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OptimaHealth b Reset/Clear Form Subscriber #:

4417 Corporation Lane Date:
Virginia Beach, VA 23462

Optima Health Plan and Optima Health Insurance Company
Enroliment Application and Waiver Mid-Market 51-150
Coordination of Benefits

Optima Health Plan Selection: Optima Health Insurance Company
HMO/POS Products Underwritten by Optima Health Plan Plan Selection:
PPO Products Underwritten by Optima Health

[1 Design POS/ [1 Vantage Select
[1 Vantage (HMO) POSgA (HMO) (HMO)g Insurance Company
(1 Equity Vantage [1 Vantage Direct 1 POS/POSA I Plus (PPO [1 Out-of-Area Design
(HMO) (HMO) Select (HMO) (PPO) Plus (00APPO)

[1 Design Vantage [1 Design Vantage

(HMO) D POS Direct (HmMo) Select (HMO) . %fj’sojagfgp o) 7 Equity Plus (PPO)
[0 POS/POSA [0 Equity Vantage

(HMO) Direct (HMO) " Desian P " Outof-Area Eauit
[1 Equity POS/ 1 Equity POS esign Plus ut-of-Area Equity

POSA (HMO) Direct (HMo) (PPO) Plus (004PPO)
[IMPORTANT:

* Incomplete information will delay enroliment. Please complete all sections in blue or black ink.

»  Social Security numbers are to be provided for the primary subscriber, spouse and dependent child(ren) covered
by this plan.

* If you are adding a spouse or dependent due to a qualified event, supporting documentation may be required.

A. GROUP INFORMATION (Required to be completed by Employer)

[l New Applicant [l ADD Dependent/Spouse () Address Change [0 Name Change
1 CANCELALL [1  Cancel Dependent/Spouse [1 COBRA (effective date): 1 PCP Change
Group Name: Group Number: Subscriber Number:
Benefit Administrator Signature- Required Status: [ Hourly
[l Salary
Date Hired: Effective Date of Coverage: Coverage Cancellation Date:

Use Alternate Mailing Address for this

B. EMPLOYEE INFORMATION (PLEASE PRINT LEGAL NAME) 1 Yes (1 No

member?
Last Name: First Name: Middle Initial:
Home Address: (no P.O. Box) City: State: Zip Code:
Social Security Number: Date of Birth:
Primary Phone: Secondary Phone: Gender: Disabled:
[] Female "l Male [l Yes (1 No

Primary Care Physician: (PCP)
If applying for Optima Health Plan Health Maintenance Organization (HMO) or the Optima Health Point of Service Plan
(POS), please select a primary care physician from the Plan’s Provider Directory for each family member listed. The Optima
Health Preferred Provider Organization (PPO) and Optima Health Out-of-Area Preferred Provider Organization Plans (OOA)

do not require primary care selection.
PCP Last Name: PCP First Name: Provider Number: Current Patient?

 Yes [ No
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. é Subscriber Name:
OptlmaHealth Employer Name:

B. EMPLOYEE INFORMATION (continued)

Email Address:

[1 | agree to accept electronic communications notifying me of important health plan information, including but not limited to,
the Certificate of Insurance, Electronic Explanation of Benefits, plan updates and Uniform Summary of Benefits documents.
By checking this box you agree to accept electronic communications.

C. WAIVER OF EMPLOYEE AND/OR DEPENDENT HEALTH COVERAGE

If you are electing coverage for your self and dependents, you may disregard this section.

My employer has given me an opportunity to apply for group health coverage with the plan for myself and my dependents
(If applicable). I have declined to apply for coverage as indicated below.

Please check the one which applies
01 | decline coverage for myself (and my dependents, if any) [0 | decline coverage for my children only.

[1 I decline coverage for my spouse only. [1 1decline coverage for my spouse and my children.

REASON FOR DECLINING (MUST CHECK ONE)

[0 Covered under another health coverage policy or CHAMPUS/TRICARE. (If this box is checked, below information is required.)
Insurance Company Name: Policy Holder’s Name:

[1  Other Reason: (Answer Required)

Signature: Date:

D. HEALTH SAVINGS ACCOUNT (Equity Vantage and Equity Plus plans ONLY)

Health Savings Account (HSA) Administration- If you have chosen the Equity/HSA eligible high deductible plan, 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?

1 Yes, please DO establish a health savings account for me with HealthEquity.
1 No, please DO NOT establish a health savings account for me with HealthEquity.

(1 No, | already have a health savings account established with Health Equity.

E. ALTERNATE MAILING ADDRESS Employee: (1 Yes [1 No Spouse/Dependents: 1 Yes J No

If the employee, spouse or any dependent should receive correspondence, plan information or any other form of communication
to an address other than that listed under Section B Employee Information, please provide that here.

Alternate Mailing Address: City:

State: Zip Code:
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OptimaHealtha

Subscriber Name:

Employer Name:

F. SPOUSE AND DEPENDENT ENROLLMENT INFORMATION

NOTE:

Primary Care Physician: (PCP) If applying for Optima Health Plan Health Maintenance Organization (HMO)
or the Optima Health Point of Service Plan (POS/POSA), please select a primary care physician from the Plan’s Provider Direc-
tory for each family member listed. The Optima Health Preferred Provider Organization (PPO) and Optima Health Out-of-Area

Preferred Provider Organization Plans (OOA) do not require primary care selection.

Primary Phone:

SPOUSE O Add O Cancel Use Alternate Mailing Address for thismember? (1 Yes (1 No
Last Name: First Name: Middle Initial:
Social Security Number: Date of Birth:

Secondary Phone: Gender: Disabled:

0 Female [0 Ma

[l Female [l Male [l Yes 7 No
PCP Last Name: PCP First Name: Provider Number: Current Patient?
[ Yes [ No
CHILD 1 O Add O Cancel lt.)l:ﬁ?Alternate Mailing Address for this mem- ~ Yes 1 No
Last Name: First Name: Middle Initial:
Social Security Number: Date of Birth: Gender: Disabled:
[ Female [1 Male [ Yes 1[I No
PCP Last Name: PCP First Name: Provider Number: Current Patient?
7 Yes [I No
CHILD 2 O Add O Cancel Use Alternate Mailing Address for this member? [ Yes 1 No
Last Name: First Name: Middle Initial:
Social Security Number: Date of Birth: Gender: Disabled:
I Female [1Male (1 Yes [1 No
PCP Last Name: PCP First Name: Provider Number: Current Patient?
(If Known) 7 Yes [I No
CHILD 3 O Add O Cancel Use Alternate Mailing Address for this member? [ Yes [ No
Last Name: First Name: Middle Initial:
Social Security Number: Date of Birth: Gender: Disabled:

le O Yes [ No

PCP Last Name:

Provider Number:
(If Known)

PCP First Name:

Current Patient?
[0 Yes [ No
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Subscriber Name:

O]:ltimaHef;thha

Employer Name:

F. SPOUSE AND DEPENDENT ENROLLMENT INFORMATION (continued)

CHILD 4 O Add O Cancel Use Alternate Mailing Address for this member? 1 Yes [ No
Last Name: First Name: Middle Initial:
Social Security Number: Date of Birth: Gender: Disabled:
I Female [1Male [ Yes [1 No
PCP Last Name: PCP First Name: Provider Number: Current Patient?
(If Known) 7 Yes 1 No

If you have more than four ;4) dependents please reprint this page and continue to fill out the
information requested for all eligible dependents.

G. OTHER COVERAGE INFORMATION (Required before enrollment can be completed.)

Will anyone who is to be covered by this plan carry coverage in addition to this Plan?
0 No IfNO, skip to section H.

1 Yes If YES, then please provide the following information about that coverage.
Insured Person (Name): Identification (Policy) No.

Effective Date: Name of employer or organization providing coverage:

Name of Insurance Company: List anyone applying for coverage who will also be covered by

this Insurance.

If Medicare Coverage:
If more than one person has Medicare Coverage, please reprint this page and complete the information requested.

Covered Person: (Name)

HIC Number:

Effective Date: Part A

Effective Date: Part B

Eligible due to: 1 Age 1 Disability [

0 End Stage Renal Disease (ESRD)

Month/Year:

O

65 or over 1 Working 0 Retired

Disability & Current ESRD
Month Year:
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OptimaHealth$ Subscriber Name:

Employer Name:

H. CERTIFICATION

The following section must be signed and dated by the primary applicant and spouse (if applicable).

I, and my agent (if applicable), hereby certify that | have read, or have had read to me the completed application; and that | have
maintained a copy of the completed application; and that | realize that any false statement or misrepresentation in the application
may result in loss of coverage under this policy.

| understand that coverage will be under my employer’s group sponsored plan. | understand that my employer’s application will
determine the coverage in force and that coverage is not in force if an application for the coverage has not been made by my
employer.| certify that | am working at the employer’s place of business in full-time employment at least twenty-five (25) hours
per week. If | am accepted as eligible for coverage, | authorize my employer to made deductions from my earnings necessary to
provide my contribution for this coverage and | understand that my employer is performing this service for my benefit and not as
an agent of the insurer.

| understand that coverage is not in force until the effective date shown on the Member ID card issued to me or my dependents.
| am applying for health coverage for the persons listed on the application, and | agree that we shall abide by the provisions of
coverage in the policy document under which we will be enrolled. | understand that it is my responsibility to report to Optima
Health Insurance Company or Optima Health Plan any change in eligibility of myself and my dependents. | agree to provide
proof of eligibility that is acceptable to Optima Health if requested.

If a legal representative signs on behalf of the applicant or any other person to be covered, the legal representative’s signature
constitutes an attestation that the legal representative possesses the authority to sign on behalf of the individual.

Signature of Employee or print, sign name, and specify title of Legal Representative: Date: (mm/dd/yyyy)

Print Form § Save Form
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Optima Health Alternative Language Options for Notices and other Written Information

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-855-687-
6260.

Ambharic:
TAN(LEL:
ATICT 272 099.574- P hhef 12 o1 0272 A A1dlhet 2PCOALTA:: (LY hAh 2Ld- 1-855-687-6260::

Arabic:

1Ani
1-855-687-6260 ad 5l el Ulava ll &, sl e Lusall cilada 5 aild ey jall Zallly Canati i€ 13

Bengali/Bangla:
Ty FAEA: I A IRAT ST FN IEA, ORE [AFET SR RIS IS @A (T FA-
1-855-687-6260 |

Chinese (Mandarin):

R WREGEF G ETE, 7LV RSRIRITIE S RS . TE LT HTE 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:
tllot AW : %8 AR Al Gl 6L A GUnl USRS AR ARl MR (Aol Y Guctol B. 1-855-687-
6260 UR sl s3U.

Hindi:
%H%: gfg 3y RSt W Sied €, Y SHTUeh forg HTST e Jard f:Yeh S € | 1-855-687-6260 TR HId
|

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:
B AAREZE SN GE. BROSHEXEY—E AN TR HAWZZ1F £9, 1-855-687-6260F TR ES
<TZEUY,

Korean:
F9: o]l B ALESHA A g, o] XY MU A5 FEE o] &35 4 dH YT 1-855-687-6260H 0. &
A3l AL

v. 0118



Kru/Bassa:
Yl LE: | bale u mpot Bassa, bot ba kobol mahop ngui nsaa wogui wo ba ye ha | nyuu hola we. Sebel: 1-855- 687-6260.

Laotian:
391als: MIIcdIwaz1299, TN 3nIvgoscdedinwaza i iglosdcgee. (v 1-855-687-

6260.

Mon-Khmer, Cambodian:
Aanfnimare uaisifiuniunm manigs, swnnyitatgwmiman wmenpmismhwdeAnise smumgrinieims 1-855-687-6260¢

Navajo:
SHOOH: Diné Bizaad bee yanitti’'go doo b3ajah ilinigdd t'aa nizaad k’ehji nika a’doowotgo bee haz’3. Kojj’ hélne’ 1-855-
687-6260.

Persian/Farsi:
A g

80 elai 1-855-687-6260 o et by Culadi (s i 0 () Sty (801 Cledd S e Cisia )i (i y 43 K

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

Russian:
BHUMAHMUE! Ecnm Bbl roBOpUTE Ha PYCCKOM A3blKe, NO3BOHUTE Mo TenedoHy 1-855-687-6260, n Hala cnyKba
A3bIKOBOM NOAAEPKKN OKAXKET Bam HecnaaTHYO 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:
HBL P N
-0 S JS 1-855-687-6260 -un iy A SOl Sz A (S i cchland Jiglae (S b s o e b sl QI 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 1 so éde Yorubd, isé iranlowo edé wa fun o |6féé. Pe 1-855-687-6260
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