Blue Cross Blue Shield Instructions

Use a black ink pen only.

Oldest person must be the first one listed if family pricing is
being used.

It may be less expensive to buy individual plans IF you do
not need maternity.

You must enclose a premium check for the first month made
out to BCBSGA.

If you would like “Bank Draft” Follow the instructions on the
bank draft form inside.

Sign the two places for primary person and two places for
spouse.

Sign as "Parent” if you are buying child only coverage.
Include each person's height/weight and Soc Sec Number.

Include doctor's name and phone number and
COMPLETE ADDRESS (MANDATORY).

Place SSN# on the top of all pages.
Send completed paperwork and check to:
Affordable Health & Life Plans, Inc.

3550 Lawrenceville-Suwanee Rd. Ste 110
Suwanee, GA 30024
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| Plar of Georgia?

[ YES ZJ NO If yes, unde- what member ID# . Dates From to
RESIDENCE ADDRESS

PLAN SELECTION
Blue Value Select PPC Blue Value PPO Other Medical Plans Additional Coverage
78500 — $1,000  HSA Compatible/HDHP PPO i~ Mental Health Rider
_18§750 . $2,000 _ Consumer Choice Option [J Dental
18 oo Individual HDHP PPO 03 Blue Vision |
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R (] Monthly Bank Draft - First month check, credit or cash required, draft to begin second month. W
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Will you or any dependents on this application have any other medical coverage after this policy is effective? Ovyes UNO

MQ DAY YEAR
Who is covered? [JSelf [JSpouse []Family Insurance Effective Date: | | L1

MO DAY . YEAR .
| Policy Holder Name: BithDate: [ | J{ | J{ [ | |
‘ Policy Number: Insurance Company Name/Address:
(Atsr:caveraige bagine. will 3ok or Rty deparidents haus, Medicare/Madicala?. (chack ofe) - Ve L INO )
7 MO DAY __ VEAR MO DAY VEAR
_ Are you eligibie for Medicare? (Cves CINO  Par AEffective Date| | -1 | -l [ l j | Part B Effective Date| BT
| MO DAY YEAR MO DAY VEAR
Is your spouse eligible for Medicare? (JyEs LoNO  Par: A Effective Cate. ! d i al [ 3 : | Part B Effactive Date [‘ H J'L_ |
MEDICAREHIC# [ [ [ T T [ [+ T T 7 T ] @ IsMedcare coverage related to end stage renal cisease? [JYES LINO

TYes| U Yes
JNo

C Yes| [C Yes

C No

[JYes! JYes
~JNo !

[ Yes| C Yes
“INo

OYes! (Yes
CNo | ONo
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, e ___MEDICAL INFORMATION _ . ' '
'HEALTH QUESTIONS:  All of:the.following questions must be ‘answered with: raspect [0
| apgly.lng for coverage. Indicata;if anyone fisted-on this apgﬁcation: EVER:had medicaladvics; treatment;
to know of health'problems in .regard.fo the lollowing. then.check YES or,NO'to &

. )

must'be explaingd in detail, listing physicians’.information in the' space: provided. .

{A) Yes No Yes No
1. [ [ 'mpairment of Sight, Speech or Hearing 16. (] [J Substance Abuse, Drug or Alcohol Abuse
- 2. [ L Eyes, Ears, Nose. Throat, Head or Brain Disorder  17. [] [J Blood Disorder, Anemia, Leukemia, or Hemophilia
3. [0 [ Disease of Endocrine System, Thyroid, Goiter or 18. [J [} Tumor, Cyst or Cancer
Diabetes 19. [} [ Is anyone listed on this application currently pregnant,
4. [ T[] Asthma, Sinus, Nasal, Allergies or Lung Disorder in the process of adoption, or becoming a surrogate -
5. [ o] High or Low Blood Pressure. Heart Trouble or mother? !
- Vascular Disease 20. 7] [ Acquired Immune Deficiency Syndrome (AIDS),
6. [ [ Spine Condition or Bodily Deformity AIDS Related Complex (ARC). Kaposi Sarcoma,
7. [ [ Disease of Bones or Joints, Arthritis ar Rheumatism Pneumocystis Carinii Pneumonia, or Antibodies to
8. [ [ Ulcers or Stomach Disorders Human T-Lymphotropic Virus Type I (HTLVAII)
9. [ [ Kidney, Biadder or Prostate Disorder 21. [J [] Sexually transmitted diseases such as syphilis,
£ 10. [0 [ Gallbladder. Liver Disorder, or Hepatitis gonorrhea, herpes, or genital warts
- 11. [} [] Menstrual Disturbances or other Female Disorders  22. [] [} Any other medical or surgical advice or treatments,
12. [J 1 Hemorrheids, Intestinal or Rectal Disorder hospitalizations, or chronic or recurring minor
13. [ ] Hernia aiiments.
14. [] [ ] Nervous or Mental Disorder 23. 0 [ Do you now or have you ever, or anyone you are
15. [[] [ Fainting Attacks, Convulsions, or Epilepsy applying for, ever used tobacco products?
(B) Has any person listed on the application: (B)3. [ [ Been refused or had health insurance
1. [] L[] Ever been advised to undergo a surgical cancelled?
operation which was not performed? 4. [ [ Ever had medical advice, treatment or any ;
2. [0 {J Been advised to undergo surgery within the known indications of health problems not
next six months? mentioned in the questions above?

NAME AND COMPLETE ADDRESS OF DOCTOR(S) SEEN BY APFLICANT WITHIN _AST 2 YEARS | NAKE ANC COMPLETE ADDRESS OF PEDIATRIC/AN(S; SEEN BY ANY CH.LOREN
LISTEC ON TH.S APPLICAT.ON WITHIN LAST 12 MONTHS

SNANVE AND CONPLETE ADDRESS OF DOCTORIS; SEEN 3Y SPQUSE WITH.N L AST 2 YEARS

List below full details to questions answered “YES” in Sections A and B. If doctor has been seen in the last 2 years,
give reason for visit. If additional space is needed, list on a separate sheet of paper and attach to this application.

Health |Person Treated]Name of liiness Type of Treatment Dates} Name & Address of Attending Physician
Question # or Disorder |Treatment Received| From | To or Pediatrician

Prescription Medications - List all medications taken within the last 12 months by any family member listed on this
application. If additional space is needed, list on a separate sheet of paper and attach to this application.

lliness for Date Date
Medication/Dosage/Frequency which Medication | Prescribed | Discontinued| Name, Phone No.

{i.e., Lopressor/100mg/daily) is Prescribed | {Mo/Day/Yr) (MQ?D@, n | of Prescribing Physician

Family Member

. Name:
| i Phone:

; : Name:
Phone:

Name:
Phone:
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GREATER GECRGIA LIFE INSURANCE COMPANY
TERM LIFE INSURANCE COVERAGE SELECTION AND BENEFICIARY

] Famiiy Merber Birthday Amount of Benetit Beneficiary Nare l Bencficiary Social | Relationship Allccatior: <
! To Be Irsured mm/ddlyyyy | Security Number allocatecr
/ $15,000 1$25,000 - - Primary %
_. $50,000 Cont ngent
| )
1$15.00C .. $25.000 | - Primary =
7 $50.000 Contingent
14 .. 815.00C . 5£25.C00 - - Primary %
$50.C0C I Cortingent
i
i 815000 ¢ $25.000 : i . - Prmary ®a
.1 850,000 ' ; Cont "get
|
hote: The £50.000 amount is ~¢' avalabe to apolicarts under ne ags of 20. i se'ecioc by ar approved apo ican: under the age of 20, the se'action wil defau® tc 525.000
.t a beneficiary s nol listea ard Peo:cy 1S issues, deaih bena‘its wil ne pa 9 acceraing 'c the Berefic.ary Provision in the Policy.

I, the undersigned, hereby apply for the coverage indicated for myself and my eligible family members. | understand and agree
that coverage will not be effective. nor will Blue Cross and Blue Shield of Georgia (BCBSGA) have any iiability, unless and
until this application is accepted and approved by Medical Underwriting, and a contract issued with identification cards showing
effective dates. | understand that BCBSGA may require a physical examinaticn of anyone listed on this application. BCBSGA
reserves the right to change the premium charges due for this coverage by giving sixty {60) days written notice to the
subscriber. | declare that all statements made hereon are complete and true to the best of my knowledge and belief, and agree
that BCBSGA may cancel the coverage in its entirety or for any covered individual, if fraudulent or intentionally misleading
information has been submitted, personally assuming liability for reimbursement to BCBSGA for any benefit payment made
on behalf of any such family member. Ineligible persons may be removed at any time. After this contract has been in force
for a period of two years during the lifelime of the insured, it shall become incontestable as to the misstatements in the
application.

| understand and agree that under this contract:

e When issued, will replace and supersede all similar contracts which may have been issued previously by
BCBSGA or any of its affiliates

* No agent has the authority to bind coverage or waive the answer to any question in this application, to pass
insurability, to waive any of BCBSGA's rights or requirements or to make or alter any contract

» Until coverage for a Member enrolled under this Contract has been in force for twelve (12) consecutive months,
benefits tor services to be paid by BCBSGA, shall not be available for any iliness, injury, or other condition for
which: medical advice, diagnosis, care, or treatment was recommended or received, within the previocus twelve
{12) months preceding the Effective Dale of coverage. Applicants must meet medical underwriting requirements
in order to obtain coverage. Certain medical conditions may be excluded from the Contract for specific time
periods as determined by medical undenwriting

+ If you have selected term life coverage, you are submitting this application and providing the information on this
application to the underwriting department of Greater Georgia Life insurance Company (GGL).

| hereby acknowledge that Blue Cross and Blue Shield of Georgia (BCBSGA) has infermed me of the following prior to my
enroliment in their health care coverage plan:

e number, mix and location of participating/network health care providers

+ limitations of choices of panicipation/network health care providers

« disclosure of contractual relationship between participation/network provider and BCBSGA.

| understand by signing this application and applying for term life insurance 1 am submitting this application and providing
information on this application to the underwriting department of GGL.

Check the appropriate box:

T 1 DO UNDERSTAND (J 1 DO NOT UNDERSTAND
Applicant’s Spouse’s
Signature Date Signature Date

(If family policy)
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BANK DRAFT AGREEMENT FOR PREAUTHORIZED PAYMENTS

| hereby authorize Blue Cross and Blue Shield of Georgia, Inc. to draw checks, drafts, orders or electronic funds transfer
on the 5th day of each month (EFT} upon my account at the:

NAME OF BANK CHECKING ACCOUNT NUMBER

STREET ADDRESS OF BANK CITY, STATE, ZIP CODE OF BANK

for the purpose of paying premiums on insurance issued by Blue Cross and Blue Shield of Georgia, Inc.

| understand it any check, draft, order or EFT transmission is returned due to payment stopped or authorization cancelled,
this will be considered as my request to be hilled directly.

CONTRACT HOLDER'S NAME SOCIAL SECURITY NUMBER
CONTRACT HOLDER'S ADDRESS CITY, STATE. AND ZIiP COOE

X ;

PRINTED SIGNATURE OF ACCOUNT HOLDER SIGNATURE OF ACCOUNT HOLDER DATE |

NOTE: A VOIDED CHECK MUST BE ATTACHED TO THIS APPLICATION.

O First request for bankdraft plan
Complete entire form and attach a voided check.

INSTRUCTIONS FOR COMPLETING THE BANK DRAFT AGREEMENT FOR PREAUTHORIZED PAYMENTS

What is it - A special arrangement for payment of premiums automatically each month to relieve you of concern with due
dates and the possibilities of having your insurance lapse unintentionally.

Who can use it - Bankdraft is an extra convenience for you. It is available if you maintain a regular checking account at your
bank and make arrangements with your bank to honor automatic checks and electronic fund transfers.

How it works - To initiate the bankdraft, you must complete the authorizations above. i

j Automatic Premium Payment Plan

1. Complete as foliows:
A. Fill in the name of your bank, branch, branch number (if any} and the city or state in which the bank or the branch is located.
B. Print the name of your account exaclly as it appears on your bank statement or check.
C. Includa your checking account number. it will usually be found below the signature line of your personal checks.
D. Sign your name exactly as you do on your personal checks. If there is more than one depositor, all should sign.
i E. Include the date you signed the authorizations

as will be used for the automatic premium payment plan.
3.The coverage provided by this policy may be terminated by you upon thirty (30) days written notice.

4 Written notice thirty (30) days in advance as stated above in No. 3 is preferred. However, if any check is returned for
payment stopped or authorization cancelled, this will be considered as your request to be billed directly. No further
checks will be presented for payment to your bank. If a draft is returned for any other reason, you will be notified by

|
1
2.Attach a VOIDED check and this completed form. Please be sure the sample check is drawn on the same account |
|
|
|
1
Blue Cross and Blue Shield of Georgia of what is required to pay the premium. [

INTERNAL USE ONLY

DCN #:
BANK #:
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Instructions for Completing the

@% © f g th
Sy BCBSGA Conditioned Authorization to

BlueCross Use or Disclese Protected Health Information

BlueShield for Enrollment in a Health Plan

of Georgia

This instruction sheet has been created to assist you in completing the Blue Cross and Blue Shield of Georgia
{(BCBSGA) “Conditioned Authorization for Use or Disclosure of Protected Health Information for Enroliment in a
Health Plan” form. This form is used to authorize BCBSGA, its agents or subsidiaries, to use or disclose your
Protected Health Information (PHI) for the purposes stated on the form. These instructions are designed to
complement the information and instructions on the actual authorization form.

¢ General instructions:

J

Each family member over the age of 18 must individually sign {authorize) Blue Cross and Blue Shield of
Georgia (BCBSGA) to obtain medical information that may be necessary to support their enrollment in a
BCBSGA health care insurance product. This form and instructions are designed to assist in supporting
this effort should it be required.

If you are unsure of how to complete any entry, after reading this form, please ask a BCBSGA Customer
Care Associate, your Agent / Broker or the BCBSGA Associate that is assisting with the enroliment
process for assistance.

¢ Specific instructions:

J

3

Please date the form in the space provided. This should be the same date as entered on your
application. In the space to the right of the date, please enter the Social Security Number of the applicant
or contract holder.

For each member over the age of 18, please print the name of the applicant, spouse or dependent on the
applicable line on the left-hand side of the form.

After printing each individual's name, please have each individual sign in the corresponding space on the
right hand side of the form. The signature should be in the same format as that used on your enroliment
application.

In the event more dependents exist than the space provided, please copy the original enroliment form
prior to signature, and repeat the process outlined above. The forms should be labeled, in the upper right
hand corner: Page 1 of 2, Page 2, of 2 elc.

Date the form (or each form) in the space provided.

o Legal representative: If your legal representative or guardian completes the form on your behalf, they should
sign and date the authorization in the block shown and attach documentation supporting their status as your
legal representative (e.g., Health Care Power of Attorney, court order, proof of legal custody or guardian
status, etc.).

e Please make a copy of this authorization and retain it in your records. Then include the completed
authorization form in your enroliment package or provide it to the Broker / Agent or the BCBSGA Associate
that is assisting you with the enroliment process.

Independent Licensee of the Blue Cross Blue Shield Asscciation

April 2004 (v3.0)
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@ Conditioned Authorization to Use or Disclose
O\ /4 Protected Health Information for

BlueCross Enroliment in a Health Plan

BlueShield
of Georgia

Please print clearly and use only black ink.

By signing below, | authorize Blue Cross and Blue Shield of Georgia (BCBSGA) to obtain any necessary medical
records from any physicians, hospitals and/or any other health care providers concerning my care and the care of
any family member listed on my Application. | understand this information will be used to determine whether my
listed family members and | are eligible for enrollment in the coverage requested.

| understand that BCBSGA will not process my Application for enroliment unless this Authorization is signed and
returned with my Application. This Authorization permits BCBSGA to request from heaith care providers any
additional medical information needed to determine my eligibility for coverage and/or the eligibility of any family
members listed on my Application. This Authorization will expire within one (1) year from the date indicated
below.

| understand that | may revoke this Authorization at any time during the Application process by submitting a
completed Authorization Revocation Form to BCBSGA. | may request an Authorization Revocation Form by
contacting BCBSGA or the Broker / Agent assisting with my enroliment. If | revoke this Authorization, |
understand that | / we will not be considered by BCBSGA for enroliment in a health plan.

Date: —
£nter Applicant Social Secunty Number
Printed name of Applicant Signature of Applicant or Applicant's Personai
Representative
Printed name of Spouse or Dependent Child cver Signature of Spouse or Dependent Children over age 18 listed
age 18 listed on Application on the Appiication”
Printed name of Dependent Child over age Signature of Dependent Child”
18 listad on Application
Printed name of Dependent Child over age Signature of Dependent Child”

18 histed on Application

*If listed on your application, your spouse and each dependent child over age 18 must sign above.

Designated Legal Representative / Guardian

it this form is signed by a legal representative s guardian on tehalt of the indiviaual. please complete the foliowing. A copy of a
Health Care Power of Attomey, a court order or other cocumentaticn establishing custody or other legal documentation
demonstrating the ability of the legal representative 10 act on the ‘ndivicual's behalf, must be attached.

Legal representative (print full name):

Legal reiationship to individual:

Signawre: Date:

Please Keep A copy of this Conditioned Authorization Form for your Records

April 2004 (v3.0) Independent Licensee of the Biue Cross Blue Shield Association
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CONDITIONAL RECEIPT
THIS RECEIPT DOES NOT PROVIDE ANY COVERAGE UNTIL ALL THE TERMS AND CONDITIONS LISTED BELOW ARE MET.

Blue Cross and Blue Shield of Georgia (BCBSGA) has received from the named Applicant an advance deposit equal to the
first month’s dues together with an application for designated health insurance coverage. Such payment is accepted subject
to the following conditions:

Subject to the provisions of the contract, the coverage applied for will be effective from. and the contract date as of, the
day following acceptance by Medical Underwriting, unless otherwise specifically stated, provided that the payment
evidenced by this receipt is the full first month’'s dues and provided that BCBSGA determines that as of the date of the
application all proposed covered persons were acceptable for coverage and for the benefits applied for.

if the application is not approved by BCBSGA said Plan shall incur no liability and the payment evidenced by this receipt
will be refunded to the applicant.

No one has the authority to waiver or modify any of the terms or conditions of this receipt.

If you do not receive a contract within 60 days, please contact Blue Cross and Blue Shield of Georgia Customer Service
Department, Post Office Box 7368. Columbus. Georgia 31908-7368.

ABBREVIATED NCTICE OF INSURANCE
INFORMATION PRACTICES

PRIVACY ACT. Georgia state law establishes standards for the collection, use and disclosure of information gathered in
connection with insurance transactions. The application attached to this notice contains specific personal questions about
you and your dependents. We need your answers to decide if you qualify for coverage. We are required to advise you
that personal information may be collected from persors other than you or other individuals proposed for coverage. An
investigative consumer report may be made 1o help us obtain additional medical data from physicians or hospitals.

ALL DATA CONFIDENTIAL. Official Code of Georgia. code section 33-39-5, subsection {c) {1 through 4) requires that:

1. Personal information may be collected from persons other than the individual or individuals proposed for coverage;

2. Such information as well as other personal or privileged information subsequently collected by the insurance institution
or agent may in certain circumstances be disclosed to third parties without authorization,

3. A right of access and correction exists with respec: to all personal information collected,;

4. The notice prescribed in subsection (b) of the above referenced Code section will be furnished to the applicant or
policyholder upon request.

ACCESS TO YOUR DATA. You have the rigrt tc see or obtain a photocopy of your personal information which we have.
You also have the right to send us a written request if you want any of your personal information to be amended. corrected
or deleted. If you wish to have a more detailed explanation of our information practices, please contact Biue Cross and
Blue Shield of Georgia Customer Service Department, Post Office Box 7368, Columbus, Georgia 31908-7368.

FOR STATISTICAL PURPOSES ONLY
The following information is requested for statistical purposes including the compilation of data indicating the incidence of
specific disease, condition or treatment patterns. It is not required to process your application and you may decline to answer if

you prefer.
Please v the category that best describes your ethnic background.

— American Indian / Alaskan Native [ Black / African American Mexican, Mexican American

* Asian, Asian-American, or Pacific Islander  _ i Puerto Rican  _] Other Hispanic or Latin - [] White (non-Hispanic)
! f a !
~ Other ; 1 !
i ; X ! I
Prima-y Language : l : 5 Secondary Language : |
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