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Advantage 70

1800 HSA--

2800 HSA

WiHA 21§ Enroll 01109

"Enrollment/ Cha.n'gé' Form -

CALIFORNIA LAW PROHIEITS AN HIV TEST FROM BEING REQUIRED OR USED BY HEALTH CARE SERYICE
PLANS AS A CONDITION OF OBTAINING HEALTH COYERAGE,

ENROLLMENT CHANGE
0 Mew group * . O Open enrelimeit - - El.ﬂ'{dﬂ"’der[;en"den:* .
O Mew hire — date of hire:’ . . — i 0O Add ngwbo‘rnfneﬁlzt_adofged child ¥

-8 Newly eligible — reason: ____

i “G_Rf_e'mové_dépeqd:e_'m-,-—E,[fec,tive:

O'COBRA — effacive dacé: _
Directions: Complete entre form, Select a Primary Care
Physlclan {PCF) for yourself and aach famlly member from the
Frovider Directory {or online at westernhealth.com) by writing hls/

O Change of PCP (will be effactiviefirst of the month following requesc)

# Date df-quqlit’).:lﬁ'g-_eyeri: {If autstde open eprollment);

her name and ID number In che appropriate areas below. If you do Birections: Camplete only che first section of yellow highlighted
niot select a PCF, one will be assigned o you, Yellow highlighted baxes {including your name, 54, gender and date of birth) and any
boxes are raquired fields and must be completed. sections applicable to the changa you zre making.
. émplt;yer- S B L.
SECTION | — MEMBER jNFORMATION Placer County.Assogidtion of Realtors
Employes name: Firse, - L S Y Last A : P : Thi

S5 . Co Co : " Da_;a-dﬁhlrt.h..- 0 Femite -
,;F!hys'[“[ :;f:id:reés:(fgqui.red'i' K ST -'7Zi'|; =
Malling address | Cley ST Zip

Emall address

Home phone { - | ng:kphone_(_ )

_PCP. n_am-E

;_M.evdt_ca] group -

Raclal identiey O 'Whice/Caucestan (O American Indian/Alaskan Mative ~ 01 Asfan Q Black/African American
Q Mative Rawallan/Paclfic Isknder Q Qther

Ethnle Identity 0 Of Hispanlc or Latina origin O Net of Hispanlc ar Latlne otglh

Primary language spolten QEnglish  OSpanlsh O Russlan QY Chinese [ Tagalog O Vietnamese O Other

Primary language written OEnglish O Spanish QO Russian O Chinese O Tagalog OVietnamese [0 Ocher

e ———

SECTI OIN Il — DEPENDENT INFORMATION

O Add _l.'_.I'F.a_m.r.we_' R I QO Spouse 0 Domestic partner |5 B e e .
MName: Flrse Last - V - V V\ - i"iir
Date of birth I Gender OMale OFemale | PCPname

Existing pacencof PCP!  OYes O No ’ Medical group PGP 1D#

Raclel identity O 'Whice/Caucasian O American IndianfAlaskan Native 0O Asian 0 Black/Afrlcan American

0 Mative Hawallan/Pacific Islander O Other

thntcidenticy 0 Of Hispanle or Ladhno arigh LI Mat of Hispanic or Latino origin

Primary language spoken O English O Spanish 0 Russian (3 Chinese Q Tagalog Q Vietnamese O Other

Prinmary language weritcen O Engitsh O Spanish O Russtan £ Chinese O Tagalog Q Vietnamese L[] Other

OAdd . ‘[ QChid O Full-tme student aver the age of 19 ] ‘ )
‘.VEI‘._RE’“"'-'VE - 7| O Disabled (must mest criteria and pravida graaf of disabiliey) Eelatiqnshl.p B ] ] ]

Mama: First Last Ml

Dare of birch l Gender T Male Q Fernale FCP nama

Existing patient of PCP? £ Yes O No ] Medical group PCP ID#

Raclabidentity  OWhite/Caucasian QO American Indian/Alaskan Native 0 Aslan

Q1 Black/Afrlcan American
Q Narlye Hawalian/Pacific Ishnder O Other ’

Ethnic identity 0 Of Hispanlc or Latine origin 0 Nat of Hispanic or Lakino origin

Primary language spcken QiEnglish Qi Spanish O Russian [ Chinese O Tagalog O Vietnamese 0 Other

0O Other

Primary language wricren O English O Spanish Q0 Ausslan O Chinese O Tagalog Q) Vietnamese

Page [ of2



J mmaran -

Enrollment/Change Form
iy ¢ ~aeh 2O
“m"% _:!-.Imph?yeena_rpe s, L T B
DAdd_ QO Child  QFull-time ttudent aver the age of [9 SS# i o
QRemove | 0 Disabled (musc meet criteriz and provide proof of disabliicy) Relationship
Fax form to: Name! Flrst Last ’ M}
I 716.568.0334 Date of birth l Gender QMale OFemale PCP name
E Existing patient of PCP?  Q'Yes O Mo | Medlcal group PCP ID#
: ) iz:: ?;;eway Oaks Drive Racial identity  [3'White/Caucasian U Amerlean Indian/Alaskan Native O Aslan 0O Black/Afrlcan Amerlcan
. Sacramento, CA 95833 O Mative Hawallan/Pacific slander Q Other
. Ethnic identity O OF-Hlispanlc or Latino erigin Q Mot of Hispanlc or Latino arlgin
'l: 916.563.2250 or Prlmary‘languaga spaken O English O Spanish O Russlan O Chinese O Tagalog 0 Vietnamese 0 Other
' 888.563.2250

Primary lapguage writtan EiEngIIsh QO Spanish ORussfan O Chinese 0 Tagalog O Vietnamese . 0O Other

Visit our website for Use additional forms if necessary to provide information for all dependents,
more information at;
westernhealth.com SECTION 1l — OTHER HEALTH COVERAGE INFORMATION

1
3
4
3

Are any of the enrollees listed In Section Il eligible for Medicare! If yes, you must complete this section,

:Name(s) 'c;_f_in_sured; N

" Checl l charapply:

ihelfsir

Name(s);af'fﬁ§Lired ; - L R

ca!;.e He.a_lﬂ-iflrisr._l:r:'af\ce'-_c 0 NLithe%’(!;—ll-Gii:!)

Check all'that apply: ‘Tage 85+ ODissbled. QESRD (End Stage Renal Diszase) | -

Do any of the enrollees listed in Section Il have other health coverage? If yes, please complete this se¢tion,

Mame{s} of insured Insurance company

QO Primary
Subscriber of coverage Palicy number Effectve dace [ Secondary
Name(s) of Insured Insurance company

Q Primary
Subscriber of coverage - | Policy number Effective date 0 Secandary

SECTION IV — SIGNATURE REQUIRED

By signing below, | 2cknowledge that | have read, understand and &
4 reproduction of this form shall be valid as an original,

A,

gree to the terms and arbitration agreement stated below, A

On behalf of myself and my eligible Dependents, | hereby apply for health care services coverage offered by Western Health
Advantage (WHA) through my Employer, and agree to be bound by the WHA Group Service Agreement, Evidence of
Coverage and Disclosure Form, and this Enrallment/Change Form.

B. ARBITRATION AGREEMENT: | AGREE AND UNDERSTAND THAT ANY AND ALL DISPUTES BETWEEN MYSELF
{INCLUDING ANY HEIRS OR ASSIGNS) AND WESTERN HEALTH ADVANTAGE, INCLUDING CLAIMS OF
MEDICAL MALPRACTICE (THAT IS AS TO WHETHER ANY MEDICAL SERVICES RENDERED UNDER THE
HEALTH PLAN WERE UNNECESSARY OR UNAUTHORIZED QR WERE IMPROPERLY, NEGLIGENTLY OR
INCOMPETENTLY RENDERED), EXCEPT FOR SMALL CLAIMS COURT CASES AND CLAIMS SUBJECT TO ERISA,
SHALL BE DETERMINED BY SUBMISSION TO BINDING ARB ITRATION. ANY SUCH DISPUTE WILL NOT BE
RESOLYED BY A LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS CALIFORMNIA LAW PROVIDES FOR
JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS, THE PARTIES, INCLUDING ANY HEIRS OR ASSIGNS, TO
THIS ARBITRATION 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.

Employee signature: Date:

To the best of my knowledge the Informatian contained hereln Is true and accurage,

[hereby attest that einployees and dependents submitred to WHA,
for coverage meet all eligibii

ity requirsments sec foreh in the Group Service Agreement between YWHA and the employer group.

Employer signature:

Date:
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