ALASKA STANDARDIZED GROUP PROFILE FORM

For group medical plans purchased outside of the SHOP marketplace, this form must be completed for all new and
renewing groups to determine whether a group qualifies as a small employer.

Moda Health must treat an employer as a small employer if the employer has at least one but not more than 50
employees on average during the preceding calendar year and has at least one employee enrolled on the first day
of the plan year.

Are you a Controlled Group?

If Yes, please list Controlled and Affiliated Groups:

If you are a controlled or affiliated group of employers as described under subsection (b), (c), (m) or (o) of section 414
of the Internal Revenue Code of 1986, Moda Health must treat all employees within the affiliated group as a single
group for purposes of determining group size. You must fill out one group size determination form for the entire
controlled group. If a controlled group is determined as a large employer, each affiliated employer is part of the large
employer even if separately the employer would not meet the definition of a large employer. Therefore, each
affiliated employer is considered a large group for the purposes of group size determination.

SECTION A|

Is this a SHOP plan or a non-SHOP plan?

Is this an employee only plan?

1. On average, how many employees did the employer employ during the preceding

calendar year?
If less than 1 enrolled, no Alaska small group exists. If more than 50, the group is a large group and not
eligible as an Alaska small group. If 1 to 50, the group is a small group.

2 If an employer was not in existence through the preceding calendar year, what is the
average number of employees the employer reasonably expects to employ on
business days in the current calendar year?

If less than 1 enrolled, no Alaska small group exists. If more than 50, the group is a large group and not
eligible as an Alaska small group. If 1 to 50, the group is a small group.

3. How many employees will be employed on the date that coverage is to take effect?
The employer must have at least 1 employee enrolled on the date coverage will take effect in order to be
issued small group coverage.

4. Out of the number of employees indicated in question #1 or #2, indicate the number of
employees not eligible for coverage due to group's eligibility rules:

5. Total number of group eIi(FibIe employees (#3 - #4).

To be an eligible employee an independent contractor must have federal 0
taxes deducted from income related to the Group's business

6. Out of the number of employees indicated in question #5, indicate the
number of employees waiving due to other group or individual coverage:

7. Total employee count (for participation requirement) (#5 - #6): 0

8. Out of the number of employees indicated in question #7, indicate the

number of employees opting out of coverage:
Count employees choosing not to take coverage here.

9. Total number of employees enrolling (#7 - #8): 0
10.Total number COBRA (include primary insured's only):
11.Total number of employees and COBRA enrollees (#9 + #10): 0

12. What type of employees are you offering coverage to:
a. All employees working 20 hours or more per week
b. All employees working the minimum hours required by your specific company in
order to qualify for benefits (i.e. 40 hours per week)
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13. To determine if your group is subject to COBRA, indicate how many employees
you employed on a typical business day in the previous calendar year:

Do not count self-employed individuals, independent contractors, and members of the board of
directors. (If the group had 20 or more employees during at least 50% of the previous calendar
year, the plan qualifies for COBRA continuation).

14. To determine if your group is subject to Medicare Secondary Payer provision, do
you have 20 or more employees for each working day in each 20 or more calendar
weeks in the current calendar year or the preceding calendar year?

Count all employees on the employment payroll. Do not count retirees, COBRA qualified
beneficiaries, individuals on other continuation options or self-employed individuals.

Comments:

EMPLOYEE PARTICIPATION

For non-SHOP groups of 1-4, minimum of 100% of eligible employees must participate.
For non-SHOP groups of 5-50, a minimum of 70% of eligible employees must participate.
For SHOP groups, a minimum of 70% of eligible employees must participate. For
Voluntary Dental plans, a minimum of 25% of eligible employees must participate
with a minimum of 10 enrolling.

SECTION B

To the best of my knowledge, | certify that all the information contained herein is correct. | understand
that the final rates will be based on actual enrollment and may be different than the rates originally
quoted and that additional information may be required to verify eligibility of the group.

I am the:

Name (printed Signature: Date:
please)
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Moda does not discriminate

Moda, Inc. follows federal civil rights laws. We do not
discriminate based on race, color, national origin, age,
disability, gender identity, sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate with
us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above, call
Customer Service at:

888-217-2363 (TDD/TTY 711)

If you think we did not offer these
services or discriminated, you
can file a written complaint.
Please mail or fax it to:

Moda, Inc.

Attention: Appeal Unit
601SW Second Ave.
Portland, OR 97204
Fax: 503-412-4003

Dave Nesseler-Cass coordinates
our nondiscrimination work:

Dave Nesseler-Cass,

Chief Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint with
the U.S. Department of Health and Human
Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

A

moda
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ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

AR NMREHRAPN 0 n[BEIREES HERTS
EE1-877-605-3229 (EEAEMA - 711)

CHU Y: Néu ban noi tiéng Viét, cé dich
vu hé trg ngén ngl mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

Fo|: et=0lz & 20 X ME|AE
0| Z5tAI3{H CtZ AZIXZ HEIsF A7
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HiZfu ot M3t 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sanumerong 1-877-605-3229 (TTY: 711)

BHUMAHWE! Ecnu Bbl roBopuTe No-pyccku,
BOCMONb3ynTecb 6ecnnaTHON A3bIKOBOW
nopaep»kkon. NMNossoHUTE No Ten.
1-877-605-3229 (TekcToBbIN TenedpoH: 711).

iladd @lligh iy jal) Caaats Cai 13) A
a8 30 Juai) Ul &l dalia 4, g2l 530 Luse
(711 : =il wilell) 1-877-605-3229

ATANSYON: Si ou pale Kreyol Ayisyen,
nou ofri sevis gratis pou ede w nan lang
ou pale a. Rele nan 1-877-605-3229
(moun ki itilize sistem TTY rele : 711)

ATTENTION : si vous étes locuteurs
francophones, le service d‘assistance
linguistique gratuit est disponible.
Appelez au 1-877-605-3229 (TTY : 711)

UWAGA: Dla oséb méwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)

ATENCAO: Caso fale portugués,
estdo disponiveis servicos gratuitos
de ajuda linguistica. Telefone para
1-877-605-3229 (TERMINAL: 711)

modahealth.com

ATTENZIONE: Se parlaitaliano, sono
disponibili per lei servizi gratuiti di
assistenza linguistica. Chiamare il
numero 1-877-605-3229 (TTY: 711)

AR HAREECHLEDAITIE. BAREE
H—EREER TRHLTHBIET,
1-877-605-3229 (TYY.TLARATS5A4%—
ZETHBADAIE7N) FTHEFECELN,

Achtung: Falls Sie Deutsch

sprechen, stehen Ihnen kostenlos
Sprachassistenzdienste zur Verfligung.
Rufen sie 1-877-605-3229 (TTY: 711)

Gladd i (oo Cuma (o B 434S (J ) pa )3 dn
L ol 25 50 Lk (510 Q1) &) g 4 e
2% Gl (TTY: 711) 1-877-605-3229

YBATA! ko BM roBopuTe YKpaiHCbKOIO,
ANA BaC JOCTYNHi 6e3KOWTOBHI KOHCYNbTauii
pigHOI MoBOI0. 3aTenedpoHynTe
1-877-605-3229 (TTY: 711)

ATENTIE: Daca vorbiti limba romana,
va punem la dispozitie serviciul de
asistenta lingvistica in mod gratuit.
Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj
hais lus Hmoob, muaj cov kev pab
cuam txhais lus, pub dawb rau koj.
Hu rau 1-877-605-3229 (TTY: 711)

Tuseansnu: vinasuyenelie fas
ANUNFALIUBNNFAILLHE B 1N

16inE Tns 1-877-605-3229 (TTY: 711)
{piohol: iGgASunwmeanigi i
mirunaydswigamaninusafniy
AUISHIYSINNAHA T (gBgIrsnIgimsinue
1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta’e tajaajiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.
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