fg-ﬁ Chinese Applicant’s Name B8 A 1%
2 Community C C

ﬂA Health HP Application Number B 5558
%ﬂﬁ Plan 445 Grant Avenue, Suite 700, San Francisco, CA 94108

Tel: (415) 955-8800 « Fax: (415) 955-8819 ¢ cchphmo.com

Individual and Family Plan Enroliment Application

N K& K BT B EER

CCHP will provide translations or other language assistance free of charge in completing the application.
The application, together with the Disclosure Form/Evidence of Coverage (“Agreement’) constitutes the plan
contract, and that applicants may request a copy of the Agreement prior to enrollment to learn the terms and

conditions of the plan contract. 17 7725, HEN (RIEFT#) 1] LUEE 5 2 AE L 7% = A ) IR B i g 76
15 H G 2T ] (R i T Rk 25513 2 7, g N A3 g 26 | ] 5 K AR i T 25 T 1 7 e

REASON FOR APPLICATION H:5JR[A (Please check one):

] New Applicant, applying for Individual/Family Plan & ¥ 3% [] Current Member My Member ID #:

Please Select a Plan &R 1% —{E&+# ] Adding family member(s) to my existing individual plan

] Copayment 25 Plan ] Active Choice Deductible Plan MFEKE [ ] Spouse i/ [] Child(ren) %z

[ Jade Copayment Plan [] Amber Deductible Plan [] Status change from dependent to subscriber 7 5% i iidi 2 FL A
] Optional VSP Vision Plan

A. PRIMARY APPLICANT'S INFORMATION HiEAE#

Last Name £k  First Name 4 CMithEg SSH# Lk  Height - Weight
Home Address {11 | | Date of Birth (MMIDDYY) | Age | Sex fiil | Marital Status i uikist
A O H8 oMy o Single & &
oF% O Married .45
City sty State /M Zip B[ A5 Please select a Primary Care Physician (PCP) from CCHP’s Provider
Directory &% CCHP 55444 85 Py st — {7 -8 Bk
Day Tel. Hf45%:% Home Tel. {1 ®&# Are you a current patient of this PCP? a2 5 B AR p BB A 2
O Yes i O No 7+
Work Tel. A7 Gs E-mail &7 # Preferred Written Language
O Chinese 3z O English 2z O Other HAts

Name of Employer % ] 4 #% Work Address 24 ] i

We will send all correspondence to your home address. If you have concerns about receiving confidential and private medical information at
your home address, designate an address below where you want to receive such notices: Fif S5 & F 2 ENMAHE, WMBEERFAEK T
BERE SRR AR B AR A HoAb i ik, FER T FIHR bk
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B. LIST ALL DEPENDENTS TO BE COVERED MF B —&2i#{E, #HHE B H#H

SSH# 1k
[ISpouse fiify  [] Domestic Partner [ )& {11/ ’
Last Name #k First Name % MI Date of Birth ti/:Hyl + Age | Height Weight = Sex 151
hi4 | (MM/DD/YY) T GE e
ft oM%
n — lbs  OF%

Please select a Primary Care Physician (PCP) from CCHP’s Provider Directory

SRR H SR IR R

Is this person a current patient of
this PCP? i A2 45 b 6 /= i 3
e A? O Yes/2 0O No#

Preferred Written Language
O Chinese #3¢ O English &
O Other HAlh

Dependent 5 /& #1

SS# TrEyERE

Last Name #:

First Name %

MI
i 4

Date of Birth ti4=H 1 | Age
(MM/DD/YY) RS

Height Weight = Sex 41
i S
L ] B oM
in | lbs OF«

Please select a Primary Care Physician (PCP) from CCHP’s Provider Directory

SRR H SR IR R

Is this person a current patient of
this PCP? i A2 45 k6 /= i 3
e A? O Yes/2 0O No#

Preferred Written Language
O Chinese #3¢ O English &
O Other HAh

Dependent % & #2

SS# TrEyERE

Last Name #:

First Name #

MI
]

Date of Birth ti4=H#1 | Age
(MM/DD/YY) s

Height Weight | Sex #:41
B ] HEE oM
i Ibs OF &

Please select a Primary Care Physician (PCP) from CCHP’s Provider Directory

SRR H SR IR R

Is this person a current patient of
this PCP? i A2 45 b 6 /= i 3
WeiA? O Yes&Z O No

Preferred Written Language
O Chinese #'3c O English &3¢
O Other HAlh

Dependent 5 & #3

SSH# 1 5A

Last Name #:

First Name #

MI
i 4

Date of Birth ti4=H 1  Age
(MM/DD/YY) S

Height Weight = Sex #:41
in Ibs OF%

Please select a Primary Care Physician (PCP) from CCHP’s Provider Directory

AR F R I TR e

Is this person a current patient of
this PCP? s A& 15 it B £ 1 85
e A? O YesZ O No#

Preferred Written Language
O Chinese #3z O English 33z
O Other HAth
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C. PRIOR HEALTH COVERAGE INFORMATION RiEAEEHE

1. Has any applicant been a member of CCHP within the last 5 years Hiz4 A fEith 25 5 45 8 5 2 3 AR B & 82 OVYes2 ONoff
2. Has any applicant had health insurance coverage in the last 63 days? Hi& A\ Arii3s 63 K 3215 & A B e (b ? OVYesiz ONofy
Applicant Current/Most Current Carrier Name and Policy No. Coverage start date Coverage end date
HERA BRI B R R B A F LR PR A4 H 3 fREEAR - B3
OSelf AN
O Spouse K. {8

O Domestic Partner [ & 15
O Dependent  Z & #1

O Dependent % & #2

O Dependent  Z & #3

HIPAA Gl / Conversion Plan Applicants ONLY: HIPPA Gl / Conversion 7 #|H55#H EH

| understand that | am applying for an Individual/Family Plan, if | do not qualify for the Individual/Family Plan, | would like to be
considered for coverage under:

T ] B IR B AR R K B mt ], NIRRT G s R, Pl DL T PR AT )
71 HIPAA Guaranteed Issued Coverage
71 Conversion Plan

| understand that no underwriting (medical history review and determination of coverage) is required for both HIPAA/Conversion
coverage, that if | am applying for HIPAA/Conversion coverage only | do not need to complete a Statement of Health (Section D) and
the rates may be higher than for the Individual/Family Plans. If | qualify, please offer the HIPAA/Conversion coverage and send
complete detail regarding my options and rates.

F W1 1 HIPAA/Conversion i it AN f 4% 1t 58 e o b ol B e i Ay, ANRE SRS AR HEEEN] (DY) o fREE
BN S K BEaT#] o WNIRAT HEE A, ARt HIPAA/Conversion fr fi it 5 4 (1) 188 158 A £ B B R

1. HIPAA Gl Plan Applicants ONLY: HIPPA Gl 51 8|HzEEEH -

If you do not qualify for an Individual or Family Plan, you may be considered for coverage under a HIPAA guaranteed issue plan,
which makes it easier for people covered under existing group health plans to maintain coverage regardless of pre-existing
conditions when they change jobs or are unemployed for brief periods of time. In order to be eligible for guarantee issue in
accordance with HIPAA, all five statements below must be true:

WUR AT B 8 S R Bt #),  #80]2% JE NN HIPAA guaranteed issue 5. a5t #) & 45 BN HRAE 2 7] 3]
S ORB ) AL 2R 5 AR BRI . ANFRe 15 A BORBTAELEWIIE 5 70 B T A iR IR 2R S 1 IR ik 0 my £ 28]
BEFEOR R . EAF S HHGE HIPAA Gl T B AS, DAZHFF 5 LT LRSI -

1. I have at least 18 months of creditable coverage without a break in coverage of more than 63 days at a time.
Ay e/ 18 M AR e ORAE, BT G A R I T AR 63 1 ) e B 4

2. My most recent health care coverage was through a group health plan, governmental plan, or church plan.
e I 0 B R A th A A L BUR e g it

3. I'have both elected and exhausted all continuation health care coverage available under COBRA and Cal-COBRA.
T I8 % S JH 2859745 Hi COBRA ¢ Cal-COBRA #& 1L ) ZE 45 {7 ik
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4. |1 do not currently have other health care coverage and | am not eligible for coverage under any group health plan,
government plan, church plan, state-administered Medicaid program, or Medicare.

BRI A AL B /A, Rl AT A W) RS ORGE . o ORAE . PIBURE 0 58 e Dt ) e B F O £t
A (1) H G A
5. My most recent coverage was NOT terminated for fraud or failure to pay premiums.

Fetme I 3 1) 5 e DR A AN PR A B Bl R A O i o

All five statements are true. | want to be enrolled in HIPAA if | do not qualify for a CCHP individual or family plan.
DAL TUIRR S DO IE A, I IRANRT & HES IR K i at ), A AHIPAAGT &1
Select a HIPAA plan Z/Z—fFHIPAA 5127: [ | copay25 [] active choice

Please attach certificate(s) of creditable coverage or other proof of creditable coverage. Note: rates may be higher than for the
individual/family plan. 7 i L e 28 (et ity LAl B8 e R AR BT o R - DR & MR A B K Bt )

All five statements are true. However, if | do not qualify for a CCHP Individual or Family plan, | do NOT want to be enrolled in
HIPAA. JiT 5 TLIAHS IR . (HE, WIRANET & HES IR S K pEat ), JRA R R EEHIPAAG T #).

One or more of the five statements is false. | do not qualify for HIPAA. 3 1|1 - THEG Z IR IEME, IR AKFE HGEHIPAA
ko

2.

Conversion Plan Applicants ONLY: Conversion 51 #|H:E#H HH:

Former CCHP Employer Group Name Former CCHP member ID#
PEORAE 3N ARAG T30 PR 08 2 2 W) 44 e N ORAd st e B ea:

Your coverage under former group begin date Your coverage end date [&] & { (1) 4% 1F 1 91:

&I I 2> w4 OR (1 B 46 1 0:
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HEALTH HISTORY ZEE T

D. Include information on ALL family members you wish to enroll. ALL QUESTIONS MUST BE

ANSWERED. Give COMPLETE details of any Yes answers in Section F.
BERAEMARRA, LARES—EEE. NFAEM 27 NER, HEF BORE.

Please indicate if any person listed on this application, in the last 5 years, had any signs or symptoms, seen a health
care provider, had treatment recommended including prescription medications, received treatment, or been
hospitalized for any of the following conditions as stated in questions 1 through 25.

California law prohibits an HIV test from being required or used by health care service plans as a condition of
obtaining coverage.

Rescission: It is very important to provide complete and truthful responses to the application’s health history questions. When
in doubt, it is better to offer the information or ask to speak to a health plan representative to ensure you understand the
question and answer correctly. You must provide true, accurate and complete health history information, for yourself or any
dependents, to the best of your knowledge. You must also advise CCHP of any changes or updates to health history
information that may occur after you submit the application and prior to the effective date of coverage.

If you misrepresent your health history, such as failing to report a past medical condition, or omit information in the health
history questionnaire, or fail to provide updated information as to your health history prior to the effective date of coverage,
CCHP may have a basis to rescind your health coverage. A rescission of health coverage means your coverage ends
retroactively back to the original effective date of coverage and you are responsible to pay any medical bills for services dating
back to the effective date of coverage.

CCHP completes a review of your medical history based on your responses to the health history questionnaire and must make
reasonable efforts to verify the accuracy and completeness of your answers in deciding to offer you a health care policy. This is
called medical underwriting. CCHP must also resolve all reasonable questions that may arise from your application responses.
If CCHP does not complete its medical underwriting, and issues you health care coverage, CCHP may only rescind the
coverage if CCHP can support a claim that misinformation or omitted information on your health history application was willfully
misrepresented and no rights of third parties would be prejudiced.

If after your enrollment, CCHP investigates information on your application; CCHP must notify you of this investigation, the
basis for the investigation and offer you an opportunity to respond.

If CCHP decides to rescind your policy, CCHP will send you a written notice of its decision including an explanation as to why
coverage was rescinded and how to appeal the decision. The notice will advise you that all members other than the individual
whose coverage is rescinded may continue to remain covered under the current health care contract or a new individual plan
contract that provides equal benefits without medical underwriting. CCHP will revise the premiums to reflect the number of
members that remain under the contract. Members who remain covered must still meet any requirements under contract
relating to pre-existing condition periods.

You have the right to appeal CCHP’s decision to rescind your coverage. If CCHP denies your appeal, you have the right to

seek assistance from the Department of Managed Health Care. The Department of Managed Health Care will review the final
decision and confirm CCHP has met its obligations under the law.
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sEE AT HEEAER X S N, FEMIIE 1-25 RAENKEER, RBEHAR. BZBHHE. FHEY. ®§E
B H MR .

I iEpEE B R A A ER B EAEREWRRR, TEAE R BRI,

PSR SO CRE LT A R R AR R AR 1] QK B SR AT, HERER SR R S A RERY, IR
A Bk A SRR, DUE ORI A P R AR O HE R 5 . G RARSS Wl AR S ORBE AR RO AT, AT HR 35 A 4 e A 5 )
BT, SR BRSO AR 2 N DR At )

B SR AEAE DRFRAE 2L H TSR AN A SRR S, S AR 8 L OB IR, sAE A e LR B R NI Bk, sOR RESR O b T I B
Bl AT I AT BE RO S R A BEORER o 4 DR B e 99 21 S AR O 2R R U, 80 SO B 08 A 28 1 ST ) e e e 1

HENOR At 3 AR R S SRS (O (i TR S AT B g A A LR R DRIRSE - BT I I B A% . AT ZIERR T, KA F]

TR A H B A P AT RE B PR . SR A QR AR B A S R T SR O s B Ok, AR A m) A REGH fESR EATT

BLEA ) PR R

SR N\ ORA T B A 45 1) PR B A R AR T P S A A PP, A e R G R, A IR R

I SR N ORAGETT BRSSO F ) B R ORBS, AR AR G A AR A, SRR A SR PR A TR Y L. KE e A
A AR B R 10 8 O ol — 181 ) 25 ORI S A A IO (BN it 3 DR T B B IS M DR B, DU £ 5 TR N A S

H . dgses QIR & & & BUE IREE S I A 285K

A REEHREEER . an 3 A Gt B4 5 0 5%, %8 AHE ) Department of Managed Health Care £k #{ 1}, Department of

Managed Health Care & AT [ A% M A R 5] G A OTIE R EAE R IRE

A

If answer Yes, please circle the symptoms: mE“R”, EEHAER Please Indicate F&i®#F t%es %o
: . o . O Self A O O
:] . Bgalrrleervgusl frequgnt and/or'lseveredl . BEER / WREB—L 1k N/ ol T A O Spouse A fi o O
eadaches, migraines, SeizUres, eprepsy, ClzzGss, |y *pomys | e, oW, W4, o Domestic Partner
weakness, fainting, numbnessi/tingling, head injury, . . R / B TR g o O
paralysis, stroke, confusion, memory loss, loss of {; Jﬁ i EP L. g U\I‘é’ a 4 | oDep. Hm# 0 O
consciousness, sleep apnea, use of a sleep %/’JEJQ : jSHE 4{%@ ﬁ%%éqﬁ %;/;r_ ) o Dep. %JE #2 O 0O
monitoring device, etc. s ’ R o Dep. % #3 O 0O
2. Heart/Circulatory - chest pain, angina, high or DB/ MAEERGE—E. L% 0 geh‘ AN o O
low blood pressure, heart disease, heart attack, . TR . DR . geuee | D Dpousetga;% . oo
heart murmur, palpitations, valve replacement, OB . O, DVREARE . . @0 gg{g artner o o
pacemaker, defibrillator; or blood clot, phlebitis, #eONTIRE. LA E | o Dep. sum #1 O o
varicose veins, enlarged lymph nodes, blood/ WL EFIRZ. EFMRMMER. WRELEOR. 0 Dep. 5 #2 O o
bleeding disorder, etc. LA (-2, O Dep. 5 #3 O O
_ o _ o Self  #&A o O
3. Lungs/Respiratory - allergies, infections, B/ PR, . EpsE O Spouse A {% O 0O
sinusitis, asthma, bronchitis, emphysema, B A e pas | 0 Domestic Partner O 0O
pneumonia, tuberculosis, difficulty breathing, o ;‘ i@;& Ei@iiimﬁﬂﬁirﬁ[&ﬁj B A
shortness of breath, chronic cough, spitting/cough- W” ‘ﬁy s i o BEEEE o Dep. B #1 o O
ing up blood, etc. v O Dep.  %& #2 o O
O Dep. %E#3 O O
If answer Yes, please circle the symptoms: mE “rg” , HEHER Please Indicate 752 t%es l%o
4. Digestive - jaw/chewing problems, gastric reflux, ML RG— FUER . . . - gelf ZM oo
ulcers, hernia, colitis, chronic diarrhea, rectal s Kl jz M. B H%%fﬁ ja = Dpousi.gaf rt o oo
problems/ bleeding, polyps, hemorrhoids, . G, S Hﬁ"ﬁﬂ s - |E?EZ;'£ arner 0 o
gallbladder, pancreatitis, appendicitis, liver disease, Eﬁﬁ'ﬁé J‘ﬁ fﬁj‘ HJE@;{J: )\ﬂi % ﬁ‘ 0Dep. 3 #1 o o
cirrhosis, hepatitis, jaundice, unexplained weigh JD b ﬁiﬁz‘ﬁ“"ﬁi\&i@@— A O Dep. I8 #2 -
HoN AR 5 L =T o .
loss, etc. 0O Dep. %8 #3 o O
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If answer Yes, please circle the symptoms: mE “rg” , HEHER Please Indicate 752 t%es l%o
o Self  AA O a
O Spouse A {4 o O
5.Urinary - kidney, bladder, urinary tract infections, MBER—E . B SRR, &6 . %)g?:{tlgc Partner o O
stones, urinary incontinence, blood in urine, etc. Fiv REE L IR A 0 Dep. 3 #1 0 O
O Dep. %8 #2 o O
O Dep. /& #3 o O
) . . ) O Self  &A o O
I6..Musculloskeletall .bone, Jomt'and/ormulscle pain, | pnm—muE. B s B o Spouse fLl 00
injury or disorder of joint/tendon/ligament/disc, 8 s . 15 Domestic Part
weakness of back/ spine/joint, amputation, polio, 5 /F%Téﬁ”?? ;J?F? o Ea)\ﬁ;ﬁ,-: - Iﬁj’gzs{g’ artner o o
arthritis, gout, prosthesis, joint replacement, internal o PREE PR PO o
fixations (i.e., pins, plates, screws), fractures, TMJ e, L. . NTHE@. # | 0Dep. S0 00
, S PINS, piates, ! B N 0 Dep. i/ #2 o 0
etc. O Dep. %8 #3 o O
7. Endocrine/Metabolic N GRS Rk
a) Diabetes, thyroid, anemia, adrenal disorders, a) BEIRRT . TN, i, L
pituitary disorders, lupus, immune disorders, T H%Tﬁﬁﬁﬁm}&ﬁ B Seff A
. . . R ~ N ) 153 :\ N Z O e D D
Z?(I:eroderma, Epstein-Barr/chronic fatigue syndrome, ey . W . Epstein-Barr,/18 O Spouse -
' . . - PRI 55 OF SRIE S o o Domestic Partner
b) Is any applicant a candidate fc|>r, o?r ﬁc recipient of b) (T @;5 %7\% s o R b iy o 0O
;n org.an or bone marrow transplant? If yes, ¥ A 2 O Dep. g #1 o O
c)alrsnzhy applicant on the waiting list to donate an k2 0 Dep. % #2 .
: - e N EL e b ER B R L gl O Dep. %/&#3
organ or bone marrow (excluding DMV donor card) 2 fgﬁgjl\;l"\*/;jﬁ*ﬁjﬂ‘f;%? Ejz i P H -
transplant? If yes, B RRAERIP)
Name: L
B - ) O Self  AA o O
8. Has any applicant ever had cancer, tumor/growth, | A&7 FHA A B ACHE EREAE . IR | O Spouse A2 f O O
leukemia, cyst? If yes, specify: FERiE L e A, Sk 0 Domestic Partner O O
. .. . A e
o Cancer o Tumor o Leukemia O EE O MR O mimekiEz - De:. S8 #1 O O
o Cyst o AIDS/ARC mE I o Dep. %8 #2 o O
O Dep. /& #3 o O
) o Seff  A&A O O
9. Skin disorders/Problems - cancer, melanoma, B/ BME—E. RO, 3k O Spouse At {% O O
pre - cancerous lesion, psoriasis, warts, 2nd or 3rd FEAE R R 85 7B R, . 2-3 ) o Domestic Partner O 0O
degree burns, acne, fungal infections, eczema, R BEME. BEEY. BE. K 17 & i
dermatitis, herpes, scars/keloids, or revisions of AL WIEL B/ e, LR | O Dep. HE#1 o ad
cosmetic or reconstructive surgery, infections, etc. SRR YL, 0 Dep. & #2 o o
O Dep. %E#3 O O
10. Eyes, Ears, Nose and Throat - diseases or O Self  &A o 0O
problems of the eyes or sight, ears or hearing, nose R, H. B. BRI 950% O Spouse i fé o o
or breathing, throat or swallowing - such as: H2eudi )y, B LW, WEBE A Y | o Domestic Partner o O
infections, crossed eyes, glaucoma, cataracts, B, PR, FXR. 5 IF A
detached retina, nasal polyps, deviated nasal IR, SR, SER. BR O Dep. 5 #1 o o
septum, excessive snoring, tonsillitis, sleep apnea, BT RE . kIR g . RHREE . O Dep. & #2 o o
etc. O Dep 58 #3 U U
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If answer Yes, please circle the symptoms:

WmE“R”, HE AR

Please Indicate 35iR%

=<
@
7]

11. Congenital Abnormalities, Birth Defects - cleft
lip/palate, club foot, webbed fingers or toes, mental
retardation, developmental delay, Down’s syndrome,

KERE . $RE—REE. Y
N it i = - NIV 3 N 54
RN B REREIE S O

o Self  AA
O Spouse FLi&

0 Domestic Partner
7] R

hgart/lung probllems, sku.II/faciaI deformities, WERHIE . s o Dep. §% #1

birthmark, physical handicap etc. O Dep. %J& #2
o Dep. %8 #3
o Self  AA

12. Has any applicant consulted a provider for any
condition or symptom(s) in the last 5 years, for
which a diagnosis has not been established?

55 7 A AR A
b, ERER A ?

O Spouse Ff#

o Domestic Partner
[7) {4

O Dep. %/&#1

O Dep. & #2

O Dep. /& #3

13. Has any applicant ever had an abnormal
physical exam, laboratory results, x-rays, EKG, MRI,
CT scan or been advised to undergo further testing,
surgery or treatment?

HE N\ BB R AL RS A R S
PR AR, TR Dl S g
il B R R R
B Tyl e ?

//}?R

o Self  #®A

O Spouse FLi&

O Domestic Partner
A

O Dep. & #1

O Dep. & #2

O Dep. & #3

14. Are you or any applying family members
presently receiving any medical treatment?

PREGIERI RN B A5 A2 AT 5
GEIRIE?

o Self  #&A

O Spouse F#

O Domestic Partner
) EREsia

O Dep. ZJ&E #1

O Dep. &g #2

O Dep. & #3

15. Have you been absent from your job due to
injury or sickness more than 5 days within the past

i 121H|N{H'('A‘ﬂﬁirﬂkx{

o Self  £&A
O Spouse FLi&

0 Domestic Partner
7] JE R

O Dep. %8 #2
0 Dep. %/& #3
o Self  &A
ithi i O Spouse F#
b oo s ot o neton or, | BRI, SRR A AHE | o Domest Parver
observation, testin orptreatment or undergone AT BB, v A
’ 9 g T4 2 o Dep. %8 #1

surgery?

O Dep. %8 #2
O Dep. /& #3

17. Has any applicant had any condition that is
expected to require hospitalization?

F A AR AT L 3 0
HECE 2 12 7

o Self  #®A

O Spouse F#

o Domestic Partner
[7) JE {4

O Dep. %/&#1

O Dep. & #2

O Dep. /& #3

18. Has any applicant ever seen, received treatment
from or consulted any doctor, or any other person
providing health care services for any other
condition or symptom(s) not listed on this
application? If yes, complete E below.

PR A A A6 B el v e Ao
A e LA PR B M I N B T
ORISR, MR A AL LA R
I L 3e 37 A E RS E TN

e

7
AT o

o Self  AA

O Spouse Fi 8

O Domestic Partner
) EREsia

O Dep. %J&E #1

O Dep. & #2

O Dep. /& #3

Lol U000 OOO0O|000 O0O0|000 OO0O0000 OO0O0O|000 O00[000 ooo|oOoOg O0aoo|#m

000 O00O0O00 OOO0|000 O0O0|000 OO0O0000 O00|000 OO0O000O0 ooo|jooo ooo g
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Female Applicant Only % B35 A AT e “R” , o HaER Please Indicate FH &% t%es b%)
o Self  #&A O O
19. Female Reproductive - Breast disorder, cyst, SRS, M. W, O Spouse Fiif O O
lump, tumors, endometriosis, pelvic pain, , O R B B o Domestic Partner o o
menstruation disorders, abnormal/ absent menstrual Eii?ﬂlﬁ¥)§lﬁgﬂ4f§ﬁm Eﬁéﬁéﬂﬂ CVEE
bleeding, uterine fibroids, ovarian cysts, infertility, JW gp;g*nm o ; ?7:%. E . o Dep.  5& #1 o O
miscarriages, and sexually transmitted disease. e fatia v UL R O Dep. %8 #2 o 0O
O Dep. xE#3 o O
o Self  #&A | O
O Spouse Et o O
Domestic Partner
20. Does any proposed female member T e e gy F 462 = i {Ig O O
menstruate? o 0 Dep. % #1 O O
O Dep. & #2 O O
0O Dep. %8 #3 O O
O Self  &A O O
21. If yes, has it been more than 40 days since S e L U 25 A LA O Spouse iz ft
. - , A 58 4 A 1 R it o O
her/their last menstrual period? ﬂ)iﬁ ﬁnﬁi{}\ﬁ?ﬂ*ﬁ TR o Domestic Partner O O
If yes, explain: ' A AR RUEsE
o Dep. %E#1 O O
O Dep. %8 #2 O O
0O Dep. %8 #3 O O
22. Has any female applicant had a pelvic exam/Pap | 1T 16 j LA L 19 -4tk H &l A AeE
smear? If yes, complete below, date and result of BT EBARE, SHTRE U8 | oSef Ao O O
last pelvic exam/Pap smear for each female over I H M AR O Spouse AL fi O 0O
age 16. : O Domestic Partner
Name: ﬁ’g A B 0O
— WENEE OIER OMER | oDep.  5m #1 o O
Mo/Day/Yr: oNormal cAbnormal W 0 Dep. 5% #2 O 0O
Name: ] - - o Dep. %J& #3 o O
Mo/Day/Yr: oNormal cAbnormal I OE# OAEH
o Self  AA O O
O Spouse At {4 O O
23. Is any female applicant pregnant, or in the AR Lo R s A%, e | ?j’gfﬂg Partner 0o
process of adoption or surrogate pregnancy? AR EE? O Dep. 58 #1 O O
O Dep. %& #2 O oo
O Dep. %/ #3 o o
Male Applicant Only 5 Hi35 A% WE “R” , o HaER Please Indicate Fi&:# Yﬂes "%,
o Self  AA O O
. i O Spouse A O O
.24' Mgle reproductive system 'Prostate problems, BHERERKE—IVIE. A%, Y | o Domestic Partner O O
infertility, sexual dysfunction, penile or scrotal e ey
implant, sexually transmitted disease, herpes, ))b I‘g\' o O 0 Dep. & #1 O O
genital warts, undescended testes, etc. v e O Dep. % #2 o 0O
O Dep. %8 #3 O O
o Self  &A O O
O Spouse Fif& O O
25. Is any male applicant listed on this application an - - - N 0 Domestic Partner O O
) . . h ] o A B ~
expectant father, even if the mother is not listed on ;E o gg%ii{iﬁ {,I\ﬂifigﬁj? A (e
this application? e * ATTERECEES 1 o Dep. i #1 oo O
O Dep. %% #2 | O
O Dep. %/& #3 O O
Ind/Fam Plan Enrollment Form DMHC 10.12.2011 -9-




E. Last doctor visit i R B4 RsCER:

O Domestic Partner [ri] &1 4=

Applicant Name of Doctor Date of Last Visit Address and Phone No. of Doctor
HEEA BEES wa2al BT ShE B RS
OSelf  AA
O Spouse Ft 18

O Dependent % /& #1

O Dependent & #2

O Dependent & #3

F. If the answer to any question in Section D is Yes, please provide detail below:

MREDBMRE “R” WER, BEUTHHRE.
Onset/ Treat-
: Treat- | ment Still under - xending physician / Hospital /
Question Name of Family member Name of condition ment end Type of treatment  treatment = .~ Na?mpe yPhone & A dgress
# R KERBS R& date date ¥ ot Yk Ui Eﬂi&&ﬁéﬁ B2 B bt
B AR 7 e
] =E: ] Hi#
Y& O
N O
Y& O
N O
Y& O
N%& O
Y& O

G. PRESCRIPTION MEDICATIONS - List all medications taken within the last 12 months by any family
member listed on this application. [EAFE4): FEJIHERE 12@8 RRABMNEDZRE.

Family Member
KEEIK B

Medication/Dosage/Frequency
LM 42 R/ P e U

Date Prescribed
(Mo/Yr)

FRZE L0 CHAE)

Date Discontinued
(Mo/Yr)
FEHM (A4

Name and Phone No. of
Physician or Hospital
R/ b 4 A M R R

Ind/Fam Plan Enrollment Form DMHC 10.12.2011
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H. How did you hear about CCHP? #B/E#ME [ AREE] ?

. 20TV #HR . . 4 O Newspaper fR4K
[FEPAN =g
1 O Radio &4 Channel Jiiti 3 O Direct Mail ‘& & B4 Name % ff
5 0 Yellow Pages # F /73 6 O Agent/Broker ££4L 7 O Referrals /44 8 O CCHP Website #E A R fifiiH 48 1
9 O Dr. Office B4 10 O Events # & /iGH)

1. Fill out this section if applicant is using an insurance agent or broker

MRBRAZRRE/EL A, FABREBG.

Agent/Broker Name f{ #1/48 40\ 4k 44 :

| understand that the broker of record may receive monetary and/or non-monetary payments from CCHP in connection with
the purchase of this coverage. 4s AW 115 £C40 A\ AL 173 ) FRIE B e B DR B i, T REAS 2130 N DA it 0 10 T

Note &yt &
Premiums are the same whether or not you use an agent/broker. A~y /& 154 F AR EL/AC AN, S 16 B A5

X
Applicant’s Signature HizE A\ %45 Today’s Date H 3

INSURANCE AGENT/BROKER ATTESTATION R TR/ A E R (AB2569, Cal H&S §1389.8)

To be completed by your agent or broker after completion of this application

l, , assisted the applicant in submitting this application. All information in the health questionnaire
was completed by applicant. | advised the applicant to answer all questions completely and truthfully and that no information
requested should be withheld. | explained that withholding information may result in cancellation of coverage in the future.

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.

Notice to agent: If you have assisted the applicant in submitting this 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 ($10,000) dollars, 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.

Agent/Broker Name Agent/Broker Signature Agent/Broker# Date

Agent/Broker Company Name

Address City, State, Zip

Phone Email

Ind/Fam Plan Enrollment Form DMHC 10.12.2011 -11-



CONDITIONS OF APPLICATION please carefully read and fully understand the following:

HFEME: AFAMRETELABUTRE.

General Conditions

Chinese Community Health Plan reserves the right to reject any application for enroliment. This application

and all medical information or examination reports shall become a part of the Plan Contract.

1.l understand that CCHP has the right to deny my application and if so, | will be notified in writing.

2. lunderstand that | have no coverage under this application until notified by CCHP that | am accepted.

3. If I am accepted, this application will become part of the agreement between CCHP and myself.
Enrolled family members and | agree to be bound by the arbitration clause in the CCHP contract
instead of trial by a court or jury.

4. lunderstand that willful misrepresentation can result in rescission of my coverage, and not that of any
other applicants. The Plan can only rescind for a material misrepresentation or omission if 1) the
misrepresentation or omission is willful or 2) the plan makes reasonable efforts to ensure the

subscriber’s application is accurate and complete as part of the pre-contract underwriting process.

5. If my coverage is terminated retroactively, the providers will bill me for all services | received through
CCHP.

B

[ NCRAGERT ) OREEIE AR AR BRI RER o 3 PRl e B A e Rl A A i o B I s AR 1
R —E

1. ANHA THEARES S]] AREERN RS DR AN PEEEIEAR, AR EriEs) T4 AR
atd ] A .
2. ANWEAARTEYREA T E SRR HRRE THAGRAET 8] O/t s &

3. WURHIRERHLZ, Eh FREREOR & A HEEN R TR AGRER &) MR ERIM—Mo . WfiE
TFAR, AN LGN R R ORIER 0 R Ao B L R, 10 e 2 [ e Jee i

4. ANIIH, WAEIE PEERE AT R T EORE, TH GRS ] 2 RERGRZ e N, A
FEAR AL HEE N o A 2w R RERIEH H s A B OREEQUR 1) SR OREE A BT a8 e 2 R 1,
2) AEHIREHE LB R A A ] B8 7 EOR R H T A SR IE) RS R SE R 1

5. WURARNMIOREEHEGH, ANTHEATIATEE T4 A CRETHE]] 152000 5w s 2, mekiE
P03 21 f5e ) (197125 H U

Ind/Fam Plan Enrollment Form DMHC 10.12.2011 -12-



Acknowledgment and Agreement F&&H:

| hereby subscribe for myself and any enrolled dependents to the health plan designated here and agree to abide
by all terms, conditions and provision of this Individual Membership Contract. | have read and understand the terms
on this application and my signature below indicates my acceptance of these terms and that the information entered
in this Application is complete, true and correct. | agree to notify Chinese Community Health Plan promptly of any
facts or circumstances which arise before the effective date of coverage under CCHP which make any of the
statements supplied herein incorrect. | understand that neither my family nor | will be eligible for coverage if any
information is false or incomplete, and that coverage may be revoked based on such finding. | understand that any
incorrect statements made in or material omissions from this application constitute the basis for termination from the
Program and termination or cancellation of coverage retroactive to the effective date of enrollment.

ANBTA R NB s PR [HE AR 3 ] , MRSy SR AT G AT B 249 L s O E . A NEE B
AR RN R, AN TR S R R M B 52 LRI AE RS, FIREAS N IR R K R & LRI I
VORI R 1 SR . A N R SRAE AR H T, AN N s B A ek IR0 A P o5, T B s A S0 ) B REANARIART
A NALZARN eI S [ A fRAg ST

AN AL PR N SRR A AN ERE, AT A TR0, &R, TEEARMEGTE] AREBUHAN
e UM KA DREEEAR A, T FLIBGI H 9T AT L 391 21 ) 10 A2 2 H 38

Arbitration Agreement {i#:{f5:

| understand that (except for Small Claims cases) any and all disputes, 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), which may arise under the agreement between me and my
dependents enrolled in the plan and CCHP and any of its affiliates shall be determined by submission to binding
arbitration as provided by California law. Any such dispute will not be resolved by a lawsuit or resort to court
process except as applicable law provides for judicial review of arbitration proceedings. ALL PARTIES TO THIS
CONTRACT, BY ENTERING INTO IT, 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. For more information regarding binding arbitration, please refer to your Evidence of
Coverage.

ANCHEMF CBRANEHBIERE DU ) AT A NMIEOR 53 8 B e A CRAdt 3 S L B S 2 i Tk 77 ok, U488
T CEIANER A OR A S BB O A AR (T BB A A 2 Il B BOREHEHER, A AT E . . sUHETRE) 1
JEAINNIZ AR SRAT e, AR A B st R R Y, BRAREHAA D P VAR B ROE . B A RIS
T TR AT s o FR MR Tk RV EHEAR, WS SR SRS BT BRI . RIS BAT KA D bRt i, i
B DR B 25

Applicant Signature s A% % Print Your Name M iFA 8 2 4 Date Hi
Spouse / Domestic Partner Signature Print Your Name & i iE#3 5 ik 44 Date L]
e A8/ R PR A 3

Signature Required for Dependents Age 18 or over (18 j%uk LA - 5 J& %5 2)

Dependent &% % #1 Print Your Name &% f IEAS S 5 2k 44 Date Hi
Dependent &% & #2 Print Your Name &% f 1A 1 5 42 Date Hi#ti
Dependent &% & #3 Print Your Name 3 M iFA 5 2 4 Date Hi

Ind/Fam Plan Enrollment Form DMHC 10.12.2011 -13-



Authorization to Release Medical Information {25

| authorize any provider of health care, health care facility, or any other medically related facility or professional who
has provided services to me or any of my dependents to disclose to CCHP or its designated agents, all medical
information, including any alcohol/substance abuse, AlDS-related information and/or psychiatric disorders,
regarding any applying family member or me. | understand that such medical information may be requested and
used for the purposes of evaluating my application and determining eligibility for coverage. This authorization is
effective on the date the application is signed and will remain in effect for a period of twenty-four (24) months,
except that it will remain in effect for use by CCHP in connection with the review or evaluation of any claim for
benefits if applicant is still a member of CCHP. A photocopy of this authorization is as valid as the original.
Signature by parent or legal guardian represents authorization for himself/herself as well as authorization for minor
children.

| understand that if | refuse to provide this authorization, CCHP will not make an eligibility determination, and I will
not be considered for membership in a CCHP plan.

| may revoke this authorization at any time prior to its expiration. However, revocation is not effective to the extent
that CCHP has already taken action in reliance on it, or for so long as CCHP may contest my enrollment or any
claim for benefits.

ANBHEAL AT BB GE RIS, AT AT ILAb B e A BB . Bl A N KR PR O B IR B O S NAT, 10 3 A AR
fit i) fe JLhi 8 ABR BEI A AR A RSB R B BORE, QAR AEATIERS/ 7 i, SR Bk, R/ mRs IR T8

A N BRI IR T ORL A 2SR AR A R RS, DA SRR /S 0 & DR PR e AF . AR h 3528 2 H B AG AE2%,
W RFAE 24 M H ARG BRAREE O S E H s A7 R & SUs, Y DAAR 3 sl A A A L ] 1 DR B B . 2 B A R ED
FRAS SRS R . S RF 2 B N A s B AR A A N2 M, AR R A 1 L0 32

ANBEREAURANAL G IO MBHE, 2 N ORAERTEDRE A G AN PGS, DA 70 A 2 A DAt 3 i) &

=

N0

AN AT DAL S HET Y] i SET U8 AR, i 3 N DR i) LRSS L BB T 1 1 AT B A5, edh, HLTEEEN
DRAEGT B A NP H G DR B 2L R T a2 Mt S LI 2

Signature of Applicant Print Your Name &5/ iF#1d s 44 Date H
Spouse / Domestic Partner Signature Print Your Name &% F i #s i s ¢k 44 Date B39
FC 8 R AR 5

Important: required signatures & &k

All Applicants age 12 and over must sign and date this Authorization to Release Medical Information.
T 12 3% S LA LB R G NSRRI B R TS L3 kAL S H

Dependent 5 & 5 & #1 Print Your Name &5 il 1E A6 1 ik 42 Date b1
Dependent 5 & % & #2 Print Your Name &5/ iF#51d s 44 Date H
Dependent 5 & %% #3 Print Your Name &5 il 1E A6 1 ik 42 Date [
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