Oregon State University Student Plan

PacificSource

HEALTH PLANS

Save time by emailing this completed form to MembershipStudentReps @pacificsource.com. Allow 3-5 business days for processing, then call toll-free
866-999-5583 to make your payment over the phone via credit card, or you can wait until you receive information from us on how to pay.

Section 1: Student Information

Last Name First Name Ml

Student ID Number Effective Date (MM/DD/YY) Date of Birth

Physical Address City State _ ZIP
Mailing Address (if different) City State Zip
Phone Email Race/Ethnicity* Gender

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

Section 2: Adding Dependents

LIST DEPENDENTSTO BE INSURED BELOW. Dependent enroliment must coincide with the time of student enrollment (with the exception of a newborn, placement of foster
child, adopted child or a qualifying event). Dependent coverage is available only if the student is also insured. Dependent coverage must be the exact same coverage period of the
Insured; and therefore, will expire concurrently with that of the student. Dependent coverage will end prior to that time if the dependent is no longer eligible under the plan.

Name (Last, First, Ml) Gender Birth Date Race/Ethnicity*
Spouse or domestic partner OM
OF
Dependent Child M
OF
Dependent Child OM
OF
Dependent Child M
OF
Child Custody: If you, your spouse, or your domestic partner are  Child's Name Legal Custody:
a Court Ordered Guardian or are required to provide coverage for _
a child from a previous relationship,qthen youpmust completge this Custodial Parent’s Name g E/zla(t)r:ZEr
section (in addition to the previous section) and provide a copy Mailing Address [ Joint
of the legal documentation that shows responsibility for medical [0 Other

Person Required to Provide Insurance

expenses. Please use additional paper if needed.
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Section 3: Other Coverage

Health Coverage Information: Do you, or any people listed on this enrollment form, have other active health or dental insurance coverage, including Medicare,
Medicare Advantage, Medicare supplemental, or Pediatric Dental coverage? [ Yes [ No

Name(s) of individual(s) covered under the policy Medical Insurance Carrier Coverage Dates Will Coverage Continue? CoverageType(s)
Carrier Name: [ Medical
Policy No.: Begin: ] Vision
Phone: End: HYes [ No [ Pediatric Dental
Group Name: [J Adult or Family Dental

Section 4: Payment Information

The billed amount includes non-insured services, and certain federal, health care fees/assessments. Please use the
tables below to calculate total amount due by selecting the box(es) next to the term(s) in which you are enrolling for
coverage and entering how many people you are enrolling. Multiply that by the cost per term, per member. Please

also select which type of student you are. The premium for your enrollment period must be paid in full for coverage

Vet Residents, Visiting Scholars, Post-
Doctoral Fellows: \We will mail an invoice to you
monthly. The initial invoice from PacificSource

to be active. will be sent within 10 days once the application is
Number received. You can pay via credit card or e-check,
. . L of through the PacificSource application Intouch for
Program: [] Postdoctoral Fellow [J Vet Residents [l Visiting Scholar Enrolling Members. If you choose to pay via check, money
People order, or cashier’s check please reference the
Enrollment Coverage is effective the 1st of the month remittance details provided on your invoice.
Deadline after we receive your enrollment application. If payment is not received with this application,

you will have 30 days from the date signed

Coverage uses a standard monthly calendar, except for September. to remit payment in full to PacificSource.

Coverage Coverage dates in September are 9/11 — 9/30. Fill in your desired coverage Without payment within 30 days, PacificSource
Dates dates in a mm/dd/yr format using standard calendar dates. will cancel coverage. It is the student’s
Desired coverage: responsibility for timely renewal payment
whether or not a renewal notice is received.
Cost $268.00 per month, per member* If you have questions, please call PacificSource

Health Plans 866-999-5583.

*School administration fee of $1750 per month will be billed directly to your student account by OSU.
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Section 5: Payment

OPTION 1 OPTION 2

1. Email this completed form to MembershipStudentReps @pacificsource.com. Mail check, money order, or cashier’s check in U.S. dollars payable
to PacificSource Health Plans and this enroliment form to:

2. Call 866-999-5583 to make a credit card payment over the phone. PacificSource Health Plans

3. Or, wait until you receive information from us on how to pay. Attn: Membership Student Reps
PO Box 7068, Springfield, OR 97475

Section 6: Certify, Authorize, and Sign

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

NOTICETO STUDENT. Coverage will be effective on the effective date of the coverage period unless otherwise stated in the Student Guide. By signing below, the student
acknowledges the following: 1) Rates are not pro-rated other than as listed on this enroliment form; 2) Student meets the eligibility requirements for this coverage as
described in the Student Guide; 3) If it is later determined that the student is not eligible, coverage will be deemed to have not been in force, the premium will be returned
and any claims paid will need to be reimbursed; and 4) Other than eligibility or entry into the Armed Forces, the premium is not refundable. It is the student’s responsibility
to make a timely renewal payment. This plan is underwritten by PacificSource Health Plans.

Certification of Completeness and Correctness

| affirm that the answers given in this enrollment form are complete and correct. | am providing these answers as part of the enrollment form procedure required by
PacificSource to enroll in its insurance coverage. | understand that if this enrollment form contains 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. | will promptly inform PacificSource in writing if anything happens before my coverage
takes effect that makes the information | have provided on this enrollment form incomplete or incorrect. | understand and agree that no coverage will be in force until
accepted by PacificSource. 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 enroliment 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.

| may at any time request a free paper copy of my application and/or enrollment information by contacting the Commercial Enrollment and Billing Department via email at
MembershipStudentReps @pacificsource.com or by phone at 866-999-5583. Electronic communications are offered as a convenience only.

Student Signature Date
(or parent signature if student is under age 18)

Spouse/Domestic Partner Signature Date

Dependent Signature Date
(if age 18+ and enrolling for coverage)
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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.

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 T OF: 071G T R IRATICT NP 1OTCTIPACA T £ CEFT: MIAALTHPTHHIETPA: OL TN FAD-RTCLLD-888-977-9299 (oA taSTF @ 711).
Arabic ledz ks 1) o Gz gl UJ'&B‘ Gl el 1dagsle % 1308 ssd slesy 4 A._ﬂdﬁc\o. Isad G 888-977-9299 (LGe oleis 1dump slddda: 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 mwisAnaygns Amsmenntindaend §1 eiRing (888) 977-9299 (TTY: 711)
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Amharic TNFOA: 0TG5 R TRATICET WP 1OFCTIRCA S LCEATI NIRALTHP T HHOEHPA: DL TN HAD-TCLLM-(-888-977-9299 (0™t NHASTF@~ 711).
Chinese AR MAGERREETX, GALUKRBEEFESEMRE. §F3E 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 linguistigue vous sont proposés gratuitement. Appelez 888-977-9299 (TTY: 711).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen |lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. 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 FEEEE HAEFHEINDIGE, BEHOSEXEZ CHAWIZITET, 888-977-9299 (TTY:711) £T. BBEEICTIEBKLLZELY,

Korean FO: SR E MESIAIlE 82, A0 XA NMUIAE 22 0|E0ta &= UASLICH 888-977-9299 (TTY: 711)H o2 & 3tdH
FHAL.

Laotian TUOQ9L: 1709 VIVCOMWIFI D90, NIVUVINIVROBCMBAIMWIT), L0BVCIIONT, CLHVLWSLIMNI. TS 888-977-9299 (TTY: 711).

Nepali e Glofgh: T9I{Sel sdTell qmqua ol dURSH! ATAAT HIST FERIAT HaTgy ATR[eh {TAT 39T & | Bl IRJa g
(888) 977-9299 Eiiialg 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

Cszer 18 G 3l Gl s Sy as Sosae Qipseedia Jolis Guas D JleSIo cols Uial Gla s i, ) 888-977-9299 (TTY:
711) Salow oS s,

Punjabi gfwrs ©fe: 7 37 U= S8 J, 3T I 2fo AT AT 393 59 Hes GusET J1 888-977-9299 (TTY: 711) ‘3 IS |

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

Russian BHUMAHHMUE: Ecsiiu Bbl roBOpUTE HA PYCCKOM sI3bIKE, TO BaM JOCTYIIHbI GecliaTHbIe YCJAYTH nepeBoja. 3BoHuTe 888-977-9299
(Tesnetaum: 711).

Serbo- OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jeziéke 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 espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. 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: dguyamm insguananialiuinstismtaneanmlans ns 888-977-9299 (TTY: 711).

Ukrainian YBAT'A! fIKii0 BM pO3MOBJISIETE YKPAiHCbKOK MOBOIO, BU MOXKET€E 3BEPHYTHUCS 10 6€3KOIITOBHOI CJY»K6U MOBHOI MiJTPUMKH.
Tenedonyiite 3a HomepoM 888-977-9299 (tenertain: 711).

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