' Eugene (541) 686-1242 or (800) 624-6052
R EQ UEST FOR @ Bend (541) 330-8896 or (888) 877-7996
Medford (541) 858-0381 or (800) 899-5866
OREGON GROUP

PaCiﬁCSOU rce Portland (503) 699-6561 or (866) 540-1191
I N SU RA N CE HEALTH PLANS Web www.pacificsource.com

EMPLOYER INFORMATION

Legal Name of Employer:

Name Doing Business As (DBA), if different than above:

Business Street Address:

City: Zip Code: County:

Billing Address (if different than above):

City: State: Zip Code:
Phone No.: Fax No.:
Name of Contact Person: E-Mail Address:

Name(s) of All Owners and Partners:

Federal I.D. Number: Name of State Your Company is Headquartered:

Business Inception Date: SIC or NAICS Code:

Nature of Business (description of work involved):

Form of Organization (check all that apply): []Sole Proprietorship []Partnership [JGovernment [JUnion []Church
[lAssociation [[JMEWA []Trust []C-Corp []Subchapter S-Corp []Limited Liability Company [ _|Non-Profit

AFFILIATES

Is your company affiliated with any other company? [ ]Yes [INo

Will they also be insured with PacificSource? []Yes [INo If yes, complete and attach the Common Ownership Form

Name of Affiliate(s): Number of Employees:

Address of Affiliate(s):

HSA, HRA, FSA, COBRA ADMINISTRATION, OR EAP

Check any accounts that your group has: [ JHSA [JHRA [JFSA [JCOBRA Admin [JEAP (multiple boxes can be checked)

Account Administrator(s): [ ]Manley Services [ JHSA Bank [JUmpqua Bank []Other:

If HSA Bank, do you want one combined bill for HSA contributions and insurance premium? []Yes[]No

GROUP DOCUMENTS

Billing, if multiple locations/classifications: [ JCombined bill [ _]Separate bills mailed to: __main group __each location
Handbooks: [ JHardcopies [ ]Electronic copies  Send to: [ |Group directly [JAgent to deliver []Client Rep to deliver
Language: Do you need Spanish plan materials? [ ]Yes [INo Other language needs:

POLICY EFFECTIVE DATE

The requested effective date for the policy is , 20 (must be 1% or 15" of month)
REQUIREMENTS

Request for Group Insurance and enroliment materials must be submitted before policy effective date.

Group Profile Form.
Common Ownership Form, if your company is affiliated with another company that will be insured by PacificSource.
FlexPerks Account Set-up Worksheet if applicable for HSA, HRA, and/or FSA plans.

Check for estimated first month’s premium on all requested lines of coverage. Amount: $
Acceptance of premium does not imply coverage. If coverage does not go into effect, the deposit will be refunded.

Ooooood
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EMPLOYER CONTRIBUTION TOWARDS PREMIUM

Minimum Contribution Requirement:
2-25 eligible employees: medical 50%/0%, dental 50%/0%
26-50 eligible employees: medical 50%/0%, dental 75%/0% or (50%/50%)
51+ eligible employees: medical 75%/0% (or 50%/50%), dental 75%/0% (or 50%/50%)

Medical: Employee % Dependent % Dental: Employee % Dependent %

*If employer contribution differs by job classification, please list all contribution variations (attach page if needed).

PROBATIONARY PERIOD AND PEOPLE TO BE INSURED

Attach all completed enrollment applications.

Applications must be submitted for all individuals to be insured, including those on continuation of coverage. Individuals
currently eligible and for whom applications are not received will be considered late enrollees and will be subject to waiting
periods of up to 12 months from the date of later application.

Hourly Requirement: Employees are required to work hours per week for coverage (between 17% and 40 hours).

Waiting/Probationary Period: Employees are eligible for coverage the 1% of month following days.
Small (2 to 50 employees): Must be “first of the month” following between 1 and 90 days.
Large (51+ employees): Must be “first of the month” following between 1 and 180 days.

1. Number of all employees (including full-time, part-time, owners, partners, and principals)
2. Number of former employees currently on continuation with your group health plan (must submit applications)

A. TOTAL EMPLOYEES - Add nos. 1 and 2 above:

3. Number of employees who do not qualify due to hourly requirement

4, Number of employees who do not qualify due to waiting period requirement

5. Number of employees waiving coverage due to other group coverage (waiver forms must be submitted)
6. Number of employees not insured for reasons not stated above (requires prior approval from PacificSource).

Please explain reason (e.g., classification not eligible, chose not to participate):

B. TOTAL EMPLOYEES NOT ENROLLING - Add nos. 3 through 6 above:

o

TOTAL EMPLOYEES ENROLLING, including continuation - Subtract B from A above:
Employees on continuation of coverage: Applications must be submitted for all employees on continuation.

NAME CONTINUATION EFFT DATE QUALIFYING EVENT

EXISTING HEALTH INSURANCE

Replacing existing insurance? []Yes [ ]No If yes, submit six months proof of prior coverage for credit toward exclusion periods.

Prior Insurance Company: Prior Group No.:

Names of any employees whose last names have changed in the past six months:

EXISTING DENTAL INSURANCE

Does this insurance replace existing dental insurance? [ ]Yes [ ]No

Prior Company: Plan Design: Deductible:
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MEDICAL PLAN DESIGN(S) REQUESTED

Provider Network (select one): [ JPSN [ JWCN [JCCN

Deductible (select one if deductible plan): []Calendar []Plan year

Product Line: Plan Designs:

[JPreferred CoDeduct [ 300+15 O 750+15 [ 1000+35 [ 2000+25 [ 2500+35
0O 300+25 O 750+25 0 1000+50 O 2000+35 O 2500+50
[0 500+15 O 750+35 O 1500+25 O 2000+35/70% O 3000+35/70%
[0 500+25 [J1000+15 [J1500+35 [J2000+50
0 500+35 O 1000+25 O 1500+50 O 2500+25

[IPreferred CoDeduct Value | 0300+35 O750+35 [01500+35 02500+35 [05000+35
[0300+35/70% 0O0750+35/70% [01500+35/70% 02500+35/70% [05000+35/70%
[0300+50 d750+50 [J1500+50 [02500+50 [J5000+50
[0300+50/70% O750+50/70% [01500+50/70% 002500+50/70% [05000+50/70%
[J500+35 [J1000+35 [J2000+35 [03000+35 [d7500+35
[0500+35/70% [01000+35/70% [02000+35/70% 03000+35/70% [07500+35/70%
[0500+50 [01000+50 [02000+50 [03000+50 O7500+50
[0500+50/70% [01000+50/70% [02000+50/70% [03000+50/70% [O7500+50/70%

[JPreferred Deductible 80+300 [80+750 d80+1500 [80+2500 [050/5000

and Percentage [180+500 [180+1000 [180+2000 050/3750 070/3500

[JPreferred Copay 015/200D 025/200D 015/50% OBHP

[JPreferred FlexPerks [OFP80+1100 O FP80+1500 O FP80+2000 O FP80+2900 OFP5000
[OFP80+1100+Rx  [FP80+1500+Rx  [FP80+2000+Rx [FP80+2900+Rx OFP5000+Rx

[IPrime pcPp & referrals required [d15/200D [d25/200D [1500+25 [11000+35

[CIChoice pcPp required [15/200D [d25/200D

OTHER PLAN DESIGN(S) REQUESTED

Product Line:

Plan Designs:

[JAlternative Care

[ AltCare 500

[ AltCare 1000

[ AltCare 1500

O AltCare 2500

O Chiro Plus 500 O Chiro Plus 1000

[ Chiro+AltCare 500 O Chiro+AltCare 1000
OVision Plus OVision

Available on any plan with a deductible

Available on Preferred 80% deductible plan and FP 80% plans

(2500 designs only available
to groups of 51+ employees)

O Chiro Plus 1500
[ Chiro+AltCare 1500
OEye Exam Only

O Chiro Plus 2500
O Chiro+AltCare 2500

[Jvision
[JAdditional Accident
[CJFirst Dollar PrevCare

[IPharmacy O Tiered 10/20/40 OTiered Value 10/50/75  ORx 15/50%
O Tiered 15/30/50 O Tiered 200+15/30/50 ORx 50%
[Dental OPrev 25/1000 O Comp 25/1000 OComp Plus 25/1000  OPrev Value
Available to groups of: OPrev 25/1500 OComp 25/1500 O Comp Plus 25/1500 O Comp Value
2+ if with medical OPrev 50/1000 O Comp 50/1000 OComp Plus 50/1000  Olncentive 1000
10+ if dental only O Prev 50/1500 O Comp 50/1500 O Comp Plus 50/1500  Olincentive 1500

[Jorthodontia
[IManley Services TPA
[CJother/Variations (list details)

AGENT INFORMATION

Agent:

Available to groups with 26 or more employees only
O FSA Section 125 OHRA Arrangement

0 COBRA Admin (available to groups of 20+ only)

Agency: Agent No.:

E-Mail: Phone No.: Fax No.:

PLEASE READ CAREFULLY

This is a request for group insurance, not a policy. Under no circumstances will coverage be in force until the policy is issued by PacificSource
and accepted by the employer. Once a policy is issued, the terms of the policy shall control in all cases. | affirm that the answers on this
application are correct and understand that benefits and eligibility cannot be changed retroactively or improved prior to renewal. | also
understand that if this application is not received by PacificSource at least 10 days prior to the effective date, the group is subject to delays.

Employer Signature Date Agent Signature Date
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For PacificSource Use Only

MARKETING REPRESENTATIVE REVIEW

Endorsements/Variations/Notes:

Financial:  [JFully Insured [ JAdministrative Services Only (ASO) [ ]Retrospective  [_]Minimum Funding
Bill: [l4-Tier [3-Tier []2-Tier []Composite

Association: [ ]Letter of Agreement Distributed [ ]JDocuments for State Filing to Compliance

Mrkt Rep Signature: Date: Approved: Date:
Ee Only Ee + Spouse Ee + Family Ee + Children

Medical:
Pharmacy:
Vision:
Chiro:
Alt Care:
Total Medical:

Ee Only Ee + Spouse Ee + Family Ee + Children
Dental:
Ortho:
Total Dental:

MONTHLY ANNUAL Medical + Pharmacy + Vision: %

Medical: Dental + Orthodontia: %
Dental: HSA Bank: $
HSA Bank:
Total:

Eugene ¢« PO Box 7068 « Eugene OR 97401-0068  (541) 686-1242 or (800) 624-6052 » FAX (541) 225-3645
Bend « PO Box 6837 « Bend OR 97708 « (541) 330-8896 or toll-free (888) 877-7996 « FAX (541) 330-8948
Medford « PO Box 1027 « Medford, OR 97501 « (541) 858-0381 or toll-free (800) 899-5866 « FAX (541) 858-0486
Portland « PO Box 2129 « Lake Oswego OR 97035 « (503) 699-6561 or toll free (866) 540-1191 « FAX (503) 697-1075
Boise ¢ 251 East Front Street, Suite 203 « Boise, Idaho 83702-7312 « (208) 342-3709 or (888) 492-2875 « FAX (208) 342-4508
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@ PacificSource OREGON GROUP PROFILE FORM

HEALTH PLANS

This form must be completed before PacificSource can issue a new group quote or renewal.

Combining employer groups: Any person that is treated as a single employer under subsection (b), (c), (m) or (o) of
section 414 of the Internal Revenue Code of 1986, may apply for one group health insurance policy if they chose to do so.
If you are applying for a quote or renewal as a consolidated group of employers in accordance with this provision, this
form should include information for all of the consolidated groups as one group.

Employers with more than 50 total employees: If an employer has more than 50 total employees, the employer may
request a group health insurance quote as a large employer group. However, if the group has more than 50 total
employees but only 2 to 50 eligible employees and limits coverage under the health plan to only eligible employees or
limits coverage to a class of employees, the employer must request a quote as a small employer group. Health insurance
carriers are required to provide a small employer quote to small employers upon request and must provide small employer
coverage if an employer accepts the quote (see small employer quote request section below).

Employee means any individual employed by an employer. The total number of employees should be indicated in block
#1 below.

An eligible employee is an employee that works a regular schedule of 17.5 hours or more per week. Eligible employee
does not include employees who worked on a temporary, seasonal, or substitute basis. The total number of eligible
employees should be indicated in block #2. The total number of eligible employees indicated in block #2 may be different
than the actual number of employees eligible for coverage if the plan’s hourly requirement is different than 17.5 hours.

Small employer: If the total number of employees is 50 or less and you have at least two eligible employees, you are a
small employer.

Large employer: If the total number of employees is 51 or greater, the group may qualify as a large employer.

Covering classes of employees: Employers with 26 or more eligible employees may limit coverage to a class or to
classes or employees, if they elect to do so. Classes must be based on bona fide classifications consistent with your usual
business practice. Employers with 25 or fewer eligible employees must cover all eligible employees that satisfy the hourly
and probationary requirements of the employer unless the employee waives to other group coverage.

Company: Group Number: Contact Name: Producer Name:

Address: Location of Company Headquarters:

1. Number of total employees employed in the prior calendar year?

2. Number of eligible employees (those working at least 17.5 hours per week)?

3. Do you intend to cover all employees? OYes [ONo

4. Do you intend to cover only a class or classes of employees? OYes ONo

5. Do 50% or more of employees work in Oregon? OYes [ONo

Additional comments or explanation: | am requesting a small employer quote (initials)
See “Employers with more than 50 total employees” above.

| attest that all the information contained herein was provided by a duly authorized representative of the employer and:
a) Employer is informed of the option stated under “Employers with more than 50 total employees” above;
b) Employer understands final rates are based on actual enroliment and may differ from the rates originally quoted; and
¢) Additional information may be required by PacificSource to verify eligibility of the group.

This form is for (check one): [JProspective group quote [INew group [IRenewing group Renewal or effective date:

I am (check one): [JOwner [IGroup Administrator [IPresident [IDirector [ICorporate Officer [1Agent* [ILicensed Rep of Agent*

*If Agent, who at group provided you the information and when:

Print Name Title Phone Number

Signature Date E-Mail

Please fax this form to (541) 225-3645, or mail to Marketing Dept, PacificSource, PO Box 7068, Eugene, Oregon 97401
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PacificSource InTouch for Administrators PIN Request

e Please type in all of the requested information.
< When finished, click the Print Form button and sign your request form where indicated.
e Watch for your PIN and login instructions to arrive by U.S. mail within a few days.

Group Name: Group Number (optional):

Mailing Address:

City: State: Zip:

Contact Name: Phone:

Please provide the name and unique e-mail address of each person at your organization who should
have access to PacificSource InTouch for Administrators. The employee's e-mail address will become
their InTouch login ID. If these staff members do not have unique e-mail addresses, please contact our
Marketing Service Coordinator at (541) 687-7047.

If your organization plans to use our online enrollment feature, please also provide an e-mail address
through which we can notify you that employee applications are awaiting your approval. You may provide
this e-mail address in the Notify field below. If this address is the same as your login e-mail address, you
may simply type "same" in the Notify field. If you do not plan to use online enrollment, you may leave the
field blank.

Name: E-mail:
Notify:
Name: E-mail:
Notify:
Name: E-mail:
Notify:
Name: E-mail:
Notify:

Authorization: To be completed by the appointed plan administrator or his/her designated
representative.

I understand that PacificSource InTouch is a secure Web site that allows access to confidential
information about my group's PacificSource coverage. | also understand that by signing below, | authorize
the employees listed above to access that information on behalf of the organization listed above.
PacificSource will then issue unique PINs for each authorized employee, and those PINs should not be
shared with anyone else without my express permission.

Title of authorized signator:

Authorized Signature Date

Please sign your form and return it to PacificSource with the rest of your Request for Group Insurance.
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