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2. Have you ever been enrolled in OMIP?  Yes [ No

If yes, what date did your coverage begin? What date did your coverage end?

3. Have you ever received $2 million in OMIP benefits2 U Yes [ No

4. In the last six months, have you been insured by any other insurance program
(including Medicare or Medicaid/OHP)? U Yes U No

If yes, answer the following:

Who was listed as the primary insured under the policy?

What is that person’s social security or ID number?

What is the name of the insurance company?

What is the policy number? What is the group number?

What date did the policy begin? What date did the policy end?

Why did the policy end?

Was this policy purchased through an agent? If so, please provide the agent’s name:

Was the insurance group (through the employer) or Individual insurance?
U Group dIndividual U Do not know

If it was group insurance, what is the name of the employer who offered the policy?

5. Areyou (check one) U Married Single U Divorced U Widowed [ Child

6. If you are married, is your spouse employed? W Yes [ No
If yes, does your spouse’s employer offer health insurance to its employees? U Yes U No
If yes, are you currently enrolled in your spouse’s employer’s plan2 U Yes U No
If no, why not? [ Missed enrollment [ Too expensive [ Not available for dependents [ Other

7. If you are under age 18, is your parent or guardian employed?  Yes U No
If yes, does their employer offer health insurance for its employees? dYes U No
If yes, are you currently enrolled in your parent or guardian’s employer’s plan2 U Yes U No
If no, why not? 1 Missed enrollment [ Too expensive U Not available for dependents

8. What is your total annual gross household income?
1 $0-$11,076 (d  $25,001-$35,000 [d  $45,001-$55,000 [ $65,001-$75,000
d $11,077-$15,000 (1 $35,001-$45,000 [d  $55,001-$65,000 (d $75,001 or more
[ $15,001-$25,000

9. What is your racial/ethnic heritage? (We are asking for this information for statistical purposes only.)

U Caucasian (A African-American [ Hispanic/Latino
U Native American/Alaskan [ Asian or Pacific Islander [ Other
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G AFFIRMATION. UNDERSTANDING & DISCLOSURE AUTHORIZATION

[ understand that I am applying to the Oregon Medical Insurance Pool (OMIP), a State of Oregon program
located within the Department of Consumer and Business Services for an individual policy of medical, surgical,
prescription and hospital insurance. I also understand that my coverage will become effective on the first of
the month following receipt of a completed application by OMIP, unless I am eligible for portability coverage.
If eligible for portability coverage, I understand that my coverage will become effective the date my prior group
coverage is terminated. I will be responsible for paying premiums from my effective date forward.

[ affirm that the foregoing answers on the application are complete and correct. I understand that no coverage will
be in effect until the full initial premium is paid after this application has been approved and accepted by OMIP.

1. Pre-existing conditions will not be covered until the OMIP policy has been in effect for six months, unless
OMIP waives the pre-existing condition limitation period. A pre-existing condition is a condition for which
medical treatment or diagnosis was rendered during the six-month period immediately preceding the OMIP
effective date of coverage. An existing pregnancy is considered a pre-existing condition.

/ Initial here showing you have read & understand the above paragraph.

(If there is more than one party on this application, all parties must initial or parent/legal guardian
/ if applicant is under 18 years of age or legally incompetent.)

[

If this application contains material misstatements or omissions, OMIP may do any or all of the following
within two years from the date the policy was issued: a) cancel the agreement as though it was never
effective and refund premiums, less any claims paid; b) deny benefits under the pre-existing condition ex-
clusion period; or c¢) take any other action available to it by law. This time limit does not apply to fraudulent
misstatements. This application is part of any policy issued by OMIP, in compliance with Oregon insurance

regulations.
/ Initial here showing you have read & understand the above paragraph.
(If there is more than one party on this application, all parties must initial or parent/legal guardian
/ if applicant is under 18 years of age or legally incompetent.)

My signature on this application authorizes disclosure to OMIP of health insurance coverage, health insurance
applications, Medicaid eligibility and medical record information about myself and my family members, listed
on this application, if needed to: 1) determine eligibility for coverage; 2) preauthorize or process claims for ben-
efits; 3) perform case management (including concurrent review) or quality assurance reviews; or 4) conduct an
audit. OMIP shall not release the medical record information it obtains to anyone else except as allowed by state
and federal law.

This authorization takes effect on the date I sign this application and remains in effect for the lifetime of the
OMIP coverage or the duration of any claim, whichever is longer.

A photocopy of this authorization is as valid as the original.

INDIVIDUAL AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

On behalf of ourselves and the family member(s) listed on this application, I authorize any physician, health-
care provider, hospital, insurance or reinsurance company, or other insurance information exchange to disclose
to the Oregon Medical Insurance Pool (OMIP) of the Department of Consumer and Business Services, an agency
of the State of Oregon, or its representatives, our health information (including alcohol, chemical dependency,
mental treatment, genetic testing or HIV treatment). We acknowledge and understand that this information will
be used only for the purpose of determining enrollment, eligibility for benefits, and payment of claims, case
management, quality assurance reviews or audits. Health information may include claims records, correspon-
dence, medical records, billing statements, diagnostic imaging reports, laboratory reports, dental records, or hos-
pital records (including nursing records and progress notes).
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If I choose not to sign this authorization, OMIP may refuse to enroll us in an OMIP health plan or pay future
claims that we may incur if we obtain OMIP insurance coverage.

I may cancel this authorization at any time by sending a written request to OMIP. My cancellation of this autho-
rization will not affect any action OMIP took before it received my request.

Federal law requires OMIP to tell me that, if the party to whom OMIP discloses my personal information shares
it with anyone else, some state and federal laws may no longer protect it. This excludes alcohol and drug abuse
records, which are protected by federal confidentiality rules (42 CFR, Part 2). Federal law prohibits redisclosure
of this information without specified written authorization.

Signature of applicant (or parent/legal guardian if applicant is under 18 years of age or legally incompetent):

Date

Signature of spouse/domestic partner if covered in this application:

Date

If signed by a personal representative of the applicant, please complete the following:

Personal Representative Name (please print)

Relationship to Individual (attach legal documentation if other than parent)

DOCUMENT CHECKLIST

Did you remember to:

Yes No

|:| |:| Answer all questions completely?

|:| |:| Attach Proof of Residency? (Section D on application)

[J [ Read the affirmations, understandings and disclosure authorization and then sign and date the application?
(Section G on application)

|:| |:| If applying for credit toward the six-month pre-existing condition exclusion, attach Certificate of Coverage from
prior insurance carrier reflecting your beginning and ending dates of coverage and stating your previous coverage
has been terminated?

|:| |:| If applying through medical eligibility, attach either carrier declination letter or select on of the health conditions
applying to you on the health conditions list on page 4 of the application.

|:| |:| If applying through portability eligibility, attach a certificate of coverage from prior insurance carrier reflecting
your beginning and ending dates of coverage and stating your previous coverage has been terminated?
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H pPreMiUM PAYMENT

DO NOT SEND PREMIUM PAYMENT WITH THIS APPLICATION

If you are approved, you will receive information regarding your premium payment.
I would like to pay my premium with the following method (check one):
D Monthly automatic payment directly from my bank (If checked, complete authorization agreement that follows.)
[] Monthly billed directly
[0 Quarterly billed directly

D FHIAP — reservation number:

D CareAssist — program number:

AUTHORIZATION AGREEMENT FOR MONTHLY AUTOMATIC BANK PAYMENT

Name of Applicant or Policy Holder Social Security Number

I, (or we if a joint account) authorize the Oregon Medical Insurance Pool to charge my (our) checking account
for monthly insurance premiums. I (we) authorize the financial institution named below to honor and pay
these monthly charges. This authority is to remain in effect until revoked by me (us) in writing, and until you
actually receive such notice, I (we) agree that you shall be fully protected in honoring any such check/draft. I
(we) understand that in order to cancel these automatic deductions, I (we) must provide written notice to the
Oregon Medical Insurance Pool no less than 15 days before the next scheduled automatic deduction.

YOU MUST ATTACH A VOIDED CHECK WITH THIS AUTHORIZATION AGREEMENT

Note: If this form is not completed and signed, premiums will be billed on a monthly direct bill basis. You must
pay the billed premium until your bank processes this authorization or your coverage will be affected.

Account Holder Signature Date

Check/Draft Account No. Routing No.

Financial Institution

MAIL YOUR COMPLETED APPLICATION TO:

Oregon Medical Insurance Pool
PO Box 1271
Mail Station 5K
Portland, OR 97207-1271
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I AGENT INFORMATION

[ certify by my signature that follows, that I have explained eligibility provisions to the applicant and have
reviewed the application to assure that the application is complete and accurate. I have made no statements of
benefits, conditions, limitations or exclusions of the agreement except through written material furnished by
OMIP. I have informed the applicant that the Oregon Medical Insurance Pool will determine the effective date of
coverage upon receipt of the completed application, which includes the required attachments, and verification
of eligibility. Agent signature certifies that the agent has reviewed the application AFTER it was completed
and the application is complete and accurate. If the application is not complete and accurate, OMIP may
choose to not pay the agent fee.

Print Agent Name Tax [.D. No.

Agency Name Oregon Lic. No.

Street Address City State Zip
E-mail Phone Fax

Agent signature Date




Oregon Medical Insurance Pool

'
440-3189 (1/08) FOMIP4 (01/08)



	omipcoveragebegins: 
	primaryinsured: 
	primaryinsuredssn: 
	nameofcompany: 
	policynumber: 
	groupnumber: 
	policybegin: 
	datepolicyend: 
	namemeployergroup: 
	spousenotenrolled other: 
	whyended: 
	agentsname: 
	omipcoverageend: 
	initial1: 
	initial2: 
	initial3: 
	initial4: 
	initial5: 
	initial6: 
	initial7: 
	initial8: 
	date signature2: 
	date signature: 
	repres name: 
	relationship individual: 
	questions_completely: Off
	section d: Off
	section G: Off
	credit_preexisting: Off
	medical eligbility: Off
	port_eligible: Off
	ssn applicant: 
	date auto agreement: 
	bank: 
	name of applicant: 
	FHIAP_reservation: 
	CareAssist_number: 
	check draft no: 
	routing_number: 
	print agent name: 
	tax id no: 
	agency name: 
	oregon lic no: 
	agent address: 
	agent city: 
	agent state: 
	agent zip: 
	agent email: 
	agent phone: 
	agent fax: 
	agent date sign: 
	premiumpayment: Off


