AN
mOdQ 2026 Application for Vision and Hearing Benefits

heaty  Rider to Oregon Medicare Supplement Plan

Please mail your completed application to:
Moda Health Plan, Inc., Attn: Medicare Membership Accounting, 601SW Second Ave., Portland, OR 97204-9748
Email: Scan and send to bemc@modahealth.com
phone 844-235-8012 « 503-224-1975 « modahealth.com/medicare

Complete this application if you are currently enrolled in a Moda Health Medicare Supplement
plan, and you wish to supplement your policy with vision and hearing benefits. These

benefits are sold as a package for an additional premium and not available separately. Your
application must be submitted during the annual renewal period and postmarked prior to
January 1. The effective date is January 1. Please print legibly in black or blue ink.

Enrollment information

Last name First name Middle initial

Moda Health subscriber ID number

Home address

City State ZIP

Telephone number County

Mailing address (if different)

Name (c/o) Relationship to applicant

Address City State ZIP

Email address

I’d like to purchase a vision and hearing benefits rider to supplement my Moda Health Medicare Supplement
plan for an additional monthly premium of $5.

After you enroll, your coverage will automatically renew each January with the plan’s annual renewal date, as
long as you remain a member on a Moda Health Medicare Supplement plan. If you cancel this optional vision/
hearing rider, you will not be able to re-enroll until the following calendar year.

Plan Premium

If you are currently receiving monthly invoices from us, or having your premium deducted from
your bank account, your vision and hearing benefits premium will be deducted using the same
method and will be included with your Medicare Supplement policy monthly invoice.
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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)

Agency name

Telephone number

Street address

City

State

ZIP

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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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.”

By completing this application form, | agree to adding vision and hearing coverage to my
Moda Health Medicare Supplement plan policy at renewal for the monthly premium amount
on page 1, in addition to my monthly base Moda Health Medicare Supplement premium. |
understand that the additional coverage is subject to the terms and conditions stated in my
Moda Health Medicare Supplement plan policy and the vision and hearing benefits rider.

Certification of completion and correctness

| affirm that the information given in this application is complete and correct. | am providing the information
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. I 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 any information

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 vision and hearing rider as though it were never effective
- 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
information on my behalf, | have reread all information and verified that it is 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.

| 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: Medicare Membership Accounting, 601SW Second Ave., Portland, OR 97204-9748
Email: Scan and send to bemc@modahealth.com
phone 844-235-8012 « 503-224-1975 « modahealth.com/medicare
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ATTENTION: If you speak English, free language
assistance services are available to you. Appropriate
auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call
1-877-605-3229 (TTY: 711) or speak to your provider.

ATENCION: Si habla espaifiol, tiene a su
disposicion servicios gratuitos de asistencia
lingliistica. También estan disponibles de forma
gratuita ayuda y servicios auxiliares apropiados
para proporcionar informacioén en formatos
accesibles. Llame al 1-877-605-3229 (TTY: 711)

o hable con su proveedor.

LUU Y: Néu ban néi tiéng Viét, chiing toi cung cap
mién phi cac dich vu ho tro' ngdn ngit. Cac hé tror
dich vu phu hgp dé cung cap thong tin theo cac
dinh dang dé tiép can ciing dwoc cung cAp mién
phi. Vui long goi theo s6 (Nguwoi khuyét tat:
1-877-605-3229 (TTY: 711) hodc trao d6i véi ngudri
cung cp dich vu ctia ban.
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BHUMAHMUE: Eciiv BbI TOBOPUTE HA PYCCKUH, BaM
JOCTYIHBI 6eCrIaTHbIE YCIYTU I3bIKOBOM
noazep:kku. COOTBETCTBYIOLME
BCIIOMOTraTeJ/IbHble CPeJCTBa U YCIYTH 110
NpeJi0CTaBJeHNI0 HHGOPMALUMK B OCTYIHBIX
dopmMaTax TakxKe NpeAoCTaBASIOTCS 6eCIIaTHO.
[lo3BonuTe no Tesepony 1-877-605-3229 (TTY: 711)
WJIM 06PATUTECh K CBOEMY [IOCTABLIUKY YCJIYT.
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlose Sprachassistenzdienste zur Verfiigung.
Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung.
Rufen Sie 1-877-605-3229 (TTY: 711) an oder
sprechen Sie mit Threm Provider.

PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 1-877-605-3229 (TTY: 711) o
makipag-usap sa iyong provider.

YBATA: fIki10 BU po3MOBJISIETE YKpalHChKA
MOBA, BaM JIOCTYIHI 6€3KOIITOBHI MOBHI
nocayru. Bixnosigui jonomixkHi 3acobu Ta
NOCAYTH JJ/151 HaflaHHSA iHdopMallii y 0CTymHUX
dbopMaTax TaKoX LOCTYIHI 6€3KOIITOBHO.
3atenedonyiTte 3a Homepom 1-877-605-3229
(TTY: 711) a6o 3BepHITHCS /10 CBOI'O
NoCTa4yaJIbHUKa».
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FIIRO GAAR AH: Haddaad ku hadasho Soomaalj,
adeegyo kaalmada luugadda ah oo bilaash ah
ayaad heli kartaa. Qalab caawinaad iyo adeegyo
0o habboon si loogu bixiyo macluumaadka
qaabab la adeegsan karo ayaa sidoo kale bilaa
lacag heli karaa. Wac 1-877-605-3229 (TTY: 711)
ama la hadal bixiyahaaga.

ATTENTION : Si vous parlez Frangais, des services
d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-877-605-3229

(TTY: 711) ou parlez a votre fournisseur.
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LUS CEEV TSHW] XEEB: Yog hais tias koj hais Lus
Hmoob muaj cov kev pab cuam txhais lus pub
dawb rau koj. Cov kev pab thiab cov kev pab cuam
ntxiv uas tsim nyog txhawm rau muab lus ghia
paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis
xam tus nqi dab tsi ib yam nkaus. Hu rau
1-877-605-3229 (TTY: 711) los sis sib tham nrog
koj tus kws muab kev saib xyuas kho mob.
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PANANGIKASO: No agsasaoka iti [locano, magun-
odmo dagiti libre a serbisio ti tulong iti pagsasao.
Libre met laeng a magun-odan dagiti maitutop a
katulongan ken serbisio a mangipaay iti
impormasion kadagiti ma-akses a pormat.
Awagan ti 1-877-605-3229 (TTY: 711) wenno
makisarita iti mangipapaay kenka.
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AKIYESI: Ti o ba so Yorub4a, awon ise iranlowo
ede ofe wa fun 0. Awon iranlowo iranlowo ti o ye
ati awon ise lati pese alaye ni awon ona kika
wiwole tun wa laisi idiyele. Pe 1-877-605-3229
(TTY: 711) tabi soro si olupese re.

MAKINIKA: Ikiwa wewe huzungumza Kiswahili,
msaada na huduma za lugha bila malipo
unapatikana kwako. Vifaa vya usaidizi vinavyofaa
na huduma bila malipo ili kutoa taarifa katika
mifumo inayofikiwa pia inapatikana bila malipo.
Piga simu 1-877-605-3229 (TTY: 711) au
zungumza na mtoa huduma wako.

ATENCAO: Se vocé fala Portugués do Brasil,
servicos gratuitos de assisténcia linguistica estao
disponiveis para vocé. Auxilios e servicos
auxiliares apropriados para fornecer informacgoes
em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-877-605-3229

(TTY: 711) ou fale com seu provedor.
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