
   
 

 
 
 
 
 
 

If you are enrolling your spouse or your children, read this first!  
 
The following situations require that you provide additional information or documentation so that 
your spouse, or your children up to age 26 can be enrolled in your health plan. Without this 
information your enrollment and I.D. cards may be delayed.  

 
 
 

Complete Coordination of Benefits Information Page only if you or any of your enrolling family 
members will have medical coverage in addition to the Optima Health plan (check "Yes" for 
Section 8 - Additional Coverage). 
 

 
 
 
Children over age 26 with an intellectual disability or physical handicap may continue to be 
eligible for coverage. You will need to include a statement from the child’s physician with this 
application.  Please use/follow instructions on the Disabled Dependent Certification form located 
on our website: http://members.optimahealth.com/manageplans/Pages/Downloadable-Forms-
and-Documents.aspx 

 
Or you may contact Member Services for this form or for additional information. 
 
 
 
 
 
Please make sure to include birth dates and Social Security numbers for each person who will 
be covered under the Plan.  

 
 

 
Optima Health Insurance Company 

and Optima Health Plan  
Enrollment Application 

4417 Corporation Lane 
Virginia Beach, VA 23462  
(757) 552-7401   

TIPS FOR COMPLETING YOUR ENROLLMENT APPLICATION 

Continuation of Coverage for Children with an Intellectual Disability or Physical Handicap: 

Check your application carefully to be sure all birthdays and Social Security numbers are 
correct. 

Coordination of Benefits 

http://members.optimahealth.com/manageplans/Pages/Downloadable-Forms-and-Documents.aspx


and Optima Health Plan 
4417 Corporation Lane 

Virginia Beach, VA 23462 
(757) 552-7401 (877) 552-7401

Coordination of Benefits Information Page 
* Please retain a copy of this coordination of benefits page for your records.

Applicant’s Name: Soc. Sec. #: 

Date of Birth:  NOTE: Complete section 1 and section 3 if you have additional 
commercial insurance. 
Complete section 2 and section 3 if you have Medicare. 

SECTION 1 (Commercial Insurance) 

Name of other Insurance Company: 

Address:  

Phone Number: 

Policy Number: Effective Date: 

Employer: 

Group Number: 

Policyholder’s Name: 

Birthdate: 

List family members covered by this insurance: 

SECTION 2 (Medicare Information) 

Applicant:  Claim#: 

Hospital Insurance (Part A) Effective Date: 

Hospital Insurance (Part B) Effective Date: 

Are you retired:  Yes     □ No    □ Retirement date: 

Spouse: Claim#: 

Hospital Insurance (Part A) Effective Date: 

Hospital Insurance (Part B) Effective Date: 

Are you retired: Yes     □ No    □ Retirement date: 

SECTION 3 
I hereby certify that except as reported above, no service or payments are provided or are recoverable through any 
other group insurance or service plan. 

Signature of Applicant: Date: 

Optima Health Insurance Company
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Optima Health Plan Selection:
HMO/POS Products Underwritten by Optima Health Plan

Optima Health Insurance Company Plan Selection:
 PPO Products Underwritten by Optima Health Insurance Company

www.optimahealth.com

Optima Health Plan and Optima Health Insurance Company
Large Group (Combined) Enrollment Application

FOR PLAN USE ONLY

Section 4

Section 5

Section 6

Section 7

Section 8

Subscriber #:
Date:

Additional Coverage- 

TO BE COMPLETED BY EMPLOYEE- (PLEASE PRINT LEGAL NAME)

IMPORTANT:  Incomplete information will delay enrollment.  Please use a ball point pen, press firmly and print clearly.

NOTE: Complete this section only if you have selected an Equity plan in Section 5

REQUIRED INFORMATION TO BE COMPLETED BY EMPLOYEE FOR ALL PERSONS LISTED BELOW.  

Yes No

If Yes, please complete Sections 1, 2, and 3 on the Coordination of Benefits form attached.  If you have other health coverage and have 
elected a Health Savings Account (HSA), consult your tax advisor on your eligibility for contributing to an HSA.

Will any of the persons listed below have any other medical health insurance in addition to Optima Health Plan 
when this coverage takes effect?      

Effective Date:

Yes, please do establish a health savings account for me with HealthEquity.

To be completed by employer Group No.

Last Name: First Name: Middle Init.

Address: Primary Language:

City/State/Zip:

Primary Phone: ( ) ( )Secondary Phone:

Health Savings Account (HSA) Administration- If you have chosen the Equity HSA eligible high deductible plan offered 
through your employer, you are eligible to establish a Health Savings Account (HSA).  HealthEquity is Optima Health’s 
preferred vendor for HSA account administration.

Do you want to establish a HSA account?

No, please do not establish a health savings account for me with HealthEquity.

**Required** **Required, if applicable**
Sub Group No.

NEW Open Enrollment

Cancel All ReinstatementAdd Dependent/Spouse Cancel Dependent/Spouse

Continuation of Coverage PCP or Address ChangeC.O.B.R.A.

Employer Name Effective/Termination Date Employee’s Social Security No. Hire Date

Vantage (HMO) POS Plus (PPO)Vantage POSA

Equity Vantage (HMO) Equity POS Equity Plus (PPO)Equity POSA

Design Vantage (HMO) Design POS Design Plus (PPO)Design POSA

2
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Section 10

Section 11 AUTHORIZATION

Email Address: (Required)
Print Electronic

Please list below all persons to be covered by the enrollment application     (not needed for Plus (PPO) plans)

IF ADDING TO POLICY, DATE OF QUALIFYING EVENT (BIRTH, MARRIAGE, ETC.)

Signature of Applicant Date

DateBenefit Administrator

I am applying for Optima Health coverage for myself and the family members listed, and agree that once enrolled I and my family 
members will abide by the provisions of coverage in the Group Policy and Certificate of Insurance or Group Agreement and Evidence of 
Coverage under which we will be enrolled.  Optima Health is the trade name for several different companies including Optima Health Plan 
and Optima Health Insurance Company.

I understand that misrepresentation in answering questions on this application or non-payment of premiums may result in loss of 
coverage under the Group Health Plan.

I authorize any physician, hospital, pharmacy, or other provider of health services or supplies, to disclose to Optima Health medical and 
other information related to eligibility for coverage or a claim for benefits relating to the individuals specified on this application.  I also 
give Optima Health the right to receive from, and release information to, other insurance companies needed to administer coordination of 
benefits (COB) provisions under the Group Policy or Group Agreement.  

I understand that Optima Health upon receiving information may use it to evaluate eligibility for coverage, a claim for benefits, a request 
for change in policy benefits, or administer COB.  This Authorization shall not extend to the disclosure of a provider’s notes taken during 
psychotherapy sessions that are maintained separately from the rest of the provider’s medical record.

Any information received by Optima Health pursuant to this application is subject to restrictions on disclosure to others as set forth under 
state and Federal laws. I understand that there is a possibility of redisclosure of any information disclosed pursuant to this Authorization 
and that information, once disclosed, may no longer be protected by federal rules governing privacy and confidentiality.

I understand and agree that no benefits shall take effect until this application is received and processed by Optima Health and an Optima 
Health ID card with an effective date of coverage has been provided.  

I understand that it is my responsibility to report and verify to Optima Health any change in the eligibility of myself or my covered family 
members. If requested, I agree to supply acceptable documentation. I also understand that I am obligated to pay applicable copayments, 
coinsurance or deductibles at the time services are rendered.

I certify that I have maintained a copy of this completed application for my records.  I understand that this application shall become a 
part of the Group Policy or Group Agreement. I further understand that I or my authorized representative may receive a copy of this 
application upon request. I agree that a photographic copy of this authorization shall be as valid as the original. 

I understand that, for the purpose of collecting information in connection with this application, this authorization is valid for 30 months 
from the date of my signature, and for the purpose of collecting information in connection with a claim for benefits this authorization is 
valid for the term of coverage of the policy.

EOBs: Explanation of Benefits

SBC: Summary of Benefits & Coverage

Other Communications:  Newsletters etc.

Social Security 
No.

Last Name First Name, MI Date of Birth
MO/DAY/YR

M/
F

Primary Care 
Physician & ID #

Current 
Patient

SELF /    / DR. YES / NO

SPOUSE /    / DR. YES / NO

CHILD /    / DR. YES / NO

CHILD /    / DR. YES / NO

CHILD /    / DR. YES / NO

CHILD /    / DR. YES / NO

Section 9 Communication-
Please select the method in which you would prefer to receive communications from Optima Health.
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Notice Informing Individuals About Nondiscrimination and Accessibility Requirements 
Discrimination is Against the Law 

 
Optima Health complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Optima Health does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex.  

 
Optima Health:  
• Provides free aids and services to people with disabilities to communicate  effectively with 

us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats, 

other formats)  
• Provides free language services to people whose primary language is not English, such as:  

o Qualified interpreters 
o Information written in other languages 

 
If you need these services, contact: 

Civil Rights Coordinator 
4417 Corporation Lane, Virginia Beach, VA 23462 
1-844-801-3779, 757-552-7116 (Fax) 
languagehelp@sentara.com 

 
If you believe that Optima Health has failed to provide these services or discriminated in another 
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:  

Section 1557 Coordinator 
4417 Corporation Lane, Virginia Beach, VA 23462 
1-844-801-3779, 757-552-7116 (Fax) 
languagehelp@sentara.com 

 
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the 
Section 1557 Coordinator (above) is available to help you.  

 
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, 800-537-7697 (TDD).   

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

If you are visually impaired and need large print or other 
assistance to view this document,  

please contact us at 1-844-801-3779. 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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Optima Health Alternative Language Options for Notices and other Written Information 

English:   
ATTENTION:  If you speak English, language assistance services, free of charge, are available to you.  Call 1-855-687-
6260. 

Amharic: 
ማሳሰቢያ፡ 
አማርኛ ቋንቋ የሚናገሩ ከሆነ፣ ከክፍያ ነጻ የሆነ የቋንቋ እገዛ አገልግሎት ይቀርብልዎታል፡፡ በዚህ ስልክ ይደውሉ  1-855-687-6260፡፡ 

Arabic: 
 تنبیھ:

.  1-855-687-6260فإنھ تتوفر خدمات المساعدة اللغویة لك مجاناً. اتصل بالرقم  إذا كنت تتحدث باللغة العربیة، 

Bengali/Bangla: 
ল�য্ করেবনঃ যিদ আপিন বাংলা ভাষায় কথা বেলন, তাহেল িবনামেূলয্ ভাষা সহায়ক পিরেষবাও পােবন। েফান কর‍ন- 
1-855-687-6260।

Chinese (Mandarin): 
注意：如果您讲中文普通话，可以免费获得语言协助服务。请拨打电话 1-855-687-6260。 

French: 
ATTENTION : Si vous parlez français, les services d'assistance linguistique sont à votre disposition sans aucun 
frais.  Appelez le 1-855-687-6260. 

German: 
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen Sprachhilfsdienste kostenlos unter der 
Rufnummer 1-855-687-6260 zur Verfügung. 

Gujarati: 
ધ્યાન આપો : જો તમે �જુરાતી બોલી છો તો ભાષા સહાયક સેવાઓ તમારા માટ� િવના �લૂ્યે ઉપલબ્ધ છે. 1-855-687-

6260 પર કૉલ કરો.

Hindi: 
�ान द� : यिद आप िहंदी  भाषा बोलते ह�, तो आपके िलए भाषा सहायता सेवाएं िन:शु� उपल� ह�। 1-855-687-6260 पर कॉल 
कर� । 

Hmong: 
CIM CIA: Yog tias koj hais lus Hmoob, kev pab cuam txais lus tau muaj rau koj ua tsis them nqi. Hu rau 1-855-687-6260. 

Igbo: 
GEE NT Ị: ọbụrụ na ị na-asụ Igbo, ị ga-enweta enyemaka n’efu site n’aka ndị ga-enyere gi aka inweta ya. Kpọọ 1-855-
687-6260

Japanese: 
重要：日本語を話される場合、無料の言語支援サービスがご利用いただけます。1-855-687-6260までお電話

ください。

Korean: 
주의:  한국어를 사용하실 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다.  1-855-687-6260번으로
전화해 주십시오. 
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Kru/Bassa: 
YI LE: I bale u mpot Bassa, bot ba kobol mahop ngui nsaa wogui wo ba ye ha I nyuu hola we. Sebel: 1-855- 687-6260. 

Laotian: 
ເອົ າໃຈໃສ່:  ຖ້າທ່ານເວົ ້ າພາສາລາວ, ມີ ການບໍ ລິ ການຊ່ວຍເຫືຼອດ້ານພາສາໃຫ້ນໍ າໃຊ້ໂດຍບໍ່ ເສຍຄ່າ.  ໂທ 1-855-687-

6260. 

Mon-Khmer, Cambodian: 

កំណត់សំគាល់៖ ្របសិនេបើអ�កនិយ‌យ ភាសាែខ�រ, េសវ‌កម�ែផ�កជំនួយការភាសា មានស្រមាប់អ�កេដ‌យមិនគិតៃថ�។ ចូរេ�ទូរស័ព�េ�កាន់ 1-855-687-6260។

Navajo: 
SHOOH: Diné Bizaad bee yáníłti’go doo báą́h̨ ílínígóó t’áá nizaad k’ehjí níká a’doowołgo bee haz’á.̨ Kojį’ hólne’ 1-855-
687-6260.

Persian/Farsi: 
 توجھ:

 تماس بگیرید. 6260-687-855-1پشتیبانی زبان در دسترس شماست. با شماره کنید، خدمات رایگان اگر بھ زبان فارسی صحبت می

Portuguese: 
ATENÇÃO:  Se você fala português, há serviços de assistência em idiomas disponíveis para você gratuitamente.  Ligue 
para 1-855-687-6260. 

Russian: 
ВНИМАНИЕ! Если вы говорите на русском языке, позвоните по телефону 1-855-687-6260, и наша служба 
языковой поддержки окажет вам бесплатную помощь. 

Spanish: 
ATENCIÓN: Si habla español, existen servicios de asistencia de idiomas disponibles para usted sin cargo. Llame al 1-
855-687-6260.

Tagalog: 
PAUNAWA:  Kung nagsasalita ka ng Tagalog, may maaari kang kuning mga libreng serbisyo ng tulong sa 
wika.  Tumawag sa 1-855-687-6260. 

Turkish: 
DİKKAT: Eğer Türk konuşuyorsanız, dil asistanı servislerini ücretsiz olarak kullanabilirsiniz. 1-855-687-6260 numaralı 
telefonu arayın. 

Urdu: 
 توجہ دیں:

 کال کریں۔ 6260-687-855-1ارُدو زبان بولتے ہیں تو، زبان کی معاونتی خدمات، بغیر کسی خرچ کے، آپ کے لئے دستیاب ہیں۔ اگر آپ 

Vietnamese: 
CHÚ Ý:  Nếu quý vị nói Tiếng Việt, dịch vụ hỗ trợ ngôn ngữ miễn phí có sẵn dành cho quý vị. Hãy gọi 1-855-687-6260. 

Yoruba: 
KÉÉRE:  
Ti o bá ń sọ èdè Yorùbá, iṣẹ ́ìrànlọ́wọ́ èdè wà fún ọ lọ́fẹ̀ẹ.́ Pe 1-855-687-6260 
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