Individual and Family Plan
2025 Healthcare Coverage Application/Enrollment/Change Form

How to use this form:

You may use this form to apply for a Sutter Health Plan individual
and family plan or make changes to an existing policy. Do not use
this form to notify us of a termination.

Please note:

« If you are selecting the same plan for yourself, spouse/
domestic partner or dependent(s), please complete
one application.

- If your spouse/domestic partner or dependent(s) want a
different plan they must complete a separate application.

+ You and your dependents* (other than a dependent child)
must live or reside in the Sutter Health Plan licensed service
area to be eligible for coverage.

« If you or any dependent you're applying for are entitled to
Medicare Part A or are enrolled in Medicare Part B, that
applicant is not eligible to apply for new Sutter Health Plan
coverage; visit Medicare.gov to learn more about Medicare
plan options.

The Health Insurance Counseling & Advocacy Program (HICAP)
provides health insurance counseling to senior California
residents free of charge by calling 800-434-0222. You may

also contact your local HICAP for more information about
Medicare rights and benefits (see page 9 for contact information).

How to submit your application:

You must email, fax or mail your signed and completed form to
us. Missing information may delay processing your application.
Do not include payment with your application.

|;| EMAIL
shpifp@sutterhealth.org

‘. FAX

916-736-5090

MAIL

Sutter Health Plan

P.0O. Box 160345
Sacramento, CA 95816

K

* A dependent may be:

+ Your spouse.
+ Child of a subscriber or spouse.
-+ Parent or stepparent of a subscriber who meets the definition of a qualifying

relative under section 152(d) of Title 26 of the United States Code.
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How to submit your first month’s
premium payment:
If you are applying for coverage as a new policyholder, or on

behalf of a new policyholder, please make your first month'’s
premium payment online or by check.

;l ONLINE
Pay your first month’'s premium through the
Sutter Health Plan Online Payment Center:

sutterhealthplan.org/binderpayment

= CHECK
Complete the Remittance Slip on page 10 and make your
check payable to Sutter Health Plan.

Mail your first month’s premium and completed
Remittance Slip to:

Sutter Health Plan
P.O. Box 278136
Sacramento, CA 95827-8136

Do not include your application with your payment; it
may delay processing your application.

Important Note

The Affordable Care Act (ACA) requires Sutter Health Plan

to collect the Social Security numbers (SSNs) for all enrolled
members. We are 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. We will not use or share your SSN other
than as required by law. Please be sure to include all SSNs
where requested.

Language Assistance

If you have questions about completing this application, please
contact Sutter Health Plan Customer Service at 855-315-5800
(TTY 855-830-3500), Monday through Friday, from 8 a.m. to

7 p.m. We provide translation services and other language
assistance services to you free of charge. If you are working
with a broker, you may also call them for assistance. If a broker
helped you read and complete this application, they must sign
the application (see Section H).

r%: Sutter Health Plan


http://Medicare.gov
mailto:shpifp@sutterhealth.org
http://sutterhealthplan.org/binderpayment

Section A — Enrollment

Is the applicant an existing or former Sutter Health Plan member? [ ]Yes [ ]No

If Yes, please include your Member ID here

Enrollment Period Enroliment or Change Type
[] Annual Open Enroliment Period [[] New Enroliment
] Special Enrollment Period |:| Existing Subscriber
Qualifying EventDate Change Plan
Please complete the Attestation Form for Qualifying Events for Add Dependent(s)

Special Enrollment included.

|:| Contact Information Change Only Requested Effective Date

Name Change
Address Change
Phone Number Change

Section A1 - Plan Details and Account Information

Select the plan you would like

[] (2025) Platinum MI01 HMO* [ ] (2025) Gold MI02 HMO* [ ] (2025) Silver MIO3 HMO* [ _](2025) Bronze MI04 HMO*

Sections to Complete

If you are applying for coverage for:
+ Yourself only (subscriber), complete Section B (and Section E if applicable).
+ Child only, complete Sections B, D and E.
If you are applying for any other coverage, complete Sections B and C (and Section D if applicable).
If you are updating or changing name, address or phone, complete Section B for subscriber (and Section C for dependents if information
is different from subscriber).

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.

* All Sutter Health Plan plans prescription drug coverage is, on average, expected to equal or exceed the standard Medicare Part D benefit value. This is considered
creditable coverage. Since this coverage is creditable, Medicare-eligible individuals do not have to enroll in a Medicare prescription drug plan while they maintain
this coverage. Be aware, however, that if the individual has a subsequent break in this coverage of 63 days or longer any time after they were first eligible to enroll in
a Medicare prescription drug plan, the individual could be subject to a late enrollment penalty in addition to the Medicare Part D premium.
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Section B — Subscriber Information

Last Name First Name Mi
Gender Date of Birth (Required) Social Security Number (Required)  Email (Required)

v OF Ouv

Residential Address City State  ZIP
Home Phone Mobile Phone Work Phone

Mailing Address (P.O. Box accepted) [ same as residential City State ZIP
Previous Name (If any) Primary Spoken Language

Is the subscriber purchasing this plan using a health reimbursement arrangement (HRA)? |:|Yes |:|No

If yes, please select what type:
Individual Coverage Health Reimbursement Arrangement (ICHRA)
Qualified Small Employer Health Reimbursement Arrangement (QSEHRA)

With an ICHRA or QSEHRA, your employer funds an account that helps you pay your monthly premiums and out-of-pocket costs for your plan as an
alternative to traditional group health insurance.

Please note that using your employer's HRA to cover these costs will not affect your eligibility for a Sutter Health Plan individual and family plan.

PCP Information — You need to select a 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 Customer Service at 855-315-5800 (TTY 855-830-3500) or
on the Member Portal. To find a PCP, please visit sutterhealthplan.org/providersearch.

] 1 would like to select my PCP |:| I would 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
[] Spouse Last Name First Name M
Domestic f :
Partner
Gender Date of Birth (Required) Social Security Number (Required) ~ Email
OmOF du | |
Residential Address City State  ZIP
Mailing Address (P.O. Box accepted) [Jsame as residential City State  ZIP
|:| I would 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 One Add to my plan

[] child Last Name First Name M
Parent/ : 5 5
O Stepparent
Gender Date of Birth (Required) Social Security Number (Required)  Email
Cm OF Ou
Residential Address [[]same as subscriber City State  ZIP
Mailing Address (P.O. Box accepted) [[] Same as residential City State  ZIP
[] 1 would like to select a PCP [] 1 would 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 Continued

Section C3 — Dependent Two Add to my plan
[] Child Last Name First Name M
Parent/ : 5 5
[ Stepparent
Gender Date of Birth (Required) Social Security Number (Required) ~ Email
CIm CF Cu f f
Residential Address  [] Same as subscriber 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 Three Add to my plan
[ child Last Name First Name M
Parent/ : 5 5
O Stepparent
Gender Date of Birth (Required) Social Security Number (Required) ~ Email Address
Om OF COu
Residential Address [[] Same as subscriber City State  ZIP
Mailing Address (P.O. Box accepted) [[] Same as residential  City State ZIP
[] 1 would like to select a PCP [] 1 would 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 D - Financially Responsible Party for Applicant to be Covered (for child only or court ordered coverage obligations)

If the financially responsible party is someone other than the applicant, please complete the information below.

Last Name First Name

Email (Required) Home Phone Mobile Phone Work Phone

Section E — Parent or Legal Guardian (if the primary applicant is a child under 18)

Parent or Legal Guardian #1 [[] Same as financially responsible party
Last Name First Name

Email (Required) Home Phone Mobile Phone Work Phone

Parent or Legal Guardian #2

Last Name First Name

Email (Required) Home Phone Mobile Phone Work Phone

Section F — Premium Payment Information and Effective Date

Section F1 - First Month's Premium Payment

To avoid any delay in coverage, we will begin processing your enrollment as soon as we receive your completed application. Please make
your first month's premium payment online or by check when submitting your completed application. If we do not receive your first month's
premium payment within 45 days of your application's postmark date, your application for coverage will be considered void. We will notify
you of your effective date in your acceptance letter. If you have questions regarding your enrollment status, please contact your broker or
Sutter Health Plan Customer Service at 855-315-5800 (TTY 855-830-3500), Monday through Friday, from 8 a.m.to 7 p.m.

ONLINE
I;I Pay your first month's premium through the Sutter Health Plan Online Payment center:

sutterhealthplan.org/binderpayment

CHECK
= Make your check payable to Sutter Health Plan. Please use the Remittance Slip on page 10 and send your initial premium payment to:
Sutter Health Plan
P.0. Box 278136
Sacramento, CA 95827-8136

"Unknown/Undeclared/Nonbinary
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Section F - Premium Payment Information and Effective Date Continued

Section F2 — Subsequent Premium Payments

To ensure we promptly process and post payments to your account, please mail premium checks to the following address:

Sutter Health Plan
P.0O.Box 278136
Sacramento, CA 95827-8136

Please include the subscriber identification number in the memo line of your check.

You also have the choice to pay your premium online once you have created your Sutter Health Plan Member Portal account. For more
information, please call Sutter Health Plan Customer Service at 855-315-5800 (TTY 855-830-3500).

Section F3 — New Dependent Effective Date Notification

If you and your dependents are enrolling together, the effective date for the primary applicant (subscriber) will also apply to all dependents.

A newborn child is automatically covered from the moment of birth for 30 days following birth. The child must be enrolled within 60

days after birth for membership to become effective and continue coverage beyond the first 30 days after birth. A newly adopted child's
(including a child placed with you for adoption) membership will begin on the date when the adopting parent gains the legal right to control
the child's healthcare. Please reference the Indvidual and Family Plan Membership Agreement and Evidence of Coverage and Disclosure
Form (EOC) for more information on enrolling a newborn or adopted child.

Section G — Other Coverage Information

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

|:| Yes |:| No (If you check yes, Sutter Health Plan will send you a Coordination of Benefits Form to complete and return.)

Section H — Agent, Broker or Representative Information

For applicants using an insurance agent, broker, or representative

A 3% commission will be paid to the agent or agency on a monthly basis for which the coverage is effective and premium has been
received. Premiums are the same whether or not you use an agent, broker, or other representative.

Agent, Broker, or Representative Name

"Unknown/Undeclared/Nonbinary
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Section H — Agent, Broker or Representative Information Continued

Section H1 — To be completed by your agent, broker or representative after completion of this application.

If you have assisted the applicant in submitting the application, the law requires that you attest to this assistance. If, in making this
attestation, you state as true any material fact you know to be false, you will be subject to a civil penalty of up to ten thousand dollars
(870,000), as authorized under California Health and Safety Code section 1389.81 or Insurance Code section 10119.3, in addition to any
other applicable penalties or remedies available under current law.

| assisted the applicant in submitting this application. To the best of my knowledge, the information on this application is complete and
accurate. | explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information, and the

applicant understood the explanation.

Agent, Broker or Representative Signature

Last Name

Date

First Name MI

Mailing Address

City

County State ZIP

Phone Fax

Email

Agency Name

Agent License Number SHP ID Number
C_

M-MK-25-007R
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Section | — Member Agreement (Please read the following information carefully.)

This application is part of the Individual and Family Plan Membership Agreement and EOC. By signing this form, you are accepting
the terms, conditions, and provisions contained in this form and the Individual and Family Plan Membership Agreement and

EOQC. You have the right to read the Individual and Family Plan Membership Agreement and EOC before applying for coverage or
enrolling in Sutter Health Plan. To obtain a copy, contact your broker or call Sutter Health Plan Customer Service at 855-315-5800
(TTY 855-830-3500).

Agreement to be Bound

| declare that | have read this application, the answers provided, and the documents enclosed. | have had an opportunity to review the
Individual and Family Plan Membership Agreement and EQC (Agreement) and by signing this document accept all terms and rates and
conditions set forth in the Agreement. | certify that the information provided with this application is true, complete and correct to the best
of my knowledge.

If this application is accepted by the health plan, then my signature will result in a binding contract with the healthcare coverage, terms and
conditions set forth in the Individual and Family Plan Subscriber Contract and EOC.

Authorization to Release Information

| authorize Sutter Health Plan to disclose to my Sutter Health Plan broker or agent the status of my application for coverage, as well
as that of any Applicant on whose behalf | am executing this authorization, including whether an application was received, accepted,
or rejected; if accepted, the effective date of coverage; and information regarding the status of bills and payments for amounts

due for coverage.

Third-Party Recovery
| understand that by signing below | am agreeing to grant a lien on third-party recoveries. For more information please refer to the section
entitled Third-Party Responsibility — Subrogation in the Individual and Family Plan Subscriber Contract and EOC.

Binding Arbitration

Sutter Health Plan 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 Plan uses binding arbitration as the final method for
resolving all such disputes.

As a condition of your membership in Sutter Health Plan, you agree that any and all disputes between yourself (including any heirs or
assigns) and Sutter Health Plan, 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 Plan, 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 Individual and Family Plan Subscriber Contract and EOC.

Applicant/Financially Responsible Party Date
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Alameda

333 Hegenberger Rd., Ste. 850
Oakland, CA 94621
570-839-0393

Contra Costa

400 Ellinwood Way
Pleasant Hill, CA 94523
800- 510-2020

El Dorado

505 12th St.
Sacramento, CA 95814
916-376-8915

Nevada

505 12th St.
Sacramento, CA 95814
916-376-8915

Placer

505 12th St.
Sacramento, CA 95814
916-376-8915

Sacramento

505 12th St.
Sacramento, CA 95814
916-376-8915

M-MK-25-007R

HICAP Contact Information by County

San Francisco

601 Jackson St., 2nd Floor
San Francisco, CA 94133
415-677-7520

San Joaquin

505 12th St.
Sacramento, CA 95814
916-376-8915

San Mateo

1710 S. Amphlett Blvd., Ste. 100
San Mateo, CA 94402
650-627-9350

Santa Clara

3100 De La Cruz Blvd., Ste. 310
Santa Clara, CA 95054
408-350-3200, option 2

Santa Cruz

1777 A Capitola Rd.
Santa Cruz, CA 95062
831-462-5510

2025 Healthcare Coverage Application/Enrollment/Change Form Page 10 of 13

Solano

1129 Industrial Ave,, Ste. 201

Petaluma, CA 94954
707-526-4108

Sonoma

1129 Industrial Ave., Ste. 201

Petaluma, CA 94954
707-526-4108

Stanislaus

3500 Coffee Rd., Ste. 19
Modesto, CA 95355
209-558-4540

Sutter

505 12th St.
Sacramento, CA 95814
916-376-8915

Yolo

505 12th St.
Sacramento, CA 95814
916-376-8915



Remittance Slip rea Sutter Health Plan

Effective Date

Subscriber Name

Social Security Number (last four digits only)

Phone
Email $
Amount Paid
Address Please remit check payable to

Sutter Health Plan:

Sutter Health Plan
PO. Box 278136
Sacramento, CA 95827-8136
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Attestation Form
Qualifying Events for Special Enrollment

You may enroll or change your coverage outside of the annual enrollment period if you meet one of the requirements for a qualifying event.
To be considered eligible in most cases, your application for coverage due to a qualifying event must occur within 60 days of the qualifying
event. An eligible individual or dependent who experiences a loss of minimum essential coverage has 60 days prior to and 60 days
following the loss of coverage to enroll. Unless otherwise indicated, coverage will become effective the first day of the month following
receipt of the application.

The monthly premium rate is determined based on the member’s age as of the coverage effective date. It's important to note individual
and family plans follow a calendar year cycle and will renew on January 1 of the following year, regardless of the initial effective date. When
coverage renews, the renewal rate is based on the member’s age as of January 1 of the new plan year.

Instructions: Select the applicable qualifying/triggering event below and complete the qualifying event details section. Be sure to sign and
date the attestation and submit this form along with your Healthcare Coverage Application/Enrolliment/Change Form and first month's
premium (if applicable).

Qualifying/Triggering Events

Loss of minimum essential healthcare coverage due to a reason that is not your fault. For example:

- Changes in employer-sponsored coverage, such as termination of employment, reduction in work hours, changes in
employer premium contribution, or exhaustion of COBRA benefits
I:l - The death of the individual responsible for coverage
+ Changes in dependent status
- Termination of government-sponsored coverage, such as Medi-Cal
- Nonpayment of premium by a financially interested third-party entity
Coverage will be effective on the first day of the month following either the date other coverage ends or the date Sutter Health Plan

receives the application, whichever is later. Loss of coverage due to voluntary termination, failure to pay premiums and rescission
do not qualify as triggering events.

Gain or become a dependent due to marriage or domestic partnership.

Gain a dependent parent or stepparent pursuant to California Health & Safety Code Section 1374.1.

Gain or become a dependent due to birth, adoption, placement for adoption, or placement in foster care. Coverage will be effective
on the date of the event unless you request a later effective date.

Court order to provide coverage. Coverage will be effective on the date the court order is effective unless you request a later
effective date.

O OO

You are receiving services for one of the following conditions from a contracting provider that is no longer participating in the
health benefit plan:

|:| - Acute condition + Serious chronic condition
+ Terminal illness + Authorized surgery or procedure
- Pregnancy + Care of a newborn child between birth and age 36 months

Permanent relocation into a Sutter Health Plan service area.

Return from active duty service in the U.S. military reserve forces or the California National Guard.

Divorce, legal separation, or dissolution of domestic partnership.

OO oo

Death of a dependent.
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Qualifying/Triggering Events Cont.

Change in eligibility for federal financial assistance through Covered California, including if your employer is changing or
discontinuing your current coverage options.

Released from incarceration.

Health coverage issuer substantially violated a material provision of the health coverage contract.

Did not enroll in health coverage during the previous annual enrollment period because you were misinformed that you were
covered under minimum essential coverage.

Enrollment or non-enroliment in health coverage was unintentional, inadvertent, or erroneous due to the error, misrepresentation,
misconduct, or inaction of a Covered California employee, agent, or other entity providing enroliment assistance or conducting
enrollment activities.

Victims of domestic abuse or spousal abandonment, including a dependent or unmarried victim within a household, who are
currently enrolled in minimum essential coverage and seek to apply for coverage apart from the perpetrator of the abuse or
abandonment. Dependents of a victim of domestic abuse or spousal abandonment, on the same application as the victim, may
enroll in coverage at the same time as the victim.

[]

Applied for Medi-Cal coverage, either through Covered California or a local county human services agency, and was determined
ineligible after open enrollment ended after a qualifying event.

[]

You (or a dependent) newly gains access to, or are being provided a Health Reimbursement Arrangement Integrated Individual
Health Insurance Coverage or Qualified Small Employer Health Reimbursement Arrangement.

Qualifying Event Details

Date of Qualifying Event

Individual(s) that experienced the Qualifying Event

Requested Effective Date

| hereby attest that | and/or my dependent(s) have experienced a qualifying event to be eligible for a special enrollment period. By signing
this attestation, | certify that the information provided above is true, complete and accurate to the best of my knowledge.

Applicant / Financially Responsible Party Date

Email, fax or mail your materials to:

Email: shpifp@sutterhealth.org
Fax: 916-736-5090

Sutter Health Plan
P.O. Box 160345
Sacramento, CA 95816

sutterhealthplan.org

M-MK-25-007R
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r%‘ Sutter Health Plan

Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plan 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 Plan Customer Service at 855-315-5800 (TTY 855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plan puede proporcionarle a
alguien que lo ayude a leerlo. También puede obtener este documento en su idioma. Llame al
Servicio de Atencion al Cliente de Sutter Health Plan al 855-315-5800 (TTY 855-830-3500).
(Spanish)

%%%IE RERIREIZ S NSNS 2 AIER A BERRE > Sutter Health Plan = TU@:HF}\ EEBhE
RE © “”LT EMDESELEHRES mENEL NS - AT REED) - 5525 Sutter Health Plan
%}EH& el EEEESERE  855-315-5800 (TTY 855-830—3500) > (Chinese)

Sl (addy G‘h ol Sutter Health Plan adas) u&u ey e 1508 oK Al 13 9138 3ol 8 ol gatay Ja 1dkes AaaDla
L Jlat¥l s ) dalie saclus e Jgaall liady 4 o 4 daid Wlay g 35 KAl (e sSs 38 SlliS el g3 e
33 oo AUl lady i) 855-315-5800 il le Sutter Health Plan daad axldll ¢l

(Arabic) .(855-830-3500 [TTY]

HUCEIN, E. Gupnn tip uw Jupnuy: Gt ny, Sutter Health Plan-p Jupnn L mpudwnpl) dtyht,
ny Joqhh Qtq upnuy wyl: dnip Jyupnnuibiwp e unwbug wyl gpud Qtip jeqyny: Woawn
oglnipyul hwdwp qubquhwptp Sutter Health Plan-h <wwhunpnitph uvyyuuwpydwb pudhtc
855-315-5800 (TTY 855-830-3500) htinwjunuwhwdwpny: (Armenian)

NS ISHAIMNGHSINGIS? 10MNSTSNGIS Sutter Health Plan MG B[S SWUHMISO
S9 GES/UINIIUNMENGS SN SRS MNNS NI IURITHARRTEN e uR St
INWSSASIY UEUsIMSIAIunHSENS Sutter Health Plan sn91U8 855-315-5800

(TTY 855-830-3500)% (Cambodian)

Ol [ 0T B35 SGS (63,8 31 Wlsis Sutter Health Plan «islgs o )31 Suslgse 1) Cllas epl uslsics LT tege 4SS
OLze Oleds b lala) «OKl) yguo 4 SeS cdlys Sly .31 3929 lads Ob) 4 Cllae gl dbys Ol (rizeed . ilgsu
(Farsi) . ool 855-315-5800 (TTY 855-830-3500) il o)l 32,0 31 Sutter Health Plan

FAGcAqUT: FAT 3T 38 UG Hha/dr §2 AG 8T, af HIX go¥ oIl (Sutter Health Plan) 38
ool H Rl & MU TRIAT Hal ohdl gl 3T 39 39T AT & ) for@ar gwarar g1

fa1:q[esh T & foIU, FUAT Sutter Health Plan Tgs FaT HT 855-315-5800
(TTY 855-830-3500) W el Y| (Hindi)

TSEEM CEEB: Koj puas tuaj yeem nyeem ghov no tau? Yog tias tsis tau, Sutter Health Plan
tuaj yeem kom ib tus neeg pab koj nyeem nws. Tsis tas li ntawd, tej zaum koj kuj tseem tuaj
yeem tau txais ghov no sau ua koj hom lus thiab. Yog xav tau kev pab dawb, thov hu rau
Sutter Health Plan Lub Chaw Pab Cuam Qhua ntawm 855-315-5800 (TTY 855-830-3500).
(Hmong)
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FHE, CHb6DUFENHDETN? MODAHELOVEEXE. v R — ANV R T T VR
DEBTEZBTE2AKy 75 FRLET., /0. CNEHAETCELTESL I ELTE S
T, RO R— e TR ICE. FHiE 855-315-5800 (TTY 855-830-3500) .
Py R— NWR T Ty HARv— H—ERATHEL L 23 0, (Japanese)

ol= 4%, Sutter Health Plan 2
LICt ESH O] L& 2 AH2lO|
= oHIE 25 S0 =22 HoAlzH
Sutter Health Plan 1128 MH[A0]| H3HE S A| 2. T3} 855-315-5800 (TTY 855-830-3500).
(Korean)

S96D: vazvuvoézv§909u§2667 1§90l Sutter Health Plan 59090 Wi ugoeuians
£0090D. LENIND, YISYI0arzILI02TTE VCTLWIZIZEWILIS. MINEINILNIL
éoec@aioséﬁm?ﬁéw, NIQVNVBIIBOINIVYINEIZ99

Sutter Health Plan tcO 855-315-5800 (TTY 855-830-3500). (Laotian)

HJF2Yds: off 3H fer & ug He J2 1 &dl, 31 Fed I%E UBTS (Sutter Health Plan) feA § Uga
39 33t vee 93 Harer J1 3 fer @ iyt 3T 29 < fsye HaR J1 faat 31913 © Hee B,
fIdUT I9d Hed I8E UBTE € IMdd AT § 855-315-5800 (TTY 855-830-3500) '3 1% |
(Punjabi)

BAXHO. Bbl MoxeTe aTo npoumnTath? Ecnu HeT, Sutter Health Plan moxxeT npegoctaButh Bam
TOro, KTO CMOXET MOMOYb BaM NPoYmTaTh 3T0. Bbl TaK>Ke MOXKETe NONYYUTb 3TOT ALOKYMEHT B
nMcbMeHHOM popMe Ha CBOEM A3biKe. [1nAa 6ecnnaTHOM NOMOLLM MO3BOHUTE B OTAEN
obcnyxxueaHus knneHTos Sutter Health Plan no tenedony 855-315-5800 (TTY 855-830-3500).
(Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plan ng
taong makakatulong sa iyo na basahin ito. Maaari mo ring hilingin na ipasulat ito sa iyong
wika. Para sa walang bayad na tulong, mangyaring tumawag sa Sutter Health Plan Customer
Service sa 855-315-5800 (TTY 855-830-3500). (Tagalog)

wNneme): Aruaudanntaanvall drunnauaiuliasn Sutter Health Plan anunsnliaunidoeru
auls wanannil Arudsarunsnraiuamiiunimnaesgulaansan wnauRaINIsAINTItiAalat
TddA 1441 ngounsiasie Sutter Health Plan Customer Service 1691 855-315-5800

(TTY 855-830-3500) (Thai)

QUAN TRONG: Quy vij c6 thé doc théng tin nay khéng? Néu khdng, Sutter Health Plan c6 thé
yéu cau ai do6 doc gitip cho quy vi. Quy vi cling cé thé nhan dugc théng tin nay dwéi dang van
ban bang ngdn ng cta quy vi. D& dwoc hd tro mién phi, vui ldng goi cho ban Dich Vu Khéach
Hang cda Sutter Health Plan theo s 855-315-5800 (TTY 855-830-3500). (Vietnamese)
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