Large Group Master Application — Oregon

PacificSource
HEALTH PLANS
Legal Name of Group Effective Date Form of Organization
DBA Name (appears on bills and ID cards) SIC or NAICS Code (check all that apply)
Physical Address Required (no PO Box) O Limited Liability Company
City State Z1p County O Sole Proprietorship

O Subchapter S-Corp

Mailing Address (if different than Physical Address) 0 Government
O Partnership

City State ZIP County O Association

Federal Tax ID No. Company Headquarters State Nature of Business O Nonprofit O C-Corp
O MEWA O Church

Name(s) of All Owners and Partners 00 Union 0O Trust

Group Contact (To add more contacts, please attach additional pages)

Group Contact Phone Email Fax

Billing Contact Phone Email Fax

Is your company affiliated with any other? [0 Yes [0 No Will it be insured with PacificSource? [0 Yes, Common Ownership Form is attached [ No

Name of Affiliate(s) No. of Employees
Address of Affiliate(s) Should each affiliate be billed separately? [0 Yes [O No

Current Insurance (Required if you had prior coverage)

Medical Dental Existing Workers’ Compensation
Carrier Carrier Carrier
Policy No. Policy No. Policy No.
Term Date Term Date
Who was eligible for your prior dental plan?

O Children Only [0 Adults and Children
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Benefit Information

Indicate 0 Yes [ No Medical and Pharmacy......................ooovvennnnn.
\S\%{fr’ifgei” O Yes O No Chiropractic Manipulations and Acupuncture ....Maximum $
or “no"” C0Yes [ NO VISION ..........ovvvviiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieiiiiiieeeeneees

0 Yes [ No AdditionalAccident.........................ovvvviiiiiinnnnnnn,

COYes [ No Dental................oovvvviiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii,

OYes O No Orthodontia ...................ccooociiiiiiiiii,

(26+ enrolled employees)

Plan Name(s)

Amount $

Plan Name(s)

Plan Name

Lifetime Maximum

Employer Premium Contribution (The amount the employer will contribute towards the employee and dependent premium)

Medical: Employee

Dependent

Dental: Employee

Eligibility
Probationary Waiting Period

O Date of hire (premium prorated first month)
O First of the month following Date of Hire

O First of the month following 30 days

O First of the month following 60 days
[0 90 calendar days effective on 91st calendar day (premium prorated first month)

O Other

If the last day of the probationary period falls on the first day
of the month, when will the new employee’s eligibility be effective?

O Eligible that day
O Must wait until the first day of the following month or 91st day,
whichever comes first (default if not marked)
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Dependent

Initial Enroliment: Will the probationary period be waived at initial
enrollment? [0 Yes O No

Minimum Hours
How many hours per week must employees work to be eligible for coverage?

Hours per week

Eligible Members

Plan covers:

O Employee+spouse/domestic partner + children
0 Employee + children
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HSA, HRA, FSA, COBRA Administration, or EAP
Check accounts your group has O HSA 0O HRA O FSA O COBRAAdmin O EAP  Employer Contribution to HRA or HSA

Third Party Administrator Name Phone
Mailing Address
City State ZIP Email

People to Be Insured

1. Total number of employees (full-time, part-time, owner, partner, principal, probationary, and waiver; exclude continuation)

2. Total number of former employees currently on Continuation or Retiree with your group health plan (submit Employee Enrollment and \Waiver Form)
A TOTAL NUMBER OF EMPLOYEES: Add numbers 1 and 2 above

3. Total number of employees who do not qualify due to hourly requirement

4. Total number of employees who do not qualify due to waiting period requirement

5. Total number of employees waiving coverage due to other qualified coverage* (submit Employee Enrollment and Waiver Form)
*Qualified Coverage: Employer Plan, Medicare, Medicaid, VA/Tricare, and Indian Health Service

6. Total number of employees not insured for reasons not stated above
Please explain reason (e.g., classification not eligible, chose not to participate):

B. TOTAL NUMBER OF EMPLOYEES NOT ENROLLING: Add numbers 3 through 6 above

C. TOTAL NUMBER OF EMPLOYEES ENROLLING, including continuation: Subtract B from A above

SERVICE AREA: Do all employees reside within the PacificSource service area? O Yes [O No If no, what state(s):
ERISA: Is your group comprised of employees of a government entity or church that is NOT subject to ERISA? O Yes 0O No

Medicare Coordination (TEFRA): Did you employ 20 or more employees each working day each of 20 or more calendar weeks in the current or preceding
calendar year? [0Yes [ No

COBRA: Did you employ 20 or more total employees (full-time, part-time, seasonal) at least 50% of your business days in the preceding calendar year? [1Yes [ No

Employees on continuation of coverage (COBRA, State or USERRA):

Are any enrolling members covered under continuation on this plan? O Yes [ No
If yes, Employee Enrollment and Waiver Form must be submitted for each employee on continuation.

RETIREE: Is group coverage available to retirees: [ Yes [0 No Is the group a local government (school, city, county)? O Yes [ No

Approval is dependent on PacificSource Policy and Approval. If you offer health or dental coverage to your retirees, please attach the requirements and
employer premium contribution if any.
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Requirements—Must Be Submitted Prior to Policy Effective Date

O
O
O
O
O
O
O

Group Master Application

Copy of Sold Rates

Member Employee Enroliment and Waiver Information

Binder Payment (est. first month premium) Refunded if coverage not effectuated

Electronic Funds Transfer Form, if you want PacificSource to withdraw the monthly premium from a bank account
Common Ownership Form, if applicable

Group Identification Form, if applicable

Please Read Carefully

This is an application for group insurance. Under no circumstances will coverage be in force until the policy is issued by PacificSource and accepted by the
employer. Once a policy is issued, the policy terms control in all cases.

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

If you type your name below, you understand that you are electronically signing this document and agree your electronic signature is the legal
equivalent of your manual signature on this application.

Group Representative (Printed) Title

Group Representative Signature Date

[, the undersigned producer for this group, affirm that the information provided on this application is complete and correct to the best of my knowledge.

Producer Name (Printed) PacificSource Producer Number

Producer Signature Date

Your Application Will Be Processed Soon

What happens next?

1. You'll get an email with information to help you administer the plan.
2. You'll get the contract and a Member Handbook in the mail.

3. We'll send your employees their ID cards.

If additional information is needed, a PacificSource Representative will contact you. Please keep a copy of this application for your records.
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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 (641) 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.

Amharic TGO 7G5 RIE ATICT WP OFCTI° hC8T LCETE IR ALTNS T HHIBAPA: 0L TIntAD- 2 TC L@+ (888) 977-9299 (avait
AT+ 711).
Arabic oz skab: 13 oy cacmacs 13a 5 1ddg B¢ il #aalen 1dagsle 3 1Jd§ seb < shaay Je) ldaz . Il G (888) 977-9299 (LGa ol Iduan
Sdaddar 711).
Bantu ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona (888) 977-9299 (TTY:
711).

Cambodian i uyitiine: sistsenfunmw mangull, anndgwieinman swiefnaygn fnsmerintindiend § grine (888) 977-9299 (TTY: 711)

Chinese IR MBREERARRETX, BRUKRBEEGESEMRS. FHE (888) 977-9299
(TTY: 711),
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mailto:crc@pacificsource.com
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Cushite- XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa (888) 977-

Oromo 9299 (TTY: 711).

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

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

ltalian 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 iiﬁilﬁ  BREZEINDIGE. BHOSEXIIEZ CFIRAWLZITET, (888)977-9299 (TTY:711) F£T. HEEEIZT
CERTZEL,

Korean FO: 2012 AIEotAl= 82, 90 XI& MHIASE 222 0|206HA! 5= UASLICE (888) 9779299 (TTY: 711)He =z
Mot AL,

Laotian TU090: 1709 VIVCOIWITI D70, NIVVINIVROLCMSAIWIFY, LOBVCIIONT, CCLVLLWSLIMVIV. LS (888) 977-9299 (TTY:
711).

Nepali YT Glefgly: dURSe AuTell qmaggda Hel dINGH! AT AT FEIAT HATEL, ATR[eAH {TAT 3969 S | BleT
IR (888) 977-9299 (cfefars: 711)

Norwegian ~ MERK: Hvis du snakker norsk, er gratis sprékassistansetjenester 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

Gazer 18 o ol G s Sacn 5 as Seusae Sl 3olis cua s leSIg coles el Calea as i, < (888) 977-9299 (TTY:
711) Salos oS s,

Punjabi ofurs 2fS: 7 3 YAl 988 I, 3F I 2fg AofesT A 3973 B8 Ha3 QuET J1 (888) 977-9299 (TTY: 711) ‘3 S &I

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

Russian BHUMAHMUE: Ecy BBl TOBOPUTE Ha PYCCKOM I3bIKe, TO BaM ZOCTYIIHbI 6ecIiaTHbIe YCIYTy nepesoja. 3souuTe (888) 977-9299
(teneraiin: 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 o§teéenim govorom ili sluhom: 711).

Spanish ATENCION: Si habla espanol, tiene a su disposicién servicios gratuitos de asistencia linglistica. 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: hguwanmm insguaaninliuinistismtananmmlans Ins (888) 977-9299 (TTY: 711).

Ukrainian YBAT'A! fIk110 BY po3MOBJISIETE YKPAIHCHKOIO MOBOIO, BU MOXKETE 3BEPHYTHUCS [0 6€3KOLITOBHOI CJIY»KOU MOBHOI MiZITPUMKH.
Tesneponyiite 3a Homepom (888) 977-9299 (teneraiin: 711).

Vietnamese CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd trg ngdn ngir mién phi danh cho ban. Goi s6 (888) 977-9299 (TTY: 711).
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