BlueCross BlueShield
of Alabama

APPLICATION FOR ENROLLMENT

The person completing this application should keep the white copy
and carefully read the information on the reverse side regarding the
Health Insurance Portability and Accountability Act of 1996 (HIPAA)
and Women’s Health and Cancer Rights Act Notice.

An Independent Licensee of the Biue Cross and Blue Shield Association.
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-

Application For Enroliment

PLEASE PRINT USING UPPERCASE LETTERS: (USE BLACK BALL POINT PEN - PRESS FIRMLY)

No, skip to Type of Medical Coverage Selacted

WHEN DID YOUR COBRA COVERAGE BEGIN?

EMPLOYEE NAME (LAST) (FIRST) (M1
STREET ADDRESS
ciy ST ZiP
EMPLOYEE NO.
FILL IN ONE: FILL IN ONE: FILL IN ONE:
Dr. Ms. MALE SINGLE DIVORCED
Mr. Miss FEMALE MARRIED WIDOWED GROUP NO. DIV NO.
Mrs.
PHONE NUMBER EMPLOYEE'S SOCIAL SECURITY NO. EMPLOYEE'S DATE OF BIRTH (MM/DD/YYYY)
ARE YOU AN EXISTING TYPE OF MEDICAL COVERAGE SELECTED
COBRA PARTICIPANT?
Yes INDIVIDUAL FAMILY OTHER

TYPE OF DENTAL COVERAGE SELECTED

WHEN DOES YOUR COBRA COVERAGE END?

(if available)

/

/ / /

INDIVIDUAL FAMILY OTHER

NOTE: The Social Security Number for the employ

LIST ALL DEPENDENTS ELIGIBLE UNDER THIS CONTRACT AND PROVIDE SOCIAL SECURITY NUMBER.

and all depend

ts must be provided in order for this application to be processed.

1 LAST NAME SOCIAL SECURITY NUMBER
FIRST NAME Mi RELATIONSHIP DATE OF BIRTH (MM/DD/YYYY)
Husband Wife / /
2 [AST NAME SOCIAL SECURITY NUMBER
FIRST NAME M RELATIONSHIP DATE OF BIRTH (MM/DD/YYYY)
Son Daughter / /
3 LAST NAME SOCIAL SECURITY NUMBER
FIRST NAME M RELATIONSHIP DATE OF BIRTH (MM/DD/YYYY)
Son Daughter / /
2 LAST NAME SOCIAL SECURITY NUMBER
FIRST NAME M RELATIONSHIP DATE OF BIRTH (MM/DD/YYYY)
Son Daughter / /
NAME OF MEMBER ENTITLED TO MEDICARE BENEFITS PART "A" EFFECTIVE DATE (MWDD/YYYY)
LAST NAME PartA / /
PartB
PART "B" EFFECTIVE DATE (MM/DD/YYYY)
FIRST NAME MEDICARE NUMBER PatD

/ /

PART "D" EFFECTIVE DATE (MM/DD/YYYY)

/ /




Blue Cross and Blue Shield of Alabama
450 Riverchase Parkway East

P.O. Box 995

Birmingham, Alabama 35298-0001

3069229270
SEE BACK FOR IMPORTANT INFORMATION I

PLEASE PRINT USING UPPERCASE LETTERS: (USE BLACK BALL POINT PEN - PRESS FIRMLY)

NATURE OF APPLICATION
CANCEL CONTRACT CHANGE CONTRACT ADD DEPENDENT REMOVE DEPENDENT
NEW CONTRACT APPLICATION Medical Coverage Name Change Add Spouse Marriage of Child under 19
Dental Coverage Address Change Add Dependent Chid Enterad Military Service
Medical and Dentai Coverage Type of Coverage Change Divorce
Change COB information Death
(MM/DDIYYYY) Remove Spouse
DATE EVENT OCCURRED . (Example: Date of marriage, birthdate of child, etc.)
COORDINATION OF BENEF!TS INFORMATION -if you, your sp or your dependents are od by any other group health insurance, please give the following information:

ROLICY.!ID..CONTRAGT-OR NAME OF INSURANCE COMPANY

NAME OF CONTRACT HOLDER/DEPENDENT CERTIFICATE NUMBER TYPE COVERAGE
INDIVIDUAL
FAMILY
STREET ADDRESS
EFFECTIVE DATE OF OTHER / /
COVERAGE (MM/DD/YYYY)
CITY, STATE, ZIP

EMPLOYER'S NAME cIty GROUP NUMBER

STUDENT EXTENSION CERTIFICATION - List any dependent child applying for student extension

NAME OF CHItD NAME OF SCHOOL

NAME OF CHILD NAME OF SCHOOL

CURRENT BLUE CROSS COVERAGE - If you or your spouse are currently covered by a Blue Cross and Blue Shield contract and wish to transfer to this group,
please complete below:

CURRENT BLUE CROSS AND BLUE SHIELD CONTRACT NUMBER

CITY AND STATE OF BLUE CROSS PLAN ENROLLED

| watve my right % benefits and do not wish 10 anroll.
1 am requesting cancellation of my existing benefits as checked above
1 apply for the Group Health Benefits

Certificate or Group Agreement for which | am eligible. My
application is subject to the terms and conditions of the
agreement between my Group (my employer or other
organization through which | am applying for coverage) and
you (Biue Cross and Blue Shield of Alabama). If you accept
this application, you will send me an 1D card. My Group's
contract with you is made up of 1) my Group's application to
you; 2) the Group Healith Benefits Certificate or Group
and 3) any written amendments to the Certificate

or Group Agreement. My contract with you is made up of these
three items and this and any later application by me to you. My

will be through this | name my Group as my
GroupAgentorRamﬂwmAqem | ask my Group to pay you
direct and | give my Group the right to deduct my part of your

application is true. | give up all rights to sarvice if | have not
told the compiete truth everywhere in this application. You
may take back any monies paid for me or my famuly and pay
nomovelfyouﬁnd!dcdmlmﬂheompbhbu

d that any mi b -slraudandwillbe
pu!suod to the fulbsl extnnt allowed by law including all
as well as cosis and
attormey’s foes Covevage will not bogm until you accept this
application in writing.

If you do not accept my application, meonlylrungyouhavoto

or added. This begins now and continues as long as you need
to decide about this application and process any of our claims.

1 will coopefata with you. If you need information about other
heaith policies | have, includi nts by them, | will give it
to you. "ywneodmfntmahontohelpyousubroga

{substitute for me or a family member) or be reimbursed, | will
give it io you

1 ack by my sig that | have read and
understand tho important information printed on the back of

do is fo retum any fees | paid. You may pay p

for services to me. | ask my doctor, hospiuloranyomdaob

oweallmodx:dmudsofmormyhmnytoyw You may
to

this appli
i understand that if | did not enroll within 30 days of my initial

fees from my pay (if applicable). Everything | say in this those Y in order to eligibility or as a special enrollee, | am a late enrollee and will
dminister the Thm pplies to any | have listed be required to serve an 18 month exclusion period (unless
otherwise stated by your plan) for pre-existing conditions.
PRINT NAME SOCIAL SECURITY NUMBER
SIGNATURE OF EMPLOYEE DATE SIGNED (MM/DD/YYYY) DATE EMPLOYED (MM/DD/YYYY)

/ /

SIGNATURE AND TITLE OF EMPLOYER

EMPLOYER'S NAME

DATE SIGNED (MM/DD/YYYY)

EMPLOYER'S ADDRESS

) ]

EMPLOYER PHONE NUMBER

ENR-1 (Rev. 12-2005)




IMPORTANT DISCLOSURE NOTICE

Notice of Group Health Plan Special Enroliment Rights

If you are declining enroliment for health plan benefits for yourself or your dependents (including your
spouse) because of other health insurance or group health plan coverage, you may in the future be able to enroll
yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the
employer stops contributing towards your or your dependents’ other coverage). However, you must request
enroliment within 30 days after your or your dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption,
you may be able to enroll yourself and your dependents. However, you must request enroliment within 30 days after
the marriage, birth, adoption, or placement for adoption.

To request special enroliment or obtain more information, contact your employer at the telephone number or
address listed for your employer in this enroliment application.

Notice of Group Health Plan Pre-existing Conditions Exclusion

This group health plan imposes a pre-existing condition exclusion. This means that if you have a medical
condition before enrolling in this plan, you might have to wait a certain period of time before this plan will provide
coverage for that condition. This exclusion applies only to conditions for which medical advice, diagnosis, care, or
treatment was recommended or received within a six-month period. Generally, this six-month period ends the day
before your coverage becomes effective. However, if you were in a waiting period for coverage, the six-month period
ends on the day before the waiting period begins. The pre-existing condition exclusion does not apply to pregnancy
nor to a child who is enrolled in the plan within 30 days after birth, adoption, or placement for adoption.

This exclusion may last up to 12 months (18 months if you are a late enrollee) from your first day of
coverage, or, if you were in a waiting period, from the first day of your waiting period. However, you can reduce the
length of this pre-existing condition exclusion period by the number of days of your prior “creditable coverage” so
long as you have not had a break in coverage of at least 63 days. Most prior health coverage is creditable coverage,
including group health plan coverage, COBRA continuation coverage, coverage under an individual health policy,
Medicare, Medicaid, U.S. Military, TRICARE, State Children’s Health Insurance Program (SCHIP), Federal Employee
Program, Peace Corps Service, a state high risk pool, or a public health plan established or maintained by a State,
U.S. Government, foreign country or any political subdivision of-a State, U.S. Government or foreign country. You
may request a certificate of creditable coverage from a prior plan or issuer. There are also other ways that you can
show you have creditable coverage.

To reduce the 12-month (or 18-month) exclusion period by your creditable coverage, you should attach a
copy of any certificates of creditable coverage or other documentation you have to this enroliment application. If
you do not have a certificate of creditable coverage, but you do have prior health coverage, Blue Cross and Blue
Shield of Alabama will help you obtain one from your prior plan or issuer, if necessary.

All questions about pre-existing condition exclusions and creditable coverage should be directed to your
employer at the telephone number and address listed for your employer in this enroliment application.

Even if you have no pre-existing conditions, benefits may not be available under other provisions of the plan.
For example, the services may be excluded or may require preapproval. Be sure to read your Summary Pian
Description for details.

Women’s Health and Cancer Rights Act Notice

The Women’s Health and Cancer Rights Act of 1998 requires group health plans that provide coverage for
mastectomies to also provide coverage for reconstructive surgery and prostheses following mastectomies. A
participant or dependent who is receiving benefits in connection with a mastectomy will also receive coverage for:

* all stages of reconstruction of the breast on which the mastectomy was preformed;

* surgery and reconstruction of the other breast to produce a symmetrical appearance; and

* prostheses and treatment of physical complications of the mastectomy, including lymphedema.
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