SHARP

HEALTH PLAN

2018-2019 Sharp Direct Advantage

Employer Group Enrollment Form

Office Use Only:

Name of staff member/agent/broker (if assisted in enroliment):

CA License #:

Plan ID #: _802
ICEP/IEP: AEP: SEP (type): X__ Not Eligible:

This plan is open to all Medicare-eligible City of San Diego retirees, sponsored by San Diego Public Employee
Benefit Association (SDPEBA). SDPEBA membership is not required to join this plan. Please contact
Sharp Health Plan at 1-855-562-8853 (TTY 711) if you need information in another language or format.

To enroll in Sharp Direct Advantage please provide the following information:

Effective Date of Coverage: MM/DD/YY ( /01

/ )

Employer or Union Name: San Diego Public Employee Benefit Association (SDPEBA)

| would like to enroll in the following plan.
Sharp Direct Advantage (HMO)
($194 per month) (81004)

This plan is for Medicare enrolled retirees only. If you are
not eligible for Medicare, please contact SDPEBA for the

Non-
visit www.sdpeba.org to download the enrollment form.

Medicare Enrollment Form at 1-888-315-8027 or

First Name:

Middle Initial:

Last Name:
Birth Date: MM/DD/YY Sex OM
( / / ) OF |( )

Primary Phone Number:

Cell Phone Number:

( )

Permanent Residence Street Address (P.O. Box is not allowed):

City: County: State: ZIP Code:
Mailing Address (only if different from your Permanent Residence Address):
City: State: ZIP Code:

Email Address:

O Yes, I'd like to receive health plan news and information via email or text message. (Message & data rates may apply)

Please provide your Medicare insurance information

Please take out your red, white and blue Medicare
card to complete this section.

* Fill out this information as it appears on your
Medicare card.
-OR -

+ Attach a copy of your Medicare card, or your
letter from Social Security, or the Railroad
Retirement Board.

Name (as it appears on your Medicare card):

Medicare Number:

Is Entitled To Effective Date
HOSPITAL (Part A)

MEDICAL (Part B)

You must have Medicare Part A and Part B to join a Medicare Advantage plan.
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Please read and answer these important questions:

1. Are you the City of San Diego retiree? O Yes O No

If yes, retirement date (MM/DD/YY): If no, name of retiree:

2. Are you covering a Medicare-eligible spouse or dependent(s) under this employer or Union plan?

OYes ONo Ifyes, name of spouse:

Name(s) of dependent(s):

3. Do you or your spouse work? O Yes ONo

4. Do you have End-Stage Renal Disease (ESRD)? O Yes 0O No

If you have had a successful kidney transplant and/or you don't need regular dialysis anymore, please
attach a note or records from your doctor showing you have had a successful kidney transplant or you
don't need dialysis, otherwise we may need to contact you to obtain additional information.

5. Some individuals may have other drug coverage, including other private insurance, Worker’s
Compensation, VA benefits or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Sharp Direct Advantage? O Yes O No

If “yes”, please list your other coverage and your identification (ID) number(s) for this coverage:

Name of other coverage: ID # for this coverage:

6. Are you a resident in a long-term care facility, such as a nursing home? O Yes O No

If “yes,” please provide the following information:

Name of institution: Phone number of institution:

Address of institution (number and street):

7. Please choose a Primary Care Physician (PCP): Existing patient: O Yes 0O No

PCP Name: PCP Medical Group:
Need to find a doctor? Visit sharpmedicareadvantage.com/findadoctor to use our online search tool.

8. Please check the box if you would prefer us to send you information in a language other than English
or in another format: O Spanish 0O Other

9. What is your current health coverage type and insurance company?

Please contact Sharp Direct Advantage at 1-855-562-8853 if you need information in another format
or language than what is listed above (TTY users should call 711). Our office hours are from
8 a.m. to 6 p.m., Monday to Friday.

Sharp Direct Advantage is offered by Sharp Health Plan. Sharp Direct Advantage is an HMO plan with a
Medicare contract. Enrollment in Sharp Direct Advantage depends on contract renewal. You must continue to
pay your Part B premium. This information is not a complete description of benefits. Contact the plan for
more information. Limitations, copayments and restrictions may apply. Benefits, premiums and/or co-
payments/co-insurance may change as of January 1 of each year.
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Exhibit 1a: Information to include on or with Enrollment Mechanism - Attestation of Eligibility
for an Enrollment Period

Typically, you may enroll in a Medicare Advantage plan only during the City of San Diego Medicare
Retirees’ open enrollment period which is in June each year. There are exceptions that may allow you
to enroll in a Medicare Advantage plan outside of this period.

Please read the following statements carefully and check the box if the statement applies to you.

By checking any of the following boxes you are certifying that, to the best of your knowledge, you are
eligible for an enrollment period. If we later determine that this information is incorrect, you may be
disenrolled.

O |am a retiree or spouse/domestic partner/dependent of a retiree of the City of San Diego enrolling
during open enroliment (June 4 - June 29, 2018).

O

| am new to Medicare.

O Irecently moved outside of the service area for my current plan or | recently moved and this plan is
a new option for me. | moved on (insert date)

O

| recently was released from incarceration. | was released on (insert date)

O Irecently returned to the United States after living permanently outside of the U.S.
| returned to the U.S. on (insert date)

O Irecently obtained lawful presence status in the United States.
| got this status on (insert date)

O

| have both Medicare and Medicaid or my state helps pay for my Medicare premiums.

O

| get extra help paying for Medicare prescription drug coverage.

O I nolonger qualify for extra help paying for my Medicare prescription drugs. | stopped receiving
extra help on (insert date)

O |am moving into, live in, or recently moved out of a Long-Term Care Facility (for example,
a nursing home or long-term-care facility). | moved/will move into/out of the facility on
(insert date)

O Irecently left a PACE program on (insert date)

O |recently involuntarily lost my creditable prescription drug coverage (coverage as good as
Medicare's). | lost my drug coverage on (insert date)

O |am leaving employer or union coverage on (insert date)

O | belong to a pharmacy assistance program provided by my state.

O My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

O | was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification required

to be in that plan. | was disenrolled from the SNP on (insert date)

If none of these statements apply to you or you're not sure, please contact Sharp Health Plan
at 1-855-562-8853 (TTY users should call 711) to see if you are eligible to enroll. We are open
Monday through Friday, 8 a.m. to 6 p.m.
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Please Read and Sign Below

By completing this enroliment application, | agree to the following:

Sharp Direct Advantage is a Medicare Advantage plan and has a contract with the Federal government.

| will need to keep my Medicare Parts A and B. | can be in one Medicare Advantage plan at a time,

and | understand that my enrollment in this plan will automatically end my enroliment in another
Medicare health plan. It is my responsibility to inform the plan of any prescription drug coverage that |
have or may get in the future. Enrollment in this plan is generally for the entire year. Once | enroll, | may
leave this plan or make changes only at certain times of the year if an enrollment period is available
(Example: Annual Enroliment Period), or under certain special circumstances.

Sharp Direct Advantage serves a specific service area. If | move out of the area that Sharp Direct
Advantage serves, | need to notify the plan so | can disenroll and find a new plan in my new area. Once

| am a member of Sharp Direct Advantage, | have the right to appeal plan decisions about payment or
services if | disagree. | will read the Evidence of Coverage document from Sharp Direct Advantage when |
get it to know which rules | must follow to get coverage with this Medicare Advantage plan. | understand
that people with Medicare aren't usually covered under Medicare while out of the country except for
limited coverage near the U.S. border.

| understand that beginning on the date Sharp Direct Advantage coverage begins, | must get all of my health
care from Sharp Direct Advantage, except for emergency or urgently needed services or out-of-area dialysis
services. Services authorized by Sharp Direct Advantage and other services contained in my Sharp Direct
Advantage Evidence of Coverage document (also known as a member contract or subscriber agreement)
will be covered. Without authorization, NEITHER MEDICARE NOR Sharp Direct Advantage WILL PAY FOR
THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker or other individual employed by
or contracted with Sharp Direct Advantage, he/she may be paid based on my enrollment in Sharp Direct
Advantage.

Release of Information: By joining this Medicare health plan, | acknowledge that Sharp Direct
Advantage will release my information to Medicare and other plans as is necessary for treatment,
payment and health care operations. | also acknowledge that Sharp Direct Advantage will release my
information including my prescription drug event data to Medicare, who may release it for research and
other purposes which follow all applicable Federal statutes and regulations. The information on this
enrollment form is correct to the best of my knowledge. | understand that if | intentionally provide false
information on this form, | will be disenrolled from the plan.

| understand that my signature (or the signature of the person authorized to act on my behalf under
the laws of the State where | live) on this application means that | have read and understand the
contents of this application. If signed by an authorized individual (as described above), this signature
certifies that 1) this person is authorized under State law to complete this enrollment and

2) documentation of this authority is available upon request from Medicare.

Signature: Today’s Date:

X

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

Name: Relationship to Enrollee:
Address: Phone Number: ( )
H5386_2018-2019 SDPEBA ENROLLMENT FORM Mail to: Sharp Health Plan | Medicare Dept.

Page 4 8520 Tech Way, Suite 201 | San Diego, CA 92123



Non-discrimination 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 1-855-562-8853

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: 1-855-562-8853(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 1-855-562-8853
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.

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 disposicién servicios gratuitos de asistencia lingtiistica.
Llame al 1-800-359-2002 (TTY:711).

FE2h X (Chinese)
R WREEAERE TS A e B ESES RIS - 552 1-800-359-2002 (TTY:711). -
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Tiéng Viét (Viethamese)
CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn nglt 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).

&t=0 (Korean):
FOl: B=2UE AIEOIAl
(TTY:711) He =& N Slol

d2, ¢80 XN& MEIAE RFE2 0[E6tA += AsLICH 1-800-359-2002

Zuytpklu (Armenian):
NPCUALNPESNRL Bpb unumd bp huykpht, wuyu dkq windwp Jupnng ki npudunpyby
lEqUulwt wowlhgm pyul Swowym pymtitp: Quiquhwptp 1-800-359-2002 (TTY (hknwwnhuy) 711).

) y L_;uu\i/(Farsi):
Led (sl O8I S s (Pl ) D gt (S (o SIS o )8 L) 40 A a5
38 el 1-800-359-2002 (TTY:711) L .28l e aal 3,

Pycckunii (Russian):
BHVMAHWE: Ecnu Bbl roBOpuTe Ha PyCCKOM A3blke, TO BaM AOCTYMHbI 6ecnnaTHble yCayri nepesoja.
3BoHUTe 1-800-359-2002 (Tenetawn: 711).

HAEE (Japanese):
TERFIE: BAREZESINDGE. BHOSEXIEZ CRAWZIFET, 1-800-359-2002 (TTY:711)
FT. BEEICTITERCLEESLY,
Idg s—s3 (Arabic):
a3,) 1-800-359-2002 48 y dhail  laally cll il 535 4 salll 3o lisal) Ciland ()8 ¢alll S3) Ganati i€ 1) ;dda sale
(717 oS5 auall Ciila

YAt (Punjabi):
Tfs T 7 3H UAS 988 J, 37 I 2fg AITesT Re’ 393 B8 He3 Gusyy J1 1-800-359-2002
(TTY:711) ‘3 IS I

bd .
g#iii (Mon Khmer, Cambodian):
yitines wdrismuenionw mangwlr, windgmwreinman siwisAnayens Amsmenintindyend 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).

Zfat (Hindi):
AT & T&T o gial ared g ar e A0 qha | 99T Fradr 4410 39799 g1 1-800-359-2002 (TTY:711)
T FHIA L

A e (Thai):
Gew: fnunanu ingauainnsalfiznisaawaenianim éng Tns 1-800-359-2002 (TTY:711).
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