Small Group Plan
2025 Employee Enroliment/Change Form

How to use this form:

You may use this form to enroll in coverage with Sutter Health 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 Plan.

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

How to submit your application:
For Sutter Health Plan 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
shpserviceteam@sutterhealth.org 916-736-5426
Important Note

The Affordable Care Act (ACA) requires Sutter Health Plan to collect the Social Security numbers (SSNs) for all enrolled members.
Sutter Health Plan 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 Plan will not use or share your SSN other than as
required by law. Please be sure to include all SSNs where requested.

Employer Group Name Sutter Health Plan Account Number Effective Date

Subaccount Name and Group Number (If applicable)

_ . Change — Complete the required information in
Enrollment — Please complete entire form. e e ) ) (el

Reason For Request: Member ID (For changes)

[] Annual Open Enroliment ["] Plan Change**

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

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

[C] COBRA - Effective Date . [] Remove Dependent*** — Effective Date
[] cal-COBRA* - Effective Date [] 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 Change
important information regarding healthcare coverage options From Subaccount ID To Subaccount ID
and rates.

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

*** Please complete section C

%4 Sutter Health Plan
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Section A — Benefit Plan Selection

STANDARD PLANS
Section A1 — HMO Standard Plan Selection

Platinum Gold Silver Bronze
[] Ms78 HMO [] sD22 HDHP HMO [] sb21 HDHP HMO ["] SD13 HDHP HMO
[] ms90 HMO [] Ms72 HMO [] Ms94 HMO [] MS39 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
[] MP78 HMO [[] sP22 HDHP HMO [] sP21 HDHP HMO [] SP13 HDHP HMO
[] MP90 HMO [] MP72 HMO [] MP94 HMO ] MP39 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 enroliment or special enrollment 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 Plan small group plans. Please refer to your EOC for coverage information.

Section B - Employee Information

Last Name First Name Mi
Gender Date of Birth (Required) Social Security Number (Required) Member ID Number
Cim [F O i i

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

Mailing Address (P.0. 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 Customer Service at
855-315-5800 (TTY 855-830-3500) or on the Member Portal. To find a PCP, please visit sutterhealthplan.org/providersearch.

[] 1would like to select my PCP [ 1would like a PCP assigned

VPCP First Name VPCP Last Name
:Provider ID# Current Patient?
P

Yes No

TUnknown/Undeclared/Nonbinary
M-MK-24-142R
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Section C — Dependent Information

Section C1 — Spouse/Domestic Partner [] Add to my plan [] rRemove from my plan
[spouse  LastName First Name M
[[] pomestic f f
Partner
Gender Date of Birth (Required)  Social Security Number (Required) Email Address
Cm OJF Ouw
Residential Address City State ZIP
Mailing Address (P.0. Box accepted) [[]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 OF Ouw ?
Residential Address City State  ZIP
Mailing Address (P.0. Box accepted) [] Same as residential City State ZIP
[C] 1 would like to select a 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 Cont.

Section C3 — Dependent [] Add to my plan [C] Remove from my plan
Last Name First Name Mi
Gender Date of Birth (Required) ~ Social Security Number (Required) Email Address
Cm OF Ouw
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
COm OJF Odu ?
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

"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 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 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 Plan. 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 Plan with those of other carriers. To obtain a copy, contact your employer or call Sutter Health Plan
Customer Service 855-315-5800 (TTY 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 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 Group Subscriber Contract and EOC.

Employee Signature Date
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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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