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GROUP IDENTIFICATION
Company Name dba Effective Date

Location Address City State Zip Code

Billing Address (If different from Location Address) City               State Zip Code E-mail Address:

CONTACTS
Benefit Administrator: Last Name First Name                   MI Title

Phone Number Ext. Alternate Phone Number Ext. Fax Number

Location Address (if different from above)

Billing Contact (If different): Last Name First Name                  MI Title

Phone Number Ext. Alternate Phone Number Ext. Fax Number

Billing Address (if different from above)

GROUP CHARACTERISTICS
Other Coverage:

Previous Dental/Vision Carriers: Industry Description (required): SIC Code (if known)

Employee Census:
Number of Full-time Employees Number of Eligible Employees Number of Employees to be Enrolled: Dental

 Vision

Federal COBRA/Cal-COBRA (The Plan does not administer Federal COBRA)
Which is applicable to your company? (check one) Number of current Federal COBRA/Cal-COBRA enrollees   Federal COBRA Billing Options: (check one) -

This application shall be the basis for the issuance of coverage under the Group Agreement, or Policy and shall become a part thereof.    The Plan* reserves the right to reject an
application.  The Plan reserves the right to terminate group coverage immediately or the coverage of any individual Member, Employee or Dependent if the Employer or individual
Member, Employee, or Dependent has made any material misrepresentations in applying for coverage.  All Employers submitting an application for coverage should continue
coverage in force until notified by the Plan that the application for coverage has been approved and an effective date is confirmed.

*All references to the Plan include Health Net Dental, Inc., Health Net Vision, Inc. and Health Net Life Insurance Company which underwrite or administer the coverage to which this
Employer Application applies.

Dental and vision services provided by Health Net Dental, Inc., Health Net Vision, Inc. and Health Net Life Insurance Company where applicable.
Health Net is a registered service mark of Health Net, Inc.

(         )(         ) (         )

• Are any eligible Employees not actively at work as of the date of initial enrollment? ................................................................................................ � Yes � No

If Yes, please list: ___________________________________________________________________________________________________

Does the group offer other dental or vision coverage?    � Yes  � No (If yes, please list)

(         )(         ) (         )

� Federal COBRA  �� Cal-COBRA
Employer groups with fewer
than 20 eligible Employees

� Combined group bill listing all active and
Federal COBRA Members

� Separate group billings for active Members
and COBRA Members

Cal-COBRA will be billed per California state law

(attach appropriate Application
 for each Subscriber)

Health Net® Dental and Vision
Health Net Life Insurance Company

Dental and Vision Employer Group Application
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CATEGORIES OF ELIGIBILITY
 Yes  No
� � Actively-at-work Employees must meet minimum hour requirement of ______ hours per week (20-40 hours is the Plan standard)

� � Dependent Spouse

� � Dependent Children to age 19

� � Overage Dependent Children to age 24 (must be IRS dependent and full-time student or disabled)

� � Other ____________________________________________________________________________

� � Employees are eligible to continue group coverage while on an Employer approved medical or

personal leave of absence for _________ months (maximum 6 months)

COMMENCEMENT OF COVERAGE
Newly Hired/Newly Eligible Employees:

��1st of month following: (check one)     � 0 days          � 30 days          � 60 days          � 90 days          � 120 days
  from date of hire/attainment of eligibility

� Other __________________________________________________________________________________

Newly Eligible Dependents:
� Must submit signed application within 30 days of Qualifying Event (see Group Administrative Manual for details)

TERMINATION OF COVERAGE

� Last day of the month in which the Employee ceases to be eligible.

RENEWAL DATE
Coverage Renewal:

• Renewal date is the 1st day of the month and year of:

_______________________ Prepaid Dental _______________________ Prepaid Orthodontia Rider

_______________________ PPO Dental _______________________ Indemnity Orthodontia Rider

_______________________ Indemnity Dental

_______________________ Prepaid Vision

_______________________ PPO Vision

_______________________ Indemnity Vision

Open Enrollment:

� Existing eligible Employees may change coverage ONLY during the open enrollment period of ____________________________ (month prior to
renewal date unless there is a Qualifying Event as defined in the Group Administration Manual).  If an Employee terminates coverage, he/she will not
be able to re-enroll until the Employer's next Open Enrollment period.

To provide excellent and responsive customer service and maintain a favorable cost structure, the Plan offers the following standard choices of eligibility
provisions.  Adherence to eligibility provisions is the responsibility of the Employer Group, and failure to do so could result in loss of benefits up to and
including, termination of coverage.  The Plan monitors Employer Administration of eligibility provisions through periodic audit and review of membership.
Eligibility provisions may be changed at renewal.

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.

Selected Eligibility Requirements:  A bona fide Employee/Employer relationship is required to be maintained, that is the Employer must continually compensate the individual in
the form of annual, monthly, weekly or hourly rate. Further, the Employer and Employee must maintain an employment relationship pursuant to which the Employer pays those
payroll costs (e.g. FICA, FUI, SUI, and Workers' Compensation) normally associated with a bona fide Employee relationship.  Generally, Employees must be actively at work before
coverage commences. Any other eligibility arrangements require prior approval from the Plan.

ELIGIBILITY PROVISIONS
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Plan Name ____________________________

Rate Subscriber
Count

EE $ _______________ __________________

EE + 1 $ _______________ __________________

EE + Child $ _______________ __________________

EE + Children $ _______________ __________________

EE + Family $ _______________ __________________

Composite $ _______________ ______________

Please check all selected plans and indicate the Employer Contribution either in a dollar amount or as a percentage of premium.
A $5.00 per month administration fee will be charged to all groups with under 25 Subscribers.

� DHMO Dental _______________________

� PPO Dental _______________________

� Indemnity Dental _______________________

� DHMO Ortho Rider _______________________

� Indemnity Ortho Rider _______________________

PLAN SELECTION

� Prepaid Vision _______________________

� PPO Vision _______________________

� Indemnity Vision _______________________

� Other: _______________ _______________________

Employer Contribution
Employee Dependent

Plan Name ____________________________

Rate Subscriber
Count

EE $ _______________ __________________

EE + 1 $ _______________ __________________

EE + Child $ _______________ __________________

EE + Children $ _______________ __________________

EE + Family $ _______________ __________________

Composite $ _______________ ______________

Plan Name ____________________________

Rate Subscriber
Count

EE $ _______________ __________________

EE + 1 $ _______________ __________________

EE + Child $ _______________ __________________

EE + Children $ _______________ __________________

EE + Family $ _______________ __________________

Composite $ _______________ ______________

Plan Name ____________________________

Rate Subscriber
Count

EE $ _______________ __________________

EE + 1 $ _______________ __________________

EE + Child $ _______________ __________________

EE + Children $ _______________ __________________

EE + Family $ _______________ __________________

Composite $ _______________ ______________

Comments: ___________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Internal Use Only

_________ Authorized Employer Initials (Must be initialed by the Employer in order to be processed.)

Employer Contribution
Employee Dependent
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(         ) (         )

INTERNAL USE ONLY
Deposit check Special Instructions
Check Amount $ ______________________ Health Net Medical    � Yes            � No
Check Number    ______________________ ID Cards Initially On-going
Check Date     _______/_______/_______
Account Executive __________________________________________
Account Executive __________________________________________ Other __________________________________________________
Health Net Medical Rep __________________________________________ Account Manager_________________________________________
Other __________________________________________
Signatures:

Sales __________________________________________  Date ___/___/___ Underwriting Approval ___________________________  Date ___/___/___

Group Admin.____________________________________  Date ___/___/___ Group Agreement Prepared _______________________  Date ___/___/___

Policy Certificate Ordered _________________________  Date ___/___/___

AUTHORIZATION

� Mail to Group
� Mail to Member

� Mail to Group
� Mail to Member

EMPLOYER STATEMENT:
I certify that all information in this application is correct to the best of my knowledge and all participation requirements have been met.  I certify that all
coverages, enrollment provisions, eligibility requirements, benefits, limitations and exclusions have been thoroughly explained to all eligible Employees. I
certify that all eligibility provisions will be enforced by the Benefits Administrator and only applications that meet the eligibility criteria will be submitted to the
Plan. I understand that an existing eligible Employee cannot terminate coverage except during open enrollment or within 30 days of a qualifying event.  I
understand that prepayment fees and/or premiums are due by the 1st day of the month in which coverage is provided. Delinquent prepayment fees may be
subject to late charges. If payment is not received from the Employer, coverage for all Members will be terminated on the last day of the month for which
fees were received.  Any other payment arrangements require prior approval by the Plan.  I understand that to ensure accurate eligibility information,
retroactive changes will be limited to not more than 60 days from the date the request is received.
On behalf of the Employer, I understand and agree that any and all disputes or disagreements between the Employer and The Plan regarding the
construction, interpretation, performance or breach of the Group Agreement/Policy, or regarding other matters relating to or arising out of the Group
Agreement/Policy, whether stated in tort, contract or otherwise, and whether or not other parties such as Members/Covered Persons, health/dental/
vision care providers, or their agents or employees, are also involved, must be submitted to final and binding arbitration in lieu of a jury or court trial.  I
understand that, by agreeing to submit all disputes to final and binding arbitration, all parties, including The Plan, are giving up their constitutional right to
the extent permitted by law to have their dispute decided in a court of law before a jury.  I also understand that disputes that I may have with The Plan
involving claims for dental/medical malpractice (that is, whether any dental/medical services rendered were unnecessary or unauthorized or were
improperly, negligently or incompetently rendered) are also subject to final and binding arbitration.  A more detailed arbitration provision is included in the
Group Agreement/Policy.
Authorized Employer: (must be an Officer)
Print or Type Name Title

Signature Date

BROKER INFORMATION
License Number Expiration (valid license required) Tax ID Number Company Name

Plan Broker Number

Name Phone Number Fax Number

Address City State Zip Code

Print or Type Name Title

Signature Date

If more than one broker is to be paid commissions on this group, attach the above information on a separate page and indicate how commission should be split.

GENERAL AGENT INFORMATION (if applicable)
I certify that all the information contained in this application is correct to the best of my knowledge.  I certify that the applicant is a bona fide business estab-
lishment.  I certify that all participation requirements have been met.  I certify that all coverages, enrollment provisions, eligibility requirements, benefits,
limitations and exclusions have been carefully explained to the Employer.  I know of no reason why coverage should be denied.
Print or Type Name Plan General Agent Number

Signature Date

I certify that all the information contained in this application is correct to the best of my knowledge.  I certify that the applicant is a bona fide business
establishment.   I certify that all participation requirements have been met.  I certify that all coverages, enrollment provisions, eligibility requirements, benefits,
limitations and exclusions have been carefully explained to the Employer. I know of no reason why coverage should be denied.

(attach signed commissions
agreement)

� New Broker

� Established
     Broker
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