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Enrollment/Change Form: Group Enrollees

Mail your completed application to: Los Rios Employee Benefits Department
1919 Spanos Court, Sacramento, CA 95825
Active Employees:  Use the WBD system for all changes, call 916.568.3070 for assistance
Early Retirees:  Send Attn: Brittni Conley, 916.286.3712 for assistance

NEW ENROLLMENT Complete entire form.
A New Group [ Open Enrollment New Hire — date of hire:
COBRA - effective date:

Prior Los Rios Carrier — [ Kaiser Permanente [ Sutter Health Plus

CHANGE Complete Enrollee/Subscriber Information section in addition to any applicable changes.
Subscriber Member ID Number:

Include effective date of change or date of qualifying event (if not open enrollment)

1 Add Dependent - date:

1 Add Newborn/Newly Adopted Child — date:

1 Remove Dependent — date:

1 Change of Name - date:
1 Change of Address — date:

PLAN INFORMATION

Employer Los Rios Community College District Group Number 107423

Class Subgroup

Benefit Plan 1 Premier 0/20/0 HMO Prime [ Western 1800/0/0 HDHP HMO PRIME
Los Rios Employee ID Number Effective Date

PCP SELECTION

For new or added enrollment, indicate Primary Care Physician (PCP) Name, WHA Provider ID# and Medical Group

for you and/or your dependents. Search WHA's provider network online at choosewha.com/directory.

ENROLLEE/SUBSCRIBER
First Name Ml Last Name

Social Security Number Date of Birth
Sex at Birth [ Male [ Female [Mintersex [ Choose Notto Answer

Residential Street Address Apt./Unit#

City, State, Zip County

Mailing Address Apt./Unit#

City, State, Zip

Primary Phone Mobile

Email Address Existing Patient dYes [ No
Primary Care Physician ID# Medical Group
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DEPENDENT 1 Add d Remove — (1 Spouse d Domestic Partner

First Name Ml Last Name

Social Security Number Date of Birth

Sex at Birth [ Male [ Female intersex [ Choose Notto Answer

Primary Phone Mobile
Email Address Existing Patient QdYes 1 No
Primary Care Physician ID# Medical Group

DEPENDENT 1 Add [ Remove — [ Child, up to age 26 [ Disabled (must meet criteria/provide proof of disability)
First Name Ml Last Name

Social Security Number Date of Birth

Sex at Birth [ Male O Female QlIntersex [ Choose Notto Answer

Primary Phone Mobile
Email Address Existing Patient dYes W No
Primary Care Physician ID# Medical Group

DEPENDENT 0 Add 1 Remove — (1 Child, up to age 26 [ Disabled (must meet criteria/provide proof of disability)

First Name Ml Last Name

Social Security Number Date of Birth

Sex at Birth [ Male [ Female Mintersex [ Choose Notto Answer

Primary Phone Mobile
Email Address Existing Patient QdYes 1 No
Primary Care Physician ID# Medical Group

DEPENDENT 1 Add [ Remove — [ Child, up to age 26 [ Disabled (must meet criteria/provide proof of disability)
First Name Ml Last Name

Social Security Number Date of Birth

Sex at Birth [ Male [ Female QlIntersex O Choose Notto Answer

Primary Phone Mobile
Email Address Existing Patient dYes W No
Primary Care Physician ID# Medical Group

DEPENDENT 0 Add 1 Remove — (1 Child, up to age 26 [ Disabled (must meet criteria/provide proof of disability)

First Name Ml Last Name

Social Security Number Date of Birth

Sex at Birth [ Male [ Female Mintersex [ Choose Notto Answer

Primary Phone Mobile
Email Address Existing Patient QdYes 1 No
Primary Care Physician ID# Medical Group
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DEMOGRAPHIC PREFERENCES

Everyone has unique health needs so WHA collects individual demographic information such as race, ethnicity,

language, sexual orientation, and gender identification to reduce obstacles to care and improve health outcomes.

Providing this personal information is voluntary, but sharing these details helps WHA serve you better. Visit the

WHA secure member portal, mywha.org, to provide or change these demographic preferences. Your information

will be kept confidential, and used only for language assistance and demographic data collection purposes.

Enrollee/Subscriber Preferences

How would you describe your race? Check all that apply [d American Indian or Alaska Native [ Asian Indian

Q1 Black or African American [ Cambodian [ Chinese [ Filipino [ Guamanian or Chamorron  [d Hmong

d Samoan [ Vietnamese W White [ Japanese [ Korean [ Laotian [ Native Hawaiian
(d Other Pacific Islander [ Other Asian 1 Other Race [ Choose Not to Answer

What is your ethnicity? Check all that apply [ Mexican, Mexican American, or Chicano/a
[ Not Hispanic, Latino, or Spanish origin  d Cuban [d Guatemalan [ Salvadorian 1 Puerto Rican
1 Another Hispanic, Latino, or Spanish origin [ Choose Not to Answer

What language do you feel most comfortable speaking? [ English [ Spanish (1 American Sign Language
0 Arabic d Armenian O Cambodian @ Cantonese @ Chinese [ Formosan O French [ German
0 Gujarati [ Hebrew QO Hindi W Hmong Windonesian M ltalian [ Japanese W Korean W Laotian
O Mandarin [ Panjabi [ Persian [ Portuguese [ Russian [ Tagalog QTamil QTelugu O Thai

QA Urdu @ Vietnamese [d Choose Notto Answer

What language do you prefer for written materials? If different than spoken language:

Does this information above apply to all dependents included in this form?

1 Yes 1 No — please provide Dependent Preferences section below for each dependent or visit mywha.org.

Dependent Preferences

Dependent Full Name:

How would you describe your race? Check all that apply [d American Indian or Alaska Native [ Asian Indian

{1 Black or African American 1 Cambodian A Chinese [ Filipino [ Guamanian or Chamorron 1 Hmong

U Samoan [ Vietnamese [ White [Japanese [dKorean [ Laotian [ Native Hawaiian
(4 Other Pacific Islander Q1 Other Asian 1 Other Race [ Choose Not to Answer

What is your ethnicity? Check all that apply [ Mexican, Mexican American, or Chicano/a
[ Not Hispanic, Latino, or Spanish origin 1 Cuban [d Guatemalan [ Salvadorian [ Puerto Rican
[ Another Hispanic, Latino, or Spanish origin [ Choose Not to Answer

What language do you feel most comfortable speaking? [ English 1 Spanish [ American Sign Language
0 Arabic Q Armenian 1 Cambodian [ Cantonese 1 Chinese [ Formosan O French QO German
U Gujarati W Hebrew Hindi W Hmong Windonesian Qltalian [ Japanese [ Korean U Laotian
d Mandarin A Panjabi  d Persian [ Portuguese M Russian Tagalog WTamil O Telugu [ Thai

QA Urdu [ Vietnamese [ Choose Notto Answer

What language do you prefer for written materials? If different than spoken language:
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OTHER HEALTH COVERAGE INFORMATION

Do any of the enrollees have other health coverage or Medicare? If yes, please complete this section.

Name(s) of Insured Insurance Company
Effective Date Subscriber of Coverage
Policy # / Medicare Claim # 1 Primary 4 Secondary
Name(s) of Insured Insurance Company
Effective Date Subscriber of Coverage
Policy # / Medicare Claim # O Primary [ Secondary

SIGNATURE REQUIRED

By signing below, | acknowledge that | have read, understand and agree to the terms and arbitration agreement
stated below. A reproduction of this form shall be valid as an original.

A. On behalf of myself and my eligible Dependents, | hereby apply for health care services coverage offered by
Western Health Advantage (WHA) through my Employer, and agree to be bound by the WHA Group Service

Agreement, Evidence of Coverage and Disclosure Form, and this Enrollment/Change Form.

B. ARBITRATION AGREEMENT: | AGREE AND UNDERSTAND THAT ANY AND ALL DISPUTES BETWEEN MYSELF
(INCLUDING ANY HEIRS OR ASSIGNS) AND WESTERN HEALTH ADVANTAGE, 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), EXCEPT FOR SMALL CLAIMS COURT CASES AND CLAIMS SUBJECT TO
ERISA, SHALL BE DETERMINED BY SUBMISSION TO BINDING ARBITRATION. ANY SUCH DISPUTE WILL NOT
BE RESOLVED BY A LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS CALIFORNIA LAW PROVIDES
FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. THE PARTIES, INCLUDING ANY HEIRS OR
ASSIGNS, TO THIS ARBITRATION AGREEMENT 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.

Employee Signature Date

To the best of my knowledge the information contained herein is true and accurate. | hereby attest that employees
and dependents submitted to WHA for coverage meet all eligibility requirements set forth in the Group Service

Agreement between WHA and the employer group.

Employer Signature Date
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Western Health Advantage complies with applicable Federal and California civil rights laws and does not
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender
identity, sexual orientation, age, or disability, as applicable. Western Health Advantage does not exclude
people or treat them differently because of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:
e Qualified sign language interpreters
¢ Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
e Qualified interpreters
e Information written in other languages

If you need these services, contact the Member Services Manager at 888.563.2250 and find more information
online at https://www.westernhealth.com/legal/non-discrimination-notice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity,
sexual orientation, age, or disability, you can file a grievance by telephone, mail, fax, email, or online with:
Member Services Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2250 or
916.563.2250, 711 (TTY), 916.568.0126 (fax), memberservices@westernhealth.com,
https://www.westernhealth.com/legal/grievance-form/. If you need help filing a grievance, the Member
Services Manager is available to help you. For more information about the Western Health Advantage
grievance process and your grievance rights with the California Department of Managed Health Care, please
visit our website at https://www.westernhealth.com/legal/grievance-form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, 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:

Website: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or
800.537.7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 888.563.2250 or TTY 711.

SPANISH

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene
derecho a obtener ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al
888.563.2250, o al TTY 711 si fiene dificultades auditivas.

CHINESE
MRE  RELEEFBNER , BAWestern Health Advantage FEIMRERE , BEENRBLUEHIESRE
BIFIFAE. AR —uEIEE |, SRR E5E888.563.2250 BB A T ER(TTY) 711,

VIETNAMESE

Néu quy vi, hay ngudi ma quy vi dang gitip dd, co cau hoi vé Western Health Advantage, quy vi s& c6 quyén duge gitp va co
thém thong tin bang ngdn ngir ctia minh mién phi. Dé néi chuyén véi mot thong dich vién, xin goi s6 888.563.2250, hodc goi
duong day TTY danh cho ngudi khiém thinh tai sé 711.

TAGALOG

Kung ikaw, o ang iyong finutulungan, ay may mga katanungan tungkol sa Western Health Advantage, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang
isang fagasalin, fumawag sa 888.563.2250 o TTY para sa may kapansanan sa pandinig sa 711.


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.westernhealth.com/legal/grievance-form
https://www.westernhealth.com/legal/grievance-form
mailto:memberservices@westernhealth.com
https://www.westernhealth.com/legal/non-discrimination-notice

KOREAN

gror 6t £= Aottt 810 U= HHE ALE Ol Western Health Advantage0ll 2tof Al 2 201 JCHHE FHot=
dejst Esit B2 E Flote HO0Z HIE 28 {0l 22 += U= 2elot USLICH DN SHAS
ORJ1okI| ?IoH A= 888.563.225001 Lt H2F ZOHQIE TTY 7112 HHGIYAIL.

ARMENIAN

Gpt Tnip jud Qtp Ynnuhg oqunipinit uinugnn wudp hwpgtp niith Western Health Advantage-h dwuht, nip
hpwyniip niikp whdwp oqunipinit b nknknipniuubkp vnwbwne Qkp twhiptnpws (kqyny: Lupguwutsh
htwn junubnt hwdwp quiquhwptp 888.563.2250 hwdwpm] Jud TTY 7117 junpmipjubt hkwn jighpbp
niuikgnnubph hwdwnp:

PERSIAN-FARSI
1) O G il 4ty (i ool &la ) yiss) Western Health Advantage 205 58 Jlsw ¢ aiSe SaS ol 43 lad 48 S b e R
o 153l 08 3y 80 (il 888.563.225Q) 4l o jladi L lilal i iy 50 I8y Hsh 4n )y 258 ) 4y e Dl 5SS 4S 3y o
A Jlo ) (oS by 77 1ol 4y a0l 55

RUSSIAN

Ecnun y Bac unm nuua, KOTOpomMy Bbl MOMOraeTe, MMeTCA BONpockl no nosoay Western Health Advantage, To Bbl
MMmeeTe NPaBo Ha HecniaTHOe NosyYyeHne NOMOLM U MHPOPMaLLMK Ha Balem A3bike. [lna pasrosopa ¢
nepeBog4YMKOM NO3BOHUTE No TenedoHy 888.563.2250 nnm Bocnonb3yntecb AnHMen TTY Ana vy, ¢ HapyweHUamm
cnyxa no Homepy 711.

JAPANESE

CARAB, TEEEHEOFOEY DA TH. Western Health Advantage[C DWW T ZTERIMN S ETWELH, THFE

NEBTHR—FZZ2H-Y, BREAFLEYTEHENTEET, HEEILMY FEA, BIREBESIND
55 . 888.563.2250F THEBHE L\, BEEAVERTIYZ CHADIZEEIE, 711FTHEFEC LY,

ARABIC
Sl shaall 5 sacliall e J geanll 8 3all clali cWestern Health Advantage=  swads dlid saclud (add sl 5f el (S )
711 gend) Glaal (TTY) oail) el o8 1 i <888.563.2250 — Josil an e e Canaill a4 (50 (o izl dy g ol

PUNJABI

A9 IH, 7 A T < 3A HeT 59 9J I, © Western Health Advantage I3 ARSI 31, 3T76 WUl ST
S Hee W3 ATl ITHS F96 T idTd J1 TIHIE &S 9% d96 B8, 888.563.2250 ‘3 A Ut 3T HES
S8 wHHIE e 39 711 3 IS &3l

CAMBODIAN-MON-KHMER

wEs1OLs ySInMESIEUSANRSWHS ensSuiHt Western Health Advantage 18,
HEESASSSUSSWSHASIS

ISIBRMOIUNTHS I WESHITIAY 1I8G]SUNWMPWHRUMANTU e giad5) 888.563.2250 W TTY tu(ents
HAEEID]PES fuiug 7119

HMONG

Yog koj, los yog tej tus neeg uas koj pab ntawd, muqgj lus nug txog Western Health Advantage, koj muaj cai
kom lawv muab cov ntshiab lus ghia uas tfau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib
fug neeg txhais lus tham, hu rau 888.563.2250 los sis TTY rau cov neeg uas tsis hnov lus zoo nyob ntawm 711.

HINDI

gfe 3m9, ar 5w frdl &7 3719 #eg X I &1, & Western Health Advantage & aIX & 9o § oI, 39!
HOGA $TNT A Hee dUT SAPRT UITd HeT HT IURR g1 GHIRIT & HY &1 a6 & AT,
888.563.2250 W AT G AL AT # 31@AY &&ars & foIv 711 9 &lel |

THAI
WINA WeARTAMRNAMTaeRe A MNEaTL Western Health Advantage

ARVl fuAndsemaenarioyalunmvesnmulilae A ld4ne enareiuan Tne 888.563.2250 wisal4TTY
dmiuauyuuaniaging 711



	New Group: Off
	Open Enrollment: Off
	New Hire  date of hire: 
	COBRA  effective date: 
	Kaiser Permanente: Off
	Sutter Health Plus: Off
	Subscriber Member ID Number: 
	Include effective date of change or date of qualifying event if not open enrollment: 
	Add Dependent  date: Off
	Add NewbornNewly Adopted Child  date: Off
	Remove Dependent  date: Off
	Change of Name  date: Off
	Change of Address  date: Off
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	Class: 
	Subgroup: 
	Premier 0200 HMO Prime: Off
	Western 180000 HDHP HMO PRIME: Off
	Los Rios Employee ID Number: 
	Effective Date: 
	First Name: 
	MI: 
	Last Name: 
	Social Security Number: 
	Date of Birth: 
	Male: Off
	Female: Off
	Intersex: Off
	Choose Not to Answer: Off
	Residential Street Address: 
	AptUnit: 
	City State Zip: 
	County: 
	Mailing Address: 
	AptUnit_2: 
	City State Zip_2: 
	Primary Phone: 
	Mobile: 
	Email Address: 
	Existing Patient: Off
	Primary Care Physician: 
	ID: 
	Medical Group: 
	Add: Off
	Remove: Off
	Spouse: Off
	Domestic Partner: Off
	First Name_2: 
	MI_2: 
	Last Name_2: 
	Social Security Number_2: 
	Date of Birth_2: 
	Male_2: Off
	Female_2: Off
	Intersex_2: Off
	Choose Not to Answer_2: Off
	Primary Phone_2: 
	Mobile_2: 
	Email Address_2: 
	Existing Patient_2: Off
	Primary Care Physician_2: 
	ID_2: 
	Medical Group_2: 
	Add_2: Off
	Remove_2: Off
	Child up to age 26: Off
	Disabled must meet criteriaprovide proof of disability: Off
	First Name_3: 
	MI_3: 
	Last Name_3: 
	Social Security Number_3: 
	Date of Birth_3: 
	Male_3: Off
	Female_3: Off
	Intersex_3: Off
	Choose Not to Answer_3: Off
	Primary Phone_3: 
	Mobile_3: 
	Email Address_3: 
	Existing Patient_3: Off
	Primary Care Physician_3: 
	ID_3: 
	Medical Group_3: 
	Add_3: Off
	Remove_3: Off
	Child up to age 26_2: Off
	Disabled must meet criteriaprovide proof of disability_2: Off
	First Name_4: 
	MI_4: 
	Last Name_4: 
	Social Security Number_4: 
	Date of Birth_4: 
	Male_4: Off
	Female_4: Off
	Intersex_4: Off
	Choose Not to Answer_4: Off
	Primary Phone_4: 
	Mobile_4: 
	Email Address_4: 
	Existing Patient_4: Off
	Primary Care Physician_4: 
	ID_4: 
	Medical Group_4: 
	Add_4: Off
	Remove_4: Off
	Child up to age 26_3: Off
	Disabled must meet criteriaprovide proof of disability_3: Off
	First Name_5: 
	MI_5: 
	Last Name_5: 
	Social Security Number_5: 
	Date of Birth_5: 
	Male_5: Off
	Female_5: Off
	Intersex_5: Off
	Choose Not to Answer_5: Off
	Primary Phone_5: 
	Mobile_5: 
	Email Address_5: 
	Existing Patient_5: Off
	Primary Care Physician_5: 
	ID_5: 
	Medical Group_5: 
	Add_5: Off
	Remove_5: Off
	Child up to age 26_4: Off
	Disabled must meet criteriaprovide proof of disability_4: Off
	First Name_6: 
	MI_6: 
	Last Name_6: 
	Social Security Number_6: 
	Date of Birth_6: 
	Male_6: Off
	Female_6: Off
	Intersex_6: Off
	Choose Not to Answer_6: Off
	Primary Phone_6: 
	Mobile_6: 
	Email Address_6: 
	Existing Patient_6: Off
	Primary Care Physician_6: 
	ID_6: 
	Medical Group_6: 
	Black or African American: Off
	Cambodian: Off
	Chinese: Off
	Filipino: Off
	Guamanian or Chamorron: Off
	Hmong: Off
	American Indian or Alaska Native: Off
	Asian Indian: Off
	Samoan: Off
	Vietnamese: Off
	White: Off
	Japanese: Off
	Korean: Off
	Laotian: Off
	Native Hawaiian: Off
	Other Pacific Islander: Off
	Other Asian: Off
	Other Race: Off
	Choose Not to Answer_7: Off
	Not Hispanic Latino or Spanish origin: Off
	Cuban: Off
	Guatemalan: Off
	Salvadorian: Off
	Puerto Rican: Off
	Mexican Mexican American or Chicanoa: Off
	Another Hispanic Latino or Spanish origin: Off
	Choose Not to Answer_8: Off
	Arabic: Off
	Armenian: Off
	Cambodian_2: Off
	Cantonese: Off
	Chinese_2: Off
	Formosan: Off
	French: Off
	German: Off
	English: Off
	Spanish: Off
	American Sign Language: Off
	Gujarati: Off
	Hebrew: Off
	Hindi: Off
	Hmong_2: Off
	Indonesian: Off
	Italian: Off
	Japanese_2: Off
	Korean_2: Off
	Laotian_2: Off
	Mandarin: Off
	Panjabi: Off
	Persian: Off
	Portuguese: Off
	Russian: Off
	Tagalog: Off
	Tamil: Off
	Telugu: Off
	Thai: Off
	What language do you prefer for written materials If different than spoken language: 
	Urdu: Off
	Vietnamese_2: Off
	Choose Not to Answer_9: Off
	Yes_7: Off
	No  please provide Dependent Preferences section below for each dependent or visit mywhaorg: Off
	Dependent Full Name: 
	Black or African American_2: Off
	Cambodian_3: Off
	Chinese_3: Off
	Filipino_2: Off
	Guamanian or Chamorron_2: Off
	Hmong_3: Off
	American Indian or Alaska Native_2: Off
	Asian Indian_2: Off
	Samoan_2: Off
	Vietnamese_3: Off
	White_2: Off
	Japanese_3: Off
	Korean_3: Off
	Laotian_3: Off
	Native Hawaiian_2: Off
	Other Pacific Islander_2: Off
	Other Asian_2: Off
	Other Race_2: Off
	Choose Not to Answer_10: Off
	Not Hispanic Latino or Spanish origin_2: Off
	Cuban_2: Off
	Guatemalan_2: Off
	Salvadorian_2: Off
	Puerto Rican_2: Off
	Mexican Mexican American or Chicanoa_2: Off
	Another Hispanic Latino or Spanish origin_2: Off
	Choose Not to Answer_11: Off
	Arabic_2: Off
	Armenian_2: Off
	Cambodian_4: Off
	Cantonese_2: Off
	Chinese_4: Off
	Formosan_2: Off
	French_2: Off
	German_2: Off
	English_2: Off
	Spanish_2: Off
	American Sign Language_2: Off
	Gujarati_2: Off
	Hebrew_2: Off
	Hindi_2: Off
	Hmong_4: Off
	Indonesian_2: Off
	Italian_2: Off
	Japanese_4: Off
	Korean_4: Off
	Laotian_4: Off
	Mandarin_2: Off
	Panjabi_2: Off
	Persian_2: Off
	Portuguese_2: Off
	Russian_2: Off
	Tagalog_2: Off
	Tamil_2: Off
	Telugu_2: Off
	Thai_2: Off
	What language do you prefer for written materials If different than spoken language_2: 
	Urdu_2: Off
	Vietnamese_4: Off
	Choose Not to Answer_12: Off
	Names of Insured: 
	Insurance Company: 
	Effective Date_2: 
	Subscriber of Coverage: 
	Policy   Medicare Claim: 
	Primary: Off
	Secondary: Off
	Names of Insured_2: 
	Insurance Company_2: 
	Effective Date_3: 
	Subscriber of Coverage_2: 
	Policy   Medicare Claim_2: 
	Primary_2: Off
	Secondary_2: Off
	Date: 
	Date_2: 


