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If you are waiving coverage, initial the Waiver of Coverage section, then sign below at “X”. If you are enrolling in a new plan or making a change to your current
coverage, initial the arbitration agreement next to the plan you are enrolling in, then sign and date below at “X”.

WAIVER OF COVERAGE-| authorize the County of Sacramento to terminate my current County sponsored medical, dental and/or vision coverage prospective from the date of
request. | understand that re-enrollment shall be contingent upon the Annuitant meeting the eligibility requirements as stated in the Retiree Health Insurance Program Administrative
Policy. (initial, also sign at “X” below)

BINDING ARBITRATION-Health plan carriers handle and resolve member disputes through grievance, appeal and Independent Medical Review processes. However, in the event
that a dispute is not resolved in those processes the Plans use binding arbitration as the final method for resolving all such disputes. As a condition of your membership in the Plan, you
must initial next to your plan carrier to indicate that you understand and agree to the following:

WESTERN HEALTH ADVANTAGE (WHA) and SUTTER HEALTH PLUS (SHP)

A. On behalf of myself and my eligible Dependents, | hereby apply for health care coverage offered through my Employer, and agree to be bound by the Group Service Agreement
and Evidence of Coverage and Disclosure Form for the plan selected, and this Enrollment/Change Form.

B. Arbitration agreement: | agree and understand that any and all disputes between myself (including any heirs or assigns) and the Plan, including claims of medical malpractice
(that is as to whether any medical services rendered under the health plan were unnecessary or unauthorized or were improperly, negligently or incompetently rendered), except
for small claims court cases and claims subject to ERISA, shall be determined by submission to binding arbitration. Any such dispute will not be resolved by a lawsuit or resort to court
process, except as California law provides for judicial review of arbitration proceedings. The parties, including any heirs or assigns, to this arbitration agreement are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of binding arbitration.

WESTERN HEALTH ADVANTAGE--Retiree Initials: (also sign at “X” below) SUTTER HEALTH PLUS--Retiree Initials: (also sign at “X” below)

Kaiser Foundation Health Plan Arbitration Agreement

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA claims procedure regulation, and any other claims that cannot
be subject to binding arbitration under governing law) any dispute between myself, my heirs, relatives, or other associated parties on the one hand and Kaiser Foundation Health
Plan, Inc. (KFHP), any contracted health care providers, administrators, or other associated parties on the other hand, for alleged violation of any duty arising out of or related to
membership in KFHP, including any claim for medical or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly, negligently, or
incompetently rendered), for premises liability, or relating to the coverage for, or delivery of, services or items, irrespective of legal theory, must be decided by binding arbitration
under California law and not by lawsuit or resort to court process, except as applicable law provides for judicial review of arbitration proceedings. | agree to give up our right to a
jury trial and accept the use of binding arbitration. | understand that the full arbitration provision is contained in the Evidence of Coverage.

KAISER--Retiree Initials: (also sign at “X” below) (also sign below)

AUTHORIZATION-AIl information on this form is true and correct; | understand it is the basis on which coverage may be issued under the plan(s). Any dependents listed are my
lawful spouse/domestic partner/and children, and are eligible for enroliment as my dependents. Any misstatements or omissions may result in future claims being denied and/or the
policy being rescinded. My signature indicates my acceptance of the terms and conditions of the evidence of coverage for the carrier | have selected including arbitration, benefit
coverage, and all associated policies. If applicable, | authorize the County to deduct from my pension the required premiums.
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