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Purpose
The purpose of this form is to help you apply for health insurance during Open Enrollment. Filling out this form means you are applying  
for an individual or family plan with Sharp Health Plan. 

Instructions
One application is required and all enrollees must be on the same plan design. A separate application is required if any family members want 

the subscriber section of the application

Submit
By Mail or In Person:

Sharp Health Plan 
 

 

By Fax: 

Expedite this application by applying online at sharphealthplan.com/get-a-quote.

Make a Payment

Sharp Health Plan 
P.O. Box 57248 

 

 Yes      No

     Yes - Add dependents      No changes

Application for Health Insurance 
Open Enrollment Period
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Please print.

First name: Middle initial: Last name:

 Social Security number: 
             –           –

Marital status:    Single     Married      Widowed  
 State registered domestic partner     

Sex:   M 
  F

State:

State:

Best phone number to reach you:     Home     Other phone number:     Home     

Email address: 

Do you want to get information about this  Yes 
 No

Are you willing to receive information from  Yes 
 No

Please note any communication assistance or special needs:

Do you currently have health coverage with another  Yes 
 No

 Yes 
 No

sharphealthplan.com and select  

 Yes 
 No

Name:

Name: Signature:

x

Date:

Pediatric Dental

 www.PremierLife.com

Are you an existing patient with  Yes 
 No

Pediatric Vision

www.vsp.com/advantage.
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Step 1b. Person Two 

First name: Middle initial: Last name:

 Social Security number: 
             –           –

Relationship to subscriber:   Spouse     
   State registered domestic partner

Sex   M 
  F

  Address is same 
as subscriber

State:

State:

Best phone number:     Home     Other phone number:     Home     

Email address: 

 Yes     No

Will this person be covered by this health insurer  Yes 
 No

 Yes 
 No

sharphealthplan.com and select  

 Yes 
 No

Name:

 Yes    

Name: Signature:

x

Date:

Pediatric Dental

www.PremierLife.com

Are you an existing patient with  Yes 
 No

Pediatric Vision

www.vsp.com/advantage.
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Step 1b. Person Three 

First name: Middle initial: Last name:

 Social Security number: 
             –           –

Relationship to subscriber:   Spouse     
   State registered domestic partner

Sex   M 
  F

  Address is same 
as subscriber

State:

State:

Best phone number:     Home     Other phone number:     Home     

Email address: 

 Yes     No

Will this person be covered by this health insurer  Yes 
 No

 Yes 
 No

sharphealthplan.com and select  

 Yes 
 No

Name:

 Yes    

Name: Signature:

x

Date:

Pediatric Dental

www.PremierLife.com

Are you an existing patient with  Yes 
 No

Pediatric Vision

www.vsp.com/advantage.
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Step 1b. Person Four 

First name: Middle initial: Last name:

 Social Security number: 
             –           –

Relationship to subscriber:   Spouse     
   State registered domestic partner

Sex   M 
  F

  Address is same 
as subscriber

State:

State:

Best phone number:     Home     Other phone number:     Home     

Email address: 

 Yes     No

Will this person be covered by this health insurer  Yes 
 No

 Yes 
 No

sharphealthplan.com and select  

 Yes 
 No

Name:

 Yes    

Name: Signature:

x

Date:

Pediatric Dental

www.PremierLife.com

Are you an existing patient with  Yes 
 No

Pediatric Vision

www.vsp.com/advantage.



8-1-2018

Step 2. Plan Selection

sharphealthplan.com/networks-by-zip

Plan Name (select one) Metal Tier Network

Platinum Performance

Platinum Premier

Performance

Premier

 Sharp Silver 70 HMO Premier

 Sharp Silver 70 HMO Performance

Silver

Silver

Premier

Performance

Bronze Performance

Bronze Premier

Performance

sharphealthplan.com

If you leave the primary care physician (PCP) 

 

 _____________________________________________________________

Complete Application Received

provided to Sharp Health Plan in order to process the application.
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 Yes     No

Agency name: License number:

State:

Phone number: Email address:

 
 

Select one:

 

the applicant understood the explanation.

 
no assistance or advice from me.

x

Date:
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Step 4. Disclosures and Signatures

Please read the following carefully. Each applying family member age 18 and older is required to review the completed application and provide 

Access Dental Disclosures

may be necessary to enable Access Dental Plan to recover the value of services and supplies provided.

be submitted to binding arbitration held in accordance with the commercial arbitration rules of the American Arbitration Association in lieu of 
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Sharp Health Plan Disclosures

• 

rescinded as allowed by law.

• 

• 

information that arises after the submission of this application but before my enrollment with Sharp Health Plan begins.

• 

• 

• 

during an open or special enrollment period. Open enrollment is from November 1st through December 15th. Special enrollment periods 

• 

Name: Signature:

x

Date:

Name: Signature:

x

Date:

 (

Name: Signature:

x

Date:

 (

Name: Signature:

x

Date:
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Nondiscrimination Notice

Sharp Health Plan:

• 

• 

• 

• 

• 

• 

• 

• 

sharphealthplan.com

at  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

.

• 

• 

http://www.hmohelp.ca.gov.

 
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this letter written in
your language. For free help, please call Sharp Health Plan right away at 1-858-499-8300 or 1-800-359-2002.

IMPORTANTE: ¿Puede leer esta carta? Si no le es posible, podemos ofrecerle ayuda para que alguien se la lea. Además, usted también
puede obtener esta carta en su idioma. Para ayuda gratuita, por favor llame a Sharp Health Plan inmediatamente al 1-858-499-8300 o
1-800-359-2002.
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Language Assistance Services

    ,         
:   ( )   

  ,       
 

 :                 
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