IMPORTANT: If you have mailed this form within the last 30 days, please disregard unless changing the status.

Authorization Agreement for Automatic Bank Withdrawal Avera %

For Your Monthly Premium Payment
Health Plans

1. Complete, sign and date the authorization

agreement form below. NOTE: The automatic bank withdrawal will take

. Check one of the following to start, update or stop your place on or around the fifth day of each month.

automatic bank withdrawal information.
[] Start (add) Authorization

N

You may cancel your automatic bank
withdrawals at any time. We must receive your

[] Update Authorization written notification at least 20 days before your
[ Stop (cancel) Authorization next scheduled bank withdrawal.
3. ldentify the date you are requesting to implement:
(MMIYY)

POLICYHOLDER INFORMATION

4. |dentify type of insurance plan.
Check One: ] Individual  [_] Medicare Supplement [ ] COBRA ] Employer Group
5. Policyholder name:
Or employer group plan name:
6. Policy or member number: (found on your member ID card)
Or Social Security Number: (new members)
7. Email Address:

BANKING INFORMATION

8. Check one: [ ] Checking account or [_] Savings account

9. Bank name:

10.Bank resides in city: State:

11.Name on bank account:

12.Bank account number:

13.Nine-digit routing number:
NOTE: Your routing number is located on your check, if not available, please contact your bank.
AUTHORIZED SIGNATURE OF BANK ACCOUNT HOLDER
As the bank account holder, | authorize Avera Health Plans and the financial institution named above to initiate
Automated Clearing House (ACH) debit entries from my checking or savings account for my recurring scheduled
premium payments, and if necessary, credit entries due to overpayments, refunds, and/or adjustments for any errors
to the above designated bank account. This authorization will remain in effect until | have notified Avera Health Plans
in writing requesting termination of automatic payments in such time and in such manner as to afford Avera Health
Plans and my financial institution a reasonable opportunity to act on it. | agree to notify Avera Health Plans of any
changes to the banking information that | have provided. | acknowledge that the origination of ACH transactions to
my account must comply with the provisions of the U.S. law. | understand that automatic debits will cease if my
coverage ends, or my automatic debit rejects for insufficient funds, in which case, | authorize Avera Health Plans to
make a one-time electronic debit entry from my account to collect a bank return fee of $25.

Signature of authorized bank account holder Date

FINAL STEPS: Mail or fax completed form and enclose a voided check or copy of a check.
Mail to Avera Health Plans Finance Dept. Or fax to 605-504-9305

3816 S. ElImwood Ave., Suite 100
Sioux Falls, SD 57105-6538 Please enclose a voided check or copy of a check.

If questions, please call our Service Center toll-free 1-888-322-2115, 8 a.m. to 5 p.m. CT, Monday through Friday.



Discrimination is Against the Law

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

Avera Health Plans:

e  Provides free aids and services to people with disabilities to You can file a grievance in person or by mail, fax, or email. You may
communicate effectively with us, such as: qualified sign also contact the Complaint and Appeals Coordinator if you need
language interpreters and written information in other formats assistance with filing a complaint.

(large print, audio, accessible electronic formats, other
formats). You can also file a civil rights complaint with the U.S. Department of

e  Provides free language services to people whose primary Health and Human Services, Office for Civil Rights, electronically
language is not English, such as: qualified interpreters and through the Office for Civil Rights Complaint Portal, available at
information written in other languages. https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or call 1-800-368-1019

or 1-800-537-7697 (TDD). Or mail:
If you need these services, contact the Avera Health Plans Service US Department of Health and Human Services

Center at 1‘-888-322—2115, (TTY 711), 8 a.m. to 5 p.m. CST, Monday 200 Independence Avenue SW Room 509F, HHH Building,
through Friday. Washington, D.C. 20201
If you believe that Avera Health Plans 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:

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

Complaint and Appeals Coordinator
Avera Health Plans

3816 S. Elmwood, Suite 100, nym
Sioux Falls, SD 57105-6538 Avera *
Fax 1-800-269-8561

Email ComplaintAppeals@AveraHealthPlans.com Health Plans

Getting Help in other Languages
Language assistance services are available free of charge. Our Service Center is available 8 a.m. to 5 p.m. CST, Monday — Friday, toll-free at
1-888-322-2115 (TTY: 1-800-877-1113).
o ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-888-322-2115 (TTY: 1-800-877-1113).
e US CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-888-322-2115 (TTY: 1-800-877-1113).
o CHUY: N&u ban ndi Tiéng Viét, c6 cac dich vy hd trg' ngdn ngi mién phi danh cho ban. Goi s6 1-888-322-2115 (TTY: 1-800-877-1113).
o XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-888-322-2115 (TTY: 1-800-877-1113).
o IE  MRGERERIX, ERLAERGESIEDRG. EHNE 1-888-322-2115 (TTY: 1-800-877-1113).

e ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-888-322-2115 (TTY: 1-800-877-1113).

e BHMMAHME: Ecnu Bbl roBOpUTE Ha PYCCKOM $i3bIKe, TO BaM AOCTYMHbI 6ecrnnaTHble ycryrv nepesoga. 3BoHWUTe 1-888-322-2115 (Tenertann:
(TTY: 1-800-877-1113).

.800-877-1113-1 :aSill 5 asaall s o8 ) 888-322-2115-1 g daaall  Olaally el 531 535 4, galll Bac busal) land (8 Aalll SY Bati S 1Y) Aligale o

e o0 0 a1 wo” T wIz1 990, ML 2 NIy cew_ "0 WwwIz, oev 3 de 9, b Vo w suln v w.
(s 1-888-322-2115 (TTY: 1-800-877-1113).

- 055:}??508:0:— sotonoh o8 offmdl, se15) ofecsieiencot cmcoBopdcoBer Sondiondopgbali. 03:1-888-322-2115 (TTY: 1-800-877-1113).
e ATTENTION : Sivous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-322-2115 (TTY: 1-800-877-1113).

o F=9:

o

TUHE ALEG6tA = 82, A X & MHIAE S22 0120t == USLICH 1-888-322-2115 (TTY: 1-800-877-1113) H2 2 M 3toll A AIL.
o TNFOE: 0GA IR KTICE NPT CHCHI® KGR LCEHETE 1A ALLTHP T A1 HPA: DL T nrtAD- RTC L.LD-( 1-888-322-2115 (@PnePt AHAGF@-: 1-800-877-1113)

e OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoci dostupne su vam besplatno. Nazovite 1-888-322-2115 (TTY- Telefon za osobe sa o$te¢enim
govorom ili sluhom: 1-800-877-1113)

o UE: IGRSMyASLIW Mgl NSSWINAM M INWESAS N SHSESINUUITENY G §iidn 1-888-322-2115
(TTY: 1-800-877-1113)¢





