. Kansas City Short-Term Security

Application

An Independent Licensee of the Blue Cross and Blue Shield Association

BlueKC.com ¢ One Pershing Square, 2301 Main, P0O. Box 419169, Kansas City, MO 64141-6169 * 816-395-2222

REQUESTED EFFECTIVE DATE:
You may request an Effective Date of the 1st of the month from the application date up to 60 days in advance

“ Applicant Information

1. LAST NAME FIRST NAME MIDDLE INITIAL {2. DATE OF BIRTH |3. SOCIAL SECURITY NO.

4. *HOME ADDRESS (Street Number and Name, Apt. Number)

5. CITY 6. STATE 1. ZIP 8. COUNTY

9. *ALTERNATE ADDRESS (Please indicate only one): [ Billing Only [ Billing and All Correspondence

10. CITY 11. STATE 12. ZIP 13. COUNTY

14. DAYTIME PHONE NO.[15. HOME PHONE NO.|16. E-MAIL ADDRESS Blue Cross and Blue Shield of Kansas City (Blue KC) may use this
email address to provide documents, materials and other notices related to coverage.

* Home address denotes zy_)#)licant's ermanent legal address and must be completed. Alternate address should be selected if billing, I.D.
cards, etc. should go to a different address.

Family Information - Applicant and Applicant’s Dependents to be Enrolled or Changed (attach sheet if necessary)

SOCIAL

SECURITY NO. LAST NAME FIRST NAME 1 GENDER DATE OF BIRTH

O New APPLICANT 0 Male
O Change 1 Female
O New SPOUSE O Male
O Change O Female
CINew CHILD O Male
O Change O Female
CINew CHILD 0 Male
O Change O Female
CINew CHILD O Male
O Change O Female
CINew CHILD O Male
O Change O Female
COVERAGE DESIRED (Individual/Family Deductible):

] short Term 500 ($500/$1,500) (] Short Term 2500 ($2,500/$7,500)

[C] Short Term 1000 ($1,000/$3,000) [7] Short Term 5000 ($5,000/$15,000)
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Member Information (Please provide again to assist in case pages become separated)
LAST NAME: FIRST NAME: SOCIAL SECURITY NO.:

Health Questions

The federal Genetic Information Nondiscrimination Act prohibits health insurers from requesting, requiring, purchasing, or collecting “ge-
netic information” for underwriting purposes. “Genetic information” includes your genetic test, the genetic tests of your family members,
and the manifestation of a disease or disorder in family members not covered by the policy. Genetic information can also include requests
for, or receipt of, genetic services, or participation in clinical research which includes genetic services. Do not report genetic information
on this form. However, information about manifested diseases or conditions of anyone applying for coverage is not considered genetic infor-
mation and is to be reported on this form, even if the disease or condition is caused by or associated with genetics.

[ YES [INO | 1. Will this policy replace present coverage? If “Yes”, state termination date

CJYES | CONO |2 Willthere be any other health insurance in force on the policy effective date?

COYES | CONO |3.1Isproposedinsured, spouse or any dependent child (whether applying or not) now pregnant?

4. Within the last (5) years, have you or any proposed insured ever been diagnosed with, treated for, or received advice
[ YES []NO from a physician for: heart or circulatory system disorder (excluding high blood pressure); heart attack or chest pain;
stroke; diabetes; cancer or tumor; infertility; schizophrenia, manic depression or bipolar disorder; alcoholism or alcohol
abuse; drug abuse or chemical dependency?

5. In the past (5) years, have you or any proposed insured ever received medical services from a physician or other
[ YES CONO | health care provider for HIV infection, AIDS, AIDS Related Complex or tested positive for HIV virus or other diseases
related to the immune system other than HIV?

| understand that, if persons proposed for coverage are eligible and coverage is offered: (1) effective date of coverage will be 12:01 a.m. on
the date | requested; (2) preexisting conditions’ will not be covered; (3) coverage under this Contract will terminate on the last day of the third
month of coverage or at 11:59 p.m. on December 31st, whichever is sooner; (4) | may apply for another Short Term Security Contract subject to
underwriting approval; and (5) deductible changes cannot be made after coverage is in effect. | understand that the Contract is conditioned
upon the truth contained herein. | understand that any misstatement on this enrollment application may result in a denial of a claim, re-rate of
the premium, discontinuation or rescission of coverage. | understand that if at any time it is determined a person listed on this application did
not meet the Contract’s definition of dependent, or I misrepresented any of the information contained herein; Blue KC and/or it subsidiaries have
the right to re-rate, terminate or rescind coverage for that person or for all persons under the application, and to recover any benefit payments
for such ineligible person or persons. | understand my medical records will be maintained with strict confidentiality by Blue KC in accordance
with applicable federal and state laws.

You agree that by checking “Yes” you consent and request that Blue Cross and Blue Shield of Kansas City, our affiliates, and those acting on
our or their behalf, may call or text you using an automated telephone dialing system and/or a prerecorded message. The types of calls or texts
you may receive include advertisements or telemarketing messages concerning our or our affiliates’ benefits and services. You understand
that consent is not a condition of purchase. O ves 0O NO

The translation is for informational purpose only, and the English version will be controlling unless the language in the other language version
is shown to be a fraudulent misrepresentation.

La traduccion esta para el propdsito informativo solamente; y la versién inglesa controlard a menos que la lengua en la otraversién de la lengua
se demuestre para ser una mala representacion fraudulenta.

THIS IS NOT QUALIFYING HEALTH COVERAGE (“MINIMUM ESSENTIAL COVERAGE") THAT SATISFIES
THE HEALTH COVERAGE REQUIREMENT OF THE AFFORDABLE CARE ACT. IF YOU DON'T HAVE
MINIMUM ESSENTIAL COVERAGE, YOU MAY OWE AN ADDITIONAL PAYMENT WITH YOUR TAXES.

(PARENT OR GUARDIAN SIGNATURE REQUIRED FOR MINORS UNDER THE AGE OF 18.)
Applicant's Signature:

Printed Name:

Spouse’s Signature:

Spouse’s Printed Name:

Date:

Signed at (City, State):

1. A Preexisting Condition is defined as any illness, injury or other condition for which medical advice, diagnosis, care or treatment was
received or recommended during the 12 months prior to the Effective Date of coverage.
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Member Information (Please provide again to assist in case pages become separated)
LAST NAME: FIRST NAME: SOCIAL SECURITY NO.:

Discrimination is Against the Law:
Blue KC complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disabil-
ity, or sex. Blue KC does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
Blue KC:
- 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

e Information written in other languages
If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll free), languagehelp@bluekc.com.
If you believe that Blue KC 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 grievance with the Appeals Department, PO Box 419169, Kansas City, MO 64141-6169, 816-395-3537, TTY:
816-842-5607, APPEALS@bluekc.com. You can file a grievance in person or by mail, or email. If you need help filing a grievance, the Appeals
Department 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, D.C. 20201

1-800-868-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Need This Communication in Another Language?
To obtain assistance in a language other than English, call 1-888-989-8842.

1. Spanish: Si usted, o alguien a quien usted esté ayudando, tiene preguntas acerca de Blue KC, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-838-989-8842.

2 Chinese: MR, MEMIEAHIMHR, HEA Blue KC HEMMME, CHENRRUEMBBGARDMAL, AH—MH
R, FHEESE 1-888-989-8842,

3. Vietnamese: Néu quy vi, hay ngu’orl ma quy vi dang gitip d&, cé cau hai vé Blue KC, quy vi s& cé quyén duoc gilp va cé thém théng tin bang
ngdn nglt ctia minh mién ph| D& ndi chuyén vai mot thong dich vién, xin goi 1-888-989-8842.

4. German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue KC haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-888-989-8842 an.

5. Korean: 2t9F 2|6t £= Ao 510 U= HE ALE 0l Blue KCOIl 2ol A 2201 JUCHHE Fot=s Jdelgt &5 ’é £ Aote
Az HlE ?%*S*AOI %*2 # Ues ?_JEIJP OIALIEP 2 S A2 0RO1GH)| ?1oH A= 1-888-989-8842= & 2tot &

_ =

A2
6. Laotian: 1919, O DU NWNINIFVELN B, L ©INILNIORV Blue KC, 1IDL IOW 9:0SLNIVYOBC B @cczzanpavomvm
CUDWIFIZDINIVLL 0919898, NIVIBIVNVLIBWIZI, LM 1-888-989-8842.

7. Arabic: Sleglally 52l e St 3 b ools « Blue KC oyt e ssels as s 1 el o6 o
1-888-989-8842 L 1 - 5 o Lol S B 55 o ity &)

8. Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue KC, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-888-989-8842.

9. French: Sivous, ou quelqu’un que vous étes en train d'aider, a des questions a propos de Blue KC, vous avez le droit d’obtenir de I'aide et
I'information dans votre langue a aucun co(t. Pour parler a un interprete, appelez 1-888-989-8842.

10. Russian: Ecnu y Bac uaun avua, KOTOPOMY Bbl moMoraete, umetoTcs sonpocsl no nosoay Blue KC, To sbl umeete npaso Ha 6ecnnatHoe
noayyYeHne NomoLm 1 MHbopmaLmMm Ha Ballem A3blke. [1a pa3roBopa ¢ nepeBoaYmMKom no3soHuTe no tenedoHy 1-888-989-8842.

11. Persian: SEE a1y o) o aab sy Blue KC s e 5 Je ¢ 0o SE 51 a8 (Sl ST
apli Jobe e 1-888-989-8842. ki cal s (K1, b & 1y 35 ol & Sedbl

12. Serbo-Croation: Ukoliko Viili neko kome Vi pomazete ima pitanje o Blue KC, imate pravo da besplatno dobijete pomo i informacije na VaSem
jeziku. Da biste razgovarali sa prevodiocem, nazovite 1-838-989-8842.

13. Pennsylvanian Dutch: “Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Blue KC, hoscht du es Recht fer Hilf un
Information in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du 1-888-989-8842
uffrufe.

14. Cushite: Isin yookan namni biraa isin deeggartan Blue KC irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa 1-888-989-8842 tiin bilbilaa.

15. Portuguese: Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Blue KC, vocé tem o direito de obter ajuda e informa-
cdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-888-989-8342.

For TTY services, please call 1-816-842-5607.
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PAYMENT METHOD

Please remember to enclose correct premium payment. Make checks payable to BCBS of KC.

e  With Electronic Funds Transfer, your premium is automatically deducted from your checking account
every month.

e Your first premium will be processed immediately upon approval.

e Your premium will be paid automatically, on time, each and every month.

e For future payments, your account will be drafted on the 5 of each month or next business day.

|:| Please debit my account automatically each month for the full premium amount due.

NAME: SOCITAL SECURITY NO:
NAME OF BANK NAME ON ACCOUNT
ROUTING NUMBER (9 digit #) BANK ACCOUNT #

Yes, | want Electronic Funds Transfer.

SIGNATURE: DATE:

CREDIT CARD AUTHORIZATION: We offer the convenience of paying by credit card. Payment by
credit card can be accepted for a payment of one or more premiums; or with your signed authorization, we
can automatically charge your credit card for your full premium each month. To pay by credit card, select
one of the following options (all information must be complete for processing):

[] Please charge my credit card automatically each month for the full premium amount due.

I understand that my credit card will be charged each month on the 5th day of the month or next
business day.

Choose only one: |:| Visa |:| Master Card

Account Number: Expiration Date: CVV Code:
Billing Address:
Account Name: Signature:

NOTE: To cancel your automatic credit card authorization, your request must be received 10 days
prior to your credit card withdrawal date.

FOR AGENT Agent’s Full Name Agent # Telephone #
USE ONLY

Address City State Zip

E-Mail Address
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