INDIVIDUAL AND FAMILY PLAN

2020 Health Care Coverage Application/Enroliment/Change Form

Important Note

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

Change Request
Subscribers use this form to inform us of changes. This form is not used to notify us of a termination.

For Sutter Health Plus to process your request, you must sign and send the completed form to Sutter Health Plus
(see information below). Missing information may delay processing.

Email, fax or mail your completed form to:

Email: shpifo@sutterhealth.org
Fax: 1-916-736-5090

Sutter Health Plus
P.O. Box 160307
Sacramento, CA 95816

You must mail your frst month’s premium when you apply for coverage (for new policy holders). Make your check
payable to Sutter Health Plus. Please use the remittance slip on page 9 and send to:

Sutter Health Plus
P.O. Box 740143
Los Angeles, CA 90074-0143

You must encrypt or secure any documents sent by email. If you cannot encrypt or secure emails, please fax all
documents and keep a copy for your files.

Language Assistance

If you have questions about completing this application, please contact Sutter Health Plus Member Services at
1-855-315-5800 (TTY 1-855-830-3500), Monday through Friday from 8 a.m. to 7 p.m. Sutter Health Plus provides
translation services and other language assistance services to you free of charge. If you are working with a broker, you
may also call him or her for assistance. The broker who helped you read and complete this application must sign the
application (see Section H).
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Section A - Enrollment

Is the applicant an existing or former Sutter Health Plus member? |:| Yes |:| No

If Yes, please include your Subscriber ID here

Enroliment Period Enroliment or Change Type
[] Annual Open Enroliment Period [] New Enroliment
[] Special Enroliment Period Subscriber Only

Subscriber and Spouse/Domestic Partner
Subscriber and Child(ren)

Qualifying EventDate ...

Please complete the Attestation Form for Qualifying Events for

Special Enroliment included Child Only
|:| Demographic Change Only Family: Subscriber, Spouse/Domestic Partner, Child(ren)
Name Change |:| Existing Subscriber
Address Change Change Plan
Phone Number Change Add Dependent(s)

Requested Effective Date

Section A1 - Plan Details and Account Information

Select the plan you would like

[[]2020) Platinum MI01 HMO*  [](2020) Gold MI02 HMO*  [](2020) Silver MI03 HMO* [ ] (2020) 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.

*This plan’s prescription drug coverage is, on average, expected to equal or exceed the value of standard Medicare Part D benefit. 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 he or she was first eligible to enroll in a Medicare prescription drug plan, the
individual could be subject to a late enroliment penalty in addition to the Medicare Part D premium.

**This plan’s prescription drug coverage is not, on average, expected to equal or exceed the value of standard Medicare Part D benefit. Therefore, this coverage is considered
non-creditable. This is important for individuals who are or will become eligible for Medicare Part D. Most likely, the individual would receive more help with medication costs if
he or she joined a Medicare Part D plan than if he or she only had coverage through this plan. The individual could also be subject to a higher premium (a penalty) if he or she
does not join a Medicare drug plan when he or she first becomes eligible.

**Cal-COBRA enrollees will receive a separate Cal-COBRA Election Notice and Enrollment Form to complete. The notice includes important information regarding health care
coverage options and rates.
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Section B - Subscriber Information

§Last Name §First Name §M|
Gender D M D . ;:)ate of Birth ESociaI Security Number (Riequired) gEmaiI Address (Required)
gResidentiaI Address | | Pity ?tate gZIP
;Home Phone gMobile Phone | §Work Phone | |
ZMaiIing Address (P.O. Box Accepted) |:|sa;r1e as residential §City | §State §ZIP
szeViOUS Name (If Any) iPrimary 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

Member Services at 1 855 315 5800 (TTY 1 855 830 3500) or on the Member Portal. To find a PCP, please visit
sutterhealthplus.org/providersearch.

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

:PCP First Name :PCP Last Name
gProvider ID# Current Patient?
P Yes No

Section C - Dependent Information

Section C1 - Spouse/Domestic Partner |:| Add to my plan |:| Remove from my plan

[] spouse Last Name First Name Mi

[]Domestic
Partner

Gender Date of Birth Social Security Number (Required)

Om OF

:Residential Address :City $tate :ZIP

:Mailing Address (P.O. Box Accepted) [dsame as residential pity State :ZIP

|:| I would like to select my PCP |:| | would like a PCP assigned

:PCP First Name PCP Last Name
éProvider ID# Current Patient?
P Yes No
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Section C - Dependent Information Cont.

Section C2 - Dependent One |:| Add to my plan |:| Remove from my plan

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

Cim [F '

:Residential Address :City State :ZIP

:Mailing Address (P.O. Box Accepted) [same as residential pity State :ZIP

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

:PCP First Name PCP Last Name

§Provider ID# Current Patient?

P Yes No

Section C3 Dependent Two |:| Add to my plan |:| Remove from my plan

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

OmOF

Residential Address City State ZIP

:Mailing Address (P.O. Box Accepted) [ same as residential pity State :ZIP

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

:PCP First Name PCP Last Name

:Provider ID#
P

Current Patient?
Yes No
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Section C - Dependent Information Cont.

Section C4 - Dependent Three |:| Add to my plan |:| Remove from my plan

.Last Name First Name .MI
Gender Date of Birth Social Security Number (Required)

OwOF

:Residential Address :City $tate :ZIP

:Mailing Address (P.O. Box Accepted) [ same as residential pity State :ZIP

|:| | would like to select my PCP |:| | would like a PCP assigned

:PCP First Name .PCP Last Name

:Provider ID#
P

Current Patient?
Yes No

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 §M|
Gender [IM [F §Date of Birth ?ocial Security Number (R;QUIred) §Email Address (Required)
gResidentiaI Address | | gCity | ?tate ;ZIP
iHome Phone gMobile Phone | )IVork Phone

iMaiIing Address (P.O. Box Accepted) [ sa;’ne as residential gCity | ?tate ?IP
2Previous Name (If Any) iPrimary Spoken Language
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Section E - Parent or Legal Guardian (if the primary applicant is a child under 18)

|:| same as financially responsible party

gLast Name §First Name §M|
Gender I:l M I:l . ;3ate of Birth ?ocial Security Number (Riequired) gEmaiI Address (Required)
gResidential Address g(.‘,ity ?tate §ZIP
iHome Phone gMobile Phone | )IVork Phone | |
ZMaiIing Address (P.O. Box Accepted) [ sa;ne as residential gCity | §tate gZIP
zPrevious Name (If Any) 2Primary Spoken Language

Section F — Premium Payment Information and Effective Date

Section F1 - First Month's Premium Payment

For your application to be considered complete, you must mail your first month's premium when you apply for coverage. We will notify
you of your effective date in your acceptance letter. If you have questions regarding your enroliment status, please contact your broker
or Sutter Health Plus Member Services at 1-855-315-5800, Monday through Friday from 8 a.m. to 7 p.m.

Make your check payable to Sutter Health Plus. Please use the remittance slip on page 9 and send your initial
premium payment to:

Sutter Health Plus
P.O. Box 740143
Los Angeles, CA 90074-0143

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 Plus
P.O. Box 740143
Los Angeles, CA 90074-0143

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 Plus portal account.
The online payment center is not available for initial payments. For more information, please call Sutter Health Plus Member
Services at 1-855-315-5800.

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 thirty days following birth. The child must be enrolled within 60
days after birth for membership to become effective and continue coverage beyond the first thirty 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 health care. Please reference the Indvidual and Family Plan Membership Agreement and EOC for more
information on enrolling a newborn or adopted child.
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Section G — Other Coverage Information

Do you or any of your dependents covered under Sutter Health Plus have any other health plan coverage (in addition to
Sutter Health Plus)?

[]Yes [[JNo  (If “Yes,” please complete all of the information below.)

Type of Coverage COBRA Group/Employer Individual Other
Will your current health care coverage be terminated upon acceptance or enroliment with Sutter Health Plus? Yes No
Primary Policy Holder Name(s) (Last, First, MI) Policy Number Effective Date

Insurance Carrier Name Policy Holder Date of Birth

AII Dependents’ Names and Other Health Plan ID Numbers

Section H - Agent, Broker or Representative Information

For applicants using an insurance agent, broker, or representative

The broker of record may receive monetary payments from Sutter Health Plus in connection with the purchase of this coverage.
Premiums are the same whether or not you use an agent, broker, or other representative.

Agent, Broker, or Representative Name

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
($10,000), as authorized under California Health and Safety Code section 1389.8I 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 Date
§Last Name §First Name MI
?treet Address

;City County State zP
éPhone gFax gEmail Address

El-\gency Name EAgent License Number Es|-|p ID Number

-
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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 Evidence of Coverage and Disclosure Form
(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 EOC. You have the right to read the Individual and Family Plan Membership Agreement and
EOC before applying for coverage or enrolling in Sutter Health Plus. To obtain a copy, contact your broker or call Sutter Health Plus
Member Services at 1-855-315-5800 (TTY 1-855-830-3500).

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 EOC (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 health care coverage,
terms and conditions set forth in the Individual and Family Plan Subscriber Contract and EOC.

Authorization To Release Information

| authorize Sutter Health Plus to disclose to my Sutter Health Plus 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 Plus 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 Plus uses binding arbitration as the final method
for resolving all such disputes.

As a condition of your membership in Sutter Health Plus, you agree that any and all disputes between yourself (including any heirs

or assigns) and Sutter Health Plus, 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 Plus, 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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REMITTANCE SLIP

Effective Date

Subscriber Name

Social Security Number (last four digits only)
Phone

Email Address

Address

L%ﬂ Sutter Health Plus

Your Health

Plan

Amount Paid $

Please remit check or money order
payable to Sutter Health Plus:

Sutter Health Plus
P.O. Box 740143
Los Angeles, CA, 90074-0143
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ATTESTATION FORM

Qualifying Events for Special Enrollment

You may enroll or change your coverage outside of the annual open 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.

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 Health Care Coverage Application/
Enroliment/Change Form and first month premium (if applicable).

Qualifying/Triggering Events

Loss of minimum essential health care 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

® The death of the individual responsible for coverage
I:I ® Changes in dependent status
® Termination of government-sponsored coverage, such as Medi-Cal
® Non-payment 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 Plus 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.

I:l 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.

I:l Court order to provide coverage. Coverage will be effective on the date the court order is effective unless your request a later
effective date.

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 Plus 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.
| 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.

O O O

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

O

Enroliment 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 enrollment
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 determined
ineligible after open enrollment has ended after a qualifying event.

O

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.

Date of Qualifying Event

Qualifying Event Details

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: shpifo@sutterhealth.org
Fax: 1-916-736-5090

Sutter Health Plus
2480 Natomas Park Dr., Ste. 150
Sacramento, CA 95833

sutterhealthplus.org
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Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus 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 Plus Member
Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle alguien que le
ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a Sutter Health Plus Member
Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo alguno. (Spanish)

BN ¢ AR EE () SCFE 2 415K EE - Sutter Health Plus v] DI A B I :ETZ o IR A REISEI
HEEEE %é@um# R e EE D) > 58E Sutter Health Plus®r EIR7% » Ezh956%5 1-855-315-5800
(TTY 1-855-830-3500) - (Chinese)

oz sbb anab ad I Gla, g s @led 4318 13) Ja el Gla)l Gl da Ty (e asdd lios (Sutter Health Plus) G2 sl
Jasas Sig Ol pdon aulp and Cag (3 )les 23 1dua  dal saded el Ty xadle add sl el ad Jdroasd gds aule
It cuzle 1dIouald el Te pale Ga ) asdis dlus (Sutter Health Plus Member Services) gds 4l
1-855-315-5800 4l \duu= 1deises (Arabic) .(1-855-830-3500[TTY] )

YULBIN, SENEUUSINREBNRL. Yupn'n bp upnuy uw: Gpk ny, Sutter Health Plus-p wpny &
npudwnpl) dkht, ny Yoquh QbEq jupnuy wyt: Fnip fupnn Ep twb vinwbw) wyu gpdus kp 1Eqyny:
Uuddwn oqgunipjutt hwdwp puungpnud kup quiuquhwpty Sutter Health Plus-h Uunudubph uyyuuwpldw
pudht’ 1-855-315-5800 (TTY 1-855-830-3500) htinwunuwhwdwpny: (Armenian)

ANIEIE83 AHSAMBMSAIBAASIYS? Gri8SSMBEI Sutter Health Plus
HIBHISSINMYSI AWM SNESHSA T HSAAMNGENB WIS IIGARS IS ANIUIHER
Gh nodgwmRasG Ul yugiRsne el gsinrnassISn Sutter Health Plus ME RIS
1-855-315-5800 (TTY 1-855-830-3500)1 (Cambodian)

OSCe poa :k;\ as Q)\Ogd ‘L..SO ?L\du )l ‘?‘CJ‘OQ?J K t,w_ha(aga? \SJ Uess Q;\oggas Sutter Health Plus o Siglo 1y G
SpS g._zSLﬁ‘)J @l g OGS0 eaz 0O aSIy Czas I ek\du o G Gl s sz AN Ll Ayl Faala
5SS lsSIge Jhacal ) aci ) Faale Ie Uals Sutter Health Plus < el e <dso 1-855-315-5800 (TTY 1-855-
830-3500)=plu wfis s (Farsi).

AEIAYIOT: AT 31T SH UG Thcl/Ahd &2 T&I oIel, dl T¢eX e oI 54 Ugal H Al F MIahr
TEIAdT AT Tl ¢l 31T SH 6 o7 A o JAf@as & I & Fha/Aahdl gl ATeed Faradr
& olfQ, AT 1-855-315-5800 (TTY 1-855-830-3500) I TCEX T Joid HeRX TATHT l ahicl el
(Hindi)

LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health Plus muaj

neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus koj nyeem tau rau koj
tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus Lub Chaw Pab Cuam Tswv Cuab
ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500). (Hmong)

HEELRBHNOYE  Zhaiitel ENTEXET 25O WAL, Sutter Health Plus 235 e D Z BFAz1>
LET, HBRIF-OSETRRTELINE LNLEY A, RO ZFH71%, Sutter Health Plus Member
Services. Han: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)
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AS 1o 5= AFU7F? whoF ¢ o4 <= glubd, Sutter Health Plus ol 4 th2 Apgholl Al -
T = Lot F dFUTh S o] RS F 5k AME o2 AAE| oA 9‘
utter Health Plus 3] A]H] 2 1-855-315-5800 (TTY 1-855-830-3500)°1 %3} = oWOﬁ %*HZE L=
Al 2

& o ffr
4o,
o
i
_l
¥

Ul)‘)E)CU)O mﬁvevvloaom)wsuuuvu? "Q‘)SU)‘)DS‘)DUZO n79 Sutter Health Plus

eL)ln) D)’)D’)DQOE)S‘)DYU)U)‘)D 1)83’7’«9’73’71)1) ln)O?ﬂCS’)E)f)ﬁ’),U“)O?jDCUDh)’)S‘)Z&f)m‘)D(ZU)U)‘?D83’700&) T]
‘)U)?DC')S?T)‘)DE)O‘)J.)QOG)C(‘D&OE)UC%E)@‘)UQD’T)D NLIPIIOC TROBOVLINID 229 Sutter Health Plus
WEVIBCANINDETL 1-855-315-5800 (TTY 1-855-830-3500). (Laotian)

I a“raﬁff*‘arn?suaaﬂaéé‘?ﬁ?ﬁﬁ? Sutter Health Plus (Aed 388 usA) afi 3 g Uugds
<fg 3T Hee ad< Aaer J1 3H @HBWWE@%‘TWH&@@I HES Hee o8 Jfgur ag 3
Sutter Health Plus Member Services g ' 1-855-315-5800 (TTY 1-855-830-3500) €3 % =131 (Punjabi)

BAXXHO: Bbl moxeTe 310 npountath? Ecnu HeT, Sutter Health Plus moxeTt npegoctasuts Bam koro-To,
KTO CMOXeT nomMoydb Bam npoumTaTth a10. Bbl TaKke MOXeTe NoNyyYnTb 3TO B MMCbMEHHON hopMe Ha
cBoeM ga3blke. [na 6ecnnatHom nomoLm no3soHuTe B Cnyx0y nogaepxkun YneHos Sutter Health Plus no
TenecoHy 1-855-315-5800 (TTY 1-855-830-3500). (Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng taong ba-
basa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-gastos na tulong,
mangyaring tumawag sa Sutter Health Plus Member Services sa. 1-855-315-5800 (TTY 1-855-830-3500).
(Tagalog)

ddgy: aarauaanuia'li dharuliaan Sutter Health Plus ahiinsalviausinaiaqaaiulé uaninnil aaudas
isazasufiaviafiulussEraasaalladnda vinagavArsainudinndalaa lifid 14
n30i111n5¥1 Sutter Health Plus Member Services  1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi cé thé doc thong tin nay khong? Néu khong, Sutter Health Plus c6 thé yéu cau ai
do doc gitp cho qu. vi. Qu. vi ciing ¢6 thé nhan dwoc thdng tin nay dudi dang van ban bang ngén ng
cta qu. vi. D& dwoc hd tro mién phi, vui Idng goi cho ban Dich Vu Thanh Vién ctia Sutter Health Plus theo
s6 1-855-315-5800 (TTY 1-855-830-3500). (Vietnamese)
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