CLEAR FORM

PHP Agent Name

Physicians
Health Plan

Individual Health Enrollment Form (Off-Marketplace)

ENROLLMENT FORM INSTRUCTIONS

1. Please complete this entire enrollment form. Print clearly using black ink. An incomplete enrollment form will be
returned to you to be completed. This may affect the date your coverage starts.

2. Did you know you can enroll online? Visit physicianshealthplan.softheon.com to enroll and set up your automatic
premium payments.

3. Sign and date this form. This enrollment must be received at PHP within 15 days of your signature.

4. Mail your completed form to: Physicians Health Plan — Individual Enroliment, PO Box 30377, Lansing, Ml
48909-7877 or fax to: 517.364.8416 or e-mail to: php.enrollment@phpmm.org.

5. A Summary of Benefits and Coverage (SBC) is available to assist you in understanding the details of the plan. A
Uniform Glossary of insurance-related terms is also available. The SBC and/or the Uniform Glossary are

ENROLLMENT FORM INSTRUCTIONS

e You must reside in PHP’s service area — Clinton, Eaton, Gratiot, Ingham, lonia, Isabella, and Shiawassee
counties, or in one of the following zip codes in Montcalm County — 48811, 48818, 48829, 48834, 48838, 48852,
48891, 48884, 48885, 48886, 43888.

e You must be a citizen of the United States (U.S.) or permanent resident. Proof of citizenship or permanent
residency is required.

e Applicants age 20 and under applying for a Child Only Policy can only have single coverage.

o If eligible, coverage will be provided under an individual contract. PHP does not issue individual coverage through
any arrangement with an employer.

e If you or a dependent is enrolled in, or entitled to Medicare, you/they are not eligible for this policy.

AFTER YOU SUBMIT YOUR ENROLLMENT FORM

e You will receive a confirmation letter with your monthly premium amount.

o After we receive your first month’s premium payment, completed application and other documents, your coverage
will be activated.

HOW TO CONTACT US

PHP Customer Service Specialists are happy to assist you Monday through Friday, 8:30 a.m. to 5:30 p.m. Call
517.364.8567 or 866.539.3342.

PLAN SELECTION

Before enrolling in one of the plans, you should check the provider directory to make sure your providers are in the PHP
network, review the enclosed rate sheet, and read the plan information available online at ChoosePHPmi.com or call PHP
Customer Service and ask for an SBC for the specific plan you are choosing.
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Individual Health Enrollment Form (Off-Marketplace)

] Open Enroliment

Receipt of completed application between 11/1/19 — 12/15/19, the effective date is 1/1/20

Special enrollment due to life event: Date of Event:

Please provide documentation of life event.

[ Marriage [ Divorce O Birth
[ Legal Guardianship [ Court or Administrative Order O Death
[ Adoption or Placement for Adoption O Gain Citizenship
[ Loss of Health Coverage* — Reason for loss of health coverage:
*VVoluntary loss of health coverage is not considered a life event
PLAN SELECTION — IF CHANGING CURRENT PLAN, PLEASE CHOOSE PLAN BELOW
Platinum 500 [ Exclusive Silver 2,500 [0 Exclusive Silver 6000 O Exclusive
O HMO gi:ver gggg g EXC:USiVG Silver 7000 O Exclusive
ilver 3, xclusive ;
Gold 500 O Exclusive Bronze 6,750 HSA o Exclusive
O HMO : [0 Exclusive O HMO
Silver 4,000 0 HMO
Gold 1,500 [0 Exclusive Bronze 7,600 [0 Exclusive
Gold 1,600 HSA [ Exclusive Silver 4,100 HSA [0 Exclusive Sparrow [ Exclusive
Gold 2,000 [ Exclusive Silver 4,200 [0 Exclusive PHP Healthy O HMO
GENERAL INFORMATION
Enrollee Name: Legal Marital Status: [dSingle [ Married
Social Security Number: Birthdate: O Male [Female
U.S. Citizen? [ Yes [ No Permanent resident of the U.S.? [Yes [No

Tobacco User? [1Yes [ No (If you are interested in quitting, please visit phpmichigan.com)

Enrollee Address: Billing Address (if different):
Street: Street:

City: City:

State: Zip: State: Zip:
County: County:
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Individual Health Enrollment Form (Off-Marketplace)

Preferred Telephone: Alternate Telephone:
OHome [OCell O Work OHome [OCell [ Work

Email Address:

DEPENDENT INFORMATION (IF APPLICABLE)

You may only enroll the following dependents — Your legal spouse (who resides with you), a dependent child (a natural
child, a stepchild, a legally adopted child, a child placed for adoption, a child for whom legal guardianship has been
awarded to the Applicant or the Applicant’s legal spouse) less than 26 years of age, or an unmarried dependent over the
age of 26 who is disabled.

Name Social Security # Relatior_wship to Birthdate Gender
Applicant mm/dd/yyyy M/F
1 O Male
O Female
U.S. Citizen? [JYes [ No Permanent Resident of the U.S.? [Yes [ No
Tobacco User [1Yes [1No
5 O Male
O Female
U.S. Citizen? [JYes [1No Permanent Resident of the U.S.? [OYes [ No
Tobacco User [Yes [ No
3 O Male
O Female
U.S. Citizen? [dYes [ No Permanent Resident of the U.S.? [Yes [JNo
Tobacco User [Yes [ No
4 1 Male
O Female
U.S. Citizen? [OYes [No Permanent Resident of the U.S.? [ Yes [0 No
Tobacco User [ Yes [ No
5 [ Male
O Female
U.S. Citizen? [Yes [ONo Permanent Resident of the U.S.? [Yes [ No
Tobacco User [Yes [ No
6 O Male
[J Female
U.S. Citizen? [JYes [JNo Permanent Resident of the U.S.? [Yes [ONo
Tobacco User [Yes [ No

[0 Additional dependents on attached page

Page 3 of 8



Individual Health Enrollment Form (Off-Marketplace)

COORDINATION OF BENEFITS (FAILURE TO COMPLETE THIS SECTION MAY RESULT IN DELAYS IN
ENROLLMENT OR CLAIMS PAYMENTS)

On the day your coverage begins, will you or any family members be covered by other medical, dental, pharmacy or
Medicare* insurance? [JYes [No
If “Yes”, please complete the following section:

Name of Polic Policyholder’s Insurance Policyholder’s
Name y yhok Company Name | Policy Number Employer (if
Holder Date of Birth .
& Phone Number applicable)

* |f you are enrolled in or entitled to Medicare, you cannot be covered under this policy.

PEDIATRIC DENTAL COVERAGE ATTESTATION — REQUIRED TO PURCHASE THIS POLICY*

The PHP health benefit plans do not include pediatric dental coverage. If you want to cover a child
under your plan, federal and state laws require you to purchase pediatric dental coverage offered by an
Exchange-certified standalone dental plan to be eligible to purchase one of PHP’s health benefit plans.

PHP is required to obtain reasonable assurances from you that you have such coverage before PHP is
permitted to sell you this health benefit plan. Therefore, please attest to the following:

e | understand that | am only eligible to purchase this PHP health benefit plan if | also purchase pediatric
dental coverage offered by an Exchange-certified standalone dental plan.

o | certify that | have purchased pediatric dental coverage offered by an Exchange-certified standalone
dental plan.

¢ | willinform PHP immediately if this pediatric dental coverage is discontinued for any reason.
¢ | understand that if | am not truthful in this attestation, the PHP health benefit plan may be rescinded by

PHP due to fraud or intentional misrepresentation of material fact, and that you may be required to
reimburse PHP for any medical expenses that PHP paid on your (or your dependents) behalf.

Signed: Date:

Printed Name:

*If you are not covering a child under this plan, you do not need to sign this section.
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Individual Health Enrollment Form (Off-Marketplace)

AUTHORIZATION AND SIGNATURE

| understand and agree that coverage, if approved, will begin as specified above.

| understand that coverage will be provided under an individual contract. | understand that PHP does not issue individual
coverage through any arrangement with an employer. PHP is not responsible for any action taken by an employer that
results in this coverage being considered group coverage under state or federal law. The employer is solely responsible
for any such finding.

| agree that if | am enrolling in a product that features certain designated providers, PHP may share my name, address
and telephone numbers, as well as my past, current and future health and account records with such designated
providers about service | have received from such designated providers and other care providers unrelated to such
designated providers. These records may be used by the designated providers as needed to manage or coordinate my
care and to improve the quality of that care.

PHP primarily relies upon the information provided and full disclosure of the information listed on this enroliment form in
the decision whether to accept the Applicant and/or dependent(s) listed on this enroliment form for coverage. |
acknowledge the importance of providing accurate and complete information. | acknowledge | must answer all questions
in the enrollment form, even if the Applicant, and/or dependent(s) listed on this enrollment form, currently have coverage
or had prior coverage with PHP.

| understand and agree that payment of a claim does not preclude the right of PHP to deny future claims or take any
action it determines appropriate, including cancellation of the policy and seeking payment of claims already paid.

| agree to notify PHP immediately of any change in my, or my dependent(s), enrollment information between the date of
this enrollment form and the effective date of coverage. Failure to notify PHP of any change in the information contained
on this enroliment form may result in the denial of a claim, cancellation of the policy, or a premium adjustment.

Upon request, | agree to furnish additional information needed concerning eligibility of myself and/or any dependent(s)
enrolling for coverage.

| have read the preceding instructions, statements and answers and represent them to be true and complete to the best of
my knowledge and belief. | understand and agree PHP will act in reliance upon the information | have provided in this
enrollment form, which materially affect enrollment eligibility may result in the denial of a claim(s), cancellation of the
policy, or a premium adjustment.

Signed: Date:

Printed Name:

Applicant, Parent, Legal Guardian or Guarantor Signature (if contract holder is a minor)

PAYMENT INFORMATION

e Your invoice will be mailed after the 3™ of the month.
e Your payment is due by the last day of the month for the following month’s coverage.

e You may pay electronically at www.choosephpmi.com.

FOR PHP OFFICE USE ONLY

Group Name Group # Sub-Group Class Eff. Date

Qualifying Date Qualifying Reason:
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PHYSICIANS HEALTH PLAN (PHP)
PRIMARY PHYSICIAN SELECTION FORM

517.364.8567 or 866.539.3342

1. Please select a PARTICIPATING PRIMARY PHYSICIAN (PCP) for each member of your family. A listing of current
physicians is available on our website at www.phpmichigan.com. You can tell us your PCP by visiting our member
portal, MyPHP, by visiting the PHP Website.

2. If you are choosing a NEW physician, please call them to schedule an initial appointment.

3. Please return this form, call PHP or use our online portal, MyPHP, to tell us your physician selection(s) as soon as
possible. A delay could cause problems in receiving medical care.

4. WHEN YOU NEED MEDICAL CARE, CALL YOUR PRIMARY PHYSICIAN FIRST. IDENTIFY YOURSELF AS A PHP
MEMBER. All of your medical care must be coordinated by your Primary Physician, except for emergencies.

Please Print Clearly

SUBSCRIBER NAME: LAST; FIRST
PHP ID#: PHONE NUMBER:
ADDRESS:

List the names of each enrolled family member (list dependents in birth order from oldest to youngest) and the Primary
Physician for each:

MEMBER NAME

BIRTH DATE PRIMARY PHYSICIAN PHYSICIAN OFFICE ADDRESS
(enrolled in PHP)

Subscriber:

Spouse:

Dependent:

Dependent:

Dependent:

Dependent:

Dependent:
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LANGUAGE ASSISTANCE

This Notice has Important Information. This notice has important information about your application or coverage
through Physicians Health Plan. Look for key dates in this notice. You may need to take action by certain deadlines to
keep your health coverage or help with costs. You have the right to get this information and help in your language at no
cost. Call 517.364.8500 or 800.832.9186.

Spanish Este Aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud
o cobertura a través de PHP. Preste atencidn a las fechas clave que contiene este aviso. Es posible que deba tomar
alguna medida antes de determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene
derecho a recibir esta informacidon y ayuda en su idioma sin costo alguno. Llame al 517.364.8500 - 800.832.9186.

Arabic
x&kdﬁéddx@a;dﬂ&_\duu};a*ﬁecJ}A\U\M&\Jad\@jd auﬁﬁcdﬁ\ﬁ\mg\)ah\@}d
San s Médﬂ&wau}\ﬁwbj\;)\.\;h Gaila (3a, \M:;\)Ad\u.\)uﬂ.aa).\}\).\;t\h;.\ PHPC\}IJ?U
uadkoA_\S\é.Jju(auk_\j@d")\.«ulndb(.\ndﬁ\d\é&)&a})&_ﬁ(ﬁ)\;ddsuuh\dxdu:\&m\.cda‘j
.8500.364.517 - 9186.832.800 — U

Chinese REMAZTEMNAL ., MEBEMARNREEBIEA SBM IEEHMATE PHP IZRMBAERRIEHN
ERR, BEEABRMANEE EIHEO G EEE L A ZATRERITE), LR BRI E?.
BERM, EERANREUEHBESIIRARNER, HBER (B ABF517.364.8500 -
800.832.9186.

German Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen
bezliglich lhres Antrags auf Krankenversicherungsschutz durch PHP. Suchen Sie nach wichtigen Terminen in dieser
Benachrichtigung. Sie kénnten bis zu bestimmten Stichtagen handeln missen, um lhren Krankenversicherungsschutz
oder Hilfe mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu
erhalten. Rufen Sie an unter 517.364.8500 - 800.832.9186.

Italian Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso PHP. Cerca le date
chiave in questo avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di
mantenere la tua copertura o sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua
gratuitamente. Chiama 517.364.8500 - 800.832.9186.

Japanese CDEHIZIZEELFBHRAESENTWNVET, COBEAIZIE. PHPOBREF-IIWESGHICETLIEE
BEBAEENTUVET, COBHICEH SN TVWIEELHMFZ CHERCESL, BERROEHYR—
EHFTHICIE. BHEOHBHETICTBZRO A TNELLLAWVGELRHY EFT, CHEDSEICKDERE
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Polish To ogtoszenie zawiera wazne informacje.To ogtoszenie zawiera wazne informacje odnosnie Paristwa wniosku lub
zakresu $wiadczen poprzez PHP.Prosimy zwrdcic uwage na kluczowe daty zawarte w tym ogtoszeniu aby nie przekroczyé
termindéw w przypadku utrzymania polisy ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Panfistwo prawo do
bezptatnej informacji we wiasnym jezyku. Zadzworicie pod 517.364.8500 - 800.832.9186.

Russian HacTosAwee yBegoMaeHne COAEPHKUT BaXKHYIO MHPOPMaLMIO. ITO yBEAOMIEHNE COAEPHKUT BaXKHYIO
MHOGOPMALUMIO O BaLLEM 3aABAEHUM UKW CTPAXOBOM MOKPbITUM Yepe3 PHP. MocmoTpute Ha KntodeBble AaTbl B HACTOALLEM
yBEeAOMNEHNN. Bam, BO3MOXKHO, NOTpebyeTcAa NPUHATL MepPbl K OnpeaeeHHbIM Npeae/ibHbIM CPOKaM A1 COXPaHeHus
CTPAxX0BOro NMOKPbLITUA UM MOMOLLU C pacxoaamu. Bbl MmeeTe npaso Ha becniaTHoe NosyyYeHue 3Toi MHGopmaLmm 1
NoOMOLLb Ha Ballem s3biKe. 3BOHUTe No TenepoHy 517.364.8500 - 800.832.9186.

Syriac
are .‘Mma}(\:ﬁv Moo i whoad o mll Efu s ehiihus Y o Ruini hoad sacn ol Efun rehiteach rie
TSR | rmnu i e radili ane i0s L asY, Physicians Health Plan, i hiards o AnaRaial

6Nl o Radh < At rinia hfian i 0 i ol Shoad o aMalnga Radaldid ads Ala e Riaus
rhountacsh i ol L adulnog whand L analiue el i s ien hid L adulng af? L dnefiaidld ef L adusao
517.364.8500 - 800.832.9186 iy  dsa\d ML din S ( dnoisls whiice

Tagalog Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay naglalaman ng
mahalagang impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng PHP. Tingnan ang mga
mahalagang petsa dito sa paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na walang gastos. May karapatan ka na makakuha
ng ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa 517.364.8500 - 800.832.9186.

Vietnamese Thong bdo nay cung cap théng tin quan trong. Théng bdo nay cd théng tin quan trong ban vé don ndp hodc
hop dong bao hiém qua chwong trinh PHP. Xin xem ngay then chot trong théng bdo nay. Quy vi cé thé phai thuc hién
theo théng bao dung trong thoi han d€ duy tri bao hiém sitc khoe hodc dwoc tro trip thém vé chi phi. Quy vi cé quyén
dwoc biét thdng tin nay va dwoc tro gidp bang ngdn ngit cia minh mién phi. Xin goi s6 517.364.8500 - 800.832.9186.

Bengali 93 foo b @wﬁgﬁ‘w HE | @3 foolbrE e iR ofq Skt OIeIaNN I AT aFged j% oY
(TACFPHP Y3 oo iod awmesd fommat: 8 g o5 fooltete2aafel J o= (o 8 colol sSTstiie ston clool 9910 qrs (29
A7 P fFrgg T faafice fﬂ ficaresdfzot fofR iy fozme PRt | Sk sz Qe af faal 290 SRR v or SR

800.832.9186.

Albanian Ky njoftim pérmban informacion té réndésishém. Ky njoftim pérmban informacion té réndésishém pér
aplikimin ose mbulimin tuaj népérmjet PHP. Kontrolloni pér data té réndésishme né kété njoftim. Mund t'ju duhet té
ndérmerrni veprim brenda afatave té caktuara pér té mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston.
Keni té drejté ta merrni kété informacion dhe ndihmé falas né gjuhén tuaj. Telefononi numrin 517.364.8500 -
800.832.9186.

Serbo-Croatian U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjeStenju su sadrZane vazne informacije
o Vasoj prijavi ili osiguranju preko PHP. Pogledajte nalaze li se u ovom obavjestenju neki klju¢ni datumi. MoZda cete
morati poduzeti odredenje radnje u datom roku kako biste i dalje zadrZali svoje osiguranje ili pomo¢ pri pla¢anju. Imate
pravo da ove informacije, kao i pomo¢, dobijete besplatno na svom jeziku. Nazovite 517.364.8500 - 800.832.9186.
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