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Oregon State University Student Plan
Enrollment Form for Postdoctoral Fellows, Vet Residents, Visiting Scholars

Save time by emailing this completed form to MembershipStudentReps@PacificSource.com. Allow 3–5 business days for processing, then call 541-284-7961, TTY: 711 
(we accept all relay calls) to make your payment over the phone. Or you can wait until you receive your first bill, which will include information on how to pay.

Section 1: Student information

Last name   First name    MI   

Student ID number   Effective date (MM/DD/YY)    Date of birth  

Physical address    City     State   Zip  

Mailing address (if different)    City     State   Zip  

Phone   Email   Sex at birth (M/F)   Gender ID*   Race/ethnicity**  
*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-Woman

**Race/Ethnicity (optional): Choose the code that each family member would most closely identify with: AI-American Indian/Alaska Native, A-Asian, B-Black/African American, H-Hispanic/Latino, 
N-Native Hawaiian/Other Pacific Islander, W-White/Caucasian.

Section 2: Adding dependents
LIST DEPENDENTS TO BE INSURED BELOW. Dependent enrollment must coincide with the time of student enrollment (with the exception of a newborn, placement of foster 
child, adopted child or a qualifying event). Dependent coverage is available only if the student is also insured. Dependent coverage must be the exact same coverage period of the 
lnsured; and therefore, will expire concurrently with that of the student. Dependent coverage will end prior to that time if the dependent is no longer eligible under the plan.

Name (Last, first, MI)
Sex assigned 
at birth

Gender 
identity*

Birth date
Race/ 
ethnicity**

Spouse or domestic partner  M 
 F

Dependent child  M 
 F

Dependent child  M 
 F

Dependent child  M 
 F

Child custody: If you, your spouse, or your domestic partner are 
a Court Ordered Guardian or are required to provide coverage for 
a child from a previous relationship, then you must complete this 
section (in addition to the previous section) and provide a copy 
of the legal documentation that shows responsibility for medical 
expenses. Please use additional paper if needed. 

Child’s name  

Custodial parent’s name   

Mailing address  

Person required to provide insurance  

Legal custody:

 Mother     
 Father     
 Joint     
 Other 
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Section 3: Other coverage
Health coverage information: Do you, or any people listed on this enrollment form, have other active health or dental insurance coverage, including Medicare, Medicare 
Advantage, Medicare supplemental, or Pediatric Dental coverage?  Yes  No

Name(s) of individual(s) covered under the policy Medical insurance carrier Coverage dates Will coverage continue? Coverage type(s)

Carrier name: 
Policy no.: 
Phone: 
Group name:

Begin:
End:

 Yes  No

 Medical
 Vision
 Pediatric dental
 Adult or family dental

Section 4: Payment information
The billed amount includes non-insured services, and certain federal, healthcare fees/assessments. Below, select 
your program. Please calculate total initial premium due by multiplying the monthly premium by the amount of 
members enrolling. Please also select which type of program you are enrolling in. The premium for your enrollment 
period must be paid in full for coverage to be active. Coverage is effective the 1st of the month after we receive your 
enrollment application, except for September, which starts on the 11th.

Program:    Postdoctoral fellow   Vet residents   Visiting scholar

$357.00 per month, per member*

X   number of people enrolling

=   total first month payment

*School administration fee of $17.50 per month will be billed directly to your student account by OSU.

Vet Residents, Visiting Scholars, 
Postdoctoral Fellows: We will mail an 
invoice to you monthly. The initial invoice from 
PacificSource will be sent within 10 days once 
the application is received. You can pay via credit 
card or e-check, through the PacificSource 
application InTouch for Members. If you choose 
to pay by check, money order, or cashier’s check, 
please reference the remittance details provided 
on your invoice.

If payment is not received with this application, 
you will have 30 days from the date signed 
to remit payment in full to PacificSource. 
Without payment within 30 days, PacificSource 
will cancel coverage. It is the student’s 
responsibility for timely renewal payment 
whether or not a renewal notice is received. 
If you have questions, please call PacificSource 
Health Plans at 541-284-7961.
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Section 5: Payment

OPTION 1
1. Email this completed form to MembershipStudentReps@PacificSource.com.

2. Call 541-284-7961 to make a payment over the phone.

3. Or, wait until you receive information from us on how to pay.

OPTION 2
Mail check, money order, or cashier’s check in U.S. dollars payable 

to PacificSource Health Plans and this enrollment form to:

PacificSource Health Plans
Attn: Membership Student Rep Team
PO Box 7068, Springfield, OR 97475

Section 6: Certify, authorize, and sign
Be sure to sign and date the enrollment form. Your spouse’s or domestic partner’s signature is also required (if applicable) as is the signature of any child over the age of 18.

NOTICE TO STUDENT: Coverage will be effective on the effective date of the coverage period unless otherwise stated in the Student Guide. By signing below, the student 
acknowledges the following: 1) Rates are not pro-rated other than as listed on this enrollment form; 2) Student meets the eligibility requirements for this coverage as 
described in the Student Guide; 3) If it is later determined that the student is not eligible, coverage will be deemed to have not been in force, the premium will be returned 
and any claims paid will need to be reimbursed; and 4) Other than eligibility or entry into the Armed Forces, the premium is not refundable. It is the student’s responsibility 
to make a timely renewal payment. This plan is underwritten by PacificSource Health Plans.

Certification of completeness and correctness
I affirm that the answers given in this enrollment form are complete and correct. I am providing these answers as part of the enrollment form procedure required by 
PacificSource to enroll in its insurance coverage. I 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. I will promptly inform PacificSource in writing if anything happens before my coverage 
takes effect that makes the information I have provided on this enrollment form incomplete or incorrect. I 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 enrollment form received by PacificSource requiring alterations 
will be modified by amendment and sent to the enrollee for signature. As the enrollee, I understand I have the right to inspect the information in my file.

I may at any time request a free paper copy of my application and/or enrollment information by contacting the Commercial Enrollment and Billing Department via email at 
MembershipStudentReps@PacificSource.com or by phone at 541-284-7961. Electronic communications are offered as a convenience only.

Student signature    Date  
(or parent signature if student is under age 18)

Spouse/domestic partner signature    Date  

Dependent signature    Date  
(if age 18+ and enrolling for coverage)
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p
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ith applicable Federal civil rights law
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inate 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: 


Provides free aids and services to people w
ith disabilities to com

m
unicate effectively w

ith us, such
as:

o
Q

ualified sign language interpreters
o

W
ritten inform

ation in other form
ats (large print, audio, accessible electronic form

ats, other
form

ats)


Provides free language services to people w

hose prim
ary language is not English, such as:

o
Q
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o

Inform
ation w

ritten in other languages

If you need these services, contact C
ustom

er Service at 888-977-9299. 

If you believe that PacificSource has failed to provide these services or discrim
inated in another w

ay on the 
basis of race, color, national origin, age, disability, or sex, you can file a grievance w

ith: C
ivil R

ights 
C

oordinator, PO
 Box 7068, Springfield, O

R
 97475-0068, 888-977-9299, TTY 711, Fax 541-684-5264, or 
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R
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@
PacificSource.com
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る
に
は
、

特
定
の
期
日
ま
で
に
行
動
を
取
ら
な
け
れ
ば
な
ら
な
い
場
合
が
あ
り
ま
す
。
ご
希
望
の
言
語
に
よ
る
情

報
と
サ
ポ
ー
ト
が
無
料
で
提
供
さ
れ
ま
す
。

(8
8
8
) 9

7
7

-9
2
9
9
ま
で
お
電
話
く
だ
さ
い
。

 



Korean 

본
 통

지
서
에
는

 중
요
한

 정
보
가

 들
어

 있
습
니
다

. 즉
 이

 통
지
서
는

 귀
하
의

 신
청
에

 관
하
여

 

그
리
고

 P
acificS

o
u

rce H
ealth

 P
lan

s 을
 통

한
 커

버
리
지

 에
 관

한
 정

보
를

 포
함
하
고

 있
습
니
다

. 

본
 통

지
서
에
서

 핵
심
이

 되
는

 날
짜
들
을

 찾
으
십
시
오

. 귀
하
는

 귀
하
의

 건
강

 커
버
리
지
를

 계
속

 

유
지
하
거
나

 비
용
을

 절
감
하
기

 위
해
서

 일
정
한

 마
감
일
까
지

 조
치
를

 취
해
야

 할
 필

요
가

 있
을

 수
 

있
습
니
다

. 귀
하
는

 이
러
한

 정
보
와

 도
움
을

 귀
하
의

 언
어
로

 비
용

 부
담
없
이

 얻
을

 수
 있

는
 리

가
 

있
습
니
다

. (8
8

8
) 9

7
7

-9
29

9 로
 전

화
하
십
시
오

. 

Laotian 

ກ
ານ
ແ
ຈ້

 ງກ
ານ
ນ້

 ມໍ
ຂ້

 ມູ
 ນໍ
ສ
າຄັ

 ນ
. ກ
ານ
ແ
ຈ້

 ງກ
ານ
ນ້

 ມໍ
ຂ້

 ມູ
 ນ່
ທໍ
ສ
າຄັ

 ນ
ກ່

 ຽວ
ກັ

 ບໍ
ຄ
າຮ້

 ອ
ງສ
ະໝັ

 ກ
ຫ

  ៌
 ៌ 

ກ
ານ
ຄ້

 ມ
 ຄ
ອ
ງຂ
ອ
ງທ່

 ານ
ໂດ
ຍ
ຜ່

 ານ
 P

acificS
o
u
rce H

ealth
 P

lan
s. ເ

 ៌៌່
ບ
ງໍສ
າລັ

 ບ
ກໍ

 ານົ
 ດ
ວັ

 ນ່
ທ

 
៌ໍ
ສ
າຄັ

 ນ
ໃນ
ແ
ຈ້

 ງກ
ານ
ນ້

 . ທ່
 ານ

ອ
າດໍ
ຈ
າເປັ

 ນ
ຕ້

 ອ
ງໃຊ້

 ເວ
ລ
າ៌ໍ
ດ
າເນ

ນ
ກ
ານ
ໂດ
ຍ
ກໍ

 ານົ
 ດ
ເວ
ລ
າ៌່
ທ
ແ
ນ່

 ນ
ອ
ນ

 

ຈ
ະ ຮັ

 ກ
ສ
າກ
ານ
ຄ້

 ມ
ຄ
ອ
ງສ
ຂ
ະພ
າບ
ຂ
ອ
ງທ່

 ານ
ຫ

  ៌
 ៌ ກ
ານ
ຊ່

 ວ
ຍ
ເຫ

  ៌
 ៌ ອ່
ທ
ມ
ຄ່

 າໃຊ້
 ຈ່

 າຍ
. ທ່

 ານ
ມ ສ

ດ່
ທ
ຈ
ະໄດ້

 

ຮັ
 ບໍ
ຂ້

 ມູ
 ນ
 ຂ່

 າວ
ສ
ານ
ນ້

 ແ
ລ
ະກ
ານ
ຊ່

 ວ
ຍ
ເຫ

  ៌
 ៌ ອ
ໃນ
ພ
າສ
າຂ
ອ
ງທ່

 ານ່
ທ່ໍ
ບ
ມ
ຄ່

 າໃຊ້
 ຈ່

 າຍ
. ໂທ

 (8
8
8

) 9
7

7
-

9
2

9
9
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N
epali 

य
ो स
 च
न
ाम
ा
 ू म
ह
त्त्व
प
 र्
 ू
 ू ज
ान
क
ार
ी छ

 । य
ो स
 च
न
ाम
ा
 ू त
प
ाई
कं

 ू
ो आ

वे
िू
न

 व
ा P

acificSo
u

rce H
ealth

 

P
lan

s क
ा म
ाध्य
म
ब
ाट
प्र
ाप्त

 हु
ने

 स
द
  िव
ाब
ारे

 म
ह
त्त्व
प
र्
 ू 
 ू ज
ान
क
ार
ी छ

 । य
ो स
च
  न
ाम
ा भ
ए
क
ा म
ह
त्त्व
प
र्
 ू 
 ू 

द
म
द
त
ह
रू

 ख्य
ाल

 िू
न
 हु

 ू
ोस्

 । त
प
ाई
लं

 ूे
 प
ाइ
र
ह
के

 ू
ो स्व

ास्
ू्
य

 द
ब
म
ा प
ाइ
र
ह
न

 व
ा त
प
ाई
कं

 ू
ो ख

च
 क
ो 

भ
क्त
ान
ीम
ा
 ूस
ह
ाय
त
ा प
ाउ
न

 के
 ह
ी स
म
य
क
ार
व
ाह
ी िू

न
 -स

ीम
ाम
ा क

ाम
-
 ूप
ने
  ह
न
स
क्
छ
  । त

प
ाई
लं

 ूे
 य
ो 

ज
ान
क
ार
ी र

 स
ह
ाय
त
ा आ

फ्
न
ो म
ात
भृ

 ू
ाष
ाम
ा द
न

 श
ल्
 ू क

 प
ाउ
न
  त
प
ाई
कं

 ू
ो अ

िद
क
ार

: ह
ो (8

8
8
) 9

7
7
-

9
2
9
9

 म
ा फ

ोन
 िू
न
 हु

 ू
ोस्

 । 

N
orw

egian 

D
en

n
e k

u
n

n
g
jø

rin
g
en

 h
ar v

ik
tig

 in
fo

rm
asjo

n
. K

u
n

n
gjø

rin
gen

 in
n

eh
o

ld
er viktig in

fo
rm

asjo
n

 o
m

 
p

ro
gram

m
et eller d

ekn
in

g gjen
n

o
m

 P
acificSo

u
rce H

ealth
 P

lan
s. Se e

tte
r viktige d

ato
er i d

en
n

e 
ku

n
n

gjø
rin

gen
. D

u
 m

å kan
skje

 ta affæ
re ved

 visse frister fo
r å b

eh
o

ld
e h

else
-d

ekn
in

g e
ller 

ø
ko

n
o

m
isk b

istan
d

. D
u

 h
ar rett til å få d

en
n

e in
fo

rm
asjo

n
en

 o
g h

jelp
 i d

itt sp
ark u

ten
 ko

stn
ad

. 
R

in
g (8

88
) 9

7
7

-9
29

9
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Pennsylvania 
D

utch 

D
ie B

ek
an

n
tm

ach
in

g
 g

eb
t w

ich
d
ich

i A
u
sk

u
n
ft. D

ie B
ekan

n
tm

ach
in

g geb
t w

ich
d

ich
i A

u
sku

n
ft 

b
au

t d
ei A

p
p

licatio
n

 o
d

er C
o

verage m
it P

acificSo
u

rce H
ealth

 P
lan

s. G
e

b
 A

ch
t fer 

w
ich

d
ich

e D
aad

em
 in

 d
ie B

ekan
n

tm
ach

u
n

g. Es iss m
eeglich

, ass d
u

 eb
b

es d
u

h
 m

u
sch

t, an
 

b
esch

tim
m

d
e D

ead
lin

es, so
 ass d

u
 d

ei H
ealth

 C
o

verage b
h

ald
e kan

n
sch

t, o
d

d
er b

ezaah
le h

elfe
 

k
an

n
sch

t. D
u

 h
o

sch
t es R

ech
t fer d

ie In
fo

rm
atio

n
 u

n
 H

ilf in
 d

ein
re eeg

n
e S

ch
p
ro

o
ch

 g
rieg

e, u
n

 

d
ie H

ilf k
o

sch
tet n

ix
. K

an
n
sch

t d
u
 (8

8
8
) 9

7
7

-9
2
9
9
 u

ffru
fe 

Persian 

ط 
ربو

شما م
ی 

ش بيمە ا
ش

ضا و يا پو
رم تقا

ره ف
ربا

ت مهم د
عا

لا
ط

ی ا
حام

لاميە 
ع

ن ا
شد. اي

ت مهم ميبا
عا

لا
ط

ی ا
حام

لاميە 
ع

ن ا
اي

 بە

شما .
جە نماييد. 

لاميە تو
ع

ن ا
ر اي

ی مهم د
خ ها

ري
P بە تا

a
cificS

o
u

rce
 H

e
a
lth

 P
la

n
s 

ک 
ی کم

را
ی يا ب

زايا
ش م

ش
ظ پو

حق
ی 

را
ی ب

ص
خ

ش
ی م

خ ها
ري

ت تا بە تا
س

ن ا
ک

مم
ی 

رهاي
جام کا

زوم بە ان
ی مل

زايا
ج م

ر
خا

بە م

شيد
8) با

8
8
) 9

7
7

-9
2
9
9
ت نماييد 

رياف
ن د

گا
راي

ر 
طو

خود بە 
ن 

زبا
را بە 

ک 
ت و کم

عا
لا

ط
ن ا

ريد کە اي
را دا

ن 
ق اي

ح
شما 

 

Punjabi 

ਇ
ਸ

 ਨੋ
 ਜਿ
ਸ

 ਿ
ਵ
ਚ

 ਖ
ਾਸ

 ਿ
ਾਣ
ਕ
ਾਰ
ੀ ਹ
ੈ. ਇ

ਸ
 ਨੋ

 ਜਿ
ਸ

 ਿ
ਵ
ਚ

 P
acificSo

u
rce H

ealth
 P

lan
s ਵ

ਲੋ
ਤੁ
ਹ
ਾਡ
ੀ ਕ
ਵ
ਰ
ੇਿ

 

ਅ
ਤ

 ੇਅ
ਰ
ਿ
ੀ ਜू

ू
ਾਰ

 ੇਮ
ਜਹ
ਿੱ ਤ
ਵ
ਪ

 ਰ
ਨ

 ਿ
ਾਣ
ਕ
ਾਰ
ੀ ਹ
ੈ . ਇ

ਸ
 ਨੋ

 ਜਿ
ਸ

 ਿ
ਵ
ਚ

 ਖ
ਾਸ

 ਤ
ਾਰ
ੀਖ
ਾ ਲ

ਈ
 ਵ
ੇਖ
ੋ. ਿੇ
ਕ
ਰ

 ਤੁ
ਸ
ੀ 

ਿ
ਸ
ਹ
ਤ
ਕ
ਵ
ਰੇ
ਿ

 ਜਰ
ਿੱਖ
ਣ
ੀ ਹ
ੋਵ
ੇ ਿ
ਾ ਓ
ਸ

 ਦ
ੀ ਲ

ਾਗ
ਤ

 ਿ
ਜਵ
ਿੱ ਚ

 ਮ
ਦ
ਦ

 ਦੇ
 ਇ
ਛੁ
ਜू
ू
ਿੱ ਕ

 ਹ
ੋ ਤ
ਾਾਂ ਤੁ
ਹ
ਾਨ

 ू
 ू
  ਅ
   ਤ
ਮ

 ਤ
ਾਿ
ਰ
ਖ਼

 ਤ
ੌ 

ਪ
ਿ
ਹ
ਲ
ਾਾਂ ਕੁ
ਜू
ू
ਿੱ ਝ

 ਖ
ਾਸ

 ਕ
ਦ
ਮ

 ਚ
ਜੁू
ू
ਿੱ ਕ
ਣ

 ਦ
ੀ ਲੋ

ੜ
 ਹ
ੋ ਸ
ਕ
ਦ
ੀ ਹ

.ੈ ਤੁ
ਹ
ਾਨ

 ू
 ू
  ਮੁ
ਫ਼
ਤ

 ਿ
ਵ
ਚ

 'ਤ
ੇ ਆ

ਪ
ਣ
ੀ ਭ
ਾਸ
ਾ ਿ
ਜਵ
ਿੱ ਚ

 

ਿ
ਾਣ
ਕ
ਾਰ
ੀ ਅ

ਤ
ੇ ਮ
ਦ
ਦ

 ਪ
ਰ
ਾਪ
ਤ

 ਕ
ਰ
ਨ

 ਦ
ਾ ਅ

ਜਿ
ਕ
ਾਰ

 ਹ
ੈ. ਕ
ਾਲ

 (8
8
8

) 9
7
7

-9
2
9
9
 

R
om

anian 

P
rezen

ta n
o

tificare co
n
țin

e in
fo

rm
ații im

p
o
rtan

te. A
ceastă n

o
tificare co

n
țin

e in
fo

rm
ații 

im
p

o
rtan

te p
rivin

d
 cererea sau

 aco
p

erirea asigu
rării d

u
m

n
eavo

astre d
e săn

ătate
 p

rin
 

P
acificSo

u
rce H

ealth
 P

lan
s. C

ău
tați d

atele ch
eie d

in
 această n

o
tificare. Este

 p
o

sib
il să fie n

evo
ie 

să acțio
n

ați p
ân

ă la an
u

m
ite te

rm
en

e lim
ită p

en
tru

 a vă m
en

țin
e aco

p
erirea asigu

rării d
e 

săn
ătate

 sau
 asisten

ța p
rivito

are la co
stu

ri. A
veți d

rep
tu

l d
e a o

b
țin

e gratu
it aceste in

fo
rm

ații și 
aju

to
r în

 lim
b

a d
u

m
n

eavo
astră. Su

n
ați la (8

88
) 9

7
7

-9
29

9
. 



 

R
ussian 

Н
асто

ящ
ее у

в
ед

о
м

л
ен

и
е со

д
ер

ж
и

т в
аж

н
у
ю

 и
н

ф
о
р
м

ац
и

ю
. Э

то
 увед

о
м

л
ен

и
е

 со
д

ер
ж

и
т 

важ
н

ую
и

н
ф

о
р

м
ац

и
ю

 о
 ваш

ем
 заявл

ен
и

и
 и

ли
 стр

ахо
во

м
 п

о
кр

ы
ти

и
 чер

ез P
acificSo

u
rce 

H
ealth

 P
lan

s. П
о

см
о

тр
и

те
 н

а кл
ю

чевы
е д

аты
 в н

асто
ящ

е
м

 увед
о

м
лен

и
и

. В
ам

, во
зм

о
ж

н
о

, 
п

о
тр

еб
уется п

р
и

н
ять м

ер
ы

 к о
п

р
ед

ел
ен

н
ы

м
 п

р
ед

ел
ьн

ы
м

 ср
о

кам
 д

ля со
хр

ан
ен

и
я 

стр
ахо

во
го

 п
о

кр
ы

ти
я и

л
и

 п
о

м
о

щ
и

 с р
асхо

д
ам

и
. В

ы
 и

м
еете п

р
аво

 н
а б

есп
л

атн
о

е п
о

лучен
и

е
 

это
й

 и
н

ф
о

р
м

ац
и

и
 и

 п
о

м
о

щ
ь н

а ваш
ем

 язы
ке. Зво

н
и

те п
о

 тел
е

ф
о

н
у (88

8
) 97

7
-9

29
9

. 

Serbo-
C

roatian 

U
 o

v
o

m
 o

b
av

ješten
ju

 su
 sad

ržan
e v

ažn
e in

fo
rm

acije. U
 o

vo
m

 o
b

avješten
ju

 su
 sad

ržan
e važn

e 
in

fo
rm

acije o
 V

ašo
j p

rijavi ili o
sigu

ran
ju

 p
reko

 P
acificSo

u
rce H

ealth
 P

lan
s. P

o
gled

ajte n
alaze li se 

u
 o

vo
m

 o
b

avješten
ju

 n
eki klju

čn
i d

atu
m

i. M
o

žd
a ćete m

o
rati p

o
d

u
zeti o

d
ređ

en
je rad

n
je u

 
d

ato
m

 ro
ku

 kako
 b

iste i d
alje zad

ržali svo
je o

sigu
ran

je ili p
o

m
o

ć p
ri p

laćan
ju

. Im
ate p

ravo
 d

a o
ve 

in
fo

rm
acije, kao

 i p
o

m
o

ć, d
o

b
ijete b

esp
latn

o
 n

a svo
m

 jeziku
. N

azo
vite

 (8
8

8
) 9

7
7

-9
29

9
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Spanish 

E
ste A

v
iso

 co
n

tien
e in

fo
rm

ació
n
 im

p
o
rtan

te. Este
 aviso

 co
n

tien
e in

fo
rm

ació
n

 im
p

o
rtan

te acerca 
d

e 
su

 
so

licitu
d

 
o

 
co

b
ertu

ra 
a 

través 
d

e 
P

acificSo
u

rce 
H

ealth
 

P
lan

s. 
P

reste 
aten

ció
n

 
a las fech

as clave q
u

e co
n

tien
e este aviso

. Es p
o

sib
le q

u
e d

eb
a to

m
ar algu

n
a m

ed
id

a an
te

s d
e 

d
eterm

in
ad

as fech
as p

ara m
an

te
n

er su
 co

b
ertu

ra m
éd

ica o
 ayu

d
a co

n
 lo

s co
sto

s. U
ste

d
 tien

e 
d

erech
o

 a recib
ir esta in

fo
rm

ació
n

 y ayu
d

a en
 su

 id
io

m
a sin

 co
sto

 algu
n

o
. Llam

e al (88
8

) 97
7

-
9

29
9
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Tagalog 

A
n

g
 
P

au
n

aw
a 

n
a 

ito
 
ay

 
n
ag

lalam
an

 
n
g
 
m

ah
alag

an
g
 
im

p
o
rm

asy
o
n
. A

n
g p

au
n

aw
a n

a ito
 ay 

n
aglalam

an
 

n
g 

m
ah

alagan
g 

im
p

o
rm

asyo
n

 
tu

n
gko

l 
sa 

iyo
n

g 
ap

likasyo
n

 
o

 
p

agsako
p

 
sa 

p
am

am
agitan

 
n

g 
P

acificSo
u

rce 
H

ealth
 

P
lan

s. 
Tin

gn
an

 
an

g 
m

ga 
m

ah
alagan

g 
p

etsa 
d

ito
 

sa 
p

au
n

aw
a. M

aarin
g
 m

an
g
ailan

g
an

 k
a n

a m
a
g
sag

a
w

a n
g
 h

ak
b
an

g
 sa ilan

g
 m

g
a itin

ak
d
an

g
 p

an
ah

o
n
 

u
p

an
g
 m

ap
an

atili an
g
 iy

o
n
g
 p

ag
sak

o
p
 sa k

alu
su

g
an

 o
 tu

lo
n
g
 n

a w
alan

g
 g

asto
s. M

ay
 k

arap
atan

 k
a 

n
a m

ak
a
k
u

h
a n

g
 g

an
ito

n
g
 im

p
o
rm

asy
o
n
 at tu

lo
n
g
 sa iy

o
n
g
 w

ik
a n

g
 w

alan
g
 g

asto
s. T

u
m

aw
ag

 sa 

(8
8

8
) 9

7
7
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2
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Thai 

ป
ระก

าศ
นี
ม้
ขี
อ้
มู
ล
ส
าค
ญั
ป
ระก

าศ
นี
ม้
ขี
อ้
มู
ล
ท
ีส่
าค
ญั
เก
ีย่
วก
บั
ก
ารก

ารส
ม
คั
รห
รอื
ข
อ
บ
เข
ต
ป
ระก

นั
ส
ุข
ภ
าพ
ข
อ
งค
ุณ

ผ
่าน
 
P
a
cificS

o
u
rce

 
H
e
a
lth
 
P
la
n
s 

ด
กู
าห
น
ด
ก
ารใน

ป
ระก

าศ
นี
ค้
ุณ
อ
าจ
จ
ะต
อ้
งด
าเนิ

น
ก
ารภ

าย
ใน
ก

 

าห
น
ด
ระย

ะเวล
าท
ีแ่น่
น
อ
น
เพ
ือ่
จ
ะรกั

ษ
าก
ารป

ระก
นั
ส
ุข
ภ
าพ
ข
อ
งค
ุณ
ห
รอื
ก
ารช

ว่ย
เห
ล
อื
ท
ีม่
คี
่าใช

จ้
า่ย
ค
ุณ
ม
สี
ทิ
ธ
ทิ
ีจ่

ะได
ร้บั
ข
อ้
มู
ล
แล
ะค
วาม

ช
ว่ย
เห
ล
อื
นี
ใ้น
ภ
าษ
าข
อ
งค
ณุ
โด
ย
ไม่
ม
คี
า่ใช

จ้
า่ย
โท
ร (8

8
8
) 9
7
7

-9
2
9
9
. 

U
krainian 

Ц
е п

о
в
ід

о
м

л
ен

н
я
 м

істи
ть

 в
аж

л
и

в
у
 ін

ф
о
р
м

ац
ію

. Ц
е п

о
від

о
м

л
ен

н
я м

істи
ть важ

л
и

ву 
ін

ф
о

р
м

ац
ію

 п
р

о
 В

аш
е звер

н
ен

н
я щ

о
д

о
 стр

ахувал
ьн

о
го

 п
о

кр
и

ття чер
ез P

acificSo
u

rce H
ealth

 
P

lan
s. Звер

н
іть увагу н

а клю
чо

ві д
ати

, вказан
і у ц

ьо
м

у п
о

від
о

м
лен

н
і. Існ

ує ім
о

вір
н

ість 
то

го
, щ

о
 В

ам
 тр

еб
а б

уд
е зд

ій
сн

и
ти

 п
евн

і кр
о

ки
 у ко

н
кр

етн
і кін

ц
еві стр

о
ки

 д
ля то

го
, щ

о
б

 
зб

ер
егти

 В
аш

е м
ед

и
чн

е стр
ахуван

н
я аб

о
 о

тр
и

м
ати

 ф
ін

ан
со

ву д
о

п
о

м
о

гу. У
 В

ас є п
р

аво
 н

а 
о

тр
и

м
ан

н
я ц

ієї ін
ф

о
р

м
ац

ії та д
о

п
о

м
о

ги
 б

езко
ш

то
вн

о
 н

а В
аш

ій
 р

ід
н

ій
 м

о
ві. Д

зво
н

іть за 
н

о
м

ер
о

м
 тел

е
ф

о
н

у (88
8) 9

77
-92

9
9

. 

Vietnam
ese 

T
h

ô
n

g
 b

áo
 n

ày
 cu

n
g
 cấp

 th
ô
n
g
 tin

 q
u
an

 trọ
n
g
. Th

ô
n

g b
áo

 n
ày có

 th
ô

n
g tin

 q
u

an
 trọ

n
g về đ

ơ
n

 xin
 

n
ộ

p
 h

o
ặc h

ợ
p

 đ
ồ

n
g b

ảo
 h

iểm
 q

u
a ch

ư
ơ

n
g trìn

h
 P

acificSo
u

rce H
ealth

 P
lan

s. X
in

 xem
 n

gày th
en

 
ch

ố
t tro

n
g th

ô
n

g b
áo

 n
ày. Q

u
ý vị có

 th
ể p

h
ải th

ự
c h

iện
 th

eo
 th

ô
n

g b
áo

 đ
ú

n
g th

ờ
i h

ạn
 đ

ể d
u

y trì 
b

ảo
 h

iểm
 sứ

c kh
ỏ

e h
o

ặc đ
ư

ợ
c trợ

 giú
p

 th
êm

 về ch
i p

h
í. Q

u
ý vị có

 q
u

yền
 đ

ư
ợ

c b
iết th

ô
n

g tin
 n

ày 
và đ

ư
ợ

c trợ
 giú

p
 b

ằn
g n

gô
n

 n
gữ

 củ
a m

ìn
h

 h
o

àn
 to

àn
 m

iễn
 p

h
í. X

in
 gọ

i số
 (8

8
8

) 9
7

7
-9

29
9

. 
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