Northwest Wood Products Trust (NWPT)

PacificSource

HEALTH PLANS

What Happens After You Submit Your Group Application
We'll begin processing the applications for your group. In the coming weeks, you'll receive a few things from us.

1. We'll send you an email with information about your plan, our tools to help you administer the plan, and
PacificSource contacts who can assist you.

2. We'll also send your contract and a Member Handbook that you can share with employees.

3. Your employees can look for their ID cards in the mail close to the date your plan begins.
Please keep this page for your records.

Mail: PO Box 7068, Springfield, OR 97475 | Fax: 541-225-3642
Email: SpringfieldSales@PacificSource.com
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Northwest Wood Products Trust (NWPT)

PacificSource

HEALTH PLANS

Employer information

Legal Name of Group Requested Effective Date Trust affiliation

DBA Name (appears on bills) SIC or NAICS Code O Log_gers _
Physical Address Required (no PO Box) o A ieteMenufacturing
City State ZIP County

Mailing Address (if different than Physical Address)

City State ZIP County

Federal Tax ID No. Company Headquarters State Nature of Business

Name(s) of All Owners and Partners

Group contact

Name for eligibility and benefits Phone Email Fax

Name for billing 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 [0 No

Name of Affiliate(s) No. of Employees

Address of Affiliate(s) Should each affiliate be billed separately? [ Yes [ No

Current insurance (required if you had prior coverage)

Medical Dental Who was eligible for your Existing Workers’ Compensation
Carrier Carrier prior dental plan? Carrier
Policy No. Policy No. O Children Only Policy No.

O Adults and Children
Term Date Term Date
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Select benefits

Groups of 2-9 may offer two medical plans with different deductibles. Groups of 10 or more may offer up to 3 plans with different deductibles.

[] Navigator Network
Navigator is available for purchase by businesses located
anywhere in Oregon

Choose Plan:
1000+20-40_30+Rx 0-10-40-75 ODL

1500+20-40_30+Rx 0-10-40-75 ODL
2000+20-40_30+Rx 0-10-40-75 ODL
2500+20-40_30+Rx 0-10-40-75 ODL
3500+20-40_30+Rx 0-10-40-75 ODL
5000+25-50_30+Rx 0-10-40-75 ODL

Core 5000+35-70_50+Rx 10-50P-50P ODL
HSA 2800_20+Rx 20P ODL

HSA 4000+Rx 4000D ODL

Oo0O0o0oo0ooogoaoao

[ ] Voyager Network
Voyager is available for purchase by businesses located in Douglas,
Josephine, Jackson, Baker, and Malheur counties
Choose Plan:
1000+20-30_20+Rx 0-10-40-75 ODL
1500+20-30_30+Rx 0-10-40-75 ODL
2000+20-40_30+Rx 0-10-40-75 ODL
2500+25-50_20+Rx 0-10-40-75 ODL
3500+20-40_30+Rx 0-10-40-75 ODL
5000+25-50_30+Rx 0-10-40-75 ODL
Core 5000+35-70_50+Rx 10-50P-50P ODL
HSA 2800_20+Rx 20P PDL
HSA 4000+Rx 4000D PDL

O o0Oo0o0ooOooogoao

Optional

Vision Plan:
O Vision Plus

Acupuncture / Chiro:

O Acupuncture (12 visits)
Chiropractic (20 visits)

Dental Plan:

(Stand-alone offered to groups of 5 or more)
O Dental Advantage Plus 0-20-50 50-1000
O Dental Advantage Plus 0-20-50 50-1500
0 Dental Choice Plus 0-20-50 25-1500

0 Dental Choice Plus 0-20-50 50-1000

Orthodontia:
(Offered to groups of 10 or more)

O Ortho 1000
O Ortho 1500

Custom

Medical plans

Prescription drug plans

Dental plan

Vision plan
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Employer contribution toward premium

Medical: Employee Dependent Dental: Employee Dependent

Probationary Waiting Period (Please select one): Minimum Hours

O Date of hire (premium prorated first month) How many hours per week must employees work to be eligible for coverage?
O First of the month following date of hire (Must be between 20 and 30 hours.)

O First of the month following 30 days

O First of the month following 60 days Class Hours per week

O 90 calendar days; effective on 91st calendar day

_ _ Class Hours per week
(premium prorated first month)

Eligible Members
Plan covers: [0 Employee + spouse/domestic partner + children
O Employee + children (only for large group)

If the last day of the probationary period falls on first day of the
month, when will the new employee be effective?
O Eligible that day

O Must wait until the first day of the following month or 91st day, Domestic Partner Coverage
whichever comes first In addition to coverage for registered domestic partners, would you like to
offer coverage to unregistered domestic partners of any gender?
Initial Enroliment OYes [ No

If the group has no prior coverage, then allow employees to waive
probationary period at initial enrollment? 0O Yes O No

Status Change
If an employee changes from part time to full time or from temporary to
permanent, how will you apply probation?

O Credit time as part time or temporary toward probationary wait period
(not allowed for new hires transferring from a temp agency)

O Probationary wait period begins when status changes (default)

HSA, HRA, FSA, COBRA Administration, or EAP

Check accounts your group has [ HSA [0 HRA O FSA O COBRAAdmin O EAP  Employer Contribution to HRA or HSA

Third Party Administrator Name Phone
Address
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People to be insured

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

2. Total number former employees currently on continuation (submit application)

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 Application and Waiver of Coverage Form)
*Qualified Coverage: Medicare, Medicaid/OHR Tricare/VA, and Indian Health Services

6. Total number of employees waiving coverage due to other non-qualified coverage, including other group coverage through a spouse
or another group health plan.

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? [ Yes [ No If no, what counties and states:

Note: Employees living out of the PacificSource service area must be on a PacificSource network plan option.

ERISA: |s your group comprised of employees of a government entity or church that is not subject to ERISA? O Yes O No
Employees on continuation of coverage: The application and Waiver of Coverage Form must be submitted for each employee on continuation.

Name Continuation Effective Date Qualifying Event

Requirements—must be submitted prior to policy effective date

O Member Group Application [0 Copy of Sold Rates [0 Binder Payment (est. first month premium) Refunded if coverage not effectuated
O Enrollment Application and Waiver Forms [ Electronic Funds Transfer Form, if you want PacificSource to withdraw monthly premium from a bank account
O Wellness Certificate, if applicable 0O NWPT Joiner Agreement

Signature—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.

| affirm that | have read this application in its entirety, and that the information | have provided is complete and correct. | understand that if this application contains
any intentional misrepresentation of material fact or fraud, PacificSource Health Plans may modify or cancel the contract, and/or take any other legal action
available by law. | will promptly inform PacificSource Health Plans in writing if anything happens before coverage takes effect that makes the information | have
provided on this application incomplete or incorrect.

Group Representative Title Date

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

Agent’s Name (printed) Agent’s Signature Agent No. Date
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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, 711, 7:00 a.m. to 5:00 p.m. We accept all relay calls.

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, 888-779-9299, TTY 711,
fax 541-684-5264, 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 TS O 271G RTE RTICT NPT PFCTIC ACKT £CEPTE (1A ALTHPT HHIETPA: OL TLntAD- TC M- (888) 977-9299 (avhot
AFASTFO-; 717).

Arabic ‘?JC slagr Al e Gmad 13l 1 3¢ algy Faal 1auulg 38 UJ& s gl J Cldez o, Iuad cuGe (888) 977-9299 (LGe olcus Idoae sldaela: 711).

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

Cambodian uid yitlines wiemuenfonw mangull, wndgwasinman mowisAnaygns Amsmenntindaend §1 eiRine (888) 977-9299 (TTY: 711)

Chinese FE  MREEREEPX, GRALUKBEERESEVRE. FHE (888) 977-9299 (TTY: 711),
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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 Ihnen 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 FEFE: ARFEZEINDGS, BHOSEXIEZC *IJFHL\T—T—Hi?O (888) 977-9299 (TTY:711) F£T. HBEEICTITER LY,

Korean FO. SR E MEBotAlE 82, A NI NMUHIAE 22 0|20otal = UASLICH (888) 977-9299 (TTY: 711)H o2 H 5ol
FHANL.

Laotian TWOIV: 19799 VIVCONWITI D90, NIVUVINIVQOLLMSNIMWIF, LOBUVCIIONT, cCCHLLWSL M. Lns (888) 977-9299 (TTY: 711).

Nepali ETeT Glodal: 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 YCJAYTH NepeBoa. 3BoHuUTe (888) 977-9299
(teneramnn: 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 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 insguausaliuinistiomiemanmlans 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).
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