Stayi ng With You will find the Medi-Cal Choice Enroliment Form in your

packet from the state. If you have lost it, you can go to

yO u r dOCtOr www.healthcareoptions.dhcs.ca.gov to download a new one.

Use a blue or black ink pen to complete the form. Fill in as much

iS ea Sy! information as you can. If you need help filling out the form, you

can call Health Care Options, toll free at 1-800-430-4263.

To make sure you stay with your doctor, follow these easy steps:

Enroll with L.A. Care, fill in the bubble next to
“L.A. Care Health Plan” under “Health Plans/

STEP )  Next, write the code number for your

doctor that is listed on the attached sheet.

STEP3 Then, fill in the bubble “LA” for
L.A. Care Health Plan.

wish to JOIN or change my plan T
304 L.A. Care Health Plan
O 352 Health Net

< 000 Regular Medi-Cal (FFs)

HEALTH PLANS

Enter plan chanae reacan cadox I S

“Th: 9:00am-5:00pm; F:
Opm; Sat: 9:00am-1:00pm;

OM
B o L Ll
6)Sex _62) Due Date (if pregnant)

&

Now fill out the rest of the form as much as you can. Be sure to sign your name and enter

the date. Put the form in the envelope provided, drop it in the mail and you're done!

What happens next?

Soon, you should receive a health plan ID card from

L.A. Care. You will also get information on how to use

your Medi-Cal benefits.

Be sure to mail your completed
Enroliment Form to:

California Department of Health Care Services
Health Care Options

Box 989009
Sacramento, CA 95798-9850




To make sure you remain with
Rancho, follow these easy steps:

LT MEDI-CAL CHOICE FORM N

w Use this form to join or change health plans, If vou need help filling out this form, call 1-800-430-4263,
Aoty o Mail Completed form to: California Department of Health Care Services » Health Care Options = Box 989009, W. Sacramento, CA 95798-9850.,
PLEASE PRINT CLEARLY USING BLUE OR BLAGK INK ONLY. COMPLETELY FILL IN THE OVALS s TO INDIGATE YOUR CHOICE. .
) ®m
LG OHN SMITH o 1CF 58241234567
1) Head of Household Name {First Name, Last Name) 2)Sex  3) Telephone Nurnber

|1I1 1 1I PMIAIIINI ISITI ID'OIWINIE!Y| |9|0|2\4|2| 1 1 I i . | Il 1 I} I 1
4) Home Address {House Number, Street, Aparimant Number, City, and Zip Cods)

Pleass choosa a Heaith Plan from tha list for sach member listed. The Doctor/Clinic Cades can ba found In the Health Plan Provider Diractory.

(O
4. OHN SMITH | |O‘F [ AR A ¢.2-3|'L415|‘|617a8v9i
5) Applicant's Nama (First Name, Last Nama} 6) Sex  6a) Dua Date (if pregnant) b} Soclel Sscurity Number
O Luishio JOIN or changa my pian to: Sten 1
) ep
2 8 - o e / Enroll with LA Care, fill in the bubble next
n- to “LA Care Health Plan” under “Health
L__‘ = (O 000 Reguiar Medi-Cal (FFS) - Plans.” Step 2
& pootoriGinio Gode / Next, write the code number for
7 LP E959MH | _ your doctor that is listed on the

Plan Partnsr Name (se= back of chotca form) attached sheet.

Enter plan change reason code®, D O CH O @ LA O BC C}

=

T S S TN S S SO SN N B [ d| =1 M|
5) Applicant's Nams (First Name, Last Name) oclal Security Numbar :
£ i wi :

(@) jmmJOINarchanga my plan to: Step 3 5
» © 304 LA Care et Plan Then, fill in the bubble “LA” for LA ‘
"‘ ) 352 Health Net Gomm Solutions Care Health Plan.
E‘ = O 000 Rogutar MedCalFFS)
= Doclor/Glinic Gode X
Lt H -
X i -
s Plan Parter Nae (se8 Ifigéo?f 4

Enter plan change reason code”. D O CH O MO _,J O B @ KA O HN O CF

O*M

I T VO T S R SO MR L ,‘(“l"F L 1L L (P ] I ) S

5) Applicant‘s Name (First Name, Last Name) El Sex_ Ba) Due Dats (i pregnant) 6b) Secial Sacurity Number

O, 352 Health Nt Co
G 000 Regular Medi-G

-
=h:
e
=8
=
5
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i .'; ‘l Enter plan change reason code?,

".Pai{ner Name (seg back ot choice torm)
CHOMoCria Ose Coka OHn Ok

*PI.AII BEIMIEE REASGN I}IIDES' :

fotn 2+ The health/dental plan did not mest mv need
cudd 3 do:tur/demm drd not maet my needs

NOTICE { have read the plan descnptun | understand that Kaiser 1equires the use of binding neutrat armtratmn to resolve cerlain disputes. This includes disputes about whether the right
medical treatment was provided {valled medical malpractice) and oth ing to benefits or the de iggs. Ift plck Kalser, | give up my right o a iury or count frial for fhose
certain disputes. | also agree to use binding neutral arbitration to resolve those oertaln dlsputas Ido not give up my nghuu a Stale hearing of any issue, which Is subject fo the State hearing process.

CHOICE STATEMENT: /We have made written choice to receive Medi-Cal benefits through the medical plans as Iwe have indicated on fhis form. IWe have read and understand the conditions
of this agreement. |We undersfand that In order to change mv/our current Medi-Cal Health plan, Iiwe must complets this form.

Step 4
’ f i Now. sian vour name and enter the date.
-1
He(d of Hiusehold's Sioﬁmre Date Other Adult's Signature Date Oiher Adult's Signalure Date
DHCS

4
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Reset

odi-Cal Print
ST MEDI-CAL CHOICE FORM N
QV‘./ Use this form to join or change health plans. If you need help filling out this form, call 1-800-430-4263.
“or Healthy o Mail Completed form to: California Department of Health Care Services ¢ Health Care Options ¢ Box 989009, W. Sacramento, CA 95798-9850.
PLEASE PRINT GLEARLY USING BLUE OR BLACK INK ONLY. COMPLETELY FILL IN THE OVALS @@ TO INDICATE YOUR CHOIGE. SEE BACK FOR EXAMPLE
(\) M
(CF
1) Head of Household Name (First Name, Last Name) 2) Sex  3) Telephone Number

4) Home Address (House Number, Street, Apartment Number, City, and Zip Code)

Please choose a Health Plan from the list for each member listed. The Doctor/Clinic Codes can be found in the Health Plan Provider Directory.

(\)M
()F

5) Applicant's Name (First Name, Last Name) 6) Sex  6a) Due Date (if pregnant) 6b) Social Security Number

O 1 wish to JOIN or change my plan to:
o () 304 LA. Care Health Plan

=
<X (7)) 352 Health Net Comm Solutions
o
= (") 000 Regular Medi-Cal (FFS)
= Doctor/Clinic Code
L
=
Plan Partner Name (see back of choice form)
Enter plan change reason code”. (O.cH () Mo (@27 C BC (kA C HN (\fCF
Oom
(rF
5) Applicant's Name (First Name, Last Name) 6) Sex  6a) Due Date (if pregnant) 6b) Social Security Number

O 1 wish to JOIN or change my plan to:
» O 304 L.A. Care Health Plan
=
= () 352 Health Net Comm Solutions
(") 000 Regular Medi-Cal (FFS)

Doctor/Clinic Code

HEALTH PL

Plan Partner Name (see back of choice form)

Enter plan change reason code”. (). CH () mo O LA (ec Cka Onun C CF

(rm
(F

5) Applicant's Name (First Name, Last Name) 6) Sex  6a) Due Date (if pregnant) 6b) Social Security Number
 lwish to JOIN or change my plan to:

@ ' 304 LA. Care Health Plan
=
= O 352 Health Net Comm Solutions
o
T O 000 Regular Medi-Cal (FFS)
= Doctor/Clinic Code
L
=
Plan Partner Name (see back of choice form)

Enter plan change reason code”. ()CH () MO (LA () BC (KA (OHN C)cF
*PLAN CHANGE REASON CODES:
Code 1: | could not choose the doctor or dentist | wanted Code 4: Too far to go Code 7: Indian Health Program Exemption
Code 2: The health/dental plan did not meet my needs Code 5: | did not choose this plan Code 8: Medical/Dental Exemption
Code 3: My doctor/dentist did not meet my needs Code 6: Moving out of the county Code 9: Other

NOTICE: | have read the plan description. | understand that Kaiser requires the use of binding neutral arbitration to resolve certain disputes. This includes disputes about whether the right
medical treatment was provided (called medical malpractice) and other disputes relating to benefits or the delivery of services. If | pick Kaiser, | give up my right to a jury or court frial for those
certain disputes. | also agree to use binding neutral arbitration to resolve those certain disputes. | do not give up my right to a State hearing of any issue, which is subject to the State hearing process.

CHOICE STATEMENT. I/We have made written choice to receive Medi-Cal benefits through the medical plans as liwe have indicated on this form. |/We have read and understand the conditions
of this agreement. 1/We understand that in order to change my/our current Medi-Cal Health plan, Iiwe must complete this form.

Head of Household's Signature Date (Other Adult’s Signature Date (Other Adult’s Signature Date

DHCS
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