\.II l D Primary Applicant:
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' I I . EI Add Dependent  VHP ID No.
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INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

English
ATTENTION: If you speak another language, language assistance services, free of charge, are
available to you. Call 1.888.421.8444 (California Relay Service (CRS) 711).

Espaiiol nish
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1.888.421.8444 (California Relay Service (CRS) 711).

CHU Y: Neéu ban ndéi Tiéng Viét, cé cac dich vu ho tro ngén nglr mién phi danh cho ban. Goi s6
1.888.421.8444 (California Relay Service (CRS) 711).

Tagal Filipin
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa

wika nang walang bayad. Tumawag sa 1.888.421.8444 (California
Relay Service (CRS) 711).

St 0{ (Korean)
Zo|: SHRO|Z AFRBIAIS A2, 010 XY MH|AS 22 0|83
1.888.421.8444 (California Relay Service (CRS) 711)Ho 2 F3}s

P
f
i3 (Chinese)

IR ARG BRGS0 A DL E SR S RIS - 55EEE 1.888.421.8444 (California
Relay Service (CRS) 711) -

Zuyp tEphku (Armenian)
NRCUALNRESNPL  Bph ununtd tp huy kpbt, wyud kq wh & wp

Jupnnbt mpudwnpytiptqyulwutwy wlgnipub
Swnuwjnipjnitububp: Qubquwhwptp 1.888.421.8444 (California Relay Service
(CRS) 711):

P yvc ckn i (Russian)

BHUMAHWE: Ecnu Bbl roBopuTe Ha pycCKOM Ai3blke, TO BaM JOCTYNHbI 6ecnnaTHble ycnyru
nepesoga. 3soHuTe 1.888.421.8444 (California Relay Service (CRS) 711).



INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

LANGUAGE SUPPORT

— ) (Farsi)
Lol ()0 O8Q)) @ seay AL S (i oo KA B gLy 4 R das
2 8. L (California Relay Service (CRS) 711) 1.888.421.8444
L adl e abl

HAZE (Japanese)

IEEE: AFEZEIASGE. BHOEEXXEEZSFAVEETET,
1.888.421.8444 (California Relay Service (CRS) 711) £ T. BBEICTIEK &L,

Hmoob (Hmong)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu

rau 1.888.421.8444 (California Relay Service (CRS) 711).

el (Punjabi) ‘
fimimes f28. 1 IHdaEl 952 9, 319 fS9 Aot AL 393 B8 Hes Bumeu i
1.888.421.8444 (California Relay Service (CRS) 711) 3 AE A

4=l (Arabic)
18884218444 ,Li_}-'l‘_}-a-:! _,Ié-ull-wild ﬁ'u.-n_u_l '; e ead] -»_.A...:.. : *:\.'r_ll ___\ii'- ~—'l—"hlla—.|ﬁl.l *\-ﬁu
(California Relay Service (C RS) T11):a500 5 auall iila a8 )

e[ < g 3mg gt Siad € dot 3mues foau gud & 1St Wi Jard Suds ] |
1.888.421.8444 (California Relay Service (CRS) 711) TR ®Id ®x |

A4 Ing (Thai)

Bau: 1AUNAN N Inaaaudiuisaladudnisaramdanivnis lansd Tns
1.888.421.8444 (California Relay Service (CRS) 711).

igs (Cambodian)
L um@ uumsmjjrﬁgmm et 21 UnNSSWwssSAMan IcnwdsSSs |

LU SISUSUNiiuligsY Gi ginds) 1.888.421.8444 (California Relay Service
(CRS) 711).

w999990 _(Lao)
U090 7797 VIVCONWIFTI D90, NIVLINIVROVLCHITOIVWIF, L0BVCION,
cCcLVLWTLIMNIV. LS 1.888.421.8444 (California Relay Service (CRS) 711).



INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

GENERAL INFORMATION

Who can use this application?

e All applicants on this application MUST live in Santa Clara County.

e If you qualify for financial assistance (federal help payment copayments,
coinsurance, deductibles, or premiums), apply for coverage at
www.coveredca.com through Covered California.

How to submit this application?

1. Complete the application and print all pages
2. Submit completed application and required documents by:

Mail: Valley Health Plan
Attn: Sales & Broker Relations
2480 North 15t St, Suite 160
San Jose, CA 95131

Email: BrokerRelations@vhp.sccgov.org

Secure Fax:  (408)954-1027

How to make a payment?

You may send a check or money order to Valley Health Plan’s payment
center:

Please make check payable to VALLEY HEALTH PLAN

MAILTO:

STANDARD

San Francisco Lockbox
County of Santa Clara - VHP
PO Box 398435

San Francisco, CA 94139-8435

OVERNIGHT MAIL

Fremont Lockbox

Wells Fargo Lockbox Services

Dept #38435

3440 Walnut Ave, Bldg A, Window H
Fremont, CA 94538

You may pay by credit card, debit card or eCheck, use our On-line payment
tool:

www.ValleyHealthPlan.org/paybill

If you have any questions, please contact VHP Member Services at
1.888.421.8444 (toll-free) between 8am to 5pm, Monday through Friday, not
including holidays.

When will coverage become effective?

During Open Enrollment, coverage effective date will be on January 1%, after
we’ve received your first premium payment. During Special Enroliment
Period, coverage effective date corresponds to the qualifying life event.
Please refer to the Special Enroliment section for more details.

Need help completing this application?

e For help completing this application, please call VHP Sales & Broker
Relations at 408.885.3560.

e If you have an agent or broker, please call him or her for help.




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

Skip this section and go to Section 1 if you're applying during Open Enroliment.

SPECIAL ENROLLMENT PERIOD

/7

For Loss of Coverage, enter the last date of coverage. For all other events, please enter the date based on the
qualifying event. You must apply for coverage within 60 days before or after your qualifying event.

Applications submitted during Special Enrollment Period, require the applicant to be eligible to enroll and provide supporting documentation
of a qualifying event. Please note that loss of health coverage due to fraud, intentional misrepresentation of a material fact or failure to pay a
premium do not constitute qualifying events.

Change in family size

O

Birth, Adoption or Foster Care

Had a baby, adoption of a child
or placement of a child with you
for foster care or adoption.

DOCUMENTATION

Birth certificate or medical
records from hospital or
pediatrician, adoption papers,
foster care papers

Unless otherwise noted below, coverage date is based on when VHP receives your application. If VHP receives it:
e  Between the 1%t and 15% day of the month, coverage is effective the 15t day of the following month.
e  Between the 16 and the last day of the month, coverage is effective the 15t day of the second following month.

QUALIFYING EVENT (select one)

COVERAGE EFFECTIVE DATE

D 1st day of the month after the
event date

EI 1st day of the month after a
completed application is received

EI Based on when VHP receives your
completed application

Marriage, Divorce or Legal
Separation

Filed court papers,
notarized/legal termination of
domestic partnership

1st day of the month after we receive
your completed application

Death of an Enrollee
Death of a family member
enrolled under current
coverage.

Death certificate or obituary

1st day of the month after we
receive your completed application
Based on when VHP receives your
completed application.

Court Order Mandate

Required by a court order to
provide an eligible child(ren)
coverage.

Court order

1st day of the month after we
receive your completed application
Based on when VHP receives your
completed application.

OO oo

Change or Loss of
health coverage

Employer-sponsored

Involuntary loss of coverage or
eligibility as a result of
termination, change in
relationship status, dependent
status, number of work hours,
etc.

Letter from employer

1st day of the month after VHP receives
your completed application

Other Programs (i.e. Medi-Cal,
COBRA, Covered CA, IHSS,
Healthy Families, etc.)

Involuntary loss of coverage or
eligibility as a result of income
change, employment status,
relationship status, release from
jail/incarceration, release from
active military duty, etc.

Letter from, local, state or
federal agency,

Letter that provides notice of
termination of COBRA or state
continuation benefits.

1st day of the month after VHP receives
your completed application




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SPECIAL ENROLLMENT (continued)

QUALIFYING EVENT (select one) DOCUMENTATION COVERAGE EFFECTIVE DATE

Change in residence Moved to Santa Clara County Proof of residency: Based on when we receive your

completed application
Permanent move from another

e  Recent utility bill
country, state or county. .

t th
e Signed lease, rental, D Between the 1%t and 15" day of

mortgage or assisted living the month, coverage is effective
facility agreement the 1%t day of the following

e Adeed of property ownership month.

e Newdriver's license orstate | [[] Between the 16%" and the last
ID

day of the month, coverage is
effective the 1% day of the
second following month.

. Property tax receipt

e Insurance documents

. Mail from DMV

e  Official school documents

EI . Mail from a government
agency
e  Mail from a financial
institution

e  Pay stub with address

e  Voter registration card

e If homeless or in transitional
housing, a letter from another
resident of the same state,
certifying they know where
you live.

. If living in someone else’s
home, a statement from that
person certifying you're living
with them.




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 1 — SELECT A PLAN

Choose only one plan option for your whole family. If a family member wants a different plan option they must complete a separate application.

Catastrophic (Under 30) Bronze

Silver Gold Platinum

EIMinimum Coverage Plan EIBronze 60 HMO

[Isiver 70vmo  |[]Gold 80 HMO [Jriatinum 90 HmoO

application.

or contact your agent or broker.

L] All plan options for the Individual & Family Plan include pediatric dental and vision benefits for those up to age 19.

. The Minimum Coverage Plan is a high-deductible plan option for applicants up to age 30. Certain persons age 30 and older may apply for this plan if they
submit a certificate of exemption from Covered California for each person that indicates lack of affordable coverage or hardship with their completed

. For services subject to a deductible, you will have to pay health care expenses out-of-pocket until you meet your deductible. For information describing the
benefits and limitations, cost-sharing amounts, premiums, pediatrict dental and vision plans, please review the details in your enrollment materials. To
request a copy of the Combined Evidence of Coverage (EOC) and Disclosure Form for a particular plan, please call VHP Member Services at 1.888.421.8444

SECTION 2 — COMPLETE APPLICANT(S) INFORMATION

In the individual plan, the primary applicant is the person who will be covered by the health plan. In the family plan, the primary applicant is the
family member on the health plan who is authorized to make changes to the account. If this application is for minors (under 18), the oldest

applicant is the primary applicant.

PRIMARY APPLICANT

Last Name ‘ First Name Middle Name
Home Address (No PO Boxes) Apt#

City State ZIP

Phone Secondary Phone Email

C ) - ( ) -

Date of Birth Sex

MM/DD/YYYY Male [] Female

Your Preferred Written Language (if not English)

Your Preferred Spoken Language (if not English)

Ethnicity (optional)

Race (optional)

[ Asian Indian O Filipino [ Vietnamese O American Indian/Alaskan Native O white O Other
[ Chinese 0 Hispanic or Latino O Russian 1 Black/African-American O Asian
[ other [ Native Hawaiian or Pacific Islander £ Multi-Racial
SELECT A PRIMARY PHYSICIAN (PCP)
VHP Primary Care Physician (Last, First) — Refer to Provider List Current patient?
[CJyes [ INo
SPOUSE OR DOMESTIC PARTNER
Last Name First Name Middle Name
Relationship to Primary Applicant Sex Date of Birth
[ spouse Domestic partner |D Male D Female MM/DD/YYYY
Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)
Ethnicity (optional) Race (optional)
[ Asian Indian O Filipino [ vietnamese 0 American Indian/Alaskan Native 0 White [ Other
[ Chinese [ Hispanic or Latino [ Russian [ Black/African-American [ Asian
[ other LI Native Hawaiian or Pacific Islander ~ [] Multi-Racial

SELECT A PRIMARY PHYSICIAN (PCP)

VHP Primary Care Physician (Last, First) — Refer to Provider List

Current patient?

[Jves [ No




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 2 — COMPLETE APPLICANT(S) INFORMATION (continued)

Please complete the following information for each dependent covered under your plan. If you need space for additional applicants, attach another
application and complete just the information for those applicants.

Children over the age of twenty-six (26) may be eligible for coverage as a dependent if they are incapable of self-sustaining employment by reason
of a physically or mentally disabling injury, iliness, or condition, and chiefly dependent upon the policyholder or subscriber for support and
maintenance. To qualify as an overage dependent, the Dependent’s disability must start before the end of the period he or she would become
ineligible for coverage.

DEPENDENT 1
Last Name First Name Middle Name
Relationship to Primary applicant Sex Date of Birth
EI Child D Other D Male n Female MM/DD/YYYY
Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)
Ethnicity (optional) Race (optional)
O Asian Indian O Filipino O Vietnamese ] American Indian/Alaskan Native O white [ other
O chinese 1 Hispanic or Latino 1 Russian [ Black/African-American [ Asian
O other O Native Hawaiian or Pacific Islander £} Multi-Racial

SELECT A PRIMARY PHYSICIAN (PCP)

VHP Primary Care Physician (Last, First) — Refer to Provider List Current patient?
[dves [INo
DEPENDENT 2
Last Name First Name Middle Name
Relationship to Primary applicant Sex Date of Birth
[] child []other [JMmale [] Female MM/DD/YYYY
Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)
Ethnicity (optional) Race (optional)
[ Asian Indian [ Filipino O vietnamese [0 American Indian/Alaskan Native O white O Other
I chinese O Hispanic or Latino O Russian [ Black/African-American O Asian
O other [ Native Hawaiian or Pacific Islander  EJ Multi-Racial

SELECT A PRIMARY PHYSICIAN (PCP)

VHP Primary Care Physician (Last, First) — Refer to Provider List Current patient?
[yes [INo

DEPENDENT 3

Last Name First Name Middle Name

Relationship to Primary applicant Sex Date of Birth
[]chitd EI Other [Imale  [Jremale MM/DD/YYYY

Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)

Ethnicity (optional) Race (optional)

O Asian Indian O Filipino I vietnamese ] American Indian/Alaskan Native [ white [ Other

[ Chinese 1 Hispanic or Latino [ Russian [ Black/African-American [ Asian

[ Other ] Native Hawaiian or Pacific Islander ] Multi-Racial

SELECT A PRIMARY PHYSICIAN (PCP)

VHP Primary Care Physician (Last, First) — Refer to Provider List Current patient?

EIYes D No




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 2 — COMPLETE APPLICANT(S) INFORMATION (continued)

DEPENDENT 4
Last Name First Name Middle Name
Relationship to Primary applicant Sex Date of Birth

EIChiId D Other

D Male [T Female

MM/DD/YYYY

Your Preferred Written Language (if not English)

Your Preferred Spoken Language (if not English)

Ethnicity (optional)

Race (optional)

[ Asian Indian O Filipino [ vietnamese C] American Indian/Alaskan Native [ white [ Other
[ Chinese O Hispanic or Latino [ Russian [ Black/African-American [ Asian
[ Other [ Native Hawaiian or Pacific Islander ] Multi-Racial
SELECT A PRIMARY PHYSICIAN (PCP)
VHP Primary Care Physician (Last, First) — Refer to Provider List Current patient?
[vyes []No
DEPENDENT 5
Last Name First Name Middle Name
Relationship to Primary applicant Sex Date of Birth
[Jchiid [Jother [CImale  [] Female MM/DD/YYYY
Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)
Ethnicity (optional) Race (optional)
[ Asian Indian [ Filipino [ vietnamese [ American Indian/Alaskan Native 1 White ] Other
] Chinese [ Hispanic or Latino ] Russian 1 Black/African-American O asian
[JOther 1 Native Hawaiian or Pacific Islander [ Multi-Racial
SELECT A PRIMARY PHYSICIAN (PCP)
VHP Primary Care Physician (Last, First) — Refer to Provider List Current patient?
[ Tyes [INo
DEPENDENT 6
Last Name First Name Middle Name
Relationship to Primary applicant Sex Date of Birth
[ chila [[] other [Jvale []Female MM/DD/YYYY
Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)
Ethnicity (optional) Race (optional)
[ Asian Indian O Filipino O vietnamese 1 American Indian/Alaskan Native O white [ other
1 Chinese O Hispanic or Latino O Russian ] Black/African-American [ Asian
[ Other O] Native Hawaiian or Pacific Islander O multi-Racial

SELECT A PRIMARY PHYSICIAN (PCP)

VHP Primary Care Physician (Last, First) — Refer to Provider List

Current patient?

[Jves [INo




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 3 — PARENT OR LEGAL GUARDIAN INFORMATION

Complete if the primary applicant is a dependent under the age of 18.

PARENT OR LEGAL GUARDIAN

Last Name First Name Middle
Same address as Primary Applicant: EI Yes EI No If No, fill in your address below:
Street Address (No PO Boxes) Apt#
City State Zip Code County
Phone Other Phone
« ) - ( ) -
Email Address (if any) Parent/Legal Guardian Date of Birth Sex
EIMaIe EI Female
/[
Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 4- APPLICATION AGREEMENT

All applicants and dependents age 18 or older must read and sign below. If the primary applicant is younger than 18, then his or
her parent or legal guardian must sign. By signing, the parent or legal guardian agrees to be responsible for paying all premiums,
copayments, coinsurance, and deductibles for all the applicants listed on this form.

APPLICANT AGREEMENT

All faxed and mailed correspondence must be signed and dated by the applicant or someone legally authorized to act on his or her
behalf. The applicant of his or her authorized representative may request a copy of the completed application. For more
information, please call VHP Sales & Broker Relations at 408.885.3560.

Important: Required signatures-all applicants age 18 or over must sign and date below on the appropriate signature line. A parent or
legal guardian must sign for family members under the age of 18. If signatures are missing, we cannot process the application.

By signing below you are attesting to the following:

e | have provided true and correct answers to all the questions on this form to the best of my knowledge, and

e | know that my information on this form will only be used to determine eligibility for health coverage and will be kept
private as required by law, and

e | know that under federal law, discrimination isn’t permitted on the basis of race, color, national origin, disability, age, sex,
sexual orientation, gender identity, or religion. | can file a complaint of discrimination by visiting
www.hhs.gov/ocr/office/file or www.healthhelp.ca.gov or www.dfeh.ca.gov

e | know all benefits received must be provided or authorized by VHP, and

e | know that VHP is authorized to obtain and release medical information in compliance with the insurance information and
Privacy Protection At, Section 791 et. Seq. of the California Insurance Code, and

e |, and the persons listed, will abide by the provisions of the Individual & Family Plan; and

e |, and the persons listed, are not eligible nor are enrolled in any other health insurance plan (including Medicare); and

e | willinform VHP upon such eligibility.

ACKNOWLEDGEMENTS AND SIGNATURE

By submitting an electronic application; entering your name in the signature section below has the same legal
significance as an original signature.

Primary Applicant or Parent or Legal Guardian for applicants under age 18 Date
Spouse/Domestic Partner Date
Dependent (age 18 and older) Date
Dependent (age 18 and older) Date
Dependent (age 18 and older) Date
Dependent (age 18 and older) Date




INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 5—- AUTHORIZED REPRESENTATIVE INFORMATION

Complete this section if you would like another person to act as your authorized representative.

YOU MAY CHOOSE AN AUTHORIZED REPRESENTATIVE

You may choose to give a trusted friend or partner permission to talk about this application with VHP. This person is called an
authorized representative and you are permitting them to discuss this application, see your information, or act for you on matters
related to this application.

Last Name First Name Middle

Same address as Primary Applicant: DYes EI No If No, fill in your address below:

Street Address (No PO Boxes) Aptit

City State Zip Code County

Phone Other Phone

( ) - ( ) -

Your Preferred Written Language (if not English) Your Preferred Spoken Language (if not English)

By signing, you allow this person to sign your application, to get official information about this application, and to act for you on
matters related to this application.

By submitting an electronic application; entering your name in the signature section below has the same legal significance as an
original signature

X

Primary applicant or parent or legal guardian for applicants under age 18 Date (MM/DD/YYY)



INDIVIDUAL & FAMILY PLAN ENROLLMENT APPLICATION

SECTION 6 — AGENT/BROKER/VHP REPRESENTATIVE

FOR APPLICATNTS USING AN AGENT/BROKER/VHP REPRESENTATIVE

This section should be completed by your agent, broker, or VHP representative after completion of this application.

A VHP representative is an employee who works at Valley Health Plan.

An agent or broker may receive monetary and/or non-monetary payments from HP in connection with the purchase of this
coverage.

Note: Premiums are the same whether or not you use an agent, broker, or VHP representative.

AGENT, BROKER AND VHP REPRESENTATIVE INFORMATION

Notice to agent, broker, and VHP representative. 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 subjected to a civil penalty of up to ten thousand dollars ($10,000), as authorized under California Health and Safety Code
section 1389.8(c) or Insurance Code section 10119.3, in addition to any other applicable penalties or remedies available under
current law.

ACKNOWLEDGMENTS AND SIGNATURE

| 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.

D YES DNO

Agent/Broker/VHP Representative Signhature Date
MM/DD/YYYY

Agent/Broker/VHP Representative Name (Last, First, Middle)

Knauss, Kevin

Agent or Broker CA DOI Identification Number
0H12644

Street Address (No PO Boxes)
8712 Pendleton Drive

City State Zip Code
Granite Bay 95746
Phone Fax

(016 ) 521 - 7216 ( ) -

Email Address
kevin@insuremekevin.com
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