A
m OdQ 2019 Oregon Individual Medicare

HEALTH  Supplement application

Please mail your completed application to:
Moda Health Plan, Inc., Attn: Membership Accounting, 601 S.W. Second Ave., Portland, OR 97204-3156
Email: Scan and send to individualapp@modahealth.com.
phone 844-235-8012 . fax503-219-3696 « modahealth.com/medicare

This application must be completed and signed in black or blue ink. All enroliment
questions must be answered legibly and to the best of your knowledge. If your application is
incomplete or unsigned, it will be returned to you and your effective date may be delayed.

Enrollment information

Social Security no. Sex Date of birth Age

Oregon residence address

Last name First name Middle initial
Residence street address P.O. Box (if applicable)
City State ZIP

Home telephone no. Work telephone no. County

Billing address (complete only if billing should be sent to an address other than the address listed above)

Name (c/o) Relationship to applicant

Address City State ZIP

Email address

Primary language: Have you used any tobacco products within the last
O English O Spanish O Other: 12months? O Yes O No

Health insurance Social Security Act

Please copy the information from your Medicare Identification Card into the area below and attach
a copy of your Medicare Identification Card or the letter of verification from the Social Security
Administration or Railroad Retirement Board. This information is required to process your application.

Name of beneficiary: Is entitled to: Effective date:

Hospital insurance:

Medicare no.: Medical insurance:

Gender:

Hospital insurance represents Part A. Medical insurance
represents Part B. Please attach a copy of your Medicare card.

Choose a Medicare supplement plan
O PlanA ‘ O PlanF ‘ O High-deductible PlanF ‘ O Plan G ‘ O PlanN

Requested future effective date: 1st of month: year:
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Statements

It is an eligibility requirement at the time of enrollment that the applicant is an Oregon resident.

You do not need more than one Medicare supplement policy. If you currently have a Medicare
supplement policy, you cannot be enrolled unless you intend to replace your current coverage.

If you purchase this policy, you may want to evaluate your existing health
coverage and decide if you need multiple coverages.

You may be eligible for benefits under Medicaid and may not need a Medicare supplement policy.

If after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare
supplement policy can be suspended, if requested, during your entitlement to benefits under Medicaid for

24 months. You must request this suspension within 90 days of becoming eligible for Medicaid. If you are no
longer entitled to Medicaid, your suspended Medicare supplement policy (or if that is no longer available, a
substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility.

If you are eligible for, and have enrolled in, a Medicare supplement policy by reason of disability and you
later become covered by an employer or union-based group health plan, the benefits and premiums
under your Medicare supplement policy can be suspended, if requested, while you are covered under
the employer or union-based group health plan. If you suspend your Medicare supplement policy under
these circumstances, and later lose your employer or union-based group health plan, your suspended
Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be
reinstituted, if requested within 90 days of losing your employer or union-based group health plan.

Counseling services may be available to provide advice concerning your purchase of Medicare supplement
insurance and concerning medical assistance through the state Medicaid program, including benefits
as a qualified Medicare beneficiary (QMB) and a specified low-income Medicare beneficiary (SLMB).

Please answer each of the questions to the best of your knowledge:

1. (0) Did you turn age 65 in the last six months? O Yes 0O No
(b) Did you enroll in Medicare Part B in the last six months? O Yes 0O No
(©) If yes, what is the effective date? / /

2. Are you covered for medical assistance through the state Medicaid program? O Yes 0O No
(NOTICE TO APPLICANT: If you are participating in a “spend-down program”
and have not met your “share of cost,” please answer no to this question.)

If yes,
(@) Will Medicaid pay your premiums for this Medicare supplement policy? O Yes 0O No
(b) Do you receive any benefits from Medicaid other than payments toward your Medicare

Part B premium? O Yes 0O No

3. (0) If you had coverage from any Medicare plan other than original Medicare within the

past 63 days (for example, a Medicare Advantage plan or a Medicare HMO or PPO), fill

in your start and end dates below. If you are still covered under this plan, leave the end

date blank.  START: / / END: / /
(b) If you are still covered under the Medicare plan, do you intend to replace

your current coverage with this new Medicare supplement policy? O Yes 0O No
(c) Was this your first time in this type of Medicare plan? O Yes 0O No
(d) Did you drop a Medicare supplement policy to enroll in the Medicare plan? O Yes 0O No

4. (d) Do you have another Medicare supplement policy in force? O Yes 0O No
(b) If so, with what company, and what plan do you have?

(©) If so, do you intend to replace your current Medicare supplement policy with this policy? | O Yes O No
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5. Have you had coverage under any other health insurance within the past
63 days (for example, an employer, union or individual plan)? O Yes 0O No
(@) If so, with what company and what kind of policy?
(b) What are your dates of coverage under the other policy?

If you are still covered under the other policy, leave end date blank.
START: / / END: / /

If you are replacing current Medicare supplement coverage, please complete the
enclosed “Notice to Applicant Regarding Replacement of Medicare Supplement
Coverage” form.

Protected enrollment periods

If you lost or are losing other health insurance coverage and received a notice from your
prior insurer saying you were eligible for guaranteed issue of a Medicare supplement
insurance policy, or that you had certain rights to buy such a policy, you may be guaranteed
acceptance in one or more of our Medicare supplement plans. Please include a copy of

the notice from your prior insurer with your application. Please answer all questions.

You are applying for coverage within 63 days from the date
your previous Medicare coverage ended and:

1. Your Medicare Advantage plan or Program of All-Inclusive Care for the Elderly (PACE)
terminates or no longer provides service in your areq, or you move out of the servicearea. |0 Yes 0O No

2. You were covered by an employer’s group health plan or a state Medicaid plan
as described in Title XIX of the Social Security Act that provides health benefits,
and the plan terminates your benefits or no longer provides benefits. O Yes 0O No

3. Your Medicare supplement policy and enrollment terminates
because the insurer becomes insolvent or bankrupt. O Yes 0O No

4. Your Medicare supplement insurer has violated a material provision of the policy or
the agent materially misrepresented the plan’s provisions in marketing the plan. O Yes 0O No

5. You terminated your Medicare supplement policy and enrolled in a Medicare
Advantage plan and voluntarily disenrolled from that plan within the first 12 months
of enrolling. You may re-enroll in the same Medicare supplement policy you had
previously if available from the same issuer; however, if that Medicare supplement
policy is not available, you may enroll in plans A, F, F High Deductible, G or N from us. O Yes 0O No

6. You joined a Medicare Advantage plan or a PACE program when you were first
eligible for Medicare. Within the first year of joining that plan, if you decide
to disenroll, you may enroll in any of our Medicare supplement plans. O Yes 0O No
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For agent use only

Agents must list any other medical or health insurance policies sold to the applicant.
List policies sold that are still in force:

List such policies sold in the past five years that are no longer in force:

Insurance history

If you have had prior health coverage and you are applying within 63 days of prior coverage termination,
you may be eligible for credit toward any pre-existing condition period. Please complete the following:

Insurance co. Policy no./ID no. Type of policy (Medicare, HMO, group, etc.)

Employer name Effective date Termination date

List any prior coverage (if above coverage was in force less than six months)

Open enroliment

1. Are you applying for coverage within the six-month period beginning with the first day of
the first month you enrolled for benefits under Medicare Part B regardless of age?
(You must also have Medicare Part A to enroll.)

2. Are you eligible due to disability or End Stage Renal Disease (ESRD), and you
are applying for coverage within 6 months on or after your 65th birthday?

3. Are you eligible due to disability and you enrolled in Medicare Part B in the last 6 months?
(You must also have Medicare Part A to enroll.)

4. Are you applying on or during the 30 days after your birthday for a replacement
Medicare supplement policy with the same or lesser benefits?

5. Are you applying within any of the protected enrollment periods shown on page 3?
(Attach a copy of supporting documentation — such as a letter from your previous
insurance company, certificate of coverage, etc.)

O Yes

O Yes

O Yes

O Yes

O Yes

O No

O No




Health information

Health-related information provided by the applicant will be used only for healthcare management
purposes. The applicant’s coverage cannot and will not be denied, terminated, delayed, limited or
rescinded based on the applicant’s responses or lack of responses to the following questions.

To support applicants who may benefit from our health management
programs, please answer the following questions:

1. Do you or any dependents have a disability and/or a chronic health condition
(e.g., asthma, lung disease, depression, diabetes, heart disease or spine/joint pain)? O Yes O No

2. Have you or any dependents been advised in the last 12 months
that hospitalization, surgery or treatment is needed or pending? 0O Yes O No

Please list the names of all individuals to be enrolled for coverage to
which you’ve answered “yes” to question 1 or 2, and provide a reason:

Name Reason

For agent use only

| (the agent) have explained the eligibility provisions to the applicant. | have not made any
statements about benefits, conditions or limitations of the policy except through written
material furnished by Moda Health. | CERTIFY THAT THE INFORMATION SUPPLIED TO ME
BY THE APPLICANT HAS BEEN TRULY AND ACCURATELY RECORDED HERE.

Agent name (print or type)

Ann Gridley
Agency hame Telephone no.
First ~ Choice Health Insurance, Inc. 541-957-5000
Street address City State ZIP
2000 W Harvard Avenue #100 Roseburg OR 97471
Agent’s signature (required) Date

Note to agent: Payment does not have to be included with the application,
but the first payment is required to activate coverage.
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sarahe
Typewritten Text
Ann Gridley

sarahe
Typewritten Text
First Choice Health Insurance, Inc.                                    541-957-5000

sarahe
Typewritten Text
2000 W Harvard Avenue #100           Roseburg                        OR                 97471


Authorization

Be sure to sign and date the application below. Signature applies to “Certification of completeness
and correctness,” “Authorization for release of information” and “Applicant’s statement.”

Certification of completion and correctness

| affirm that the answers given in this application are complete and correct. | am providing these answers as
part of the application procedure required by Moda Health to enroll in its insurance coverage. | understand
that if this application contains any material misstatements or omissions, Moda Health may, within the first
two years of coverage, deny coverage, modify or cancel the policy, and/or take any other legal action available
to it by law. | will promptly inform Moda Health in writing if anything happens before my coverage takes

effect that makes this application incomplete or incorrect. Moda Health may phone me to clarify answers

on this application. As the applicant, | understand | have the right to inspect the information in my file.

Authorization for release of information
To any physician; healthcare provider; hospital; insurance or reinsurance company; the
Medical Information Bureau, Inc. (MIB) or other insurance information exchange:

| authorize you to give medical information (including alcohol, chemical dependency, mental
treatment or HIV treatment) you have about me to Moda Health or its representatives. This
authorization takes effect on the date shown below. This authorization shall be valid for 24 months
from the date following my signature below unless the authorization is revoked. | have the right

to revoke this authorization in writing at any time. Any uses or disclosures already made with my
permission cannot be taken back. A photocopy of this authorization is as valid as the original.

Applicant’s statement
| understand that if this application contains material misstatements or
omissions, Moda Health may do any or all of the following:

- Cancel the policy as though it were never effective
« Deny benefits under the “pre-existing” clause of the policy, if applicable
- Take any other legal action available to it by law

| understand that my agent is not authorized to make any statements about the benefits, conditions or
limitations of the policy except through written materials furnished by Moda Health. If my agent completed any
answers on my behalf, | have reread all answers and verified that they are true and complete. | understand that
only Moda Health can determine whether to issue a policy to me, and that my agent has no authority to do so.

| am enrolled in Medicare. | understand that | am applying for Moda Health Medicare supplement coverage.
My signature below also acknowledges that | have received the Moda Health Medicare Supplement packet.

| understand that during a guaranteed issue period, my effective date will be the first day of the month
following receipt of my application or other requested future effective date. If | am applying for coverage
during a non-guaranteed issued period, my effective date will be the first day of the month following
Moda Health approval, and | will be notified in writing within 60 days of receipt of my application. | further
understand that each Moda Health Medicare Supplement plan includes a six-month waiting period for
pre-existing conditions. Credit toward the waiting period will be given day for day for prior coverage.

| understand, upon acceptance, that this application becomes part of the policy.

Signature of applicant Date

Please mail your completed application to:
Moda Health Plan, Inc., Attn: Membership Accounting, 601 S.W. Second Ave., Portland, OR 97204-3156
Email: Scan and send to individualapp@modahealth.com.
phone 844-235-8012 . fax 503-219-3696 « modahealth.com/medicare
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Payment method

We offer three payment options for you to choose from.

1. Electronic fund transfer (EFT), see authorization agreement below.
2. Automatic eBill payment through MyModa.

3. Personal check, money order or cashier’s check.

EFT authorization agreement

EFT initiates on the fifth of the month or the following business day and typically takes one or two days to post to
your account. Your initial payment may initiate on a later date in the event that the enroliment is processed after
the 5th of the month. Your premium invoice will be paperless and located in the eBill section of myModa.

1. Complete and sign below as the account holder for monthly automatic premium deductions from your bank.

2. Attach a photocopy of a voided personal check from the account, or provide the bank routing and account
numbers below.

Applicant Account holder

Name of bank Routing number Account number

| authorize Moda Health to charge my checking account for monthly premiums for the above named individual.
| also authorize my bank, named here, to honor these monthly charges. This authority will remain in effect until

| give my bank a reasonable chance to act upon it. | can stop payment by notifying my bank before my account
has been charged.

Account holder signature Signature date

You may be billed for the premium payment necessary to begin electronic deductions. If you want to cancel your
bank deductions, we must receive written notice 15 days before the next deduction date.

Billing options

If you are setup for EFT your premium invoice will be paperless. If you are not setup for EFT you will be setup for
paper invoices. You may change your billing preference to paperless by going to the eBill section of myModa.

If the bill needs to go to an address other than your mailing address, please note the billing address below.

Billing address City State ZIP
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Notice to applicant regarding replacement of medicare supplement insurance or medicare advantage

Moda Health Plan, Inc.
601S.W. Second Ave.
Portland, OR 97204

Save a copy of this notice. It may be important to you in the future.

According to your application, you intend to terminate existing Medicare Supplement or Medicare Advantage
insurance and replace it with a policy to be issued by Moda Health. Your new policy will provide thirty (30) days
within which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now
have. If, after due consideration, you find the purchase of this Medicare Supplement coverage is a wise
decision, you should terminate your present Medicare Supplement or Medicare Advantage coverage. You
should evaluate the need for other accident and sickness coverage you have that may duplicate this policy.

Statement to applicant by issuer, agent or other representative:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
Supplement policy will not duplicate your existing Medicare Supplement or, if applicable, Medicare Advantage
coverage because you intend to terminate your existing Medicare Supplement coverage or leave your Medicare
Advantage plan. The replacement policy is being purchased for the following reason (check one):

O Additional benefits.

No change in benefits, but lower premiums.

Fewer benefits and lower premiums.

My plan has outpatient prescription drug coverage and | am enrolling in Part D.

O o0O0a0o

Disenrollment from a Medicare Advantage plan. Please explain reason for disenroliment.

O Other, (please specify)

1. Note: If Moda Health does not, or is otherwise prohibited from imposing pre-existing condition limitations to
the policy being applied for, please skip to statement 2 below. Health conditions that you may presently have
(pre-existing conditions) may not be immediately or fully covered under the new policy. This could result in
denial or delay of a claim for benefits under the new policy, whereas a similar claim might have been payable
under your present policy.

2. State law provides that your replacement policy or certificate may not contain new pre-existing conditions,
waiting periods, elimination periods or probationary periods. The insurer will waive any time periods applicable
to pre-existing conditions, waiting periods, elimination periods or probationary periods in the new policy
(or coverage) for similar benefits to the extent such time was spent (depleted) under the original policy.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

Signature of applicant Date

Printed Name of Applicant

Signature of Agent or other Representative * Date

Printed Name of Agent or other Representative

* Signature not required for direct response sales.
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Moda does not discriminate

Moda, Inc. follows federal civil rights laws. We do not discriminate
based on race, color, national origin, age, disability, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate with
us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above, call:

Medicare Customer Service,
877-299-9062 (TDD/TTY 711)

Medicaid Customer Service,
888-788-9821(TDD/TTY 711)

Customer Service for all other plans
888-217-2363 (TDD/TTY 711)

If you think we did not offer these
services or discriminated, you
can file a written complaint.
Please mail or fax it to:

Moda, Inc.

Attention: Appeal Unit
601SW Second Ave.
Portland, OR 97204
Fax: 503-412-4003

Dave Nesseler-Cass coordinates
our nondiscrimination work:

Dave Nesseler-Cass,

Chief Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201
800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

A

moda

HEALTH Delta Dental of Oregon & Alaska



ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

AR RMERB 0 AISRIREEE HERTS -
FAENE1-877-605-3229 (EMAZER - 711)

CHU Y: N&u ban noi tiéng Viét, c6 dich
vu hé trg ngén ng mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

ZFol: st20{2 22 910 X|¥ ME|A=Z
0| 235A|2{H CI2 AHEtXZ AHAZISHFA|7|

[== R |

Hi2fL k. M3} 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sa numerong 1-877-605-3229 (TTY: 711)

BHUMAHWE! Ecnu Bbl roBopute no-pyccku,
BOCMONb3yNnTeCh 6eCcniaTHOM A3bIKOBOM
nopgepkomn. No3soHnTe no ten.
1-877-605-3229 (TekcToBbIN TenepoH: 711).

Ciladd lligh el jall Caaats ¢ 13] 14y
o83 Sl Ulaa &l Aalia &y i) 330 L
(711 s omaill iilgl)) 1-877-605-3229

ATANSYON: Si ou pale Kreyol Ayisyen,
nou ofri sevis gratis pou ede w nan lang
ou pale a.Rele nan 1-877-605-3229
(moun ki itilize sistem TTY rele : 711)

ATTENTION : si vous étes locuteurs
francophones, le service d’assistance
linguistique gratuit est disponible.
Appelez au 1-877-605-3229 (TTY : 711)

UWAGA: Dla oséb méwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)

ATENCAO: Caso fale portugués,
estdo disponiveis servicos gratuitos
de ajuda linguistica. Telefone para
1-877-605-3229 (TERMINAL: 711)

modahealth.com

ATTENZIONE: Se parlaitaliano, sono
disponibili per lei servizi gratuiti di
assistenza linguistica. Chiamare il
numero 1-877-605-3229 (TTY: 711)

AR BAEECHREDA IS BAFE

Y —ERZER TRELTEVET,
1-877-605-3229 (TYY.TLRATZA%2—
ZZRBDOAIF7N) ETHEFESEN

Achtung: Falls Sie Deutsch

sprechen, stehen Ihnen kostenlos
Sprachassistenzdienste zur Verflgung.
Rufen sie 1-877-605-3229 (TTY: 711)

Gledd (S (oo Cnnia (o B4 4S8 (J) a3 14a S
Lol 35 0 e (510 O8I ) em 4 den
28 ol (TTY: 711) 1-877-605-3229

YBATA! Ko B roBopuTe YKpaiHCbKOIO,
ANA BaC JOCTYNHi 6€3KOWTOBHI KOHCYnbTauii
pigHo MoBoto. 3aTenedoHynTe
1-877-605-3229 (TTY: 711)

ATENTIE: Daca vorbiti limba romana,
va punem la dispozitie serviciul de
asistenta lingvistica in mod gratuit.
Sunatila 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj
hais lus Hmoob, muaj cov kev pab
cuam txhais lus, pub dawb rau koj.
Hu rau 1-877-605-3229 (TTY: 711)

Tusevsiu: wnaasyan1wbne fead
ANUNFOLIUFNFAIL WA BEUN1EN
163 Tvs 1-877-605-3229 (TTY: 711)

Lnftit’lmo [Ui—inS[iﬂ[ﬁmﬁﬂ[Si I [ijLnf
Mitan nHﬁSfjj[ﬁn‘“lflﬂ[Lﬂ anﬁﬁﬁ[ti

BnSpNIGRINAEAT AyEGIATNIFMEInIg
1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik

kan dubbattan ta’e tajagjiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.

A

moda

HEALTH Delta Dental of Oregon & Alaska





