MotivHealth

PO Box 709718

Sandy, UT 84070-9718
Phone: 844-234-4472

Other Coverage Questionnaire

Date:

Name:

Address:
City, ST:

Hello,

To prevent delays in processing your claims, you’ll find a short form in this letter requesting information
about insurance coverage for yourself and your family. Your response is required before any future
claims processing, even if you do not have any additional insurance coverage.

Please take a moment to complete the form and return it. You can mail the form to P.O. Box
709718 Sandy, UT. 84070, fax the form to us at 1-844-533-1289, or email the form to
COB@motivhealth.com. To simplify the email process, you can access the form online at
www.motivhealth.com/forms-documents under "Legal and Policy" then "COB Form."

Your rapid response will be greatly appreciated and will enable us to process your claims in a timely
fashion. Failure to respond may delay claims processing at the time the claims are received. Thank
you for your assistance.

If you have any questions regarding this request, please contact our Personal Health Assistants at
1-844-234-4472.

Sincerely,

MotivHealth Insurance Company



MotivHealth

PO Box 709718

Sandy, UT 84070-9718
Phone: 844-234-4472

Date:

Member ID:
Member Name:
Patient Name:

Other Insurance Information

Are you or any member of this MotivHealth plan covered by any other health insurance
benefit(s), including: medical, dental, vision, or Medicare?

0 No — If no, please complete the final section of this form, indicating that you have “No other
insurance.”

O Yes — If yes, please complete the section that pertains to the member(s) that has other insurance
coverage.

Employee

Name of other insurance:

Address:

Phone: Group #: Policy #:
Effective Date: Term Date:

Type of coverage:

O Medical 0 Dental (1 Vision 0 Pharmacy [ Disability [ Life

Policy Holder: Date of Birth:

Who else is covered under this policy?

Name: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:
Spouse/Dependents

Name of Other Insurance:

Address:

Phone: Group #: Policy #:
Effective Date: Term Date:

Type of coverage:

O Medical 0 Dental (1 Vision 0 Pharmacy [ Disability O Life

Policy Holder: Date of Birth:




MotivHealth

PO Box 709718

Sandy, UT 84070-9718
Phone: 844-234-4472

Date:

Member ID:
Member Name:
Patient Name:

Spouse/Dependents, cont’d:

Who else is covered under this policy?

Name: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:

Medicare information

Do you or any other family member have Medicare? O Yes* ONo

*If yes, please submit a copy of your Medicare Card.

*If yes, please complete the following:

Employee

Do you have Medicare Part D, prescription coverage? 0 Yes O No

If on Medicare Disability, was disability for End Stage Renal Disease? O Yes ONo
If ESRD, when did dialysis treatments begin?

Spouse/Dependents

Do you have Medicare Part D, prescription coverage? 0 Yes O No

If on Medicare Disability, was disability for End Stage Renal Disease? O Yes ONo

If ESRD, when did dialysis treatments begin?

If Separated or Divorced

Complete the following for dependent children to determine which coverage has primary liability:

What was the date of divorce or separation?

Which parent has physical custody of the child?

Name: Date of Birth:

Is there a court order making one parent responsible for the child’s medical/dental/vision expenses?

O Yes* O No



MotivHealth

PO Box 709718

Sandy, UT 84070-9718
Phone: 844-234-4472

*If yes, please provide a copy of the divorce decree or parenting plan

Has the parent with custody remarried? O Yes ONo
If yes, does the stepparent cover this child? O Yes ONo

If Separated or Divorced, cont’d

Name of Other Insurance:

Address:

Phone: Group #: Policy #:
Effective Date: Term Date:

Type of coverage:
0 Medical O Dental O Vision O Pharmacy [ Disability O Life

Policy Holder: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:

Please provide a telephone number where we may reach you if additional information is needed:

| certify that the above information is true to the best of my knowledge. | authorize any physician,
facility, insurance company, or employer to release information to the Plan Supervisor/Claims
Processor.

Signature of the Employee Date

Signature of Dependent (if 18 years of age) Date

Printed Name of Person Signing Form

Some states require that we notify you, “Any person who knowingly with intent to defraud, or deceive
an insurance company or employee benefit plan, files a false statement containing false, incomplete or
misleading information, is, in some states, guilty of a felony of third degree.”



MotivHealth

PO Box 709718

Sandy, UT 84070-9718
Phone: 844-234-4472

This Notice is Being Provided as Required by the Affordable Care Act

Translation Services

Kung ikaw, o isang taong tinutulungan ninyo, may mga tanong tungkol sa mga kompanya ng seguro sa kalusugan ng HSA, mayroon kang
ang karapatan sa tulong at impormasyon sa iyong wika nang libre. Makipag-usap sa isang interpreter, mangyaring tawagan

INEMBAREEBBMIN, BXTF hsa BRELATNEE, (RENEMRNESPRBREBEHNES - SERRWL, ITHEB

Hvis du, eller nogen, du hjzelper, har spgrgsmal om HSA sygeforsikringsselskab, har du ret til hjeelp og oplysninger pa dit sprog uden
omkostninger. For at tale med en tolk, ring venligst

Kung ikaw, o isang taong tinutulungan ninyo, may mga tanong tungkol sa mga kompanya ng seguro sa kalusugan ng HSA, mayroon kang
ang karapatan sa tulong at impormasyon sa iyong wika nang libre. Makipag-usap sa isang interpreter, mangyaring tawagan

Si vous, ou quelqu'un que vous 'aidez, se pose des questions sur la compagnie d’assurance HSA, vous avez droit a I'aide et des
renseignements dans votre langue sans frais. Pour parler avec un interpreéte, s’il vous plait appelez

Wenn Sie oder jemand, den Sie eine Verbindung herstellen, Fragen lGber HSA Krankenkasse hat, haben Sie das Recht auf Hilfe und
Informationen in Ihrer Sprache ohne Kosten. Um mit einem Dolmetscher sprechen, rufen Sie bitte

Av g0ti¢ 1 kAmolog tou BonBdrte, £XEL ATOPIEG OXETIKA Ue TNV eTapeia aodaAlong vyeiag HSA, €xete To Sikailwpa va BonBroeL Kat Tig
mAnpodopieg otn yAwooa oag xwpig kavéva KOotog. Ma va LARCETE Pe Evav Sleppnvéa, MapakoAw KaAéoTe

Se voi, o qualcuno che stai aiutando, ha domande sulla compagnia di assicurazione sanitaria HSA, avete il diritto di aiuto e informazioni
nella tua lingua senza alcun costo. Per parlare con un interprete, si prega di chiamare

Birto. EEHHFABIFTND AL, hsa RERKEHICOVNTOEMER>TVEEE. SLurEBEETHE-OSE
TALTEBRERET SR ER > TOET, BREFEETHI01E, BELTESL
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Glgdianyy 4 SaS Ul 434S (S b o 81 HSA Lokl s 0257 0 b ol 4) & g G9uds 393 0L 10 ledlbol 9 S (3> los cday o S?
Jesli ty lub ktos, ktérym pomagasz, ma pytania o ubezpieczenie zdrowotne HSA, masz prawo do pomocy i informacji w swoim jezyku, bez
zadnych kosztéw. Aby porozmawiac z ttumacza, prosimy o kontakt

Se vocé, ou alguém que esta ajudando, tem perguntas sobre a companhia de seguros de satide de HSA, vocé tem o direito de ajuda e
informagdes no seu idioma sem nenhum custo. Para falar com um intérprete, por favor, ligue

Ecnu Bbl, NAK KTO-TO Bbl MOMOraeTe, ecTb BOMPochl 0 HSA MeauLIMHCKOrO CTPaxoBaHMA KOMMAHWUK, Y BacC eCTb NPaBo Ha MOMOLLb U
MHOOPMaLMIO Ha Ballem A3blKe Ha HUKaKoW LeHe. YTo6bl NoroBopuTb C NEPeBOAYMKOM, NOKANYIACTA, NO3BOHUTE

Si usted o alguien que estad ayudando, tiene preguntas sobre la compafiia de seguro médico de la HSA, usted tiene el derecho a la ayuda e
informacidn en su idioma sin costo. Para hablar con un intérprete, llame al

Om du eller nagon du hjalper, har fragor om HSA sjukférsakringféretaget, har du rétt till hjalp och information i ditt sprak utan kostnad. For
att prata med en tolk, ring % Any wsBAufinnl  wiomad uanuA sany U581 Usznil HSA anylogt & 92 suazwd
yaTunwwosnauud 13 Tud 14 o Tusmonmi and o

AKLLO BM YM XTOCb Bam A0NOMOTY, MUTaHHA Npo HSA meauyHOT cTpaxoBoi KOMNaHii, y Bac NpaBo Ha A0NOMOrTH i iHdopMmaLii Ha BaLwi MoBi,
Ha 6e3onnaTHi ocHOBI. MOroBOpUTY 3 YCHUM Nepeknagadem, byab nacka, satenedoHyiite

N&u ban hoic ai dé ban dang gitip d&, c6 ciu hoi vé cdng ty bao hiém strc khde HSA, ban cé quyén duoc trg gilip va thong tin trong ngén
ngi cha ban khdng tinh phi. D& néi chuyén v&i mét thong dich vién, xin vui dng goi
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PO Box 709718

Sandy, UT 84070-9718
Phone: 844-234-4472

Non-Discrimination Notices

MotivHealth does not discriminate based on race, color, national origin, sex, age, or disability in its
health programs and activities.

MotivHealth provides appropriate auxiliary aids and services, including qualified interpreters for
individual with disabilities and information in alternate formats, free of charge and in a timely manner,
when such aids and services are necessary to ensure an equal opportunity to participate to individual
with disabilities.

MotivHealth provides language assistance services, including translated documents and oral
interpretation, free of charge and in a timely manner, when such services are necessary to provide
meaningful access to individuals with limited English proficiency.

To obtain the interpretations services listed in paragraphs two (2) and three (3), Participants may call
844-234-4472 and request interpretive services. For assistance in Spanish please call 1-888-346-3162.
For Telecommunications Device for the Deaf please call 1-888-346-5822.

Participants have the right to file a grievance regarding potential discrimination. To file a grievance,
please call MotivHealth at 844-234-4472 or mail a letter describing the grievance to PO Box 709718
Sandy, UT 84070-9718.

If a Participant believes they have been discriminated against because of their race, color, national
origin, disability, age, sex or religion, the Participant by file a discrimination complaint with the Office of
Civil Rights. Please visit www.hhs.gov/ocr for directions to file a complaint.
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