(D) Individual and Family Policy
PacificSource | Enrollment Form Dental Only

HEALTH PLANS

Thank you for choosing PacificSource!

You may also enroll online at PacificSource.com/find-an-individual-plan.

Before you get started

What you'll need to complete this enrollment form:
¢ A blue or black pen (if you're not filling it out electronically).

¢ [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.

¢ A copy of any documentation you may need to show legal guardianship.
e Your health insurance agent’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 are a resident of the state of Oregon.
¢ Your spouse/domestic partner (if applicable) is your legal spouse/domestic partner.
e Your children (if applicable) are your natural or adopted children, under age 26 or you are their
legal guardian.
e Your employer will not be paying, or reimbursing you, for any part of the premium.

Need help?

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

What Happens After You Submit Your Application

We'll begin processing your application, and in the coming weeks, you'll receive a few things from us.
To get information faster, include your email address in your application.

1. Look for your ID cards in the mail close to the date your plan begins.
2. We'll also mail your full policy.

Please keep a copy of this application for your records.
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If you would like to enroll in a PacificSource Individual medical policy, please complete
an Individual and Family Enrollment Form, instead.

What type of coverage would you like?

New Coverage Change to My Current Coverage

[ ] For myself only Current PacificSource 1D No.

[ ] For myself + my spouse/domestic partner (This can be found on your ID card.)
L] For myse!f + my family [] Add family member(s)

[] For my child(ren) or legal dependent(s) only [ Change my plan as shown below

Choose a plan
[ ] Dental Advantage 0-20-50 1000 [ ] Dental Advantage 0-20-50 1500
[ ] Kids Dental Advantage 0-20-50 (for members age 18 and under)

This policy includes pediatric dental coverage that meets the requirements of the Affordable
Care Act.

Select a coverage date
What date would you like the coverage to begin? [ ] 1st or [] 15th of / Mo/Yr.

Enrolling myself and my family

List all family members you would like insured. Only your legal spouse, domestic partner, and
dependent children are eligible.

*Race/Ethnicity (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

Myself (Required)

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

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

Name (First, MlI, Last)

Gender (M/F) Social Security No.

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

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)

Dependent Child
Name (First, MI, Last)

Gender (M/F) Social Security No.

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

Dependent Child
Name (First, Ml, Last)

Gender (M/F) Social Security No.

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

Dependent Child
Name (First, Ml, Last)

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

Dependent Child
Name (First, Ml, Last)

Gender (M/F) Social Security No.
Race/Ethnicity* Date of Birth (MM-DD-YY)
Attach additional pages if needed [ ] | have attached pages
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My Other Insurance Information

Do you, or any people listed on this enrollment form, have other dental insurance coverage,
including commercial (employer group or individual dental insurance), or Medicare Advantage
coverage? [ ] Yes [] No (If noother coverage, skip to section 8.)

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

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 enroliment 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. You may request a free paper copy of your application and/or enrollment
information by contacting our Commercial Enrollment and Billing Department via email at
individual@pacificsource.com or by phone at (866) 695-8684.

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 enrollment form will not be effective
until approved in writing by the enrollee. An enroliment 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.

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

Enrollee/Responsible Party/Guardian Signature Date

If enrolling in coverage:

Spouse/Domestic Partner Signature Date
Child age 18 or older Signature Date
Child age 18 or older Signature Date
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Required if enrollee is a minor:

Printed name of [] Parent or [] Guardian

Signature Date

This enroliment 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. The policy provides dental benefits only.
Review your policy carefully.

Agent Authorization (Skip to section 10 if you are not working with an agent.)

|, the insurance agent, 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)

Agent’'s Name (printed)

PacificSource Agent No.

Agent'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) (EFT). The first month’s payment cannot be
made by EFT.

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

[ 1 Checking—Attach a voided check [ ] Savings—Attach a voided savings withdrawal slip
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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:

e New accounts 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!

Office use only
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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 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.

Arabic Slesdged)s Baglused) wdg dsuard) g Ged) disad « PacificSource Health Plans casgag <
sdisuml e o paF Ui s3d ) Glgad ol ). (888) 977-9299 - Jua) sz s o Spndd sesdeln
8s) U5 Cp A Jo 35500l

Cambodian- yisdeunduen yeiamyes Auinmenfniuiy yeesing i PacificSource Health Plans w, genyesmiyuigwiniiyes wolngaman
Mon-Khmer  usissn sionwdessims uiduifunwmymsemntys sy (888) 977-9299.

Chinese INRE REEREEGMNER, BBEMNEBEA SBM IBEEMEFE PacificSource Health
Plans AEIMERE, & EEAEEUCHNBESIIEBNALR, K —LHEE, FHiE
Bt [EULLIEAEF (888) 977-9299.

Cushite- Isin yookan namni biraa isin deeggartan PacificSource Health Plans irratti gaaffii yo

Oromo gabaattan, 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.
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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

YN N i?"li&@ﬁ@%@lﬁl L WA T % PacificSource Health Plans [ZDWWTCZH
BN ENWELR b, CHEDEETHR—LZ2ZIT-Y., BHREAFLIYTS
CENTEFT, HEEIMIMY FEA, BREBEINSHS. (888) 977-9299% T
BEBIECIEEL,

Korean

oter 25 = Aot s U= HE AFE 0| PacificSource Health Plans 0| 2t oH A
20| JACHH Hol= jEH e 322 Aote A2 BIE Y810 €=

= Q= el YUSLICH OEH SS A2 0 JI6t)| 2ol A= (888) 977-92992
HMSIoHA Al 2.

|'0II

Persian-
Farsi

SpS oS 3l ) ag) G dile s il « PacificSource Health Plans 20 00 Jlsos ¢ as0-Scse
dfsﬁ ) s \euf'u oS (smS \L..S o )S\ -JL.,SL.,S\?L') du.a\c w\ea (888) 977‘929939&5\(&) Lu_ﬁ\cﬂgja
U\‘SLf\J J}L o \J J}é U“—’) o2 Q\&J\L\ K

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 uJiu Jinlia, KOTOPOMY BbI IOMOT'aeTe, UMEIOTCS BOMPOCHI 110 MOBOAY
PacificSource Health Plans, To Bbl uMeeTe npaBo Ha 6ecriaTHOE MOJy4eHHWe TOMOIIY
v nHdopMalMU Ha BalleM s3biKe. /lJis pa3roBopa ¢ nepeBoJUMKOM 0O3BOHUTE IO
TesiedpoHy (888) 977-9299.

Spanish

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

Thai

winam  wisauflamn 1setiowmiaiie 1nuiieand PacificSource Health Plans amdianifazlduanugaomnie
uwazdaualunmsvasnmlalagliddldie wany nuau Tns (888) 977-9299.

Ukrainian

AKwWwo y Bac un y Korocb, XTo OTpUMye Bawy gonomory, BUHMKaOTb NUTaHHA Npo PacificSource
Health Plans, y Bac € npaBo oTprmaTti 6e3KoLWTOBHY AoNoMOry Ta iHbopmaLito Ha Bawwii
piaHin mosi. LLLo6 38’A3aTMCh 3 Nepeknagayvem, 3a/13B0OHiTb Ha (888) 977-9299.

Vietnamese

Né&u quy vi, hay ngudi ma quy vi dang gidp d&, c6 cau hoi vé PacificSource Health Plans, quy vi
s& c6 quyén duoc giup va cé thém thdng tin bang ngdn ngit ciia minh mién phi. D& néi chuyén
v&i mot thong dich vién, xin goi (888) 977-9299.

IFP81_0818 8



	new coverage: Off
	add family: Off
	change my plan 4: Off
	member ID 5: 
	choose a plan: Off
	marital status: Off
	5 name 5: 
	5 gender 5: 
	5 SSN 5: 
	5 race 5: 
	5 dob 5: 
	5 address 5: 
	5 city 5: 
	5 state 5: 
	5 zip 5: 
	5 county 5: 
	5 phone 7: 
	5 email 7: 
	5 mailing address 6: 
	5 city 7: 
	5 state 7: 
	5 zip 7: 
	coverage date: Off
	3 month 6: 
	3 year 6: 
	attached pages 4: Off
	6 name 6: 
	6 gender 7: 
	6 SSN 6: 
	6 race 6: 
	6 dob 7: 
	6 name 7: 
	6 gender 8: 
	6 SSN 7: 
	6 race 7: 
	6 dob 8: 
	6 name 8: 
	6 gender 9: 
	6 SSN 8: 
	6 race 8: 
	6 dob 9: 
	6 name 9: 
	6 gender 10: 
	6 SSN 9: 
	6 race 9: 
	6 dob 10: 
	6 name 10: 
	6 gender 11: 
	6 SSN 10: 
	6 race 10: 
	6 dob 11: 
	6 name 11: 
	6 gender 12: 
	6 SSN 11: 
	6 race 11: 
	6 dob 12: 
	pages attached 5: 
	8: Off
	8 insurance company 5: 
	8 names 5: 
	8 begin date month 5: 
	8 begin date year 5: 
	8 begin date year 7: 
	8 begin date month 6: 
	8 begin date year 6: 
	8 begin date year 8: 
	8 policy no 5: 
	8 group 5: 
	9 dependent 1 sig  8: 
	9 dependent 1 date 8: 
	9 dependent 1 sig  9: 
	9 dependent 1 date 9: 
	9 dependent 1 sig  10: 
	9 dependent 1 date 10: 
	9 dependent 1 sig  11: 
	9 dependent 1 date 11: 
	minor sig: Off
	11 pay: Off
	withdrawal start: Off
	acct type: Off
	9 printed name 4: 
	9 pg sig 4: 
	9 sig date 4: 
	10 enrollee 4: 
	10 producer 4: 
	10 producer # 4: 
	10 producer sig 4: 
	10 date 4: 
	10 withdrawal 4: 
	10 transfer month 4: 
	10 bank 4: 
	10 acct no 4: 
	10 acct no 5: 
	12 q4: Off
	12 q5: Off
	12 q6: Off
	12 q9: Off
	12 q8: Off
	10 policyholder 5: 
	11 date 5: 
	10 policyholder 6: 
	11 date 6: 


