Application for the Addition of

Family Members to an Individual

or Group Conversion Plan
(Grandfathered)

P.O. Box 91120,
Seattle, WA 98111-9220
lifewisewa.com

MS 295

Z LifeWise

Please read all accompanying material before completing this application. All questions must have complete and
accurate answers. Omissions or incomplete answers will result in the return of your application and may cause a delay
in the effective date of your coverage. Please PRINT, sign and date in ink.

To be eligible for coverage, applicants:

» Must be a resident of Washington state. We may require proof of residency.

» Must not be entitled to Medicare (including entitlement due to disability)

» If over 65 years of age and not eligible for Medicare, attach a “not eligible for Medicare document” from the

Social Security Administration.

Section 1: Effective date

Application must be received within 60 days of the event (marriage, birth, placement, custody), to be effective on the date of the event.

Approved applications postmarked or received by the last day of the month will be effective on the first day of the following month.

To select a later effective date, please indicate here (no more than 60 days after the signature date):

Section 2: Subscriber information

101/

Last name (of current subscriber) First Middle Initial Member Identification number (see your ID card)
Home address (required): Street, city, state, ZIP (not P.0. Box) County Home number
( )
Mailing address (if different from home address): Street, city, state, ZIP County Work number
C )
Billing address (if different from mailing address): Street, city, state, ZIP County Cell number
( )

Section 3: Dependents to be added

D Legal Spouse or D Domestic Partner Name
(Last, First, Middle Initial)

Social Security Number (optional)

Gender: LIm [IF

Date of Birth
/ /

Date of Marriage*

/

**] used tobacco in the last
6 months: [_IYes [INo

Dependent Child Name—under 26 only (Last, First, Middle Initial)

Social Security Number (optional)

Gender: [ Im [IF

Date of Birth

/ /

/

*** Date of Placement/Custody

/

**| used tobacco in the last
6 months: [_1Yes [INo

Dependent Child Name—under 26 only (Last, First, Middle Initial)

Social Security Number (optional)

Gender: [ Im [IF

Date of Birth

/ /

/

*** Date of Placement/Custody

/

**| used tobacco in the last
6 months: [_1Yes [INo

* If adding a domestic partner, please include a Declaration of Domestic Partnership form, available at lifewisewa.com.
** “Tobacco use” means use of any tobacco product on average four or more times per week within the past 6 months. Tobacco use does not include religious or ceremonial use.
*** For adoption, attach a copy of the placement/adoption agreement. For dependents that court orders for legal wards, guardianship or Medical Child Supprt, attach a copy

of the court order.
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Section 4: Health Questionnaire

Notice To All Applicants: It is important for you to accurately complete this health questionnaire for all dependents listed. Have

you or any family member listed on this application ever experienced symptoms, been advised of, diagnosed with, received treatment or had treatment
recommended for any of the following conditions? Provide details on page 3 to any item answered “yes.”

Please check each item either Yes or No

Yes
O

No
©)

Please check each item either Yes or No

&
»

Alcohol or Drug Abuse / Dependence 12. Musculoskeletal Conditions

Alcohol / Chemical / Drug / DUI a. Chronic Back or Neck Pain / Strain
Autoimmune Disorder b. Disc Problems / Bone spurs

Lupus / Scleroderma / Mixed C. Arthritis / Rheumatoid / Osteoporosis
Bleeding / Blood / Circulatory Disorders d. Fibromyalgia / Chronic Fatigue

Anemia / Bleeding / Hypercoagulation e Muscular Dystrophy / Polio Residuals
Blood Disorder (TCP, etc.) / Leukemia f. Tendon / Joint: Inflammation / Gout /
Aneurysm / Impaired Circulation Carpal Tunnel / Replacement (Specify site)
High Cholesterol, Triglycerides g. Foot Disorder / Bunions / Hammertoe
Hypertension (Last: __ /) h. Fractures (Specify site, hardware present)
Phlebitis / Clots / Raynaud’s / PVD i. Gait Abnormality / Loss of Limb(s)
Congenital Conditions J. Chronic Pain / Decreased Motion
Congenital Disorder / Birth Defects 13.  Mental Health Disorders

Ear / Nose / Throat / Eye

Schizophrenia / Bipolar / Psychosis

Ear Infections (# past yr.) / Tubes

Depression / Anxiety / Suicide Attempt

Nasal Malformation / Deviated Septum

Anorexia / Bulimia

Nasal Polyps / Sinusitis / Tonsillitis

Attention Deficit Hyperactivity Disorder

Crossed Eyes / Strabismus

e

Neurological Conditions

Retina / Macular: Detach, Degeneration

Brain Injury / Seizures / Cerebral Palsy

Cataract(s) / Lens Implants / Glaucoma

Stroke / TIA / Paralysis

Gastrointestinal Conditions

Headaches (Recurrent or migraine)

Swallowing Problems / GERD / Reflux

MS / Alzheimer’s / Huntington’s / ALS / Parkinson’s

Ulcers / Chronic Abd. Pain / Gallbladder

Meningitis / Encephalitis

Diverticulitis / Hemorrhoids / IBS

Developmental delay (Specify type, cause)

Ulcerative Colitis / Crohn’s / Colitis

o

Organ

Hernia (Specify type) / Polyps

Transplant (Previous or pending)

Weight gain or loss > 10 Ibs. within 1 yr.

Critical Organ Cyst / Tumor (i.e., brain)

Glandular or Hormonal Disorders

Cancer (Specify type, location, extent)

Diabetes / Elevated Blood Sugar

Reproductive System Conditions

Goiter / Nodule / Thyroid: Hyper / Hypo

Menstrual Irregularity / Pregnant

Adrenal / Pituitary Condition

Breast Disorder / Fibrocystic / Implant

Heart Conditions

Abnormal Pap Smear / Dysplasia

Angina / Chest Pain / Heart Attack

Endometrial / Uterine / Cervix Disorders

ol fefo ol [N[~lo(alo[oe e~ e[alooe[ae [al~ealo oo [ [N]e [~

Arterio-Atherosclerosis / Coronary Artery
Disease / Congestive Failure

oo Oooo joogoooool oooooo g o jgoooog; g oo

O|0| |0|0|0] |O|/0|00 0|0 |O0|0|0|0|0|0] |0 |0/0|0j00|O] |0 |0

Ovarian / Testicular: Cyst / Torsion

Prostate Problems / Sexual Dysfunction

N EREEEHEREEEEEHEREEE R EEEEEEREEEE

C. Heart Murmur / Arrhythmia / Pacemaker O o 7. Respiratory Conditions
d. Valve Disorder (Specify type, cause) O o Allergies / Asthma / Sleep Apnea
9. Immune Disorders Chronic Bronchitis / Pneumonia / TB
a. AIDS / AIDS Related Complex / HIV O o Lung Clot / Collapsed Lung
10. Kidney / Bladder Conditions Chronic Obstructive Lung Diseases
a. Bladder: Infections / Incontinence O] o 8. Sexually Transmitted Diseases
b. Kidney Infections / Kidney Stones O o Genital Herpes / HPV / Other
C. Kidney Failure / Nephritis O o 9. Skin Conditions
11.  Liver Conditions Burns / Scars / Acne / Ulcers (Specify site)
a. Hepatitis A/ B/ C / Other O o 20. Specify other condition(s) not listed above:
b. Cirrhosis / Liver Failure Ol o a.
b

oo o o gooogo jooooogo |ooo oooogoo | oooo; googo ooogoogr O

O|0| |O] |O] |O0|0|0|0] |0 00000 |O/0|0] |0|00|0/0|0| |O0/0/0|0] |0/0|0|0) O|00|0j0|0| OF

Notice to Applicants For Non-Grandfathered Plans (Individual Plans purchased after March 23, 2010): Applicants under age 19 will not be denied
coverage due to a health condition.




21. If you have answered “yes” to ANY of the previous questions or have experienced any other health issues, complete
this question. Instructions: Include complete details including site, cause, and extent of condition. Attach additional sheet if needed.

You may wish to submit copies of relevant medical records to expedite the process (at your own expense).

# |[Name |Dates | Describe Condition | Provider | Current Status | Follow Up
Start Diagnosis Practitioner Condition Present? Future Care?
Mo [J Yes, persists OR [ Yes, future surgery or
oo O No, resolved treatment
Treatment Hospital (Describe): O No, resolved
End (Describe type, reason):
Mo
oo Days
Start Diagnosis Practitioner Condition Present? Future Care?
Mo [J Yes, persists OR [ Yes, future surgery or
oo O No, resolved treatment
Treatment Hospital (Describe): O No, resolved
End (Describe type, reason):
Mo
oo Days
Start Diagnosis Practitioner Condition Present? Future Care?
Mo [J Yes, persists OR [ Yes, future surgery or
oo O No, resolved treatment
Treatment Hospital (Describe): O No, resolved
End (Describe type, reason):
Mo
oo Days
Start Diagnosis Practitioner Condition Present? Future Care?
Mo [ Yes, persists OR [J Yes, future surgery or
roooo O No, resolved treatment
Treatment Hospital (Describe): O No, resolved
End (Describe type, reason):
Mo
roo Days
22. [1Yes O No Has anyone listed on this application taken medications within the past year? If yes:
Name Medication (name, dose, duration) Prescriber Diagnosis
23. CYes O No Has any insurance company refused or restricted any insurance coverage for you or any person listed

on this application? If yes, explain:




24, [IYes O No Has any other future surgery, diagnostic testing or medical treatment been recommended or discussed
for any person listed on this application? If yes, explain:

25. [1Yes O No Is any family member applying for coverage currently pregnant? If yes, explain:

26. [1Yes O No Is any person on this application, including male applicants and dependent males or females, responsible
for a current pregnancy? If yes, explain:

27. Please list the date of last menstrual cycle for every female applicant age 13 and over:

Section 5: Health information

To identify applicants who may benefit from our health management programs, please complete the following questions.
Note: Do not list individuals who will not be enrolled for coverage.

A. OYes [ No Do youorany dependents have a disability, chronic health condition (i.e. diabetes, heart condition, etc.),
or been advised in the last 12 months that hospitalization, surgery or treatment is needed or pending?

NAME REASON

Section 6: Prior or current coverage (use for adding dependents only)

If you have prior creditable coverage:

[Yes [INo: Do you intend to continue this other coverage if you are accepted by LifeWise?
(If no, remember to contact your insurance company to cancel, including our corporate affiliates.)



Section 7: Notice of information use and disclosure

Type Of Information To Be Disclosed: | (We) authorize: any physician, health care provider, hospital, insurance or reinsurance company, pharmacy
benefits manager or third party benefits administrator to disclose a copy of my (our) personal health information, including any and all diagnostic,
procedural, treatment, claim, prescription or other health related information including records concerning alcohol and/or chemical dependency,
reproductive health (including abortion), sexually transmitted diseases, HIV, AIDS, psychiatric disorders and mental illness to LifeWise or its
representatives as allowed by law.

Purpose Of Disclosure: | (We) understand that personal information will be used for underwriting, evaluating enroliment in the health plan,
determining eligibility for benefits and paying claims. This information will not be used to make a decision on your eligibility for coverage.

Timeframe Of Release: Unless | revoke it, this release will remain valid for twenty-four (24) months from the date of my signature below.

Revocation Of Release: | understand that | may change my mind and revoke this release at any time. | will do this by letting LifeWise know of my
decision. Any change will be effective five (5) business days after LifeWise receives my written notice at the address listed on this form. | understand that
some or all of this information may already have been used by LifeWise to make decisions, which will not be affected by its revocation.

Redisclosure: LifeWise Health Plan of Washington may be required to redisclose this information to another party that is not subject to state and federal
privacy rules.

Effect of Not Authorizing: This authorization is a condition of your enrollment in our health plan or your eligibility for benefits. If you decide not to sign
this authorization, we may decline to enroll you in our health plan or to give you benefits.

Please Note: You or your authorized representative will receive a copy of this authorization.

Section 8: Signatures

| hereby apply for enrollment with LifeWise for the family members listed on this application for coverage under my Individual or Group Conversion
Contract. | certify that:

a) | have read this form, and | have supplied all of the required information on this form.
b) The persons listed qualify for dependent enroliment as stated in my subscriber contract.
Benefits may be subject to pre-existing condition or benefit-specific waiting periods as stated in my subscriber contract.

In applying for enroliment as indicated on this application, | declare that to the best of my knowledge, all of the information on all forms
necessary for enroliment is true and complete, and that all of the persons for whom | am requesting enroliment are eligible for coverage.

| understand that if | have made intentionally false or misleading statements or answers on behalf of myself or any family members, that all
entitlements to benefits are void and this Contract may be cancelled or modified retroactively to its effective date. | further understand that
it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the
company. Penalties include imprisonment, fines and denial of insurance benefits.

e) |affirm the subscription charge payments are not paid or sponsored by third-party payers including employers, business accounts, providers,
not-for-profit agencies, government agencies, or any other third-party payer, either directly or indirectly, expect as required by law.

f) lunderstand and agree that this coverage is issued as individual health coverage, is not sold or issued for use as a government or third-party
sponsored health plan, and is not partially or fully paid for by third-party payers including employers, business accounts, providers, not-for-
profit agencies, government agencies, or any other third-party payer, either directly or indirectly, except as required by law.

[ IYes [_INo: If one or more family members is not accepted for coverage, | authorize LifeWise to enroll those who are eligible in the plan

| have selected.
X /R X /N
Signature of Primary Applicant (parent/legal guardian) Date of signature Signature of Spouse or Domestic Partner Date of signature
X T X T
Signature of Dependent Child over age 18 Date of signature Signature of Dependent Child over age 18 Date of signature
X T X T
Signature of Dependent Child over age 18 Date of signature Signature of Dependent Child over age 18 Date of signature
X T X T
Signature of Dependent Child over age 18 Date of signature Signature of Dependent Child over age 18 Date of signature

If not the primary applicant, | am the: ~ []Parent ] Holder of Power of Attorney  [] Legal Guardian
(If you are the legal guardian or holder of a power of attorney for the applicant, attach legal documentation.)



[ ) . '
7 LifeWise
Discrimination is Against the Law

LifeWise Health Plan of Washington complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. LifeWise does not exclude people or treat
them differently because of race, color, national origin, age, disability or sex.

LifeWise:

e Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
¢ Qualified sign language interpreters
e 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:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that LifeWise 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:

Civil Rights Coordinator - Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-6396, Fax 425-918-5592, TTY 800-842-5357

Email AppealsDepartmentinquiries@LifeWiseHealth.com

You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the 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, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may have important
information about your application or coverage through LifeWise Health
Plan of Washington. There may be key dates in this notice. You may need
to take action by certain deadlines to keep your health coverage or help
with costs. You have the right to get this information and help in your
language at no cost. Call 800-592-6804 (TTY: 800-842-5357).

47165 (Amharic):

£V TINFOEL ANAAL 0PLF BHA: &V TINFOEL A “lorAhFP oed ¢ LifeWise
Health Plan of Washington 147 AidA1 ao28 A0 @Fad: Y T Ok @0
PG POT AF4 TN 0MG7T 14727 APmOPG NANGLA ACAT ATITTH OFO-0r P11
180°F ACIPR ap@-(L LNPF LIPGAL QUT aLF WISPTT hG PATPI° WGP NLIRP hCaF
A1LTT oo AaPF:00dh ¢rC 800-592-6804 (TTY: 800-842-5357) Lo

42 (Arabic):

S Gl yagady dage Claglae JSY) 18 sy B Aals Cilagla JladY) 13 g gay
3 LifeWise Health Plan of Washington J3& (e lle Jgpanll & 5 Al ddaasl)
lo Bl Anes o)) 55 8 el pa) MATY ZUsT Sy ledY) 13 8 Rega gl 5 lia o8
sacladl s clagleall oda o Jpeanll @l Gay S ads 8 saclisall 5 Dpaall dlidis
800-592-6804 (TTY: 800-842-5357 )= Juail Al &4l 0S5 (50 sy

3L (Chinese):

AEBEANEEENAE . NEMTTREBRAMREER LifeWise Health Plan of
Washington 12X B ERREHNEEAL ., AEMA TG EZ A, &
RSEEH LY ZARRTE, URETCHNRBEREGREEZRMS. ©F
NGB LUCHBESIIAARIED, FHREE 800-592-6804

(TTY: 800-842-5357).

037336 (07-2016)

Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba. Beeksisti kun sagantaa
yookan karaa LifeWise Health Plan of Washington tiin tajaajila keessan
ilaalchisee odeeffannoo barbaachisaa gabaachuu danda’a. Guyyaawwan
murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltidhaan
deeggaramuuf yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti
wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan
keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni
gabaattu. Lakkoofsa bilbilaa 800-592-6804 (TTY: 800-842-5357) tii bilbilaa.

Frangais (French):

Cet avis a d'importantes informations. Cet avis peut avoir d'importantes
informations sur votre demande ou la couverture par l'intermédiaire de
LifeWise Health Plan of Washington. Le présent avis peut contenir des
dates clés. Vous devrez peut-étre prendre des mesures par certains délais
pour maintenir votre couverture de santé ou d'aide avec les codts. Vous
avez le droit d'obtenir cette information et de I'aide dans votre langue a
aucun colt. Appelez le 800-592-6804 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a kapab genyen
enfomasyon enpotan konsénan aplikasyon w lan oswa konsénan kouveti
asirans lan atravé LifeWise Health Plan of Washington. Kapab genyen dat
ki enpotan nan avi sila a. Ou ka gen pou pran kek aksyon avan séten dat
limit pou ka kenbe kouvéti asirans sante w la oswa pou yo ka ede w avék
depans yo. Se dwa w pou resevwa enfomasyon sa a ak asistans nan lang
ou pale a, san ou pa gen pou peye pou sa. Rele nan 800-592-6804

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige Informationen. Diese
Benachrichtigung enthalt unter Umstanden wichtige Informationen
bezuglich lhres Antrags auf Krankenversicherungsschutz durch LifeWise
Health Plan of Washington. Suchen Sie nach eventuellen wichtigen
Terminen in dieser Benachrichtigung. Sie kdnnten bis zu bestimmten
Stichtagen handeln miissen, um lhren Krankenversicherungsschutz oder
Hilfe mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe
und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter
800-592-6804 (TTY: 800-842-5357).

Hmoob (Hmong):

Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tej zaum
tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv
thov kev pab los yog koj ghov kev pab cuam los ntawm LifeWise Health
Plan of Washington. Tej zaum muaj cov hnub tseem ceeb uas sau rau hauv
daim ntawv no. Tej zaum koj kuj yuav tau ua qee yam uas peb kom koj ua
tsis pub dhau cov caij nyoog uas teev tseg rau hauv daim ntawv no mas koj
thiaj yuav tau txais kev pab cuam kho mob los yog kev pab them tej nqgi kho
mob ntawd. Koj muaj cai kom lawv muab cov ntshiab lus no uas tau muab
sau ua koj hom lus pub dawb rau koj. Hu rau 800-592-6804

(TTY: 800-842-5357).

lloko (llocano):

Daytoy a Pakdaar ket naglaon iti Napateg nga Impormasion. Daytoy a
pakdaar mabalin nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti LifeWise Health
Plan of Washington. Daytoy ket mabalin dagiti importante a petsa iti daytoy
a pakdaar. Mabalin nga adda rumbeng nga aramidenyo nga addang
sakbay dagiti partikular a naituding nga aldaw tapno mapagtalinaedyo ti
coverage ti salun-atyo wenno tulong kadagiti gastos. Adda karbenganyo a
mangala iti daytoy nga impormasion ken tulong iti bukodyo a pagsasao nga
awan ti bayadanyo. Tumawag iti numero nga 800-592-6804

(TTY: 800-842-5357).

Italiano (Italian):

Questo avviso contiene informazioni importanti. Questo avviso pud contenere
informazioni importanti sulla tua domanda o copertura attraverso LifeWise
Health Plan of Washington. Potrebbero esserci date chiave in questo
awviso. Potrebbe essere necessario un tuo intervento entro una scadenza
determinata per consentirti di mantenere la tua copertura o sovvenzione.
Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua
gratuitamente. Chiama 800-592-6804 (TTY: 800-842-5357).



HZAEE (Japanese):

COEHMICEEERERMAS T TOET, COBRMIZIL. LifeWise
Health Plan of Washington D B55 F 1z (X H{EFEEHICRET 2 EELHEHRIE
FNTVERHEELHY ET, COBMIEHINTOLARENHIEE
HEMECHRLESIVL, BREEBCEHYR— M E#IFT5121E. BT
OHBEETICTBEMLLTAEELLRWNGENHYET, CHFEDSHE
ICkBEMEYR— FABRHTRESHET ., 800-592-6804

(TTY: 800-842-5357)F THEIEL 12 &L,

(Korean):
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LifeWise Health Plan of Washington £ S&F HtH 2| X 0| 28t
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290 (Lao):

CCHIMIVDH2NVHIBD. (C99NIVDDI0BEH2LVIISVTI FONLAISDITE
N § eorvsvasgUrHLIWEsguIIVGIV LifeWise Health Plan of
Washington. 2709t 55VHZEVLIVECHINIVD. WIVSINDEPATVCIBYO?
CHLNIVOIVNINIOCOVITLWILCWOSNIINOIVEVODUEHVYLEWIV B
novgoechacde969lgsre209u9lS. W BSoldsuannd ot 9oL
goscdactinwiznzeguimlostcgess. uilms 800-592-6804

(TTY: 800-842-5357).

Maniz2s (Khmer):

iwsigssaimisimstidumsdiaasq iwosyssSaimsuinu
hEstdmsuniesHAsERivUUS yrMmIinUiugmengin:
LifeWise Health Plan of Washington 9 {Uiniushens muufigsisnsSisi
HHCATSSAIHISY gRUTNUMRIFMIUINDOYEMN SRS
igmPgposIS 1I8gjSmmApsAmMImSINUIRNSMNIUNIEA Yo
SSWICMIgY HREISASSTUrSmSIS: SHSgWISITHEMaIUNIES
imwEsHuNwWIgiwY Yuginis 800-592-6804 (TTY: 800-842-5357)¢

AR (Punjabi):

fem &fen feg uA Av=arat 3. fon Sfer feg LifeWise Health Plan of
Washington 28 3T3! S=3H 3 wIrl 513 HIITYIS Areardl I Aael

3 . foH A A=Y ¥H 39T J A I6. Add IH! ARI3 de9d fgust I
7 6 & B3 AlRT HeE © 8 J 37 39 wisH IS Jufas I5 uA
FeH g9E © 87 J AAT! 3, 3% He3 K9 3 wie! 3 {9 Areardl w3 Hee
Y3 96 T Wit I, 3% 800-592-6804 (TTY: 800-842-5357).

A (Farsi):

b o g e Ml (5 gl Caul (Snn M) (. 38lia pea el (5 5la 4sadle oy
43 ,23L LifeWise Health Plan of Washington b ) Led () 4an (il b 5 Lalss
Sy (o ey gy Jain (sl g o) (e Ladh, il An 55 edle] () 5 pge (sl Gy
linl eald sl S il sl oaadifie sl Fal 4 (05 e so sla Al a Cidlay o
OBl b asa )4 1) SaS 5 le Sl G 4S 5la 1) G G Led, 280 4idl
800-592-6804 » jlas Ly e Ml s (51 52 2uilas il 5

e )8 (e (800-842-5357 5 Jladls (ki TTY ¢l JS)

Polskie (Polish):

To ogtoszenie moze zawiera¢ wazne informacje. To ogtoszenie moze
zawiera¢ wazne informacje odnosnie Panstwa wniosku lub zakresu
Swiadczen poprzez LifeWise Health Plan of Washington. Prosimy zwrécic
uwage na kluczowe daty, ktére mogg by¢ zawarte w tym ogtoszeniu aby nie
przekroczy¢ terminéw w przypadku utrzymania polisy ubezpieczeniowej lub
pomocy zwigzanej z kosztami. Macie Panstwo prawo do bezptatnej
informacji we wtasnym jezyku. Zadzwoncie pod 800-592-6804

(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este aviso podera conter
informagdes importantes a respeito de sua aplicagdo ou cobertura por meio
do LifeWise Health Plan of Washington. Poderao existir datas importantes
neste aviso. Talvez seja necessario que vocé tome providéncias dentro de
determinados prazos para manter sua cobertura de salide ou ajuda de
custos. Vocé tem o direito de obter esta informacéo e ajuda em seu idioma
e sem custos. Ligue para 800-592-6804 (TTY: 800-842-5357).

Romana (Romanian):

Prezenta notificare contine informatii importante. Aceasta notificare
poate contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin LifeWise Health Plan of Washington. Pot
exista date cheie in aceasta notificare. Este posibil sa fie nevoie sa
actionati pana la anumite termene limita pentru a va mentine acoperirea
asigurarii de sanatate sau asistenta privitoare la costuri. Aveti dreptul de a
obtine gratuit aceste informatii si ajutor in limba dumneavoastra. Sunati la
800-592-6804 (TTY: 800-842-5357).

Pycckui (Russian):

HacTosiiee yBegomneHve coaepxuT BaxHy UHgopmaumio. 310
yBEJOMIIEHNE MOXET CoepXxaTb BaXKHy0 MHpopMaLuio 0 Ballem
3a8BMEHNN UM CTPaxXoBOM MOKpbITUK Yepe3 LifeWise Health Plan of
Washington. B HacToswweM yBeoMNeHUN MOTyT ObiTb yKa3aHbl KrtoyeBble
paatbl. Bam, BO3MOXHO, noTpebyeTcst NPUMHATL Mepbl K ONpeAeneHHbIM
npeaesnbHbIM CPOKaM [Msi COXpaHeHUst CTPaxoBOro NOKPbITUSA MM MOMOLLM
¢ pacxofjamu. Bel umeeTe npaso Ha 6ecnnaTtHoe nonyyeHve aTon
MHPOPMAaLMM 1 NMOMOLLb Ha BalLeM A3bike. 3BOHUTE MO TenedoHy
800-592-6804 (TTY: 800-842-5357).

Fa’asamoa (Samoan):

Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili ona taua e tatau
ona e malamalama i ai. O lenei fa’asilasilaga o se fesoasoani e fa'amatala
atili i ai i le tulaga o le polokalame, LifeWise Health Plan of Washington, ua
e tau fia maua atu i ai. Fa’amolemole, ia e iloilo fa’alelei i aso fa’apitoa olo’o
iai i lenei fa’asilasilaga taua. Masalo o le’a iai ni feau e tatau ona e faia ao
le’i aulia le aso ua ta’ua i lenei fa’asilasilaga ina ia e iai pea ma maua
fesoasoani mai ai i le polokalame a le Malo olo’o e iai i ai. Olo’o iai iate oe
le aia tatau e maua atu i lenei fa’asilasilaga ma lenei fa’'matalaga i legagana
e te malamalama i ai aunoa ma se togiga tupe. Vili atu i le telefoni
800-592-6804 (TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacién importante. Es posible que este aviso
contenga informacioén importante acerca de su solicitud o cobertura a
través de LifeWise Health Plan of Washington. Es posible que haya fechas
clave en este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los
costos. Usted tiene derecho a recibir esta informacion y ayuda en su idioma
sin costo alguno. Llame al 800-592-6804 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang
paunawa na ito ay maaaring naglalaman ng mahalagang impormasyon
tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng LifeWise
Health Plan of Washington. Maaaring may mga mahalagang petsa dito sa
paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang
mga itinakdang panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka na makakuha ng
ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag
sa 800-592-6804 (TTY: 800-842-5357).

v (Thai):

dszmetiifeyadndty Uszniatianaiifieyaidrdryinaaiunisnisainsidanauiamlsziu
qunmaasamrinu LifeWise Health Plan of Washington uazanaiinnmsnislusznis
1 pruenaazfinsnniiunismaluimunszasnafiuiveuieasinwnisdseiuguninaesnm
o ada as am ad nws o a =
wiansdanivdefilanlden Auildnsnaslifuieyauazanudiamdeilunimaesnulng Ll
Aldane Tns 800-592-6804 (TTY: 800-842-5357)

YkpaiHcbkun (Ukrainian):

Lle noBigoMneHHsA MicTUTL BaxnuBy iHdopmauito. Lie nosigomneHHs
MOXe MiCTUTK BaXnuBy iHdopmaLito npo Balue 3BepHeHHSs Wwoao
cTpaxyBanbHoro nokputTs yepes LifeWise Health Plan of Washington.
3BepHIiTb yBary Ha KIno4oBi AaTu, siki MOXyTb 6YTW BKasaHi y LbOMy
nosigomneHHi. IcHye iMoBipHiCTb Toro, Wwo Bam Tpeba byae 3aiicHUTY neBHi
KPOKM Y KOHKPETHI KiHLIEBi CTPOKM Ans Toro, wob 36epertu Bawe megnyHe
cTpaxyBaHHsi abo oTpumatu diHaHcoBy gonomory. Y Bac € npaBo Ha
OTpMMaHHS Uiei iHpopmaLii Ta gonomoryn 6e3kowToBHO Ha Bawwin pigHin
MOBI. [13BOHITb 3a HOMepoMm TenedoHy 800-592-6804 (TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Théng bao nay cung cap théng tin quan trong. Thong bao nay co6 théng
tin quan trong vé don xin tham gia hoéc hop déng bao hiém clia quy vi qua
chwong trinh LifeWise Health Plan of Washington. Xin xem ngay quan
trong trong théng bao nay. Quy vi c6 thé phai thuc hién theo thong bao
dung trong thoi han dé duy tri bao hiém strc khde hodc dwoc trg gitip thém
ve chi phi. Quy vi ¢6 quyéen duoc biét thong tin nay va duoc tro gitp bang
ngdn nglr ctia minh mién phi. Xin goi s6 800-592-6804

(TTY: 800-842-5357).



