e (€3 Regence
]?(loueCross BlueShield
of Oregon

An Indepentent Licensee of the Blue Crass and Blue Shiels Assotiation

Family Plans

Blue Selections Premier
Blue Selections Plus
- Blue Selections Basic

Regence HSA Qualified Plan
and Individual Dentacare

OREGON APPLICATION AND
STANDARD HEALTH STATEMENT

Thank you for selecting
Regence BlueCross BlueShield of Oregon
as your individual health plan insurance company.
www.or.regence.com
PLEASE NOTE: THESE PLANS ARE NOT PORTABILITY PLANS. IF YOU ARE APPLYING FOR
PORTABILITY COVERAGE FOLLOWING TERMINATION OF GROUP HEALTH BENEFITS THROUGH

REGENCE BLUECROSS BLUESHIELD OF OREGON, PLEASE CALL (503) 220-6363 OR 1 (800) 777-3168
TO OBTAIN PORTABILITY INFORMATION.




Section 1 - Instructions

+ Please read carefully.

+ Use ink to complete and sign this application. An application completed in pencil will be
returned to you.

+ Make sure all sections of the application are answered completely.

+ If you need assistance completing this application, please contact your agent or call Sales at
1 (800) 452-2909.

E Section 2 - Plan Selection

SELECT ONE MEDICAL PLAN PER APPLICATION.

MEDICAL
| am applying for: [_] New enroliment [] Addition of a spouse or dependent to my
existing policy.
[] Change to my existing individual plan (signature(s) required on page 5)
or deductible ] child-only (ages 0-17). Complete a separate
form for each child on his or her own plan. Choose
a plan and deductible below.
BLUE SELECTIONS BLUE SELECTIONS BLUE SELECTIONS REGENCE HSA
PREMIER PLUS BASIC QUALIFIED PLAN
DEDUCTIBLES: DEDUCTIBLES: DEDUCTIBLES:
Medical Medical Medical/Prescription DEDUCTIBLES:
Medical
] $s500 ] $500 1 $1,000/$500 Single/Family
[ $1,000 [ $1,000 ] $2,500/$500
[ $2,500 [ $2,500 [] $5,000/$500 [ $1,500/$3,000
[1 $5,000 ] $5,000 1 $10,000/$500 1 $2,500/$5,000
[] $7,500 Select a network below (required): [1 $3,500/$7,000
Uses Participating Providers [] Preferred Provider Plan Uses Participating Providers | Uses Participating Providers
on the Preferred Provider Network on the Preferred Care Network. on the Participating
Plan Network. [:] Preferred Care Network Provider Network.
DENTAL (optional)

1 1 wish to enroll in the optional Individual Dentacare plan for an additional monthly premium.

Please note: Individual Dentacare must be purchased with one of our Blue Selections or Regence HSA Qualified
medical plans. If selected, Individual Dentacare will be added for ail applicants listed on this form.

(Please initial) l(_______ "My employer is not contributing to or paying the premium for this individual policy
(including cafeteria plans).”

Individual benefit plans are not intended for sale as an employer-sponsored health benefit plan for employees. For
information on small employer health benefit plans, contact Regence BlueCross BlueShield of Oregon's (Regence
BCBSO) Group Marketing department at 1 (800) 452-7278.

Effective dates are assigned by Regence BCBSO on the 1st or the 15th of the month following acceptance and

approval. If you wish enrollment to begin on a date in the future (not more than 90 days from the date you signed
this form).

Please indicate that date here:

How did you hear about Regence BCBSO?
Please check the box that best describes how you heard about us.

] Friend 1 Agent ] Direct Mailing L1 Web site [} Other
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Section 3 - Enroliment Information

LIST ALL ELIGIBLE FAMILY MEMBERS TO BE COVERED

Last Name of Family Member First Name, Middle Initial Sex | Age| Height | Weight| Birthdate Social Security Number

Applicant

Legal Spouse

Chiid

Child

Child

Child

Explain the relationship to the applicant for any person(s) listed above whose last name is different from the applicant’s.

OREGON RESIDENCE ADDRESS

Name

Email address (will not be disclosed outside of the company)

Residence Street Address PO Box (if applicable)

City, State, Zip Code

(

Home Phone Number Work Phone Number County

) ( )

BILLING ADDRESS (complete only if billing should be sent to an address other than listed above)

Name Relationship to Applicant
c/o
Address City, State, Zip Code

Section 4 - Other Insurance Information/Coverage Credits

3a.

Are you currently enrolled in a Regence BCBSO Individual medical plan and do you wish to cancel that

coverage? .. [Jyes [Ino
If you answered yes, please sign the statement below:

| wish to terminate my individual medical coverage from Regence BCBSO on the effective date of this individual policy.

Signature } Date

Do you or any family members listed on this application have other active health or medical coverage,

Medicare, Medicare Advantage, or Medicare Supplement coverage? [Jyes [no

If yes, please complete the Prior Coverage Information section below.

Do you or any family members work for an employer who offers health benefits to employees? ........................ [Jyes [[Jne
. Are you or any family members enroiled? dyes [Ino

If no, why?

Are you applying within 63 days of any prior health coverage termination? dyes [no

You may be eligible for prior coverage credit for limitation or exclusion periods on these plans.
If yes, please complete the Prior Coverage Information section below.

Please Note: In order to receive prior coverage credit, please attach a copy of your certificate of coverage {or forward when available) and the front
and back of your prior plan ID card.

PRIOR COVERAGE INFORMATION

Insurance Company (Full name and complete address)

Policy No. or Identification No.

Name of Insured Family Member(s) Effective Date of Coverage Termination Date of Coverage

Group No. & Pkg. Identification No. Contract Effective Date Biit Period Agent No.
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Section 5 - Oregon Standard Health Statement

Has any insurance company, within the last five years, postponed, refused, restricted or increased premium for life
or health insurance coverage for health reasons for you or any of your family members to be covered?..........ooceeenne. [dyes [INo

If yes, name of person affected, reason for action, and name of insurance company:

Notice to Applicant: You are not required to disclose any information on any part of this application about genetic testing or genetic
information relating to you or to any blood relative. You are not required to disclose any decision by an insurance company that is
based on a genetic test or on genetic information.

Please mark "Yes" or "No" for each item (for you and any family members requesting coverage). Provide details on Page 5 to any
questions answered "Yes." {For the purpose of these questions, chronic means persistent, continuous, periodic, or
combination of any of these terms.)

Within the last five years, has anyone listed on this application had any medical advice, diagnosis, care, or treatment, including
prescribed medications, recommended or received from a licensed health care professional, or had any iliness, ailment, injury, health
problem, symptoms, physical impairment, surgery or hospital confinement related to any of the following conditions:

YES NO YES NO
1. AIDS, ARC, HIV pOSItIVe ..o, D D 26. High cholesterol (if "Yes", record last reading
2. Alcohol/chemical/drug abuse/habit . ... I_—_l D ON PAYE O)- s D D
3. Anemia/chronic fatigue 27. High_ blood pressure (if "Yes", record last
L ) i ) reading on page 5).......... D D
4. Appendicitis/chronic abdominal pain................... ) .
. 28. Kidney/Kidney StONEeS ... eeeesssss s sessennne D
5. Back/neck/spine . o
) ) o 29. Knee/shoulder/hip/other joints I:l
6. Birth defect/congenital deformities...........cccooun..e. ) . -
i 30. Liver condition/hepatitis........coveooceceeeceeeeseeesesveseeens D
7. Bladder/urinary tract . . -
) 31. Lupus, chronic muscle pain, muscle injury
8. Blood/circulatory.........eeeeeeeeeeeveseseessneseeesnervionns or disease, or fibromyalgia I:l
9. Bone/orthopedic.......ccrri 32a. Mental/femotional condition/depression ... ]
10. Brain disease or injury/Concussion.............o....... 32b. Therapy/counseling within last 5 years
11. Breast (lumps or masses) (if "Yes", record date of last session on page 5)................
12. Cancer......... 33. Neurological condition/disease/injury
13. Chemotherapy/radiation treatment........................... 34. Phlebitis/blood clot

14a. Colon/rectum/intestine/bowel
14b. Blood in stool
15. Convulsion/seizures/epilepsy

35. Osteoarthritis/osteoporosis/osteopenia
36. Prostate/elevated PSA/prostatitis
37. Reproductive system disorder/infertility

16. Diabetes/sugar in urine 38. Chronic respiratory/lung condition

39. Rheumatoid arthritis
40. Sexually transmitted disease(s)

17. Chronic ear/nosefthroat/tonsil
condition/disease/disorder

N

18. Eating disorders such as, but not

o X o 41. Skin condition, abnormal or cancerous moles
limited to, anorexia or bulimia

or eczema/cysts/cancer

18. Emphysema/asthma/chronic fung
disease (COPD)

20. Endocrine/gland/hormone system

42. Sleep apnea/chronic sleep disorder

43. Stomach disorders/ulcer/acid reflux ..

44, Stroke/paralysis/seizures

21. Disease or injury of eyefcataract/glaucoma

45. Tumors
48. TMJ/jaw joint ...
47. Weight fluctuation (+/-20 Ibs.)

48. Cosmetic surgery/implants, use of
prosthetic devices/limbs

22. Gallbladder/pancreatic disease

23. Chronic headaches/migraines

24. Heart/chest painfangina
25. Hernia

OO00O0000 O O OoOooOooooooodoon
OO000000 O O OooooooobooOoooon

O OO00O0000C 0Ooooooood oo oo

O OoOonoodo
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