Small Group Plan

2024 Employee Enrollment/Change Form

How to use this form:

You may use this form to enroll in a Sutter Health Plus plan. You may also use this form to notify us of changes to existing members, such
as a name, address, telephone number, or subaccount change. 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.

This form is not used to notify us of a subscriber termination.

How to submit your application:
For Sutter Health Plus to process your request, you must complete, sign and return this form. Missing information may delay processing.

Employers, please email or fax the completed form to:

|;| EMAIL ‘. FAX
shpenrollmentmailbox@sutterhealth.org 1-916-736-5426

Important Note

The Affordable Care Act (ACA) requires Sutter Health Plus to collect the Social Security numbers (SSNs) for all enrolled 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. 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.

Group Name and ID :Effective Date

Subaccount Name and ID (If applicable)

- : 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 [] Plan Change**

[C] Newly Eligible — Reason [] Add Dependent**

] New Hire [] Add Newborn/Newly Adopted Child**

|:| COBRA - Effective Date ... |:| Remove Dependent*** — EffectiveDate
[] cal-COBRA* - EffectiveDate .. [] Name Change

[] Address Change
* Cal-COBRA enrollees will receive a separate Cal-COBRA Election
Notice and Enrollment Form to complete. The notice includes D Subaccount
important information regarding healthcare coverage options and From Subaccount ID To Subaccount ID
rates. E E

**Date of qualifying event (If not open enroliment)

*** Please complete section C

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. ‘%‘ Sutter H ea Ith PI us
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Section A — Benefit Plan Selection

STANDARD PLANS
Section A1 - HMO Standard Plan Selection

Platinum Gold Silver Bronze
[] Ms78 HMO [] sD12 HDHP HMO [] sD11 HDHP HMO ["] sD03 HDHP HMO
[[] Ms90 HMO [] Ms72 MO [] Ms94 HMO [] MS96 HMO

[[] Ms87 HMO

[] MS93 HMO

PLUS PLANS
Section A2 — HMO Plus Plan Selection (Plus plans include embedded Infertility and Special Footwear benefits)

Platinum Gold Silver Bronze
[C] MP78 HMO [C] sP12 HDHP HMO [] SP11 HDHP HMO [] SP03 HDHP HMO
[C] MP90 HMO [[] MP72 HMO [] MP94 HMO [] MP96 HMO

[] mP87 HMO

[[] MP93 HMO

Optional Adult Vision Benefit

If selected by your employer, you and your dependents age 19 and older will be automatically enrolled in the optional adult vision
benefit plan. However, you may opt out of this coverage by checking the box below.

[] please do not enroll me or my dependents in the optional adult vision benefit (if selected by my employer). | understand that | will
not be able to obtain this coverage until the next applicable open enrollment or special enroliment period.

Note: Pediatric vision benefits for members up to age 19 (until the end of the month in which the member turns 19 years of age) are included in all
Sutter Health Plus small group plans. Please refer to your EOC for coverage information.

Section B - Employee Information

Last Name First Name M
Gender Date of Birth (Required) Social Security Number (Required) Member ID Number
O OF Ou

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

PCP Information — You need to select a primary care physician (PCP) for yourself and each covered family member. If you

do not select a PCP, one will be assigned. 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.

[] 1would like to select my PCP [] 1would like a PCP assigned
PCP First Name PCP Last Name
Provider ID#

Current Patient?
P Yes No

'Unknown/Undeclared/Nonbinary
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Section C — Dependent Information

Section C1 — Spouse/Domestic Partner Add to my plan Remove from my plan
] spouse Last Name First Name M
[[] pomestic
Partner
Gender Date of Birth (Required)  Social Security Number (Required) Email Address
Cm OF Ou
Residential Address City State  ZIP
Mailing Address (P.0. Box accepted) O same as residential City State ZIP
[] 1would like to select a PCP [] 1 would like a PCP assigned
PCP First Name PCP Last Name
§Provider ID# Current Patient?
P Yes No
Section C2 — Dependent Add to my plan Remove from my plan
Last Name First Name Mi
Gender Date of Birth (Required) ~ Social Security Number (Required) Email Address
Cm OJF Ouw
Residential Address City State  ZIP
Mailing Address (P.O. Box accepted) [] Same as residential City State  ZIP
[ 1 would like to select a PCP [] 1would like a PCP assigned
PCP First Name PCP Last Name
éProvider ID# Current Patient?
P Yes No

'Unknown/Undeclared/Nonbinary
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Section C — Dependent Information Cont.

Section C3 — Dependent Add to my plan Remove from my plan
Last Name First Name Mi
Gender Date of Birth (Required) ~ Social Security Number (Required) Email Address
Cm OF o
Residential Address City State ZIP
Mailing Address (P.0. Box accepted) [] Same as residential City State ZIP
[] 1would like to select a PCP [ 1would like a PCP assigned
PCP First Name PCP Last Name
§Provider ID# Current Patient?
P Yes No
Section C4 — Dependent Add to my plan Remove from my plan
Last Name First Name Mi
Gender Date of Birth (Required) ~ Social Security Number (Required) Email Address
Cm OF Ow
Residential Address City State ZIP
Mailing Address (P.O. Box accepted) []1 Same as residential City State ZIP
[] 1would like to select a PCP [] 1would like a PCP assigned
PCP First Name PCP Last Name

éProvider ID# Current Patient?
P Yes No

'Unknown/Undeclared/Nonbinary
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Section D - Other Coverage Information

Will you or one of your dependents have any other health plan coverage (in addition to Sutter Health Plus) after your enroliment
effective date?

[[]Yes [] No

If you check yes, Sutter Health Plus will send you a Coordination of Benefits Form to complete and return.

Section E — Agreement

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, 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.

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

Employee Signature Date
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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)

ERFER ¢ EEREEE (D SRS ? ISR EE - Sutter Health Plus EJLA&)\%HJJMEE% o BT RES R
HEESEBNEN X - HFEEGEED) - 558(& Sutter Health Plus®& B > 59505
1-855-315-5800 (TTY 1-855-830-3500) - (Chinese)

adg shab aapb 1ad foe @l gdis GLles 218 )3 Ja ey Bala) sl da o Gy asdes el (Sutter Health Plus) &2 s<lso
Jasae Uit al Gadlon ausle 3l Cacs (3les 43) 1000 ol add sfal o @and@le sl sl i ol Jdzuasd £ dis ausle 35
ezt cuzle 1dI0uald e el e pale Gac ) i wdlus (Sutter Health Plus Member

Services) gJs 2l 1-855-315-5800 2l 1Jou=a 1ds s (Arabic) .(1-855-830-3500[TTY] )

quLedNr SeNcuusSdNre3npu. I{Lupnoq tp Jupnuw) uw: Gph ny, Sutter Health Plus-p Yupnn k
npwdwnpk) dklht, ng Yoquh QEq Yupnwy wyt: Fnip jupnn Ep twb vinwbwg wyt gpdus kp 1Eqyny:
Uuddwn ogunipjutt hwdwp pungpnud kup quiquhwpty Sutter Health Plus-h Uunudubph uyyuuwpldw
pudht 1-855-315-5800 (TTY 1-855-830-3500) htinwjunuwhwdwpny: (Armenian)

AN RIS ‘ﬁHSni—ﬂm—ﬂSﬁj[UﬁﬁS[ yer UﬁjSHSi—ﬂGQESutter Health Plus i—ﬂUmSSiﬂﬂT”tiSﬂn
ijtiijf’lijSHSn THS8[ H‘IUSEIE;UJ"LﬂSﬁJ'[U usie ﬁjiﬁj[im’ﬁﬁﬂiﬁﬁjﬁs b ﬁjﬂUﬁStﬁ
°1tij Hﬁj’l‘j I:U[ ﬁjﬁgiﬁjﬂgg‘i E’S[n fUIN ﬁjiﬂ’“ll?in Sutter Health Plus ”WHLU[S 1-855-315- 5800 (TTY
1-855-830- 3500) (Cambodlan)

S poa tlis) as isliisa Is bl Ll o slass s isasa® 18 Gas sl Sutter Health Plus as <slos 1) <o
Sas KTMS‘T.QJJ <l g LIS G 10 Leag s aSI Gzl abldo o Jly <l ST A0 Ll 2 gl Faala
5 SaS e Slge dhail Gl acac ) Faala Ie ks Sutter Health Plus < Giel e <adesg

1-855-315-5800 (TTY 1-855-830-3500)=al S5 ss3(Farsi).

FAGITIOT: AT AT 3 g THA/Thal 82 T&T oIal, af e god T U ool H FHiAT T Al
HRACT AT Wehell &1 3T A 37 37T A 8 IWalel H TERY g1 Feha/Fehell &1 AT el Tl
& ofQ, IAT 1-855-315-5800 (TTY 1-855-830-3500) T FCeX gl Toid HaX TATHT Pl dic He|
(Hindi)

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)

HHERBMOYE 2 EwmieZ ENTEXET 20DV EA1L, Sutter Health Plus 23588 D % 3 s\
LET, HRIEDSHETERTEINE LILER A, B ZF#IE. Sutter Health Plus Member
Services. ifi: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)
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th | Sutter Health Plus ol A] T} & A}ghol A FLEF
AL A5t A o]z ZAJ 3] ko A 91
1-855-830-3500)°ll 4 3}= o}ﬁloﬁ %*hoi L=

o,
o
>,
[o

% — =T M H
utter Health Plus 3] 41| 2~ 1-855-315-5800 (TTY
A Al Q.. (Korean)

9

TVIOCMO: mmemloaom‘;esuuuvu? T]‘)8U)‘)‘).)8‘)‘).)L)2C) n) Sutter Health P|US J.)l.a.) DD’)S‘)DQOE)S‘)D
?U)U')‘)l) DSD’)@‘)D’)DD h)OT)CS‘)E)f)ﬁ‘)l)‘)OQJDCUDb)‘)S‘)QS{)LO‘?D?UND‘?D@T)OOE) T]‘?iﬂ‘)DC')@‘_)T)‘)DE)O‘)U
QO@C@&O@UCS@@‘)UQD’T)D NLIPINOC TVOBOLINIV 299

Sutter Health Plus 18098¢2n 20 1-855-315-5800 (TTY 1-855-830-3500). (Laotian)

I a“raﬁff*‘arn?suaaﬂaéé‘?ﬁ&ﬁ? Sutter Health Plus (Aed 988 usH) afi 3 fig Uugds
<fg 3T Hee ad< Aaer J1 3H %HBWWE%%‘TWH&@@I HeS Hee sRt afgur a9 9
Sutter Health Plus Member Services g ' 1-855-315-5800 (TTY 1-855-830-3500) €3 % =131 (Punjabi)

BAXXHO: Bbl moxeTe 310 npountath? Ecnu HeT, Sutter Health Plus moxeTt npegoctasuts Bam koro-To,
KTO CMOXeT noMoydb Bam npoumTaTth a10. Bbl TaKKe MOXETe NoNy4YnTb 3TO B MMCbMEHHON hopMe Ha
cBoeM ga3blke. [na 6ecnnatHon noMoLum no3soHuTe B Cnyx0y noaaep>Kkn YneHos

Sutter Health Plus no tenecoHy 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 ba-
basa 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)

d1dgy: Aaarauaanuda'li dharuliaan Sutter Health Plus ahiinsalviaudinaiaqaaiulé uaninnil aaudas
isazasufiaviafiulusrsraasaalladnda vinagavArsainudiaudalag lifid 14
n30i111n5¥i1 Sutter Health Plus Member Services # 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi cé thé doc thong tin nay khong? Néu khong, Sutter Health Plus c6 thé yéu cau ai
do doc gitp cho qu. vi. Qu. vi ciing ¢6 thé nhan dwoc théng tin nay dudi dang van ban bang ngén ng
cla qu. vi. D& dwoc hd tro mién phi, vui ldbng goi cho ban Dich Vu Thanh Vién cta

Sutter Health Plus theo sb 1-855-315-5800 (TTY 1-855-830-3500). (Vietnamese)
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