
 

 

 

  



 

 

NOTICE 

 



 

 

TABLE OF CONTENTS 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

WELCOME 

 

 

 

 

 

 



 

 

NOTICE OF NON-DISCRIMINATION 

 

MISSION STATEMENT 

 

LIFE PACE PROGRAM FEATURES 

 

 

 

 

 
 



 

 

SPECIAL FEATURES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

HOLIDAYS

 

 

 

 

 

 



 

 

BAD WEATHER

BENEFITS AND COVERAGE

 

 

 

 

 

 

 

 

 

 

 

 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 



 

 

o 

o 

o 

o 

o 

o 

 

 

 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

 

o 

o 

o 

o 

o 

o 

o 

o 

 

 

 



 

 

AFTER HOURS AND EMERGENCY CARE

 



 

 

 

 

 

OUT-OF-AREA MEDICAL CARE 
EMERGENCY SERVICES

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

ELIGIBILITY, ENROLLMENT  
AND MONTHLY CHARGE

 

 

 

o 

o 

o 

o 

o 

o 

 



 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 



 

 



 

 

STOPPING BENEFITS



 

 

 

 

 

 



 

 

 

 

ELIGIBILITY REVIEW AND CHANGES

PARTICIPANT RESPONSIBILITIES

 

 

 

 

 

 



 

 

 

 

 

 

PARTICIPANT BILL OF RIGHTS

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

GRIEVANCE PROCESS

 

 

 

 

 

 

 



 

 

APPEAL PROCESS

 



 

 

 

 

 



 

 

 

 

 

 

o 

 

 

o 

o 

o 

o 

o 



 

 

 

 

 

 

 

 

SERVICES NOT COVERED

 

 

 



 

 

 

 

 

GENERAL PROVISIONS



 

 

ENROLLMENT AGREEMENT



 

 

LIFE PACE  
ENROLLMENT AGREEMENT FORM



 

 

 

 

 

 

 

 


	of: 
	of_2: 
	Last Name: 
	First Name: 
	Middle Name: 
	Participant Address: 
	Participant Phone: 
	Date of Birth: 
	mmddccyy Age: 
	Social Security Number: 
	undefined: 
	undefined_2: 
	Primary Contact: 
	Relationship: 
	Address: 
	Phone H: 
	W: 
	C: 
	Medicare number: 
	D Medicaid number: 
	D Veterans Benefits number: 
	0 Black Lung Benefits number: 
	D Employer Insurance Policy number: 
	Company Name: 
	Address_2: 
	City: 
	State: 
	ZIP Code: 
	Telephone: 
	I understand my effective date of enrollment is: 
	Date I Time: 
	Participant Name printed: 
	Date I Time_2: 
	LIFE PACE Representative Signature: 
	Date I Time_3: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box6: Off
	Check Box9: Off
	Check Box11: Off
	Check Box12: Off
	Check Box10: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off


