Individual and Family Policy Enrollment Form @ .
PacificSource

HEALTH PLANS

Thank you for choosing PacificSource!
You may also enroll online at PacificSource.com.

Before you get started

What you'll need to complete this enroliment form:
e A blue or black pen.

e |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 producer’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 and your dependents (if enrolling) are not receiving benefits under Medicare Part A, Medicare Part
B, nor enrolled in a Medicare Choice or Advantage plan.

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

® You or your legal spouse/domestic partner’s children (if applicable) are your natural or adopted children, or
you are their legal guardian.

e Your employer will not be paying, or reimbursing you, for any part of the premium. You could receive
reimbursement if your employer offers an individual coverage Health Reimbursement Arrangement (ICHRA).

Please note: If you are eligible for federal financial assistance, you must apply for coverage at healthcare.gov.

Need help?

If you have questions about any part of this enrollment form, we'd be happy to help. You can reach us
at (855) 330-2792.

What happens after you submit your application

We'll begin processing your application, and in the coming weeks, if you have met the qualifications and
payment has been received, you'll receive a few things from us. To get information faster, include your
email address in your application.

1. A Summary of Benefits and Coverage
2. New member information
3. Your ID card(s)

4. Your full policy
Please keep a copy of this application for your records.
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This application is for PacificSource individual medical coverage. If you are intending to enroll
in PacificSource dental-only coverage, please complete an Individual and Family Enroliment
Form for Dental-only instead.

What type of coverage would you like?

New Coverage

[] For myself only

[] For myself + my spouse/domestic partner
[] For myself + my family

[] For my child(ren) or legal dependent(s) only

Coverage effective dates

Change to My Current Coverage

Current PacificSource 1D No.
(This can be found on your ID card.)

[ ] Add family member(s) (Complete section 5)
[ ] Change my plan as shown below

Enrolling due to [ | Qualifying event (please explain below) [ | The Open Enrollment Period

Qualifying Event

Date of Event / /

What date would you like the coverage to begin?

/ Mo./Yr.

Documentation is required if enrolling outside of the open enrollment period, or adding dependents.
If you apply during open enrollment, coverage will be effective January 1.

Choose a medical plan

For plan benefit information, please visit PacificSource.com or refer to our Montana Individual

and Family Plan brochure.
Navigator

Available in Broadwater, Carbon, Custer, Deer
Lodge, Flathead, Gallatin, Granite, Jefferson,
Lake, Lewis and Clark, Missoula, Musselshell,
Park, Powell, Ravalli, Silver Bow, Stillwater,
Sweet Grass, and Yellowstone counties.

Voyager

Available in Beaverhead, Big Horn, Blaine, Carter,
Cascade, Chouteau, Daniels, Dawson, Fallon,
Fergus, Garfield, Glacier, Golden Valley, Hill,
Judith Basin, Liberty, Lincoln, Madison, McCone,
Meagher, Mineral, Petroleumn, Phillips, Pondera,

Powder River, Prairie, Richland, Roosevelt,

L] Gold 1500 L] Bronze 7000 Rosebud, Sanders, Sheridan, Teton, Toole, Treasure,
[] Silver 3000 ] Silver HSA 3500 Valley, Wheatland, and Wibaux counties.
[] Silver 4000 [] Bronze HSA 6900 ] Gold 1500 ] Bronze 7000
[] Silver 5000 [] Silver 3000 [] Silver HSA 3500
[] Silver 4000 [] Bronze HSA 6900
[ ] Silver 5000

This policy does not include coverage for pediatric dental care, which is considered an essential health
benefit under the Affordable Care Act. Separate pediatric dental care policies are available in the
market. Please contact your insurance agent, PacificSource, or your state’s insurance exchange if you
wish to purchase a stand-alone dental care policy. If you are attempting to purchase this plan outside
of the exchange, you are not eligible to purchase this plan unless you currently have, or will obtain
coverage with a qualified health plan (QHP)-certified pediatric dental plan with any carrier. This applies
whether you are an adult or a child. We offer QHP-certified pediatric dental plans for which you are
eligible to purchase through the exchange or directly with PacificSource. Please visit our website to
review your options at PacificSource.com or contact your insurance agent for more information.

Choose a dental plan (If not enrolling in dental coverage, skip to next section.)

[] Dental Choice 0-20-50 1000 [l Kids Dental Choice 0-20-50
[] Dental Choice 0-20-50 1500 (For members through age 18)
These policies include pediatric dental coverage that meets the requirements of the Affordable Care Act.
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Enrolling myself and my family

List all family members you would like insured. Only your legal spouse, domestic partner,
and dependent children are eligible. If a child is over the age of 26 and medically certified as
disabled and dependent on parents, a copy of a certification is required.

*Race/Ethnicity (Optional.) 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.

**Use of tobacco on average four or more times per week within the past six months. Includes
all tobacco products, except for religious or ceremonial use.

*** Not required for plan enrollment. Used for coordinating care with member’s dedicated care team.

Myself (required)

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

Name (First, Ml, Last)

Gender (M/F) 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

Primary Care Provider Name ***

Primary Care Provider Address***

Are you a current patient? []Yes [ No
Do you use tobacco products? ** []Yes [ No
Are you enrolled in a tobacco cessation program? [1Yes [ No

Is the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [ Yes [] No

Spouse or Domestic Partner (Skip to section 6 if not enrolling a spouse or domestic partner.)

Name (First, Ml, Last)
Gender (M/F) Social Security No.
Race/Ethnicity* Date of Birth (MM-DD-YY)

Primary Care Provider Name***
Primary Care Provider Address***

Are you a current patient? [1Yes [ No
Do you use tobacco products?** [1Yes [ No
Are you enrolled in a tobacco cessation program? [1Yes [ No

Is the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [ Yes [ No
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Dependent Child (Skip to section 7 if not enrolling dependents.)
Name (First, Ml, Last)
Gender (M/F) Social Security No.
Race/Ethnicity* Date of Birth (MM-DD-YY)
Primary Care Provider Name ***

Primary Care Provider Address***

Are you a current patient? []Yes [ No
Do you use tobacco products? ** []Yes [ No
Are you enrolled in a tobacco cessation program? [1Yes [ No

Is the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [ Yes [ No

Dependent Child

Name (First, MI, Last)

Gender (M/F) Social Security No.

Race/Ethnicity* Date of Birth (MM-DD-YY)

Primary Care Provider Name***

Primary Care Provider Address***

Are you a current patient? [1Yes [ No
Do you use tobacco products? ** [1Yes [ No
Are you enrolled in a tobacco cessation program? [lYes [ No

Is the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [ Yes [ No

Dependent Child

Name (First, MI, Last)

Gender (M/F) Social Security No.

Race/Ethnicity* Date of Birth (MM-DD-YY)

Primary Care Provider Name***

Primary Care Provider Address***

Are you a current patient? []Yes [ No
Do you use tobacco products? ** [lYes [ No
Are you enrolled in a tobacco cessation program? []Yes [ No

Is the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [ Yes [ No

Attach additional pages if needed [] | have attached pages
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My Other Insurance Information

Please list the most recent health or dental insurance coverage you, or any family members listed
on this enrollment form, have had including commercial (employer group or individual insurance),
Medicaid, Medicare, Medicare Advantage, Medicare supplemental or Pediatric Dental coverage.

['] No Prior Coverage

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

Type of Coverage (check all that apply)
[ ] Medical [ Vision [] Pediatric Dental [ ] Adult Dental

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

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 enrollee 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 enrollee. An enrollment form received by PacificSource requiring
alterations will be modified by amendment and sent to the enrollee for signature. As the enrollee,
| understand | have the right to inspect the information in my file.

Electronic Communications Consent

By checking the “Yes"” box at the top of 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 and termination of coverage.

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 (866) 695-8684. Electronic communications
are offered as a convenience only. Your decision to not receive electronic communications will not
affect your enroliment. There is no charge associated with switching to paper.

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
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process. You can obtain a free copy of software to view PDF files at http://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.

lagree: [ JYes [ ] No Email address

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

Enrollee/Responsible Party/Guardian Signature Date

Printed Name Relationship

If enrolling in coverage:

Spouse/Domestic Partner Signature Date
Child age 18 or older Signature Date
Child age 18 or older Signature Date

Required if enrollee is a minor:

Printed name of [] Parent or [ Guardian

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 with the policy.

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

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

Enrollee’s Name (printed)

Producer’s Name (printed)

PacificSource Producer Number

Producer’s Signature Date

How do you prefer to pay for future premiums?

Your first month’s premium must be received by check or money order before your policy will
take effect. We will not accept third party payments except as required by federal law.

Please select your method of payment for future premium payments. Reminder: Your first
month’s premium can only be paid with a check or money order.

[] Send me a paper bill by mail each month. [ ] Automatic withdrawal from my bank account,

(Skip to section 11.) Electronic Funds Transfer (EFT). The first
month’s payment cannot be made by EFT.
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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 due to a rate increase, alternate plan selection, or age change of the
policyholder, this authorization will automatically be amended to authorize withdrawal of an
amount equal to the new premium.

Policyholder’s Name (printed) Date

Signature of Bank Account Holder Date

Important details about the automatic withdrawal of your monthly premiums:

¢ New accounts may take 30 days to set up. If your policy is accepted and coverage starts
sooner than your automatic withdrawal is set up, you may need to pay by check until the
funds transfer is in place.

¢ 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.

Are You Ready to Submit?

[] Are all sections filled in completely?

[ ] Have you attached requested paperwork (i.e., guardianship documentation, etc.)?
[] Did you select a policy coverage date on page 2?

[] Have you included a check or money order for your first month's premium payment?

[ ] 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 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 (541)
684-5264, or email cre@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.
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Cambodian- yisdeundnen yeiamuss Auinmenfnadig yeesing i PacificSource Health Plans w, qenyesipuigwinifiyes woingaman
Mon-Khmer anyen miwisnms 4 viduifmnmmymnenintyr wy (888) 977-9299.

Chinese NR%E, SHE2EEAEBEIMNER, BEMREEA SBM IBE/ATE PacificSource Health
Plans AEKIMERE, & AEAREUGRMBESIEDWNAR, G —FEE, F
BiE [ELIBEAST (888) 977-9299.

Cushite- Isin yookan namni biraa isin deeggartan PacificSource Health Plans irratti gaaffii yo gabaattan,
Oromo kaffaltii irraa bilisa haala ta'een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa (888) 977-9299 tiin bilbilaa.

CLB42_0318


mailto:mailto:crc%40pacificsource.com?subject=
http://OCRPortal.hhs.gov/ocr/portal/lobby.jsf
http://HHS.gov/ocr/office/file/index.html

French

Si vous, ou quelqu’un gque vous étes en train d'aider, a des questions a propos de
PacificSource Health Plans, vous avez le droit d'obtenir de I'aide et I'information dans
votre langue a aucun co(t. Pour parler a un interpréte, appelez (888) 977-9299.

German

Falls Sie oder jemand, dem Sie helfen, Fragen zum PacificSource Health Plans haben, haben
Sie das Recht, kostenlose Hilfe und Informationen in |hrer Sprache zu erhalten. Um mit
einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer (888) 977-9299 an.

Japanese

CARANR. FTEEEHEOHDE Y DA T3 PacificSource Health Plans IZDWTZHE

RIMZENWELR: 5, CHEEDEETHR—FEZIT-Y., BHREAFLEYTS

CEMTEFET, BEIIMIMY FHA, BREBEINDIGE. (888) 977-9299%F T
BEECTE &L,

Korean

ater Aot = Aot &1 U= HE A0l PacificSource Health Plans Off 2t6H Al
20| JACHH Hol= Defs &3 EEE Aol A2 HIE 280 €2

2= Qe Heldl UASLICH JOZH SH AR 0#D16H)| fI6H A= (888) 977-9299=2
I*g% FSPNESN

Persian-
Farsi

SpS oS 3yl 1) ) G AsUile sila ¢ PacificSource Health Plans 2 02 Jlsos ¢ aso-Sesa
dfy.j s ‘eu’i oS guwS ‘Lﬁ dagi S -%,59,5‘60 dua\c U“?‘L’ (888) 977_9299-39.595\?0 Qg_’q\ggja
ARl osh e | 3 Gl s Sl dial

Romanian

Daca dumneavoastra sau persoana pe care o asistati aveti intrebari privind PacificSource
Health Plans, aveti dreptul de a obtine gratuit ajutor si informatii in limba dumneavoastra.
Pentru a vorbi cu un interpret, sunati la (888) 977-9299.

Russian

1Ecau y Bac ui JiMna, KOTOPOMY Bbl IOMOTraeTe, UMEKTCsS BOIPOCHI 110 TOBOAY
PacificSource Health Plans, To Bl uMeeTe npaBo Ha 6ecnJjlaTHOe NoJIyYeHHe TOMOLU
Y MHPOpMalLMY Ha BalleM fA3bIKe. /I pa3roBopa c nepeBOJYUKOM IO3BOHUTE 10
Tesiepony (888) 977-9299.

Spanish

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de
PacificSource Health Plans, tiene derecho a obtener ayuda e informaciéon en su idioma
sin costo alguno. Para hablar con un intérprete, llame al (888) 977-9299.

Thai

winany  wisauflamn astinmiaiia tonafsand PacificSource Health Plans amfianifiazldsuanudinmie
wazdanalumenaasnmldlaslifidldi1s waay nuana Ins (888) 977-9299.

Ukrainian

AKWo y Bac un y Korocb, XTo oTpUMye Bally gonomory, BUHUKaOTb NUTaHHA npo PacificSource
Health Plans, y Bac € npaBo oTpymaTti 6€3KoLTOBHY A0ONOMOrY Ta iHpopmaLito Ha Balwii
piaHin mosi. LLLo6 3B’A3aTUCh 3 NepeKnagayvem, 3a43BOHiTb Ha (888) 977-9299.

Vietnamese

Né&u quy vi, hay ngudi ma quy vi dang gidp dd, co cau hoi vé PacificSource Health Plans, quy vi
s& c6 quyén dugc gilp va co thém thdng tin bang ngdn ngit ca minh mién phi. D& ndi chuyén
v&i mo6t thong dich vién, xin goi (888) 977-9299.
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