Blue ~"~~ | Care  podicare Supplement Application

Cross of Idaho | Plus

Applicant Information

Your Name (first, initial, last) Date of Birth (mm/dd/yy) Age Height Weight
0 Male
U Female
Physical Address (street or route) City, State, Zip Code County
Mailing Address (street or route) City, State, Zip Code County
Billing Address (if different from mailing address) City, State, Zip Code County
Marital Status Q Single Preferred Phone Alternate Phone 3 I don't have
Q Married Do you or have you ever smoked or used Q Yes a phone
tobacco in the past 12 months? QNo
Medicare Number
Are you applying during QYes | Do you have Part A of Medicare? QYes QNo Effective Date
open enrollment? QO No | Do you have Part B of Medicare? QYes QNo Effective Date
If yes, Identification Number Headquarters City and State Social Security Number
Are you currently enrolled QVYes
with Blue Cross or Blue Shield? U No

Medicare Supplement plans are offered by Blue Cross of Idaho Care Plus, Inc. When this document says Blue Cross of Idaho Care Plus, it means Blue Cross of Idaho Care Plus, Inc.

Program Information

4 Idaho MedPlus —Plan A (O Idaho MedPlus —Plan F (O Idaho MedPlus— Plan K 4 Idaho MedPlus—Plan N

Requested Effective Date:
The effective date on the policy will be the first of the month following receipt and acceptance of the application by the Blue Cross of Idaho Underwriting Department.
If, after health statement review, | am not eligible for my selection marked above, please consider me for:

(First choice) (Second choice)

QA Do not enroll me. Please refund my payment.

Independent Producer Statement

e | hereby certify that | personally solicited and completed this application, that | personally asked each question on this application,
and have accurately recorded the answers;

e That the answers to all of the questions are complete and accurate to the best of my knowledge and belief;

e That | have explained the eligibility provisions to the applicant and have not made any representations about benefits, conditions, or limitations of the policy,
except through written material furnished by Blue Cross of Idaho Care Plus;

e That | have verified the dates on the applicant’s Medicare card.

Type of Company Appointment: QO Personal QO Agency (Name)

Independent Producer’s Printed Name Independent Producer’s Signature Date

Phone Number Blue Cross of Idaho No.
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Health Statement

(Please disregard if you are applying during Medicare initial enrollment period, have guarantee issue rights or if you currently have
other Blue Cross of Idaho coverage and are applying for Idaho MedPlus Plan A.)

Answer each question YES or NO. If YES, eircle the specific condition. Then, in the chart below, write the number or letter in which the condition is
listed, along with specific details.

A, Has any company refused or restricted insurance on the applicant within the past year? QYES
B. Has the applicant been advised, in the past five years, to have surgery or hospitalization? QYES
C. Has the applicant ever had or been told he or she has any of the following:

YES NO

1. Cancer, cyst, tumor, or tumorous growth 7. Disease or disorder of the eyes within
(malignant or benign)within past 20 years? a a the past 10 years?

2. Heart trouble, heart murmur, chest pain, 8. Emphysema, tuberculosis or removal of
stroke or any other disorder of the blood or any part of lung within the past 20 years?
circulatory system within the past 20 years? g 4 9. Rheumatoid arthritis or osteoarthritis

3. An ulcer or any disorder or difficulty of within the past 10 years?
the stomach, liver, intestines or ; o

e 10. A physical examination, check-up or
gall bladder within the past 10 years? 4 4 doctor’s visit within the past six months?

4. Diabetes, thyroid disorder or any disorder 11 Hiah blood pressure within the past 10 vears?
of the glands within the past 20 years? Qa a ' (/fgy,__-s /as?read/'ng P years:

5. Convulsions, loss of consciousness ; i

Lo e ' 12.  Has the applicant ever tested positive
or paralysis within the past 10 years? d d for HIV infection within the past 20 years?

6. Any disorder of the kidneys, bladder, 13. Does the aoplicant have anv illness

or prostate within the past 10 years? a a ' PR vean| '

condition or irregular symptoms not
named above within the past 20 years?

UNO

UNOo

YES NO
a Q
a M|
a M|
a Q
a M|
a M|
a Q

If you answered YES to any question above, please explain below. Use extra paper if needed.

Item No. Diagnosis Type of Treatment

Date of lliness Date of Last Visit

Was Recovery Complete?

List any medications or drugs taken by all applicants within the past 12 months. Use extra paper if needed.

Item No. Medication Name (Dosage)

Condition Requiring Medication

Still Taking?

— FOR AGENT USE ONLY -

List policies you have sold to this applicant that are still in force. (Use extra sheet of paper if needed.)

List policies you have sold to this applicant in the past five years that are no longer in force. (Use extra sheet of paper if needed.)




Other Coverag_;e

To the best of your knowledge:

1. Do you currently — or have you had in the past — another Medicare supplement policy or certificate
in force (including any health care service contract or health maintenance organization contract)? QYES QNO

(a)  If YES, with which company?

(b)  Inwhat state?

(c)  What was the termination date of the policy?

(d)  Whatplan? (A-N)

2. Do you have any other health insurance policies or certificates? QdYES ONO

(a)  If YES, with which company?

(b)  What kind of policy or certificate?

3. If the answer to question 1 or 2 is YES, do you intend to replace these policies or certificates with this policy? QYES UNO
4. Are you covered by Medicaid? QYES UQNO

Statement of Understanding

e | understand and agree that the statements and answers on this Application and Health Statement are complete and accurate, and that any false
statement, misrepresentation, or concealment of fact may, at the option of Blue Cross of Idaho Care Plus, bar recovery of any benefits, and shall be
grounds for voidance or cancellation of the policy.

e | acknowledge and understand my health plan may request or disclose health information about me from time to time for the purpose of facilitating
health care treatment, payment or for the purpose of business operations necessary to administer health care benefits; or as required by law. For
more information about such uses and disclosures, including uses and disclosures required by law, please refer to the Blue Cross of Idaho Notice of
Privacy Practices that is available at idahomedplus.com.

e | understand and agree that the deposit, $ (if any), submitted with the Application is not binding upon Blue Cross of
Idaho Care Plus for the benefits applied for herein until the Application is approved; after approval the deposit then is payment of premiums for
month(s) from the effective date.

e The “Notice to Applicant” and Outline of Coverage were furnished to me on (Date)

Applicant’s Signature Date

Other Carrier Information

Blue Cross of Idaho Care Plus is currently considering a Medicare supplement application for the insured named below. The policy may or may not
replace an existing Medicare supplement policy.

Insurer Name of Insured:

Name

and

Address:

Other Carrier Policy Number:




“For Independent Producers Only

Independent Producer Checklist
O Are the Medicare Part A and B effective dates filled in on the first page?

Q s the application completed in ink and signed by the applicant? (A dependent’s signature is not acceptable.)

Q Areall questions marked “yes” or “no?” (Check to make certain that specific condition(s), date(s) of occurrence, or date(s) last treated is (are)
included and note if condition(s) is (are) resolved; make certain that condition explanation is complete; include prescription name, dosage,
strength, duration and reason; if there are broken bones, are there any pins or hardware?)

Is the Notice to Applicant Regarding Replacement of Medicare Supplement Insurance section signed and dated?
Did the applicant indicate the program they are applying for? (Only one program is allowed.)

Are height and weight noted for the applicant listed on the application?

Is the requested effective date on the first page filled in?

Are all payments attached to the front of the application?

If one check is written for split applications, is a breakdown of amounts to apply to each application included?

Does the payment include a $2 monthly billing fee if the applicant chose Monthly Direct Coupon?

U 0000 uUJod

Did you verify eligibility on applicant’s card?

Independent Producer Certification
1. Who actually completed this application? 1 Applicant O Independent Producer 1 Other

If Independent Producer or Other, please explain:

2. Were you present at the time the application was filled out? QYES 1 NO
If NO, please explain:

3. Are you aware of any medical information relating to the applicant or any family member that has not been disclosed on this application?
QYES QNO

If YES, please explain:
4. Was money collected from the applicant? QQYES QNO Amount$

I have explained the eligibility provisions to the applicant. | have not made any representations about benefits, conditions or limitations of the policy
except through written material furnished by Blue Cross of Idaho Care Plus. | hereby certify that the information supplied to me by the applicant has been
completely and accurately recorded.

Independent Producer’s Printed Name Independent Producer’s Signature Date

Phone Number Blue Cross of Idaho No.

Type of Company Appointment 1 Personal  Q Agency (Name)




Nondiscrimination Statement: Discrimination is Against the Law

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

Blue Cross of Idaho:

* Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

* Qualified sign language interpreters

» Written information in other formats (large print, audio,
accessible electronic formats, other formats)

* Provides free language services to people whose primary
language is not English, such as:

* Qualified interpreters
» Information written in other lanquages

If you need these services, contact Blue Cross of Idaho’s
Customer Service Department. Call 1-888-494-2583

(TTY: 1-800-377-1363), or call the customer service phone
number on the back of your card.

If you believe that Blue Cross of Idaho 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

Arabic

grievance with Blue Cross of Idaho’s Grievances and Appeals
Department at:

Manager, Grievances and Appeals

3000 East Pine Avenue, Meridian, Idaho 83642

Telephone: (800) 274-4018 ext.3838, Fax: (208) 331-7493
Email: grievances&appeals@bcidaho.com

TTY: 1-800-377-1363

You can file a grievance in person or by mail, fax, or email. If you
need help filing a grievance, our Grievances and Appeals team
is available to help you. You can also file a civil rights complaint
with the U.S. Department of Health and Human Services, Office
for Civil Rights electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/
portal/lobby.jsf, or by mail or phone at: U.S. Department of
Health and Human Services, 200 Independence Avenue SW.,
Room 509F, HHH Building, Washington, DC 20201, 1-800-368-
1019, 800-537-7697 (TTY). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. Reference:
https://federalregister.gov/a/2016-11458

ATTENTION: If you speak Arabic, Chinese, French, German,
Korean, Japanese, Persian (Farsi), Romanian, Russian, Serbo-
Croatian, Spanish, Sudanic Fulfulde, Tagalog, Ukrainian, or
Vietnamese, language assistance services, free of charge, are
available to you. Call 1-888-494-2583 (TTY: 1-800-377-1363).

#)) 1- 888-494-2583 i 5 docil lanally &l il 555 &y 52l 520 Losall ladd (fd Aalll S5 Caanti i€ ) 1l pale

(1-800-377-1363 1<l 5 pucll il

Chinese ;I E : MR EFEARREDX, BuLGEESESEMR. EFHE 1-888-494-2583

(TTY : 1-800-377-1363),

French ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1- 888-494-2583 (ATS : 1-800-377-1363).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1- 888-494-2583 (TTY: 1-800-377-1363).

Japanese ;3 EFE18 : HAE

BINBDIGE. BHOSEXBEZ CARAVVETEY,

1- 888-494-2583 (TTY: 1-800-377-1363) FT. HBEEICTIEHK LS,
Korean 9]: 570 & AM&-3HA1 = 49, 2do] A9 AU~ F5 = o] &4 & AdF YT
1- 888-494-2583 (TTY: 1-800-377-1363)H 0. & A 3}lel] T4 <.

Persian-Farsi

Ladi s I8 &) saamy () g i€ 0 SR b gLy 4 R iaa

2,8 e 1 888-494-2583 (TTY: 1-800-377-1363) L .28b (e 4 18
Romanian ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie servicii de asistenta
lingvistica, gratuit. Sunati la 1- 888-494-2583 (TTY: 1-800-377-1363).
Russian BHVMAHWE: Ecnin Bbl roBopute Ha pyccKOM si3blke, TO BaM AOCTYMHbI 6ecnnaTHble
ycnyrn nepesofa. 3BoHuTte 1- 888-494-2583 (tenetawnn: 1-800-377-1363).

Serbo-Croation OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomoci
dostupne su vam besplatno. Nazovite 1- 888-494-2583 (TTY- Telefon za osobe sa oste¢enim

govorom ili sluhom: 1-800-377-1363).

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1- 888-494-2583 (TTY: 1-800-377-1363).

Sudanic Fulfulde MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde
caahu. Noddu 1- 888-494-2583 (TTY: 1-800-377-1363).

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1- 888-494-2583 (TTY: 1-800-377-1363).
Ukrainian YBATI'A! Akuio B po3aMOBRsSieTe YKPaTHCLKOK MOBOH), BU MOXETe 3BEPHYTUCS A0
©e3KOoLWTOBHOI Cryx6u MOBHOI NiATpUMKN. TenedoHynte 3a Homepom 1- 888-494-2583

(Tenetawn: 1-800-377-1363).

Vietnamese CHU Y: Néu ban noi Tiéng Viét, co cac dich vu hd tr' ngdn nglr mién phi danh
cho ban. Goi s6 1-888-494-2583 (TTY: 1-800-377-1363).
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