GREATER NORTHWEST

Health Industry

BENEFITS TRUST

Employee Enrolilment & Change

Form 2019 Medical Group Number:

1. GROUP INFORMATION (to be completed by the group) Please Be Sure To Fill Out All Sections

Rate of Pay and Amount: $ per
L] yr [ Mol Bi-Wk [JWk []Hr

Hours worked per week

Effective Date:

Group Name:
roup Date of Hire:

[l New []Change (Mark Reason Below) COBRA carry-over election must use COBRA carryover application to enroll
[ ] Hire/Rehire [] Open Enrollment [] Loss of Prior Coverage [ ] Address/Name Change [ ]Add or [ ] Remove Dependent(s)

Effective Date of Change: Reason
[ ] Termination: Last day Worked Last day Compensated Date Coverage Ends
[IVoluntary [JInvoluntary of Coverage
2. EMPLOYEE INFORMATION (employee to complete sections 2 through 5) Please print legibly and sign Application
Employee Name: (Last, First, MI) Social Security #: Date of L] Male Home Phone: Worksite Location
- - Birth: [] Female ( ) - (State):
[] Married
[ ] Unmarried
Mailing Address: City State Zip Employee Email Address:

3. ENROLLMENT INFORMATION: Please note that an incomplete application will delay processing. Please make sure to print

legibly and sign application. By providing your email address, you are agreeing to receive plan documents via electronic delivery.
[ ]I choose to WAIVE Medical/Rx coverage due to Medicare Supplement, but elect any ancillary coverage chosen by my employer (i.e. dental,

vision). Basic Life not available.

[] I choose to WAIVE the Medical/Rx coverage for myself and my dependents. Reason for Waiving:
(]I choose to WAIVE dental coverage.

[ ]I choose to WAIVE vision coverage.

Medical Plan Choice (Underwritten by Asuris Northwest Health):

[] I choose to ELECT medical coverage. Plan Selection: (Your employer has selected the options available to you. See your
benefit administrator for details. Compulsory $15,000 Life/AD&D is included with all medical. Beneficiary is required. See Section 4.)

Dental Plan Choice (Underwritten by Delta Dental of Washington): Only available if chosen by your employer.

[] I choose to ELECT dental coverage. Plan Selection: (Your employer has selected the options available to you. See your
benefit administrator for details.)

Vision Plan Choice (Underwritten by VSP, Vision Care Inc.): Only available if chosen by your employer.

[] I choose to ELECT vision coverage. Plan Selection: (Your employer has selected the options available to you. See your benefit
administrator for details.)
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Supplemental Employee and Dependent Life and AD&D Underwritten by Standard Insurance Company (Only available if chosen by your
employer) Supplemental Employee Life/AD&D coverage. [ | Yes [ ] No
If “YES” for Employee Coverage: Supplemental Dependent Life/AD&D for Spouse Only []Yes [] No
Supplemental Life for Dependent Child(ren) [JYes [ No
Amount of Coverage Requested (Please see your benefit administrator for allowed increments) Employee: Spouse:

NOTE: In order for dependents to qualify for a benefit selection, the employee must select the same benefit. Please indicate each member’s
name as you would like it to appear on the ID Card. ID cards are limited to 26 characters and spaces. If dependent has separate mailing
address, please attach.

Add | Drop | Relationship | Last Name First Name I;I z?)(.:ial Security gﬁ-ttf\ of C:'Iendel:' :::efitl)ZZIteCti;iI;
Spouse [ ]

] ] Domestic - - ] ] ] ] ]
Partner []*

0| O - - 0ol o L] L]

0| O - - 0ol o L] L]

0| O - - 0ol o L] L]

0| O - - 0ol o L] L]

0| O - - 0ol o L] L]

For individuals who are eligible for enroliment in an employer group health plan: If you are declining enrollment for yourself or your
dependents (including your spouse) because of other health insurance or employer group health plan coverage, you may be able to enroll
yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if, in the case of employer group
health plan coverage, the employer stops contributing toward you or your dependents’ other coverage.) However, the request for
enroliment should be received by AIMS within 60 Days after you or your dependents’ other coverage ends (or after the employer
stops contributing toward the other coverage). In addition, if you gain a new dependent as a result of marriage, birth, adoption, or placement
for adoption, you may be able to enroll yourself and your dependents. However, we encourage enrollment within 60 days after the marriage,
birth, adoption or assumption of a legal obligation for total or partial support of the child in anticipation of adoption. *Non-registered Domestic
Partners must submit an Affidavit of Qualifying Domestic Partnership. Proof of registration is not required for state-registered domestic
partners when an enrollment form is submitted, however Membership may ask for proof during the course of a standard audit.
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4. DESIGNATION OF BENEFICIARY - Mandatory to complete for designation of benefit provided with ALL Life Products, including

the $15,000 Life Policy included with your Medical Coverage

Primary Beneficiary Name and Relationship* for Basic life/AD&D | primary Beneficiary Address
EMPLOYEE & Supp. Life/AD&D
BENEFICIARY:

Contingent Beneficiary Name and Relationship** for Basic Contingent Beneficiary Address
EMPLOYEE life/AD&D & Supp. Life/AD&D
BENEFICIARY:

* If more than one primary beneficiary is named, the primary beneficiaries shall share equally unless otherwise indicated above.
** Contingent Beneficiary(ies) will only receive proceeds if all Primary Beneficiaries have predeceased the Insured. If you are
naming more than one Contingent Beneficiary at 100% each, please indicate them in order of precedence.

5. SIGNATURE

I hereby apply for enrollment or change of enrollment as indicated on this application. I understand that the Trust and the Health Carriers or
Insurers may collect, use and disclose protected health information about each individual enrolled under this application in order to carry out their
routine business functions, including but not limited to, determining eligibility for benefits, paying claims, coordinating benefits with other
insurance carriers or payer, underwriting and conducting case management care management and quality reviews. The Trust and the Health
Carriers and Insurers may also disclose protected health information to state and federal agencies, or other third parties, as required by law. I
understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health products or
services that might be valuable to me and otherwise as permitted by law. I agree to accept and/or access all plan documents and notices
via electronic delivery. This does not include documents sent directly from the Health Carrier. My consent can be withdrawn at any
time, without charge. In order to withdraw or obtain a paper version of any document or notice, I will send a written request to
AIMS, at the address listed below.

I understand that the health benefit plan that I have selected provides reimbursement for certain medical costs, which are more fully described in
the current Certificate of Coverage. I understand there may be instances where treatment decisions made by my physician or me or medical
expenses which I have incurred may not be covered by my health benefit plan.

The undersigned understands that it is a crime to knowingly provide false, incomplete, or misleading information to a health carrier or insurance
company for the purposes of defrauding the company. Penalties include imprisonment, fines and denial of health coverage or other insurance
benefits. The changes on this form supersede all previous forms submitted. I authorize my employer to deduct from my earnings the amount, if

any, for the coverage selected. Please note: Incomplete applications will delay processing.
Employee Signature (required) Date: Employer Signature (required) Date:

HSA members have the option of selecting whether or not they would like to Please return form to:

authorize claims integration with HealthEquity. The option to opt-in or opt- AIMS

out will be administered through the application process, by calling customer 1206 North Lincoln, Suite 200

service or available through the member preferences section of the member Spokane, WA 99201-2559

dashboard under "My account” through Asuris.com. fax to: (509) 777-2690 or email to aims@aiin.com

Asuris Northwest Health Standard Insurance Company Delta Dental of Washington VSP, Vision Care Inc. Magellan Health Services

1800 Ninth Avenue 920 SW 6™ Avenue 400 Fairview Ave N #800 3333 Quality Dr. 14100 Magellan Plaza Drive MO-10
Seattle, WA 98101 Portland, OR 97204 Seattle, WA 98109 Rancho Cordova, CA 9567  Maryland Heights, MO 63043
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DISCRIMINATION IS AGAINST THE LAW
Asuris complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. Asuris does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Asuris:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact us at 888-232-8229.

If you believe that Asuris has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our civil rights coordinator at M/S CS B32B, P.O. Box 1271, Portland, OR 97207-1271, phone: 888-
232-8229, TTY: 711,

email: CS@Asuris.com. Please indicate you wish to file a civil rights grievance. You can file a grievance in person or by mail, fax, or email. If you
need help filing a grievance our Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue
SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

HELP IN OTHER LANGUAGES
The following translations help people who do not read English understand their rights and responsibilities and who to call for help. Including these
translations is a federal requirement for all health plans sold on the state or federal marketplaces.

Spanish: Este aviso tiene informacion importante. Asuris cumple con las leyes de derechos civiles federales aplicables y no discrimina sobre
la base de raza, color, nacionalidad, edad, discapacidad o sexo. Este aviso tiene informacion importante sobre su solicitud o cobertura. Busque
las fechas importantes en este aviso. Es posible que tenga que tomar alguna accién en un determinado plazo para mantener su cobertura de
salud o ayuda con los costos. Usted tiene derecho a obtener esta informacion y otra informacién sobre su solicitud o cobertura, en su propio
idioma y sin costo. Llame al 888-232-8229. (TTY: 711)

Chinese Traditional: ZBMEHFEEEM., Asuris
BT EAZHBBAREEZ TE8EEER. B, RiEEEEE. Fin. S O0EBRIEINNTRM T UERNFE, XEMNEFHARAEHAENET
RUEEZEN., FEERBNANEZLY. FEVRZIRRTE, UBERENEERRESHGMXTER, .wﬁ’féﬁﬁyﬁﬁﬁiénéﬁﬁﬁﬂ’k*ﬁé
A, LR AREGRFHRARMIEREN ., FHT 888-232-8229 RH, (FREZHR : 711)

Vietnamese: Théng bao nay c¢6 Théng tin Quan trong. Asuris tuan tha luat phap Lién bang vé quyén codng dan hién hanh va _khdng phan biét
déi xtr theo chung tdc, mau da, ngudn gbc québc gia, d6 tudi, khuyét tat hodc gidi tinh. Thdng bao nay cd thong tin quan trong vé don dang ky
ho&c bao hiém ctia quy vi. Tim nhitng ngay chinh trong théng bao nay. Quy vi cd thé can hanh dong tredc mot s6 thoi han dé duy tri baq hiém
stre khoe cua minh hodc duoc gidp d& c6 tinh phi. Quy vi co quyen lay théng tin nay va thong tin khac ve don dang ky hoac bao hiém, béng ngén
nglr ctia minh mién phi. Goi s6 888-232-8229. (TTY: 711)

Korean: 0| 3Kl At&t0l= &2 2l S0 USLICH Asuris2 ol & &g ol
XEGHA ZSLICH Ol SX At = oHCF MENE=EEE G0 28 =
AU LS Nz SASHHL HIEES XN 2odH EX J|&HA =X 0
SH EH0 Uet et 3E2E RFe2 %’% = e Aot USLICE 888-232-8229=
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Russian: B naHHOM YBeaomneHuu cogepXutcs BaxHaa MHopmauums. Asuris HeceT obsi3aTenbcTBa No cobnoaeH o NPUMEHUMbIX HOPM
degepanbHOro 3akoHogaTeNnbCTBa O rPaXAaHCKNX MpaBax U He JAonyckaeT AUCKPMMMHAaLMM NO MPU3HaKky packl, LBETa KOXW, HALVOHAaIbHOro
NPoOUCXOXOEeHWs1, BO3pacTa, ctaTyca MHBanNnuaHoOCTU unv nona. B gaHHOM yBeJOMIIEHUM COAEPXKUTCS BaXHas MHpOpMaLmMs O BalleM 3asiBNeHUN
UM CTPaxoBOM NOKpbITMM. OBpaTuTe BHUMaHWE Ha KIoYeBble AaThl, yKa3aHHble B JaHHOM yBegoMreHun. Bo3aMoXxHO, Bam HY)XHO NpeanpuHATb
HeKoTOopble AENCTBUS K ONpeaerieHHOMY CPOKy, YTOD COXpaHUTb CTpaxoBoe MOKPbITUE UMN MNOYyYnTb MOMOLLL C pacxogamu. Bel nmeeTe npaBo
NonyyYnTb OaHHYHO, a Takke NpoYy MHOPMAaLMIO O BalleM 3asiBEHUN UMM CTPAXOBOM MOKPbITUM HA pOAHOM A3blke BecnnatHo. [o3BoHUTE No
Homepy 888-232-8229. (TTY: 711)

Tagalog: Ang Abiso naito ay may Mahalagang Impormasyon. Ang Asuris ay sumusunod sa mga naaangkop na Pederal na batas sa mga
karapatang sibil at hindi nagdidiskrimina batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan, o kasarian. Ang abiso na ito ay may
mahalagang impormasyon tungkol sa iyong aplikasyon o coverage. Hanapin ang mga importanteng petsa sa abiso na ito. Maaaring kailangan
mong gumawa ng hakbang hanggang sa mga partikular na takdang araw upang mapanatili mo ang iyong coverage sa kalusugan o tulong sa mga
gastusin. May karapatan kang makuha ang impormasyong ito, at iba pang impormasyon tungkol sa iyong aplikasyon o coverage, sa iyong sariling
wika nang walang bayad. Tumawag sa 888-232-8229. (TTY: 711)

Ukrainian: Lle noBigoMneHHA MicTUTb BaxXnuBy iHthopmauito. Asuris 4OTPUMYETbCS 3aCTOCOBHOIO doeiepanbHOro 3akoHo4aBCcTBa Npo
rpPoMagsaHCLKi NpaBa Ta He NPOBOAUTL MONITUKY OUCKPMMIHALIT 32 pacoBOK NMPUHASEXHICTIO, KOIbOPOM LUKIPW, NOXOAXEHHSAM, BiKOM, iHBanigHiCTIO
Ta CTaTeBO 03HakKow. Lle noBigoMneHHs MiCTUTb BaXXKNUBY iHGpOpMaLLito NpPo NOB’si3aHy 3 BaMu nNporpamMy abo cTpaxoBe NOKpUTTS. 3BEpHITb
yBary Ha KIto4oBi 4aTu B LibOMY MoBigomneHHi. LLlob 36epertu 3a coboro nnaH MeanyHoro cTpaxyBaHHsi abo npaBo OTpMMYyBaTK rPOLLOBY
O0MoMOry, MOXINMBO, BaMm NOTPIOHO Byae BXUTY BigNOBiAHI 3axoau, ANS SKUX YCTaHOBMEHO MEBHI YacoBi 0OMexeHHs1. Bu maeTe npaBo Ha
6e3KOoLTOBHE OTPUMAHHS PigHO MOBOIO siK L€l iHdpopmalii, Tak | 6yab-AKOT iHLWOT, MOB’A3aHOT 3 NPOrpamoto Y CTPaxoBMM MOKPUTTSAM.
TenedoHyTe 3a Takum HomepoMm: 888-232-8229 (tenetawvin: 711).

Mon-Khmer, Cambodian: i##GAESSANHISINSABTHIRAI2NRL 9 Asuris HSINBISTMNUGIUIUINASAN SN UG
WS SESAMITIIARSIMNXN IS Naigl on&iSy Mw OmMsn ISsigjw 4 s gsSSaiimSnsSaAsmsSaSgHa MM

UMM SMUIHAISMMNIUNHS ¢ yBimBUMUUNGSIS1SISRIuGH NSsaiNis:

HAHGERIo S I SMIGICNS[SumMUUTIGSAMNs 1I8g)I/ponsSSimimmSnuiHyemn
UoSSgUMINUISMAISGAMWIGISSISMMIUNIES 4 HREENSASSSUSASENSIS: SHASwmsals aams
UMM SINUIRISMMNIUIIES MR Uugsns isnwSSoNSURCAIS[W 4 WiyMiUe 888-232-8229 4 (HHANTHANU
gnonssSunwisguo TTY yuiumnesius s 711)

Japanese: COBHLBICEIREEEZLFERISTENTOET, Asuris

(F. BEARINIERLNRIELEZESTL. AT, OB, HBE. Fi. BARES. HHICLEERNZLERN, COBMLEICIRIEDBFBCERICEATIEER
BHRAESENTVET, COBHLBICREEHIN TR EELBMFCTEFELSIN BERIEEAPERE X IEESIEHREZ(TILHICEMUBETICFHREET
IMHEBERHNET, HELICIIZOSMOoEhLUBRFECRIEERICE T2 F0MDIEFRICONT, EXN OBEETHBEFNHNET , CE0FTHEIEESL:
888-232-8229, (TTY: 711)

Amharic: v AL mPoL. vl8 LHA:: AsuUris NTLHINLD- PLL0A LA aP(F vt OHCE NPATRE Naom-(F NBCE ALLE PANA T84T MRI° £ av@he hR.L.LAI::
TAANLD: QA TTPANFPEG 147 MPTL a0l AAD<:: LY “IA40.° AL A PGT7T LLAT:: (FOAT PaPm.lA PG MG T4+ AL DRI° D7 £.96 W8P TA hlI°8
a@-1L PALAIA:: RUTT aPL8 WI8.U-9° NTIaPANF Pt @RI TidF AL ANTII° aolBPTF N-0P7T 272 LAY W& P 099 T T a1t Adet:: 888-232-8229 L.LM-(v::
(ttee:- 711)

Cushite/Oromo: Beeksisni kun odeeffannoo barbaachisaa gabatee jira. Asuris Ulaagaa seera mirga Siivilii Federaalaa kan guutuu fi sanyii,
bifa, lammummaa, umrii, miidhama gaamaa ykn saala irratti hundaa’ee addaan hinqoodne dha. Beeksisni kun iyyannoo ykn haguuggii kara
keessan irratti odeeffannoo barbaachisaa gabatee jira. Guyyoota furtuu beeksisa kana keessa jiran ilaalaa. Haguuggii fayyaa ykn gargaarsa
keessan eeggachuuf hanga dhuma yeroo ta’eetti tarkanfii ta’e gatii bastanii fudhachuu qabdu. Odeeffannoo kana fi waa’ee iyyannoo ykn
haguuggii keessanii kaffaltii tokko malee afaan keessaniin argachuuf mirga gabdu. Bilbilaa 888-232-8229. (TTY: 711)
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Arabic:
osiall @Y gl el Bl sl sl sl ) el e Sl e )l Y 5 L J sl 4150l Aiaal (5 ial il 8 ) Asuris Jiiad Aege Claglaa o jUadY) 13 5 giag
Apbaadl o Bliall Aol s sl any Ui Lo o) pa) JASH ) ling 288 Uaa Y] 138 (& L 5l) ) 5l e Sl Aalall ksl 5 llall (e dege e sles o UadY) 138 s sy
888-232- a8l Juail Ulaa clinly oy Lalall Aozl i Callally dalaiall (5 AY) e slaall 5 e glaall 038 e J sand) 8 Gall @lal oSl (a geady saclue il el dalal) daal)
(711 :pall 2 e 4l) 8229

Punjabi: o &fer f<9 Wda=yas Aeardl 31 Asuris Y IIIS FEIG WiI' @ Ige € Wggy I w3 A3, 391, IHSI Y8, 81T, murfawsr, A
f&a1 2 worg 3 ST ol dav| oA Sfer 9T 3973 S631-U39 w3 Bfetmir 9 HI3=UTs At J1 oA Sfer ffe vy fidh 291 3978 373t
a3 FIfimr SuE 7 B3 o8 Hee d96 &Y fou3 fime Hiie ener Igedl 396 & 83 J Ao J1 397 fog Arsardt, w3 wg Sa3t U3a 7
AIftmr I3 I9 Aredral et 3T 99 e fai 8913 3 YUz 396 T wiftad J1 888-232-8229 3 IS | (TTY: 711)

German: Diese Mitteilung enthalt wichtige Informationen. Asuris halt die Grundrechte der USA ein und es finden keine Diskriminierungen
aufgrund von Rasse, Hautfarbe, nationaler Herkunft, Alter, Behinderung oder Geschlecht statt. Diese Mitteilung enthélt wichtige Informationen
Uber lhren Antrag oder die entsprechende Versicherungsdeckung. Beachten Sie wichtige Fristen in dieser Mitteilung. Sie missen unter
Umstanden MalRnahmen innerhalb bestimmter Fristen ergreifen, um lhren Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu
erhalten. Sie haben das Recht, diese Informationen und andere Informationen Uber lhren Antrag oder lhren Versicherungsschutz kostenlos in
Ihrer Sprache zZu erhalterL Rufen $|e folgende Nummer an 888-232-8229. (Fernschrelber 711)

Laotian: cc'agn')vsuuuv vavvmsvav Asuris 5809833’)03’)0151)‘)&) 09008 zomwvoxwejesgsnmvn‘)g mfngoaag ccor LENIVHICCLN
cqoq0, scoo 20M79¢DO, 98), E)O‘).UCUD@DwT)m m CWO. CCAYNIVILOVD .02.01)0)z‘mm‘monumum?aaegm‘w ) 3’)‘)1)6)1)6)83
QanmvovmmsmD‘Zvccagmnsmun mﬁveﬁoa“magn‘mmcvvmv?vaeuceocom?omg WO ?msUC’)ZOSUfn‘mabaegza"wwaegm‘m
m nﬁbaoecmemﬁgmwguu DIV, lml).uzocaﬁe.uvl) Y 2.1)1)81) NJONULNIVTLHVN m n‘mau@egesgm‘w

Q

mchwvmzagmvvioeuczem?ame A0 888-232-8229. (TTY: 711)
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