Individual and Family Enrollment Form
PacificSource

HEALTH PLANS

Thank you for choosing PacificSource!

You may also enroll online at PacificSource.com.

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

¢ [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.
e 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.

¢ 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 8565-330-2792.

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 a dental-only Individual and Family Enroliment Form
instead—available at PacificSource.com. To get started, go to the Shop Plans tab and click Dental.

What type of coverage would you like?

New Coverage Change to My Current Coverage

[] For myself only Current PacificSource ID No.

] For myself + my spouse/domestic partner (This can be found on your ID card.)

[ ] For myself + my family [ ] Add family member(s) (Complete section 5)
[_] For my child(ren) or legal dependent(s) only [[] Change my plan as shown below

Coverage effective dates

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 statewide:

[] Gold 1500 [] Bronze 7000

[] Silver 3000 [] Bronze 8700

[] Silver 4000 [ ] Silver HSA 3500
[] Silver 5000 [] Bronze HSA 7000

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 [ ] 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.

*Gender identity (optional): A-Agender, B-Boy, GF-Gender fluid, GN-Gender nonconforming, GQ-
Genderqueer, G-Girl, M-Man, NB-Non-binary, NL-Not listed, P-Prefer not to answer, Q-Questioning or
unsure, TG-Third gender, TM-Trans man, TW-Trans woman, T-Transgender, TS-Two-spirit, W-VWWoman

**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, MI, Last)
Sex Assigned at Birth (M/F)

Gender ldentity* 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? [lYes [ No
Do you use tobacco products?*** LlYes [ 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? LlYes [ No

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

Name (First, Ml, Last)
Sex Assigned at Birth (M/F) Gender Identity* __ Social Security No.
Race/Ethnicity** Date of Birth (MM-DD-YY)
Primary Care Provider Name****

Primary Care Provider Address****

PSIAMTAPP0122 IFP84_0921 3



Are you a current patient? [lYes [ No

Do you use tobacco products?*** LlYes [ 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? LlYes [ No

Dependent Child (Skip to section 7 if not enrolling dependents.)
Name (First, MI, Last)
Sex Assigned at Birth (M/F) Gender Identity*
Race/Ethnicity** Date of Birth (MM-DD-YY)

Social Security No.

Primary Care Provider Name****

Primary Care Provider Address****

Are you a current patient? [JYes [ No
Do you use tobacco products? *** LlYes [ No
Are you enrolled in a tobacco cessation program? [JYes [ No
Is the tobacco use for Native American or Alaska Native religious or ceremonial purposes? []Yes [ No
Dependent Child

Name (First, MI, Last)
Sex Assigned at Birth (M/F) Gender Identity*
Race/Ethnicity** Date of Birth (MM-DD-YY)
Primary Care Provider Name****

Social Security No.

Primary Care Provider Address****

Are you a current patient? [JYes [ No
Do you use tobacco products?* ** LlYes [ No
Are you enrolled in a tobacco cessation program? [JYes [ No
s the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [JYes [ No
Dependent Child

Name (First, MI, Last)
Sex Assigned at Birth (M/F) Gender ldentity*
Race/Ethnicity** Date of Birth (MM-DD-YY)
Primary Care Provider Name****

Social Security No.

Primary Care Provider Address****

Are you a current patient? [JYes [ No
Do you use tobacco products? *** LlYes [ No
Are you enrolled in a tobacco cessation program? [JYes [ No
s the tobacco use for Native American or Alaska Native religious or ceremonial purposes? [JYes [ 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 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.

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 enrollment. 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.
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PacificSource may also send PDF documents to you as part of the application 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 your application?

[] Are all sections filled in completely?

[ ] Have you attached requested paperwork (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 through any
of the following:

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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®

PacificSource

HEALTH PLANS

Discrimination is Against the Law

PacificSource Health Plans (“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)

¢ 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.

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, 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
https://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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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Bantu-Kirundi

Iyi notice ifise akamaro k’ingenzi. lyi notice ifise akamaro kingene utegerezwa gusaba canke
ivyerekeye PacificSource Health Plans, ucuraba ko ibikenewe kuriyi notice, ushobora gufata
umwanzuro ukungene wokurikirana ubuzima bwawe uburihiye. Kandi ukongera kugira
uburenganzira bwo kwigenga kuronka amakuru n’ubufasha mu rurimi gwawe atacyo utanze.
Hamagara (888) 977-9299.

Cambodian-
Mon-Khmer
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gshloiysunda Haiens HoAURSNT Y M IX 10y /ey PacificSource
Health Plans ryautmmmm UITUIG IS Tt Iﬁﬁ$ﬁUMGﬁﬁ%ﬁISMNUIS 9
HRUIRUMNMUTGiMIuismusygemn bosinnigmasmusis
iusedSmim ;’::-‘ﬁ‘ﬁ‘lif‘l IR eMNIEMS JUARSSWUGMIY
HAYSHRologUNl Y SULS: sb&ﬁsmm‘iﬁsﬁmmnm:—zmmmasz—gmmu
oW 9 iy ginings (888) 977-9299[4

Chinese

REHE ’ﬁi%ﬁﬁnﬂ%‘\o 78 SN R #73558 PacificSource Health Plans iz
HMBESRGEEZENAR, BERNBEHMFEEEZNHY. ﬁE%“&E’—’f EEI"J%M: H
W2 BT ?*HX EJJ LRBIENRERIERERERE, 1.’5%1‘%*']%%14@ EISTIEE)
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Cushite-
Oromo

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa yookan karaa
PacificSource Health Plans tiin tajaajila keessan ilaalchisee odeeffannoo barbaachisaa gaba.
Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan
deeggaramuuf yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan keessaniin odeeffannoo argachuu fi
deeggarsa argachuuf mirga ni gabaattu. Lakkoofsa bilbilaa (888) 977-9299 tii bilbilaa.

French

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande
ou la couverture par l'intermédiaire de PacificSource Health Plans. Rechercher les

dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais
pour maintenir votre couverture de santé ou d'aide avec les co(ts. Vous avez le droit d'obtenir
cette information et de I'aide dans votre langue a aucun colt. Appelez (888) 977-9299.

German

Diese Benachrichtigung enthélt wichtige Informationen. Diese Benachrichtigung enthalt wichtige
Informationen beziiglich Ihres Antrags auf Krankenversicherungsschutz durch PacificSource
Health Plans. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten bis
zu bestimmten Stichtagen handeln missen, um Ihren Krankenversicherungsschutz oder Hilfe
mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer
Sprache zu erhalten. Rufen Sie an unter (888) 977-9299.

ltalian

Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso
PacificSource Health Plans. Cerca le date chiave in questo avviso. Potrebbe essere necessario un
tuo intervento entro una scadenza determinata per consentirti di mantenere la tua copertura o
sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua
gratuitamente. Chiama (888) 977-9299.

Japanese

COBMCITEELGERNEENTULET, D@L, PacificSource Health
Plans OBFF-(IMHESHFICET IEERBHRIAISENTVET, COBEHIZE
HINTWIEELBMNE CHERLESN, BEREOCAEHYR— FZ#FT 5121,
BEDHBETIZTHEMS B TNELSBWMGENHYET, CHENDEEICLS1E
EYR— FAEHTIRESINET, (888)977-9299F THEBEE FZ LY,




Korean
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Laotian

NIV 9NIVY DS 1) VIS V. NIVCCD 9NIVY i)é",\g VN6 LN JoN) VOIS 99JUD NV &
T)fms)”.,u s)af_)zagui ‘)D?O&)c.i 27 PacificSource Health Plans ¢ Uﬁsf)f) Uf) 2 0O 15m
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Nepali

1 9 T, H8W@U Ygg DRI S | A Il dqUTgad of 3TAf0 dT PacificSource Health
Plansmmwmgﬁﬂgﬁmﬁwm TR S | Y & AT W] HEWURG &
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Norweigen

Denne kunngjgringen har viktig informasjon. Kunngjgringen inneholder viktig informasjon om
programmet eller dekning gjennom PacificSource Health Plans. Se etter viktige datoer i denne
kunngjgringen. Du ma kanskje ta affaere ved visse frister for a beholde helse-dekning eller
gkonomisk bistand. Du har rett til & fa denne informasjonen og hjelp i ditt spark uten kostnad.
Ring (888) 977-9299.

Pennsylvania
Dutch

Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft
baut dei Application oder Coverage mit PacificSource Health Plans. Geb Acht fer

wichdiche Daadem in die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an
beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe
kannscht. Du hoscht es Recht fer die Information un Hilf in deinre eegne Schprooch griege, un
die Hilf koschtet nix. Kannscht du (888) 977-9299 uffrufe

Persian

Lo g2 e Lad (5 dapy (i gy Ly g Ll oy o )l )2 e e Sl s azadle ) (gl 2ilie pge e Sl ks agadle ]
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Punjabi

fer & fAn Ae9 YA aradat J. fer & fTA A= PacificSource Health Plans @@3@813@'31_-[
W2 gt foo1d 1T 32U I FrEanat 3 . for & far Aeg ym 3dhy Bet 28, Aad 3
AAI3d<dd fJuet I= 71 GA Tt o Al g Hee © ol aé?m::::::mgwmg
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Romanian

Prezenta notificare contine informatii importante. Aceasta notificare contine informatii
importante privind cererea sau acoperirea asigurarii dumneavoastre de sanatate prin
PacificSource Health Plans. Cautati datele cheie din aceasta notificare. Este posibil sa fie nevoie
sa actionati pana la anumite termene limita pentru a va mentine acoperirea asigurarii de
sanatate sau asistenta privitoare la costuri. Aveti dreptul de a obtine gratuit aceste informatii si
ajutor in limba dumneavoastra. Sunati la (888) 977-9299.




Russian

Hacrosmee yBemoMileHHE COAEPKUT BAXKHYI0 HHPOPMAITHIO. 3TO YBEAOM/IEHUE COLEPKUT
BaXKHYIOMHPOPMALIMIO O BaLLEM 3aABAEHUN UAKN CTPAXOBOM NOKpPbITUKM Yepes PacificSource
Health Plans. MocmoTpuTe Ha KatoYeBble AaTbl B HACTOALLEM YBeAOMAEHMU. Bam, BO3MOXKHO,
notpebyeTca NPUHATL Mepbl K onpeaeneHHbIM NpeaenbHbIM CPOKaM 418 COXPaHeHMA
CTPAX0BOro NMOKPbLITUA MAM MOMOLLM C pacxogamu. Bbl umeeTe npaBo Ha becniatHoe noayyeHue
3TON MHbOPMALIMKN M NOMOLLLb Ha BalleM fA3blKe. 3BOHUTE o TenedoHy (888) 977-9299.

Serbo-
Croatian

U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjestenju su sadrZane vaine
informacije o Vasoj prijavi ili osiguranju preko PacificSource Health Plans. Pogledajte nalaze li se
u ovom obavjestenju neki klju¢ni datumi. MoZda ¢ete morati poduzeti odredenje radnje u
datom roku kako biste i dalje zadrzali svoje osiguranje ili pomoc¢ pri pla¢anju. Imate pravo da ove
informacije, kao i pomoc¢, dobijete besplatno na svom jeziku. Nazovite (888) 977-9299.

Spanish

Este Aviso contiene informacion importante. Este aviso contiene informacién importante acerca
de su solicitud o cobertura a través de PacificSource Health Plans. Preste atencidn
a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene
derecho a recibir esta informacién y ayuda en su idioma sin costo alguno. Llame al (888) 977-
9299.

Tagalog

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay
naglalaman ng mahalagang impormasyon tungkol sa iyong aplikasyon o pagsakop sa
pamamagitan ng PacificSource Health Plans. Tingnan ang mga mahalagang petsa dito sa
paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang panahon
upang mapanatili ang iyong pagsakop sa kalusugan o tulong na walang gastos. May karapatan ka
na makakuha ng ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa
(888) 977-9299.

Thai

UmailiidoyaandisnaiiidoyaiandadmiunsnsainmieveuiunUsiuguanusinn
W PacificSource  Health Plans  gnusanisTudsznaiiaaonaasdesaniiiunisaisTun
WuasBznALLauRearsn IR uguMWYIRUnEo NsThumAefide Tdnunmuiianaia
sldsudoyanazmuthumaail lumwwssaalas LifienTods Tns (888) 977-9299.

Ukrainian

Le moBiioMIIeHHSI MICTUTB BaXIIMBY iHpOpMaIIito. Lle noBifoMneHHA MicTUTb BaXKMBY
iHpopMaLito Npo Balle 3BepHEHHS LWOA0 CTPAXyBaibHOIo NOKpUTTA Yepes PacificSource Health
Plans. 3BepHiTb yBary Ha KO4YOBi AaTW, BKa3aHi y LbOMY NOBiAOM/EHHI. ICHY€e iMOBIpHICTb
TOro, wo Bam Tpeba byae 34iACHATU NEBHI KPOKU Y KOHKPETHI KiHLEBi CTPOKM ANA TOro, Wob
36eperTv Bawe megmnuHe cTpaxyBaHHA abo oTpumaTt piHaHCOBY gonomory. Y Bac € npaso Ha
OTpPUMaHHA Uiei iHdopmauii Ta sonomorn 6e3KoWTOBHO Ha Bawili pigHii moBi. [J3BOHITb 33
Homepom TenedoHy (888) 977-9299.

Vietnamese

Théng bao nay cung cap thong tin quan trong. Thdng bao nay cé thong tin quan trong vé don xin
ndp hodc hop déng bao hiém qua chwong trinh PacificSource Health Plans. Xin xem ngay then
chdt trong théng bdo nay. Quy vi ¢ thé phai thuc hién theo théng bao ding thoi han dé duy tri
bao hiém sirc khoe hodc duoc tro gitp thém vé chi phi. Quy vi cé quyén duoc biét thdng tin nay
va duoc tro gitp bang ngdn ngit cia minh hoan toan mién phi. Xin goi s& (888) 977-9299.
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