Sutter Health Plus

Employee Enrollment/Change Form

Enrollment

You have the right to read the Group Subscriber Contract and Evidence of Coverage and Disclosure Form (EOC) before enrolling in
Sutter Health Plus. To help you make an informed choice, we make available Summary of Benefits and Coverage (SBC) documents.
SBCs summarize important information about our health coverage options in a standardized format so you can easily compare
benefits and coverage offered by Sutter Health Plus with those of other carriers. To obtain a copy, contact your employer or call
Sutter Health Plus Member Services 1-855-315-5800

(TTY 1-855-830-3500). This enrollment form is part of the Group Subscriber Contract and EOC. You are accepting the terms,
conditions, and provisions of the Group Subscriber Contract and EOC.

Important Note

The Affordable Care Act (ACA) requires Sutter Health Plus to collect the Social Security numbers (SSN) for all enrolled family
members. Sutter Health Plus is required to provide IRS Form 1095-B to the IRS with a copy to you. Form

1095-B includes information you will need to report on your income tax return showing that you and your covered family members
had qualifying health coverage (referred to as “minimum essential coverage”) for some or all months during the year. Individuals who
do not have minimum essential coverage and do not qualify for an exemption may be liable for the individual shared responsibility
payment. Sutter Health Plus will not use or share your SSN other than as required by law. Please be sure to include all SSNs where
requested.

Change Request

This form is also used to inform us of changes to existing members, such as a name, an address, telephone number or sub-account
change. This form is not used to notify us of a termination. All changes to accounts, including effective dates and dependent
status, will be made in accordance with the contractual agreement between the employer/purchaser and Sutter Health Plus.

For Sutter Health Plus to process your request, you must sign and return the last page of this form. Missing
information may delay processing.

Fax or email your completed form to:

Fax: 1-916-736-5426

Email: shpenrollmentmailbox@sutterhealth.org

You must encrypt or secure any documents sent by email. If you cannot encrypt or secure emails, please fax all documents
and keep a copy for your files.

Language Assistance

If you have questions about completing this application, please contact Sutter Health Plus Member Services at
1-855-315-5800 (TTY 1-855-830-3500), Monday through Friday from 8 a.m. to 7 p.m. Sutter Health Plus provides translation
services and other language assistance services to you free of charge.
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Large Group Employee Enroliment / Change Form

Group Name Effective Date
Schools Insurance Group 7/1/18

Subaccount Name
~ WesternPlacerUnified

Change — Complete the required information in

Enrollment — Please complete entire form.

Sections B and C, if applicable.

Reason For Request Member ID (For Changes)

|¥| Annual Open Enrollment [ | Add Dependent**
[ | Newly Eligible - Reason | | Add Newborn/Newly Adopted Child**
[ | New Hire | | Remove Dependent - Effective Date
| | COBRA - Effective Date | | Name Change
|| Cal-COBRA* - Effective Date | | Address Change
| Subaccount

*Cal-COBRA enrollees will receive a separate
Cal-COBRA Election Notice and Enrollment Form to Prom Subaccount ID .TO Subaccount ID
complete. The notice includes important information
regarding health care coverage options and rates.

**Date of qualifying event (if not open enrollment)

You need to select a primary care physician (PCP) for yourself and each covered family member. Please include your PCP's
name and provider ID in Sections B and C.

Section A - Benefit Plan Selection

Select the plan(s) you would like:

[ | HMO ML41 with Acu/ [ ] HD16 1500/3000 || HD14 2500/5000
Chiro rider XA05 ($15 copay
per visit, up to 20 visits in a
calendar year)

Section B - Employee Information

Last Name First Name ‘Ml
Gender Date of Birth Social Security Number (Required) Subscriber ID Number
M []F

Residential Address City State  ZIP
Home Phone Mobile Phone Work Phone Email Address

Mailing Address (P.O. Box Accepted) [ ] same as residential City State ZIP
Previous Name (If Any) Primary Spoken Language
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Section B — Employee Information Cont.

PCP Information - If you do not select a PCP, one will be assigned to you. You have the opportunity to change your PCP by calling Member
Services at 1-855-315-5800 (TTY 1-855-830-3500) or on the Member Portal. To find a PCP please visit sutterhealthplus.org/providersearch.

|| Iwould like to select my PCP | Iwould like a PCP assigned Current Patient?

PCP Name Provider ID# P [ Yes [ No

Section C - Dependent Information

Section C1 - Spouse/Domestic Partner

Add: Last Name Date of Birth Gender

| ] Spouse Domestic [ IM| |F
| | Partner First Name MI  Social Security Number (Required)
Residential Address Mailing Address (P.O. Box Accepted) [ ] same as residential
City State ZIP City State Z1p

|| Iwould like to select my PCP || I'would like a PCP assigned Current Patient?

PCP Name Provider ID# P [1Yes | |No
Section C2 - Dependent One
Add: Last Name Date of Birth Gender
| Child 1 " IM | |F
First Name MI  Social Security Number (Required)
Residential Address Mailing Address (P.O. Box Accepted) [] same as residential
City State ZIP City State Z1p

|| Iwould like to select my PCP || Iwould like a PCP assigned Current Patient?

PCP Name Provider ID# P [ Yes [ No
Section C3 — Dependent Two
Add: Last Name Date of Birth Gender
|| Child 2 T IM [ F
First Name MI Social Security Number (Required)
Residential Address Mailing Address (P.O. Box Accepted) [ ] same as residential
City State ZIP City State Z1p

|| Iwould like to select my PCP || I'would like a PCP assigned Current Patient?

PCP Name Provider ID# P [ Yes | |No
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Section C - Dependent Information Cont.

Section C4 - Dependent Three

Add: Last Name Date of Birth Gender

| Child 3 M [ ]F
First Name MI Social Security Number (Required)

Residential Address Mailing Address (P.O. Box Accepted) [ ] same as residential

City State ZIP City State Z1p

|| I'would like to select my PCP || Iwould like a PCP assigned Current Patient?

PCP Name Provider ID# P [ Yes | INo

Section D — Other Coverage Information

Do you or any of your dependents covered under Sutter Health Plus have any other health plan coverage (in addition

to Sutter Health Plus)?

B Yes HENo (If “Yes,” please complete all of the information below.)

Primary Policy Holder Name(s) (Last, First, MI) Policy Number Effective Date

Insurance Carrier Name Policy Holder Date of Birth

All Dependents’ Names and Other Health Plan ID Numbers
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Section E - Agreement

Member accepts the terms, conditions and provisions of the Group Subscriber Contract and EOC, upon completion and execution of
this enrollment form.

Binding Arbitration

Sutter Health Plus handles and resolves member disputes through grievance, appeal and independent medical review processes.
However, in the event that a dispute is not resolved in those processes, Sutter Health Plus uses binding arbitration as the final
method for resolving all such disputes.

As a condition of your membership in Sutter Health Plus, you agree that any and all disputes between yourself

(including any heirs or assigns) and Sutter Health Plus, including claims of medical malpractice (that is as to whether any medical
services rendered under the health plan were unnecessary or unauthorized or were improperly, negligently or incompetently
rendered), except for small claims court cases and claims subject to ERISA, shall be determined by binding arbitration. Any such
dispute will not be resolved by a lawsuit or resort to court process, except as California law provides for judicial review of arbitration
proceedings. You and Sutter Health Plus, including any heirs or assigns to this Agreement, are giving up their constitutional right to
have any such dispute decided in a court of law before a jury, and instead are accepting the use of binding arbitration.

I hereby agree to give up my/our right to a jury trial and accept the use of binding arbitration. I understand that the full arbitration
provision is contained in the Group Subscriber Contract and EOC.

Employee Signature Date

M-17-106 Schools Insurance Group Employee Enrollment/Change Form Page 5 of 5



5%1 Sutter Health Plus

Your Health Plan

Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read
it. You may also be able to get this written in your language. For no-cost help, please call
Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle
alguien que le ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a
Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo
alguno. (Spanish)

HEHR ¢ ERESE S () SRS ? WISAAE - Sutter Health Plus AT NEBIGETE < BEER]
REFEIHEHEES HERIEN U - HRZEeEED) - 555 Sutter Health Plus & SR 7
EEEESERS 1-855-315-5800 (TTY 1-855-830-3500) - (Chinese)

22l 055 3 (Sutter Health Plus) o cila jila Ol aleld 1508 (S5 a0 1)) $138 Be) 8 e 5ol el Ja rdega da sl
Juai¥) ela s il saebue o Jgeanll @lialy U S olalii of Wl liSay LS| ail) 138 ) 8 b clineliue ¢3S0y Uadld
1-855-315-5800 i e (Sutter Health Plus Member Services) 3k il jila eliaci cllardy
(Arabic) .(1-855-830-3500[TTY] (il saill iila)

YULBINC SEABUUSINRE3NRL. Yupn'n bp Jupnu) uw: Gph ny, Sutter Health Plus-p
Jupnn £ nipudwnpt) dkfhi, ny Yoquh QEq Jupnuy wyt: nip Jupnn bp twb vnwbwg wjh
qpws b 1Eqyny: Uud&wp oguntpjut hwdwp juunpnid Gup quuquhwpk) Sutter Health
Plus-h Uludubph uyyuuwpljiwh pudhi’ 1-855-315-5800 (TTY 1-855-830-3500)
htnwjunuwhwdwpny: (Armenian)

PN eI 83 IRHAMGHISIUGAIS UIg? ITrTSTSHTIE Sutter Health Plus M1GHIS

SINMNAGWHSNGSHA 1 YAAMGINGjMSIGHIS: suttruithmaniussyatiii wd
notsuhwRaHaly syuginigiel ntaunsutn®A Sutter Health Plus MBITS
1-855-315-5800 (TTY 1-855-830-3500)°1 (Cambodian)

3580 S 528 ) 2l 55 e Sutter Health Plus «x) 5 (oo ) Saiagds 5 i) g3 1 s () 2l 5 (o L 1 age 438G
L il (B SaS y cladd il 5 (s 200 dsa s oreld () 4o lae () des 5 Sl i 31 530 Gl )l
ol 1-855-315-5800 (TTY 1-855-830-3500) ¢l o jleis L Sutter Health Plus sbac) Sladd i
(Farsi) .2

HgcaqUT: FAT 3T S8 UG Hehcl/Fehcll o2 TTe; 6T, dl HEX god Told TH UgaT # Tl & Toehr

FETIAT T Hehell §| 3179 S8 37901 #7797 A 8 Torgarel & G gY Tehdl/Eehcll §| T Qo Hgrram

o ToIT, T 1-855-315-5800 (TTY 1-855-830-3500) TX HEX g Tl HeaX HIGHH T hiel |
(Hindi)

M-17-127 Page 1 of 2

Sutter Health Plan, an affiliate of Sutter Health, is a California not-for-profit public benefit corporation doing business as Sutter Health Plus.
Sutter Health is a registered trademark of Sutter Health®. All rights reserved.



LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health
Plus muaj neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus
koj nyeem tau rau koj tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus
Lub Chaw Pab Cuam Tswv Cuab ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500).
(Hmong)

BHERBMOYE  TNEHieZ &N TEET 27020 1E, Sutter Health Plus 23iie D
EBFLENLET, Ef?)?‘oéf_@;.i TERTEDLNE LLERT A, RO ZFIL, Sutter
Health Plus Member Services. & 7fi: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)

T8 Flake o] AS o ¢ AFU e vhef ¢f o4 4= glthd, Sutter Health Plus ol A th&
Absel Al F-88ke] 231 %‘2%1 T U= o= lsFY U B3 o] A 75k AR
Aol =2 A wro A == 9l5 Ut} Sutter Health Plus 3] €] A H] 2~(1-855-315-5800

(TTY 1-855-830-3500))°l| 7%}2 SA)o] Bl o 7 w88 uko AA] O (Korean)

VVISCLIO: m‘ma‘mlo'-mlm')esvouvo’? 'q')am'msn)olo 179 Sutter Health Plus D
vaT)‘JODQOE)SOD?U)U)OD 1)8)’)’6‘7)’)1)1) la)O)‘)CS‘)E)‘)ﬁ‘).D‘)O&)UCUDh)‘)ﬁ‘)&&‘)U)')D?U)U)‘)Dsn
Qow. 'q')m‘n)C')S‘)n')1)6)0')1)qoecms?osucsemuonvv nuov')c)oc) vVo8VINIL 29
Sutter Health Plus U)m.ne)conimo":fu 1-855-315-5800 (TTY 1 855-830-3500). (Laotian)

wigH: St AT fer § ug AeIe I7 A &1 3, Sutter Health Plus (Hed 388 ugR) fan 3 feg
Uzs f¥g 373t riee age Ader 1 IH for & wiust 3 &g & fsuer Ao J1 ¥es Hee 88t
fagur g9 & Sutter Health Plus Member Services § 1-855-315-5800 (TTY 1-855-830-3500)
€3 T a3 (Punjabi)

BAXHO: Bbl moxeTe 310 npountatb? Ecnu HeT, Sutter Health Plus moxeT npegoctasutb Bam
KOro-To, KTO CMOXeT nNoMoyb Bam npountath a10. Bbl Takke MoOXeTe NonyyYnTb 370

B MMCbMEHHON hopMe Ha cBoeM A3blke. [1na 6ecnnaTHON NOMOLLM NO3BOHUTE B

Cnyx6y nogaepxkn uneHoB Sutter Health Plus no TenedgoHy 1-855-315-5800

(TTY 1-855-830-3500). (Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng
taong babasa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-
gastos na tulong, mangyaring tumawag sa Sutter Health Plus Member Services sa.
1-855-315-5800 (TTY 1-855-830-3500). (Tagalog)

mﬂm ﬂmmuaanma"l,u g1a1u'liiaan Sutter Health Plus mm'sa‘mmummﬂﬂmmuim uanlnn
i ﬂmmmmsmjasm,uamul,ﬂumi:rmamm”l,manmﬂ mnmaam'smmmﬂmaaimn“luum‘lmm
n70i1TNs1in Sutter Health Plus Member Services 71 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi c6 thé doc théng tin nay khong? Néu khdng, Sutter Health Plus c6 thé
yéu cau ai do doc gilip cho qu. vi. Qu. vi cling c6 thé nhan dugc thdng tin nay dwéi dang van
ban bang ngdn ngl cta qu. vi. D& dwoc hd tro mién phi, vui ldng goi cho ban Dich Vu Thanh
Vién cua Sutter Health Plus theo s 1-855-315-5800 (TTY 1-855-830-3500). (Viethamese)
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