SI{ARP@ 2019 Plan Selection Form

HEALTH PLAN

| want to transfer from my current plan to the plan | have selected below. | understand that if this form is
received by the end of any month, my new plan will generally be effective the 1st of the following month.

Please provide the following information:
Date: MM/DD/YYYY Member ID:
( / / )
Last Name: First Name: Middle Initial: CImr. Cws.
CwMmrs.
Please check which plan you want to enroll in.
[JSharp Direct Advantage Gold Card
($0 monthly premium, Dental not included)
* Annual out of pocket maximum $3,400 * Primary care physician copay $10
* Specialist copay $35 * Emergency room copay $100
* Inpatient copay $260 day for days 1-7 + Durable medical equipment 20% coinsurance
[Jsharp Direct Advantage Gold Card plus Dental
($11 monthly premium, Dental Advantage by Delta Dental* included)
* Annual out of pocket maximum $3,400 * Primary care physician copay $10
* Specialist copay $35 * Emergency room copay $100
* Inpatient copay $260 day for days 1-7 * Durable medical equipment 20% coinsurance
[C]Sharp Direct Advantage Platinum Card plus Dental
($66 monthly premium, Dental Advantage by Delta Dental* included)
* Annual out of pocket maximum $3,300 * Primary care physician copay $10
* Specialist copay $30 « Emergency room copay $100
* Inpatient copay $175 day for days 1-8 + Durable medical equipment 15% coinsurance

* Delta Dental refers to Delta Dental of California.
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Paying your plan premium

If we determine that you owe a late enrollment penalty (or if you currently have a late enrollment
penalty), we need to know how you would prefer to pay it. You can pay by mail, Electronic Funds
Transfer (EFT), or credit card each month. You can also choose to pay your premium by automatic
deduction from your Social Security or Railroad Retirement Board Check each month.

You can pay your monthly plan premium (including any late enrollment penalty you have or may
owe) by mail, Electronic Funds Transfer (EFT), or credit card each month. You can also choose to
pay your premium by automatic deduction from your Social Security or Railroad Retirement Board
Check each month.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If eligible,
Medicare could pay for 75% or more of your drug costs including monthly prescription drug premiums,
annual deductibles, and co-insurance. Additionally, those who qualify will not be subject to the coverage
gap or a late enrollment penalty. Many people are eligible for these savings and don't even know it. For
more information about this Extra Help, contact your local Social Security office or call 1-800-MEDICARE
(1-800-633-4227), 24 hours per day, 7 days per week. TTY/TDD users should call 1-877-486-2048.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or
part of your plan premium for this benefit. If Medicare pays only a portion of this premium, we will bill
you for the amount that Medicare does not cover.

If you don't select a payment option, you will receive a bill each month.
Please select a premium payment option:
[0 Get a bill. (If a payment applies, you will be able to pay by check or credit card monthly.)

[C] Electronic funds transfer (EFT) from your bank account on the 1t of each month. If the 15 of the
month falls on a weekend or bank holiday, your draft will occur on the next banking day.
Please enclose a VOIDED check or provide the following:

Account type: [C]Checking [C]Savings

Account holder name: Bank name:

Bank routing number: Bank account number:

[] Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)
benefit check.

| receive monthly benefits from: [] Social Security [JRRB

(The Social Security/RRB deduction may take two or more months to begin after Social Security

or RRB approves the deduction. In most cases, if Social Security or RRB accepts your request for
automatic deduction, the first deduction from your Social Security or RRB benefit check will include
all premiums due from your enrollment effective date up to the point withholding begins. If Social
Security or RRB does not approve your request for automatic deduction, we will send you a paper
bill for your monthly premiums.)

Please check one of the boxes below if you would prefer us to send you information in a language other
than English or an accessible format:

DSpanish EIBraiIIe, audio, large print
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Please Read and Sign Below

Please contact Sharp Health Plan at 1-855-562-8853 (TTY/TDD users should call 711) if you need
information in an accessible format or language other than what is listed on the previous page. Our
office hours are from October 1 to March 31: 7 days per week 8:00 a.m. to 8:00 p.m., and from April 1 to
September 30: Monday through Friday, 8:00 a.m. to 8:00 p.m. and on weekends and holidays, your call
will be handled by our voicemail system.

Signature: Today's Date:
X

If you are the authorized representative, you must sign above and provide the following information:

Name:

Address:

Relationship to Enrollee: Phone Number: ( )

Please mail this form to: Questions?

Sharp Health Plan C'\l‘\k We're here to help. Call us at 1-855-562-8853.

Medicare Sales
8520 Tech Way, Suite 201
San Diego, CA 92123-1450
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Nondiscrimination Notice

Sharp Health Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Sharp Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

Sharp Health Plan:
* Provides free aids and services to people with disabilities to communicate effectively with us, such
as:
* Qualified sign language interpreters

« Written information in other formats (such as large print, audio, accessible electronic formats, or
other formats)

* Provides free language services to people whose primary language is not English, such as:
* Qualified interpreters
+ Information written in other languages
If you need these services, contact Customer Care at 1-800-359-2002.
If you believe that Sharp Health Plan has failed to provide these services or discriminated in another way

on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with our Civil
Rights Coordinator at:

* Address: Sharp Health Plan Appeal/Grievance Department 8520 Tech Way, Suite 200, San Diego, CA
92123-1450

* Telephone: 1-800-359-2002 (TTY: 711) Fax: (619) 740-8572

You can file a grievance in person or by mail, fax, or you can also complete the online Grievance/Appeal
form on the Plan’s website sharphealthplan.com. Please call our Customer Care team at 1-800-359-2002
if you need help filing a grievance. You can also file a civil rights complaint with the U.S. Department

of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Interpreter Services

English
ATTENTION: If you do not speak English, language assistance services, free of charge, are available
to you. Call 1-800-359-2002 (TTY:711).

Espaiiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica.
Llame al 1-800-359-2002 (TTY:711).

#H2h7 (Chinese)
AR NMREBERERG X B REESESENRE - 558= 1-800-359-2002 (TTY:711). °

Tiéng Viét (Vietnamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngdn ngit mién phi danh cho ban. Goi s6
1-800-359-2002 (TTY:711).

Tagalog (Tagalog - Filipino):
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-359-2002 (TTY:711).

5t=20{ (Korean):
Fo|: T E AIESIA= EF, 20 X2 MH|AE REZ 0|25t4 = &L 1-800-359-2002

Zuytpku (Armenian):
NRTUNCNRESNPL Bph fununid bp huybphi, wuyw dkq wid&wp fupnn i npudungpdby
lEquljut wowlgn pul Swpwympymbtbkp: Quiquhwptp 1-800-359-2002 (TTY (htnwwnhy) 711).
=\ (Farsi):
Ladi s U8 <y sy (L) S g i€ o K8 il ) 40 KD iaa i
280 LS 1.800-359-2002 (TTY:711) L 230 (oo aa 8,
Pycckuia (Russian):

BHVIMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbl 6ecniaTHble yCyru nepesoja.
3BoHUTe 1-800-359-2002 (Tenetanmn: 711).

HZAEE (Japanese):
AERE HABAFEINSSBE EBROEEIEZ CHBWZIFE 9, 1-800-359-2002 (TTY:711)
F TP BEEICTTEIELSLEEL,

IJg s=st (Arabic):
#3)) 800-359-2002-1 a8y Juail | laally @l 8l 535 45 gall) Sac Lusall ledds (8 cdalll SH aas i€ 1Y) dds gale

(7110 oS5 all il

H5386_2019_INDV_MLI_REV ACCEPTED Page 5



YAt (Punjabi):
ofws 2. 7 3 UAs 988 I, 37 I =fY oS ReT 393 B8 Hes umHd J1 1-800-359-2002
(TTY:711) '3 IS 3|

g#iti (Mon Khmer, Cambodian):
yiting: wdaiemusnfunt mangull, andgmieinman towisfnaygns Amsmerinttndneny 6 ginine
1-800-359-2002 (TTY:711)s

Hmoob (Hmong):

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-800-359-2002 (TTY:711).

gfar (Hindi):
AT & F&T AT gIar AT g qr qeh ATU AR H ATIT gradm 9aru 3qqad g1 1-800-359-2002 (TTY:711) 9
A He

A lne (Thai):
Gew framunaniinaamuainisoldiinisdeamaenienimlang e 1-800-359-2002 (TTY:711).
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