Group Size Determination Form

This form must be completed for all new and renewing groups to determine whether a group qualifies as a small employer.

Moda Health must treat an employer as a small employer if the employer has at least one but not more than 50 employees on
average during the preceding calendar year and has at least one employee enrolled on the first day of the plan year.

Are you a Controlled Group? YesO NoQO

If Yes, please list Controlled and Affiliated Groups:

If you are a controlled or affiliated group of employers as described under subsection (b), (c), (m) or (o) of section 414 of the Internal
Revenue Code of 1986, Moda Health must treat all employees within the affiliated group as a single group for purposes of
determining group size. You must fill out one group profile form for the entire controlled group. If a controlled group is determined
as a large employer, each affiliated employer is part of the large employer even if separately the employer would not meet the
definition of large employer. Therefore each affiliated employer is considered a large group for the purpose of group size
determination.

Employee Counting Instructions:
a) Total the number of employees working 130 hours for each month of the preceding calendar year.
b) Total the number of hours worked by employees working less than 130 hours for each month of the preceding
calendar year, but do not include more than 120 hours per employee in a month and divide by 120. This is your Full Time
Equivalent (FTE) count of the preceding calendar year.
¢) Add the numbers from a and b together and divide by 12. This is your group size.

When counting employees to determine group size, do not count a sole proprietor, a partner in a partnership, a 2-percent S
corporation shareholder, the spouse of a person who is a sole proprietor, a temporary, seasonal, leased, or contracted
employee, a retired employee, or a former employee on continuation coverage.

SECTION A

Is this an employee only plan? Yes ONo O

1. On average, how many full time employees did the employer have during the preceding
calendar year? Total the number of employees working 130 hours or more for each month of the preceding
calendar year and divide by 12.

2. On average how many Full Time Equivalent (FTE) employees did the employer have during the
preceding calendar year? Total the number of hours worked by employees working less than 130 hours for
each month of the preceding calendar year, but do not include more than 120 hours per employee in a month
and divide by 120. Then divide the total number by 12.

3. Total employee count (for determining group size) (#1+#2)

If less than 1 enrolled, no Oregon small group exists.

If 1to 50, the group is a small group.

If more than 50, the group is a large group and not eligible as an Oregon small group.

4. How many employees does the employer expect to have on the date coverage will take effect?

The employer must have at least one employee enrolled on the date coverage will take effect in order to be
issued small group coverage.

5. How many employees will be eligible for coverage based on the group's eligibility rules?

6. Out of the number of employees indicated in question #5, indicate the number of
employees waiving due to other group or individual coverage:

7. Total employee count (for participation requirement) (#5-#6):

8. Out of the number of employees indicated in question #7, indicate the number of
employees opting out of coverage:
Count employees choosing not to take coverage here.

9. Total number of employees enrolling (#7 - #8):
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10. Total number COBRA/State Continuation enrollees (include primary insured's
only):

11. Total number of employees and COBRA or state continuation enrollees
(#9 + #10):

12. To determine if your group is subject to COBRA, indicate how many employees
you employed on a typical business day in the previous calendar year:

Do not count self-employed individuals, independent contractors, and members of the board of
directors. (If the group had 20 or more employees during at least 50% of the previous calendar
year, the plan qualifies for COBRA continuation). Otherwise, the group qualifies for state
continuation.

O 1-19 Employees

O 20 - 50 Employees

13. What type of employees are you offering coverage to:
a. All employees working 17.5 hours or more per week
b. All employees working the minimum hours required by your specific company
in order to qualify for benefits (i.e. 40 hours per week)

14. To determine if your group is subject to Medicare Secondary Payer provision, do
you have 20 or more employees for each working day in each 20 or more calendar
weeks in the current calendar year or the preceding calendar year?

Count all employees on the employment payroll. Do not count retirees, COBRA qualified
beneficiaries, individuals on other continuation options or self-employed individuals.

Yes O NoQ

EMPLOYEE PARTICIPATION

15. For groups of 1-4 employees, a minimum of 100% of eligible employees must participate.
For groups of 5-50 employees, a minimum of 70% of eligible employees must participate.

For Voluntary Dental Plans, a minimum of 25% of eligible employees must participate with a
minimum of 10 enrolling. For Voluntary Direct Option, minimum of 25% of eligible employees must
participate with a minimum of 2 enrolling.

@ 1 -4 Employees

O 5 - 50 Employees

SECTION B

To the best of my knowledge, | certify that all the information contained herein is correct. | understand that the
final rates will be based on actual enroliment and may be different than the rates originally quoted and that

additional information may be required to verify eligibility of the group.

| am the:

Name (printed Signature: Date:

please):
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Nondiscrimination notice

We follow federal civil rights laws. We do not discriminate based
onrace, 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:

888-217-2363 (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:

Moda Partners, Inc.
Attention: Appeal Unit
601SW 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
855-232-9111
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.

A

moda
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ATENCION: Si habla espariol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

CHU Y: Néu ban nai tiéng Viét, c6 dich
vu hé trg ngén ngl mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

AE ARMESRAP 0 [5RRBEEES EHERE -
EZNE1-877-605-3229 (EEMIAEAMA : 711)
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O|83stAl2{H Ctg M E AT A|7]
Hi2fL k. M3} 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sanumerong 1-877-605-3229 (TTY: 711)
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(711 s ol Cailel)) 1-877-605-3229
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1-877-605-3229 (TTY: 711) u/ J 4

BHVMAHWE! Ecnn Bbl roBopuTte no-pyccku,
BOCNOJIb3YyMTeCb 6ecnnaTHOM A3bIKOBOW
noaaep»kon. NossoHUTe NO TeN.
1-877-605-3229 (tekcToBbIl TenedoH: 711).

ATTENTION : sivous étes locuteurs
francophones, le service d'assistance
linguistique gratuit est disponible. Appelez
au 1-877-605-3229 (TTY : 711)

Gledd S (oo a4 4S8 (J) a3 14a 5
Lol 35 5 Laid (510 (I8G1) ) e 43 4en
A el (TTY: 711) 1-877-605-3229

o : gfe 319 &<} dieid €, Il STe! WIS Fergd &1 g
Yo fgu Iue=I @ | 1-877-605-3229 W Hied &¢ (TTY: 711)

Achtung: Falls Sie Deutsch sprechen, stehen
Ihnen kostenlos Sprachassistenzdienste zur
Verflgung. Rufen sie 1-877-605-3229 (TTY: 711)

AR HAEECHLEDAICIE BARE
H—EREERNTIRELTHBVET,
1-877-605-3229 (TYY. T LA2A TS A% —
HETHBDAIF71) FTHEELILETWL

modahealth.com
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W2 (AL 1l det Gude 9. 1-877-
605-3229 (TTY: 711) 2 514l 53|

Wagw: INIVCIWIFINI, NIV
oFod9vwIFCVVILHNIVL0vDE
9. zm 1-877-605-3229 (TTY:711)

YBATA! kLo BY roBopute YKpalHCbKOIO,
ANA BaC fOCTYMHi 6€3KOLWTOBHI KOHCYNbTauil
piaHoto moBoto. 3aTenepoHynTe
1-877-605-3229 (TTY:711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, muaj cov kev pab cuam txhais lus, pub
dawb rau koj. Hu rau 1-877-605-3229 (TTY: 711)

[Jnffjt’lm° [UﬁnStiﬂUlefLﬂESi I tﬁ[Jni
Miteun nﬁﬁS[ﬁ[ﬁ AMm U iin tijﬁﬁﬁ'ﬁ[ﬁ

BSHUITSINNAEAT GRS QIFIMBIe
1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta'e tajagjiloonni
gargaarsada isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.

Tusaunsnu: vnaauyanElug fed
f3N5alHUBNTe e HE R BN
163 Tuns 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautalaile gagana
Samoaq, o loo avanoa fesoasoani tau
gagana mo oe e le totogia. Vala'au
ile1-877-605-3229 (TTY: 711)

IPANGAG: Nu agsasaoka iti llocano, sidadaan
ti tulongitilengguahe para kenka nga awan
bayadna. Umawagiti 1-877-605-3229 (TTY: 711)

UWAGA: Dla oséb méwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)
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