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Personal information

EMPLOYER GROUP NAME EMPLOYER GROUP NUMBER

FIRST NAME LAST NAME      MI           DATE OF BIRTH 

WHAT IS YOUR STATUS WITH THIS GROUP: 
       ACTIVELY EMPLOYED           RETIRED EMPLOYEE          SPOUSE OF AN ACTIVE OR RETIRED EMPLOYEE

PERMANENT RESIDENCE STREET ADDRESS COUNTY

MAILING ADDRESS (IF DIFFERENT FROM STREET ADDRESS) 

GENDER:          Male           Female          CELL PHONE       HOME PHONE  
      (IF OTHER THAN CELL PHONE)

EMAIL ADDRESS (REQUIRED)

/          /

(  )             - (  )             -

By providing your email address, you are agreeing to receive important account information and product 
offers. Be sure to write all necessary symbols, such as (.) and (@) in the space above.

Please answer the following questions so we can determine if you are eligible for a premium discount.

Household discount

A household discount of up to 20% off your monthly premium may be available if you (1) are married or live 
with a domestic partner and reside at the same physical address, or (2) have resided with at least one, but 
no more than three other adults in the last 12 months at the same physical address. The household 
discount is not available to those living in a one-person household, or in an assisted living facility.

FIRST NAME LAST NAME      MI           DATE OF BIRTH 

RELATIONSHIP

Providence may validate householder eligibility and may request additional documentation. If you are 
deemed ineligible for the household discount after the effective date of your coverage, your premium will 
be adjusted back to your original effective date.

/          /

YES NO

In the past 12 months, at any time, have you used cigarettes, cigars, pipe tobacco, 
chew or snuff?
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Indicate your Medicare Supplement plan
Which plan do you want to purchase (check one)?  A  G  N

Requested Effective Date: please indicate the date (MONTH / DAY / YEAR): 

Eligibility

You are eligible for these Group Medicare Supplement plans if you are age 65 or older, are enrolled in 
Medicare Parts A & B, and are not duplicating Medicare supplement coverage from another plan (for 
example, Medicare Advantage). You must also reside in our service area for this Supplement coverage.

/          /

Please review the following information about Medicare Supplement policies
You do not need more than one Medicare Supplement policy.

If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need 
multiple coverage.

You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

If you suspend your Medicare supplement policy under these circumstances, later your suspended 
Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be 
reinstituted if requested within 90 days of losing your employer or union-based group health plan.

NOTE: If you lost or are losing other health insurance coverage and received a notice from your prior 
insurer saying you were eligible for guaranteed issue of a Medicare supplement insurance policy, or 
that you had certain rights to buy such a policy, you may be guaranteed acceptance in one or more of 
our Medicare supplement plans. Please include a copy of the notice from your prior insurer with your 
Application Form.

Authorization and verification of application information
I declare the answers on this Application Form are complete and true to the best of my knowledge and 
belief and are the basis for issuing coverage. I understand that this Application Form becomes a part of 
the insurance contract and that if the answers are incomplete, incorrect or untrue, Providence Health 
Assurance may have the right to rescind my coverage, adjust my premium or reduce my benefits.

Medicare information
Please supply the information below from your Medicare card:

NAME MEDICARE NUMBER

HOSPITAL (PART A) EFFECTIVE DATE

MEDICAL (PART B) EFFECTIVE DATE 

/          /

/          /

YES NO

Are both Medicare Parts A & B coverage active 
(or will be active by the plan effective date)?
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Any person who, knowingly and with intent to defraud any insurance company or other person, files an 
application for insurance or statement of claim containing any materially false information, or conceals, 
for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 
insurance act when determined by a court of competent jurisdiction, and as such may be subject to 
criminal and civil penalties.

I understand coverage, if provided, will not take effect until issued by Providence Health Assurance, the 
actual premium is not determined until coverage is issued and that this Application Form and payment of 
the initial premium does not guarantee coverage will be provided.

I acknowledge receipt of the currently available Outline of Coverage and the document “Choosing a 
Medigap Policy: A Guide to Health Insurance for People with Medicare” published by the Centers for 
Medicare & Medicaid Services. 

I understand that I must be enrolled in Medicare Part A and Part B to be eligible for Medigap coverage and 
if Medicare Part A and/or Part B terminate for any reason, my Medigap policy will automatically terminate.

Authorization for use and release of protected health information
I understand that the following parties may need to collect information on me in regard to the proposed 
coverage: Providence Health Assurance and its reinsurers, any insurance support organization, any 
consumer reporting agency and all persons authorized to represent these organizations for this purpose.

Any and all individually identifiable health information, including but not limited to medical records, 
reports, pharmaceutical records, diagnostic testing and lab work results may be disclosed to or by 
Providence Health Assurance to the extent permitted by applicable federal and state laws. This medical 
or health information may include information on the diagnosis and treatment of mental illness, and 
alcohol and drug use to the extent permitted by applicable federal and state laws. This also includes 
information on the diagnosis, treatment and testing results related to HIV, AIDS and sexually transmitted 
diseases, unless otherwise restricted by applicable federal and/or state law.

Those parties who may need to collect information may disclose information to the following: Other 
insurers to whom I’ve applied or may apply; reinsurers, pharmacy benefit managers, physicians, 
hospitals, clinics or other medically related facilities; health care clearinghouses; or persons who 
perform business, professional or insurance tasks for them. They may disclose information as allowed or 
required by law.

I understand that this authorization is needed for the purpose of gathering information for making 
eligibility and underwriting determinations. Unless revoked earlier, this authorization will be valid for 12 
months after the date signed.

I understand I can revoke this authorization any time by contacting Providence Customer Service.* I 
also understand that my revocation won’t affect the rights of any individual who has acted in reliance on 
the authorization prior to receiving notice of my revocation. To revoke this authorization, please send 
a written statement to Providence Health Assurance at Providence Medicare Supplement Enrollment 
Department, PO Box 14590, Salem, OR 97309 and state that you are revoking this authorization.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign 
this authorization, but if I don’t, I may not be eligible for enrollment. I understand there is a possibility 
of redisclosure of any information disclosed pursuant to this authorization and that information, once 
disclosed, may no longer be protected by federal rules governing privacy and confidentiality.



PMS-OR 0425 GRP Med Supp Application MDS-006C  Providence Group Medicare Supplement Application   |   5

AGENT NAME (PLEASE PRINT) 

FIRST NAME LAST NAME MI

AGENT SIGNATURE (REQUIRED) AGENT ID (REQUIRED)    TODAY’S DATE (REQUIRED)

AGENT EMAIL ADDRESS    AGENT PHONE NUMBER

/          /

(  )           -

APPLICANT OR PERSONAL REPRESENTATIVE’S SIGNATURE

DATE OF APPLICANT OR PERSONAL REPRESENTATIVE’S SIGNATURE

APPLICANT’S NAME (PLEASE PRINT) 

TO BE COMPLETED BY AGENT/BROKER ONLY



Non-discrimination Statement
Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws 
and do not discriminate on the basis of race, color, national origin, age, disability, sexual orientation, religion, 
gender identity, marital status or sex. Providence Health Plan and Providence Health Assurance do not exclude 
people or treat them differently because of race, color, national origin, age, disability, sexual orientation, 
religion, gender identity, marital status or sex.

Providence Health Plan and Providence Health Assurance:
Provide free aids and services to people with disabilities 
to communicate effectively with us, such as:

• Qualified sign language interpreters

• Written information in other formats  (large print,
audio, accessible electronic formats, other formats)

Provide 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, you can call us at 503-574-7500 or 1-800-878-4445 (TTY: 711).

If you believe that Providence Health Plan and Providence Health Assurance has failed to provide these 
services or discriminated in another way on the basis of race, color, national origin, age, disability, 
sexual orientation, religion, gender identity, marital status or sex, you can file a grievance with our Non-
discrimination Coordinator by mail:

If you need help filing a grievance, call us at 503-574-7500 or 1-800-878-4445 (TTY: 711) for assistance.

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: 

Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html.

Members of Oregon Plans may file a complaint with the Division of Financial Regulation at 1-888-877-4894 or 
visit https://dfr.oregon.gov/Pages/index.aspx.

Providence Health Plan and Providence Health Assurance
Attn: Non-discrimination Coordinator
P.O. Box 4158 
Portland, OR 97208-4158 
Email: PHPAppealsandGrievances@providence.org

U.S. Department of Health and Human Services 
200 Independence Avenue SW, Room 509F, HHH Building 
Washington, DC 20201
Phone: 1-800-368-1019 or 1-800-537-7697
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Language Access Information
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 
1-800-878-4445 (TTY: 711).

Spanish: ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
Llame al 1-800-878-4445 (TTY: 711). 

Russian: ВНИМАНИЕ: Если Вы говорите по-русски, то Вам доступны услуги бесплатной языковой 
поддержки. Звоните 1-800-878-4445 (телетайп: 711). 

Vietnamese: CHÚ Ý: Nếu quý vị nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho quý vị. 
Xin gọi số 1-800-878-4445 (TTY: 711). 

Traditional Chinese: 注意：如果您說中文，您可以免費獲得語言支援服務。請致電  1-800-878-4445 

(TTY: 711)。 

Kushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni 
argama. Bilbilaa 1-800-878-4445 (TTY: 711). 

Farsi: 
�د.  (TTY: 711) 4445-878-800-1شود. با کن�د، �سه�لات ز�ائن به صورت را�گان به شما ارائه �توجه: ا�ر به ز�ان فار� صحبت �  تماس بگ�ی

Ukrainian: УВАГА! Якщо Ви розмовляєте українською мовою, для Вас доступні безкоштовні послуги 
мовної підтримки. Телефонуйте за номером 1-800-878-4445 (телетайп: 711). 

Japanese: お知らせ：日本語での通話をご希望の場合、言語支援サービスを無料でご利用いただけま

す。 1-800-878-4445 （TTY: 711）まで、お電話ください。 

Korean: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-
878-4445 (TTY: 711) 번으로 전화해 주십시오

Nepali: �ान िदनुहोस्: तपाइ�ले नेपाली बोल्नु�न्छ भने तपाइ�ले िन� भाषा सहायता सेवाह� िन:शु� �पमा 
उपल� छन् । 1-800-878-4445 (TTY: 711) मा फोन गनु�होस् । 

Romanian: ATENȚIE: Dacă vorbiți limba română, vă stau la dispoziție servicii gratuite de asistență 
lingvistică. Sunați 1-800-878-4445 (TTY: 711). 

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur 
Verfügung. Rufnummer: 1-800-878-4445 (TTY: 711). 
Hmong: LUS CEEB TOOM: Yog tias koj hais lus Hmoob, cov kev pab txhais lus, muaj kev pab dawb rau 
koj. Hu rau 1-800-878-4445 (TTY: 711). 

Cambodian: កំណត់ស�� ល៖់  េបើសិន�អ�កនិ�យ��ែខ�រ 
�ច�នេស�ជំនួយែផ�ក��េ�យមិនគិតៃថ�ពីេ�កអ�ក។  សូមេ�ទូរស័ព�េលខ 1-800-878-4445 
(TTY: 711)។ 

Laotian: ເຊີ ນຊາບ: ຖ້ າວ່າທ່ານເວົ ້ າພາສາລາວ, ຈະມີການຊ່ວຍເຫຼືອ ດ້ ານພາສາ 
ໂດຍບໍ່ເສຍຄ່າໃຫ້ທ່ານ. ໂທ 1-800-878-4445 (TTY: 711). 
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