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WELCOME TO VALLEY HEALTH PLAN! Xi

Welcome to Valley Health Plan!

Dear Member,

Thank you for choosing Valley Health Plan (VHP) to manage your health care needs.
We look forward to ensuring a positive experience and your continued satisfaction
with the services we provide.

VHP is a State-licensed health care service plan owned and operated by the County
of Santa Clara. We care about the health and well-being of you and your family.
VHP’s staff is committed to ensuring that you receive quality care and service at the
right time, at the right place, and by the right provider. We believe that health care
is highly personalized and that you receive the best health care when you make
informed decisions about your treatment in partnership with your Primary Care
Provider (PCP).

To help you understand your Coverage and responsibilities as a VHP Member, this
Combined Evidence of Coverage and Disclosure Form (EOC) will provide you with a
detailed explanation of VHP’s services, Benefits, limitations, and exclusions. We
encourage you to carefully read through the information in the EOC.

Even after you have read the EOC, you may still have questions. Please remember
you have someone you can count on, your Member Services Representative, who
can help you manage the details of your health care - like paperwork, referrals and
even selecting your Primary Care Provider (PCP).

Please note that this EOC constitutes only a summary of the plan. Updated Benefit
changes, events, provider listings, and general information can be found at
www.valleyhealthplan.org. Chapter 11 reflects defined terms used throughout the
EOC. When you see a capitalized term in the EOC, refer to Chapter 11 to see a
complete definition.

The staff at Valley Health Plan appreciate your membership and look forward to
serving you.

Best wishes,

Valley Health Plan
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VHP Nondiscrimination Policy Xii

VHP Nondiscrimination Policy

VHP complies with applicable federal and California civil rights Laws and does not
discriminate based on race, disability, sex, religion, age, color, sexual orientation,
creed, family history, marital status, veteran status, national origin, ancestry,
gender, gender identity, handicap, or condition in accordance with applicable State
and federal Law.

VHP provides free aids and services to people living with a disability to assist with
effective communication with Plan, such as:

e Qualified sign language interpreters.

e Written information in other formats (large print, audio, accessible electronic
formats, other formats).

VHP provides free language services to people whose primary language is not
English to assist with effective communication with Plan, such as:

e Qualified interpreters.
e Information written in other languages.
If you need these services, contact VHP Member Service Department.

If you believe that VHP has failed to provide these services, or discriminated in
another way on the basis of race, color, national origin, ancestry, marital status,
gender, age, religion, disability, sex, sexual orientation, gender identity, gender
expression, or any other classification prohibited by State or federal Laws, you can
file a Grievance with:

VHP Member Services

2480 North First Street, Ste 160,

San Jose, CA 95131

1.888.421.8444 (toll-free),

California Relay Service (CRS) 711 or the 800 CSR
number from your modality

You may file a Grievance in person or by mail, fax, or email. If you need help filing
a Grievance, Member Services Representatives are available to help you.
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VHP Nondiscrimination Policy Xiii

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, 1.800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/ocr/complaints/index.html.
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LANGUAGE ASSISTANCE Xiv

Language Assistance Program

Call VHP’s Member Services Department at 1.888.421.8444 (toll-free) if you
would like to talk to us in your preferred language about any questions, comments,
or concerns. VHP, in coordination with VHP’s Plan Providers, offers over-the-
telephone language assistance at no cost to you. You can also get an interpreter to
talk to your Plan Provider by contacting VHP’s Member Services Department. In
addition, VHP can provide written translation of vital documents, such as
applications, Grievance or consent forms, or other important membership materials.
Language Assistance Program arranged by VHP is provided at no charge. If you
have questions about language services, please call VHP’'s Member Services
Department.

English

ATTENTION: If you speak another language, language assistance services, free of
charge, are available to you. Call 1.888.421.8444 (California Relay Service (CRS)
711).

Espanol (Spanish)
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linglistica. Llame al 1.888.421.8444 (California Relay Service (CRS) 711).

Tiéng Viét (Vietnamese)
CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu hd trd ngdn ngif mién phi danh cho
ban. Goi s6 1.888.421.8444 (California Relay Service (CRS) 711).

Tagalog (Filipino)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1.888.421.8444 (California
Relay Service (CRS) 711).

VALLEY HEALTH PLAN EVIDENCE OF COVERAGE AND DISCLOSURE FORM Xiv



LANGUAGE ASSISTANCE XV

¢t 0| (Korean)
FO|: 2= E AF8SHAl= E%, 210 X[ ¥ MH|AE BE2 0|8t = U

1.888.421.8444 (California Relay Service (CRS) 711)HH O 2 F3|s) FAMA|L,

%R (Chinese)
IR MREERERTX, BREALUKBEERESEMRYE. FHE 1.888.421.8444
(California Relay Service (CRS) 711),

I wj tEpbEU(Armenian)
NFCUMM NFR3I NFLGp G hununitdtGephw 6 p 6 U, wyw d6g wu 4 & wp

UwpnnGUuwpwdwnnpdbtgqywy wlwp wygntpp wlu

ownuwynLreniLtulbbp:2wlbgwhwphbp 1.888.421.8444 (California Relay
Service (CRS) 711):

P yc c ku 1 (Russian)
BHMUMAHMWE: Ecnu Bbl rOBOpUTE Ha PYCCKOM SA3blke, TO BaM AOCTYNHbl 6ecnniaTHble
ycnyru nepesoga. 3soHuTe 1.888.421.8444 (California Relay Service (CRS) 711).

=l < (Farsi)
Ll ol OB @y aas (Al S0l i€ 0 KR il (s 40 S da g
2, & W (California Relay Service (CRS) 711) 1.888.421.8444
Ll e ) 2

BHAEE (Japanese)
FAREIE BRBEZEINDGE. BEHOEEXEZIFAVVETET,

1.888.421.8444 (California Relay Service (CRS) 711) £T. BEBFEICTIERLKL 1,
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Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb
rau koj. Hu rau 1.888.421.8444 (California Relay Service (CRS) 711).

st (Punjabi) :
s fo§. 7 3t Ut 9= 3, 31 I (29 Aofes A9 3973 88l Wes Guzsu |
1.888.421.8444 (California Relay Service (CRS) 711) 3 TE |

4l (Arabic)
1.888.421.8444 i » Juail ol el g 8 d alll Saeluadl Clend S8 (dalll S8 Siaai i€ 1)) -3k s
(California Relay Service (CRS) 711):a5 5 awall ails a8 )

G Afe 319 fedt dicrd g df 2o g qend & HTen Serdr a1 Sudey ¢ |
1.888.421.8444 (California Relay Service (CRS) 711) TR &id @1 |

mmnina (Thai)

Fou: fgunams Insguanansaliuintismiansnmnlans ns 1.888.421.8444 (California Relay
Service (CRS) 711).

i2i (Cambodian)
L Ubs: ulidsygsSunw Mmani 21 NS SwesS/amun iIcnwosSa s |

U SIousainiuiigsY G gindr] 1.888.421.8444 (California Relay Service
(CRS) 711).

W799290 (Lao)

{U0QIL: 209 UIVCDIWIZI 290, NIVVINIVFOBCTHDOIMWIZ, L0BVCT IO,

cunBwenlvivio. tns 1.888.421.8444 (California Relay Service (CRS) 711).
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Helpful Contact Information

Telephone numbers listed in this document are subject to change as needed.
Contact a VHP Member Services Representative at 1.888.421.8444 (toll-free) to
obtain revised telephone numbers or go to the VHP website at

www.valleyhealthplan.org.

Valley Health Plan
Main Office

2480 N. First Street, Suite 160, San Jose, CA 95131
Hours: M-F, 8:00 am - 5:00 pm (Pacific Time)

Valley Health Plan
Website

www.valleyhealthplan.org

Member Services
Department

Phone: 1.888.421.8444 (toll-free)

TTY: For the hearing and speech impaired, call the
California Relay Service (CRS) by simply dialing 711 or
the 800 CRS number from your mode of
communication.

Fax: 408.885.4425

Email: memberservices@vhp.sccgov.org

Hours: M - F, 9:00 am - 5:00 pm (Pacific Time)

Health Education
Department

Phone: 408.885.3490

Fax: 408.954.1023

Email: healtheducation@vhp.sccgov.org

Hours: M - F, 9:00 am - 5:00 pm (Pacific Time)

Language Assistance
(Interpretation,
Translation &
Disability Access)

Phone: 1.408.808.6150 or 1.888.421.8444
TTY: Contact CRS by dialing 711 and providing the
number 1.800.735.2929

Carenet - (Nurse

Phone: 1.866.682.9492 (toll-free)

Behavioral and

Advice Line) Hours: 24 hours, seven days per week, including
holidays
MDLive Care - Phone: 1.888.467.4614

TTY: 1.800.770.5531
Website: www.mdlive.com/VHP

VALLEY HEALTH PLAN EVIDENCE OF COVERAGE AND DISCLOSURE FORM

XVii



https://www.valleyhealthplan.org/home
http://www.valleyhealthplan.org/
mailto:memberservices@vhp.sccgov.org
mailto:healtheducation@vhp.sccgov.org
http://www.mdlive.com/VHP

HELPFUL CONTACT INFORMATION Xviii

Urgent Care Hours: 24 hours, seven days per week, including
(Telehealth) holidays

Navitus - Pharmacy Phone: 1.866.333.2757 (toll-free)
Customer Care Hours: 24 hours, seven days per week

Call this telephone number when you need assistance
with pharmacy/Prescription related issues.

Costco Pharmacy - Phone: 1.800.607.6861 (toll-free)

Mail Order Call this telephone number when you need assistance

Prescriptions with mail order pharmacy/Prescription related issues.

Select a Primary Care | Please use the Provider Search function on VHP’s

Provider (PCP) website at www.valleyhealthplan.org or call the
Member Services Department at 1.888.421.8444
(toll-free).

Note: if you elect not to select a PCP at the time of
enrollment, VHP will select one for you. You may
change your PCP at any time by calling VHP’s Member
Services Department.
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MEMBER GRIEVANCES XiX

Member Grievances

VHP takes pride in being a member-focused health plan. Please call our Member
Services Department to assist you in resolving your concerns at 1.888.421.8444
(toll-free). For the hearing and speech impaired, call the CRS by simply dialing
711 or the 800 CRS number of your modality. You may also visit
www.valleyhealthplan.org for recent updates, provider listings, and general
information

You may request that a Grievance be filed verbally, or you may complete a
Grievance Form and submit it to VHP. Grievance Forms are available through VHP,
at your Plan Provider’s office and on our website at www.valleyhealthplan.org
under “Member Materials”. Grievance Forms are available in English, Spanish, and
Vietnamese at no cost to you. Grievance Forms, translated into other languages,
are also available free of cost to you. For more information regarding these forms
and VHP’s Language Assistance Program, call Member Services at 1.888.421.8444
(toll-free).

Send your Grievance Form to:

Valley Health Plan — Appeals and Grievance Department
2480 N. First Street, Suite 160
San Jose, CA 95131

You may also submit your Grievance online at www.valleyhealthplan.org.

You have 180 days from the date of the event, which caused a Grievance, to file the
Grievance. As needed, the 180 days starts on the date the Plan provides you with a
Grievance Form translated into the language of your choice.

Include all pertinent information from your VHP ID Card and the details and
circumstances surrounding your concern or problem. Providing as much information
as possible may eliminate the time required to collect such data. Pertinent
information should include any medical records or physician opinions in support of
your Grievance; otherwise your medical records may need to be obtained from your
Plan Physician or you may need to obtain them from a Non-Plan Physician. Your
Grievance will be acknowledged within 5 calendar days of receipt. VHP will notify
you in writing of the outcome within 30 calendar days of receiving your Grievance.
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If the Grievance involves an imminent and serious threat to your health or the
health of your Dependents, including but not limited to, severe pain, psychological
well-being, potential loss of life, limb or major bodily function, you will be entitled
to an expedited review. The Grievance must state that you are requesting an
expedited review. You will be notified of the outcome or status within 3 calendar
days of receipt of the emergent Grievance.

If you are not satisfied with the Grievance decision, you may contact the California
State Department of Managed Health Care (DMHC) by following the procedures
outlined in this section under “"Department of Managed Health Care Consumer
Helpline”.

Department of Managed Health Care Consumer
Helpline

The California Department of Managed Health Care is responsible for regulating
health care service plans. If you have a grievance against your health plan, you
should first telephone your health plan at 1.888.421.8444 and use your health
plan’s grievance process before contacting the department. Utilizing this grievance
procedure does not prohibit any potential legal rights or remedies that may be
available to you. If you need help with a grievance involving an emergency, a
grievance that has not been satisfactorily resolved by your health plan, or a
grievance that has remained unresolved for more than 30 days, you may call the
department for assistance. You may also be eligible for an Independent Medical
Review (IMR). If you are eligible for an IMR, the IMR process will provide an
impartial review of medical decisions made by a health plan related to the medical
necessity of a proposed service or treatment, coverage decisions for treatments
that are experimental or investigational in nature and payment disputes for
emergency or urgent medical services. The department has a toll-free telephone
number (1-888-466-2219) and a TDD line (1-877-688-9891) for the hearing
and speech impaired. The department’s internet website

http://www.dmhc.ca.gov has complaint forms, IMR application forms and
instructions online.
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Chapter 1: Introduction to Valley
Health Plan

Differences in Employer Groups

VHP offers health insurance to Large and Small Employer Groups. The Large
Employer Groups include the County of Santa Clara, In Home Support Services,
Santa Clara County Superior Courts and the Santa Clara County Fairgrounds. The
Small Employer Group includes the Valley Health Foundation.

There are certain items that apply to specific Employer Groups. If an item applies to
a specific Employer Group, it will be identified by the name of the employer.

Grandfathered Health Plan Status - Valley Health
Foundation Employer Group

This group health plan believes this plan is a “grandfathered health plan” under the
Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted
by the Affordable Care Act, a grandfathered health plan can preserve certain basic
health coverage that was already in effect when that law was enacted. Being a
grandfathered health plan means that your plan may not include certain consumer
protections of the Affordable Care Act that apply to other plans, for example, the
requirement for the provision of preventive health services without any cost
sharing. However, grandfathered health plans must comply with certain other
consumer protections in the Affordable Care Act, for example, the elimination of
lifetime dollar limits on benefits. Questions regarding which protections apply and
which protections do not apply to a grandfathered health plan and what might
cause a plan to change from grandfathered health plan status can be directed to
the plan administrator at 1.888.421.8444.
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How do | Get Health Care?

When you enroll in VHP, you must select a Primary Care Provider (PCP) from VHP’s
Network. You are expected to receive services from your Primary Network, which is
the Network affiliated with your PCP. A PCP provides and coordinates your medical
care. For children, a pediatrician may be designated as the PCP. Until you make this
PCP designation, VHP designates one for you. Additional information can be found
under Chapter 3: Choice of Physicians and Providers.

To find a PCP, visit VHP’s website at www.valleyhealthplan.org and use the
Provider Search function, or call VHP’'s Member Services Department at
1.888.421.8444 (toll-free). For the hearing and speech impaired, call the CRS by
simply dialing 711 or the 800 CRS number of your mode of communication.

Selecting and Changing a PCP:

You may change your PCP at any time by calling VHP’s Member Services
Department at 1.888.421.8444 (toll-free). The effective date of the change will
be first of the next month after your request is received, provided you are not
receiving hospital or other institutional care at the time of your request. In the
event you are institutionalized, discuss your effective date with Member Services. If
needed, a new VHP identification card (VHP ID Card) will be mailed to you. In the
event your PCP terminates his/her relationship with VHP, you will be notified by VHP
and will be assigned a new PCP.

Sometimes, you may need care that your PCP cannot provide. At such times, your
PCP will refer you to a specialist affiliated with your Primary Network or other Plan
Provider for that care.

The continued participation of any one physician, hospital or other provider cannot
be guaranteed. The fact that a physician or other provider may perform, prescribe,
order, recommend or approve a service, supply or hospitalization does not, in itself,
make it Medically Necessary, or make it a Covered Service.
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Transition of Care for New Members

You may request continued care from a provider, including a hospital that does not
contract with VHP, if at the time of enrollment with VHP, you were receiving care
from such a provider for any of the following conditions:

For an Acute Condition shall be provided for the duration of the Acute
Condition.

For a Serious Chronic Condition shall be provided for a period
necessary to complete the course of treatment and to arrange for a
safe transfer to a Plan Provider. Completion of Covered Services shall
not exceed 12 months.

For a Pregnancy shall be provided for the duration of the Pregnancy.

For a Maternal Mental Health Condition that impacts a person during
pregnancy, peri or postpartum, or that arises during pregnancy, in the
peri or postpartum period, completion of maternal mental Covered
Services shall not exceed 12 months from the diagnosis or from the
end of pregnancy, whichever occurs later.

For a Terminal Iliness shall be provided for the duration of the Terminal
Iliness. Terminal Iliness for continuity of care is defined as an incurable
or irreversible condition that has a high probability of causing death
within one year or less. Completion of Covered Services shall be
provided for the duration of a Terminal Iliness, which may exceed 12
months from the Plan Provider contract termination date or 12 months
from the Effective Date of Coverage for a new Member.

For the care of a newborn child between birth and age 36 months,
completion of Covered Services shall not exceed 12 months.

For the performance of a surgery or other procedure that is Authorized
by VHP as part of a documented course of treatment and has been
recommended and documented by the current provider at the time of
enrollment or Plan Provider termination, completion of such surgical
Covered Services must occur within 180 days.

For new Members transitioning from one health plan to another
because of a health plan’s withdrawal from the marketplace or ceased
offering the applicable product in the Member’s service area.
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Please refer to “"Continuity of Care” section in Chapter 4 for additional detail.

Emergency Services

In an emergency, call 911 for assistance, go to the nearest emergency room.

Emergency Services are covered when furnished either by Plan Providers or by
Non-Plan Providers worldwide when the time required to reach your Plan Facility or
Hospital is such that a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain, Active Labor, and psychiatric condition)
such that the absence of immediate medical attention could reasonably expect the
delay to result in serious impairment to your bodily functions, serious dysfunction of
any bodily organ or part, or placing your health or psychological well-being in
serious jeopardy.

Emergency Services also includes additional screening, examination, and evaluation
by a physician, or other personnel to the extent, permitted by applicable Law and
within the scope of their licensure and clinical privileges, to determine if a
Psychiatric Emergency Medical Condition exists, and the care and treatment
necessary to relieve or eliminate the Psychiatric Emergency Medical Condition,
within the capability of the facility.

Emergency Services do not require Prior Authorization, however, should it be
necessary to receive Emergency Services from a Non-Plan Provider, present your
VHP ID Card. Refer to “Follow-Up Care after Emergency at a Hospital that is not
contracted with VHP (Post-Stabilization)” in this section.

Emergency Services are only covered by Plan until your condition has stabilized
sufficiently to permit discharge or transfer to Plan Facility.

Emergency Services are available within, or outside, your Service Area 24 hours a
day, seven (7) days a week. Urgently Needed Services are available through plan or
Non-Plan Providers while inside or outside of the Service Area.

Although all necessary care is available from and should be obtained through Plan
Providers, VHP also covers all Emergency Services and Urgently Needed Services
received from Non-Plan Providers.

Be sure to carry your VHP ID Card with you at all times to access care.
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Members are not financially responsible for payment of emergency care services,
beyond the enrollee’s Copayments, coinsurance, and Deductibles as provided in the
“Summary of Benefits and Coverage.”

Urgently Needed Services

Urgently Needed Services is care you need within 24 to 48 hours. If you need
Urgently Needed Services, call the 24-hour Nurse Advice Line at 1.866.682.9492
(toll-free), schedule an appointment, or go to any Urgent Care clinic. In the event
you are out of the Service Area and cannot safely go to a Plan Provider, go to the
closest Urgent Care provider. If you are unsure where to go or the Emergency
Services or Urgently Needed Service is not available nearby, call Member Services
at 1.888.421.8444 (toll-free) or the 24/7 Nurse Advice Line at 1.866.862.9492
(toll-free) for guidance. Alternately, you can access 24-hour Telehealth services
for non-emergency medical conditions or non-Psychiatric Emergency Medical
Condition at 1.888.467.4614 or TTY 1.800.770.5531. All care following the
Urgent Care visit is considered Follow-Up Care and must be received through your
PCP or Authorized by VHP.

If you seek routine or Elective Medical Services that are not Urgently Needed
Services from Non-Plan Providers without a Prior Authorization, VHP will not pay for
your care, and you will be required to pay for the full cost of such services.

Inside the Service Area

VHP offers extended hours at several Urgent Care clinics, some require an
appointment, and some are walk-in clinics. Call the 24/7 Nurse Advice Line at
1.866.682.9492 (toll-free) for medical advice. A nurse will assess your condition
and direct you to the appropriate care. For a complete list of your Primary Network
Urgent Care clinics, including the walk-in clinic locations, visit website at
www.valleyhealthplan.org or call Member Services at 1.888.421.8444 (toll-
free). For the hearing and speech impaired, call the CRS by simply dialing 711 or
800 CRS number of your modality for assistance. Present a form of ID and your
VHP ID Card when seeking services.
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Outside of the Service Area

Should it be necessary to receive Urgently Needed Services outside the Service
Area and you need assistance finding a provider, call Member Services at
1.888.421.8444 (toll-free) to answer any questions you may have. If you are
unable to reach VHP, you can call the 24/7 Nurse Advice Line at 1.866.682.9492
(toll-free), explain the situation, and follow their instructions. As needed, contact
the closest provider to receive treatment or go directly to the nearest Urgent Care
center. As necessary, Member Services can help coordinate your care.

If you are temporarily outside our Service Area and the care you receive from a
Non-Plan Provider is not an Urgently Needed Service, you may be financially
responsible for all charges.

If you are outside of California and need a service on an emergency or urgent basis,
but that service is not available in the area or state where you are physically
located (such as abortion services which is a basic health care service under
California Law) and you are unable to access the Emergency Services/Urgent Care
in a timely manner, VHP will pay for your travel or will reimburse you, including
travel to another state, so you can access the care in a timely manner.

Follow-Up Care

Follow-Up Care services must be performed within your Primary Network. If
Authorization is required (see Chapter 6 for those services that require Prior
Authorization from VHP), your PCP must obtain the Prior Authorization for those
services. Follow-Up Care after any Emergency or Urgently Needed Service should
be obtained through your PCP. Should it be necessary to obtain Follow-Up Care
after an Emergency or Urgently Needed Service from a Non-Plan Provider, request
that your PCP call VHP to receive Prior Authorization before you access care.

If you seek Follow-Up Care after an Emergency or Urgently Needed Services from
Non-Plan Providers without an Authorization, VHP will not pay for your care, and
you will be required to pay for the full cost of such services.
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Follow-Up Care after Emergency at a Hospital that is
not contracted with VHP (Post-Stabilization)

If, once your Emergency Medical Condition is stabilized, and your treating health
care provider at the Hospital believes that you require additional Medically
Necessary Hospital Services prior to your being safely discharged, the non-
contracted hospital must contact VHP to obtain timely Prior Authorization for these
post-stabilization services.

If VHP determines that you may be safely transferred to a Plan Hospital in your
Primary Network, and you refuse to consent to the transfer, the non-contracted
hospital must provide you written notice that you will be financially responsible for
one hundred percent (100%) of the cost for services provided to you once your
Emergency Medical Condition is stable.

If the non-contracted hospital is unable to determine your name and contact
information at VHP to request Prior Authorization for services once you are stable,
the non-contracted hospital may bill you for such services. If you feel that you were
improperly billed for Emergency Services that you received from a non-contracted
provider, please contact VHP at 1.888.421.8444 (toll-free).

How Do | Get Help?

Member Services Representative
VHP’s top priority is to provide quality service and health care to its Members.
Everyone at VHP shares responsibility for assuring your satisfaction. Our Member
Services Representatives will be happy to assist you with your questions, complaints
or to hear how VHP and its Plan Providers are doing.

Member Services is available to assist you over the phone Monday through Friday
from 9:00am to 5:00pm at 1.888.421.8444 (toll-free) or by email at
MemberServices@vhp.sccgov.org. For the hearing and speech impaired, call the
California Relay Service (CRS) by simply dialing 711 or the 800 CRS number from
your mode of communication. If you need language assistance, VHP’s Member
Services Department offers over-the-telephone language assistance at no cost to
you. VHP’s walk-in office hours are Monday through Friday 8:00am - 5:00pm. VHP
is located at 2480 N. First Street, Suite 160, San Jose, CA 95131.
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You can ask Member Services representatives how to obtain medical care, how to
interpret your covered health Benefits, what to do if you move, how to add
dependents, obtain a new VHP ID Card, submit Member Claims, file Grievances, or
to help you with any other service issue. You can also request VHP materials,
including an updated EOC or VHP PCP list, which includes clinic addresses and
telephone numbers.

If a representative is not available, please leave a message, a representative will
return your call on the next business day. Call VHP at 1.888.421.8444 (toll-free),
to leave a message 24 hours a day.

If you need to notify VHP of an emergency or Urgent Care situation, please leave a
telephone number where you can be reached.

Language Assistance Program:

Call VHP’s Member Services Department at 1.888.421.8444 (toll-free) if you
would like to talk to us in your preferred language about any questions, comments,
or concerns. VHP, in coordination with VHP’s Plan Providers, offers over-the-
telephone language assistance at no cost to you. You can also get an interpreter to
talk to your Plan Provider by contacting VHP’s Member Services Department. In
addition, as required by DMHC, VHP can provide written translation of vital
documents, such as applications, Grievance or consent forms, or other important
membership materials. Language Assistance Program arranged by VHP is provided
at no charge. If you have questions about language services, please call VHP’s
Member Services Department.

24/7 Nurse Advice Line:

Call 1.866.682.9492 (toll-free) to speak with an advice nurse. Advice nurses are
available 24 hours a day, seven days a week. They can give you medical advice and
direct you to the care you need.

Telehealth Services:

Telehealth services are covered Benefits. Your cost share for Telehealth services shall
not exceed the cost share charged for the same services delivered in-person.
Telehealth services will be subject to the same Deductible and annual or lifetime
dollar maximum as equivalent in-person services.
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Telehealth services are covered on the same basis and to the same extent that the
health care service plan is responsible for Coverage for the same service through in-
person diagnosis, consultation, or treatment. Members can receive Telehealth
services at any preferred location through their owned equipment, such as a
telephone, computer/tablet-based, web browser, or smartphone.

VHP contracts with MDLive for both medical and behavioral health services.
Members are encouraged to register to MDLive services via MDLive application, web
browser and phone. Members may also receive the services on an in-person basis or
via Telehealth, if available, from the Member’s Primary Care Providers, treating
specialists, or another contracting individual health professional, contracting clinic,
or contracting health facility consistent with the service and existing timeliness and
geographic access standards. Please see the “"Timely Access to Care” section to
know your waiting time for an appointment. To access MDLive Care, call
1.888.467.4614, TTY 1.800.770.5531 or online www.mdlive.com/vhp.

Refer to_https://www.valleyhealthplan.org/members/mdlivetelehealth-
medical-and-behavioral-health-care for additional information on Telehealth
services from MDLive.

You have the right to access your medical records. The record of any services
provided by MDLive shall be shared with your Primary Care Provider, unless you
object. All services received through MDLive are available at in-network cost sharing
and out-of-pocket costs shall accrue to any applicable Deductible or Out-of-Pocket
Maximum.

Timely Access to Care

VHP provides and arranges for the provision of Covered Services in a timely manner
appropriate for the nature of the Member’s condition and consistent with
professionally recognized standards of practice.

Appointment Scheduling Waiting Time

Emergency Services Immediately

Urgent Care appointments that do not require

Prior Authorization 48 hours of request
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Urgent Care Appointments that require Prior
Authorization

96 hours of request

Non-urgent appointments with a PCP

10 business days of request

Non-urgent appointments with a Specialty Care
Physician (SCP) including obstetrical care

15 business days of request

Non-urgent appointments for ancillary services
(for diagnosis or treatment of injury, illness, or
other health condition)

15 business days of request

Office/clinic wait time (from appointment
registration time to when seen by the
practitioner/doctor)

30 minutes (VHP standard)

Appointment Scheduling for Mental Health

Waiting Time

and Substance Use Disorder Providers

Life-Threatening emergency

Immediately

Urgent Care appointments that do not require
Prior Authorization

48 hours of request

Urgent Care Appointments that require Prior
Authorization

96 hours of request

Non-urgent care appointments with a psychiatrist

15 business days of request

Non-urgent appointments with a non-physician
Mental Health or Substance Use Disorder provider

10 business days

Non-urgent follow-up appointments with a non-
physician mental health care or Substance Use
Disorder provider

10 business days of the prior
appointment
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Non-urgent appointments for ancillary services
related to Mental Health and Substance Use 15 business days
Disorders

Office/clinic wait time (from appointment
registration time to when seen by the 30 minutes (VHP standard)
practitioner/doctor)

VHP Timely Access to Care standards include:

A “24/7 Nurse Advice Line” for telephone screening that Members can
call at any time to obtain triage or screening for the purpose of
determining the urgency of the Member’s need for care.

An Authorization system in place that allows for Members to self-refer
through direct access to OB/GYN or through obtaining standing
referrals to Plan Specialists. This Authorization system includes timely
referrals for other Medically Necessary Covered Services through the
Plan Provider Network.

A process to schedule or reschedule health care appointments. Visit
www.valleyhealthplan.org to find Plan Providers, including
emergency and Urgent Care. The website details provider telephone
numbers and gives you the Urgent Care clinic’s hours of operation.
Many of our Urgent Care clinics offer self- referral/walk-in same day
Urgent Care services. Appointments are not necessary, but it may save
you time if you call ahead.

A Member Services Department, with English, Viethamese, and
Spanish speaking representatives, who offer assistance in obtaining
covered health care services and resolving Members health care
issues. Additional interpreter services are available, as needed, at the
time of the appointment or in the interpretation of critical documents,
such as needed during the Plan’s Grievance process.

Professionally recognized standards of practice used to determine wait
times when scheduling appointments that meet legislative
requirements. Such standards do not prohibit the Plan or the Plan
Providers from accommodating a Member’s preference to wait for a
later appointment from a specific Plan Provider.
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VHP will arrange Medically Necessary services Out-of-Network for you
if the services are not available in-network within the timely access
standards as outlined in this section. VHP will ensure the delivery of
Medically Necessary Out-of-Network services and any Medically
Necessary follow-up services that, to the maximum extent possible,
meet the timely access standards. Arranging services may mean
contacting non-contracted providers with the appropriate expertise on
your behalf and assisting you with scheduling, and the provider with
engaging with VHP. VHP may not delay your care beyond the
applicable timely access standards due to lack of a single case
agreement or other arrangement with a non-contracted provider.
Member costs for Medically Necessary referrals to Out-of-Network
providers shall not exceed applicable in-network providers
Copayments, Coinsurance, and Deductibles.

For more information on timely access to care, including the Language Assistance
Program, contact Member Services at 1.888.421.8444 (toll-free).
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Chapter 2: Eligibility and
Enrollment

For County of Santa Clara, Santa Clara County Superior Courts, Santa Clara
County Fairgrounds and Valley Health Foundation Members, Dependents
and Retirees

Becoming a VHP Member and Using your ID Card

Before applying for VHP membership, you and/or your Eligible Dependent(s) must
meet certain eligibility and enrollment requirements. After you have enrolled in VHP,
you must continue to meet the same requirements.

This section outlines who is eligible to enroll, how to enroll, how to renew and retain
membership, and when Coverage begins. If you have any questions regarding
eligibility, enrollment, or changes to your enrollment, contact your employer.

After enrollment, VHP provides you with a new Member Welcome Letter and your
membership card, also called a Member Identification card (VHP ID Card). The card
includes important contact information, and you should always present it when you
seek medical care. If you do not present your ID card each time you receive
services, your provider may fail to obtain Prior Authorization when needed and you
may be responsible for the resulting cost.

If you need a new Member VHP ID Card, you may request a replacement from VHP
Member Services.

Please note: Your VHP ID Card is for identification purposes only. To receive
Covered Services, you must meet the eligibility requirements set forth herein as
either an Eligible Dependent, Eligible Employee or Eligible Retiree. Anyone who is
not a VHP Member will be charged for any services received. If you let someone
else use your VHP ID Card, your membership may be terminated.
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Eligibility for Active Employees and Dependents

You are eligible to apply for Coverage under the Benefit Plan if you meet the
definition of Eligible Employee or Eligible Dependent as described in the
“Definitions” section, and you:

o Live or work in Santa Clara County,
o Satisfy the Group’s waiting period requirements, and
. Meet the Group’s eligibility requirements.

If a Member chooses a Primary Network based on its proximity to the Subscriber’s
work address, the Member will need to travel to Primary Network locations for any
non-emergency or hon-urgent care that the Member receives.

All Members who are eligible for Benefits and who reside outside the Service Area
will only be covered for Emergency or Urgently Needed Services when outside the
Service Area. All follow-up or Routine Care must be received in the Service Area
through the Member’s PCP or the Member’s Primary Network.

Members who are terminated, retired, or separated from employment with the
Group may be eligible for continued Coverage. (Please refer to the “Individual
Continuation of Coverage” section for details.)

VHP may verify eligibility, employee status and dependent status. Services are not
covered prior to the Member’s Effective Date of Coverage or after the Member’s
Coverage termination date.

If you or your Dependent(s) are subsequently found to be ineligible, VHP will not
provide Benefits during the period of ineligibility and will be entitled to
reimbursement from you for any services rendered and claims paid during such
period you were not eligible for membership.

If you and your Dependent(s) are otherwise eligible to enroll, VHP will not refuse to
enroll you or your Eligible Dependent(s) because of a pre-existing health condition.

Enroliment for Active Employees and Dependents

VHP must receive a completed and signed enrollment form from the Group for you
and/or your Eligible Dependent(s) to apply for Coverage. Your employer will
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distribute an application form and other VHP materials for enrollment and
reference. Upon your request, your employer will provide a copy of the VHP
Combined Evidence of Coverage and Disclosure Form. Your employer is responsible
for submitting a properly completed membership application and applicable
premiums to VHP. Following receipt, VHP will process all eligible enrollments and
distribute a Welcome Letter and VHP ID Card(s) to the current address(es) in VHP’s
records. As part of the application process, you will be asked to provide personal
information, including name, address, race, ethnicity, and language written and
spoken.

At the time you enroll, you may be eligible to continue receiving treatment from
your non-VHP provider. Please refer to the “Transition of Care for New Members”
and “Continuity of Care” sections for additional information.

Initial Enroliment
You must apply for membership for you and your Eligible Dependents by submitting
an application to your Group within the Initial Eligibility Period. Contact your
employer for information about the application process when you are eligible to
enroll and your Effective Date of Coverage.

Enrolling Late or During Open Enroliment
Late enrollment occurs when you or your Eligible Dependent(s) do not enroll when
you first become eligible. If you do not enroll when you first become eligible, you
may enroll only during the next Open Enrollment Period. Your employer will
announce the dates of the Open Enrollment Period.

If you decline enrollment for you or your Eligible Dependent(s) because of other
health insurance coverage but that insurance ceases, you may enroll yourself or
your Eligible Dependent(s) within 30 days after such coverage ends or within 60
days of Medi-Cal or AIM Program or California Health Benefit Exchange coverage
ending. If you do not enroll when you first become eligible, the late enrollment rule
will not apply if:

o You submitted the enrollment form, but the form is incomplete.

o You never received a form from your employer.
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For County of Santa Clara, Santa Clara County Superior Courts and the Santa Clara
County Fairgrounds Employer Groups, Late Members who lose coverage are eligible
for late enrollment which is the 30-day period following the date on which the Late
Member loses coverage. The criteria to be eligible for late enrollment includes one of
the following reasons:

o The termination of the employment of the Eligible Employee or of a
person through whom the Eligible Employee or his/her Eligible
Dependent(s) was covered as a dependent;

o A change in the employment status of the Eligible Employee or a
person through whom the Eligible Employee or his/her Eligible
Dependent(s) was covered as a dependent;

. Termination of health benefits coverage from another employer or no
share-of-cost Medi-Cal coverage;

. Reduction or cessation of an employer’s contribution toward an
employee, retiree, or Dependent’s Coverage;

o Death of the Eligible Employee/Retiree or person through whom the
Eligible Employee/ Retiree or Eligible Dependent was covered as a
Dependent; or

Divorce from the person through whom the Eligible Employee/Retiree or Eligible
Dependent was covered as a Dependent.

For Valley Health Foundation Employer Group, the following also applies:

“Late enrollee” means an Eligible Employee, or Dependent, who has declined
enrollment at the time of the initial enrollment period provided under the terms of
the Group Agreement and who subsequently requests enrollment, provided that the
initial enrollment period shall be a period of at least 30 days. However, an Eligible
Employee, or an Eligible Dependent, shall not be considered a late enrollee and is
eligible to enroll if any of the following is applicable:

(1) The individual meets all of the following requirements:

(A) They were covered under another employer health benefit plan, the Access for
Infants and Mothers (AIM) Program, the Medi-Cal program, or coverage through the
California Health Benefit Exchange at the time the individual was eligible to enroll.

(B) They certified at the time of the initial enrollment that coverage under another
employer health benefit plan, the AIM Program, the Medi-Cal program, or coverage
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through the California Health Benefit Exchange was the reason for declining
enrollment, provided that, if the individual was covered under another employer
health benefit plan, including a plan offered through the California Health Benefit
Exchange, the individual was given the opportunity to make the certification
required by this subdivision and was notified that failure to do so could result in
later treatment as a late enrollee.

(C) They have lost or will lose coverage under another employer health benefit plan
as a result of termination of employment of the individual or of a person through
whom the individual was covered as a dependent, change in employment status of
the individual or of a person through whom the individual was covered as a
dependent, termination of the other plan’s coverage, cessation of an employer’s
contribution toward an employee’s or dependent’s coverage, death of the person
through whom the individual was covered as a dependent, legal separation, or
divorce; or they have lost or will lose coverage under the Healthy Families Program,
the AIM Program, the Medi-Cal program, or coverage through the California Health
Benefit Exchange.

(D) They request enrollment within 30 days after termination of coverage or
employer contribution toward coverage provided under another employer health
benefit plan, or requests enrollment within 60 days after termination of Medi-Cal
program coverage, AIM Program coverage, or coverage through the California
Health Benefit Exchange.

(2) The employer offers multiple health benefit plans, and the employee elects a
different plan during an open enrollment period.

(3) A court has ordered that coverage be provided for a spouse or minor child under
a covered employee’s health benefit plan.

(4) In the case of an Eligible Employee, VHP cannot produce a written statement
from the Group stating that the individual or the person through whom the
individual was eligible to be covered as a dependent, prior to declining coverage,
was provided with, and sighed, acknowledgment of an explicit written notice in
boldface type specifying that failure to elect coverage during the initial enroliment
period permits the plan to impose, at the time of the individual’s later decision to
elect coverage, an exclusion from eligibility for coverage until the next Open
Enrollment Period, unless the individual meets the criteria specified in Section 1, 2
or 3 above.

(5) The individual is an employee or dependent who was under a COBRA
continuation provision and the coverage under that provision has been exhausted.
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For purposes of this section, the definition of "COBRA" set forth in subdivision (e) of
Section 1373.621 shall apply.

(6) The individual is a dependent of an enrolled Eligible Employee who has lost or
will lose their coverage under the Healthy Families Program, the AIM Program, the
Medi-Cal program, or a health benefit plan offered through the California Health
Benefit Exchange and requests enrollment within 60 days after termination of that
coverage.

(7) The individual is an Eligible Employee who previously declined coverage under
an employer health benefit plan, including a plan offered through the California
Health Benefit Exchange, and who has subsequently acquired a dependent who
would be eligible for coverage as a dependent of the employee through marriage,
domestic partnership, birth, adoption, or placement for adoption, and who enrolls
for coverage under that employer health benefit plan on their behalf and on behalf
of their dependent within 30 days following the date of marriage, domestic
partnership, birth, adoption, or placement for adoption, in which case the Effective
Date of Coverage shall be the first day of the month following the date the
completed request for enrollment is received in the case of marriage or domestic
partnership, or the date of birth, or the date of adoption or placement for adoption,
whichever applies. Notice of the special enrollment rights contained in this
paragraph shall be provided by the employer to an employee at or before the time
the employee is offered an opportunity to enroll in plan coverage.

(8) The individual is an Eligible Employee who has declined coverage for themself or
their dependents during a previous enrollment period because their dependents
were covered by another employer health benefit plan, including a plan offered
through the California Health Benefit Exchange, at the time of the previous
enrollment period. That individual may enroll themself or their dependents for plan
coverage during a special open enrollment opportunity if their dependents have lost
or will lose coverage under that other employer health benefit plan. The special
open enrollment opportunity shall be requested by the employee not more than 30
days after the date that the other health coverage is exhausted or terminated.
Upon enrollment, coverage shall be effective not later than the first day of the first
calendar month beginning after the date the request for enrollment is received.
Notice of the special enrollment rights contained in this paragraph shall be provided
by the employer to an employee at or before the time the employee is offered an
opportunity to enroll in plan coverage.
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Adding Dependents
You must submit an enrollment or status change request to your employer to add a
new spouse or dependent(s). VHP must receive the request within 31 days after
they became your Eligible Dependent(s). You must provide proof of dependent
status (e.g., birth or marriage certificate) when you add Eligible Dependents to your
Coverage.

If you must provide coverage for a non-custodial child due to a court order for
medical support, you must provide proof of legal status or court order.

You must notify your employer and VHP of any changes in status that affect your
own or your enrolled Dependent’s eligibility. If you do not enroll your Eligible
Dependents when they are first eligible, you will not be able to enroll them until
the next Open Enrollment Period unless they qualify for late enrollment. See
“Enrolling Late or During Open Enrollment” section for circumstances where a
dependent may be enrolled outside of the initial eligibility and Open Enrollment
Periods.

Continuing Coverage for Dependents
Health Coverage may continue for an Eligible Dependent, if the Eligible Dependent
is:

o An Eligible Dependent who is incapable of self-sustaining employment
by reason of a physically or mentally disabling injury, illness or
condition which started before age 26, and who is chiefly dependent
upon you for support and maintenance. VHP will notify you at least 90
days prior to the date your Dependent child turns 26. You must furnish
proof of such incapacity and dependency to VHP within 60 days of
receipt of notification to prevent a lapse in Coverage. Verification of
disability and dependency may be required as often as deemed
necessary by VHP. However, VHP will not request verification more
often than once a year after the first 2 years the child has reached age
26.

o An Eligible Dependent who is incapable of self-sustaining employment
by reason of a physically or mentally disabling injury, illness or
condition which started after age 26, and who is chiefly dependent
upon you for support and maintenance.
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o A newborn, newly adopted, or new legal ward. Coverage continues
after the first 31 days provided Dependent is enrolled within the first
60 days following the child’s birth, adoption, or guardianship. After this
period, you will not be able to enroll your child.

. You, or your spouse’s, natural child, stepchild, legally adopted child, or
a child under your court ordered legal guardianship, is residing with
you or with your present or former spouse. Coverage can be continued
under VHP until the end of the benefit year for Dependents that reach
the age 26. An enrolled Dependent child who reaches age 26 during a
benefit year may remain enrolled as a Dependent until the end of that
benefit year. The Dependent Coverage shall end on the last day of the
benefit year during which the Dependent child becomes ineligible.
Verification of dependent status may be requested by VHP.

Retirees Eligibility and Enroliment

Becoming a VHP Retiree Member
Before applying for VHP retiree membership, you and your Eligible Dependent(s)
must meet certain eligibility and enrollment requirements as defined by your
employer. After you have enrolled in VHP as a retiree, you must continue to meet
these requirements.

To enroll in VHP as an Eligible Retiree, contact your employer. Your employer will
give you the necessary paperwork, including the VHP application form. Your
employer will advise you of your responsibility for any portion of VHP monthly
membership fees or premiums.

Once enrolled, you and your Eligible Dependent(s) will receive new VHP
Identification Card(s). Coverage will begin on the Effective Date of Coverage
established by your employer. Group Coverage is available to Eligible Retirees, and
Eligible Dependents. If you are eligible for Medicare, you must enroll in Medicare and
contact your employer and VHP Member Services.

You must report any changes that would affect your eligibility or the eligibility of
your Dependents to your employer within 30 days of the change in status.

For more information concerning your continuation of Coverage as an Eligible
Retiree, call VHP Member Services at 1.888.421.8444 (toll-free) or contact your
employer.
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Retiree Eligibility
You and your Eligible Dependent(s) may be eligible for Valley Health Plan Group
Coverage if you are retired. To continue or obtain Coverage as a retired Subscriber:

o You must be an Eligible Retiree from a Group that offers VHP as a
benefit to its retired employees;

o You and your Eligible Dependent(s) must be enrolled in VHP and VHP
must receive prepayment fees or premiums from the Group; and

. You must meet the Group’s eligibility criteria and the Group’s
applicable waiting period requirements.

If you or your Eligible Dependents are eligible for Medicare, you must enroll in
Medicare. You must also contact your employer and VHP. If you are on Medicare and
receive your services from Plan Providers, VHP provides services for covered
Benefits and coordinates payment with Medicare. Refer to the “Coordination of
Benefits Reimbursement” section.

If you are enrolled in Medicare and you choose to receive services from a Non-Plan
Provider without Prior Authorization from VHP, you can file your claim directly with
Medicare. You may be responsible for all charges not reimbursed by Medicare.

If you are an Eligible Retiree and you elect to enroll, you will receive the same
Benefit Plan that VHP is offering to the Group. As required, you will pay the Group
membership premiums on a monthly prepayment basis the first (1st) of each
month. VHP may decline, cancel, or terminate your Coverage if you fail to pay the
membership premium, or for reasons as stated in the applicable Laws, rules, and
regulations.

If you are an enrolled Eligible Retiree, you and your Eligible Dependent(s) must
receive all routine, non-emergent, or non-Urgent Care Covered Services from VHP
Plan Providers.

When Coverage Begins

Covered Services begin on the Effective Date of Coverage as described in the
“Enrolling Late or During Open Enroliment” section or as established by your
employer if you enroll:

o When you or your Eligible Dependent(s) first became eligible; or
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o During an Open Enrollment Period; or

o Within 30 days of a late enroliment or 60 days after termination from
certain programs. Refer to the “Enrolling Late or During Open
Enroliment” section for details.

Covered Services begin for your Dependent according to the following timelines.
Please note:

Newborn natural child - a newborn child is automatically covered from the moment
of birth through 31 days after birth, or the birthing parent’s hospitalization if they
are a Member, whichever is later.

Adopted child - on the date you obtain adoptive custody or when you receive the
legal right to control the adopted Eligible Dependent child’s health care.

Renewal Provisions

Your Coverage renews automatically if premiums have been properly paid. You do
not need to reapply at the time of Open Enrollment or renewal unless changes are
needed. Monthly premiums may change upon Open Enrollment or at the time of
renewal. If Coverage for you or your Dependent(s) is terminated, you must submit
a new application for membership to be reinstated.

Medicare Late Enroliment Penalties

If you become eligible for Medicare Part B and do not enroll, Medicare may require
you to pay a late enrollment penalty if you later enroll in Medicare Part B. However,
if you delay enrollment in Part B because you or your spouse are still working and
have coverage through an employer group health plan, you may not have to pay
the penalty.

Also, if you are (or become) eligible for Medicare and go without creditable
prescription drug coverage (drug coverage that is at least as good as the standard
Medicare Part D prescription drug coverage), you may have to pay a late enroliment
penalty if you later sign up for Medicare prescription drug coverage. For more
information, call Member Services at 1.888.421.8444 (toll-free).
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Contract Period of This Evidence of Coverage

The Agreement is revised when the contract between your Group and VHP is
changed. Any future changes to the Agreement may affect this Combined Evidence
of Coverage and Disclosure Form (EOC). If you would like copies of the EOC or of
recent Member communications such as the VHP Member newsletter “Perspectives”,
visit www.valleyhealthplan.org or call the VHP Member Services Department at
1.888.421.8444 (toll-free). A copy of the Plan contract will be furnished on
request.
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Chapter 3: Eligibility and
Enrollment for In Home Support
Service Members

Becoming a VHP Member and Using your ID Card

Before applying for VHP membership, you must meet certain eligibility and
enrollment requirements. After you have enrolled in VHP, you must continue to
meet the same requirements.

This section outlines who is eligible to enroll, how to enroll, how to renew and retain
membership, and when Coverage begins. If you have any questions regarding
eligibility, enrollment, or changes to your enrollment, contact your employer.

After enrollment, VHP provides you with a new Member Welcome Letter and your
membership card, also called a Member Identification card (VHP ID Card). The card
includes important contact information, and you should always present it when you
seek medical care. If you do not present your ID card each time you receive
services, your provider may fail to obtain Prior Authorization when needed and you
may be responsible for the resulting cost.

If you need a new Member VHP ID Card, you may request a replacement from VHP
Member Services.

Please note: Your VHP ID Card is for identification purposes only. To receive
Covered Services, you must meet the eligibility requirements set forth as an Eligible
Employee. Anyone who is not a VHP Member will be charged for any services
received. If you let someone else use your VHP ID Card, your membership may be
terminated.
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Eligibility for Active Employees

You are eligible to apply for Coverage under the Benefit Plan if you meet the
definition of Eligible Employee as described in the “Definitions” section, and you:

o Live or work in Santa Clara County,
o Satisfy the Group’s waiting period requirements, and
. Meet the Group’s eligibility requirements.

If a Member chooses a Primary Network based on its proximity to the Subscriber’s
work address, the Member will need to travel to Primary Network locations for any
non-emergency or hon-urgent care that the Member receives.

Members who are terminated, retired, or separated from employment with the
Group may be eligible for continued Coverage. (Please refer to the “Individual
Continuation of Coverage” section for details.)

VHP may verify eligibility and employee status with your employer. Services are not
covered prior to the Member’s Effective Date of Coverage or after the Member's
Coverage termination date.

If you are subsequently found to be ineligible, VHP will not provide Benefits during
the period of ineligibility and will be entitled to reimbursement from you for any
services rendered and claims paid during such period you were not eligible for
membership.

If you are otherwise eligible to enroll, VHP will not refuse to enroll you because of a
pre-existing health condition.

Enrollment for Active Employees

VHP must receive a completed and signed enrollment form from the Group for you
to apply for Coverage. Your employer will distribute an application form and other
VHP materials for enrollment and reference. Upon your request, your employer will
provide a copy of the VHP Combined Evidence of Coverage and Disclosure Form.
Your employer is responsible for submitting a properly completed membership
application and applicable premiums to VHP. Following receipt, VHP will process all
eligible enrollments and distribute a Welcome Letter and VHP ID Card to the current
address in VHP’s records. As part of the application process, you will be asked to
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provide personal information, including name, address, race, ethnicity, and
language written and spoken.

At the time you enroll, you may be eligible to continue receiving treatment from
your non-VHP provider. Please refer to the “Transition of Care for New Members”
and “Continuity of Care” sections for additional information.

Initial Enrollment

You must submit an application to your Group within the Initial Eligibility Period to
apply for membership. Contact your employer for information about the application
process when you are eligible to enroll and your Effective Date of Coverage.

Enrolling Late or During Open Enroliment
Late enrollment occurs when you do not enroll when you first become eligible. If you
do not enroll when you first become eligible, you may enroll only during the next
Open Enrollment Period. Your employer will announce the dates of the Open
Enrollment Period.

If you decline enrollment for you because of other health insurance coverage but

that insurance ceases, you may enroll yourself within 30 days after such coverage
ends. If you do not enroll when you first become eligible, the late enrollment rule
will not apply if:

o You submitted the enrollment form, but the form is incomplete.
. You never received a form from your employer.
o Late Members who lose coverage are eligible for late enroliment which

is the 30-day period following the date on which the Late Member
loses coverage. The criteria to be eligible for late enrollment includes
one of the following reasons:

. The termination of the employment of the Eligible Employee or of a
person through whom the Eligible Employee was covered as a
Dependent;

o A change in the employment status of the Eligible Employee or a
person through whom the Eligible Employee was covered as a
Dependent;
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o Termination of health benefits coverage from another employer or no
share-of-cost Medi-Cal coverage;

o Reduction or cessation of an employer’s contribution toward an
employee;
o Death of the Eligible Employee or person through whom the Eligible

Employee was covered as a Dependent; or

o Divorce from the person through whom the Eligible Employee was
covered as a Dependent.

When Coverage Begins

Covered Services begin on the Effective Date of Coverage as described in the
“Enrolling Late or During Open Enrollment” section or as established by your
employer if you enroll:

o When you first became eligible; or
. During an Open Enrollment Period; or
o Within 30 days of a late enrollment. Refer to the “Enrolling Late or

During Open Enrollment” section for details.

Renewal Provisions

Your Coverage renews automatically if premiums have been properly paid. You do
not need to reapply at the time of Open Enrollment or renewal unless changes are
needed. Monthly premiums may change upon Open Enrollment or at the time of
renewal. If Coverage is terminated, you must submit a new application for
membership to be reinstated.

Medicare Late Enroliment Penalties

If you become eligible for Medicare Part B and do not enroll, Medicare may require
you to pay a late enrollment penalty if you later enroll in Medicare Part B. However,
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if you delay enrollment in Part B because you are still working and have coverage
through an employer group health plan, you may not have to pay the penalty.

Also, if you are (or become) eligible for Medicare and go without creditable
prescription drug coverage (drug coverage that is at least as good as the standard
Medicare Part D prescription drug coverage), you may have to pay a late enrollment
penalty if you later sign up for Medicare prescription drug coverage. For more
information, call Member Services at 1.888.421.8444 (toll-free).

Contract Period of This Evidence of Coverage

The Agreement is revised when the contract between your Group and VHP is
changed. Any future changes to the Agreement may affect this Combined Evidence
of Coverage and Disclosure Form (EOC). If you would like copies of the EOC or of
recent Member communications such as the VHP Member newsletter “Perspectives”,
visit www.valleyhealthplan.org or call the VHP Member Services Department at
1.888.421.8444 (toll-free). A copy of the Plan contract will be furnished on
request.
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Chapter 4: Termination of
Benefits

For County of Santa Clara, Santa Clara County Superior Courts, Santa Clara
County Fairgrounds and Valley Health Foundation Members, Dependents
and Retirees

Once enrolled, your Coverage may be canceled only for the Disenrollment and
Termination of Benefits reasons identified below. To voluntarily disenroll, contact
your employer and complete and sign the appropriate paperwork. Your employer
will notify you of your effective date of Termination. If you or your Dependent(s)
Coverage is terminated involuntarily, you will receive notice of the date of
Termination. Until the effective date of your Disenrollment or Termination, you will
remain a VHP Member and are responsible to:

o Continue to receive all Covered Services from Plan Providers within
your Primary Network (except in the event of an Emergency or
Urgently Needed Services);

o Pay for all applicable membership premiums; and

o Continue to adhere to all requirements of your VHP membership.

Once your Disenrollment or Termination from the Benefit Plan becomes effective,
your VHP ID Card will no longer be valid. You may not be reinstated automatically if
Coverage is canceled or terminated.

Fraudulent use of your VHP ID Card, the services or facilities of VHP or its Plan
Providers, and/or Fraud or misrepresentation on the enrollment application form will
result in an investigation and appropriate legal action.

If you have additional questions about the Disenrollment or Termination process,
please review the following sections and/or call your employer or a VHP Member
Services Representative at 1.888.421.8444 (toll-free).
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Loss of Eligibility

VHP and its Groups are required to continue to offer Coverage to Dependent
children until the child turns 26 years of age (through age 25). For more
information regarding Dependent Coverage, contact your employer or VHP Member
Services at 1.888.421.8444 (toll-free).

If you cease to meet VHP and/or your Group eligibility requirements, then you and
your Dependent’s Coverage will involuntarily terminate subject to the provisions for
continuation of coverage or conversion of benefits. You and your employer must
notify VHP immediately if you or your Dependent(s) cease to meet the eligibility
requirements. Refer to the “Eligibility and Enrollment” chapter.

You lose eligibility if:

. You no longer work or reside within Santa Clara County (retirees are
not required to live in Santa Clara County).

Your legal spouse/domestic partner (as defined by the Group Service Agreement or
in accordance with State and federal requirements) loses eligibility:

o Upon dissolution of the marriage or domestic partnership as certified
by your employer, Coverage for a Subscriber’s spouse or domestic
partner and all of the spouse’s/domestic partner’s Dependent(s) who
are not also Eligible Dependents of the Subscriber, will terminate.

o Coverage will terminate on the last day of the month for Small
Employer Group or the last day of the pay period for Large Employer
Group.

Your Eligible Dependent child loses eligibility and Coverage automatically terminates
when they:

o Reaches age 26 and is not eligible to be a disabled Dependent as
described (contact your employer regarding your disabled Dependent’s
extension of Coverage); or

For an Eligible Dependent child who is incapable of self-sustaining employment by
reason of a physically or mentally disabling injury, illness or condition, prior to age
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26 and are chiefly dependent on you for support and maintenance, Coverage will
discontinue:

. At age 26 if the child is no longer disabled; or

. If the child is older than 26, the earlier of the date the child recovers
from the handicap or the date the child is no longer chiefly dependent
on you for support and maintenance.

Your Dependent(s) may also lose eligibility in the event of the Subscriber’s death. If
the Subscriber dies, Dependents must contact the Group for details on
Disenrollment or continued Coverage.

Loss of eligibility does not affect any rights to continue Group Coverage under
COBRA, as described in the “Individual Continuation of Coverage” section.

Disenrollment by Member

If you or your Dependent(s) elect coverage under another health benefits plan
offered by or through your employer, then your Coverage terminates automatically
at the time and date the alternate coverage becomes effective. You and your
employer agree to notify VHP immediately that you or your Dependent(s) have
elected coverage elsewhere. You or your Dependent(s) may voluntarily disenroll
from VHP at any time and for any reason. You may disenroll by notifying your
employer in writing of your intent to cancel your Coverage. Your Coverage
terminates at midnight on the last day of the pay period for which premiums have
been received for active employees of the County of Santa Clara, Santa Clara
County Superior Courts and the Santa Clara County Fairgrounds. Your Coverage
terminates at midnight on the effective date as determined by your employer for
Valley Health Foundation, County of Santa Clara retirees, Santa Clara County
Superior Courts retirees, and Santa Clara County Fairgrounds retirees.

Cancellation of Group Service Agreement

Your employer may terminate your Coverage upon written notice to VHP. If your
employer terminates or does not renew the Group Service Agreement for any
reason, or if VHP terminates the Agreement, your Coverage will cease on the date
the Agreement terminates.
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If your employer Group fails to pay the premiums, your health care Coverage can
be cancelled. VHP will send the “Notice of Start of Grace Period” to the Subscriber
and the employer Group if the employer Group has failed to make a premium
payment by the due date. This notice will begin a 30-day grace period.

Your Coverage will be terminated on the day after the 30-day grace period ends if
payment from your employer Group was not received on or before the last day of
the grace period. VHP will send the Subscriber a "Notice of End of Coverage” within
5 calendar days after the Coverage ended. If you are undergoing treatment for a
medical condition, services provided beyond the date of Termination will be your
financial responsibility unless you are covered by continuation Coverage through
VHP. Refer to the “Individual Continuation of Coverage” section.

Retiree Termination
Under this Coverage, you will receive the same Benefits as your Group, but you may
be required to pay the full health premium, on a monthly prepayment basis, to your
employer. Call your employer for more information about Eligible Retiree Coverage.

The “Cancellation of Members for Cause” section outlines termination reasons. You
may also be terminated if you fail to pay your premiums. The Subscriber will receive
a "“Notice of Start of Grace Period” from their employer Group notifying them of their
delinquency of payment and this will begin a 30-day grace period to complete the
payment of their premiums. Coverage will be terminated on the day after the 30-
day grace period ends if payment to the employer Group was not received on or
before the last day of the grace period. The employer Group will send the Subscriber
a "Notice of End of Coverage” within 5 calendar days after the Coverage ended.

Your Coverage as a retiree Member will terminate on one of the following dates:

o On the last day of the month in which you lose Retiree Eligibility; or

o On the day after your 30-day grace period ends if payment was not
received on or before the last day of the grace period; or

o On the Termination date of the Agreement.

If VHP terminates your Coverage, VHP will notify the Group of the cause and
effective date of your Termination. Your Coverage will cease as of the date of
Termination or cancellation. If you are undergoing treatment for a medical condition,
services provided beyond the date of Termination will be your financial responsibility
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unless you are covered by continuation Coverage through COBRA or CAL-COBRA or
other circumstances outlined in the “Cessation of Coverage” section.

Cancellation of Members for Cause

VHP may terminate your membership and the membership of your Dependent(s)
with 30 days’ notice if:

You or your Dependent(s) commit Fraud in connection with membership, Plan, or a
Plan Provider. Some examples of Fraud include:

. Intentional failure to furnish material information required in
connection with the enrollment under the Agreement, such as
knowingly misrepresenting material eligibility or enroliment
information, or intentionally giving incorrect or incomplete material
enrollment information in any document, or if you fail to intentionally
notify us of material changes in your family status (e.g., Dependent

changes).

. Engage in an intentional misrepresentation of material fact in the use
of the services or facilities of VHP, Plan Providers, or Non-Plan
Providers.

o Unauthorized use of a VHP ID Card by permitting a non-Member to use

a Member’s VHP ID Card to obtain Benefits.

Cancellation of a Dependent for cause will solely apply to the Dependent involved
and will not affect the enrollment of the Subscriber or any other Dependent(s).

You may use the Grievance procedure to contest an involuntary Disenrollment or
Termination for cause. Refer to "Member Grievances” section.

State Review of Termination

If you believe your membership was terminated because of your ill health or your
need for health care, you may request a review by the California Department of

Managed Health Care by calling 1.888.466.2219 (toll-free). Please refer to the
section “Department of Managed Health Care Consumer Helpline” for more details.
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Cessation of Coverage

VHP will not cover any services or supplies provided after the effective date of
Termination regardless of whether you were seeing a physician or other provider for
a condition or course of treatment. The only exceptions are when you may be
eligible for continuation Coverage, where applicable, and:

You are or your Dependent is a registered bed patient in a hospital at
the date of Termination of the Agreement by VHP. You or your
Dependent may receive all the Benefits of your VHP Coverage for the
condition confining you to the hospital, subject to your payment of the
premium and applicable Copayments, until those Benefits expire, or
you are discharged from the hospital, whichever occurs first;

You are or your Dependent is receiving inpatient obstetrical care in a
Plan Hospital at the date of Termination, and there has been no default
in premiums. You will continue to receive Coverage for inpatient
obstetrical care only through the date of discharge; or

You or your Dependent is Totally Disabled, as determined by VHP, by a
condition for which you or your Dependent was receiving services
before your employer terminated Coverage. You or your Dependent will
continue to receive Coverage only for services related to the disabling
condition, subject to all limitations and restrictions, including
applicable Copayments and premiums. Coverage will end:

Twelve months after the Termination date;

When you or your Dependent are no longer Totally Disabled as
determined by VHP’s Medical Director or desighee; or

When you or your Dependent are covered under any replacement
contract or policy without limitation as to the disabling condition,
whichever occurs first.

Effective Date of Termination

Your Coverage as a Member will terminate on one of the following dates subject to
the grace period as described above in the “Cancellation for Group Service
Agreement” section:
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o For County of Santa Clara, Santa Clara County Superior Courts and the
Santa Clara County Fairgrounds:

o At midnight on the last day of the pay period of the month in which
you were eligible; or

o 30 days after the notice of the start of the grace period is dated
and if payment has not been received by VHP from your employer
Group.

o For Valley Health Foundation:

o At midnight on the last day of the month in which you were
eligible; or

o 30 days after the notice of the start of the grace period is dated
and payment has not been received by VHP from your Employer
Group.

) For retirees:

o 30 days after the notice of the start of the grace period is dated
and payment has not been received by VHP from your employer
Group.

. For COBRA and Cal-COBRA:

o 30 days after the notice of the start of the grace period is dated
and payment has not been received by VHP from your employer
Group for COBRA or you for Cal-COBRA.

Grievance for Termination

You have the right to submit a Grievance regarding cancellation, rescission, or
nonrenewal of VHP enrollment, subscription or Group Service Agreement.

If you believe your Coverage has been, or will be, improperly cancelled, rescinded,
or not renewed, you have the right to file a Grievance with VHP and/or the
Department of Managed Health Care for at least 180 days from the date of the
notice that you believe is improper.

If you file a Grievance before the effective date of cancellation, rescission, or
nonrenewal, for reasons other than nonpayment of premiums, VHP shall continue to
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provide Coverage to you pursuant to terms of the VHP Group Service Agreement
while the Grievance is pending with VHP and/or the DMHC Director.

OPTION (1) - YOU MAY SUBMIT A GRIEVANCE TO VHP.

You may submit a grievance to VHP by calling 1.888.421.8444 (toll-

free), online at www.valleyhealthplan.org, or by mailing your
written grievance to:

Valley Health Plan

Attention: Grievance Department
2480 N. First Street, Suite 160
San Jose, CA 95131

You may want to submit your grievance to VHP first if you believe your
cancellation, rescission, or nonrenewal is the result of a mistake.
Grievances should be submitted as soon as possible.

VHP will resolve your grievance or provide a pending status within 3
calendar days. If you do not receive a response from VHP within 3
calendar days, or if you are not satisfied in any way with VHP's
response, you may submit a Grievance to the Department of Managed
Health Care as detailed under Option 2 below.

OPTION (2) - YOU MAY SUBMIT A GRIEVANCE DIRECTLY TO THE DEPARTMENT OF
MANAGED HEALTH CARE.

You may submit a Grievance to the Department of Managed Health
Care without first submitting it to VHP or after you have received VHP's
decision on your Grievance.

You may submit a Grievance to the Department of Managed Health
Care online at: www.healthhelp.ca.gov.

You may submit a grievance to the Department of Managed Health
Care by mailing your written grievance to:

Help Center

Department of Managed Health Care
980 Ninth Street, Suite 500
Sacramento, California 95814-2725

You may contact the Department of Managed Health Care for more
information on filing a grievance at:
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PHONE: 1.888.466.2219
TDD: 1.877.688.9891
FAX: 1.916.255.5241

Refunds in the Event of Cancellation

If your Coverage terminates, payment of premiums for any period after the
Termination date and any other amounts due to you will be processed within 30
days and refunded to your employer. Refunds are minus any amounts due to VHP. If
your Coverage terminates due to Fraud in the use of health services or facilities or
you knowingly permitted such Fraud by another, refunds will not be made.

Certificates of Creditable Coverage

The Health Insurance Portability and Accountability Act (HIPAA) require employers
or health plans to issue “Certificates of Creditable Coverage” to terminated Group
Members. The certificate documents health care membership and is used to prove
prior creditable coverage when a terminated Member seeks new coverage. When
you terminate, you or your employer may request a certificate from VHP at any
time by contacting VHP’s Member Services Department at 1.888.421.8444 (toll-
free). VHP will mail the certificate to the Subscriber.

Individual Continuation of Coverage

US and California Laws protect your right and your Dependent(s) right to continue
group health coverage under certain circumstances or qualifying events. This is
called individual continuation of health care Benefits or individual continuation of
coverage.

There are 3 kinds of individual continuation of coverage, which are:
1. COBRA
2. Cal-COBRA
3. HIPAA & other individual plans
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California Law requires that every health plan that offers group continuation
coverage must include the following statement about continuation health coverage:

Continuing Group Coverage Under COBRA and Cal-
COBRA

You and your Eligible Dependent(s) may be eligible for continuation of coverage under
COBRA and/or Cal-COBRA for up to 36 months. Contact your employer to see if you
are eligible. The federal COBRA (Consolidated Omnibus Budget Reconciliation Act)
and Cal-COBRA (the California Continuation Benefits Replacement Act) allows
employees and/or their family members to temporarily continue their coverage, at
group rates, when coverage would otherwise end.

COBRA applies to most employees (and most of your Eligible Dependents) of most
employers with 20 or more employees.

Cal-COBRA applies to most employees (and Eligible Dependents) of most
employers with less than 20 employees, and in certain cases, if you would
otherwise lose COBRA coverage.

Understanding Your Choices
You or your Dependent(s) have 60 days to elect to continue COBRA or Cal-COBRA.
Once elected, the Subscriber is required by Law to pay any required first premium
within 45 days from when you requested continuation Coverage. If you or your
Dependent(s) do not elect or do not pay for continuation Coverage within the
required timelines, you or your Dependent(s) may be disqualified from receiving
such continuation Coverage. Contact VHP, your employer, or your Group’s COBRA
administrator for more information.

If you or your Dependent(s) elect to purchase COBRA or Cal-COBRA coverage (as
applicable) following the qualifying events more fully described below in the section
entitled “Qualifying Events”, you will receive the same Benefit Plan that VHP is
offering to the Group. Following election and initial payment, you will pay the COBRA
or Cal-COBRA membership premiums on a monthly prepayment basis by the first (1st)
of each month. VHP may decline, cancel, or terminate your Coverage if you fail to pay
the membership premium, or for reasons as stated in the applicable Laws, rules, and
regulations. In addition, you must live or work in Santa Clara County and not be
covered under any other health insurance, including Medicare. All rights to this
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Coverage will cease on the Termination date of the Agreement. If the VHP Agreement
is terminated through your Group, you may be eligible for other extended coverage
under another group benefit plan offered by the employer. Call your employer or Group
COBRA administrator for more information about COBRA coverage. VHP for more
information about Cal-COBRA coverage.

Administratively, eligible persons will be terminated from Coverage upon a qualifying
event but will be enrolled retroactively to the qualifying event upon timely election
of continuation coverage under COBRA or Cal-COBRA. If an eligible person requires
services before election, the eligible person must either:

(1) elect and pay for the Coverage, or (2) pay reasonable charges (i.e., reasonable
and customary charges) for the services subject to reimbursement by VHP within 30
days of such person’s timely election of continuation coverage under COBRA or Cal-
COBRA.

COBRA enrollees who reach the 18-month or 29-month maximum available under
COBRA may elect to continue coverage under Cal-COBRA for a maximum period of
36 months from the date the Member’s continuation coverage began under COBRA.
If elected, the Cal-COBRA coverage will begin after the COBRA coverage ends. Your
Group or Group COBRA administrator will notify you of your eligibility to continue
coverage under Cal-COBRA. You have 60 days from that notification to contact VHP
to continue Group Coverage under Cal-COBRA. Refer to the “Cal-COBRA After
Exhausting COBRA" section.

Note: COBRA enrollees must exhaust all the COBRA coverage to which you are
entitled before you can become eligible to continue coverage under Cal-COBRA.

In no event will continuation of Group Coverage under COBRA, Cal-COBRA, or a
combination of both be extended for more than three (3) years or 36 months from
the date such Coverage began.

If Social Security Administration determined that you were disabled at any time
during the first 60 days of COBRA or Cal-COBRA coverage, you must notify your
Group within 60 days of receiving the determination from Social Security
Administration. Also, if Social Security Administration issues a final determination that
you are no longer disabled in the 35th or 36th month of Group continuation coverage,
your Cal-COBRA coverage will end the latter of: (1) expiration of 36 months after your
original COBRA effective date, or (2) the first day of the first month following 31 days
after Social Security Administration’s final determination that you are no longer
disabled.
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Cal-COBRA After Exhausting COBRA

If you elect to purchase Cal-COBRA after you lose COBRA coverage, you may be
able to continue uninterrupted Group coverage, provided:

o Your effective date of COBRA coverage was on or after January 1,
2003;

o You have exhausted the time limit for COBRA coverage;

. You are not entitled to Medicare or covered under any other health or

group health plan; and

. You pay VHP the monthly dues by the billing due date as described
below.

COBRA or Cal-COBRA Enrollment Responsibility
To determine if you are eligible to enroll in COBRA or Cal-COBRA refer to the
"Continuing Group Coverage Under COBRA and Cal-COBRA” section under
"Qualifying Events”.

Whether you are enrolling in COBRA or Cal-COBRA you must return your completed
written enrollment application to your employer/Group COBRA administrator or to
VHP or within 60 days following the later of: (1) the date your Coverage terminates
or will be terminated by reason of a qualifying event; or (2) the date that you were
sent notification that you may continue Coverage under the Group’s Benefit Plan. If
you or your Dependent(s) do not complete and return the application within the
timelines, you or your Dependent(s) will be disqualified from receiving continuation
Coverage.

1. To request a COBRA enrollment application, please contact your
employer. Your employer or your employer’s COBRA administrator will
ensure you receive information regarding your COBRA rights. In order for
you or your Dependent(s) to continue group coverage through COBRA, a
completed written enrollment application and applicable premiums must be
received by VHP based on the federal COBRA Law.

2. To request a Cal-COBRA enrollment application, if you are a Member of
a Group with fewer than 20 employees, please contact VHP. VHP will ensure
you or your Dependent(s) receive information regarding your Cal-COBRA
rights. In order for a Member to continue group Coverage through Cal-
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COBRA, a completed written enrollment application and applicable premiums
must be received by VHP in accordance with the State Cal-COBRA Law.

3. To request a Cal-COBRA enrollment application after exhausting
COBRA, please call a VHP Member Services Representative. Within ten days
of your request, VHP will send you an enrollment application, which will
include premium dues and billing information.

COBRA or Cal-COBRA Payment Responsibility
Once your VHP COBRA or Cal-COBRA enrollment application is approved, a bill will
be sent to you within 30 days after receipt of your application. COBRA payments
must be sent directly to your employer or Group COBRA administrator. Cal-COBRA
payments must be sent directly to VHP.

You must pay the initial COBRA or Cal-COBRA bill within 45 days of election. The
first premium payment will include dues for Coverage from when you terminated
employment, or you exhausted COBRA Coverage through your employer Group, to
the current billing cycle.

Thereafter, monthly premium payments are due on or before the last day of the
month preceding the month of coverage (e.g. prepaid by June 30th for July 1st).
The premiums will not exceed 110 percent of the applicable dues charged to a
similarly situated individual under the Group Benefit Plan except that the premium
for disabled individuals after 18 months of COBRA coverage will not exceed 150
percent.

For more information regarding COBRA payment responsibilities, contact your
employer or Group COBRA administrator. For more information regarding Cal-COBRA
payment responsibilities, contact the VHP Member Services Department at
1.888.421.8444 (toll-free).

COBRA or Cal-COBRA Termination
COBRA continuation coverage terminates if payment of the appropriate monthly
dues is not received by VHP as mandated by federal COBRA Law. Contact your
employer or Group COBRA administrator regarding COBRA termination and/or your
COBRA termination date.

Cal-COBRA continuation coverage terminates if payment of the appropriate monthly
dues is not received by VHP at the time VHP specifies, or on the earliest of:
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o The date your Group’s Agreement with VHP terminates;
o The date you become eligible for Medicare;
. The date your coverage begins under any other health plan or group

health plan that does not contain any exclusion or limitation with
respect to any pre-existing condition you may have (or that does
contain such an exclusion or limitation, but it has been satisfied);

o Expiration of 36 months after your original COBRA effective date
(under this or any other plan); or

. The date your membership is terminated for nonpayment of
premiums.

Qualifying Events
You or your Dependent(s) may be eligible to continue Group Coverage based on the
following qualifying events:

o You or your Dependent(s) may be eligible to continue Group
continuation Coverage if cancellation of your Coverage occurs
because:

o Your employment was terminated for any reason, except gross
misconduct; or

o Your hours of employment are reduced.

o Your Dependent(s) may be eligible to continue Group continuation
Coverage if cancellation of their Coverage occurs because of:

o Your death; or
o Your divorce or separation from your spouse/domestic partner; or
o Your entitlement to receive benefits under Medicare; or

o Your Dependent child loses eligibility.
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Important Notice Regarding Continuation of Coverage

For you to continue Group Coverage on COBRA or Cal-COBRA (as applicable) with
no break in Coverage, VHP must be advised in writing within 60 days of the date of
your qualifying event, otherwise you may not be eligible to continue Coverage on
this Benefit Plan. If you or your Dependent(s) elect to continue coverage, by Law
you have 45 days from the election date to pay the initial premium billing.
Thereafter, you must prepay your monthly premiums by the end of the month prior
to the month of coverage (e.g., pay Julylst premium by June 30th).

Open Enrollment Period or Termination of Another
Health Plan

If you previously elected COBRA or Cal-COBRA coverage through another health
plan available through your Group, you may be eligible to enroll in VHP:

o During your Group’s annual Open Enrollment Period, or

o If your Group terminated its agreement with the health plan in which
you were enrolled.

You will be entitled to COBRA and/or Cal-COBRA coverage only for the remainder, if
any, of the coverage period prescribed by COBRA and/or Cal-COBRA.

If during your Group Open Enrollment Period or if your Group terminates another
health plan and you want to elect to continue your COBRA or Cal-COBRA coverage
through VHP, VHP must receive:

o Your written enrollment application, and
o Premiums in a timely fashion as required by Law.

If you want to change to VHP during the Open Enrollment Period, contact your
employer or VHP at 1.888.421.8444 (toll-free) for more information.

To elect VHP to continue your COBRA or Cal-COBRA coverage, VHP must receive
your enrollment application during your Group’s Open Enrollment Period, or within
30 days of receiving the termination notice from your Group as described in the
“Group Responsibilities” section. To request an application, please call VHP’s
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Member Services Department at 1.888.421.8444 (toll-free). Payment must be
received as required by State and federal guidelines.

Refer to the "Important Notice Regarding Continuation of Coverage” section.

Group Responsibilities

Your Group is required to give VHP written notice within 30 days after a Subscriber
is no longer eligible for Coverage due to termination of employment or reduction of
hours. If your Group advises VHP to not offer COBRA or Cal-COBRA (as applicable)
coverage because Group terminated a Subscriber’s employment for gross
misconduct, the Group must notify VHP, within ten days after the Subscriber’s
employment terminates, by writing to:

Valley Health Plan

Attention: Member Services Department
2480 N. First Street, Suite 160

San Jose, CA 95131

Your Group is required to notify VHP in writing within 30 days if the Group becomes
subject to COBRA under federal Law.

If your employer’s agreement with a health plan is terminated, your Group is
required to provide written notice at least 30 days before the termination date to
the individuals whose COBRA or Cal-COBRA coverage is terminating or when all
enrolled employees are notified, whichever is later. This notice must inform COBRA
or Cal-COBRA beneficiaries that they can continue COBRA or Cal- COBRA coverage
by enrolling in any health benefit plan offered by the Group. It must also include
information about benefits, dues, payment instructions, and/or enrollment forms, or
where to receive enrollment instructions on how to continue Group continuation
coverage under the new health plan.

Eligible individuals will be entitled to continue Group coverage only for the
remainder, if any, of the coverage period as prescribed by COBRA or Cal-COBRA.
The Group is required to send this information to the person’s last known address,
as provided by the prior health plan.

If the Group fails to provide the appropriate notice to persons eligible to enroll in
VHP or another health plan, neither plan(s) is obligated to provide continuation
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coverage if the person did not enroll or pay premiums within the required timelines
as required by Law.

HIPAA and Other Individual Plans

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) protects
health care coverage for workers and their families when they change or lose their
jobs. If you lose group health care coverage and meet certain criteria, you are
entitled to purchase individual (non-group) health care coverage from any health
plan that sells individual health care coverage.

Every health plan that sells individual coverage must offer individual coverage to an
eligible person under HIPAA. The health plan cannot reject your application if you
are an eligible person under HIPAA, you agree to pay the required premiums, and
you live or work inside the plan’s service area.

VHP sells individual health care coverage. VHP also offers Group continuation
coverage through COBRA and/or Cal-COBRA.

Continuation of Coverage for Totally Disabled Members

If you become Totally Disabled and your employer terminates Coverage, Coverage
for your disabling condition will continue for 12 months, until you are no longer
Totally Disabled, or until your employer obtains replacement coverage that does not
limit coverage of the disabling conditions whichever occurs first. Coverage for your
total disability is subject to the limitations and exclusions described in this Valley
Health Plan Combined Evidence of Coverage and Disclosure Form.
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Chapter 5: Termination of
Benefits for In Home Support
Service Members

Once enrolled, your Coverage may be canceled only for the Disenrollment and
Termination of Benefits reasons identified below. To voluntarily disenroll, contact
your employer and complete and sign the appropriate paperwork. Your employer
will notify you of your effective date of Termination. If your Coverage is terminated
involuntarily, you will receive notice of the date of Termination. Until the effective
date of your Disenrollment or Termination, you will remain a VHP Member and are
responsible to:

. Continue to receive all Covered Services from Plan Providers within
your Primary Network (except in the event of an Emergency or
Urgently Needed Services);

. Pay for all applicable membership premiums; and
o Continue to adhere to all requirements of your VHP membership.

Once your Disenrollment or Termination from the Benefit Plan becomes effective,
your VHP ID Card will no longer be valid. You may not be reinstated automatically if
Coverage is canceled or terminated.

Fraudulent use of your VHP ID Card, the services or facilities of VHP or its Plan
Providers, and/or Fraud or misrepresentation on the enrollment application form will
result in an investigation and appropriate legal action.

If you have additional questions about the Disenrollment or Termination process,
please review the following sections and/or call your employer or a VHP Member
Services Representative at 1.888.421.8444 (toll-free).
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Loss of Eligibility

If you cease to meet VHP and/or your Group eligibility requirements, then your
Coverage will involuntarily terminate subject to the provisions for continuation of
coverage or conversion of benefits. You and your employer must notify VHP
immediately if you cease to meet the eligibility requirements. Refer to the
“Eligibility and Enrollment” chapter.

You lose eligibility if:
o You no longer work or reside within Santa Clara County.

Loss of eligibility does not affect any rights to continue Group Coverage under
COBRA, as described in the “Individual Continuation of Coverage” section.

Disenrollment by Member

If you elect coverage under another health benefits plan offered by or through your
employer, then your Coverage terminates automatically at the time and date the
alternate coverage becomes effective. You and your employer agree to notify VHP
immediately that you have elected coverage elsewhere. You may voluntarily
disenroll from VHP at any time and for any reason. You may disenroll by notifying
your employer in writing of your intent to cancel your Coverage. Your Coverage
terminates at midnight on the effective date as determined by your employer.

Cancellation of Group Service Agreement

Your employer may terminate your Coverage upon written notice to VHP. If your
employer terminates or does not renew the Group Service Agreement for any
reason, or if VHP terminates the Agreement, your Coverage will cease on the date
the Agreement terminates.

If your employer Group fails to pay the premiums, your health care Coverage can
be cancelled. VHP will send the “Notice of Start of Grace Period” to the Subscriber
and the employer Group if the employer Group has failed to make a premium
payment by the due date. This notice will begin a 30-day grace period.

Your Coverage will be terminated on the day after the 30-day grace period ends if
payment from your employer Group was not received on or before the last day of
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the grace period. VHP will send the Subscriber a "Notice of End of Coverage” within
5 calendar days after the Coverage ended. If you are undergoing treatment for a
medical condition, services provided beyond the date of Termination will be your
financial responsibility unless you are covered by continuation Coverage through
VHP. Refer to the “Individual Continuation of Coverage” section.

Cancellation of Members for Cause

VHP may terminate your membership with 30 days’ notice if:

. You commit Fraud in connection with membership, Plan, or a Plan
Provider. Some examples of Fraud include:

o Intentional failure to furnish material information required in
connection with the enrollment under the Agreement, such as
knowingly misrepresenting material eligibility or enroliment
information, or intentionally giving incorrect or incomplete material
enrollment information in any document.

. Engage in an intentional misrepresentation of material fact in the use
of the services or facilities of VHP, Plan Providers, or Non-Plan
Providers.

. Unauthorized use of a VHP ID Card by permitting a non-Member to use

a Member’s VHP ID Card to obtain Benefits.

You may use the Grievance procedure to contest an involuntary Disenrollment or
Termination for cause. Refer to "Member Grievances” section.

State Review of Termination

If you believe your membership was terminated because of your ill health or your
need for health care, you may request a review by the California Department of

Managed Health Care by calling 1.888.466.2219 (toll-free). Please refer to the
section “"Department of Managed Health Care Consumer Helpline” for more details.
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Cessation of Coverage

VHP will not cover any services or supplies provided after the effective date of
Termination regardless of whether you were seeing a physician or other provider for
a condition or course of treatment. The only exceptions are when you may be
eligible for continuation Coverage, where applicable, and:

You are a registered bed patient in a hospital at the date of
Termination of the Agreement by VHP. You may receive all the Benefits
of your VHP Coverage for the condition confining you to the hospital,
subject to your payment of the premium and applicable Copayments,
until those Benefits expire, or you are discharged from the hospital,
whichever occurs first;

You are receiving inpatient obstetrical care in a Plan Hospital at the
date of Termination, and there has been no default in premiums. You
will continue to receive Coverage for inpatient obstetrical care only
through the date of discharge; or

You are Totally Disabled, as determined by VHP, by a condition for
which you were receiving services before your employer terminated
Coverage. You will continue to receive Coverage only for services
related to the disabling condition, subject to all limitations and
restrictions, including applicable Copayments and premiums. Coverage
will end:

o Twelve months after the Termination date;

o When you are no longer Totally Disabled as determined by VHP’s
Medical Director or designee; or

o When you are covered under any replacement contract or policy
without limitation as to the disabling condition, whichever occurs
first.

Effective Date of Termination

Your Coverage as a Member will terminate on one of the following dates subject to
the grace period as described above in the “"Cancellation for Group Service
Agreement” section:
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o At midnight on the last day of the month in which you were eligible; or

o 30 days after the notice of the start of the grace period is dated and if
payment has not been received by VHP from your employer Group.

Grievance for Termination

You have the right to submit a Grievance regarding cancellation, rescission, or
nonrenewal of VHP enrollment, subscription or Group Service Agreement.

If you believe your Coverage has been, or will be, improperly cancelled, rescinded,
or not renewed, you have the right to file a Grievance with VHP and/or the
Department of Managed Health Care for at least 180 days from the date of the
notice that you believe is improper.

If you file a Grievance before the effective date of cancellation, rescission, or
nonrenewal, for reasons other than nonpayment of premiums, VHP shall continue to
provide Coverage to you pursuant to terms of the VHP Group Service Agreement
while the Grievance is pending with VHP and/or the DMHC Director.

OPTION (1) - YOU MAY SUBMIT A GRIEVANCE TO VHP.

o You may submit a grievance to VHP by calling 1.888.421.8444 (toll-

free), online at www.valleyhealthplan.org, or by mailing your
written grievance to:

Valley Health Plan

Attention: Grievance Department
2480 N. First Street, Suite 160
San Jose, CA 95131

o You may want to submit your grievance to VHP first if you believe your
cancellation, rescission, or nonrenewal is the result of a mistake.
Grievances should be submitted as soon as possible.

o VHP will resolve your grievance or provide a pending status within 3
calendar days. If you do not receive a response from VHP within 3
calendar days, or if you are not satisfied in any way with VHP's
response, you may submit a Grievance to the Department of Managed
Health Care as detailed under Option 2 below.
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OPTION (2) - YOU MAY SUBMIT A GRIEVANCE DIRECTLY TO THE DEPARTMENT OF
MANAGED HEALTH CARE.

o You may submit a Grievance to the Department of Managed Health
Care without first submitting it to VHP or after you have received VHP's
decision on your Grievance.

. You may submit a Grievance to the Department of Managed Health
Care online at: www.healthhelp.ca.gov.
o You may submit a grievance to the Department of Managed Health

Care by mailing your written grievance to:

Help Center

Department of Managed Health Care
980 Ninth Street, Suite 500
Sacramento, California 95814-2725

o You may contact the Department of Managed Health Care for more
information on filing a grievance at:

PHONE: 1.888.466.2219
TDD: 1.877.688.9891
FAX: 1.916.255.5241

Refunds in the Event of Cancellation

If your Coverage terminates, payment of premiums for any period after the
Termination date and any other amounts due to you will be processed within 30
days and refunded to your employer. Refunds are minus any amounts due to VHP. If
your Coverage terminates due to Fraud in the use of health services or facilities or
you knowingly permitted such Fraud by another, refunds will not be made.

Certificates of Creditable Coverage

The Health Insurance Portability and Accountability Act (HIPAA) require employers
or health plans to issue “Certificates of Creditable Coverage” to terminated Group
Members. The certificate documents health care membership and is used to prove
prior creditable coverage when a terminated Member seeks new coverage. When
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you terminate, you or your employer may request a certificate from VHP at any
time by contacting VHP’s Member Services Department at 1.888.421.8444 (toll-
free). VHP will mail the certificate to the Subscriber.

Individual Continuation of Coverage

US and California Laws protect your right to continue group health coverage under
certain circumstances or qualifying events. This is called individual continuation of
health care Benefits or individual continuation of coverage.

There are 3 kinds of individual continuation of coverage, which are:
1. COBRA
2. Cal-COBRA
3. HIPAA & other individual plans

California Law requires that every health plan that offers group continuation
coverage must include the following statement about continuation health coverage:

Continuing Group Coverage Under COBRA and Cal-
COBRA

You may be eligible for continuation of coverage under COBRA and/or Cal-COBRA for
up to 36 months. Contact your employer to see if you are eligible. The federal
COBRA (Consolidated Omnibus Budget Reconciliation Act) and Cal-COBRA (the
California Continuation Benefits Replacement Act) allows employees to temporarily
continue their coverage, at group rates, when coverage would otherwise end.

COBRA applies to most employees of most employers with 20 or more employees.

Cal-COBRA applies to most employees of most employers with less than 20
employees, and in certain cases, if you would otherwise lose COBRA coverage.

Understanding Your Choices

You have 60 days to elect to continue COBRA or Cal-COBRA. Once elected, the
Subscriber is required by Law to pay any required first premium within 45 days from
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when you requested continuation Coverage. If you do not elect or do not pay for
continuation Coverage within the required timelines, you may be disqualified from
receiving such continuation Coverage. Contact VHP, your employer, or your Group'’s
COBRA administrator for more information.

If you elect to purchase COBRA or Cal-COBRA coverage (as applicable) following the
qualifying events more fully described below in the section entitled “"Qualifying
Events”, you will receive the same Benefit Plan that VHP is offering to the Group.
Following election and initial payment, you will pay the COBRA or Cal-COBRA
membership premiums on a monthly prepayment basis by the first (1st) of each
month. VHP may decline, cancel, or terminate your Coverage if you fail to pay the
membership premium, or for reasons as stated in the applicable Laws, rules, and
regulations. In addition, you must live or work in Santa Clara County and not be
covered under any other health insurance, including Medicare. All rights to this
Coverage will cease on the Termination date of the Agreement. If the VHP Agreement
is terminated through your Group, you may be eligible for other extended coverage
under another group benefit plan offered by the employer. Call your employer or Group
COBRA administrator for more information about COBRA coverage. VHP for more
information about Cal-COBRA coverage.

Administratively, eligible persons will be terminated from Coverage upon a qualifying
event but will be enrolled retroactively to the qualifying event upon timely election
of continuation coverage under COBRA or Cal-COBRA. If an eligible person requires
services before election, the eligible person must either:

(1) elect and pay for the Coverage, or (2) pay reasonable charges (i.e., reasonable
and customary charges) for the services subject to reimbursement by VHP within 30
days of such person’s timely election of continuation coverage under COBRA or Cal-
COBRA.

COBRA enrollees who reach the 18-month or 29-month maximum available under
COBRA may elect to continue coverage under Cal-COBRA for a maximum period of
36 months from the date the Member’s continuation coverage began under COBRA.
If elected, the Cal-COBRA coverage will begin after the COBRA coverage ends. Your
Group or Group COBRA administrator will notify you of your eligibility to continue
coverage under Cal-COBRA. You have 60 days from that notification to contact VHP
to continue Group Coverage under Cal-COBRA. Refer to the “Cal-COBRA After
Exhausting COBRA" section.

Note: COBRA enrollees must exhaust all the COBRA coverage to which you are
entitled before you can become eligible to continue coverage under Cal-COBRA.
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In no event will continuation of Group Coverage under COBRA, Cal-COBRA, or a
combination of both be extended for more than three (3) years or 36 months from
the date such Coverage began.

If Social Security Administration determined that you were disabled at any time
during the first 60 days of COBRA or Cal-COBRA coverage, you must notify your
Group within 60 days of receiving the determination from Social Security
Administration. Also, if Social Security Administration issues a final determination that
you are no longer disabled in the 35th or 36th month of Group continuation coverage,
your Cal-COBRA coverage will end the latter of: (1) expiration of 36 months after your
original COBRA effective date, or (2) the first day of the first month following 31 days
after Social Security Administration’s final determination that you are no longer
disabled.

Cal-COBRA After Exhausting COBRA

If you elect to purchase Cal-COBRA after you lose COBRA coverage, you may be
able to continue uninterrupted Group coverage, provided:

o Your effective date of COBRA coverage was on or after January 1,
2003;

. You have exhausted the time limit for COBRA coverage;

o You are not entitled to Medicare or covered under any other health or

group health plan; and

o You pay VHP the monthly dues by the billing due date as described
below.

COBRA or Cal-COBRA Enrolilment Responsibility
To determine if you are eligible to enroll in COBRA or Cal-COBRA refer to the
"Continuing Group Coverage Under COBRA and Cal-COBRA” section under
"Qualifying Events”.

Whether you are enrolling in COBRA or Cal-COBRA you must return your completed
written enrollment application to your employer/Group COBRA administrator or to

VHP or within 60 days following the later of: (1) the date your Coverage terminates
or will be terminated by reason of a qualifying event; or (2) the date that you were
sent notification that you may continue Coverage under the Group’s Benefit Plan. If
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you do not complete and return the application within the timelines, you will be
disqualified from receiving continuation Coverage.

1.

To request a COBRA enrollment application, please contact your
employer. Your employer or your employer’s COBRA administrator will
ensure you receive information regarding your COBRA rights. In order for
you to continue group coverage through COBRA, a completed written
enrollment application and applicable premiums must be received by VHP
based on the federal COBRA Law.

To request a Cal-COBRA enrollment application, if you are a Member of a
Group with fewer than 20 employees, please contact VHP. VHP will ensure you
receive information regarding your Cal-COBRA rights. In order for a Member to
continue group Coverage through Cal-COBRA, a completed written enrollment
application and applicable premiums must be received by VHP in accordance
with the State Cal-COBRA Law.

To request a Cal-COBRA enrollment application after exhausting
COBRA, please call a VHP Member Services Representative. Within ten days
of your request, VHP will send you an enrollment application, which will
include premium dues and billing information.

COBRA or Cal-COBRA Payment Responsibility

Once your VHP COBRA or Cal-COBRA enrollment application is approved, a bill will
be sent to you within 30 days after receipt of your application. COBRA payments
must be sent directly to your employer or Group COBRA administrator. Cal-COBRA
payments must be sent directly to VHP.

You must pay the initial COBRA or Cal-COBRA bill within 45 days of election. The
first premium payment will include dues for Coverage from when you terminated
employment, or you exhausted COBRA Coverage through your employer Group, to
the current billing cycle.

Thereafter, monthly premium payments are due on or before the last day of the
month preceding the month of coverage (e.g. prepaid by June 30th for July 1st).
The premiums will not exceed 110 percent of the applicable dues charged to a
similarly situated individual under the Group Benefit Plan except that the premium
for disabled individuals after 18 months of COBRA coverage will not exceed 150
percent.
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For more information regarding COBRA payment responsibilities, contact your
employer or Group COBRA administrator. For more information regarding Cal-COBRA
payment responsibilities, contact the VHP Member Services Department at
1.888.421.8444 (toll-free).

COBRA or Cal-COBRA Termination

COBRA continuation coverage terminates if payment of the appropriate monthly
dues is not received by VHP as mandated by federal COBRA Law. Contact your
employer or Group COBRA administrator regarding COBRA termination and/or your
COBRA termination date.

Cal-COBRA continuation coverage terminates if payment of the appropriate monthly
dues is not received by VHP at the time VHP specifies, or on the earliest of:

o The date your Group’s Agreement with VHP terminates;
o The date you become eligible for Medicare;
o The date your coverage begins under any other health plan or group

health plan that does not contain any exclusion or limitation with
respect to any pre-existing condition you may have (or that does
contain such an exclusion or limitation, but it has been satisfied);

o Expiration of 36 months after your original COBRA effective date
(under this or any other plan); or

o The date your membership is terminated for nonpayment of
premiums.

Qualifying Events

You may be eligible to continue Group continuation Coverage if cancellation of your
Coverage occurs because:

. Your employment was terminated for any reason, except gross
misconduct; or

o Your hours of employment are reduced.
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Important Notice Regarding Continuation of Coverage

For you to continue Group Coverage on COBRA or Cal-COBRA (as applicable)
with no break in Coverage, VHP must be advised in writing within 60 days of
the date of your qualifying event, otherwise you may not be eligible to
continue Coverage on this Benefit Plan. If you elect to continue coverage, by
Law you have 45 days from the election date to pay the initial premium billing.
Thereafter, you must prepay your monthly premiums by the end of the month
prior to the month of coverage (e.g., pay Julylst premium by June 30th).

Open Enroliment Period or Termination of Another
Health Plan

If you previously elected COBRA or Cal-COBRA coverage through another health
plan available through your Group, you may be eligible to enroll in VHP:

o During your Group’s annual Open Enrollment Period, or

o If your Group terminated its agreement with the health plan in which
you were enrolled.

You will be entitled to COBRA and/or Cal-COBRA coverage only for the remainder, if
any, of the coverage period prescribed by COBRA and/or Cal-COBRA.

. If during your Group Open Enrollment Period or if your Group
terminates another health plan and you want to elect to continue your
COBRA or Cal-COBRA coverage through VHP, VHP must receive:

o Your written enrollment application, and
o Premiums in a timely fashion as required by Law.

If you want to change to VHP during the Open Enrollment Period, contact your
employer or VHP at 1.888.421.8444 (toll-free) for more information.

To elect VHP to continue your COBRA or Cal-COBRA coverage, VHP must receive
your enrollment application during your Group’s Open Enrollment Period, or within
30 days of receiving the termination notice from your Group as described in the
“Group Responsibilities” section. To request an application, please call VHP’s
Member Services Department at 1.888.421.8444 (toll-free). Payment must be
received as required by State and federal guidelines.
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Refer to the "Important Notice Regarding Continuation of Coverage” section.

Group Responsibilities

Your Group is required to give VHP written notice within 30 days after a Subscriber
is no longer eligible for Coverage due to termination of employment or reduction of
hours. If your Group advises VHP to not offer COBRA or Cal-COBRA (as applicable)
coverage because Group terminated a Subscriber’s employment for gross
misconduct, the Group must notify VHP, within ten days after the Subscriber’s
employment terminates, by writing to:

Valley Health Plan

Attention: Member Services Department
2480 N. First Street, Suite 160

San Jose, CA 95131

Your Group is required to notify VHP in writing within 30 days if the Group becomes
subject to COBRA under federal Law.

If your employer’s agreement with a health plan is terminated, your Group is
required to provide written notice at least 30 days before the termination date to
the individuals whose COBRA or Cal-COBRA coverage is terminating or when all
enrolled employees are notified, whichever is later. This notice must inform COBRA
or Cal-COBRA beneficiaries that they can continue COBRA or Cal- COBRA coverage
by enrolling in any health benefit plan offered by the Group. It must also include
information about benefits, dues, payment instructions, and/or enrollment forms, or
where to receive enrollment instructions on how to continue Group continuation
coverage under the new health plan.

Eligible individuals will be entitled to continue Group coverage only for the
remainder, if any, of the coverage period as prescribed by COBRA or Cal-COBRA.
The Group is required to send this information to the person’s last known address,
as provided by the prior health plan.

If the Gr