Bend Chamber moao

Master Group Application S

Type:  New with BCOC

Effective Date:

Section 1 > Group Information

Legal Name:

DBA Name (appears on bills):

Tax ID #: NAICS:

Physical Address (no PO Box): City/State/Zip:

Mailing Address (if different): City/State/Zip:

Group Administrator: Billing Contact:

Group Administrator Phone #: Billing Contact Phone #:

Group Administrator Fax #: Billing Contact Fax #:

Group Administrator E-mail Address: Billing Contact E-mail Address:

Next Renewal Date: Advance Renewal Notice (days):
90

Bend Chamber Trust - List Name of Trust: Notification Month/Year:

Section 2 > Eligibility

1. What percentage of the dental premium is to be contributed by the employer?
For employees (minimum 50%): For dependents:
2. How many hours per week must an employee work to be eligible for benefits?

(min. 17.5 per week):

3. What is the eligibility period an employee must complete before becoming eligible for benefits?

Eligibility waiting period

If the last day of the probationary period falls on the last
day of the month, when will the new employee be effective?

Does the eligibility waiting period apply to all employees? If no, please add comments on page 3.

4.  For part-time employees, does the time employed count towards the eligibility period for full-time employees?

[ ves I nNo
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Section 3 > Dental Plan Selection

Groups can elect two Delta Dental plans with 5 or more enrolling.

Delta Dental Plan Option(s)

NOTE: Orthodontia rider is only offered to groups with 10 or more enrolling.

Delta Dental Orthodontia Rider

DirectOption Plan Match

BCOC WD Match Up Willamette Dental, $20 Copay, No Annual Max, Copays apply - See Summary

Section 4 > Existing Coverage

1. Please provide the previous dental carrier(s) name:

Section 5 > Payment Information

Premium Payment Method

Section 6 > Billing

1. Are billing statements sent to multiple locations?

If yes, please list each location and their billing address on page 3.
ClYes [ INo

2. Will the group need the members separated on the invoice?

D Yes D No

Section 7 > Class Structure

1. Do all employees have the same benefit options?

[JYes [INo
2. Is the eligibility waiting period the same for each classification?
[ ]Yes [ INo

If you answered no to any of the above, please define the classes and benefits on page 3.
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Section 8 > Notes/Comments (if applicable)
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© DELTA DENTAL
Agent Information = mog&

Delta Dental of Oregon & Alaska

Section 1 > Agent Information

Agent Name: Agency

License #: Tax ID# ( For Tax purposes, please indicate if Tax ID or S/S #):

[ITaxID [ ]s/s#

[ —

| hereby make application to Moda Health/Delta Dental, on behalf of the Group, for the Group Policies indicated in this group application.
| understand that there is no coverage in effect until Moda Health/Delta Dental accepts this Application and premium deposit and
establishes an effective date. If this Application is not accepted, the premium deposit will be refunded.

| hereby certify all eligible employees are enrolling in the selected Group Policies and all enrolling employees meet the eligibility
requirements specified above. In addition, | hereby appoint the above agent as our Agent of Record to represent us in matters of group
insurance benefits provided by Moda Health/Delta Dental. This appointment is in effect on the same day as this Policy and will remain in
force until rescinded in writing.

Section 2 > For all medical plans only

In addition, | hereby acknowledge responsibility on behalf of the Group to provide the Summary of Benefits & Coverage (SBC), Uniform
Glossary, and the Initial Notice of HIPAA Special Enrollment Rights and Exclusion Periods to all employees on or before the date they enroll
in the selected Group Policies.

By signing below, | agree that the signature will be the electronic representation of my signature and initials for all purposes when I (or my agent) uses them
on documents, including legally binding contracts.

X

Authorized Signature for GROUP Authorized Signer's Title
Authorized Signer's Printed Name Date

X

Authorized AGENT Signature

Authorized Agent's Printed Name Date
X
Marketing Representative Signature Date
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Authorization Agreement For HEALTH
Electronic Funds Transfer (EFT) Debits

Section 1 » Transaction type
0O Binder andreoccuring payments O Reoccuring paymentsonly O Binder paymentonly 0O Change/edit current account

Effective date Date of transfer
O 25th (prior month for future month’s premium) O 1st

Section 2 > Instructions

1. Complete and sign the authorization form

2. For a checking account, please attach a VOIDED check
3. For a savings account, attach a deposit slip

4. Return the authorization form with the voided check or deposit slip to Moda Health Plan, Inc.

Section 3 » Payment

Company name Company tax ID number

| (we) hereby authorize Moda Health and/or Delta Dental hereinafter called COMPANY, to initiate debit entries to my (our) Checking
account indicated below and the depository named below, hereinafter called DEPOSITORY, to debit the same to such account.

Depository name Branch
City State ZIP
Bank routing no. Account no.

fal
DOLLARS putads |

FOR

- =000000LA&L«) |DOOOOOSZ29

9-digit routing no. Account no.

Section 4 » Authorization

This authority is to remain in full force and effect until COMPANY and DEPOSITORY has received written notification from me (or either of
us) of its termination in such time in such manner to afford GO:MP ANY and DEPOSITORY a reasonable opportunity to act on it.

Signature Signature

Date Date

Ready to submit? Mail or fax this form with a copy of a voided check to Moda Health and/or Delta Dental:
Mail: Moda Health and/or Delta Dental, Attn: Billing and Eligibility, 601 S.W. Second Ave., Portland, OR 97204-3156
Fax: 503-219-3696 Attn: Billing & Eligibility Individual

Questions? Contact Customer Service at 888-217-2365. (TTY users, dial 711.)

modahealth.com | DeltaDentalOR.com | DeltaDentalAK.com
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Electronic Services Agreement

This Electronic Services Agreement (“Agreement”) states the terms and conditions that govern the use of online

services by (“Employer”) through Employer’s online account (the “Account”).

1. Employer Dashboard

Employer Dashboard includes the following (individually and collectively, the “Services”):

A.Online Services. Online Services include any or all of the following services dependent upon
eligibility criteria: review of employee and dependent enroliment and claims data, electronic
entry, modification, termination, designation of primary care physicians, ID card requests, and
other group enrollment related functions that may become available from time to time.

Employers using electronic eligibility file processing to manage enrollment and eligibility will be
able to access information on the dashboard, but will not be able to add, change or terminate
eligibility through the Employer Dashboard. Other functions such as ID card requests, designation
of primary care providers and other functions may be available from time to time.

B. eBill. eBill includes the electronic distribution of billing invoices and payment of premiums.
i. Participation. By signing this Agreement, Employer consents to the electronic distribution of billing invoices.

ii. Payment. Payment must be posted by the due date noted on the billing invoice. Please
allow up to three days for processing of online payments. Immediate and past-due payments
will not be accepted through eBill; Employer should contact their Membership Accounting
specialist or Sales and Service representative forimmediate or past-due payments.

Employer has the ability to schedule payments for specific dates. Scheduled payments can be changed or
cancelled at any time prior to being processed. Moda Health and Delta Dental will not accept scheduled payments
on eBill as proof of payment until that payment has been marked “PAID” on the payment history screen.

iii. Account Information. eBill uses email as the primary source of communication. Employer will be notified
when statements are available online or if a payment cannot be processed. Employer may view or print
invoices through the Account. Employer may change the group’s bill delivery preference or discontinue email
notifications at any time by changing their preferences. Employer also has the ability to select to be notified
when there is payment confirmation. Employer shall ensure that Employer email information is updated.

C. Other online features, included but not limited to; reporting when
applicable, ability to generate or view enrollment census, etc.

D. Online access is based on the role assignments below:

Company Admin: This is the highest level of access available to an employer. Specifically, a Company
Adminis able to access all features available online (enrollment, billing and claims data and/or reporting
when applicable). Each group will have at least one Company Admin. The Company Admin has the ability
to assign roles as outlined below within their organization and manage access to those roles as follows;

Group Admin: Allows access to view employee and dependent eligibility, make changes to enrollment
including address changes, termination of coverage, and primary care provider assignments. The above
services are not currently available to employers utilizing an electronic eligibility file. The Company Admin
can determine if access to claims data or reporting data (when available) is permitted for this role.

Financial Admin: Allows access to view bills, make payments and receive notification of bills electronically. Able to
view enrollment data, however there is no access to process enrollment changes or request ID cards. A Company
Admin can determine if access to claims data or reporting data (when available) is permitted for this role.

Company Admin will remove any access for any employee who was granted
access no later than the last day of employment with the employer.
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2. Company Admin Contact Information

The Contact Person is the person within the Employer organization who is designated by the Employer to
authorize user access to the Account. If Employer changes the Company Admin Contact Person, Employer shall
notify Moda Health and/or Delta Dental in writing no later than five business days after such change.

Company Admin Contact Person

Phone number Company Admin email Address

3. Agreement

Use or access of approved Services by Employer or Employer’s authorized representatives constitutes agreement to the terms

and conditions of this Agreement. Moda Health Plan, Inc. (“Moda Health”) and Delta Dental Plan of Oregon and Delta Dental of
Alaska (“Delta Dental”) may amend or change this Agreement from time to time, in its sole discretion, by providing Employer written
notice by electronic or regular mail, or by posting the updated terms on Moda Health and Delta Dental’s website. Continued use

of the Services following such change or amendment will be considered Employer’s agreement to the change or amendment.

Employer may discontinue use of the Services at any time if these terms and conditions are unacceptable.

4. Confidentiality

Employer shall maintain the security and confidentiality of the information maintained through the Account, including
individually identifiable health information of a member as defined in 45 CFR §160.103 (collectively the “Information”), as
required by all applicable state and federal laws. Employer agrees not to use or further disclose the Information for any
purpose except as necessary to carry out this Agreement and to administer Employer’s health plan. Employer will use
appropriate physical, technical and administrative safeguards to prevent use or disclosure of the Information other than as
provided for by this Agreement. Employer will maintain confidentiality of user identifications and passwords and prevent any
unauthorized individual(s) from accessing the Account and/or using Information in a manner contrary to this Agreement.

5. Access, Passwords, and Security

Employer agrees to follow the security and privacy protocols established by Moda Health and Delta Dental and described in the user
guide, website terms of use, or other related documentation that may be provided by Moda Health and Delta Dental (collectively, the
“Security and Privacy Protocols”), to ensure that all transactions are authorized and to protect all Information from improper access.

6. Reporting Violations
Employer agrees to immediately notify Moda Health and Delta Dental if Employer becomes aware of any of the following:
a. Any loss or theft of access codes or passwords
b. Any unauthorized use of any access codes or passwords c. Any unauthorized use of the Account
d. Any loss, theft or unauthorized use of Information
e. Any loss or theft of hardware which contains Information

Employer further agrees to make any and all reasonable efforts to correct or mitigate
the effects of any such occurrences and to prevent reoccurrence.

7. Enrollment Materials

Employer agrees to retain all written and electronic enroliment materials, including but not limited to, enroliment
forms, applications, personal data sheets, and any forms required to update or change employee information
(collectively, “Enrollment Materials”), for a period of 10 years from the date they are received by Employer. Employer
shall provide Moda Health and Delta Dental with reasonable access to such Enroliment Materials upon request.

8. Indemnification

Employer agrees to indemnify and defend Moda Health and Delta Dental from and against any and all claims, losses, damages,
liability, costs and expenses (including but not limited to defense costs and reasonable attorneys’ fees) arising from or related
to Employer’s violation of this Agreement, misuse of the Information, or violation of any third-party’s rights, including violation
of any proprietary right and invasion of any privacy rights. This obligation will survive the termination of this Agreement.
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9. Termination

Moda Health and Delta Dental reserve the right to terminate Employer access to the Account, or any portion of the
Services inits sole discretion, at any time, without notice and without limitation, for any reason whatsoever, including
but not limited to unauthorized use of Employer access codes or passwords, misuse or unauthorized use of the
Information, failure to adhere to policies set forth in the Security and Privacy Protocols, or breach of this Agreement.

10. Assignment

Employer may not assign its rights, interests or obligations or any part thereof under the
Agreement without prior written permission of Moda Health and Delta Dental.

11. Severability

If any provision of this Agreement shall be invalid or unenforceable in any respect for any reason, the validity and enforceability
of any such provision in any other respect and of the remaining provisions of this Agreement shall not be in any way impaired.

12. Terms of Use

Employer shall abide by any additional Terms of Use posted on the Moda Health and Delta Dental website.

Employer represents and warrants that the person signing this Agreement has the authority to do so, and
is entering into this Agreement on behalf of Employer and all existing and future employees.

The individual signing this Agreement on behalf the Employer must be the owner of the business in a sole
proprietorship; a partner in a partnership; the designated principal in a limited partnership, corporation
or other licensed entity; an officer; or supervisor or manager at the Employer entity.

By signing this Agreement, Employer acknowledges that Employer has read, understands and accepts the terms and
conditions as stated in this Agreement.

Employer

Signature Title

Date Tax Identification #
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Nondiscrimination notice

We follow federal civil rights laws. We do not discriminate based
on race, color, national origin, age, disability, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate
with us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation services

and/or materials in other languages.

If you need any of the above,
call Customer Service at:

888-217-2365 (TDD/TTY 711)

If you think we did not offer
these services or discriminated,

you can file a written complaint.

Please mail or fax it to:

Delta Dental of Oregon and Alaska
Attention: Appeal Unit

601 SW Second Ave.

Portland, OR 97204

Fax: 503-412-4003

Dave Nesseler-Cass coordinates
our nondiscrimination work:

Dave Nesseler-Cass,

Chief Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-91M
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights
complaint forms at hhs.gov/
ocr/office/file/index.html.

Delta Dental of Oregon & Alaska



ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).
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PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sa numerong 1-877-605-3229 (TTY: 711)
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ATTENTION : si vous étes locuteurs
francophones, le service d’assistance
linguistique gratuit est disponible.
Appelez au 1-877-605-3229 (TTY : 711)
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Achtung: Falls Sie Deutsch sprechen, stehen
lhnen kostenlos Sprachassistenzdienste zur
Verfligung. Rufen sie 1-877-605-3229 (TTY: 711)

AR BAEECHREDA IS BAFE

T —ERZER TRELTEVET,
1-877-605-3229 (TYY. 7L A2AT5A 42—
ZCRBDOAFIF7N) FTHEFELEN

DeltaDentalAK.com | DeltaDentalOR.com
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UWAGA: Dla oséb moéwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)

Delta Dental of Oregon & Alaska
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