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Group Size Attestation healthnet

If you have any questions, please contact your broker or Health Net account manager.

1. Employer group information

] New Group [ Existing Group

Policyholder/Company name: DBA:
Group/Parent ID or policyholder number: Phone number:
Total number of full-time and/or part-time employees: as of . Consider your total number of employees

worldwide, no matter where they reside or if they qualify for health care coverage. An employee is any person who gets a
W-2 from the company. This includes full time, part time and seasonal workers, whether or not they qualify for benefits.

Indicate how many full-time benefit-eligible employees you have:

Indicate how many full-time employees, including full-time equivalents (FTES), you employed in the most recent calendar year:

Note: Sole proprietors and their spouses, and partners of a partnership and their spouses, cannot be counted as employees
when determining if a group has at least one employee.

Indicate your methodology for calculating group size:

[0 50% of the prior calendar quarter test [ 50% of the prior calendar year test

Indicate your market segment for the upcoming coverage period (based on most recent calendar year employee figures):
O My company meets the definition of a “small employer” for the upcoming coverage period.

[0 My company meets the definition of a “large employer” for the upcoming coverage period.

A “large employer” must employ at least 101 full-time employees, including full-time equivalents, on business days during
the preceding calendar year.

Has your organization been part of multiple employer group health plans? [0 No [0 Yes

If “Yes,” please provide dates, names, TINs, and addresses:

3. Employer group signature

I, the employer, am responsible for notifying Health Net of any changes occurring during the course of a calendar year that
could impact my employer size determination related to MSP, MLR or Health Care Reform. | understand that Health Net is
relying on my answers to the above questions for accurate reporting to CMS under Section 111 guidelines. | certify the above
information is true and complete to the best of my knowledge and belief and | understand that | must promptly notify
Health Net of any changes to the above information. Health Net of California, Inc. (Health Net) reserves the right to request
additional documentation in order to verify eligibility.

Name (print): Title (print):

Signature: Date:

Please contact your Health Net account representatives to return your completed form.

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 rights reserved.
FRM1116956ECO2w (6/24)



Group size guidelines

Pursuant to the Affordable Care Act (ACA), California has adopted the federal definition of who is an employee for purposes
of determining your group’s correct market segment (e.g., Large Group or Small Group). The information below will help you
determine your group’s size using the same calculation to determine employer liability under the “Shared Responsibility for

Employer” provisions of the ACA and the Internal Revenue Code.

Calculation of group size

3L group
1', + = size
full-time full-time equivalent

working working in CA 250% time
> 30 hours from prior calendar quarter

or prior calendar year

if group
size

if group
size

The definition of a small employer requires the group size be determined by adding together the number of full-time
employees (i.e., those working a minimum of 30 hours per week on average) and full-time equivalent (FTE) employees,
the majority of whom were working in California for 50% of the prior calendar quarter or 50% of the prior calendar year.
Seasonal workers, temporary workers, leased employees, contractors, and those on COBRA are not counted.

Health Net of California, Inc. (Health Net) will not perform this calculation on behalf of the employer but require the
employer to fill out a form attesting to the fact that they have performed the calculation to determine group size using

one of the methods described below.

NOTE: any group with 100 or fewer employees on their quarterly wage and withholding report (DE 9C) cannot be a Large
Group, so this calculation does not need to be performed unless a group has 101 employees or more on its DE 9C.

50% of the prior calendar quarter test

To determine the number of full-time equivalents using the 50% of the prior calendar quarter test, add up the total number

of hours worked by all non-full-time employees (i.e., those working less than 30 hours per week on average) over the course of
6 weeks during the calendar quarter prior to the quarter for which coverage is being requested, and divide that number by 180.
If your calculation does not come out to a whole number, round down.

Formula:

Total # of full-time employees + (total # of non-full-time employees’ hours worked divided by 180)

Example 1:

An employer has applied for coverage effective March 1
and has submitted the prior year Q4 DE 9C and 6 weeks
of payroll from the same time period. There are 90
full-time employees, and the non-full-time employees
worked 900 hours over the course of 6 weeks. Group size
is calculated as follows:

W

90 + 900 -~ 180 .
full-time non-full-time
employees employees hours

In this example, there are fewer than 107 employees, so
the group is eligible for Small Group coverage.

Example 2:

An employer has applied for coverage effective February
1and has submitted the prior year Q4 DE 9C and 6
weeks of payroll from the same time period. There are 95
full-time employees, and the non-full-time employees
worked a total of 1,200 hours over the course of 6 weeks.
Group size is calculated as follows:

D0
it v,
95 + | 1,200 — 180 | =
full-time non-full-time
employees employees hours 101.64 =101
(rounded down)

In this example, there are 107 employees, so the group is
not eligible for Small Group coverage.




50% of the prior calendar year test

To determine the number of full-time equivalents using the 50% of the prior calendar year test, add up the number of hours
worked by all non-full-time employees (i.e., those working less than 30 hours per week on average) over the course of a month
and divide that number by 120. That is your FTE calculation for one month. Perform that calculation for 6 months during the
prior calendar year and divide that number by 6. If your calculation does not come out to a whole number, round down.
That is your FTE calculation for 50% of the prior calendar year.

Formulas:

Total # of full-time employees + (total # of non-full-time employees’ hours worked divided by 120)
(Employee count for month 1+ month 2 + month 3 + month 4 + month 5 + month 6) divided by 6

Example 1:

(rounded down)

Aug.
101

C—O

An employer has applied for coverage effective January 1and has submitted the prior year Q2 and Q3 DE 9Cs and 26 weeks
of payroll from the same time period. It is determined there were 87 full-time employees in April, 94 in May and June,

92 in July, and 93 in August and September. It was also determined that the non-full-time employees worked 1,000 hours
in April, 900 hours in May, 950 hours in June, 1,100 hours in July, 1,050 hours in August, and 1,200 hours in September.
Group size is calculated as follows:

(rounded down)

April : July
87 + [ 1,000 ~ 120 | = : 92 + [ 1700 + 120] =
full-time non-full-time ¢ full-time non-full-time
employees employees hours 95.33=95 ¢+ employees employees hours 101.17 =101
— (rounded down) — (rounded down)
May : August
94 + | 900 + 120]= © 93 + [ 1050 + 120 | =
full-time non-full-time s full-time non-full-time
employees employees hours 101.5 =101 + employees employees hours 101.75 =101
— (rounded down) ¢ — (rounded down)
June : September
94 + | 900 + 120]= : 93 + [ 1,200 + 120] =
full-time non-full-time < full-time non-full-time
employees employees hours 101.9 =101 3 employees employees hours 101.75 =101

-8

(months) 100.78 = 100
(rounded down)

In this example, there are fewer than 101 employees, so the group is eligible for Small Group coverage.




Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents), Health Net
of California, 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:

Individual & Family Plan (IFP) Members On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Members Off Exchange 1-800-839-2172 (TTY: 711)

Individual & Family Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)

Group Plans through Health Net 1-800-522-0088 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another way based on one of the
characteristics listed above, you can file a grievance by calling Health Net’s Customer Contact Center at the number above and
telling them you need help filing a grievance. Health Net’s Customer Contact Center is available to help you file a grievance.
You can also file a grievance by mail, fax or email at:

Health Net of California, Inc. Appeals & Grievances
PO Box 10348
Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Members) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

If your health problem is urgent, if you already filed a complaint with Health Net of California, Inc. and are not satisfied with
the decision or it has been more than 30 days since you filed a complaint with Health Net of California, Inc., you may submit
an Independent Medical Review/Complaint Form with the Department of Managed Health Care (DMHC). You may submit

a complaint form by calling the DMHC Help Desk at 1-888-466-2219 (TDD: 1-877-688-9891) or online at www.dmhc.ca.gov/
FileaComplaint.

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex, you can also
file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights (OCR), electronically
through the OCR Complaint Portal, 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.

FLY028965EPOO (3/19)


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.dmhc.ca.gov/FileaComplaint
mailto:Non-Member.Discrimination.Complaints@healthnet.com
mailto:Member.Discrimination.Complaints@healthnet.com
http://www.dmhc.ca.gov/FileaComplaint

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, if you have an ID card, please call the Customer Contact Center number.
Employer group applicants please call Health Net’s Commercial Contact Center at 1-800-522-0088 (TTY: 711).
Individual & Family Plan (IFP) applicants please call 1-877-609-8711 (TTY: 711).

Arabic
32 Jai) gy ciaelaall Lo Jpumal il B8 0l 55 o iy 555 o gie i3 of Uiy e Ayt e
AL Juai¥) o y lilall g 2 Y1 ddad e cedias Blay e (TTY: 711) 1-800-522-0088 :28 1 = Health Net
(TTY: 711) 1-877-609-8711

Armenian

Utddun (Equljut swnwynipynitiikp: Inip Jupnn tp pabwdnp pupgduithy unwbuyg:
Quunwpnptpp jupnn B jupnuy dkp 1Eqny: Gph ID pupwn niubp, ogunmpjut hwdwp pugpmd
klp quuquhwpl) Zwdwhinpyubph vyuuwpudut Jhinpnuh hbpwpinuwhwdwpny: Gnpswnnth
hudph ghunprubpht pugpoud Eup qulhqulhulphl Health Net-h Unutpghnt uyywuwpldwb Yhnpni’
1-800-522-0088 htnwjunuwhwdwpny (TTY 711): Individual & Family Plan (IFP) nhunpnutphl
lutippmu kp quiiquhwpty 1-877-609-8711 hknwiunuwhwdwpny (TTY 711):

Chinese

REGES IR o EAIEH SR o EATEE R SRS I SH R MR R LS R YR =
T - BB HOREEEER %ﬁ’\’*ﬂ%fﬁﬂﬁ GEHULEEEESE o B EERETERY G A GEHET
1-800-522-0088 (FHfEey = 711 ) Eid Health Net FA AfRFEEH4E 5100 4% o Individual & Family Plan (IFP)
HYFHEE NGEHEFT 1-877-609-8711 (JEfRERLR - 711) -

Hindi

T ek o1 FaTT| 31T Th GITAT GTH AT Hehel &1 3T SEATASI Pl U AT F Tgar
ghd §| #Ace & forw, IfE MUk urd ST H1S & df HUAT TTedh UG dhg & Fek T el B
fAIhr Areffed 3Mdged PUAT tod Ac & HATJNAA HUD Dg Dl 1-800-522-0088 (TTY: 711) W
HicT BY| ARhId IR B cara (3TSTHE) 3dgd FUAT 1-877-609-8711 (TTY: 711) W Hie
|

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab cuam, yog tias koj muaj daim
npav ID, thov hu rau Neeg Qhua Lub Chaw Tiv Toj tus npawb. Tus tswv ntiav neeg ua haujlwm pab pawg sau
ntawv thov ua haujlwm thov hu rau Health Net Qhov Chaw Tiv Toj Kev Lag Luam ntawm

1-800-522-0088 (TTY: 711). Tus Neeg thiab Tsev Neeg Qhov Kev Npaj (IFP) cov neeg thov ua haujlwm thov
hu rau 1-877-609-8711 (TTY: 711).

Japanese

RO SFTEY—E AR LTV 9, @iRE L THHWERZE T E9, AARETCEEBHAT
HZELARETT, ~TZHONWTIE, 1DV — FEBELOLSITEEEK Y ¥ —F TRBEL
&V, BHEAZE UEFRRBERO FIAE O J71E, Health Net DR EAGE v & —
(1-800-522-0088, TTY: 711) £ TEEIELIZEW, fHA - FIEmT 7 > (IFP) OHIAE DS
%, 1-877-609-8711 (TTY: 711) F TEBEIFE XU,



Khmer

UM AW RBANIG S INRERMGE UM SHRAURURIGHGAY I RHRNGANUIRM SRS
INAZRMMANUATIANAERY oSS wasiinnngrvnstnumnigs auwgiedgigims
HUUALEEANUENASSHHAEES T HRMAMMARENNASEUMUERLA yuuTgiagie!
MSURHANUENAESHIUL Health Net MBIW:IUS 1-800-522-0088 (TTY: 711)4 HAMAMA]R
REHRNUGAN:UE SURBE (FP) fyBiumiginigigimSinug 1-877-609-8711 (TTY: 711)4

Korean

8 do] AHl=Qy, T AH|aE oA 5= F YT 4 dis AH 25 ol 5= glor
A Mul A= AshE AR Aol = Aleg Ut Eeo] dasiAd ID 7kl E5E MR
a2 Al o] Agtet A L. 8T TLF A Q1 €] 7% Health Net®] & a4 H] 2 AllEf ol
1-800-522-0088(TTY: 711 o2 A 3}a] FAA 2. 7He 2 7155 ZA(IFP) A1 9] 45
1-877-609-8711(TTY: 711 & = A 3}3] FH A

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da fa’ na hadiddot'jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t’aa na akodoolniit. Akdt’éego shiké a’doowot ninizingo
Customer Contact Center hoolyéhiji’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikaa’. Naaltsoos nehiltsbosgo naanish ba dahikahigii éi kojj’ hodiilnih Health Net’s Commercial
Contact Center 1-800-522-0088 (TTY: 711). T'44 h6 dé6 ha’atchini (IFP) bahigii éi koji’ hojilnih
1-877-609-8711 (TTY: 711).

Persian (Farsi)
(51 g 0 5 Gl Lad by 4 Al 1S ol g 5 2l 55 a2 80 (AL aa e G a5 e AL A (s (L) ilerd
o 38 e b Ll La i IS 05 R lanaliia, 2 580 (il 0l ke el S5 e b Tl ey pha i )8 R) eSS iy o
L Glal *(IFP) Bl sila 5 5358 & sk laalitie 31,80 (il (TTY:711) 1-800-522-0088 s e 43 Health Net (s s
208 ol (TTY:711) 1-877-609-8711 5 jluss

Panjabi (Punjabi)

oot fan B3 TEh 37 A<’ 3A 'S TIHe € A" ITHS 39 Aae JI 3T¢ THI"H 331 I
€8 Uz 9 Hee 7 Ao I6| HeT 38, A 33 d8 e wdid 393 I, 3' fJ9ur 94 Irgd AUSH
ded 399 3 I8 I HSS T IIgY fadarg, fagur a9a I8 & © 2uad Audd ded §
1-800-522-0088 (TTY: 711) ‘3 &S | fendZerz 3 ufgegd ure (IFP) fasara’ & fagur aa
1-877-609-8711 (TTY: 711) ‘3 &S &J|

Russian

BecnnaTHasi moMollb nNepeBoAYMKOB. Bbl MOXKeTe MOTy4YnUTh MOMOILL NepeBoAYrKa. Bam MOryT npounTtath
MOKyMeHThI Ha Baem popgnoM si3bike. Ecin Bam Hy>kHa nomotis n 'y Bac npu ce6e ecTh KapTouka
YUYaCTHHKA TJIaHa, 3BOHUTE 10 Teseony LleHTpa moMomy KiMeHTaM. Y YaCTHUKY KOJUIEKTHBHBIX MJIaHOB,
TpefIOCTaBIsIEMBIX paboTofaresieM: 3BOHNTE B KoMMepuecknii eHTp oMot Health Net o Tenecony
1-800-522-0088 (TTY: 711). YuacTHuKM n1aHOB 715 YacTHbIX JiuLl U ceMelt (IFP): 3BoHuTe no Tenedony
1-877-609-8711 (TTY: 711).



Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, si tiene una tarjeta de identificacion, llame al nimero del
Centro de Comunicacion con el Cliente. Los solicitantes del grupo del empleador deben llamar al Centro
de Comunicacién Comercial de Health Net, al 1-800-522-0088 (TTY: 711). Los solicitantes de planes
individuales y familiares deben llamar al 1-877-609-8711 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, kung mayroon kayong ID card, mangyaring
tumawag sa numero ng Customer Contact Center. Para sa mga grupo ng mga aplikante ng tagapag-empleyo,
mangyaring tumawag sa Commercial Contact Center ng Health Net sa 1-800-522-0088 (TTY: 711).

Para sa mga aplikante ng Planong Pang-indibiduwal at Pampamilya (Individual & Family Plan, IFP),
mangyaring tumawag sa 1-877-609-8711 (TTY: 711).

Thai

ldfdusmssuns Qmmminl“ﬁﬁmvléf Qmmmmiﬁéwmanmﬂﬁvﬂtﬁummmaaqm"tﬁ WINADINNIAMNTIE
Wie uazamlidasizddn Iﬂmimﬁmmamquﬁgnﬁwé’uwﬁf Halasnguudng Iﬂmimmquﬁgnﬁwé’uw"’uﬁ%a
wW1dltgues Health Net inungiae 1-800-522-0088 (Inua TTY: 711) {ElATUNULAAALAZATOLAT

(Individual & Family Plan: IFP) lusalny 1-877-609-8711 (1nua TTY: 711)

Vietnamese

Ciéc Dich Vu Ngon Ngir Mién Phi. Quy vi c6 the c6 mdt phién dich vién. Quy vi ¢6 th€ yéu cau dwoce doc cho
nghe tai liéu bang ngdn ngit ctia quy vi. P& dwore gitip d&, néu quy vi ¢6 thé ID, vui long goi dén s§ dién thoai
cta Trung Tam Lién Lac Khdch Hang. Nhitng ngwoi ndp don xin bdo hi€m nhém qua hidng s& vui 1ong goi
Trung Tam Lién Lac Thwong Mai cia Health Net theo s 1-800-522-0088 (TTY: 711). Ngwoi ndp don thude
Churong Trinh C4 Nhan & Gia Dinh (IFP), vui long goi s& 1-877-609-8711 (TTY: 711).

CA Commercial On and Off-Exchange Member Notice of Language Assistance
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