Physicians
Health Plan

Individual Off-Marketplace Health Plan Enrollment Form

Requirements and Rules for Enroliment

v You must live in one of the following counties to enroll in one of our individual plans:

PHP Agent Name NPN Number

e C(linton
Eaton
Ingham
lonia
Isabella
Shiawassee
Montcalm
Livingston - must live in zip codes 48169, 48114, 48116
Washtenaw
Saginaw
Bay

Tuscola
Huron
Sanilac

You must be a citizen of the United States (U.S.) or a permanent resident. Proof of citizenship or
permanent residency is required.

Applicants 20 years and under applying for a Child Only Policy can only have single coverage.

Coverage will be provided under an individual contract. Physicians Health Plan (PHP) does not issue
individual coverage through any arrangement with an employer.

You/Your dependent are not eligible for this policy if you or your dependent is either enrolled or
entitled to Medicare.

The SBC for each plan can be found on PHP’s website at ChoosePHPMI.com or available free of charge
when requested by calling Customer Service. Before enrolling in one of the plans, check the provider
directory to make sure your providers are in the PHP network, review the enclosed rate sheet, and read
the plan information.

After submitting your enrollment form, you will receive a confirmation letter with your monthly
premium amount. Your coverage will be activated after we receive your first month’s premium
payment, completed application, and any other required documents.

Please contact Customer Service, 8:30 a.m. to 5:30 p.m., EST, Monday-Friday (excluding holidays), at
517.364.8567 or 866.539.3342 with any questions.



https://www.phpmichigan.com/choosephpmi

Physicians
O Health Plan

Enrollment Form Instructions and Checklist
O Complete the entire form. An incomplete enrollment form will be returned to you to complete.
This may affect your coverage start date.
O Print clearly using black ink.

O Choose to enroll online at:

enroll.phpmichigan.com

You can also setup automatic premium payments with the online tool.

O Sign and date this form and return to PHP within 15 days of your signature.
Return your completed form to Physicians Health Plan (PHP):
Mail:
Physicians Health Plan — Individual Enrollment
P.O. Box 30377,
Lansing, MI 48909-7877

Fax: 517.364.8416

E-mail: PHP.Enrollment@phpmm.org

Contact: Customer Service
Monday-Friday
8:30 a.m. to 5:30 p.m., EST (excluding holidays)
517.364.8567 or 866.539.3342
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Physicians
O Health Plan

Enrollment Information

[1Open Enrollment dates are: Completed applications received Completed applications received
11.01.2023 — 01.15.2024. between 11.01.2023 - 12.15.2023  between 12.16.2023 —01.15.2024
will have a policy with an effective  will have a policy with an effective
date of 01.01.2024. date of 02.01.2024.
[]Special enrollment due to life event Date of Event

Please provide documentation of life event.
[OMarriage [IDivorce  []Birth  [JlLegal Guardianship [] Court or Administrative Order

[IDeath []Adoption or Placement for Adoption [] Gain Citizenship

[ Loss of Health Coverage* - Reason for loss of health coverage

*Voluntary loss of health coverage is not considered a life event

Enrollee First Name Last Name Date of Birth
Legal Marital Status Male Female Social Security Number
U.S. Citizen |:| Yes |:| No Permanent Resident of the U.S.? |:| Yes |:| No

Tobacco User? |:|Yes I:l No (If interested in quitting please visit PHPMichigan.com, click on
Members >> Take Charge of Your Health >> Disease Management).

Residential Address

Residential Address Billing Address (if different from residential address)
Street Address Street Address
City City
State Zip Code State Zip Code
County Phone Number  County Phone Number
[ cell [ Work [Ccell [JWork
[] Home [[] Home

Email Address
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Physicians
O Health Plan

Plan Selection - all plans are HMO/Exclusive

Gold Classic
Gold Standard
Gold Select

O
O

O

Silver Select Plus  []

Silver Choice
Silver Core
Silver Standard

Silver

OO0 oafd

Dependent Information (If Applicable)

You may only enroll:
e Your legal spouse (who resides with you)
e Dependent child less than 26 years of age
o Natural child, stepchild, legally adopted child, child placed for adoption, child for whom legal
guardianship has been awarded to the Applicant or the Applicant’s legal spouse.
o Unmarried dependent over the age of 26 who is disabled.

Dependent Name

Social Security Number

Relationship to Applicant

Bronze HSA
Bronze Standard

Bronze

I

Catastrophic

Date of Birth Gender

[[] male [] Female

Tobacco User [_] Yes [] No

[[] Male [] Female

Tobacco User [_] Yes [ ] No

[] Male [] Female

Tobacco User |:| Yes |:| No

[] Male [] Female

Tobacco User [_] Yes [ ] No

[[] Male [] Female

Tobacco User [_] Yes [ ] No

[] Male [] Female

U.s.Citizen [ ]Yes [JNo PermanentResidentofUsS. []Yes []No
U.S. Citizen [ ]Yes [InNo Permanent Residentof U.S. [ ]Yes [ ]No
U.S. Citizen [_]Yes [INo Permanent Resident of U.S. [ ] Yes [Ino
U.S.Citizen [|Yes [|No PermanentResidentofU.S. [ |Yes [_No
U.S.Citizen [ |Yes [ |No  PermanentResidentofU.S. [ |Yes [ |No
U.S.Citizen []Yes [|No PermanentResidentofU.S. []JYes [|No

Tobacco User [] Yes [ ] No
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Physicians
O Health Plan

Coordination of Benefits
Failure to complete this section may result in delays in enrollment or claims payments.

On the day your coverage begins, will you or any family members be covered by other medical, dental,
pharmacy, or Medicare insurance? [] Yes [] No

If yes, please complete the following section.
Policyholder’s  Insurance Company Policyholder’s

Name Name of Policyholder Date of Birth Name & Phone Number Employer (if applicable)

*If you are enrolled in or entitled to Medicare, you cannot be covered under the policy.

Pediatric Dental Coverage Attestation — Required to Purchase This Policy

PHP benefit plans do not include pediatric dental coverage. If you want to cover a child under your plan,
federal and state laws require you to purchase pediatric dental coverage offered by an Exchange-certified
standalone dental plan to be eligible to purchase one of PHP’s benefit plans.

PHP is required to obtain reasonable assurances from you that you have such coverage before PHP is
permitted to sell you this health benefit plan. Therefore, please attest to the following:

e |understand that | am only eligible to purchase this PHP benefit plan if | also purchase pediatric dental
coverage offered by an Exchange-certified standalone dental plan.

e | certify that | have purchased pediatric dental coverage offered by an Exchange-certified standalone
dental plan.

e | willinform PHP immediately if this pediatric dental coverage is discontinued for any reason.

e |understand that if | am not truthful in this attestation, the PHP health benefit plan may be rescinded
by PHP due to fraud or intentional misrepresentation of material fact, and that | may be required to
reimburse PHP for any medical expenses that PHP paid on my (or my dependent's) behalf.

Signature Date of Signature

Printed Name

*You do not need to sign this section if you are not covering a child under this plan.
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Physicians
O Health Plan

Authorization and Signature
| understand and agree that coverage, if approved, will begin as specified above.

| understand that coverage will be provided under an individual contract. | understand that PHP does not issue individual
coverage through any arrangement with an employer. PHP is not responsible for any action taken by an employer that
results in this coverage being considered group coverage under state or federal law. The employer is solely responsible
for any such finding.

| agree that if | am enrolling in a product that features certain designated providers, PHP may share my name, address,
and telephone numbers, as well as my past, current, and future health and account records with such designated
providers about service | have received from such designated providers and other care providers unrelated to such
designated providers. These records may be used by the designated providers as needed to manage or coordinate my
care and to improve the quality of that care.

PHP primarily relies upon the information provided and full disclosure of the information listed on this enrollment form
in the decision whether to accept the Applicant and/or dependent(s) listed on this enrollment form for coverage. |
acknowledge the importance of providing accurate and complete information. | acknowledge | must answer all questions
in the enrollment form, even if the Applicant, and/or dependent(s) listed on this enrollment form, currently has coverage
or had prior coverage with PHP.

| understand and agree that payment of a claim does not preclude the right of PHP to deny future claims or take any
action it determines appropriate, including cancellation of the policy and seeking payment of claims already paid.

| agree to notify PHP immediately of any change in my, or my dependent(s), enroliment information between the date of
this enrollment form and the effective date of coverage. Failure to notify PHP of any change in the information
contained on this enrollment form may result in the denial of a claim, cancellation of the policy, or a premium
adjustment.

Upon request, | agree to furnish additional information needed concerning eligibility of myself and/or any dependent(s)
enrolling for coverage.

| have read the preceding instructions, statements, and answers and represent them to be true and complete to the best
of my knowledge and belief. | understand and agree PHP will act in reliance upon the information | have provided in this
enrollment form, which materially affect enroliment eligibility may result in the denial of a claim(s), cancellation of the
policy, or a premium adjustment.

Signature Date of Signature

Printed Name

Applicant, Parent, Legal Guardian or Guarantor Signature (if contract holder is a minor)
Payment Information

e Your invoice will be mailed after the 3™ of the month
e Your payment is due by the last day of the month for the following month’s coverage.
e You may pay electronically at ChoosePHPMI.com.
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PHYSICIANS HEALTH PLAN (PHP)
PRIMARY CARE PROVIDER (PCP) SELECTION FORM

517.364.8567 or 866.539.3342

1. Please select a PRIMARY CARE PROVIDER (PCP) for each member of your family. A listing of current physicians is
available on our website at www.PHPMichigan.com. You can tell us your PCP by visiting our member portal, MyPHP,
by visiting the PHP Website.

2. If you are choosing a NEW provider, please call them to schedule an initial appointment.

3. Please return this form, call PHP, or use our online portal, MyPHP, to tell us your physician selection(s) as soon as
possible. A delay could cause problems in receiving medical care.

4. WHEN YOU NEED MEDICAL CARE, CALL YOUR PCP FIRST. IDENTIFY YOURSELF AS A PHP MEMBER. All of
your medical care must be coordinated by your PCP, except for emergencies.

Please Print Clearly

SUBSCRIBER NAME: FIRST: LAST:
PHP ID#: PHONE NUMBER:
ADDRESS:

List the names of each enrolled family member (list dependents in birth order from oldest to youngest) and the for
each:

MEMBER NAME
(enrolled in PHP)

BIRTH DATE PRIMARY PHYSICIAN PHYSICIAN OFFICE ADDRESS

Subscriber:

Spouse:

Dependent:

Dependent:

Dependent:

Dependent:

Dependent:
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Non-Discrimination

Physicians Health Plan (PHP) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. PHP does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex. PHP 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 (large print, audio, accessible electronic formats, other formats); and
provides free language services to people whose primary language is not English, such as qualified interpreters; and information written
in other languages. If you need these services, contact Customer Service at 800.832.9186 (TTY 711). If you believe that PHP 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 the PHP Civil Rights Coordinator, mailing address: PO Box 30377 Lansing MI 48909-7877, phone: 800.832.9186, (TTY
711), fax: 517.364.8406 email: PHPCompliance@phpmm.org. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the PHP Civil Rights Coordinator is available to help you. 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, D.C. 20201, 1.800.368.1019, 800.537.7697 (TTD) . Complaint forms
are available at http://www.HHS.gov/ocr/office/file/index.html.

Language Access Services

This Notice has Important Information. This notice has important information about your application or coverage through PHP. Look for key
dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs. You have the right
to get this information and help in your language at no cost. Call 517.364.8500 - 800.832.9186 (TYY: 711).

Spanish Este Aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a
través de PHP. Preste atencidn a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda
en su idioma sin costo alguno. Llame al 517.364.8500 - 800.832.9186 (TTY: 711).

Arabic
,PHPgAﬁaS\‘ML\JedyubME. Q’Aﬁaﬁ“mb?ﬂyue@_ﬁ umphlﬁd&aﬁchmﬁﬁcm
iade oy 5 5l e Ueled 85 a3 1¥al 5, 8ol YiAlS ba e 5 3 5) e anyid laillae ], Sadasdl Wasd | s llaule 53,
517.364.8500-800.832.9186 (TTY: 711) Sisisps, JSMad iy S 5 5wl Jpal 508 sDhinsle 38 i il el Ll
Chinese KBHMABETEMAL . AEHMNBERANEGEAFEASBM IEEMAIEPHPIRZMBER RIENEEAS., #F8
BEABANAMNEZAY. GRRFEASLBHCIRRITEY URBEHRERRAR XEERMHN. CHAEANREL
THBERIAAESMNER, FHREETELLEEABS517.364.8500 - 800.832.9186 (TTY: 711).
German Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthélt wichtige Informationen bezlglich Ihres
Antrags auf Krankenversicherungsschutz durch PHP. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kénnten bis

zu bestimmten Stichtagen handeln missen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das
Recht, kostenlose Hilfe und - Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 517.364.8500 - 800.832.9186 (TTY: 711).

Italian Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso PHP. Cerca le date chiave in questo
avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o
sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua gratuitamente. Chiama 517.364.8500 -
800.832.9186 (TTY: 711).
Japanese CDBEAICIFEELFEB/ASENTUVET, COBRMICIE, PHPOBRF T -IXMHES BICEHAT 2EEL
FHRNEFEATVET . COBMEHEINTVWLIERELEMGEZCHER LSV, BE RROBEHYFR—+Z
HIFTHICIE, BEQHBETICTHZMoBITNELRSBVGEELRHYET, CHFEOFTEICLIFREYR
— FHAEHTREESINET, 517.364.8500 - 800.832.9186 (TTY: 711) FTHBEEC 2 & LY,
Korean & SX|M0ll=F 22t E7t=0 A LCH F 0| XM= {5t LI 0f| 2430 12| 1 PHPS S HHI 2| K|
of Y HE TS AU LT

2SS AMUASBEAOIE=EMES H2YAML. Hot=AHot2d A2 AHHEIXNEHS7XIGHAHLE BIES 226
NN LEEOIZLNMA XN EFMNOIL ERIIUS = AUASLILH Hot=0IHE HEG} =SS Aot HAHZ
HERE0l 2=+ A=Al It AUSLICH517.364.8500 - 800.832.9186 (TTY: 711) 2 Mt SHA Al 2.
Polish To ogtoszenie zawiera wazne informacije.To ogtoszenie zawiera wazne informacje odno$nie Parstwa wniosku lub zakresu
Swiadczen poprzez PHP.Prosimy zwrécic uwage na kluczowe daty zawarte w tym ogtoszeniu aby nie przekroczy¢ terminéw w przypadku

utrzymania polisy ubezpieczeniowej lub pomocy zwigzanej z kosztami. Macie Pafistwo prawo do bezptatnej informaciji we wtasnym
jezyku. Zadzworicie pod 517.364.8500 - 800.832.9186 (TTY: 711).

Russian HacTosiee yBegomneHne COAePKUT BaxHY MHGOpMaLMo. ITO YBEAOMEHNE COAEPKMUT BaKHYO MHCHOPMALMIO O BalLeM
3asBMNEeHWM UNK CTPaXOBOM MOKPbITUM Yepes PHP. TocmoTpuTe Ha KnioyeBble AaThl B HACTOSLLEM YBEAOMIIEHUU. Bam, BO3IMOXHO,
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noTpebyeTcs NPUHATL MePbI K ONpeeneHHbIM NpeaenbHbIM CPokaM Anst COXPaHEHUs CTPAXOBOTO MOKPLITUS UMM MOMOLLM C pacxofamiu.
Bbl nMeeTe npaBo Ha becnnaTHoe nomnyyeHne aTol MHGOPMAaLMK 1 MOMOLLb Ha BalleM A3bike. 3BoHUTE no TenedoHy 517.364.8500 -
800.832.9186 (TTY: 711).

Syriac

o Lanahall han whaanw whalaoh ol ehus whihun L1 udn halaan ol ehus hihuh
S x| ranw s nes aASR ane i0a L)) Physicians Health Plan, liqua rhiards L asafiaial
\6)5\, N3 A ¢ f(.;ilf{ réﬂé\n;m rcﬁszun rC'IJX\C\_u bt = r(b\;;nms r&anat \ék\;_\n_'!"1 r\’*\xm.\r( ~aada rﬁx\:: r{g\\:xn_"ll
r(é\c\.\_‘gu\:n i LAY \ok\.-.\:mq v\’f\mm \mcxl)\..r{ r'én 03 R jan r{)\\.m \ok\.n.\:u:n ar \c\aoX\cnc\Xq.\ ALY \oku:n.\n
(TYY 711) .517.364.8500 - 800.832.9186  rissn . dalh A& din Murdinish  anaisls hise

Tagalog Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang
impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng PHP. Tingnan ang mga mahalagang petsa dito sa paunawa.
Maaring mangailangan ka na magsagawa ng hakbang sailang mga itinakdang panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka na makakuha ng ganitong impormasyon at tulong sa iyong wika ng walang
gastos. Tumawag sa 517.364.8500 - 800.832.9186 (TTY: 711).

Vietnamese Thong bao nay cung cap thdng tin quan trong. Thong bao nay co thdng tin quan trong ban vé don ndp hoac hop déng bao
hiém qua chuong trinh PHP. Xin xem ngay then chét trong thong bdo nay. Quy vi co thé phai thuc hién theo thdng bao dung trong thoi
han dé duy tri bao hiém strc khde hodc duwoc tro trip thém vé chiphi. Quy vico quyén dwoc biét thong tin nay va duoc tro gilp bing
ngdn nglr ctia minh mién phi. Xin goisé 517.364.8500 - 800.832.9186 (TTY: 711).

Bengali SFF o ST WS | 42 fNIOr =i SN G DT FOIPAG N TN TF(P BFFAI
ST IFACH PHP 2 fNIBIFT SFGIo OMALSH A4 | S 2T ST 1o STNTSNE
TOOH BN (AT MF© 2F© AIFT WA FFEY I (o TQQTWWWWWWI B
AP A AT YA AT 0T OrEes AR ARS8 O G- | FeT I 517.364.8500 -
800.832.9186 (TTY: 711).

Albanian Ky njoftim pérmban informacion té réndésishém. Ky njoftim pérmban informacion té réndésishém pér aplikimin ose mbulimin tuaj
népérmjet PHP. Kontrolloni pér data té réndésishme né kété njoftim. Mund tju duhet t& ndérmerrni veprim brenda afatave té caktuara pér
té mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni té drejté ta merrni kété informacion dhe ndihmé falas né gjuhén
tuaj. Telefononi numrin 517.364.8500 - 800.832.9186 (TTY: 711).

Serbo-Croatian U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjesStenju su sadrzane vazne informacije o Va$oj prijaviiili
osiguranju preko PHP. Pogledajte nalaze li se u ovom obavjestenju neki klju¢ni datumi. MoZda ¢ete morati poduzeti odredenje radnje u
datom roku kako biste i dalje zadrZali svoje osiguranie ili pomo¢ pri pla¢anju. Imate pravo da ove informacije, kao i pomo¢, dobijete
besplatno na svom jeziku. Nazovite 517.364.8500 - 800.832.9186 (TTY: 711).
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