OptimaHea]thaB Optima Health Insurance Company

4417 Corporation Lane and Optima Health Plan

Virginia Beach, VA 23462 Enroliment Application
(757) 552-7401

TIPS FOR COMPLETING YOUR ENROLLMENT APPLICATION

If you are enrolling your spouse or your children, read this first!

The following situations require that you provide additional information or documentation so that
your spouse, or your children up to age 26 can be enrolled in your health plan. Without this
information your enroliment and |.D. cards may be delayed.

Coordination of Benefits

Complete Coordination of Benefits Information Page only if you or any of your enrolling family
members will have medical coverage in addition to the Optima Health plan (check “Yes” for
Section 8 - Additional Coverage).

Continuation of Coverage for Children with an Intellectual Disability or Physical Handicap:

Children over age 26 with an intellectual disability or physical handicap may continue to
be eligible for coverage. You may contact Member Services for this form or for additional
information.

Check your application carefully to be sure all birthdays and Social Security

numbers are correct.

Please make sure to include birth dates and Social Security numbers for each person who will
be covered under the Plan.
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Optima Health Insurance Company

®
s 80 Clear Form and Optima Health Plan
Optlma He a,]_th 4417 Corporation Lane
Virginia Beach, VA 23462
(757) 552-7401 (877) 552-7401

Coordination of Benefits Information Page

* Please retain a copy of this coordination of benefits page for your records.

Applicant’s Name: Soc. Sec. #:

. NOTE: Complete section 1 and section 3 if you have additional
Date of Birth: commercial insurance.
Complete section 2 and section 3 if you have Medicare.

SECTION 1 (Commercial Insurance)

Name of other Health Insurance Company:

Address:

Phone Number:

Policy Number: Effective Date:

Employer:

Group Number:

Policyholder’'s Name:

Birthdate:

List family members covered by this insurance:

SECTION 2 (Medicare Information)

Applicant: Claim#:

Hospital Insurance (Part A) Effective Date:

Hospital Insurance (Part B) Effective Date:

Are you retired: Yes [O No O Retirement date:

Spouse: Claim#:

Hospital Insurance (Part A) Effective Date:

Hospital Insurance (Part B) Effective Date:

Is your spouse retired: Yes [ No [0 Retirement date:

SECTION 3

| hereby certify that except as reported above, no service or payments are provided or are recoverable through any
other group health insurance or group health service plan.

Date:
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FOR PLAN USE ONLY

OptimaHealth$® Subscriber #:

Date:

Optima Health Plan and Optima Health Insurance Company
Large Group (Combined) Enroliment Application

IMPORTANT: Incomplete information will delay enroliment. Please use a ball point pen, press firmly and print clearly.

m To be completed by employer Group No. Sub Group No.

**Required** **Required, if applicable**

NEW Open Enroliment Continuation of Coverage C.0.B.R.A. PCP or Address Change
O g g

g )Cancel All ( JAdd Dependent/Spouse O Cancel Dependent/Spouse OReinstatement
Employer Name Effective/Termination Date Employee’s Social Security No. Hire Date

Optima Health Plan Selection: Optima Health Insurance Company Plan Selection:
HMO/POS Products Underwritten by Optima Health Plan PPO Products Underwritten by Optima Health Insurance Company
D Vantage (HMO) POS D Vantage POSA ':l Plus (PPO)
':l Equity Vantage (HMO) DEquity POS D Equity POSA ':l Equity Plus (PPO)
D Design Vantage (HMO) I—lDesign POS ’:' Design POSA l:l Design Plus (PPO)
m TO BE COMPLETED BY EMPLOYEE- (PLEASE PRINT LEGAL NAME)
Last Name: First Name: Middle Init.
Date of Birth: Gender: Primary Care Physician & ID #: Dr. Current Patient?
MO/DAY/YR —
Address: Primary Language:
City/State/Zip:
Primary Phone: ( ) Secondary Phone: ( )

mNOTE: Complete this section only if you have selected an Equity plan in Section 5

Health Savings Account (HSA) Administration- If you have chosen the Equity HSA eligible high deductible plan offered
through your employer, you are eligible to establish a Health Savings Account (HSA). HealthEquity is Optima Health’s preferred
vendor for HSA account administration.

Do you want to establish a HSA account? Effective Date:
':IYes, please DO establish or continue my existing health savings account for me with HealthEquity.

':INO, please DO NOT establish a health savings account for me with HealthEquity.

Additional Coverage- REQUIRED INFORMATION TO BE COMPLETED BY EMPLOYEE FOR ALL PERSONS LISTED BELOW.

Will any of the persons listed below have any other medical health insurance in addition to Optima Health Plan
when this coverage takes effect? Yes No

If Yes, please complete Sections 1, 2, and 3 on the Coordination of Benefits form attached. If you have other health coverage and have
elected a Health Savings Account (HSA), consult your tax advisor on your eligibility for contributing to an HSA.

Communication-Please select the method in which you would prefer to receive communications from Optima Health.

Print Electronic
EOBs: Explanation of Benefits E O Email Address: (Required for electronic)
SBC: Summary of Benefits & Coverage O
Other Communications: Newsletters etc. | [
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m Please list below all dependents to be covered by the enrollment application.

(not needed for Plus (PPO) plans)

—

——

Social Security
No.

Last Name

First Name, MI

Date of Birth
MO/DAY/YR

M/ Primary Care
F Physician & ID #

Current
Patient

SPOUSE

I

DR.

CHILD

I 1

DR.

CHILD

DR.

CHILD

DR.

CHILD

DR.

IF ADDING TO POLICY, DATE OF QUALIFYING EVENT (BIRTH, MARRIAGE, ETC.)

m AUTHORIZATION

| am applying for Optima Health coverage for myself and the family members listed, and agree that once enrolled | and my family

members will abide by the provisions of coverage in the Group Contract and Evidence of Coverage or Certificate of Insurance under
which we will be enrolled. Optima Health is the trade name for several different companies including Optima Health Plan and Optima

Health Insurance Company.

| understand that misrepresentation in answering questions on this application or non-payment of premiums may result in loss of

coverage under the Group Health Plan.

| understand that Optima Health may receive and collect personal information from persons other than me. The collected personal or
privileged information may be disclosed to third parties without authorization. | understand that | have a right to access and correct all
personal information collected about me and that | will receive upon request Optima Health’s complete notice of information collection
and disclosure practices.

| authorize any physician, hospital, pharmacy, or other provider of health services or supplies, to disclose to Optima Health medical and
other information related to eligibility for coverage or a claim for benefits relating to the individuals specified on this application. This
authorization shall extend to representatives of Optima Health as needed to fulfill the purposes of the disclosure. | also give Optima
Health the right to receive from, and release information to, other insurance companies needed to administer coordination of benefits
(COB) provisions under the Group Policy or Group Agreement.

I understand that Optima Health upon receiving information may use it to evaluate eligibility for coverage, a claim for benefits, a request
for change in policy benefits, or administer COB. This Authorization shall not extend to the disclosure of a provider’s notes taken during
psychotherapy sessions that are maintained separately from the rest of the provider’s medical record.

Any information received by Optima Health pursuant to this application is subject to restrictions on disclosure to others as set forth under
state and Federal laws. | understand that there is a possibility of redisclosure of any information disclosed pursuant to this Authorization
and that information, once disclosed, may no longer be protected by federal rules governing privacy and confidentiality.

| understand and agree that no benefits shall take effect until this application is received and processed by Optima Health and an Optima
Health ID card with an effective date of coverage has been provided.

| understand that it is my responsibility to report and verify to Optima Health any change in the eligibility of myself or my covered family
members. If requested, | agree to supply acceptable documentation. | also understand that | am obligated to pay applicable copayments,
coinsurance or deductibles at the time services are rendered.

| certify that | have maintained a copy of this completed application for my records. | understand that this application shall become a part
of the Group Contract. | further understand that | or my authorized representative may receive a copy of this application upon request. |
agree that a photographic copy of this authorization shall be as valid as the original.

| understand that, for the purpose of collecting information in connection with this application, this authorization is valid for 30 months
from the date of my signature, and for the purpose of collecting information in connection with a claim for benefits this authorization is
valid for the term of coverage of the policy.

Signature of Applicant

Benefit Administrator

Date

Date
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Optima Health Alternative Language Options for Notices and other Written Information

Amharic:
aANN,L:
AMCE €Y% PR 574 NPT hA& L 18 PP P21 ATH A7A°1AT £PCNAPFA: NHU NAN LLM-N 1-855-687-6260::

Arabic:
1Ant

-

:1-855-687-6260 ad L Jusail Glae ol 4y salll 320 Lusal) iland 8 55 4dld el yall Allly Caaaii i€ 1))

Bengali/Bangla:
) P M WA el O FAT e, OIR(A [[AE O TP ARIAS AN |
(PN PP- 1-855-687-62601

Chinese (Mandarin):
R WRET @ s, AR R RAGE S RS . 1B LT HLIE 1-855-687-6260.

French:
ATTENTION : Si vous parlez francais, les services d'assistance linguistique sont a votre disposition sans aucun
frais. Appelez le 1-855-687-6260.

German:
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen Sprachhilfsdienste kostenlos unter der
Rufnummer 1-855-687-6260 zur Verfligung.

Gujarati:
€2 o) WU : %) AN A2l Wld] 9] dl Nl ASsIAS AcHA] dHRLHIR [dell YR GUudey . 1-855-687-6260 UR
519 520,

Hindi:

& ¢: Tfe 3y et U Sietd 8, < 3iTads forg UTeT HeTrraT Ham f:[eh U § | 1-855-687-6260 TR I DX |

Hmong:
CIM CIA: Yog tias koj hais lus Hmoob, kev pab cuam txais lus tau muaj rau koj ua tsis them nqi. Hu rau 1-855-687-6260.

Igbo:

GEE NT I oburu na i na-asu Igbo, i ga-enweta enyemaka n’efu site n’aka ndi ga-enyere gi aka inweta ya. Kpoo 1-855-
687-6260

Japanese:

BE  BEAEZEFINZSA. EROEEXEY-LANTHBWEETET, 1-855-687-6260F THEEELZEL\,

Korean:
FOf: St E ALESH 82, 210 X|& MH|AE BE=2 0[&0H4 4= USL|CH 1-855-687-6260FH 2 =

Hafel FHAL.

Kru/Bassa:
Y| LE: | bale u mpot Bassa, bot ba kobol mahop ngui nsaa wogui wo ba ye ha | nyuu hola we. Sebel: 1-855- 687-6260.
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Laotian:
890515 TIIMCdIWIFII0, SNIWOINIFoBCTHDGIVWIFI BN GLostcIoa. L1 1-855-687-6260.

Mon-Khmer, Cambodian:
AUNSH MU (U SIOHASUNW MaNis8] ivNAgIRASSWMIM AN BSUEUHMINWES
ARG GHUTISINNISTM S 1-855-687-62601

Navajo:
SHOOH: Diné Bizaad bee yanitti’'go doo b3gah ilinigdd t'aa nizaad k’ehji nikd a’"doowotgo bee haz’3. Kojj’ hélne’ 1-855-
687-6260.

Persian/Farsi:
M

280 el 1-855-687-6260 o bed b Canlad G iy 0 () Sty g8l Slexd (i€ e Cma (ol ) 42 S

Portuguese:
ATENCAO: Se vocé fala portugués, ha servicos de assisténcia em idiomas disponiveis para vocé gratuitamente. Ligue
para 1-855-687-6260.

Russian:
BHMUMAHMWE! Ecam Bbl rOBOPUTE Ha PYCCKOM 5i3blKe, NO3BOHMUTE MO TenedoHy 1-855-687-6260, u Halwa cny»xba
A3bIKOBOM NOAAEPHKKN OKAXKeT Bam becnaaTHy0 NOMOLLb.

Spanish:
ATENCION: Si habla espafiol, existen servicios de asistencia de idiomas disponibles para usted sin cargo. Llame al 1-
855-687-6260.

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, may maaari kang kuning mga libreng serbisyo ng tulong sa
wika. Tumawag sa 1-855-687-6260.

Turkish:
DIKKAT: Eger Tiirk konusuyorsaniz, dil asistani servislerini ticretsiz olarak kullanabilirsiniz. 1-855-687-6260 numarali
telefonu arayin.

Urdu:
HEA P!
-1 S IS 1-855-687-6260 -0 ity A Sl ¢ Sz A (oS g «ilaad Jiglaa S b st o e gl sl @l R

Vietnamese:
CHU Y: N&u quy vi néi Tiéng Viét, dich vu hd trg ngdn ngit mién phi cé san danh cho quy vi. Hiy goi 1-855-687-6260.

Yoruba:

KEERE:
Ti o ba nn so edeé Yoruba, isé iranldowoé edé wa fun o [6feé. Pe 1-855-687-6260
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