo: 
	effective 2 day: 
	effective 2 year: 
	NB DOB 2 mo: 
	NB DOB 2 day: 
	NB DOB 2 year: 
	NB PCP ID 2: 
	NB PCP ID 3: 
	Relation 3: Off
	parent/stepparent/last name1: 
	parent/stepparent/first name1: 
	parent/stepparent/midle int 2: 
	effective 3 mo: 
	effective 3 day: 
	effective 3 year: 
	NB DOB 3 mo: 
	NB DOB 3 day: 
	NB DOB 3 year: 
	NB PCP ID 4: 
	NB PCP ID 5: 
	parent/stepparent/last name2: 
	parent/stepparent/first name2: 
	parent/stepparent/midle int 3: 
	NB DOB 4 mo: 
	NB DOB 4 day: 
	NB DOB 4 year: 
	NB DOB 1 mo_1: 
	NB DOB 1 day_1: 
	NB DOB 1 year_1: 
	child gender: Off
	NB SS# 1: 
	NB SS# 2: 
	NB SS# 3: 
	Primary subscriber's member ID: 
	NB PCP ID 6: 
	child current patient: Off
	Qualifying event  see chart on next pageRow1: 
	Date of eventRow1: 
	Primary applicantRow1: 
	SpouseDomestic partnerRow1: 
	Dependent 1Row1: 
	Dependent 2Row1: 
	Dependent 3Row1: 
	parent/stepfather1 3Row1: 
	parent/stepfather2 3Row1: 
	Qualifying event  see chart on next pageRow2: 
	Date of eventRow2: 
	Primary applicantRow2: 
	SpouseDomestic partnerRow2: 
	Dependent 1Row2: 
	Dependent 2Row2: 
	Dependent 3Row2: 
	parent/stepfather22 Row22: 
	parent/stepfather2 3Row2: 
	Qualifying event  see chart on next pageRow3: 
	Date of eventRow3: 
	Primary applicantRow3: 
	SpouseDomestic partnerRow3: 
	Dependent 3Row3: 
	Dependent 5Row5: 
	Dependent 8Row8: 
	parent/stepfather9 3Row9: 
	parent/stepfather2 3Row3: 
	Applicant information: Off
	White: Off
	Black or African American: Off
	American Indian or Alaska Native: Off
	Native Hawaiian: Off
	Guamanian or Chamorro: Off
	Samoan: Off
	Asian Indian: Off
	Cambodian: Off
	Chinese: Off
	Filipino: Off
	Hmong: Off
	Japanese: Off
	Korean: Off
	Laotian: Off
	Vietnamese: Off
	Other race: Off
	I: 
	Interpreter reason 1: Off
	Interpreter reason 2: Off
	Interpreter reason 3: Off
	Interpreter reason 4: Off
	 Other explain: 
	Interpreter reason 5: Off
	Interpreter reason 6: Off
	Other explain2: 
	A qualified interpreter read this application to me in the following language: 
	Todays date 11: 
	Todays date 12: 
	Todays date 13: 
	Date application was interpreted 14: 
	Date application was interpreted 15: 
	Date application was interpreted 16: 
	Time application was interpreted: 
	Qualified interpreter number: 
	Qualified interpreter number 1: 
	I_2: 
	Interpreter reason 1_2: Off
	Interpreter reason 2_2: Off
	Interpreter reason 3_2: Off
	Interpreter reason 4_2: Off
	Other explain_2: 
	 Other explain_4: 
	I read this application to the applicant in the following language: 
	Interperter Last name: 
	Interperter First name_3: 
	Interperter Address of qualified interpreter: 
	Interperter City_2: 
	Interperter State_2: 
	Interperter ZIP_2: 
	Interperter Area code: 
	Interperter Phone: 
	Interperter Date 17: 
	Interperter Date 18: 
	Interperter Date 19: 
	HN broker/agent ID: 
	Name print: 
	Phone number area code: 
	Phone number: 
	Address: 
	Email address_2: 
	Date signed required: 
	Date signed required 2: 
	Date signed required 3: 
	I_3: 
	Assistance1: Off
	Assistance 2: Off
	1 Who filled out and completed the application form print full name: 
	Witness: Off
	Review: Off
	Print name: 
	Date signed: 
	Date signed_2: 
	Date signed_3: 
	Date signed_7: 
	Date signed_4: 
	Date signed_5: 
	Date signed_6: 
	Applicants Name: 
	Applicants address: 
	Applicants DOB: 
	Applicants DOB 2: 
	Applicants DOB 3: 
	Primary applicant's SS#: 
	Primary applicant's SS#2: 
	Primary applicant's SS# 4digits19: 
	Primary applicant's SS#_1: 
	Primary applicant's SS#2_1: 
	Is the employer contribution:: Off
	Relation 2_4: Off
	The entire application: Off
	Other (explain):: The entire application.
	Primary applicant's SS# 4digits: 


