THE . COMPANIES

Enroliment Application
and Change of Information Form

Please complete both sides of this form and sign on the back. Please type or print legibly in black or blue ink. Thank you!

COVERAGE (Please choose the
Prevailing Plan or the Low-cost Plan.)

Managed Care
[ Prevailing Plan
[ Low-cost Plan

APPLICANT NAME BIRTHDATE GENDER APPLICANT’S SOCIAL
First Middle initial Last SECURITY NUMBER

Om OF
APPLICANT MAILING ADDRESS HOME PHONE NUMBER
Address City State ZIP

( )

MARITAL STATUS PRIOR EMPLOYER AND DIVISION PRIOR PLAN NUMBER PRIOR MEMBER NUMBER
O single O widowed (Complete if known)
[J Married [ Registered partner*
O Divorced  [Separated

Dependent information (f terminating dependents, please list those dependents to remove from coverage.)
If enrolling in an ODS Managed Care plan, it is mandatory that each person select a primary care physician from the provider directory and list the
provider’s name below. Each family member can choose their own primary care physician.

NAME BIRTHDATE | GENDER | RELATIONSHIP| PRIMARY CARE PHYSICIAN (PCP) CURRENT

First M.I. Last First Last City PATIENT?

Subscriber EQA Self EL
Om Oy
OF N
Om Oy
OF N
Om Oy
OF N
Om Oy
OF N

Will you or any dependents have other health insurance? C1Y CIN Are you or any dependents currently eligible for Medicare coverage? []Y [ ] N Ifyes, please indicate:

TYPE OF APPLICATION

[ New Enrollment
Date of Group Plan Termination:

Effective Date for Portability Plan:

CHANGES:
[J Address Change
(complete address section)

[ Primary Care Physician Change
Effective Date:

[J Name Change
Effective Date:
New Name:
Old Name:

[J Add Dependent(s) - List
dependent(s) to add in dependent
section and qualifying event
date*.

Newborn Birthdate:

Adoption Date:

Marriage Date:

Registered

Partner Date:

Court-Appointed

Guardian Date:

* Dependent adds require a
qualifying event date.

[ Terminate Dependent(s) - List
dependent(s) being terminated in
dependent section, date and
reason.
Term. Date:
Reason:

INSURED EMPLOYEE

INSURED DEPENDENTS

INSURED COMPANY

GROUP NO.

SUBSCRIBER

EFFECTIVE DATE

*Partner registered pursuant to the Oregon Family Fairness Act.

OVER =l



ODS ENROLLMENT APPLICATION

It is VERY important that the employee sign and date below. Thank you!

Out-of-area dependent children and full-time students

Portahility eligibility requirements

Complete this section if you have eligible dependents who do not permanently reside
with you or who attend an accredited school or college university on a full-time basis.

DEPENDENT NAME HOME ZIP CODE FULL TIME SCHOOL NAME

Oy ON

Oy ON

Oy ON

Covered dependent children definition

An unmarried child is eligible for coverage if he/she meets the dependent eligibility
requirements of the plan. See your plan description for details.
The following are eligible dependent children:
¢ Your natural child
¢ Your step-child, adopted child or a child placed with you for adoption
¢ Newborns born to a covered dependent (legal guardianship is required for coverage
after the first 31 days)
¢ Children related by blood or marriage for whom you are the legal guardian (you will
need to attach a signed court order showing legal guardianship)

You are eligible for portability coverage under this agreement if you meet
the following requirements:

* You have been continuously covered (not counting any required
employment probationary period prior to coverage) for 180 days or more
under one or more Oregon Group health benefit plans, or you meet the
eligibility requirements of the Health Insurance Portability and
Accountability Act of 1998;

® You have applied for portability coverage no later than the 63rd day after
termination of your prior coverage;

¢ You are not eligible for prior group coverage or would remain eligible for
prior group coverage under the Federal Employee Retirement Income
Security Act of 1974, as amended, were it not for action by the plan
sponsor relating to the actual or expected health condition of the
individual;

® You are not covered under another health benefit plan at the time that
portability coverage would commence;

® You are not eligible for the federal Medicare program; and

® You are an Oregon resident.

Please read and sign helow

| acknowledge and understand my health plan may request or disclose health information about
me or my dependents (persons who are listed for benefits coverage on the enrollment form) from
time to time for the purpose of facilitating healthcare treatment, payment or for the purpose of
business operations necessary to administer healthcare benefits; or as required by law.* Health

Health information requested or disclosed may include, but is not limited to: claims
records, correspondence, medical records, billing statements, diagnostic imaging reports,
laboratory reports, dental records or hospital records (including nursing records and
progress notes).

This acknowledgement does not apply to obtaining information regarding HIV/AIDS,

a information requested or disclosed may be related to treatment or services performed by: sychotherapy notes, alcohol/drug and genetic testing. A separate authorization will be
£ e Aphysician, dentist, pharmacist or other physical or behavioral healthcare practitioner; psy . Py 7 & B . & P
g « Aclinic. hospital. lone-term care or other medical Facilitv: used for information related to these health conditions.
= T p. 3 § o y,' ) ) * For more information about such uses and disclosures, including uses and disclosures
e Any other institution providing care, treatment, consultation, pharmaceuticals or supplies or; required by law, please refer to the Notice of Privacy Practices
* An insurance carrier or group health plan. A copy is available by calling the Privacy Office at 503-243-4492.
X Date
801129 (11/08) www.odscompanies.com Insurance products provided by ODS Health Plan, Inc.





