, Apply online during open enrollment by visiting
mOdO shopmodaplans.com.

HEALTH Questions? We're here to help. Call us at 855-718-1767.

2026 | Individual health plan application - Affinity service area

for individuals and families in all Oregon counties.

Your application can be reviewed more quickly if you apply online.

Submit your complete application no later than the 15* of the month
before the date you want your coverage to start. If your application
is received after the 15'™, your enrollment may be delayed.

What you need to complete this enrollment form:

> For special enrollment: A copy of the documentation needed to show you are eligible (see Section 1)
> A copy of any documentation needed to show legal guardianship, if applicable

> The name of your in-network primary care provider (PCP) for all family members enrolling

> Your health insurance agent’s information (if an agent helped you)

> Your first month’s premium payment (heeded before your policy effective date)

You are eligible to enroll if you meet the following requirements.
You must confirm you meet eligibility requirements by checking the boxes below.

| confirm that:

Medical plans
O I currently live, and have a fixed, permanent home address, in the service area
O Ispend at least 6 months of the year living in the service area

O Children living outside the service area are in school or covered
under a qualified medical childsupport order (QMCSO)

O Iand any dependents enrolling are not enrolled in Medicare or living in the service area to
get healthcoverage or for another temporary reason such as getting treatment.

Note: Living in a residential care facility to receive treatment does not meet the residency requirement

Dental plans
O | have a permanent home address in Oregon, and live in Oregon at least 6 months out of the year
If you had Delta Dental individual dental coverage that ended during the past 12 months:

O | have a special enroliment qualifying event or have had continuous
group coverage since leaving Delta Dental
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Section1 » Why | am applying

O New policy/subscriber
O Changing my current coverage

Current subscriber name

Current subscriber ID#

O Add dependent to existing plan
O Plan change only

If you are not enrolling during Open Enroliment,
you must have a special enrollment event to
make changes or enroll in a new medical policy.

Date of special enrollment qualifying event

/ /

No more than 60 days after the date of your
special enrollment event, we must receive:

> your application
> proof of the life event that made you eligible

Mark your qualifying event and the document you are providing in the table below (not applicable to dental).

Qualifying Events

Required Proof

O Gained or became a dependent due to:

O Marriage or registered domestic
partnership (RDP)

O Birth, adoption or placement for adoption
O Placement of foster child

Marriage certificate or domestic partnership
documentation AND proof of prior coverage
for at least 1 spouse/partner

Birth certificate or adoption papers

Child support or other court order

O Loss of coverage because | turned 26

Letter from employer or other carrier
confirming loss of coverage due to age

O Loss of coverage due to end of marriage or RDP

Divorce or other government documentation
showing end of marriage or partnership

O Loss of eligibility for group coverage

Coverage cancellation notice AND letter from
employer confirming loss of eligibility for
coverage. Include coverage start and end dates.

O COBRA ended due to expiration of
coverage or end of employer contributions
or government subsidy

Coverage cancellation notice. Include
coverage start and end dates.

O Loss of Medicaid coverage

O Notice of loss of coverage from state program

O Other

Contact us

Letters must be on official letterhead.

A more detailed list of required proof is at modahealth.com/shop/special-enrollment.
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Section 2 » Choose a plan

IMPORTANT: No out-of-network coverage. You must use in-network providers for services to be covered by
these medical plans or by the dental EPO plan.

I want my coverage to start on: / /

I choose this medical and/or dental plan:
Medical plans

_ Standard Gold (Affinity) O Silver 2900 Direct’ O Silver 4500

O Standard Silver (Affinity) O Silver 3000’ O Silver 6000

O Standard Bronze (Affinity) O Silver 3400 O Bronze 8000

O Gold 250’ O Silver 3500 Direct O Bronze 9000

O Gold 1000’ O Silver 3650 Direct O Bronze HDHP 7500
O Gold 1500 O Silver 4400 Direct O No medical coverage

1 Includes pediatric dental coverage that meets the requirements of the Affordable Care Act

Dental plans

O Delta Dental PPO O Delta Dental PPO MAC O Delta Dental PPO
O Delta Dental EPO O Delta Dental Premier 10002 Bright Smiles
O Willamette EPO? O No dental coverage

2 Non-certified plan. Does not meet the requirement for pediatric dental coverage under the Affordable Care Act.

If you are changing from one Delta Dental individual plan to another because of a special enrollment qualifying
event, any amount applied to your annual maximum plan payment limit will be transferred to your new plan.

Section 3 » Credit toward benefit exclusion period (for new dental coverage)
For applicants age 19 and over:

Have you had dental insurance for the last 12 months with no more than a 90-day break in coverage
from the end of the old policy to the expected effective date of this new policy?

O No O Yes If this coverage was through Delta Dental Plan of Oregon, we’ll automatically
waive the exclusion period on your dental coverage. If this coverage was
through a different carrier, we can credit your prior coverage toward the
benefit exclusion period. Attach a letter from your prior carrier or employer
documenting the start and end dates of your prior dental coverage.

Section 4 » Otherinsurance
Will you have other medical and/or dental insurance?
O Yes, Medical O Yes, Dental O Yes, both Medical and Dental O No other coverage
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Enrolling
List all family members you want to cover (sections 5-6).

Only your legal spouse, registered domestic partner and children under age 26 are eligible.
Children who are full-time students in schools away from home or with a QMCSO may be covered outside of
the service area. Attach the QMCSO or documentation of the child’s enrollment in an out-of-area school.

You must name an in-network PCP group for each applicant. Go to Find Care on
modahealth.com to see if your PCP is in-network. We may assign one for you if you do not
select one yourself. You may switch to a different Affinity PCP group at any time.

We are committed to understanding and valuing diversity among our members. We ask
for gender identity and race/ethnicity information so we can refer to and communicate
with you appropriately and respectfully. This information is optional.

Use these codes to fill out the *Gender identity **Race/ethnicity

information for each member: M-male Al-American Indian/Alaska Native
F-female A-Asian
T-transgender B-Black/African American
C-cisgender C-Caucasian
GN-gender nonconforming H-Hispanic/Latino
NB-nonbinary PI-Native Hawaiian/
TG-third gender other Pacific Islander
Q-questioning O-other
O-other

P-prefer not to answer

Attach additional pages if need to include more than 3 children. | have attached pages.
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Section 5 » Subscriber information

This section must be completed with subscriber information.

Is this application for a child- or children-only policy?  No Yes

If yes, list the youngest child as the subscriber. Children age 26 or older must be on their own policy.

Name (Last, First, Ml)

Date of birth (mm/dd/yyyy) Social Security number

Home address

City State ZIP County

Phone number Email address

Mailing address (if different)

City State ZIP Tobaccouser’ No  Yes
In-network PCP name

Gender M F Gender identity* Race/ethnicity** Primary language

1 You are a tobacco user if you have lawfully used tobacco in any form (other than religious or ceremonial) an
average of 4 or more times per week in the past 6 months.

Section 6 » Dependent Information — spouse or registered domestic partner (RDP)

Name (Last, First, Ml)

Date of birth (mm/dd/yyyy) Social Security number
In-network PCP name Tobaccouser' No Yes
Gender M F Gender identity* Race/ethnicity** Primary language
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Section 7 » Dependent Information — eligible children

Name (Last, First, Ml)

Date of birth (mm/dd/yyyy)

Social Security number

In-network PCP name

Tobaccouser' [No

Yes

Gender M F Gender identity*

Race/ethnicity**

Primary language

Name (Last, First, Ml)

Date of birth (mm/dd/yyyy)

Social Security number

In-network PCP name

Tobaccouser' No

Yes

Gender M F Gender identity*

Race/ethnicity**

Primary language

Name (Last, First, Ml)

Date of birth (mm/dd/yyyy)

Social Security number

In-network PCP name

Tobaccouser' No

Yes

Gender M F Gender identity*

Race/ethnicity**

Primary language

Name (Last, First, Ml)

Date of birth (mm/dd/yyyy)

Social Security number

In-network PCP name

Tobaccouser' No

Yes

Gender M F Gender identity*

Race/ethnicity**

Primary language
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Section 8 > Billing and payment method

If you choose eBill or EFT, your premium invoice is paperless and located in the eBill section of your Member
Dashboard. Otherwise, you will receive paper invoices in the mail. You may change your billing preference in the
eBill section of your Member Dashboard.

Choose your payment option:
Automatic eBill payment through your Member Dashboard.
Electronic fund transfer (EFT), see authorization agreement below.
Personal check, money order or cashier’s check.

Is your employer or your spouse’s employer paying for or reimbursing
any portion of your premium for this policy?

No Yes Yes, my spouse’s employer
If yes, what type of benefit planis it? ICHRA QSEHRA Unknown

For monthly automatic premium deductions from your bank (EFT) you must sign below and:
> Attach a photocopy of a voided personal check from the account, or
> Provide the bank routing and account numbers below

Bank name Accounttype Checking Savings

Routing number Account number

| authorize Moda Health or Delta Dental to charge my 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 Date

Account holder name (print)

EFT initiates around the 5th of the month and usually takes one or two days to post to your account. Your
first payment may be later if your enrollment is processed after the 5th of the month.

Billing address (if different than mailing address):

City State ZIP

page 7/12



Section 9 » Basic terms of enroliment
By signing Section 10, | understand and agree that:

> This application is not an offer of coverage.
Coverage does not begin until this
application is received and reviewed by
Moda Health and/or Delta Dental and an
effective date of coverage is assigned.

\"4

> This application becomes part of my policy.

> | have the right to examine and return
the policy within 10 days of receipt.

> Being accepted for coverage
has these requirements:

A. Subscriber must be an Oregon “resident” to
apply for and keep coverage under a Moda
Health or Delta Dental plan. “Resident”
means a person who lives in the plan’s
service area and intends to live in the service
area permanently or indefinitely. Moda
Health/Delta Dental may require proof of >
residency, including but not limited to, my
street address (not a post office box).

B. I cannot be covered by more than one >
Moda Health and/or Delta Dental individual
medical and dental plan at any time. >

C. No one listed on this application is enrolled in
Medicare on the date coverage would begin.

> If I chose a Moda Health or Delta Dental
plan that does not include pediatric dental
benefits, | attest that | and my dependents
on the application have obtained or will
obtain a pediatric dental plan certified
by the Health Insurance Marketplace.
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Medical: | must use in-network providers.
There is no out-of-network coverage except
for emergency services, retail pharmacy
services and services at an in-network
facility when | do not have the opportunity
to choose an in-network provider, or for
children living out of state but in the U.S. with
a QMCSO or who are full-time students.

Dental: My benefits may be less than the
amount billed by my provider when | do not
get treatment from a contracted provider.

No benefits are available under a Moda
Health or Delta Dental plan for services
or supplies, including those related to
an inpatient stay, that were received
before the effective date of coverage.

Changes to state or federal laws or rules may
change the benefits or rates of the plan |
chose. Changes will be effective January 1.

Regardless of my enrollment date, my
plan premium will renew January 1.

| have read the Moda Health/Delta Dental
privacy statement that is available on
modahealth.com and deltadentalor.com.



Section 10 » Certification of completion and correctness

Be sure to sign and date the application below. Your spouse, registered domestic
partner and any children over age 18 are also required to sign the application.

| affirm that the answers given on this application are complete and correct to the best of my knowledge.

| understand that if this application contains any intentional misrepresentations of material fact, Moda
Health/Delta Dental may deny coverage, modify or cancel the contract and/or take other legal action. | will
promptly inform Moda Health/Delta Dental in writing if anything happens before my coverage takes effect
that makes this application incomplete or incorrect. If approved, coverage will be in force as of the effective
date determined by Moda Health/Delta Dental. Moda Health/Delta Dental may contact me to clarify answers
on this application. As the applicant, | understand | have the right to inspect the information in my file.

I (We) have read and understand this application, terms, and certification and privacy statements.

Applicant (subscriber) or parent/guardian (for child-only policy):

Printed name of O Parent O Guardian' O Applicant

Applicant holder signature Date
If enrolling:

Spouse/domestic partner Date
Child age 18 or older Date
Child age 18 or older Date

1 If not a parent, please attach legal documentation if you are the legal guardian or holder of Power of Attorney.

By providing my contact information, | am consenting to receive communications from Moda Health Plan,
Inc., Delta Dental Plan of Oregon, and their affiliates and business partners regarding my health plan benefits,
payments and treatment.

Please keep in mind that communications via email over the internet may not be secure. Although it is unlikely,
there is a possibility that information included in an email could be obtained by other parties besides the
person to whom it is addressed. We recommend that you do not include personal identifying information such
as your birth date or personal medical information in any emails you send to us. You do not have to provide
your email address or phone number as a condition to purchasing any goods or services.

Go to Section 12 for information on how to submit your application.
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Section 11 » Agent of Record (to be completed by agent only)

| (the agent of record) 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 or Delta Dental. | have informed the applicant
that the effective date of coverage is assigned only by Moda Health or Delta Dental.

To become the agent of record, you must be actively appointed with Moda Health/Delta Dental of Oregon.

Agent name Agency name NPN
Phone Address
City State Zip

| certify that the information supplied to me by the subscriber has been truly and accurately recorded.

Agent 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.

Moda Health pays a commission to appointed brokers (agents) for the work they do on your behalf. Our
current commission schedule is located at modahealth.com/oregon/broker-commission.

Section 12 > Ready to submit?
> Have you filled out the application completely, and signed it?
> Have you attached required documentation (for special enrollment, guardianship, etc.)?

> Have you included your first month’s premium payment? Payment does not have to be included with the
application, but coverage will not start until we have received your first payment.

Send your signed, completed application and attachments to us:
Email: Scan and send to individualapp@modahealth.com
Fax: 503-219-3696

Mail: Moda Health (medical) or Delta Dental (dental), Membership Accounting
601 SW Second Ave., Portland, OR 97204-3156

Go paperless!

New to Moda Health/Delta Dental? After your application is approved, you will receive a welcome letter with
your member ID number. With this ID number, simply set up your Member Dashboard account by visiting
modahealth.com or deltadentalor.com. Log in to your Member Dashboard to:

> View your Member Handbook
> See how your claims were paid by opting to receive electronic explanations of benefits (EOBs)
> Go paperless - you'll receive an email when your first bill is ready

Questions?
Contact Moda Health/Delta Dental at 855-718-1767.
modahealth.com | deltadentalor.com

To view the summary of benefits and coverage (SBC) for the medical plans, please visit shopmodaplans.com.
A uniform glossary to help you understand the most common healthcare terms is at
https.//www.cms.gov/CClIO/Resources/Forms-Reports-and-Other-Resources/Downloads/UG-Glossary-508-MM.pdf.
For free print copies of the SBC or uniform glossary, contact Moda Health at 855-718-1767.

Health plans in Oregon provided by Moda Health Plan, Inc. Dental plans in Oregon provided by Oregon Dental Service, dba Delta Dental Plan of Oregon.
Delta Dentalis a trademark of Delta Dental Plans Association.
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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 espafiol, tiene a su
disposicion servicios gratuitos de asistencia
lingtiistica. También estan disponibles de forma
gratuita ayuda y servicios auxiliares apropiados
para proporcionar informacion en formatos
accesibles. Llame al 1-877-605-3229 (TTY: 711)

o hable con su proveedor.

LUU Y: Néu ban néi tiéng Viét, chiing t6i cung cap
mién phi cac dich vu hd tro ngdn ngit. Cac ho tro
dich vu pht hop dé cung cip théng tin theo cac
dinh dang dé tiép c4n cling dwgc cung cAp mién
phi. Vui long goi theo s6 (Ngwoi khuyét tat:
1-877-605-3229 (TTY: 711) hodc trao doi véi ngudi
cung cap dich vu cta ban.
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BHUMAHHUE: Ecav Bbl TOBOPUTE HAa PYCCKHUIA, BaM
JIOCTYTIHbI 6eCrIaTHbIE YCIYTH 3bIKOBOM
noazepxkku. COOTBETCTBYIOLIHE
BCIIOMOraTeJ/ibHble CPe/ICTBA U YCIYTH 110
npeJ0CTaBAEHUI0 UHPOPMALIMH B OCTYIHbIX
dopMarax Takxe NpeoCTaB/IAITCS 6eCIIaTHO.
[lo3BoHuTe 10 Tesnedony 1-877-605-3229 (TTY: 711)
WJIM 00paTUTECh K CBOEMY MOCTABLIUKY YCIVT.

o BAREZGES DG, RO SIESHRY
—E2%F ZHAWEETET, 77RVTL (
HELVPFHTE D L BESNT) e Tl
WAL A 72D O Y B AR — B A
HERLC TR W) 9, 1-877-605-3229
(TTY: 711) F CHEMES 23V, £, ZFIH
DFEFEFIZ TR TZE 0,

ACHTUNG: Wenn Sie Deutsch sprechen, stehen [hnen
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 Ihrem 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 ha
format. Tumawag sa 1-877-605-3229 (TTY: 711) o
makipag-usap sa iyong provider.

YBATA: fIK10 BY pO3MOBJISIETE YKpAIHCbKA
MOBaQ, BaM JIOCTYIHi 6€3KOIITOBHI MOBHI
nocayru. BignoBigHi JonoMixkHi 3aco6u Ta
NOCJIYTH /i1 HalaHHs iHdopMaliil y I0CTyIHUX
dopmaTax Takoxk AOCTYIHI 6€3KOITOBHO.
3aresnedonyiiTe 3a HoMepoM 1-877-605-3229
(TTY: 711) abo 3BepHITbHCS 10 CBOTO
N0CTa4yaJbHUKaY.

TAANL:- ATICT 299,574 DT 027 806 Ardltet (19
LPCNAPHA: a0 877 (L0 PCAT ATIPLA . PP
T T4 WHPT AG A1APT A290- 119 2150 NdAD

&7C 1-877-605-3229 (TTY: 711) £L@( @RY°
AT APe-NPT £G4

FIIRO GAAR AH: Haddaad ku hadasho Soomaali,
adeegyo kaalmada luugadda ah oo bilaash ah
ayaad heli kartaa. Qalab caawinaad iyo adeegyo
00 habboon si loogu bixiyo macluumaadka
gaabab 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 Francais, 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 llocano, 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 Yoruba, 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 Kiswabhili,
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 informagdes
em formatos acessiveis também estio disponiveis
gratuitamente. Ligue para 1-877-605-3229

(TTY: 711) ou fale com seu provedor.

page 12/12



	Check Box1: Off
	Check Box6: Off
	Current subscriber name: 
	Current subscriber ID: 
	Month: 
	Day: 
	Year: 
	Other: 
	Coverage cancellation notice: 
	 Include coverage start and end dates: 

	I want my coverage to start on: 
	undefined_4: 
	undefined_5: 
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box39: Off
	Check Box95: Off
	Check Box96: Off
	Check Box28: Off
	Oother: 
	Attach additional pages if need to include more than 3 children I have attached: 
	Check Box2: Off
	Check Box3: Off
	Name Last First MI: 
	Date of birth mmddyyyy: 
	Social Security number: 
	Home address: 
	City: 
	State: 
	ZIP: 
	County: 
	Phone number: 
	Email address: 
	Mailing address if different: 
	City_2: 
	State_2: 
	ZIP_2: 
	Check Box4: Off
	Check Box5: Off
	Innetwork PCP name: 
	Check Box7: Off
	Gender identity: 
	Raceethnicity: 
	Primary language: 
	Name Last First MI_2: 
	Date of birth mmddyyyy_2: 
	Social Security number_2: 
	Innetwork PCP name_2: 
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Gender identity_2: 
	Raceethnicity_2: 
	Primary language_2: 
	Name Last First MI_3: 
	Date of birth mmddyyyy_3: 
	Social Security number_3: 
	Innetwork PCP name_3: 
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Gender identity_3: 
	Raceethnicity_3: 
	Primary language_3: 
	Name Last First MI_4: 
	Date of birth mmddyyyy_4: 
	Social Security number_4: 
	Innetwork PCP name_4: 
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Gender identity_4: 
	Raceethnicity_4: 
	Primary language_4: 
	Name Last First MI_5: 
	Date of birth mmddyyyy_5: 
	Social Security number_5: 
	Innetwork PCP name_5: 
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Gender identity_5: 
	Raceethnicity_5: 
	Primary language_5: 
	Name Last First MI_6: 
	Date of birth mmddyyyy_6: 
	Social Security number_6: 
	Innetwork PCP name_6: 
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Gender identity_6: 
	Raceethnicity_6: 
	Primary language_6: 
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Bank name: 
	Check Box37: Off
	Check Box38: Off
	Routing number: 
	Account number: 
	Signature dateAccount holder name print: 
	Text40: 
	Billing address if different than mailing address: 
	City_3: 
	State_3: 
	ZIP_3: 
	Check Box36: Off
	Is your employer or your spouse’s employer paying for or reimbursing _1: Off
	Is your employer or your spouse’s employer paying for or reimbursing _2: Off
	Is your employer or your spouse’s employer paying for or reimbursing _3: Off
	If yes, what type of benefit plan is it? _1: Off
	If yes, what type of benefit plan is it? _2: Off
	If yes, what type of benefit plan is it? _3: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Date: 
	Spousedomestic partner: 
	Date_2: 
	Child age 18 or older: 
	Date_3: 
	Child age 18 or older_2: 
	Date_4: 
	Agent name: 
	Agency name: 
	NPN: 
	Phone: 
	Address: 
	City_4: 
	State_4: 
	Zip: 
	Date_5: 
	Check Box286: Off
	Check Box2_1: Off
	Check Box3_2: Off
	Check Box4_1: Off
	Check Box5_1: Off
	Check Box6_1: Off
	Check Box7_1: Off
	Check Box8_1: Off
	Check Box9_1: Off
	Check Box10_1: Off
	Check Box12_1: Off
	Check Box13_1: Off
	Check Box14_1: Off
	Check Box15_1: Off
	Check Box16_1: Off
	Check Box17_1: Off
	Check Box18_1: Off
	Check Box19_1: Off
	Check Box20_1: Off
	Check Box21_1: Off
	Check Box22_1: Off
	Check Box23_1: Off
	Check Box24_1: Off
	Check Box25_1: Off
	Check Box26_1: Off
	Check Box27_1: Off
	Check Box11_1: Off


