Employee Enroliment
and Waiver Form

©®

PacificSource

HEALTH PLANS

Group Policy No.
Subgroup No.
Class No. or Plan

Are you an owner of this company? [] Yes [ No

Employer/Group Name Effective Date / / Date of Full-time Hire / /
Last Name First Name Ml Hours Worked per Week

Mailing Address City State ZIP
Phone Email

Marital Status: [J Single [ Married [ Domestic Partnership

Enrollment due to:

[0 New Group
[] Open Enroliment
[J New Hire

[J Adding
Dependent(s)

[ Involuntary Loss of
Other Coverage

Effective Date:"

Eligible for COBRA
due to:

[] Employment
Termination or
Reduced Hours

] Divorce or Legal
Separation

[] Death of
Employee

] Dependent No
Longer Meets
Eligibility

Effective Date:"

"Attach proof of event

PSGA.ENROLLMENTAPP.0121

By providing your email address, you are agreeing to receive email communications from PacificSource.

Choose the type of coverage each person is enrolling in (including those waiving coverage). To add more family members, please attach additional pages.

: Birth Race/ c .
Coverage Name (Last, First, Ml) Gender Date SSN Ethnicity* Primary Care Provider
. L] Add Name:

[] Medical ] Waive OMm

OF
[] Dental (not [ Add X
available inWA)  [1Waive Employee
[ Medical CJAdd  Name: O™
[J Dental (not [ Waive OF
available in WA) Spouse/Domestic Partner LI X
L] Medical [ Add Name: LM
[ Dental (not [ Waive OF
available in WA) Relationship to Employee: X
L] Medical L] Add Name: LM
[ Dental (not [ Waive OF
available in WA) Relationship to Employee: X
L] Medical L] Add Name: LM
[ Dental (not [ Waive OF
available in WA) Relationship to Employee: X
L] Medical [ Add Name: LM
[ Dental (not [ Waive OF
available in WA) Relationship to Employee: X

*Race/Ethnicity (Optional) Choose the code each member most closely identifies with: Al-American Indian/Alaska Native, A-Asian, B-Black/African
American, H-Hispanic/Latino, N-Native Hawaiian/Other Pacific Islander, W-White/Caucasian

Child Custody: If you, your spouse, or your domestic partner are a Court Ordered Guardian or are required to provide coverage for a
child from a previous relationship, then you must complete this section in addition to the previous section and provide a copy of the legal
documentation that shows responsibility for medical expenses. Please use additional paper if needed.

Child’'s Name
Mailing Address
Person Required to Provide Insurance

Legal Custody:

[J Mother [ Father
] Joint [] Other

Custodial Parent's Name
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Health and Dental Coverage Information: Have you or any person listed on this application had health or dental insurance in the last 60 days? [1Yes [ No
If yes, complete the following and attach proof with dates of coverage.

Name Insurance Carrier Coverage Dates Will Coverage Coverage Type(s)
Continue?
Car.rier Name: Begin: [ Yes ] Medical
Policy No.: End: [ Vision
Phone: [ No [] Dental
Car.rier Name: Begin: [ Yes [ Medical
Policy No.: End: [ Vision
Phone: [ No [ Dental
Car.rier Name: Begin: [ Yes [ Medical
Policy No.: End: [ Vision
Phone: 0 No [ Dental
Car.rier Name: Begin: [ Yes ] Medical
Policy No.: End: [ Vision
Phone: [J No [] Dental
Car‘rier Name: Begin: [ VYes [ Medical
Policy No.: End: [ Vision
Phone: [ No [] Dental

Medical Waiver — If Employee is declining medical coverage.

[J | have qualifying medical coverage through (list carrier name and check coverage type):
Name of Insurance Carrier

Through: © My other employer [ My spouse’s employer [ My parent’'s employer [ Medicare [ Medicaid [l VA/Tricare

[] | have other medical coverage through an Individual Policy. [] | do not have other medical coverage.

Dental Waiver — If Employee is declining dental coverage. Applies to Idaho, Oregon and Montana only.

[ | have qualifying dental coverage through (list carrier name and check coverage type):
Name of Insurance Carrier

[ Indian Health Service

Through: [ My other employer [ My spouse’s employer [ My parent’s employer [ Medicare [ Medicaid [1 VA/Tricare

[] | have other dental coverage through an Individual Policy. [J | do not have other dental coverage.

PSGA.ENROLLMENTAPP.0121

[ Indian Health Service
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Notice of enrollment rights: If you are declining enrollment for you or your dependents (including your spouse/domestic partner) 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 60 days after your other coverage
ends involuntarily or upon your plan’s next open enroliment period unless otherwise specified in your member handbook.

In addition, if you have a new dependent as a result of a marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents,
provided that you request enrollment within 60 days after the marriage, birth, adoption or placement for adoption.

Subscriber acknowledgment: | acknowledge and understand that PacificSource Health Plans may request or disclose health information about me or my dependents
(persons listed for benefit coverage on this enrollment form) for the purpose of facilitating healthcare treatment, payment for healthcare services, or for business operations
necessary to administer healthcare benefits; or as required by law. A separate authorization will be used for this information. For more information about such uses and
disclosures please refer to our Privacy Policy that is available at PacificSource.com.

It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties include
imprisonment, fines, and denial of insurance benefits.

Employee Signature Date

You may request a free paper copy of your application and/or enrollment information by contacting us at (866) 999-5583 or via email at membership @pacificsource.com.

Mail: PO Box 7068, Springfield, OR 97475  Fax: (541) 225-3642
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http://PacificSource.com

Discrimination Is Against the Law

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

PacificSource:

e 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)

e 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 Customer Service at (888) 977-9299 or, for TTY users, (800) 735-2900, 7:00 a.m. to 5:00 p.m.

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 Civil Rights Coordinator, PO Box 7068, Springfield, OR 97475-0068, (888) 977-
9299, TTY 711, fax (5641) 684-5264, or email crc@pacificsource.com. Please indicate you wish to file a civil rights grievance. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, the PacificSource Customer Service Department 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 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, DC 20201

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

Complaint forms are available at HHS.gov/ocr/office/file/index.html.

Ambharic MOS0 0TIt RTE ATICE NPT PFCTIC AC/T LCEPTE 1R ALTHPT HHIETPA: OL TLhtA®- TC LM+ (B888) 977-9299 (aohot
AHASTFo- 711).

Arabic ‘?dC ks 1) &l Gl K Udis‘ ol Faplao er\&qz UJ& Py Jdat H‘Jec‘o. ICad @ UG (888) 977-9299 (LGe ol [BE=N J\dg,_de; 711).

Bantu ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona (888) 977-9299 (TTY: 711).

Cambodian uid widings wsmuenimnm mangull, anntgwisinman siwdsAnaygns Amsmemntinduend g1 girine (888) 977-9299 (TTY: 711)s
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Chinese

IR MEGERERSRX, GRALRBERGESENRS. F%E (888) 977-9299 (TTY: 711),

Cushite-Oromo

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa (888) 977-9299 (TTY: 711).

French ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez (888) 977-9299 (TTY: 711).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ilhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfliigung. Rufnummer: (888)
977-9299 (TTY: 711).

Italian ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero (888)
977-9299 (TTY: 711).

Japanese FIEFE: ARFEZEINDGS, BHOSEXIEZC *IJFHL\T—T—Hi?O (888) 977-9299 (TTY:711) F£T. HBEEICTITER 2L,

Korean FO: SR E MEBotAlE 82, A0 X NMUHIASE 22 0|20ota = USLICH (888) 977-9299 (TTY: 711)H o2 H 5ol
FHANL.

Laotian TWOIV: 19799 VIVCOMWITI D90, NIVUVINIVROBLCMSNIMWIF, LOBUVCIINT, cCCHLLWSL NI, Lns (888) 977-9299 (TTY: 711).

Nepali ¢TI GlodaI: UGSl AUTell Slclelgel® Hel dURSeh! sTiadi ST HRIT Hagy, AT[clsh {TAT 3T & | Bl IR
(888) 977-9299 (Ei?ials 711) |

Norwegian MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring (888) 977-9299 (TTY: 711).

Pennsylvania
Dutch

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 (888) 977-9299 (TTY: 711).

Persian-Farsi

Gszer 18 ) o 3ty @l s Sl a5 Sosa Gpweesdi Jolis cuas D JleSIg Gl Uie) Gles s Gl ) (888) 977-9299 (TTY:
711) Salos oSG sa.

Punjabi gfs SfS: A A UAs S8 J, 3T I <fg ATTesT A 393 B He3 QusEg J1 (888) 977-9299 (TTY: 711) ‘3 s &3l

Romanian ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la (888) 977-9299 (TTY: 711).

Russian BHUMAHHMUE: Ecsiu BbI roBOpUTE HA PYCCKOM sI3bIKE, TO BaM JOCTYIHBI OeCIJIaTHbIE YCAYTH NepeBoa. 3BoHuUTe (888) 977-9299
(teneraunn: 711).

Serbo- OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomoéi dostupne su vam besplatno. Nazovite (888) 977-9299 (TTY-

Croatian Telefon za osobe sa oS§teéenim govorom ili sluhom: 711).

Spanish ATENCION: Si habla espafol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al (888) 977-9299 (TTY: 711).

Tagalog UNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
(888) 977-9299 (TTY: 711).

Thai Fow: dguwanmm insguausaliuinistiowiemanmlans Iny (888) 977-9299 (TTY: 711).

Ukrainian YBATA! fIkii0 BU po3MOBJISIETE YKPAIHCHKOIO MOBOIO, BU MOXKETE 3BEpPHYTHUCS 0 6€3KOUITOBHOI C/1yK6HW MOBHOI MiITPUMKH.
Tenedonyiite 3a Homepom (888) 977-9299 (Tenertaum: 711).

Vietnamese CHU Y: Néu ban n6i Tiéng Viét, c6 cac dich vu hd tro ngdn ngit min phi danh cho ban. Goi s6 (888) 977-9299 (TTY: 711).

CLB171_0520 5



	company owner: Off
	Group Policy Number 2: 
	Subgroup number 2: 
	Class number or plan 2: 
	marital status: Off
	employer/group name 3: 
	effective date month 2: 
	effective date day 2: 
	effective date year 2: 
	date of full-time hire month 2: 
	date of full-time hire day 2: 
	date of full-time hire year 2: 
	last name 2: 
	First name 2: 
	MI 2: 
	Hours worked per week 2: 
	mailing address 3: 
	mailing address city 2: 
	Mailing address state 2: 
	Mailing address ZIP 2: 
	phone 2: 
	email 2: 
	enrollment due to: Off
	Enrollment due to effective date 2: 
	COBRA eligibility due to: Off
	Eligible for COBRA due to effective date 2: 
	Employee medical coverage 2: Off
	Medical coverage employee: Off
	employee gender: Off
	Employee dental coverage 2: Off
	Dental coverage employee: Off
	Spouse/domestic partner medical coverage 2: Off
	Spouse/domestic partner dental coverage 2: Off
	Spouse/Domestic Partner Add/Waive: Off
	spouse/domestic partner gender: Off
	Dependent 1 medical coverage 2: Off
	Dependent 1 dental coverage 2: Off
	Dependent 1 Add/Waive: Off
	dependent 1 gender: Off
	Dependent 2 medical coverage 2: Off
	Dependent 2 dental coverage 2: Off
	Dependent 2 Add/Waive: Off
	dependent 2 gender: Off
	Dependent 3 medical coverage 2: Off
	Dependent 3 dental coverage 2: Off
	Dependent 3 Add/Waive: Off
	dependent 3 gender: Off
	Dependent 4 medical coverage 2: Off
	Dependent 4 dental coverage 2: Off
	Dependent 4 Add/Waive: Off
	dependent 4 gender: Off
	Employee name 2: 
	Employee birth date 2: 
	Employee SSN 2: 
	Employee race/ethnicity 2: 
	Employee primary care provider 2: 
	Spouse/domestic partner name 2: 
	Spouse/domestic partner birth date 2: 
	Spouse/domestic partner SSN 2: 
	Spouse/domestic partner race/ethnicity 2: 
	Spouse/domestic partner primary care provider 2: 
	Dependent 1 name 2: 
	Relationship to Employee 2: 
	Dependent 1 birth date 2: 
	Dependent 1 SSN 2: 
	Dependent 1 race/ethnicity 2: 
	Dependent 1 primary care provider 2: 
	Dependent 2 name 2: 
	Relationship to Employee 3: 
	Dependent 2 birth date 2: 
	Dependent 2 SSN 4: 
	Dependent 2 race/ethnicity 2: 
	Dependent 2 primary care provider 2: 
	Dependent 3 name 2: 
	Relationship to Employee 4: 
	Dependent 3 birth date 2: 
	Dependent 2 SSN 3: 
	Dependent 3 race/ethnicity 3: 
	Dependent 3 primary care provider 2: 
	Dependent 4 name 2: 
	Relationship to Employee 5: 
	Dependent 4 birth date 2: 
	Dependent 2 SSN 2: 
	Dependent 3 race/ethnicity 2: 
	Dependent 4 primary care provider 2: 
	Child's name 2: 
	custodial parent's name 3: 
	mailing address 4: 
	person required to provide insurance 8: 
	legal custody: Off
	Health or Dental insurance in last 60 days: Off
	will coverage continue person 1: Off
	coverage type medical person 2: Off
	coverage type vision person 2: Off
	coverage type dental person 2: Off
	will coverage continue person 2: Off
	coverage type medical person 3: Off
	coverage type vision person 3: Off
	coverage type dental person 3: Off
	will coverage continue person 3: Off
	coverage type medical person 4: Off
	coverage type vision person 4: Off
	coverage type dental person 4: Off
	will coverage continue person 4: Off
	coverage type medical person 5: Off
	coverage type vision person 5: Off
	coverage type dental person 5: Off
	will coverage continue person 5: Off
	coverage type medical person 6: Off
	coverage type vision person 6: Off
	coverage type dental person 6: Off
	Previous insurance name 2: 
	Insurance carrier name for person 2: 
	Policy number for person 2: 
	Insurance carrier phone for person 2: 
	Insurance coverage begin date for person 2: 
	Insurance coverage end date for person 2: 
	Previous insurance name 3: 
	Insurance carrier name for person 3: 
	Policy number for person 3: 
	Insurance carrier phone for person 3: 
	Insurance coverage begin date for person 3: 
	Insurance coverage end date for person 3: 
	Previous insurance name 4: 
	Insurance carrier name for person 4: 
	Policy number for person 4: 
	Insurance carrier phone for person 4: 
	Insurance coverage begin date for person 4: 
	Insurance coverage end date for person 4: 
	Previous insurance name 5: 
	Insurance carrier name for person 5: 
	Policy number for person 5: 
	Insurance carrier phone for person 5: 
	Insurance coverage begin date for person 5: 
	Insurance coverage end date for person 5: 
	Previous insurance name 6: 
	Insurance carrier name for person 6: 
	Policy number for person 6: 
	Insurance carrier phone for person 6: 
	Insurance coverage begin date for person 6: 
	Insurance coverage end date for person 6: 
	medical waiver -  coverage: Off
	medical waiver - medical coverage through: Off
	medical waiver - coverage: Off
	dental waiver -  coverage: Off
	dental waiver - dental coverage through: Off
	dental waiver - dentall coverage through: Off
	dental waiver - coverage: Off
	medical waiver - name of insurance carrier 3: 
	dental waiver - name of insurance carrier 3: 
	date 4: 


