. BlueCross
@ BlueShield
Minnesota

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit
independent licensees of the Blue Cross and Blue Shield Association

Application For Individual/Family Plan Health Insurance
@ Please Complete Steps 1-7.

If you are an insurance agent/producer, please complete Steps 1-8.

Step 1) Tell us about yourself.
Step 2) Tell us about your household.

Step 3) Find your county and choose your plan. Before selecting a plan, make sure your provider is
in-network for that plan. Not every provider is in every network, and not every plan is available
statewide.

Step 4) Tell us if you have a special enrollment event.

Step 5) Tell us if you have other health insurance.

Step 6) Sign, authorize, and date your Application.

Step7) Send your completed Application (all pages) and payment to Blue Plus.

Step 8) If you are an insurance agent/producer, please complete and return the Producer Certificate with the
rest of the completed Application.

e Need Help?

This information is available in other ways to people with disabilities or who need it translated into another
language by calling 1-800-382-2000 (toll-free). For TTY, call 711.

Need help choosing a plan or completing this Application?

For in-person help: Visit your local Blue Cross and Blue Shield of Minnesota and Blue Plus Retail Center

If you work with an insurance agent/producer: Please contact your Agent or Broker for assistance. Or call Blue Plus at
1-800-262-0823 and one of our representatives will be happy to assist you.

Hours: 8 a.m. to 6 p.m., Central Time, Monday through Friday.

During the open enrollment period, you can enroll online: https://www.bluecrossmnonline.com

o General Information

e You must be a resident of Minnesota. You may obtain our Residency Policy at www.bluecrossmn.com/residencypolicy
or at 1-800-262-0823 and one of our representatives will be happy to assist you.

¢ Individuals (whether you or any dependent) enrolled in or receiving benefits under Medicare Part A and/or Part B are
not eligible to enroll in an individual commercial plan. If you enroll in a Blue Plus individual commercial plan, you must
immediately notify Blue Plus if you (or any dependent) enroll in or obtain health insurance benefits under a Medicare
program after submitting this Application or at any time during your period of coverage in the Blue Plus plan.

o Ifeligible, coverage will be provided under an individual contract. Blue Plus does not issue individual coverage
through any arrangement with an employer.

e Please note, Blue Plus may, in its sole discretion and in accordance with applicable law and regulatory guidance, decline
to accept premium and cost-sharing payments made directly or indirectly by ineligible third parties. “Ineligible third
parties” include any person or entity from which Blue Plus is not required by law to accept such third-party payments.
This may include, for example, commercial entities, healthcare providers and suppliers, and other persons or entities
with direct or indirect pecuniary interests. “Payments” include those made by any means, for example: cash, check,
money order, credit card payment, electronic fund transfer, etc. If you have questions about this third party payment
policy or whether Blue Plus will accept premium and/or cost-sharing payments made by a specific person or entity,
please contact Customer Service at 1-800-382-2000 before you complete this Application.

To submit your Application faster, please use one of these options to enroll:
e Online: https://www.bluecrossmnonline.com (during open enrollment period only)
e By telephone: 1-800-262-0823
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General Information - continued

¢ Pediatric dental coverage is an essential health benefit available for purchase through a separate contract. For
additional information on available pediatric dental plans, please visit www.mnsure.org. Pediatric dental benefit
coverage is provided by an independent company.

e A Summary of Benefits and Coverage (SBC) is available to assist you in understanding the details of the plan. A
Uniform Glossary of insurance-related terms is also available. The SBC and/or the Uniform Glossary are accessible on
the web at www.bluecrossmn.com or available free of charge when requested by calling one (1) of the telephone
numbers listed on page 1.

o Please complete this entire Application including all explanations as requested and all required documents. Print
clearly using black or blue ink. Incomplete Applications will be returned to you to be completed. This may affect the
date your coverage starts. Sign and date this Application. This Application must be received at the home office of Blue
Plus within 15 days of your signature. Incomplete Applications are null and void after 30 days.

STEP 1 - Tell Us About Yourself

] Open Enrollment  [] Special Enrollment

| have an existing Blue Cross or Blue Plus ID#
I am a new applicant:
[ Applying for coverage for myself only [ Applying for coverage for myself and my dependents
[1 Applying for coverage on behalf of my child(ren). If you are applying on behalf of a child under the age of 18 for his or
her own coverage on an individual policy, please complete this section with YOUR information as you will be the contact
person for your child.
| am currently enrolled in a Blue Plus Individual Plan:
[]Adding adependent [ ] Making a plan change

Please note: Processing of your Application may be delayed if this form is NOT completed in its entirety*. PLEASE PRINT CLEARLY.

*Social Security Numbers (SSN) for you and your dependents are requested for benefit administration and reporting to the
Internal Revenue Service (IRS) so you may demonstrate having minimum essential coverage and avoid having to pay a tax
penalty. Please include SSN with your Application, however, it is not required.

First Name, Middle Name, Last Name & Suffix

Social Security Number (If no SSN, write N/A) Sex [] Male Date of Birth (mm/dd/yyyy)
[]Female

Permanent Home Address (No P.O. Box #) Apartment Number

City State Zip Code County

[] Correspondence address (If different from home address) Apartment Number

City State Zip Code County

[ Billing address (If different from permanent home and mailing address) Apartment Number

City State Zip Code County

E-mail address

Home telephone number (non-mobile) Work telephone number Mobile telephone number

1.JYes [INo Ilam apermanent resident of Minnesota since:

(mm/dd/yyyy)
2. Will you or any other enrollee receive any premium or cost-sharing payments made by a specific person or entity, directly or
indirectly, by an ineligible third-party described on page 1 above? [ Yes/Not sure [|No

3. Applicants 18 years of age or older, have you smoked or used any form of tobacco regularly (4 or more times per week on
average excluding religious or ceremonial use) within the last six months? [1Yes [[]No

If Yes, when was the last time you used tobacco regularly?
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STEP 2 - Tell Us About Your Household

Tell us about everyone who is applying for coverage.

Dependent 1 Relationship | Date of Birth

Full Name (First, MI, Last) to Applicant | (mm/dd/yyyy) | Social Security Number | Sex
[1Male
[]Female

Does this person live at the same address as you? [ ]Yes [ I No
If No, list address:

Applicants 18 years of age or older, have you smoked or used any form of tobacco regularly (4 or more times per week on
average excluding religious or ceremonial use) within the last six months? []Yes [ ]No

If Yes, when was the last time you used tobacco regularly?

(mm/dd/yyyy)
Dependent 2 Relationship | Date of Birth
Full Name (First, MI, Last) to Applicant (mm/dd/yyyy) | Social Security Number | Sex
L] Male
[1Female

Does this person live at the same address as you? [ ]Yes [ I No
If No, list address:

Applicants 18 years of age or older, have you smoked or used any form of tobacco regularly (4 or more times per week on
average excluding religious or ceremonial use) within the last six months? [ ]Yes [ | No

If Yes, when was the last time you used tobacco regularly?

(mm/dd/yyyy)
Dependent 3 Relationship | Date of Birth
Full Name (First, M, Last) to Applicant (mm/dd/yyyy) | Social Security Number | Sex
[1Male
[ 1Female

Does this person live at the same address as you? []Yes [ I No
If No, list address:

Applicants 18 years of age or older, have you smoked or used any form of tobacco regularly (4 or more times per week on
average excluding religious or ceremonial use) within the last six months? [ Yes [ | No

If Yes, when was the last time you used tobacco regularly?

(mm/dd/yyyy)
Dependent 4 Relationship | Date of Birth
Full Name (First, MI, Last) to Applicant (mm/dd/yyyy) | Social Security Number | Sex
[1Male
[1Female

Does this person live at the same address asyou? [ 1Yes [ | No
If No, list address:

Applicants 18 years of age or older, have you smoked or used any form of tobacco regularly (4 or more times per week on
average excluding religious or ceremonial use) within the last six months? []Yes []No

If Yes, when was the last time you used tobacco regularly?

(mm/dd/yyyy)
Dependent 5 Relationship | Date of Birth
Full Name (First, MI, Last) to Applicant (mm/dd/yyyy) | Social Security Number | Sex
[1Male
[]Female

Does this person live at the same address as you? []Yes [ No
If No, list address:

Applicants 18 years of age or older, have you smoked or used any form of tobacco regularly (4 or more times per week on
average excluding religious or ceremonial use) within the last six months? []Yes []No

If Yes, when was the last time you used tobacco regularly?

(mm/dd/yyyy)

[[] Additional dependent(s) on attached page
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STEP 3 - Choose Your Plan

Find your county and choose your plan. Before selecting a plan, make sure your provider is in-network for that plan. Not every
provider is in every network, and not every plan is available statewide.

Review the product information to learn what each plan covers. Based on the county in which you live, choose only one plan
and deductible option. Place an ‘X" in the correct check box. The plan and deductible option you choose will apply to everyone
covered by your plan.

For plans with more than one person (family plan), no one member will exceed the single in-network deductible amount listed
below. Also, eligible costs incurred by all covered family members count toward satisfying the family in-network deductible.

| am/we are applying for coverage under:

Blue Plus Western MN - Single/Family Plans Blue Plus Northeast MN - Single/Family Plans
Available for residents in the following counties: Becker, Available for residents in the following counties: Aitkin,
Beltrami, Big Stone, Cass, Chippewa, Clay, Clearwater, Carlton, Cook, Itasca, Koochiching, Lake, Pine, Saint Louis
Cottonwood, Douglas, Grant, Hubbard, Jackson, Kandiyohi,
Lac Qui Parle, Lincoln, Lyon, Mahnomen, Marshall, Murray,
Nobles, Norman, Otter Tail, Pennington, Pipestone, Polk,
Pope, Red Lake, Redwood, Renville, Rock, Stevens, Swift,
Traverse, Wadena, Wilkin, Yellow Medicine
Network: Blue Plus Western MN Network: Blue Plus Northeast MN
80% Plan 80% Plan
[11$900/$2,700 Plan 251 [1$900/$2,700 Plan 282
85% Plan 85% Plan
[JHSA $3,500/$10,500 Plan 250 [ 1HSA $3,500/$10,500 Plan 281
100% Plan 100% Plan
[ 1HSA $6,650/$13,300 Plan 257 1 HSA $6,650/513,300 Plan 280
Blue Plus Metro MN - Single/Family Plans Blue Plus Southeast MN - Single/Family Plans
Available for residents in the following counties: Anoka, Available for residents in the following counties:
Brown, Carver, Chisago, Dakota, Hennepin, Isanti, Kanabec, Blue Earth, Dodge, Faribault, Fillmore, Freeborn, Goodhue,
McLeod, Nicollet, Ramsey, Scott, Sherburne, Sibley, Houston, Le Sueur, Martin, Mower, Nicollet, Olmsted, Rice,
Washington, Wright Steele, Wabasha, Waseca, Watonwan, Winona
Network: Blue Plus Metro MN Network: Blue Plus Southeast MN
80% Plan 80% Plan
[11$900/$2,700 Plan 254 [11$900/$2,700 Plan 272
85% Plan 85% Plan
[1HSA $3,500/$10,500 Plan 253 [/ HSA $3,500/$10,500 Plan 271
100% Plan 100% Plan
[1HSA $6,650/$13,300 Plan 258 [ HSA $6,650/$13,300 Plan 270

The deductible, copay and out-of-pocket maximum amounts are subject to annual adjustments.

GO TO STEP 4
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STEP 4 - Special Enroliment

A Special Enrollment Period is defined as a period during which you and your family have a right to sign up for new or make
changes to existing health coverage. Special Enrollment Period qualifying life events include, but are not limited to, certain
permanent moves, certain changes in your income and changes in your family size (such as if you marry, birth or adoption) or
a loss of coverage. If you are enrolled in a plan that counts as minimum essential coverage in most instances consumers have
60 days from the occurrence of the qualifying life event to sign up for or make changes to existing coverage; however there
are some instances defined in the chart below that allow 60 days before and after a qualifying life event to sign up for or make
changes to existing coverage.

This Special Enrollment Period section within this Application CANNOT be used to make changes to coverage purchased from
MNsure or to purchase new coverage from MNsure. To make such changes or purchases, you must contact MNsure directly.

If you would like to enroll or change plans due to a qualifying life event, you must complete this Special Enroliment section

and include or attach any necessary supporting documents. Select the appropriate qualifying life event below. The listing of
qualifying life events is subject to change. If you do not see the qualifying event that describes your situation, please contact us
at 1-800-262-0823.

All materials, including supporting document(s), must be provided before coverage will begin. Failure to provide all materials,
including any supporting documents (listed below) to prove eligibility, may delay your Application or cause you to be denied coverage.

Date of Event:

Qualifying Life Event Coverage effective date Supporting Documents
4 Birth U Adoption Date of birth, adoption, placement for 4 Birth Certificate
U Placed for Adoption adoption or foster care OR the first day of | O Existing Blue Cross or Blue Plus member
U Placed in Foster Care the month following the event date. For with proof of claims for birth
U Court Order court order, date the order is effective or | O Legal papers for Adoption or Foster Care

if plan selection is between 1stand 15th | O Court Order
of the month, your coverage will start

on the 1st day of the following month.

If the plan selection is between the 16th
and end of the month, your coverage will
start the 1st day of the second month.
The coverage effective date cannot be
prior to the occurrence of the event.

Effective date requested:

U Marriage. You or your spouse must First day of the month following plan U Proof from prior carrier of minimum
have had minimum essential coverage | selection. The coverage effective date essential coverage
for 1 or more days during the 60 days | cannot be prior to the occurrence of the | O Marriage certificate
preceding the date of marriage; unless | event.
you have an eligible exception.

O Release from incarceration If the plan selection is between the 1st O Prison release form

U Return from active military service and 15th of the month, your coverage U Supporting paperwork confirming
will start as soon as the 1st day of the departure date from active military
following month. If the plan selection service

is between the 16th and end of the
month, your coverage will start the 1st
day of the second month. The coverage
effective date cannot be prior to the
occurrence of the event.

O A permanent move to a new area that | If the plan selection is between the 1st U Proof from prior carrier of minimum

offers different health plan options. and 15th of the month, your coverage essential coverage
You must have had minimum essential | will start as soon as the 1st day of the U Proof of new residence such as dated
coverage (MEC) for 1 or more days following month. If the plan selection rental/lease agreement, deed, purchase
during the 60 days preceding the is between the 16th and end of the agreement, new driver’s license or state
permanent move; unless you have an | month, your coverage will start the 1st photo ID card.
eligible exception. day of the second month.The coverage | O Notice from carrier no longer providing
effective date cannot be prior to the health coverage
Documentation confirming move and | occurrence of the event. Q A utility bill in the applicant’s name and
prior MEC are required. containing the new address
GO TO STEP 4
Continued
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STEP 4 - Special Enroliment - continued

Qualifying Life Event

Coverage effective date

Supporting Documents

U A change in income, household or
other status that affects eligibility for
Advance Premium Tax Credits (APTC)
or Cost-sharing Reductions (CSR). Must
currently be enrolled in a Qualified
Health Plan.

If the plan selection is between the 1st
and 15th of the month, your coverage
will start as soon as the 1st day of the
following month. If the plan selection

is between the 16th and end of the
month, your coverage will start the 1st
day of the second month. The coverage
effective date cannot be prior to the
occurrence of the event.

U Copy of MNsure eligibility notice

U Loss of pregnancy related or medically
needy coverage under Medicaid.
U Loss of Minimum Essential Coverage

(includes but not limited to):

- Loss of eligibility for employer
sponsored coverage due to job loss or
reduction in hours

- Employer no longer offers benefits or
closes

- Legal separation/Divorce from policy
holder

- Employee/policy holder becomes
Medicare entitled

- Death of policy holder

- Child loses dependent status

- Loss of eligibility for Medicaid,
MinnesotaCare or CHIP

- Expiration of COBRA or non-calendar
year policy

- Moving out of existing ACO or HMO
plan service area

Notification can be 60 days prior to and
60 days after the loss of coverage. If plan
selection is before or on the date of loss
of coverage the effective date is the first
day of the month following the loss of
coverage. If plan selection is after the
loss of coverage the effective date is the
first day of the month following the plan
selection.

Coverage effective date cannot be prior
to the occurrence of the event.

NOTE: Voluntarily quitting other health
coverage or being terminated for not
paying premiums are not considered losses
of minimum essential coverage. Losing
health coverage that is not minimum
essential coverage is also not considered a
loss of minimum essential coverage.

Documentation showing loss of medically
needy coverage or Minimum Essential
Coverage, including:

- Termination Date

« People covered by the plan

U Letter of termination from carrier
(includes dependent age max reached)

U Notice of termination of government
sponsored coverage

U Letter/notice of termination of benefits
from the employer (includes divorce
from policy holder, death of policy
holder or policy holder becomes
Medicare entitled)

U COBRA eligibility notice or
documentation showing that COBRA
coverage or non-calendar year policy is
ending

U Letter of termination from carrier/
insurance company and proof of
address change

U Determined to be newly eligible for
Advance Premium Tax Credit (APTC)
due to not being eligible for coverage
by an eligible employer sponsored
plan

*APTC is only available through
MNsure

Notification can be 60 days prior to and
60 days after the loss of coverage. If
plan selection is before or on the date
of loss of coverage the effective date is
the first day of the month following the
loss of coverage. If plan selection is after
the loss of coverage the effective date is
the first day of the month following the
plan selection.

Coverage effective date cannot be prior
to the occurrence of the event.

U Copy of MNsure eligibility notice

U MNsure determined that an
unintentional enrollment error is the
result of an action or omission by an
agent of MNsure or Non-Exchange
Entity.

U MNsure determines that there has
been a violation of a material provision
of the health plan in which you or a
dependent are enrolled. Must currently
be enrolled in a Qualified Health Plan.

Coverage effective date will be
determined by MNsure.

You must send in the necessary
supporting documentation from
MNsure along with this form and a
completed Application.

U Copy of MNsure eligibility notice
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STEP 5 - Tell Us About Other Health Insurance Information

Complete the information requested about your current health insurance.

1. Are you or any of your family members who are applying for this coverage enrolled in any private or governmental
group or individual health plan or program at the time of this Application? [l Yes [1 No

2. Will you or any dependent(s) named on this Application be eligible for Medicare Part A or enrolled in Medicare
Part B or both? [1Yes I No

3. Is this coverage for which you are applying intended to replace any other accident or health insurance you or
any family members applying currently have? This includes any current Blue Cross or Blue Plus policy. If you
have a current individual/family policy, your current policy will generally be replaced as of the effective date
of your new plan unless your current coverage is through an employer or purchased through *MNsure. [1Yes []No

If Yes, to any question above, complete question 4. If No, skip question 4 and go to the next section.
4. Please provide the following information about any other coverage you and/or your family members currently have or have applied for:

Name of Insurance Carrier or

Governmental Plan: Group Number:

Name of Policy Holder: Effective Date:

Policy Number: Relationship to Applicant:

Policy Holder's Date of Birth: Policy Holder’s Employment Status:

*¥If you have coverage purchased through MNsure, you must contact MNsure to terminate the coverage.

Effective Date of Coverage
During the Open Enrollment Period: January 1, 2018, if the Application is received on or before December 15, 2017.

Your coverage may not take effect until we receive your first premium payment. Failure to pay by the due date on your first
invoice could delay your effective date.

REMITTANCE SLIP

Please complete the Remittance Slip to pay your first month’s premium. (Note: You may be required to pay any past due
premiums for previous Blue Plus coverage due during the 12-month period preceding the effective date of this coverage.)

If you do not complete the Remittance Slip, you will be billed separately for your first month’s premium. Note: If you are

a current Blue Plus member signed up to use Pay It Easy, your first month’s premium under your new plan may not be
automatically debited from your account, and you may need to complete and submit a new Pay It Easy form for your recurring
payment.

Policyholder Name (First, Middle, Last):
Telephone Number: Zip Code: Social Security Number:

Monthly Premium for the plan you selected, based on applicants indicated on this Application:
Payment Enclosed: $ Plan Number (see page 4):
If you plan to fax/e-mail your Application, mail in this page with your first month payment. Failure to do so may result in a delay
in Application processing and incorrect crediting of your payment. For additional payment and billing information, please refer
to page 9.

Applicant’s Last Name First Name

GO TO STEP 6
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STEP 6 - Sign, Authorize and Date Application

My/our signature on this Application indicates that |/we have read and fully understand the following statements when applying
for health coverage through Blue Cross and Blue Shield of Minnesota and/or Blue Plus (Blue Plus): | understand and agree that
coverage, if approved, will begin as specified on page 7. | authorize Blue Plus either to use information from my check to make

a one-time electronic funds transfer from my account or to process the payment as a check transaction. When Blue Plus uses
information from my check to make an electronic funds transfer, funds may be withdrawn from my account as soon as the same
day Blue Plus receives my check and | will not receive my check back from my financial institution.

| understand that the health plan | have selected contains a limited number of providers in the network listed on my Application,

the providers in the network may change from time to time, and not every provider is in-network for my plan. | also understand and
acknowledge that with limited exceptions if | visit a provider or a location that is not in-network, | will pay more for my care, and these
costs will count towards any applicable Out-of-Network cost sharing (e.g., the Out-of-Network deductible and Out-of-Pocket Maximum).

| understand that coverage will be provided under an individual contract. | understand that Blue Plus does not issue individual
coverage through any arrangement with an employer. Blue Plus is not responsible for any action taken by an employer that results
in this coverage being considered group coverage under state or federal law. The employer is solely responsible for any such finding.

For purposes of obtaining information in connection with this Application, reinstatement, or change in policy benefits, this release

is valid as long as | am continually covered with Blue Plus. | am entitled to receive a copy of any release | sign. | agree if | am enrolling
in a product that features certain designated providers, Blue Plus may share my name, address and telephone numbers, as well as
my past, current and future health and account records with such designated providers about services | have received from such
designated providers and other care providers unrelated to such designated providers. These records may be used by the designated
providers as needed to manage or coordinate my care and to improve the quality of that care.

Blue Plus primarily relies upon the information provided and full disclosure of the information listed on this Application in the
decision whether to accept the applicant and/or dependent(s) listed on this Application for coverage. | acknowledge the importance
of providing accurate and complete information. | acknowledge | must answer all questions in the Application, even if | and/or
dependent(s) listed on this Application currently have coverage or had prior coverage with Blue Plus. | understand I must be a
permanent resident of Minnesota to be eligible for this coverage and | hereby attest that as of the effective date of my contractlam a
permanent resident of Minnesota at the permanent home address listed in step 1 and am eligible for this coverage. | also understand
that if this attestation is determined not to be true, Blue Plus will rescind my contract and coverage, and no claims will be paid. |
further attest that | was not encouraged or advised to apply for this coverage in connection with any offer by an “ineligible third
party” (described on page 1) to directly or indirectly pay all or some of my premiums or cost-sharing.

| understand and agree that payment of a claim does not preclude the right of Blue Plus to deny future claims or take any action it
determines appropriate, including rescission of the contract and seeking repayment of claims already paid. | understand that this
plan does not include coverage for the pediatric dental essential health benefit and that Blue Plus has made me aware of pediatric
dental coverage available for purchase through a separate contract.

| agree to notify Blue Plus immediately of any change in my (or my dependent(s)) enroliment information contained in this Application
or otherwise provided. Failure to notify Blue Plus of any change in the information contained in this Application or otherwise provided
may result in the denial of a claim(s), rescission of the contract, the issuance of a contract amendment, or a premium adjustment.

Upon request, | agree to furnish additional information needed concerning my eligibility or any dependent(s) eligibility enrolling
for coverage. | have read the preceding instructions, statements and answers and represent them to be true and complete to the
best of my knowledge and belief. | understand and agree Blue Plus will act in reliance upon the information | have provided on this
Application which materially affects enrollment eligibility and may result in the denial of a claim(s), rescission of the contract, the
issuance of a contract amendment, or a premium adjustment.

By providing your e-mail address, you agree to receive communications and/or marketing materials related to the Plan you selected
and products offered by or made available from Blue Plus and its affiliates. You may unsubscribe or change your e-mail address at
any time by following the instructions included in each e-mail communication.

By providing your telephone number, you expressly consent to accept and receive communications and /or marketing materials
related to the Plan you selected and products offered by or made available from Blue Plus and its affiliates, via text message or voice
call to your mobile device and to the cellular/mobile telephone number(s) that you provided to us.

WARNING: E-mail and text messaging transmission cannot be guaranteed to be secure or error-free as information could be
intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. As the recipient of an e-mail or text message
from an unsecured e-mail or device, Blue Plus does not accept liability for any errors or omissions in the contents of this message,
which arise as a result of e-mail or text message transmission.

| understand that this Agreement renews on an annual basis. | acknowledge that if my first payment is not made with this
Application, premium payment is required by the due date printed on my first invoice. | understand that failing to pay before
this due date will result in my Application being voided. | understand that payments in advance of the monthly amount will be
credited to my future payments. | understand my payment must be received and processed in full before claims can be paid for
any eligible services received. GO TO STEP 6
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STEP 6 - Sign, Authorize and Date Application - continued

| acknowledge that if my on-going monthly premium payments are not received within the plan grace period, my plan will be
terminated. | understand that nothing in this Application creates a contract, and that, if this Application is approved, coverage will
not take effect until | have made my first premium payment. | understand that the date | pay my first premium may impact my
desired effective date.

If this Application is completed as an electronic or online Application, both parties agree to conduct this transaction electronically.

Applicant’s Signature Date

Spouse/Domestic Partner/Parent’s Signature Date

This Application Is Valid Only When Completed and Signed By The Applicant/Parent (if applying for a child under age 18).

STEP 7 - Send Your Completed Application and Payment to Blue Plus

Send in your completed Application and payment to Blue Plus by one of the following methods.

@ U.S. Mail:
Include your completed, signed Application along with your first premium payment to:
Blue Plus
P.O. Box 64024
St. Paul, MN 55164

G Fax or e-mail:
Fax your completed, signed Application to 651-662-6439 or e-mail to enrollment.forms@bluecrossmn.com
-- and -- mail your first premium payment with completed remittance slip to:
Blue Plus
P.O. Box 64024
St. Paul, MN 55164

@ Drop Your Application and Payment Off In Person At Your Local
Blue Cross and Blue Shield of Minnesota and Blue Plus Retail Center:

For locations, please visit www.bluecrossmn.com or call 1-800-382-2000.
You may also visit bluecrossmn.com/centers to make an appointment near you.

Please Note: This Agreement renews on an annual basis. You can pay your premium monthly in advance to Blue
Plus. If it is convenient, you may pay more than your monthly amount. We will apply excess amounts on a monthly
basis during the calendar year. These amounts will be subject to premium increases on the date the increase is
effective.

We must receive and process your full premium payment before we can pay claims for any eligible services you
receive. If your premium payment is not received within the plan grace period, your plan will be terminated. The
termination date will be the last month in which we received your required payment. Claims for eligible services will
not be processed unless your current premium has been paid in full.

Please note: Processing of your Application may be delayed if this Application is NOT completed in its entirety. PLEASE RETURN
ALL PAGES OF THE APPLICATION. If a specific section does not apply to your situation, please mark as ‘N/A’.
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Step 8 - For Producer Use Only

PRODUCER'’S CERTIFICATE

ATTENTION PRODUCER: If you have questions about completing this Application,
please call the Producer Line at 1-800-262-0821.

If this section is not fully completed, we will not pay a commission.

Blue Cross Blue Shield Agency No. Producer No.

A PRODUCER must complete this section to act on the applicant’s behalf.

It is your responsibility as a producer to retain a signed copy of this Application for your records.

Agency Name

| certify that | have met the requirements listed in Minnesota Statute 60K.46 subdivision 4 regarding suitability, as well as those
requirements set forth in the Agent Code of Conduct and within the Blue Cross and Blue Shield of Minnesota and Blue Plus
contractual agreement. | further understand, no producer may accept risk or pass on any eligibility requirements, make or alter
the terms of the Application or policy or waive Blue Cross and Blue Shield of Minnesota’s and/or Blue Plus’ rights or requirements.

Producer’s Name

LAST FIRST
Producer’s Signature

Mi

Business Telephone

Bluecross Blue Cross Blue Shield of Minnesota and Blue Plus
= 3535 Blue Cross Road
&"° V. BlueShield e 5512
Minnesota

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit
independent licensees of the Blue Cross and Blue Shield Association

INTERNAL USE ONLY

Blue Cross Blue Shield Agency No. Producer No.
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NOTICE OF NONDISCRIMINATION PRACTICES Minnesota
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or gender. Blue Cross does not exclude people or treat them differently because
of race, color, national origin, age, disability, or gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information
available in other formats, are available free of charge to people with disabilities to assist
in communicating with us.

e Language services, such as qualified interpreters and information written in other
languages, are available free of charge to people whose primary language is not English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on
the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or gender, you can file a
grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
¢ by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by phone at: 1-800-509-5312

Grievance forms are available by contacting us at the contacts listed above, by calling
1-800-382-2000 or by using the telephone number on the back of your member identification
card. TTY users call 711. If you need help filing a grievance, assistance is available by
contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights

e electronically through the Office for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

e by phone at:
1-800-368-1019 or 1-800-537-7697 (TDD)

e or by mail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F
HHH Building
Washington, DC 20201

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

image_0006_NDL_Portrait (09/16)

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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This information is available in other languages. Free language assistance services are available by
calling the toll free number below. For TTY, call 711.

Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al
1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931.
Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah.
Wac 1-866-251-6736. Markay tahay dad magalku ku adag yahay (TTY), wac 711.

@eﬁmmlm&mqlge 2y ooﬁmo’)5@1@80}3@1@1100(\)03(9&@&(\31 e 1-866-251-6744 oo TTY
2287, 033 711 ooooﬁ

‘;.AJ\ LJJ\.@JS 1-866-569-9123 (‘.\3‘)&1_1 Jaail | 4.\.11;.4]\ M}aﬂ\ sac Ll cilaad &l PrEx« A.u‘)ad\ Eaaati i \A\
711 &0 Juail

Néu quy vi néi Tiéng Viét, co san cac dich vu hd trg ngén ngl mién phi cho quy vi. Goi s
1-855-315-4015. Nguwoi dung TTY xin goi 711.

Afaan Oromoo dubbattu yoo ta’e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf
1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MRERPX , BAURECRURENES BRI . FRIT 1-855-315-4017, BFEEH
(TTY), nﬁ?ﬁﬂ 711,

Ecnun Bbl roBopuTe no-pycckn, Bbl MoxeTe Bocnonb3oBaTtbca 6ecnnaTHbIMK yCryramm
nepesoaymka. 3soHute 1-855-315-4028. [Ina ncnonb3oBaHus TenedoHHOro annapaTta ¢
TEKCTOBbIM BbIXOAOM 3BOHUTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement.
Appelez le +1-855-315-4029. Pour les personnes malentendantes, appelez le 711.

ATICE PT1.54%- NPt 12 P72 A1t WG AANeT:E (1 1-855-315-4030 SLM< A TTY O 7n:

BI20{E MESIAlE AR, 2 210] X MH|A 7} MBELICt 1-855-904-2583 S 2
Mot A AL TTY A8 RHE 711 2 TS5 M AL,

mcmcmwﬁsvmoZo umuuaquoecmawﬁm?mcmws Tt 1-866-356-2423
950, TTY, Lonivm 711.

Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga
serbisyo sa wika. Tumawag sa 1-866-537-7720. Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung.
Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.

LﬁhjSIﬁﬁﬁS un wm ﬁ_ﬂIQﬁ:TS Hﬁi—ﬂﬁiﬁm gidng S mwm ﬁﬂﬁﬁﬁﬁiﬁ 9 Qiﬁjﬂﬁﬁime 1-855-906-2583
fLTLT:mJ’ TTY ﬁjﬁgiﬁjﬂﬁﬁiﬂig 71 19

Diné k'ehji yanilt'i'go saad bee yat'i' éi t'aajiik'e bee nika'a'doowotgo éi nd'ahoot'i'. Koji éi béésh
bee hodiilnih 49igeoidaoagia. TTY biniiyégo éi iddji’ béésh bee hodiilnih.
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Théng bao nay c6 théng tin quan trong vé don diang ky hoidc pham vi bao tra theo
chwong trinh strc khée ctia quy vi. Tim nhirng ngay chinh trong théng bao nay. Quy vi co
thé can hanh dong trwdc mot sb thoi han dé duy tri pham vi bao trd hodc dwoc gitp d& cé tinh
phi. Néu quy vi, hodc ngudi quy vi dang gilp d&, cé thac mac vé thong bao nay hoac pham vi
bao tra theo chwong trinh strc khée clia quy vi, quy vi cé thé nhan gidp d& va thong tin bang
ngén ngl ctia minh mién phi. D& noi chuyén véi mét théng dich vién, xin goi sb
1-855-315-4015 (mién phi). Nguoi dung TTY xin goi 711.

Beeksis kun waayee iyyannoo keetii ykn kan karoorri fayyaa kee gabaachuu malu
odeeffannoo barbaachisaa qaba. Guyoota futuu ta’an achi keessa ilaali. Insuraansiin kee
akka addaan hincinnee fi basii tokko tokkoof gargaarsa argachuudhaaf, yeroon utuu itti
hindarbin tarkaanfii fudhachuu gabda. Ati ykn nami ati gargaaraa jirtu yoo waayee beeksisakana
ykn karoora fayyaa kana kee hanga inni ga’'u gaaffii gabaattan, kaffaltii malee gargaarsaa fi
odeeffannoo afaan keessaniin argachuu dandeessu. Nama afaan isinii hiiku waliin
haasa’uudhaaf 1-855-315-4016 (lak. Tolaa bilbila’a). TTY dhaaf, 711 bilbilaa.

Kﬁ&ﬂ@‘*ﬁi@$ BB EAREBNEEZEEN, FEEABATHNEEZEHRH, &

RREEEREHRIRKEITE T st AR MBERA@E ., WRERASEHENH
%&%ﬁﬁ%ﬂ:ﬁfﬁ@?iwﬁﬁﬁﬁ B REBUCHESIESHBNEN, UREOE
EXH , BHE 1-855-315-4017 ( ﬁz%@ﬁnﬁ ) o EREEFEELR (TTY), FBEIT 711,

B aTom yBeaomMneHuun coaepKuTca BaxxHas nHcpopmauums o Baluen 3asBke Ha BKIHOYEHNE B
nnaH UM CTpaxoBoM MOKPbLITUW, NPegoCTaBNAEeMOM NaHOM MEANLMHCKOro CTpaxoBaHus.
O6paTtute BHUMaHWE Ha AaTbl, NPMBEAEHHbIE B 3TOM yBeAOMMNEHUW. NSt TOro 4tobbl
COXPaHUTb CTPAxXOBKY WS MOMY4YMTb NOMOLLb B CBSI3M C KakuMn-nnbo Beinnatamu, Bam,
BO3MOXHO, NoTpebyeTcs K onpeaeneHHoMy CPOKY NpPeanpuHATL Kakne-To aencteus. Ecnny
Bac nnu y koro-to, ktTo Bam nomoraeT, NosiBATCS BONPOCHI N0 NOBOAY 9TOro yBeAOMIEHUS Unu
npegocTaBnsieMoro ninaHoM CTPaxoBOro nokpbITUs, Bl MoxeTe 6GecnnaTtHO NOAyYnTb NOMOLLb
N nHpopmaumio Ha Bawem pogHom s3bike. UTobbl cBA3ATLCS C NEPEBOAYMKOM, MO3BOHUTE MO
TenedoHy 1-855-315-4028 (3BoHkM GecnnaTHble). [Ana ncnonb3oBaHmsa TenedoHHOro annapara
C TEKCTOBbLIM BbIXOAOM 3BOHUTE 711.

Cet avis contient des informations importantes concernant votre application ou votre
assurance maladie. Recherchez les dates-clés dans cet avis. |l se peut que vous deviez réagir
avant certaines dates limites pour conserver votre couverture ou recevoir une aide pour vos
frais. Si vous-méme ou la personne que vous aidez avez des questions concernant cet avis ou
'assurance maladie, vous pouvez recevoir de l'aide et des informations dans votre langue
gratuitement. Pour parler a un interpréte, appelez le 1-855-315-4029 (appel gratuit). Pour les
personnes malentendantes, appelez le 711.

2V TNF DL TYaANFPT OLI° 0M.G 0PL: 1472P7 (FavArt AddAL avlF hAD-= (HY
TNFOEP DT PGPS PP PGHT Lot PACAL PG AL 147 AT9.PTA OLI° POO-
Nt ACSH ATITTT NFOAR D1 120F ACIPE ad-0L LTCNPHA: ACHP DLI° hCAP
Pl T QD+ UT TINFDEP DLI° PG AP L 147 NLavAnt TP hATFU-: PI9° Oeh, AT Om-
AT~ 12 WCAF AG 9228 N7+ HFAATU-: DANTCATY. OC AdP11C NHdD £TC
1-855-315-4030 (N12) LoD+ LM+ A TTY (1 7n:=
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ccagmm)na»umzvavmonumsegswmmm .
aowauaag?vcccomynnsavw‘)uaegmv aancugoummaveﬂvcwgmvv
Um.)aao@vmegmcu‘umvmumvocomzucw%

cwesn:ﬂaowauaegu nvlwaai)mnlo ) cwesucaf)mvaoe)c,mecoegm?qme
T]‘)U)‘)D ) 6)mmmvmog?mmuaoecmaummumo:nuccaf)mvv )
@owauaag‘znccwvt)mvza W, mmmmoswcavquoecma oY
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1-866-356-2423 (COLNCHVLCTVUIBMNY). FJV. TTY, Lhtvma 711.

Ang paunawang ito ay may mahalagang impormasyon tungkol sa iyong aplikasyon o
saklaw ng planong pangkalusugan. Maghanap ng mahahalagang petsa sa paunawang ito.
Maaaring kailanganin mong gumawa ng aksyon sa pamamagitan ng ilang mga itinakdang
panahon upang mapanatili ang iyong saklaw o makatanggap ng tulong para sa mga gastos.
Kung ikaw, 0 ang isang tao na tinutulungan mo, ay may mga katanungan tungkol sa
paunawang ito o saklaw ng planong pangkalusugan, makatatanggap ka ng tulong at
impormasyon sa iyong wika nang walang gastos. Upang makipag-usap sa isang taga-interpret,
tumawag sa 1-866-537-7720 (walang bayad ang toll). Para sa TTY, tumawag sa 711.

Diese Mitteilung enthalt wichtige Informationen zu lhrem Antrag oder zur Abdeckung
durch lhren Gesundheitsschutzplan. Beachten Sie wichtige Daten in dieser Mitteilung. Sie
mussen unter Umstanden innerhalb gewisser Fristen bestimmte Handlungen ergreifen, damit
Ihre Abdeckung bestehen bleibt oder Sie Kostenunterstutzung erhalten. Wenn Sie oder eine
Person, die Ihnen zur Seite steht, Fragen zu dieser Mitteilung oder zur Abdeckung durch den
Gesundheitsschutzplan haben, kénnen Sie kostenlos Hilfe und Informationen in Ihrer
Muttersprache erhalten. Um mit einem Dolmetscher zu sprechen, wahlen Sie 1-866-289-7402
(gebuhrenfrei). Fir TTY wahlen Sie 711.

ﬁﬂ.ﬂﬁhﬁﬂnﬁﬂ msnﬁmemmsanm:mﬁmﬁJ qmiLﬁﬁﬁ nnmsmLm«tﬁmemmﬁmﬁﬁﬂ
iﬁmmmmmmgmmsaﬁiﬁﬁnnﬁmmmt@ 9
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