moda

HEALTH

To expedite your application, please print legibly in black or blue ink and return as instructed. Please complete all sections of
this application. If the application is incomplete or additional information is required, your effective date may be delayed.

Enrollment application &
change of information form

Summit Plan

Group number

Moda Health use only

Subscriber number

Section 1> Application type Section 2 » Coverage
Outside of the open enrollment period, you would need a special enrollment reason to .
- . O Summit

enroll or make changes (for example, add dependents or switch plans). If you are enrolling
or making changes due to a special enroliment event, please specify the event below and
provide documentation of your life event. The reason | am applying or making a change is:
Open enrollment O Medical home provider
Date of event: / / (please see Section 8)
O New policy/subscriber Special enroliment
O Add dependent on existing plan Date of event: / /
| Plcnj change only . O Marriage
O Waiver of coverage (see Section 7) O Registration of domestic partner (RDP)
Changes (these can be made O Birth, adoption or placement for adoption
outside of open enroliment) O Loss of coverage because | turned 26
O Namechange O Loss of coverage due to end of marriage

New name: orregistered domestic partnership (RDP)

Old name: O Involuntary loss of group coverage
O New address O COBRA/continuation ended

(please write new address in Section 3) due to exhausting benefit

O Other
Group name Subgroup Group no. Class
Section 3 » Employee information
First name* M.1. Last name* Social Security no.*
Mailing address* City* State* ZIP*
Home phone Date of birth (mm/dd/yyyy)* Gender* Date of employment (mm/dd/yyyy)*
oM OF

Primary language
O English O Spanish

O Other

Email address

*Enrollment will be delayed if fields with an asterisk are not filled out.




Section 4 » Dependent children eligibility information

Children are eligible to enroll for coverage through age 25. Please see your Member Handbook
for additional eligibility information. The following are eligible dependent children:

® Your or your spouse’s natural or adopted child e Your domestic partner’s natural child or

e Children placed with you for adoption adopted child (if domestic partners by

affidavit can enroll in your employer's plan)
e Newborns born to a covered dependent, for whom

you are financially responsible (legal guardianship ® Your registered domestic partner’s
is required for coverage after the first 31 days) natural child or adopted child

e Children related by blood or marriage for whom
you are the legal guardian (you will need to attach
a signed court order showing legal guardianship)

Section 5 » Dependents

Relationship code: SP = spouse, DP = domestic partner, RDP = registered domestic partner (DP and RDP only if applicable to your plan)
Please use additional form if needed.

. . Date of birth* ) ) Primary language
* * * * *
Add Term | Dependent first name Dependent last name Social Security no. (mmyddpyyy) Gender* | Relationship (i different from employee)
O sp
o o oY looe
O RDP
oM -
O O OF Child
oM -
O O OF Child
oM O Child'
. . OF O ward

Section 6 » Other insurance (coordination of benefits)
Willemployee or any dependents have other insurance? O Yes O No

If your Group’s size is less than 20 employees, Medicare will be assumed to be the primary payer and we will coordinate benefits
as the secondary payer even if you have not elected coverage under Medicare. When your Group’s size is 20 employees or more,
Medicare will be considered the secondary payer.

Section 7 » Waiver of coverage information

Please include the names of all eligible members who will NOT be enrolling. Please use additional form if needed.

Person waiving Reason for waiver Health plan name Policy no. Employer group name

Individual
Employer group
Medicare
Other

Individual
Employer group
Medicare
Other

Ooooo | oooo

Notice: If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance
coverage, you may, in the future, be able to enroll yourself or your dependents in this plan, provided that you request enrollment
within 31 days after your other coverage ends. In addition, if you have a new dependent as a result of marriage, birth, adoption

or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enroliment within
31days after marriage, birth, adoption or placement for adoption.

*If prior coverage was under Medicaid or a children's health insurance program (CHIP) you must request enrollment within 60 days
after the coverage ends.

*Enrollment will be delayed if fields with an asterisk are not filled out
1Please list only eligible dependent children. See Section 5 for dependent children qualifications.



Section 8 » Medical home selection

For changes, list only person requesting change. Please use additional form if needed.

Subscriber

Subscriber name Date of birth (mm/dd/yyyy)

Medical home provider name

Medical home provider address City State ZIP
Dependent(s)
Dependent name Date of birth (mm/dd/yyyy)

Medical home provider name

Medical home provider address City State ZIP

Dependent name Date of birth (mm/dd/yyyy)

Medical home provider name

Medical home provider address City State ZIP

Dependent name Date of birth (mm/dd/yyyy)

Medical home provider name

Medical home provider address City State ZIP

Section 9 » Authorization (please read and sign below)

| acknowledge and understand my health plan may request or disclose health information about me or my dependents (people
who are listed for benefits coverage on the enroliment form) from time to time for the purpose of facilitating health care
treatment, payment or for the purpose of business operations necessary to administer health care benefits; or as required by law.?
Health information requested or disclosed may be related to treatment or services performed by:

e A physician, dentist, pharmacist or other physical or behavioral health care practitioner;

e Aclinic, hospital, long term care or other medical facility;

e Any other institution providing care, treatment, consultation, pharmaceuticals or supplies or;
® Aninsurance carrier or group health plan.

Health information requested or disclosed may include, but is not limited to: claims records, correspondence, medical records,
billing statements, diagnostic imaging reports, laboratory reports dental records, or hospital records (including nursing records
and progress notes). This acknowledgement does not apply to obtaining information regarding HIV/AIDS, psychotherapy notes,
alcohol/drug and genetic testing. A separate authorization will be used for information related to these health conditions.

Itis acrime to knowingly provide false, incomplete, or misleading information to a health carrier for the purpose of defrauding
the company. Penalties include imprisonment, fines, and denial of health coverage.

I certify that the information provided on this form is true and correct to the best of my knowledge. | acknowledge that my
enrollment form will be delayed if all fields with an asterisk are not filled out entirely.

Employee signature* Signature date*

*Enrollment will be delayed if fields with an asterisk are not filled out.
2 For more information about such uses and disclosures, including uses and disclosures required by law, please refer to the
Notice of Privacy Practices. A copy is available by calling the Privacy Office at 503-243-4492.

Questions? Contact your benefits administrator or visit modahealth.com
601SW Second Ave., Portland, OR 97204-3156



Moda Health nondiscrimination notice

Moda, Inc. complies with applicable
federal civil rights laws. We do

not discriminate on the basis of
race, color, national origin, age,
disability or sex.

Moda provides free, timely aids and
services to people with disabilities

to help them communicate with us
effectively. These accommodations
include sign language interpreters and
written information in other formats.

If your primary language is not
English, Moda also provides free,
timely interpretation services and/or
materials written in other languages.

If you need any of the services
listed above, contact:

Customer Service,
888-217-2363 (TDD/TTY 711)

If you believe that Moda 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 written

grievance by mailing or faxing it to:

Moda, Inc.

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

If you need assistance filing a grievance,
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 to:

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).

Office for Civil Rights complaint
forms are available at hhs.gov/
ocr/office/file/index.html.

Moda'’s efforts to assure
nondiscrimination are coordinated by:

Tom Bikales, VP Legal Affairs
601SW Second Ave.

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

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 MREHRPX  AIFRIREESE
BhRRTS - FBHE 1-877-605-3229
(B AZH - 711)

CHU Y: Néu ban néi tiéng
Viét, c6 dich vu hé trg ngén
ng{ mién phi cho ban. Goi
1-877-605-3229 (TTY:711)

Fo|: gt=m0j2 F= ¢of X|&
MH|AE O|SSHAIHH ChZ X2

olets|ZAI7| ulgtLict. Hst

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 sa numerong
1-877-605-3229 (TTY: 711)

BHUMAHWE! Ecnn Bbl roBopuTte
No-pyCccKu, BOCMOJb3ynTeCh
6ecnnaTHOM A3bIKOBOW
nogaep»xkomn. MossoHuTe

no ten. 1-877-605-3229
(TekcToBbIN TenedpoH: 711).

ler @lligh iy yall Caaats i€ 13) Ay
i dat) Ulaa ol Aalia y gal 5acLe
(711 s ol Ciilell) 1-877-605-3229

ATANSYON: Si ou pale Kreyol
Ayisyen, nou ofri sévis 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 mdéwigcych
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)

ATTENZIONE: Se parla
italiano, sono disponibili per

lei servizi gratuiti di assistenza
linguistica. Chiamare il numero
1-877-605-3229 (TTY: 711)

AR BEFEECHLDT I BAGE
Y—EXZEHTRHLTEVEY,
1-877-605-3229 (TTY.
TLAALT 42— RADTR
B71N) ETHEEEEL,

Achtung: Falls Sie
Deutsch sprechen,

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

o v B A8 (S a2 A
P BIC PP IP PR JC DRERRS
1-877-605-3229 L .l 25a ga Laik
A8 Gl (TTY: 711)

YBATA! Akwo Bu rosopute
YKPaiHCbKOI0, ANA BaC [OCTYMHI
6e3KOLTOBHI KOHCYNbTaLil
pigHolo MoBoOl0. 3aTenedpoHyinTe
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)

TUsenNsI1U: HINAMYANIY
e peuanunsalaiusnis

A AR B1UNLENT T
1-877-605-3229 (TTY: 711)

icieis IfgASunwmanias 1
wipimiun Ayt gwigameantn
WHRAARIG ASHYSINNAHA T
gy gIEsnIFimSIne
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.



