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Benefic plan

Effective dace

Group na.

Class

Subgroup

Fax form to:
916.568.0334

2349 Gateway Oaks Drive
Suite 100
Sacramento, CA 95833

216.563.2250 or
" 888.563.2250

Visit our website for
more information at;
westernhealth.com

*Please sélect a:plan®
Premier 20
Advantage 70

1800 HSA

2800 HSA

WHA 24§ Enrall 01109

'Ehrollment/Cha.n‘geﬂ Form

arad

CALIFORNIA LAW PROHIBITS AN HIV TEST FROM BEING REQUIRED O USED BY HEALTH CARE SERVICE
PLANS AS A CONDITION OF OBTAINING HEALTH COYERAGE,

ENROLLMENT CHANGE
O New group -0 Open enrollment * o Rdd’jﬂer[;eh:de?t* .
O New hire — date of hire:’ - Oadd newbsrninewly.adapted child *
"0 Newly ellgfble —reason; ___. . e "XC;!:R::EW ¢ deperident : -

O'COBRA — cfféctlve date:.

Directlons: Complete entire form, Select a Primary Care
Physiclan {PCP) for yourself and each familly member from tha
Provider Directory {or onllne at westernhealth.com) by writing his/
her name and ID number in the appropriace areas heiow. if you da
not setect a PCF, ane will be assigned to you, Yellow highlightad
boxes are required fields and must be completed.

O Change of PCP (v‘vlii be affeceive ﬂﬁc of the morth fellowlng request)

# Dt of qualifylrig: evens (if outslde open enrollment);

Directions: Complece only che first sectlon of yellow highligheed
boxes {including your name, S5#, gander and date of birth) and any
sections applicable to the change you are making.

- Emiplsger - T T T
A to Association of Realtoxs
SECTION | — MEMBER INFORMATION = _:.Sdacr,gplen - 1{&55:_1_, T -
Employee name; Flrse -+~ . . 7| Last Mi
s - [Pttt © | cender oFe aremae:

RN Fip

_']’-‘h'ysical a.clld:re-ss:[r:e_qiﬂ.r'ed’)-' T

Malling address . Cley 5T Zip

Email address

Hoime pﬁoni; N .
;P(:'_:_P,narr;ei L B e :..Mr.e:drl‘g:_a]g-rbu_p_-_ S T e 3 L .
Raclal enticy White/Caucaslan T American Indjan/Alaskan Matve ~ O Aslan O Black/Adrican Ameriean

O Native HawalianfPacific slander 0 Other

Echnic Identity O Of Hispanle or Latino arigin

U Nat of Hispanic or Latina origin

Primary language spoken (U English O Spanish O Russlan O Chinese O Tagalag OVietnamese O Other -

Primary language wricten O &nglish QO Spanish O Russian O Ch‘inese O Tagalag OVietnamese [T Cther -
SECTIOIN H — DEPENDENT INFORMATION

BAdd  DRemove . - ,| O Spouse Q Domestic partnar SS_#- . AR L .

Name: First VLast B ] - -‘ B Ml

Date of birch ! Gender O Male Qfemale | PCP name

Existing patlenc of PCFI  Q'fes O No | Medlcal graup PCPID#

Racial identity O White/Caucasian O American IndianfAlaskan Native

0 Asizn
U Matlve Hawatlan/Pacific Islander O Other

O BlacksAfrican Amerlcan

Echnicidentity O3 Of Hispanic or Latino arigin B Nor of Hispanlc or Latina origin

Primary [anguage spoken OEnglish Oy Spanfsh QRusslan O Chinese 0 Tagzlog

OVietnamese O Other

Primary language written QOEnglish  YSpanfsh CiRusslan [l Chinese Tagalog O Vietnamese QO Other
CEAdd . | 9cChiid O Full-time student over the age of [9 e '
Q_DV‘RE"‘_"“E B QO Dlsabled (must meet ericeris and provide praaf of disabiliy) Rela:iqnshl; B i

Mame: Firse Last [l

Dare of birth I Gender O Male O Famale PCP mame

Existing patienc of PCP! O Yes QNo | Medical group PCP [D#

Racial idendty O White/Caucasian 0 American Indizn/Alaskan Natlve QO Aslan O Black/African Amerlcan

Q) Natlve Hawalian/Pacific Islandar Q Other :

Ethnlc identity 0 Of Hispanic ar Latino origin O Mot of Hispanic er Lating origin

Primary language spoken QEnglish  OSpanish QRussian 0 Chinese 0 Tagalog O Vietnamese O Other

Primary language written DO English Qi Spanish D RAussian O Chinese O Tagalog O Ylecnamese O Cther
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lé.mplnyee name . LT

a Add_ " {OChd  OFull-time student over the age of [9 55%: ) o

QRemove | O Disabled {must meet critara and provide proof of disablicy) Raktionzhip
Fax form to; Mame: First Last  ° MI
7i6.568.0234 Date of birth | Gender Qtsle UFemale | PCP name

. Exlsting patient of PCP? O Yes ONo | Medical graup PCP ID#

' 51:3:2 ?‘;;eway Oaks Drive Raclal identicy O ‘White/Caucaslan O Amarican Indian/Alaskan Naclve (0 Aslan 0 Biack/Afrlcan American
Sacramento, CA 95833 O Mativa Hawatian/Paciflc Islander O Other

Ethnic [dentity O Of Hispanle or Latine arigin 0 Not of Hispanic or Latina orlgin
916.563.2250 or Primarynlanguage spoken QO English Qi Spanish O Russian O Chinese O Tagalog O Vietnamese O Other
568.563.2250 Primary languaga written IjEngHsh O Spanish [ Russian O Chinese O Tagalog O Vietmamese . 0 Other
Visit our website for Use additianal Forms if necessary to provide information for all dependents,
more information at:
weasternhealth.com SECTION !l — OTHER HEALTH COVERAGE INFORMATION

Are any of the enrollees listed in Section [I eliglbie for Medicare!? 1f yes, you must complete this section
’ﬁ#ﬁe{s} 5["‘.&.?8%.- K G ) Heafil

.Name(.s) cf'l‘ﬁs:ured .

L e .. . A ‘Madizare Health lisyranee Clali Niimber (HIC#)
Checkll that apply: ‘Bl Age 65+ O Disabled. QLESRD (End Scage Renal Dlsease)’|~ =+ < :

Do any of the enrollees listed In Section || have other health coverage!? If yes, please complete this section.

Name(s} of insured Insurance company

O Primary
Subscriber of coverage Policy number Effective date Q Secandary
Name(s) of insured Insurance cormpany

O Primary
Subsciiber of coverage - Pallcy number Effective date O Secondary

SECTION IV — SIGNATURE REQUIRED
By signing below, | acknowledge that | have read, understand and 2

gree to the terms and arbitration agreement stated below, A
reproduction of this form shall be valid as an original, :

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

B. ARBITRATIOM AGREEMENT: | AGREE AND UNDERSTAND THAT ANY AND ALL DISFUTES BETWEEN MYSELE
{ENCLUDING ANY HEIRS OR ASSIG NS5} AND WESTERN HEALTH ADVANTAGE, INCLUPING 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), EXCEFT FOR SMALL CLAIMS COURT CASES AND CLAIMS SUBJECT TO ERISA,
SHALL BE DETERMINED BY SUBMISSION TO BINDING ARBITRATION. ANY SUCH DISPUTE WILL NOT BE
RESOLYED BY A LAWSUIT OR RESORT TG COURT PROCESS, EXCEPT AS CALIFORNIA LAY PROVIDES FOR
JUDICIAL REVIEW OF ARBITRATION PRGCEEDINGS. THE PARTIES, INCLUDING ANY HEIRS GOR ASSIGNS, TO
THIS ARBITRATION AGREEMENT ARE GIVING UP THEIR CONSTITUTIONAL RIGHT TO HAVE ANY SUCH

DISPUTE DECIDED IN A COURT OF LAW EEFORE A JURY, AND INSTEAD ARE ACCEPTING THE USE OF
BINDING ARBITRATION.

Employee signature: Date:

o the best of imy knowledge the Information cantalned herein Is true and eecurate, | hereby attest thac amployass and dependents submicced to WHA
for eoverage meet all eligihllity requirements set farth In the Group Service Agraement becwaen YYHA and the employer groug,

Employer signature: Date:
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