Nasomah Health Group – OSA Enrollment Application


	Primary Tribal Member - Enrollee Information

	Last Name


	First Name
	Middle Initial

	SSN #

	Date of Birth
	Male / Female



	Street Address   


	City

	State

	Zip
	Phone

	Email



	Marital Status:

Single  FORMCHECKBOX 
    Married  FORMCHECKBOX 
    Divorced  FORMCHECKBOX 
    Separated  FORMCHECKBOX 
    Widowed  FORMCHECKBOX 




	BENEFIT ELECTIONS

	
	Medical + Rx
	Dental
	Vision

	Tribal Member (TM) Only
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	TM + Spouse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	TM + Child(ren)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Family (TM + SP + CH)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	No Coverage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	PLAN TYPE

	OSA


	DEPENDENTS

	                NAME  (First, MI, Last)
	Sex

(M/F)
	Date of Birth
	Tribal Member

Number

	Spouse
	(Proof of Legal Spousal relationship is Required)
	
	
	

	Spouse SSN #
	
	
	
	

	Child-1
	
	
	
	

	Child-2
	
	
	
	

	Child-3
	
	
	
	

	Child-3
	
	
	
	


ACKNOWLEDGMENT, AUTHORIZATION, AND RELEASE OF INFORMATION FOR TREATMENT AND/OR PAYMENT PURPOSES, AS DEFINED IN THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT

My signature herein authorizes and directs Nasomah and any physician, hospital or other person by whom or which any medical, prescription or dental diagnosis, treatment and/or advice has been, is being, or shall be rendered, to furnish all protected health information regarding myself and/or any of my Plan Member dependents, on a need to know basis, to: any Nasomah agent, representative, administrator, business associate (as defined in the Health Insurance Portability and Accountability Act (HIPAA Public Law 104-191, as amended and its regulations codified at 45 CFR 160 and 164) or any treatment provider, medical, dental or prescription services administrator or services network, auditor, and Nasomah legal counsel. This authorization includes, but is not limited to, the release of any protected health information necessary to determine that I, and those listed as dependents, if any, qualify, or continue to qualify, as eligible members of the Plan.  I understand that until I choose to alter my plan elections at an allowable time, my current selections will remain in effect.

Business associate means, a person other than an employee of the Nasomah Health Group, the Coquille Tribe, CEDCO or CIHA, who performs, or assists in the performance of 

(1) A function or activity involving the use or disclosure of individually identifiable health
 information, including claims processing or administration, data analysis, processing or 
 administration, utilization review, quality assurance, billing, benefit management, practice 
 management, and repricing; or 

(2) Any other function or activity for the Nasomah Health Group.
(Signature of Tribal Member)






(Date)

This section is to be completed by the EMPLOYER or the PLAN SPONSOR

Plan Name:
      OSA
      


Effective Date of Coverage:
_____________________

Employer Group:  CIT (A13)
Department:           OSA
Type of Enrollment: 


             New Enrollment  FORMCHECKBOX 
         Add Family Member  FORMCHECKBOX 
        Delete Family Member  FORMCHECKBOX 
        Open Enrollment Change  FORMCHECKBOX 

             Special Enrollment Change  FORMCHECKBOX 
            Other  FORMCHECKBOX 
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