Individual and Family Policy ®
Enroliment Form—Dental Only PacificSource
Montana HEALTH PLANS

Thank you for choosing PacificSource!

You may also enroll online at PacificSource.com.

What you'll need to complete this enroliment form:
¢ A blue or black pen (if you're not filling it out electronically).

¢ [nformation, such as your old ID card, from any insurance company that currently or recently
covered you or your family. This information is needed to determine creditable coverage.

e A copy of any documentation you may need to show legal guardianship.
® Your health insurance broker's information, if applicable.
e Your first month's premium payment (required before your policy will take effect).

You are eligible to enroll if:
® You are a resident of the state of Montana.
¢ Your spouse/domestic partner (if applicable) is your legal spouse/domestic partner.

* Your children (if applicable) are your natural or adopted children, under age 26, or you are their
legal guardian.

Need help?

If you have questions about any part of this enrollment form, we'd be happy to help. You can reach
a PacificSource Coverage Advisor at 8565-330-2792, TTY: 711. We accept all relay calls.

What happens after you submit your application

We'll begin processing your application, and in the coming weeks, you'll receive a few things from us.
To get information faster, include your email address in your application.

1. Look for your ID cards in the mail close to the date your plan begins.
2. We'll also mail your full policy.

Please keep a copy of this application for your records.
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If you would like to enroll in a PacificSource Individual or Family medical policy, visit the
“Shop Plans” page at Shop.Pacificsource.com/individual. Need help? Contact a PacificSource
Coverage Advisor at 855-330-2792.

1 | What type of coverage would you like?

New Coverage Or Change to My Current Coverage
[J For myself only Current PacificSource ID No.

[] For myself + my spouse/domestic partner (This can be found on your ID card.)
(] For myself + my family [ Add family member(s)

[] For my child(ren) or legal dependent(s) only [ Change my plan as shown below

2 ‘ Choose a plan

[] Dental Choice 0-20-50 1000 [] Kids Dental Choice 0-20-50
[] Dental Choice 0-20-50 1500 (coverage for members 18 and younger)

These policies include pediatric dental coverage that meets the requirements of the
Affordable Care Act.

3 ‘ Select a coverage date
What date would you like the coverage to begin? [] 1st or [] 15th of / Mo/Yr.

Enrolling myself and my family

List all family members you would like insured. Only your legal spouse, domestic partner, and
dependent children are eligible.

*Gender identity (optional): NB-Non-binary, TM-Trans man, TW-Trans woman

**Race/ethnicity (choose the code that each family member would most closely identify
with): Al-American Indian/Alaska Native, A-Asian, B-Black/African American, H-Hispanic/Latino,
N-Native Hawaiian/Other Pacific Islander, W-White/Caucasian

ICHRA Eligible
Are you enrolling under an ICHRA sponsored plan? [ Yes [ No

If applicable, please provide the name of your ICHRA Administrator

4 | Applicant or parent/guardian (required)

If this is a child/dependent-only policy, PacificSource requires the responsible parent or guardian
to include their information.

Name (First, Ml, Last)

Sex assigned at birth (M/F) __ Genderidentity* ___ Social Security No.

Race/ethnicity** __ Date of birth (MM-DD-YY)

Marital Status [] Single [] Married [] Domestic Partnership
Physical address

City State __ ZIP County

Phone Email

Mailing address (if different)
City State Zip
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) ‘ Spouse or domestic partner (Skip to section 6 if not enrolling a spouse or domestic partner.)

Name (First, Ml, Last)

Sex assigned at birth (M/F) ____

Race/ethnicity**

Gender identity*

Date of birth (MM-DD-YY)

Social Security No.

6 ‘ Dependent child (Skip to section 7 if not enrolling dependents.)

Name (First, MlI, Last)

Sex assigned at birth (M/F) ____

Race/ethnicity**

Dependent child

Name (First, Ml, Last)

Sex assigned at birth (M/F)

Race/ethnicity **

Dependent child

Name (First, Ml, Last)

Sex assigned at birth (M/F)

Race/ethnicity**

Dependent child

Name (First, MI, Last)

Sex assigned at birth (M/F) ____

Race/ethnicity **

Dependent child

Name (First, Ml, Last)

Sex assigned at birth (M/F) ____

Race/ethnicity**
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Date of birth (MM-DD-YY)

Gender identity*

Social Security No.

Gender identity*

Date of birth (MM-DD-YY)

Social Security No.

Gender identity*

Date of birth (MM-DD-YY)

Social Security No.

Gender identity* ____ Social Security No.

Date of birth (MM-DD-YY)

Gender identity*

Date of birth (MM-DD-YY)

Social Security No.

Attach additional pages if needed L[] | have attached pages
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7 | My other insurance information

Do you, or any people listed on this enrollment form, have other dental insurance coverage,
including commercial (employer group or individual dental insurance), or Medicare Advantage
coverage? []1Yes [] No (If noother coverage, skip to section 8.)

Name of other insurance company(ies) (Include address and phone if available.)

Name(s) of individual(s) covered

Date coverage began / / Date coverage ended / /

Is coverage active? []Yes [ No  Policy No.

If group insurance, name of group

8 | Certify, authorize, and sign

Be sure to sign and date the enrollment form on this and the following page. Your spouse or
domestic partner’s signature is also required (if applicable), as is the signature of any child over
the age of 18.

Certification of Completeness and Correctness
It is a crime to knowingly provide false, incomplete, or misleading information for the purpose of
fraudulently obtaining health coverage. Penalties may include imprisonment, fines, and denial of benefits.

| affirm that the answers given in this enrollment form are complete and correct and, if this form
includes any intentional misrepresentation of material fact or fraud, PacificSource may modify or
cancel the contract, and/or take any other legal action available by law. If accepted, coverage will be
in force as of the effective date determined by PacificSource. A representative of PacificSource may
contact me to clarify answers on this enrollment form.

Representations made by the applicant are deemed to be representations made on behalf of
each person covered under this policy. However, changes to the enrollment form will not be
effective until approved in writing by the applicant. An enrollment form received by PacificSource
requiring alterations will be modified by amendment and sent to the applicant for a signature. As
the applicant, | understand | have the right to inspect the information in my file.

Electronic Communications Consent

By checking the “Yes” box on the next page, you are affirming consent to receive secured electronic
communications from PacificSource regarding your application and/or enrollment status, changes in
insurance coverage, termination of coverage, and plan and benefit information.

Your consent continues while the plan you enroll in is effective. You may, at any time, opt out of
electronic communications by contacting the Customer Service Department at 888-977-9299. You
may request a free paper copy of your application and/or enrollment information by contacting us via
email at Individual@PacificSource.com, or by phone at 800-591-6579. Electronic coommunications
are offered as a convenience only. Your decision to not receive electronic communications will not
affect your enrollment. There is no charge associated with switching to paper.
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In order to complete the application electronically, you must have a personal computer or other
device capable of accessing the internet and the ability to view and revise Portable Document
Format (PDF) files. PacificSource may also send PDF documents to you as part of the application
process. You can obtain a free copy of software to view PDF files at Get.Adobe.com/reader.
PacificSource takes the security of electronic information and communications seriously. If you have
any questions about our encryption, technical hardware or software, or our security policies and
procedures, please contact us at Individual@PacificSource.com.

| agree to receive emails:[] Yes [] No  Email address

| agree to receive texts:[] Yes [[] No  Mobile phone number

I (We) have reviewed and understand the authorization above.

Applicant or Parent/Guardian:
Printed name of [] Parent [] Guardian [] Applicant

Signature Date

If enrolling in coverage:

Spouse/domestic partner Signature Date
Child age 18 or older Signature Date
Child age 18 or older Signature Date

This enrollment form must be signed and dated. All fields must be completed for this
authorization to be valid. Once accepted, PacificSource will provide the policyholder with
a copy of this completed form upon request. The policy provides dental benefits only.

9 Producer authorization (Skip to section 10 if you are not working with a producer.)

[, the insurance producer, have not made any representations to the applicant about any
provisions, benefits, conditions, or limitations of the policy except through written material
furnished by PacificSource. The applicant has been informed that the effective date of coverage
is assigned only by PacificSource. | hereby certify that information supplied to me by the
applicant has been truly and accurately recorded hereon.

Applicant's name (printed)

Producer’s name (printed)

PacificSource producer no.

Producer’s signature Date

10 | How do you prefer to pay for future premiums?

Your first month’s premium must be received by paying online at InTouch.PacificSource.com/
OneTimePayment or by mailing us a check. This policy will not be in effect until the initial
payment is received. We will not accept third-party payments except as required by federal law.

Please select your method of payment for future premium payments.

[] Send me a paper bill by mail each month [] Automatic withdrawal from my bank account
(Skip to section 11) (EFT). The first month’s payment cannot be
made by EFT.
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I/We authorize and direct PacificSource Health Plans to withdraw funds as follows:

Amount of monthly withdrawal $__ Withdrawals will occur on the 5th of each month.

Select one: [] Begin transfers on next available date [] Delay transfers until (Mo.)

Bank information
Bank name

Account no. Routing no.

Account Type
[] Checking—attach a voided check [] Savings—attach a voided savings withdrawal slip

This authorization will remain in effect until termination by either party. If the individual policy
premium changes, this authorization will automatically be adjusted to authorize withdrawal of an
amount equal to the new premium.

Applicant or parent/guardian’s name Date

Signature of bank account holder Date

Important details about the automatic withdrawal of your monthly premiums:

¢ [nitial setup takes up to 30 days. If your policy is accepted and coverage starts sooner than
your automatic withdrawal is set up, you may need to pay online or by check until the funds
transfer is in place.

e Transfers occur on the 5th of each month. If the 5th falls on a weekend or a holiday, the
transfer will occur on the next business day.

e Transfers will be made for the premium balance due.

e |f EFT is not set up prior to the bill date of the second month, you may receive a paper bill
for the second month.

11 | Are you ready to submit?

[J Are all sections filled in completely?

[J Have you attached requested paperwork (e.g., guardianship documentation, etc.)?

[J Did you select a policy coverage date on page 2?

[J Have you included your first month's premium payment (required before your policy will take effect)?

] Have you selected an ongoing payment option and attached a voided check if needed?
(See section 10.)

Send your signed, completed enrollment form and attachments to us by:

Email: Individual@PacificSource.com
Fax: 541-225-3646
Mail: PacificSource Health Plans, PO Box 7068, Springfield, OR 97475-0068

Thank you for enrolling!
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Discrimination is
against the law

PacificSource Health Plans and PacificSource Community Health Plans
("PacificSource”) complies with applicable Federal civil rights laws,
including Section 1557 of the Affordable Care Act. PacificSource does not
discriminate on the basis of race, color, national origin (including limited
English proficiency and primary language), sex (consistent with the scope
of sex discrimination described at 45 CFR 92.101(a)(2)), age or disability.
PacificSource does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

In compliance with Section 1557 and other federal civil rights laws, we
provide individuals the following in a timely manner and free of charge:

Language assistance services

PacificSource will provide language assistance services for individuals with
limited English proficiency (including individuals” companions with limited
English proficiency) to ensure meaningful access to our programs, activities,
services, and other benefits. Language assistance services may include:

e FElectronic and written translated documents
e (Qualified interpreters

e Appropriate auxiliary aids and services for individuals with disabilities
(including individuals" companions with disabilities) to ensure effective
communication

Appropriate auxiliary aids and services may include:
e Qualified interpreters, including American Sign Language interpreters

e Video remote interpreting

e [nformation in alternate formats (including but not limited to large print,
recorded audio, and accessible electronic formats)

Reasonable modifications

PacificSource will provide reasonable modifications for qualified individuals
with disabilities, when necessary to ensure accessibility and equal opportunity
to participate in our programs, activities, services, or other benefits.

To access our language assistance services, auxiliary aids and services,
and for assistance in getting a reasonable modification, please contact
Customer Service at 888-977-9299, TTY: 711. We accept all relay calls.

Continued >

Contact our commercial
Customer Service team:

Phone

Toll-free: 888-977-9299
TTY: 711

We accept all relay calls.

Email
CS@PacificSource.com

PacificSource.com

Contact our Medicare
Customer Service team:

Oct. 1 - Mar. 31:
8:00 a.m. -8:00 p.m.,
seven days a week

Apr. 1- Sept. 30:

8:00a.m. -5:00 p.m,,
Monday — Friday

Phone

Toll-free: 888-863-3637
TTY: 711

We accept all relay calls.
En Espaiiol: 866-281-1464

Email
MedicareCS
@PacificSource.com

Medicare.PacificSource.com

0

PacificSource
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If you believe that PacificSource 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 PacificSource’s
Section 1557 Coordinator.

Phone: 888-977-9299, TTY: 711. We accept all relay calls.
Email: 1557Coordinator@PacificSource.com

Mail: PacificSource
PO Box 7068
Springfield, OR 97475

You can also file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights.

Electronically: OCRPortal.hhs.gov

Mail: U.S. Department of Health & Human Services
200 Independence Avenue, S.W., Room 509F
Washington, D.C. 20201

Notice of availability of language assistance services and auxiliary aids and services

English

hMCE
Ambharic

4y pl
Arabic

Bantu-
Kirundi

Manisd
Cambodian
Non-Khmer

3
Simplified
Chinese

th3Z
Traditional
Chinese

ATTENTION: If you speak English, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 800-431-4135 (TTY: 800-735-2900) or speak to your provider.
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ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu.
Woterefona 800-431-4135 (TTY: 800-735-2900).
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Cushite-
Oromo

Deutsch
German

gt
Farsi

Francais
French

Italiano
[talian

HAsE

Japanese

s2of

Korean

QLIS
Laotian

Nepali
Norwegian

Pennsylvania
Dutch

Yarst
Punjabi

Romanian

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 800-431-4135 (TTY: 800-735-2900).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste

zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 800-431-4135 (TTY:
800-735-2900) an oder sprechen Sie mit lhrem Provider.
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ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 800-431-4135 (ATS : 800-735-2900).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 800-431-4135 (TTY: 800-735-2900).
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MERK: Hvis du snakker norsk, er gratis sprékassistansetjenester tilgjengelige for deg. Ring
800-431-4135 (TTY: 800-735-2900).

Wann du Deitsch (Pennsylvania German/Dutch) schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 800-431-4135 (TTY:
800-735-2900).
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ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica,
gratuit. Sunati la 800-431-4135 (TTY: 800-735-2900).



PYCCKUM
Russian

Srpsko-
hrvatski
Serbo-Croatian

Soomaali
Somali

Espanol
Spanish

Tagalog

Thai

YKpaiHCbKa
MOBa
Ukrainian

Viét
Vietnamese

BHMMAHWE: Echv Bbl rOBOPUTE Ha PYCCKMIA, BAM AOCTYMHbI HecnaaTHble yeayrm
A3bIKOBOM NoaaepKKn. COOTBETCTBYHOLLME BCMOMOTraTelbHble CpeacTBa M YCayrn no
npeaocTaBAeHNO MHPOPMaUMM B AOCTYMHbIX popMaTax TaKKe NpeaoCcTaBAAtoTC
6ecnnatHo. MNMo3soHuTe no TenedoHy 800-431-4135 (TTY: 800-735-2900) nnm obpatntech
K CBOEMY MOCTaBLLUMKY YCAYT.

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoci dostupne su vam
besplatno. Nazovite 800-431-4135 (TTY- Telefon za osobe sa oste¢enim govorom ili sluhom:
800-735-2900).

FIIRO GAAR AH: Haddaad ku hadasho Soomaali, adeegyo kaalmada luugadda ah oo bilaash
ah ayaad heli kartaa. Qalab caawinaad iyo adeegyo 0o habboon si loogu bixiyo macluumaadka
gaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli karaa. Wac

800-431-4135 (TTY: 800-735-2900) ama la hadal bixiyahaaga.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame al 800-431-4135 (TTY: 800-735-2900) o
hable con su proveedor.

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 800-431-4135

(TTY: 800-735-2900) o makipag-usap sa iyong provider.

Bow: fRuyam e msaaaunsalsusnstismdevnenen lews s 800-431-4135
(TTY: 800-735-2900).

YBATA: AKLLO BM PO3MOBAAETE YKPAiHCbKA MOBa, Bam A0CTYMHi H@3KOLWTOBHI MOBHI
nocnyru. BianosigHi 4onomixKHi 3acobu Ta nocayrm Ana HagaHHs iHpopmaL,ii y
OOCTYNHMX GOpMaTax TaKOXK A0CTYNHI 6e3KOoWTOBHO. 3aTenedoHyinTe 3a HOMEPOM
800-431-4135 (TTY: 800-735-2900) ab0o 3BEpHIiTbCA A0 CBOrO NOCTa4a bHUKA.

LUU Y: Néu ban ndi tiéng Viét, ching tdi cung cdp mién phi cac dich vu hd tro ngdn ngt.
Céc hd tro dich vu phu hop dé cung cap thong tin theo cac dinh dang dé tiép can cling
duaoc cung cap mién phi. Vui long goi theo s6 800-431-4135 (Ngudi khuyét tat:
800-735-2900) hodc trao ddi vdi ngudi cung cap dich vu ctia ban.

PacificSource Health Plans (commercial) | PacificSource Community Health Plans (Medicare)

PacificSource Community Health Plans is an HMO, HMO D-SNP and PPO plan with a Medicare contract and a
contract with Oregon Health Plan (Medicaid). Enroliment in PacificSource Medicare depends on contract renewal.
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