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Important Note 
The Affordable Care Act (ACA) requires Sutter Health Plus to collect the Social Security numbers (SSN) for all enrolled family 
members. Sutter Health Plus is required to provide IRS Form 1095-B to the IRS with a copy to you. Form 1095-B includes information 
you will need to report on your income tax return showing that you and your covered family members had qualifying health coverage 
(referred to as “minimum essential coverage”) for some or all months during the year. Sutter Health Plus will not use or share your SSN 
other than as required by law. Please be sure to include all SSNs where requested.

Change Request 
This form is also used to inform us of changes to existing members, such as a name, address, telephone number or sub-
account change. This form is not used to notify us of a subscriber termination. All changes to accounts, including effective 
dates and dependent status, will be made in accordance with the contractual agreement between the employer/purchaser and 
Sutter Health Plus. 

For Sutter Health Plus to process your request, you must complete, sign and return this form. Missing information may  
delay processing.

Employers, please email or fax the completed form to: 

Email: shpenrollmentmailbox@sutterhealth.org 
Fax:  916-736-5426 
You must encrypt or secure any documents sent by email. If you cannot encrypt or secure emails, please fax all documents and keep a 
GST]�JSV�]SYV�ƼPIW���

 Group Name

Subaccount Name

Effective Date

Member ID (For Changes)

Add Dependent**

Add Newborn/Newly Adopted Child** 

Remove Dependent*** – Effective Date

Name Change  

Address Change

Subaccount 

From Subaccount ID           To Subaccount ID

**Date of qualifying event (if not open enrollment) 

Reason For Request:

Annual Open Enrollment

Newly Eligible – Reason

New Hire

COBRA – Effective Date

Cal-COBRA* – Effective Date 

*Cal-COBRA enrollees will receive a separate Cal-COBRA Election 
Notice and Enrollment Form to complete. The notice includes 
important information regarding health care coverage options 
and rates.

Enrollment – Please complete entire form. Change – Complete the required information in 
Sections B and C, if applicable.

Large Group Plan
2022 Employee Enrollment/Change Form

***Please complete section C
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Section A Ɓ�&IRIƼX�4PER�7IPIGXMSR

Select the plan(s) you would like:

Plan ID Plan ID Plan ID

3TXMSREP�:MWMSR�&IRIƼX 
-J�WIPIGXIH�F]�]SYV�IQTPS]IV��]SY�ERH�]SYV�HITIRHIRXW�[MPP�FI�EYXSQEXMGEPP]�IRVSPPIH�MR�XLI�STXMSREP�EHYPX�ZMWMSR�FIRIƼX�TPER��,S[IZIV��
you may opt out of this coverage by checking the box below.

4PIEWI�HS�RSX�IRVSPP�QI�SV�Q]�HITIRHIRXW�MR�XLI�STXMSREP�EHYPX�ZMWMSR�FIRIƼX��MJ�WIPIGXIH�F]�Q]�IQTPS]IV
��-�YRHIVWXERH�XLEX�-�[MPP�
not be able to obtain this coverage until the next applicable open enrollment or special enrollment period.

Section B – Employee Information

Last Name

Date of Birth (Required)

Residential Address

Home Phone Mobile Phone Work Phone Email Address

Mailing Address (P.O. Box Accepted)

Previous Name (If Any)

PCP First Name

Provider ID#

Primary Spoken Language

PCP Last Name

Social Security Number (Required)

City

City

Member ID Number

State

State

ZIP

ZIP

First Name MI

Gender

M F

same as residential

I would like to select my PCP I would like a PCP assigned

Yes No
Current Patient?    

P

PCP Information – You need to select a primary care physician (PCP) for yourself and each covered family member.  
If you do not select a PCP, one will be assigned. You have the opportunity to change your PCP by calling Member Services at 
1-855-315-5800 (TTY 1-855-830-3500) or on the Member Portal.

8S�ƼRH�E�4'4��TPIEWI�ZMWMX�sutterhealthplus.org/providersearch.
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Section C – Dependent Information

Section C1 – Spouse/Domestic Partner

Last Name

Date of Birth

Residential Address

Mailing Address (P.O. Box Accepted)

PCP First Name

Provider ID#

PCP Last Name

Social Security Number (Required)

City

City

State

State

ZIP

ZIP

First Name MI

Gender
M

Domestic 
Partner

F

Spouse

same as residential

I would like to select my PCP

Add to my plan

I would like a PCP assigned

Remove from my plan

Yes No
Current Patient?    

P

Section C2 – Dependent

Last Name

Date of Birth

Residential Address

Mailing Address (P.O. Box Accepted)

PCP First Name

Provider ID#

PCP Last Name

Social Security Number (Required)

City

City

State

State

ZIP

ZIP

First Name MI

Gender
M F

same as residential

I would like to select my PCP I would like a PCP assigned

Yes No
Current Patient?    

P

Add to my plan Remove from my plan
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Section C – Dependent Information Cont.

Section C3 – Dependent

Last Name

Date of Birth

Residential Address

Mailing Address (P.O. Box Accepted)

PCP First Name

Provider ID#

PCP Last Name

Social Security Number (Required)

City

City

State

State

ZIP

ZIP

First Name MI

Gender
M F

same as residential

I would like to select my PCP I would like a PCP assigned

Yes No
Current Patient?    

P

Section C4 – Dependent

Last Name

Date of Birth

Residential Address

Mailing Address (P.O. Box Accepted)

PCP First Name

Provider ID#

PCP Last Name

Social Security Number (Required)

City

City

State

State

ZIP

ZIP

First Name MI

Gender
M F

same as residential

I would like to select my PCP I would like a PCP assigned

Yes No
Current Patient?    

P

Add to my plan Remove from my plan

Add to my plan Remove from my plan
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Will you or one of your dependents have any other health plan coverage (in addition to Sutter Health Plus) after your enrollment 
effective date?

   Yes               No

Section D – Other Coverage Information

Section E – Agreement

You have the right to read the Group Subscriber Contract and Evidence of Coverage and Disclosure Form (EOC) before enrolling in 
Sutter Health Plus. To help you make an informed choice, we make available 7YQQEV]�SJ�&IRIƼXW�ERH�'SZIVEKI (SBC) documents. 
SBCs summarize important information about our health coverage options in a standardized format so you can easily compare 
FIRIƼXW�ERH�GSZIVEKI�SJJIVIH�F]�7YXXIV�,IEPXL�4PYW�[MXL�XLSWI�SJ�SXLIV�GEVVMIVW��8S�SFXEMR�E�GST]��GSRXEGX�]SYV�IQTPS]IV�SV�GEPP�
Sutter Health Plus Member Services 1-855-315-5800 (TTY 1-855-830-3500). This enrollment form is part of the Group Subscriber 
Contract and EOC. You are accepting the terms, conditions, and provisions of the Group Subscriber Contract and EOC, upon 
completion and execution of this enrollment form.

Binding Arbitration 
Sutter Health Plus handles and resolves member disputes through grievance, appeal and independent medical review processes. 
,S[IZIV��MR�XLI�IZIRX�XLEX�E�HMWTYXI�MW�RSX�VIWSPZIH�MR�XLSWI�TVSGIWWIW��7YXXIV�,IEPXL�4PYW�YWIW�FMRHMRK�EVFMXVEXMSR�EW�XLI�ƼREP�QIXLSH�
for resolving all such disputes.

As a condition of your membership in Sutter Health Plus, you agree that any and all disputes between yourself (including any heirs or 
assigns) and Sutter Health Plus, 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 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. You and Sutter Health Plus, 
including any heirs or assigns to this 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.

I hereby agree to give up my/our right to a jury trial and accept the use of binding arbitration. I understand that the full arbitration 
provision is contained in the Group Subscriber Contract and EOC.

Employee Signature Date

-J�]SY�GLIGO�]IW��7YXXIV�,IEPXL�4PYW�[MPP�WIRH�]SY�E�'SSVHMREXMSR�SJ�&IRIƼXW�JSVQ�XS�GSQTPIXI�ERH�VIXYVR�
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Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read it. You may 
also be able to get this written in your language. For no-cost help, please call Sutter Health Plus Member 
Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¿Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle alguien que le ayude 
a leerlo. También puede obtenerlo por escrito en su idioma. Llame a Sutter Health Plus Member Services al 
1-855-315-5800 (TTY 1-855-830-3500), sin costo alguno. (Spanish)

慵天㍸䣢烉ぐ傥嬨ㅪ忁ấ㔯ẞ╶烎⤪㝄ᶵ傥炻Sutter Health Plus ⎗ẍ㈦Ṣ⸓≑ぐ嬨⬫ˤぐ怬⎗傥⼿⇘䓐ぐ
䘬婆妨㚠⮓䘬忁ấ㔯ẞˤ劍暨天⃵屣⸓≑炻婳农暣Sutter Health Plus㚫⒉㚵⊁炻暣娙嘇䡤  
1-855-315-5800 (TTY 1-855-830-3500)ˤ(Chinese)

ϡϝΡϭυΓ�ϡϫϡΓ��ϫϝ�΃ϥΕ�ϕ΍Ωέ�ωϝϯ�ϕέ΍˯Γ�ϫΫ΍ˮ�·Ϋ΍�ϝϡ�Εϙϥ�ϕ΍Ωέ˱΍�ϑ΍ωϝϡ�΃ϥ�ι˴Εέ�ϫ̵ϝΙ�Ώϝ΍α��6XWWHU�+HDOWK�3OXV��ϕΩ�̵ϙϭϥ�
ϝΩ̵ϫϡ�εΥι˱΍�̵ϡϙϥϫ�ϡα΍ωΩΕϙ�ϑϱ�ϕέ΍˯Γ�ϫΫ΍�΍ϝϥι��ϙϡ΍�̵ϡϙϥϙ�΃̵ν˱΍�΃ϥ�ΕΕϝϕ΍ϩ�ϡϙΕϭΏ˱΍�Ώϝ˵ύΕϙ��ϝϝΡιϭϝ�ωϝϯ�ϡα΍ωΩΓ�

ϡΝ΍ϥ̵Γˬ�ΏέΝ΍˯�΍ϝ΍Ει΍ϝ�ΏΥΩϡ΍Ε�΃ων΍˯�ι˴Εέ�ϫ̵ϝΙ�Ώϝ΍α��6XWWHU�+HDOWK�3OXV�0HPEHU� 
6HUYLFHV��ωϝϯ�ϫ΍Εϑ����������������ϫ΍Εϑ�΍ϝϥι�΍ϝϡέΉϱ��$UDELF������������������>77<@��

ɘɊɩɎɧɡɩ ɨɎɛɎɘɊɨɧɡɫɒɞɡɫɟ��ɘɸʗʏɶʉ ɼʛ ʆɸʗɻɸʃ ʔɸʟ Ɏʀɼ ʏʐ, Sutter Health Plus-ɿ ʆɸʗʏʉ ɾ 
ʖʗɸʋɸɻʗɼʃ ʋɼʆʂʍ, ʏʕ ʆʜɺʍʂ ɚɼɽ ʆɸʗɻɸʃ ɸʌʍʟ ɍʏʙʛ ʆɸʗʏʉ ɼʛ ʍɸʞ ʔʖɸʍɸʃ ɸʌʍ ɺʗʕɸʅ ɚɼʗ ʃɼɽʕʏʕʟ 
Ɋʍʕʊɸʗ ʜɺʍʏʙʀʌɸʍ ʇɸʋɸʗ ʄʍɻʗʏʙʋ ɼʍʛ ɽɸʍɺɸʇɸʗɼʃ Sutter Health Plus-ʂ Ɋʍɻɸʋʍɼʗʂ ʔʑɸʔɸʗʆʋɸʍ 
ɹɸʁʂʍɵ 1-855-315-5800 (TTY 1-855-830-3500) ʇɼʓɸʄʏʔɸʇɸʋɸʗʏʕʟ��$UPHQLDQ�

K`FrKp-`?u� ;hN|?,N`1N`?Kk1,|6b?kqX=k"�@hKa?Da?N`1=k Sutter Health Plus N`1D`??F:`D|?`,u
3gEN`?H`3f?N|?,�~�N|?,,yN`1?c0^|E@`?Kk1,|6b?kqKFKkF3`C`K`F@KuN|?,6lF~�KpF`@u3p?gE
6nE�Q;NKu<|Gm�KfD=fFKzB|==o�A|?l,KkH`KD`3a, Sutter Health Plus ;`DGk-�1-855-315-5800 (TTY 
1-855-830-3500)~��&DPERGLDQ�

ϥ̭Εϩ�ϡϩϡ��΁ϱ΍�ϡ̵�Εϭ΍ϥϱΩ�΍ϱϥ�ϡρ΍ϝΏ�έ΍�ΏΥϭ΍ϥϱΩ�ϭ�ΏϑϩϡϱΩˮ�΍̱έ�ϥϡ̵�Εϭ΍ϥϱΩˬ�6XWWHU�+HDOWK�3OXV�ϡ̵�Εϭ΍ϥΩ�΍ί�ϑέΩ̵�
̭ϡ̭�Ώ̱ϱέΩ�Ε΍�΁ϥέ΍�Ώέ΍ϱΕ΍ϥ�ΏΥϭ΍ϥΩ��ϩϡ̧ϥϱϥ�΍ϡ̭΍ϥ�ΕέΝϡϩ�΍ϱϥ�ϡρ΍ϝΏ�Ώϩ�ίΏ΍ϥ�ϑ΍έα̵�ϭΝϭΩ�Ω΍έΩ��Ώέ΍̵�Ωέϱ΍ϑΕ�ΥΩϡ΍Ε�

ϭ�̭ϡ̭�έ΍ϱ̱΍ϥˬ�ϝρϑ΍�Ώ΍�ΩϑΕέ�ΥΩϡ΍Ε�΍ων΍̵�6XWWHU�+HDOWK�3OXV�Ώ΍�εϡ΍έϩ�Εϝϑϥ�� 
����������������77<����������������Εϡ΍α�Ώ̱ϱέϱΩ�)DUVL��

�¡×��Ǘ[�: È�ȡ�]��^ ȯ��±� ��ȯ/ ��Ȣ�¡ɇ? ��ǔ��¡ȣȲ, �Ȫ� ͠�� �¡ȯã��Ü� �^ ȯ��±�ȯ��Ʌ��ͧ Ȣ� ȯ�]��ȧ�
 ¡ȡ��ȡ����ȡ� ��ȡ�¡Ȱ@�]��^ ȯ�\��Ȣ��ȡ�ȡ��ȯ��Ȣ��ͨ��ȡ�ȯ��Ʌ� �[��¡Ȫ� ��ȯ/ ��Ȣ�¡ɇ@��ǔȬ�Ǖã�� ¡ȡ��ȡ��ȯ�
�ǔf, �Ǚ��ȡ�1-855-315-5800 (TTY 1-855-830-3500) ��� ͠�� �¡ȯã��Ü� ��Ʌ��� [�ͧ ȯ ��Ȫ��Ȩ����Ʌ@��+LQGL�

/86�76((0�&((%��.RM�Q\HHP�SXDV�WDX�WVDE�QWDZY�QR"�<RJ�NRM�Q\HHP�WVLV�WDX��6XWWHU�+HDOWK�3OXV�PXDM�
QHHJ�SDE�Q\HHP�UDX�NRM��7VLV�WDV�OL�QWDZG�[ZE��SHE�WXDM�\HHP�PXDE�VDX�XD�KRP�OXV�NRM�Q\HHP�WDX�UDX�NRM�
WLE�VL��<RJ�NRM�[DY�WDX�NHY�SDE�SXE�GDZE��WKRY�KX�UDX�6XWWHU�+HDOWK�3OXV�/XE�&KDZ�3DE�&XDP�7VZY�&XDE�
QWDZP�WXV�[RY�WRRM�����������������77<�������������������+PRQJ�

㔜せࡏࡽ▱࠾࡞㸸ࢆࢀࡇㄞࡍࡲࡁ࡛ࡀ࡜ࡇࡴ㸽ㄞ࠸࡞ࡵሙྜࠊࡣSutter Health Plus ࡀㄞ࠾ࢆࡢࡴᡭఏ࠸
-6XWWHU�+HDOWK�3OXV�0HPEHU�6HUࠊࡣㄯ┦ࡈࡢᩱ↓ࠋࢇࡏࡲࢀࡋࡶ࠿ࡿࡁ࡛♧⾲ゝㄒ࡛ࡢࡓ࡞࠶ࠋࡍࡲࡋ
vicesǃ䴫䂡������������������77<�����������������ȓǼǄ�-DSDQHVH�
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㭧㣪��‖䞮⓪ 㧊ộ㦚 㧓㦒㔺 㑮 㧞㔋┞₢? Ⱒ㟓 㧓㦒㔺 㑮 㠜┺Ⳋ, Sutter Health Plus 㠦㍲ ┺⯎ ㌂⧢㠦Ợ ⿖䌗
䞮㡂 ⁎ộ㦚 㧓㦒㔺 㑮 㧞☚⪳ ☚㢖✲Ⰺ 㑮 㧞㔋┞┺��⡦䞲 㧊ộ㦚 ‖䞮㦮 ㌂㣿 㠎㠊⪲ 㧧㎇䟊 ⹱㦒㔺 㑮☚ 㧞
㔋┞┺��6XWWHU�+HDOWK�3OXV�䣢㤦 ㍲゚㓺 1-855-315-5800 (TTY 1-855-830-3500)㠦 㩚䢪⯒ 䞮㔲㠊 ⶊ㌗㦒⪲ ☚
㤖㦚 ⹱㦒㕃㔲㡺���.RUHDQ�

ǀƞƆƩƘƇ��ƊǙƞƋƙǙƞƋƭƇǚƄǗƇǀƞƆƗƜƌǐƌƋǒǚƌǞǙ? ƉǚƞƙƊǙƞƋƙǙƞƋƌǞǙƭƇǚ, Ɗƞƃ Sutter Health Plus ƒǒƐƜƋǐƀƃƞƋƅǙƖƆƙǙƞƋ
ƬƘǚƊǙƞƋ��ƋƙƀƄƞƀƋǐǚƋ, ƐƖƀƩƚǗƞƆǐƃƗƞƒƞƇƁǟƋƩƍǐƋƐƞƗƞƁƙƃƊǙƞƋƬƘǚƊǙƞƋƙǒƀƇǚƖƆ��ƉǚƞƊǙƞƋƈǚƙƃƀƞƋƂƖƞƒ
ƅǙƖƆƩƘǘǔƙƫƇƆƌǞǙƩƗƆƂǙƞƌǞƕǑƀƞƋ, ƀƜƕǕƋƞƈǑƇƈǞǙ�ƿǙƖƆƌǞƕǑƀƞƋ�Ɓƙƃ  
Sutter Health Plus ƊǒǙǀƞƆƩƕƀƫƊƕƜƗǐƌ�����������������77<�������������������/DRWLDQ�

5_bW��?c�Nd^c4�7^�Re��Snj_�^?Pf�_h? Ff�R_c4�Na4, Sutter Health Plus (^ǊIY�_gZO�SZ^) ?b^f�Nh4�7_�Snj_R�
\bǊD�Nd_aKc�WǊPP�?Y\a�^?Pa�_g��Nd^c4�7^�Re��6SMc�Va]a�\bǊD�\c�Zb@\a�^?Pf�_h��WdoN�WǊPP�Z8�?bYSa�?Y�?f 
6XWWHU�+HDOWK�3OXV�0HPEHU�6HUYLFHV�Re� 1-855-315-5800 (TTY 1-855-830-3500) 9Nf�?aZ�?Yh���3XQMDEL�

ȼȺɀɇɈ��ȼɵ�ɦɨɠɟɬɟ�ɷɬɨ�ɩɪɨɱɢɬɚɬɶ"�ȿɫɥɢ�ɧɟɬ��6XWWHU�+HDOWK�3OXV�ɦɨɠɟɬ�ɩɪɟɞɨɫɬɚɜɢɬɶ�ȼɚɦ�ɤɨɝɨ�ɬɨ��
ɤɬɨ�ɫɦɨɠɟɬ�ɩɨɦɨɱɶ�ȼɚɦ�ɩɪɨɱɢɬɚɬɶ�ɷɬɨ��ȼɵ�ɬɚɤɠɟ�ɦɨɠɟɬɟ�ɩɨɥɭɱɢɬɶ�ɷɬɨ�ɜ�ɩɢɫɶɦɟɧɧɨɣ�ɮɨɪɦɟ�ɧɚ�
ɫɜɨɟɦ�ɹɡɵɤɟ��Ⱦɥɹ�ɛɟɫɩɥɚɬɧɨɣ�ɩɨɦɨɳɢ�ɩɨɡɜɨɧɢɬɟ�ɜ�ɋɥɭɠɛɭ�ɩɨɞɞɟɪɠɤɢ�ɱɥɟɧɨɜ� 
6XWWHU�+HDOWK�3OXV�ɩɨ�ɬɟɥɟɮɨɧɭ�����������������77<�������������������5XVVLDQ�

0$+$/$*$��1DEDEDVD�PR�ED�LWR"�.XQJ�KLQGL��PDDDUL�NDQJ�ELJ\DQ�QJ�6XWWHU�+HDOWK�3OXV�QJ�WDRQJ�ED-
EDVD�SDUD�VD�L\R��0DDDUL�PR�GLQJ�KLOLQJLQ�QD�LVXODW�LWR�VD�L\RQJ�ZLND��3DUD�VD�ZDODQJ�JDVWRV�QD�WXORQJ��
PDQJ\DULQJ�WXPDZDJ�VD�6XWWHU�+HDOWK�3OXV�0HPEHU�6HUYLFHV�VD����������������� 
�77<�������������������7DJDORJ�

ѝѼѥзѤр��зѫцѠҕѼѥьѠѠдўіѪѠѳєҕ щҖѼѥѠҕѼѥьѳєҕѠѠд Sutter Health Plus ѝѼѥєѼѥіщѲўҖзьєѼѥнҕњѕзѫцѠҕѼѥьѳчҖ ьѠдлѼѥдьѨҖ зѫцѕѤкѝѼѥ
єѼѥіщеѠіѤэѯьѪҖѠўѼѥьѨҖѯюѶьѓѼѥќѼѥеѠкзѫцѳчҖѠѨдчҖњѕ ўѼѥдшҖѠкдѼѥізњѼѥєнҕњѕѯўјѪѠѱчѕѳєҕєѨзҕѼѥѲнҖлҕѼѥѕ  
діѫцѼѥѱъіўѼѥ�6XWWHU�+HDOWK�3OXV�0HPEHU�6HUYLFHV�ъѨҕ 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

48$1�75Ӑ1*��4X��Yӏ�Fy�WKӇ�ÿӑF�WK{QJ�WLQ�Qj\�NK{QJ"�1ӃX�NK{QJ��6XWWHU�+HDOWK�3OXV�Fy�WKӇ�\rX�FҫX�DL�
ÿy�ÿӑF�JL~S�FKR�TX��Yӏ��4X��Yӏ�FǊQJ�Fy�WKӇ�QKұQ�ÿѭӧF�WK{QJ�WLQ�Qj\�GѭӟL�GҥQJ�YăQ�EҧQ�EҵQJ�QJ{Q�QJӳ�
FӫD�TX��Yӏ��ĈӇ�ÿѭӧF�Kӛ�WUӧ�PLӉQ�SKt��YXL�OzQJ�JӑL�FKR�EDQ�'ӏFK�9ө�7KjQK�9LrQ�FӫD� 
6XWWHU�+HDOWK�3OXV�WKHR�Vӕ�����������������77<�������������������9LHWQDPHVH�


