®  Chinese
_51_ E Community
5 i

Health
%J % iz Plan

CCHP

445 Grant Avenue, Suite 700, San Francisco, CA 94108
Tel: (415) 955-8800 « Fax: (415) 955-8819 « cchphmo.com

Applicant’s Name
PN ED

Individual and Family Enroliment Application

fill N R Gt ST G

REASON FOR APPLICATION (Please check one) Hii 5K

New Enrollment(s) ¥k

Add Spouse HFtE
Add Child(ren) fi7%

O Oodt

FEERTIN VP

Please provide current Member ID No. &5

to Member name & ID No.
BUlRFgy B840 SRS
Convert from CCHP group to individual plan
(YN e YN ey |
Convert from subscriber to dependent

[ ] Convert from dependent to subscriber
EEITLLYVES L IN
PRELRFIEr SRS

nH 2

A. APPLICANT’S INFORMATION Hi35 A& Fl

Language Preference

see oy —
J&%*—‘Fun =

[] Cantonese &
[] Mandarin E3E
[] English 332
[] Other HE

Last Name % First Name % ML | sS# Tk Date of Birth (MM/DD/YY)
A H
Home Adress {1k City 3kfi State N Zip LR
Home f:%Ea% Daytime HfiliisEaS Marital Status HSIEA HT & |WTHEE | (M 5
Phone ( ) Phone ( ) [J Single & [ Married 224§ OF «
Name of Employer /A B4 Work Phone T{F&E
( )
Work Address T {Eitil City i State 1 Zip TRl GRS

Primary Care Physician (Family Doctor)

FERA

HiRFR A2

Are you an existing patient?

OvYes & [No#&

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:

A& (5 arar 2 PRy EE -

0P A AR BRL R B R B R A B E b - FEAE R YR BT -

Send correspondence regarding my application to &K T EE 52

B. LIST ALL FAMILY MEMBERS TO BE ENROLLED
(Dependents who are over 19 but under 24 must be full time students; please attach proof of student status)

M)A - AR B ZRRE F L2195 PL | > 245% DL F - 3 H RSB EE <)

Birth dat i d : . .

Relation (% | Last Name #: First Name # 51;" E‘Q’% ﬁﬁ%i ML’/D&;/\? r SOCI?TL{S&?%{%}/ e Prlmaryggéggyswlan %2222%

=) | 12 < HEHEA PR A
[] Husband 44 [] Yes i&
L wife Ak [INo #
[]Son 5% Oves 2
[] Daughter %52 [INo 7%
] Son 5i¥ [ Yes &
[] Daughter %52 [INo &
U Son 527 [ Yes &
[] Daughter %52 [INo &
] Son 57 U Yes &
[] Daughter %52 [JNo #
Spouse’s Employer: Work Phone T {FE:E
WA ( )
Business Address: City ki State /I Zip TRERGRAS
TAEshE
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C. PRIOR INSURANCE INFORMATION G i B2y i fdt 2 6] & B

1. Has any applicant been a member of CCHP within the last 5 years Hii5 AfERZG4F 2 AL HIGA.......... [Jves& [] No &S
2. Has any applicant had group coverage in the last 63 days? H1Z5 A{EiE 763 K I 2\ Al B R H] .o |:| Yes & I:] No 75

If you answered “Yes” to 1 or 2 above, please provide the following information: ZIILL FIYEZEE “&° FEettEpanT:

Name of applicant(s): Certificate/Policyholder No.:
FREE A A B E-RIEHS
Current carrier name: Most recent coverage start date: End Date
AR OR GG T 1 F] 4478 RS HIT AR H I
Covered person(s) Prior Carrier Name and Policy No. Coverage start date Coverage end date
ZRAR AT FR 0 44 fETRE 10 fRERL b F1 9

O self . [ Spouse Bt H
[ Dependent(s) 5% &
O self H & U Spouse B fH
[ Dependent(s) &% &

[ self . [ Spouse B f®
[ Dependent(s) % J&

HEALTH HISTORY #t}ifEsh

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 E on the following page.

BRI A SR - R E R - AEHEM "2 WEE  WEER R -
Has 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 207?
TERELEN - FEMEFGEAGR TY1-2098RERER - ESEHA S - #5586 - SHEESEYIER - FREEIGR ek -
California law prohibits an HIV test from being required or used by health care service plans as a condition of obtaining coverage.

T 5 58 O e PR e 28 i) SR P s A B2 W G - i ' 2 15 B B M ORISR A e A

If answer Yes, please circle the symptoms: g B SEEHEIR NO | Yesplease
& indicate
1. Brain/Nervous — frequent and/or severe headaches, IS,/ iR M B B B R ~ REER ~ O Oser  AA
migraines, seizures, epilepsy, dizziness, weakness, fainting, SRR, ~ R ~ SRS~ RS B AR S HRE - 5E O spouse FilfE
numbness/tingling, head injury, paralysis, stroke, confusion, W2t~ HHE ~ PR S5 S RIS REER & Opep1 5081
memory loss, loss of consciousness, sleep apnea, used a MG ~ o PR B 2 55 (M| Dep2 FJ@2
sleep monitoring device, etc. O Dep3 &3
2. Heart/Circulatory — chest pain, angina, high or low blood DR/ MG B R — s ~ O ~ R BRITRR Osar  AA
pressure, heart disease, heat attack, heart murmur, palpita- LB ~ SEEEMR ORI ~ DS ~ LB ~ iR O spouse A
tions, valve replacement, pacemaker, defibrillator; or blood 2 > ATHIHIE » ZSHEHEABDR SMest - R - O Depl HE1
clot, phlebitis, varicose veins, enlarged lymph nodes, blood/ Wiz ~ WREAEA ~ BRI LE ~ 55 - Opep2 5m2
bleeding disorder, etc. Obeps %ms
3. Lungs/Respiratory — allergies, infections, sinusitis, asthma, Jili WA~ R~ EEERER - R XRE Oser A4
bronchitis, emphysema, pneumonia, tuberculosis, difficulty %~ TSR ~ Il ~ IdSRL ~ WP R - IO ANIE - O spouse EfE
breathing, shortness of breath, chronic cough, spitting/cough- TP~ IS - O Depl FHa@1
ing up blood, etc. Opep2 sz
O Dep3 &3
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If answer Yes, please circle the symptoms: g “mB s EEHRER %0 Yefi.l’letase 2
3 indicate
4. Digestive — jaw/chewing problems, gastric reflux, ulcers, WAL RE— FEE - 5% > BE IR KB O
hernia, colitis system, chronic diarrhea, rectal problems/ % 1B HIEERHI  BA - FE - R O Self ~ AA
bleeding, polyps, hemorrhoids, gallbladder, pancreatitis, B~ BB ~ R~ BFREAL ~ T4 ~ e MEfips = Spouse %@ﬁ
appenticitis, cirrhosis, hepatitis, jaundice, unexplained weigh R - O Eep; ;é;
loss,etc. ep
oss,etc Obpeps xms
5.Urinary — kidney, bladder, urinary tract infections, stones, WAPR— L ~ G ~ PROERRAE ~ S~ R IR Oser  AA
urinary incontinence, blood in urine, etc. ~F O Spouse Al
O Dep 1 K&l
O Dep2 K2
O Dep3 KJE3
6. Male reproductive system — Prostate problems, infertility, BHARRSERITIE - A2 MIIRERE - [EER O
) ; ) . s e Self  AA
sexual dysfunction, penile or scrotal implant, sexually transmit- I~ MR~ TS - R S B . O Spouse RO
. . pou
ted disease, herpes, genital warts, undescended testes, etc. O Depl 51
O Dep2 K2
O Dep3 KJE3
7. Female Reproductive — Breast disorder, cyst, lump, tumors, LR - SR ~ R - I FEAE 0
endometriosis, pelvic pain, menstruation disorders, abnormal/ B B EAE - BIEANIE - BRARIER I~ T 0 Self ~ ARA
absent menstrual bleeding, uterine fibroids, ovarian cysts, WL ~ USSR ~ A4 i ~ PR - = Spouse gg
Ay E= b
infertility, miscarriages, sexually transmitted disease, DFIEML EEF'&H%?E@? O gep; %J%;
=, E 5 | 2
a) Does any proposed female member menstruate? ?E%E Ry OHGSAMCHE  OXE O Dep -
If yes, indicate if Clapplicant/spouse C1Dependent(s) R °P
Dependent name(s): DM 2R AR S R 40 K
b) Has it been more than 40 days since her/their last LR SR
menstrual period?
If yes, explain: L e PR A MO 55 F S b
=23
c) Has any female applicant had a pelvic exam/Pap ARE ﬁﬁtﬁ\%Tﬁ\
smear? TR, LA B — R F e FE IR
If yes, complete below, date and result of last pelvic A HI RATR -
exam/Pap smear for each female over age 16
Name: &gé;ﬂ/i DR OAER
Mo/Day/Yr: O Normal CJAbnormal - fr fr
Name:
A
Mo/Day/Yr: . O No.rmal Oabnormal B0 4% OEE OFES
d) Is any female applicant pregnant, or in the process of
adoption or surrogate pregnancy? DB RS ANES » SIEFEE R
B
8. M.usculosk.el.etal - bone., joint and./or muscle pain, injury LA 5 ~ B SONLRNE B s O serr HA
or disorder of joint/tendon/ligament/disc, weakness of back/ P e ) T e
spine/joint, amputation, polio, arthritis, gout, prosthesis, joint G - BRI o IR - S 0 A TR « BT E Spouse ﬁﬂﬁ
replacement, internal fixations(i.e., pins, plates, screws), 4T~ R O Dep 1 ?ﬁ%l
fractures, TMJ, etc. O gep§ iéz
ep 3
9. Endc.ocrineIMetab?Iic . . . WA Db Rk Osar  #A
a) Plabetgs, thyroid, anemia, adrenal filsorders,.pltu- OBEPRE ~ BRI ~ &I~ B IR EEsR O Spouse FLfE
itary disorders, lupus, AIDS/ARC, immune disorders, BT IR A mss ~ JRIE ~ B ~ REE >~ O Depl /&1
scleroderma, Epstein-Barr/chronic fatigue syndrome, etc. ¥ ~ Epstein-Barr 18155 BFBEES - O Dep2 /@2
b) Is any applicant a candidate for, or a recipient of an organ (H| Dep3 FIE3

or bone marrow transplant? If yes,
Name:

c) Is any applicant on the waiting list to donate an organ or
bone marrow (excluding DMV donor card ) transplant?
If yes,
Name:

DY AR HEE A 4 B B RS fE TR e
W& 2

OGS BB e B s E 4
(DMVIBEEHEBRIL) 2
B4
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If answer Yes, please circle the symptoms: meg “B” o EBBHREIR l‘j&? ‘_{ez .Pletase =
madicate
10. Has any applicant ever had cancer, tumor/growth, S G A AT EEE ~ B - ke % Oseir  AA
leukemia, cyst? If yes, specify: P O spouse Bl
O cancer [ Tumor/growth [ Leukemia [ cyst = AL ‘ Opep1 5@
Oysie O Ofimsk&s O Obep2 52
O Dep3 &3
11. Skin disorder/Problems — cancer, melanoma, pre — BEREw /I8 —iE ~ B - JBEE RS R O
, ‘ Self  AA
cancerous lesion, psoriasis, warts, 2 or 3¢ degree burns, acne, | % * R ~ £ 2—3%‘(45”31% AL~ BB O spouse Fif#
fungal infections, eczema, dermatitis, herpes, scars/keloids, or RIS ~ KR 5~ L EIE  REREREIM H| Depl 1
revisions of cosmetic or reconstructive surgery, infections, etc. T BRARF O Dep2 FJ&2
D Dep3 &3
12. Eyes, Ears, Nose and Throat — diseases or problems of W~ B~ B RIS T 5E ~ BavadE & Oseir  &A
the eyes or sight, ears or hearing, nose or breathing, throat or TR ~ R R AT ~ IR~ & [ spouse Fi
swallowing — such as: any infections, crossed eyes, glaucoma, JEHR ~ P Tﬁfﬂﬁ-ﬁ%ﬂ%ﬁ B~ 82K BET Opep1 %@
cataracts, detached retina, polyps, deviated nasal septum, B~ bk ~ RHRSE Opep2 5id2
excessive snoring, tonsilitis, sleep apnea, etc.? Opeps s
13. Congenital Abnormalities, Birth Defects — cleft lip/palate, FAEWE ~ bE—RE VS - BRLE - AT O
) . . R L el . Self  AA
club foot, webbed fingers or toes, mental retardation, develop- TS ~ LV ETERE ~ BRESE B ECRE ~ LIMEER O Spouse FifE
mental delay, Down’s syndrome, heart/lung problems, skull/facial | EWERHR + fGEC5% Opep1 51
deformities, birthmark, physical handicap etc. Opep2 5/@e
O Dep3 /&3
14. Has any applicant consulted a provider for any condition or HEE A S 1eiB 2 g ik a2 s (B3I O seif KA
symptom(s) in the last 5 years, for which a diagnosis has not FEARAEREE? O Spouse i fH
been established? S Depl ZIH1
Dep2 ZFE2
O Dep3 @3
15. Has any applicant ever had an abnormal physical exam, HEE A E S ERNIEERES GRS - {bEs Oser  AA
laboratory results, x-rays, EKG, MRI, CT scan or been advised G ~ O BSERRS - B iR e AR o O spouse Fief
to undergo further testing, surgery or treatment? — kel - FHTEEE R Opep1 5E:1
O Dep2 /&2
O Dep3 FJ&3
16. Are you or any applying family members presently receiving RIS A E FR S IF 2 (T B A 2 O seif NN
any medical treatment? O spouse Fi
O Dep | ZHJE1
O Dep2 &2
O Dep3 HKJ&3
17. Have you been absent from your job due to injury or a1 o4 H A B A K A R 5 A2 5 T AN BE T AEE i O seir A
sickness more than 5 days within the past 12 months? aR? O Spouse Fii'{H
O Dep | ZJE1
O Dep2 &2
O Dep3 /&3
18. Within the past 5 years, have you or any family member WETEFER - RIS A G e B A Oself  AA
i i instituti i i 22 IR ECE Tl 2
been in a hospital or institution for observation, testing, or Blg - waEk (N Spouse HifH
treatment or undergone surgery or undergone surgery? O Depl FHJ&E1
O Dep2 HKJ&@2
O Dep3 KJ&3
19. Has any applicant had any condition that is expected to HiEE A G S RS S S B Ebaa i 2 O seif A
require hospitalization? O spouse Fief
O Dep | ZHE!1
O Dep2 /&2
O Dep3 KJ&3
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. . 2 o NO | Yes please
If answer Yes, please circle the symptoms: mE 7 - SRR 5 | in el A
20. Has any applicant ever seen, received treatment from or EE N SR b Y R e A i o (B L YA i = K ey s d O sei A
: L - i e

consulted any doctor, or any other person providing health care IR BERE ORISR RMRE - mARETEL O spouse AtfE
services for any other condition or symptom(s) not listed on this AR R RE] 2 Opep1 01
application? If yes, complete E below. AR IR EHNE - | Dep2 HIE2

O Dep3 /&3

E. If the answer to any question in Section D is Yes, give the details below:

ARIEDIRIE “R™ MEE - SEELL Tk e -

Question Name of family member Name of condition Onset/ End Still Type of treatment | Name of attending physician/
* R 8 Tt | d2 | tmnene | T Phont & Address
e ek enit b
& Yes O
7 No O
& Yes O
7 No O
& Yes O
7 No O
& Yes O
7 No O

F. PRESCRIPTION MEDICATIONS - List all medications taken within the last 12 months by any

family member listed on this application. #¥): Hi5 A H7ER L 12 HNEHBNZES

Family member

FERER

Medication/Dosage/Frequency

RN R

Date prescribed (Mo/Yr)
HogE H W (H /58E)

Date discontinued
(Mo/Yr)

f=IEH I O1/4F)

Name and phone # of
physician or hospital

B bR IR

G. How did you hear about CCHP? #/EFEALE "3 A RS, 2

1 [] Radio G 20 1v i 3 [] Direct Mail R 4[] Newspaper  $i#
5[] Yellow Pages WHE 6 [] Agent/Broker & 7 [] Website HEsRE | 8 [] Referrals 48
9 [] Dr. Office B4:143: 10 [_] Events i€ /iEEh:

AGENT/BROKER ATTESTATION (as2569,sec.1389.6):

, assisted the applicant in submitting this application. All information in the health questionnaire

Agent/Broker’'s Name (Please Print)

was completed by the applicant. | advised the applicant that h/she should answer all questions completely and truthfully and that no
information requested on the application should be withheld. | explained that withholding information could result in cancellation of
coverage in the future. The applicant indicated to me that h/she understood these instructions and warnings. To the best of my
knowledge, the information on the application is complete and accurate. | understand that, if any portion of this statement by me is

false, | may be subject to civil penalties of up to $10,000.

Agent/Broker Company Name:

Agent/Broker Signature:

Agent/Broker Code:

Tel:

Date

E-mail:

LP/Individual Enrollment Form DMHC 011409 Exhibit Q-4 P:011609



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

HHE R B« SR Al B I S =BT EL DAL S A

| hereby request (Check one) RA B & ¥3# GFE4ERMKIER)

O Individual coverage only O Individual plus dependent coverage
18 AR BB R e PR

GENERAL CONDITIONS: Hi #5{ifk
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.
CCHP T# A3, RGELBET PHLROHEH - SFFEER2RBRAH IR EREFRBIREH— ) -
® | understand that CCHP has the right to deny my application and if so, | will be noti?ed in writing.
AARG TEARMNE ) AHELROPF - w KA PFRELY » AAMEHD TEARMEFE, 9T G@EH -
¢ | understand that | have no coverage under this application until noti?ed by CCHP that | am accepted.
AARGEPFHIF T @HAEATBRARME - A2 TEARMEFI, ORRMEBLE -

e |fl 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.
T RV FWIET B PHARBFERAPHAR TEARMEN I, HBRREHG—FH - wHEMFHFD » FARRAREE Rk
MM EAR B HEER  HEFGRER LRk

® | understand that if there is any intentional or unintentional non-disclosure or misstatement of fact in this application CCHP may
terminate my coverage and my family?s coverage retroactively to the effective date.
AAAOTWAAERLE  WwARTHFRBNARGTHAE T ERE  TEAXABRRFERN  —BEF - TEARMEE, 2AH
B A A RAR & B A RPTAHREEARA & BLICGH B3R 8 0B Fon A B Ik o

e If my coverage is terminated retroactively, the providers will bill me for all services | received through CCHP.
o RAAGRERIE » AAFTZAHMA RS TEAREFE ) BHOBRRFOER > S EFALTENI R A48k -

Acknowledgment and Agreement ] & & :

| 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 ?nding. | 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 enroliment.

RAERFAPHEARPFHLZA TEAREFI, @  RNRAZHFRABAREFIRHEGFRRALE » AAZECHFERAGETFTHF LN
B AATENEFRATERMNBEEZ LEGEFRRE > ANFAATFRESYFARETHTHYBLTR2ATREMHE - FARZRRE
A BIA  RARRANEBKRA PR E RS RICARGTH TG AALFFEs TEARMEFTE, -

AARGELPFRE PR AR A FEE > TELERARBREER  —82F » THEAREHD,, RAMREAACEER AP
HAREERA - d LEGH B 27T VA8 50 B o £ 2 B e -

Authorization B3 & 1F 5 HI B2 %% 0452 fi 35 -

| authorize any provider of health care to disclose to CCHP, or their designated agents, all medical information including any substance abuse
and/or psychiatric disorders, regarding any applying family member or me. This information is collected for the purposes of evaluating my
application and determining eligibility for coverage. This authorization will remain valid for 12 months from the date below. A photocopy
of this authorization is as valid as the original. My authorized representative or | am entitled to receive a copy of this authorization.
AABRMALE “BREFREE" Fo TEARENE ) RABEIABEAMAARRAGPTARETH » e 50ERA P TE2Y
WHFF CEAHAARBRAARRAMNPHLEER - SRESAXNAI2EA » dFF AL - PHABRERRAAER - KKK
REAAHEFEHREZ DK -

Arbitration Agreement fifi#k [r] 23 .

| understand that any dispute or controversy which may arise under the agreement between myself (and or any enrolled family member) and
Chinese Community Health Plan or any participating medical group will be decided by neutral arbitration in lieu of a jury or court trial
KB EZERARBRRTERBR TEARME NI RETLEZ BHFARE A EMERRFR - Sh PP RARR > HEGREERRE
B Rk o

Applicant Signature : Spouse Signature:
YHEAR L Bl % &

Print Your Name : Print Your Name:
FRAEREEH L FRIEAAEEH Z
Date H HA Date B #j
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