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InsuranceChaser.com

We search, we educate, you decide!

Send to: From:
' Andrew J, Friesner
Company: Date;
Chaser Insurance Group
E-Mail: E-Mail:
AF@HealthinsuranceChaser.com

Qffice: Office:
{513) 217-9454

Fax: Fax:
(877) 7754321

ii Urgent : Reply ASBAP Eﬁ Please comment Ej Flease review !i For your information

Total pages, including cover:

Comments:

| look forward to helping you in any way that 1 can and please feel free to contact
me with any questions. | hope the following information is helpful in vour heaith
insurance search. Also, please use this page as a cover page to fax over the
attached application included on the following pages. With this information, we are
able to help you navigate through the open enrollment process.

Thanks,
Am:iy Friesner
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Anthem Blue Cross and Blue Shield Update on New Ohioc Open Enroliment Plans

HIPAA-HIC Gpen Enroliment Plans are no longer available as of January 1, 2010

in the last quarter 2009, Chio House Bill 1 caused several changes {o health care offerings for Open
Enroliment, A summary of those changes is included in this article and updates on the Depariment of
Insurance requirements and rules are reflected in this update.  Please be aware of the following
changes.

Effective January 1, 2010, Anthem Blue Cross and Blue Bhigld no longer offers the HIPAA-HIC {basic
and standard} Open Enroliment plans in Chio. The HIPAA CMM Basic and Standard options {now calle
CMM Basic and CMM Standard for Open Enrcliment} continue to be available.

o Gurrent HIPAA HIC & CMM members who enrolied prior to 171/2010 will continue 1o have a 6/1
renewal date. New members enrcliing after 1/1/2010 wili renew on their anniversary date.

There is a now an Open Enroliment page on anthem.com that will provide additional detail on
Anthem’s Open Enroliment offering including finks fo brochures, rate sheets, application forms, and
instructions for enrolling in the program. Click here to access: www.anthem.comiohioopenenroiiment

o New rates for 2010 will be located on the website on January 1, 2010, but piease note the open
enroliment websile will not be avaifable for your use until then,

There are two types of HIPAA Eligible applicants to the CMM Open Enroliment plans: Federally
Eligible Individuais {FEIl} and Non Federal Eligible (Non FEI). The definitions of FE! and Non FE| are
included in the Qhio Open Enroliment Brochure |

1. Federally Eligible Individuals - meets the federally eligible requiremenis

« Will continue to receive credit for prior coverage
+ Wil rot have to wait 90 days
« Wil not have a pre-existing condition waiting period imposed

2. Non Federal Eligible Individuals - are individuals who do not gualify for group convarsion or
cannot qualify for our underwritten products {Formerly Public Open Enroliment enrollees). They will
be able to enroll anytime during the year beginning Janiuary 1, 2010. Enroliment requirements
include:

+« A 30 day waiting period between the application received date and the effective date
+ Coverage will include a 12 month pre-existing condition waiting period
A 270 day waiting period for the maternity benefit on the CMM Standard plan

if you have further questions, please see the Ohio Open Enroliment Brochure which includes a benefi

comparson, visit the www. anthem. corm/ohioepenenroliment, contact Broker Services at 1-800-742-8199
O aneney sarvicaesmasntieam com or untr BMaminnat Saloe Manoaoor
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In Ohde: Avthen: Blue Cross and Blue Shicld i the trade aame of Corspennity Bssurance Company. Tdependent Hoanses of e Blus Cross and
Blue Shisld Assecistion. & Anthemn 15 a registered frademark. The Blue Cross and Blee Shield nenes and symbols are registered mearks of the

Blie Cross and Biue Shicld Association,

The premium informatios provided in this toed is for illustmtive parposes only. Actust premyinms will be determised follawing cotnietion and

review of the appliestion.
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Anthem. &9

Health. Joinin.

Basic Comprehensive Major Medical (CMM) and Standard Comprehensive Major Medical {CMM) Plans

Schedule af Benefits
.“, :
Dopesdent Apn
Dut-of-Pocket Limit Tor Solnsurance
Thare is ne family owt-of-packet Hmit for
coinsurance; each covered person must meet
histher own owl-of-pocket madmum.

Deductibie
There is no famBy teductinle; each covereg
parson must maat histhar swn decactible.
Cakwsirance

Deductibie/Copayment

Pee 2xisting Periad

Meaternity Services

Payment Maximums
+ Berefit Petiod Madmam

- Lifetima Baximam

| Basic CMM

Toage?b
- $5,080 per coversd individual (d0es nat iaclude deditible}

- $1,000 per coverad individaal

B0% soinstirsnce® for sl covered services Bsted unioss dicabed
ctherwise, ngne after the paf-of pocket limi is reached.

Dedustible apalies to s services. Emergency ruom cars requires an
additional copayment’ of §75 per vistt, which is walved ¥ admitfed to the
hospital

Hone fer Federatly Higihle individsats (FEs). If vouz amg not a Fedarally
Figibls Individoal (nonFH}, Sere isa 12-manth are-existing condition
wallieg periog. See the defindlion of FE aad nonFH further on in this
mochge -

Hat covered, except for complications of pregnancy.

- $50,800 for all covered services fincldas amounts applied ty any
Ieacum specified below}:

- $2,580 for Preseription Brigs

- $55H for Ohipationt Peyehiatric Care sod Qutpationt Substance Alnsse
Services combined with a maxdmam of $50 per visit

» 32,660 for mpatient Peyeiatric Eare Sevices aod bgratient Substance
Abuse Servicescombined

» 35,000 for Sidlled Narsing Facility, Home Health Care and Haspice
Services combined

+ 20 visdts for Dutpatient Phwsical tharapy Services with a mavinutn
aftowznce of $40 per vigt

« 10 visits for Spinad Manimulation Services with 2 maxEzum allowance of
425 ger visit

- $100,300 per member aggregate for Tissae and Hurman Orgen Tansplants
comirned

- 5,000 per memtser for inpatient and Uuipationt Psyeldatric Cars and
Substance Abuse Services comisiaed

| Standard CIAM

T age 25
- §5,800 per tovered indiidual Idoes nat inchede Sndectible)

- $750 per ravered individusd

30% coinsurance” for 3l covered servicesiisted unless intinated
ctherwise, rane after ihe out-ofpocket it is reached,

Bedustible applies to afl services, Emergency room care regldres an
atditional sopaynent® of $75 per wisit, which is waived i admitted to the
hosgital,

Hine for Federatly Hiihle individuals {(FEis). i you ave ngt 2 Fedarally
Higiids Individual SronFH), there is 2 12-month pro-axisting condition
watingperisd, See e definition of FB ared nond 8 further onin this
brochee.

Payabia for all covered services {after 27§ day waiting period for
rnFELsh

- $2,501 fer Prescription Drugs

- $G50 for fiutpatient Payehiatrin Sare and Outpstient Substance Ahuse
Services cambined with = maximem of $50 par visit

- $2.0000 for tpatient Peyshiatris Care Services and inpationt Substance
Abuse Services combingd

- $5,000 for Skilest Nursing Faeility, tiame Heatt% Sare amd Hespice
Services combiped

« 20 visity for Gutpationt Phygsics! Therapy Serviess with 2 maxinim
allowance af $48 per visit

- 10 visits for Spinaf Manipudation Servizes with a maximom sfiowancs of
$25 per visit

« $1,0806,006 per merber for aff sovered serviees finckeioy amounts
apofied to zay mesdmum specified helowd

- $184,000 ger membey for Hesue angd Buman Grgan Eznsplants
combined

- $10,900 per member for Inpatient and Sulnatiant Psychiatric Care and
Subrstance Alwise Satvices pombied

- $3,060 per member for matemity servises

*Copaymest does nat apply o deductible or cut-of-pocket limit
£ Services subject to salendaryear dedustihie

Application Process: You can agnly fr e covarage by
comgleting an Onig Gpen earofment Opians Aaplicesian, If
you segd agsistanes, cortant your agent or calt the toltfres
cusiomer service aumber and an agent will assist yow, Please
complete the apiication in its entirety and be sure o includs
al appropriate signaturss.

Comgleted applicaticns shauld B2 mailed te:

Anitem Blue Crass and Slus Shistd
7.0, Box 37610
iouisville, KY 402337810

You wilt recetve alotter sdvishag of the approval or denial of
yeur spplication. i approved, your Klentificetion card and
ifarmation an haw to ohtain your Policy wilk b saptina
separsie mading.

Payment £an be submitied with The apaBication by chedk,
avtpmatic bank draft or cranif card, 40 payments willie

progessed el vour apphcation hss bash approved for coverage.

If your <l nat submit payment with the appfication or apply for
auzomatic Eank dzeft, you will regeive 2 biltin the mail,

Pagelal2

+ If you are an FEY, vour bl will be maited immediately
upan eresliment. The Jirst payment will be due by yaur
effentive date,

+ If you sre & nos-FEF membier, there s 3 8G-day waiting
nerind prior 1o vouy effective date. Your bl will he mailes
approximately 20 days prior to your sffective date and wi be
duz en your effective datg.

Payment can be made by chesk or caffing custemer service

ta make & ane-time payment by phone, Autsmatic hank

draft payments can be set up st enrofment or by contacting
cistemer sarvie afigr you arg antolied

13EB3GHMEN (22/08)
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fFrom: Andrew Friesner ?Eax: +1 (877) 7754321

Katice

fince this voverage is efective, if you or your family memiers
fecome coversd iy mare than ane heaith care sign, you may
nat be able to collect benefts from both plans. Each plan
may require you tn Tallaw s rules aruse specific docters and
haspitals, and it may be impossible to comply with both alans
21 the same tne,

Whe cate apiply

Yerz can apply Tar coverage Toryourself or with your farsdly. You
must be & sesident of Obio, inder the age of B3, not elighle frr
Medinare oy any other coversge and 3 tegal zesident of the .3,
Family Feafth coverage incledas yas, your spouse or demestic
arteer and any deperdent chlidres, Childre arg soverad to
th ent & the month is which they lum 23

Wizt is a Federally Higibie indisitual

15 |aw requires 45 to aeeept 2 oartain numher of individuals
for apen enroliment coverage withast regend tn health status. If
s nuakdy ag & Faderslly Eligise Tdivicuat (FEL, your coversgn
wilt b offoctive immesiotaly without atry sre-axdsting coamlition
exetusion perind. H you do oot quafify as & FEl, you may zpply as
& nonrPEl for ggen erecliment coverags,

Yo arg 2 Federaily Efigible individual if vou arz an Uni
sesident s meet all of the follgwing conditigns:

3. Youhat heatth coverage for at isast 1 months without 2
breakin coverage greator than B3 days.

2. Your most recent health coverage was under 3 groug
fealth plan, goveramenial plae ar chaseh plen,

3. You sre net chigibls for coversge under any 5f the
fallewing alang:

9. Agroup health glan
i, Hedicare
o. Medicaid

4. You do ned have sty giher health ooverage,

5. Your mogt recent healin coverage was nat terminging
hecasse of rotpavment of precaiens of fraud,

8. #f you had baen offered the option to eontinee coverage
under {0BRA or 2 gtate confinuation pian, vou hoth slected
snd exbaosted the continustion coverage,

§f we have ant vetmet our ssraliment quois, we will offer
v the i heaith cars CMM Basic or Standard heneft
piams for parchase. You may azed wsubmt proof of provanus
erstilable coverage.

To: Fax: +1 (877 775-4321

You 816 2 non-Federally Eigible Individual:l you we an Cio
resident and meet the following conditiens:

1. You are pat appiving for coverape as an smplayes of an
piployer, mendet of an assoriation of member of ahy
ther graup.

2. You to net have any ety eaith coverage and are not
eRgible ta be covered untler 2ay private or cubl: keafth
benefi plans incliding the following:

a. Medisere of Mediears susplemsat pokicy

b, Medicaid

¢. Any CORRA or state eantiuation coverage lan
L Oher health benefits grrasgement

# we have 1t mel o srdiment qumts, we wil affer you

the Ohin seaith care CWM Basic or Standard benefit slans for
purchese, We 2re ot required to acospt applicants who sl the
sme of enrollment, ars confined 10 3 health care faciRty dus fo
shrovie #Aness ar pesnanent injury,

Please nute, a5 & non-FEI membor, soverage will be
fimited by 2 pre-existing condflions waiting perfod for
the first 12 months, and you will have 2 20-day waiting
period hetween the date we raceive your comphated
application and the effective date of your coverage.

fe addition, there is 3 776-day waiting period for
maternity en the Siandard Plan.

Noereovered services

The following are net coversd:

- Monr-netwark physicians, haspitals and other providers, except
In emeergensies oF s2vices 801 svaiials in the netwark

- Dentat reatmeni

- Eyeplagses, sontast ianses and hearing aids

- Exparimanta investigationsl orymgroven procsdures,
freatment or devices

* Norgmdieally secessare services, Spsliss o charges

- Gosmetic treatment for weight fuss or obesity

- Gustodial cars, 1Bs1 curss, private duty mursing

- ot eave for cammfart oy spheasence

- Sterilization roversdd

- Jranssexual surpery

- Physieal therapy aat rehatilitation provided by
immsdiate family

- Valzrizary shertions

- Norrmedioally nesessary infartifity services including invime
fortilzztion, artificial insemination, BT ang 7iF7

Page 2 af 2
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Gur appeal vights and confidentiality pulicy

i we deny aclaim or request for beefits completely o
partialty, we whil natify vou In writing. The notce will explain
why we demed the daimirequest and describa the appeals
oroness. You can appeat decisinns that deny or redusce Densfit
i encourege you o file appeats right sy when you first go
an imitial dezigion from us, bul we reguirg that you e within
six muitths of getting one. You shoukd send additianal
informeation that supports your appeal and state o the
reasens why you Feel the spneal ragies? should be granted.
e wifl review your appedl 2nd et you keow oo decision i
writiang within 39 days of rageiving your fiest appesl. If you sre
denied vovsrage based on medicel necessity or axperincital
investigative exclusions, vou can reguest that a beard

elighie or basrd-certifiod speciafist review your appeal, we
deny soversge for reasons other than medical necessity or
experimentafinvestigalive roasons, you nan aiso appeal. Alzs
zall pustomer service or cheCk youe PeBicy for more infarmatio
on gur mtersal appeal sad exterssl reviow processes.

Hnless aurnotite of decision incledes a different addrass, sen
ropuests for a roview of agpeni s

Anthem Blize Cross and Blue Shielt
Appeals Cnordinator

P.i. Box 37780

Louisville, KY 40223-7780

¥ we uphold eur decisen Hronghou! the appesls prosess, vy
can reeiest 3 review by the Ohio Dopariment of Iasizancs, I
atidition 1 the appeals pracesses we just described, Anfhem
has sdunted 8 configentiality policy in Ohio, T poliny inchuds
guidedines ragarding the protestion of confidential member
infarmation and 2 member’s right 1o acoess and change
infarmation in Anthem's pessession. The palicy clearly noints
out when & membey neads 10 sign 4 refease before Anthes oo
disclase infzmation (0 3 member's provier, SHBUSE oF other
fandly mambers.

We want yau 1o be satistled

I you aren't satisfiad with your medieal Govetage, you can
canced it within 30 days after you recelve your Palicy ar
hawve acoess it anfing, whithever s earfier. If you haven't
sibmitted any slaims, yoo'li get 2 full refund of the pramivm
YU pas whan sovarags i aancelled within the first 30 duys.
You can view yoor Policy omfine or receive a paper copy 0 8
upoe request 58 autined i your inithal membership letter,

This tcument is net 2 partof te Poficy. If ves: ate goproved
far covarage, the Palicy vou recefve wilf Ingiude all the detail
of yaur glan, n the svent of 4 sonflict istwaen the isformatior
irt this fecument and yaur Policy. the terms of yaur Policy will
prevall. Reat your Policy carefiully. Antham has the night ts
resCing, cantel, tarmenata or reform vow covarage hased on
provisisns described In the Policy,

Bnttaem Bhez Sross o Blue Sndeft s the trade neme of Conmasely tisarance Sampany, Independent licersee uf the Blue £7os5 ared Blus Shisld Associakion, ® ANTHEN & a registercd trademark of Antsem Insurance Cesmpanies, e, The Bie Cross and Sloe
Shigic names and symals wre rogisinent maks of the BT Crass and Blue Shiekd Assogiation,

o 4 My v R ETR] F S 3 e
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Ohio Open Enroliment Options Anthem 29
Application for CMM Plans

| ASSIGNED EFFECTIVE DATE {00 HOT WRITE 1K THIS AREA.}

Please complete in blue or black ink only.

Section A — Applicant Informatian _
Last Namg First Name M Social Security Number™

Home Address {street and P.0. Box if applicable)

City State Zip County

Marital Status Helght {(FL./In.) Waight Sex Age Date of Birih

L1 Single [ Married / M F / /

Daytime Phone Number Evening Phone Number E-mail* # possibie, do vou want E-mail notification? DlYes DNeo
£ ) )

Ara you 2 agal resident of the United States and a resident of the state in which you ars appiving for coverage?. .. .. . Lives [lHo
Are all applicants listed on this application United States clfizens? . . ... CiYes [lho
NG, who? and how many vears/months have they resided in the United States? years and manths

Section B ~ Spouse or Domestic Partner Information

Last Name First Name M Refationship
] Spouse [ Domestic Partner

Social Security Number* Height (Ft./In.} Weight Sex Age Date of Birth
{ M F / {
Is your spolse or domastic partner & tegal resident of the United States and a resident of the state
0 WhICh VoU arB apDIVINg TOr COVEIa0E 2. L i e Ll¥es DlNo

Section € - Child Dependents te he Covered Information (Al fields required. Attach a separate shest if necessary.}

Dependent information must be compleied for all additional child dependents (if any) o be covered under this coverage. An eligible
dependent may be your upmarried children, or your spouse or domestic partner's unmarried children (to the end of the calendar month
In which they tumn 25), (List all dependents heginning with the eidest.)

First, M} Relalionship Social Security Date of Birth Height Weight
{fast name i different) to Applicant Number* Sex |Age mm/ddiyyyy f./n. Lbs.
Child MF /
Chiid MF /
Chiig MF /
Child MF -}
Ehild MF /

*This information is used for irternal purposes only ard wiff not he discipsed,

Antham Biue Eross and Blug Shisld fs the trade name of Community fnsurance Compan
Intlependent ficensees of the Blue Gross and Blue Shield Assotiation. ® ANTHEM is a registersd trademark of Anihem Insurance Companiss, [ne.
The Blue Cross and Biue Shistd names and symbois ars registersd marks of the Blue Cross and Blue Shield Association.

OH-CMM (01710} Page 1 of 8
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Section D — Medical Coverage
Comprehensive Major Medical (CMM] Select Type of health coverage:
{] Basis 1 Standard [1Single  U]Parent/Child{ren) DliFamily  L1Child(ren) LiCouple
Section E - Eligibility and Prior Coverage Information {This section must be fully completed.)
Was your last coverage through an employer? ... e UYes UNe
If yes, please compiete the following:
Contract Holder’s Name Identification Number
Employer's Name Telephonre number (inciude area code)
{ )
Empiover's Address (street and P.Q. Box if apphicabie} City State Zip
Effective Date of Coverage Gancellation Daie of Goverage
Were vou/ars you eligibie for COBRA/SIate Continuafion benefits? .. ... Llyes [No
i yes, please complete the following:
{0OBRA/State Continuation Effective Daie COBRA/State Continyation Expirafion Date
Have you elected and exhausted COBRA or slate continuation benefifs? ... .. .. .. . .. . .. i Elyes {CONg
Are you eligible for Medicare or Medicaid? . OYes [INo
Are you currently covered undar any othar health DIan? .. . [l¥es LlNo
i yes, please complete the following:
Coniract Holder's Name identification Number
Name of Current Goverage Telephone number {include area code)
)
Address of Current Coverage (street and P.Q. Box if applicable) City State Zip
# family, list ali persons coverad under the plan.
Type of Goverage and Policy umber Effective Date of Coverage Canceliation Date of Coverage
Are you or any person to be caovered currently confined to aheatthcare facilitv?. ... ... ... ... ... Cyes ClNo

OH-CAMM (01/10)

Page 2 of 8
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Section F - Billing Options

Frequency {setect one)

1 Menthly () Quarterly
{1 Semi-annuatly 0 Annually

initial Premivm (required} Total amount enclosed/charged $

{1 Bank Draft {see below)
71 Check Enclosed {If paying by check, make the check payable to ABCBS.)
] Gredit Card (see below)

Method (select one)

{1 HOMIE—Biils will be sent fo your home biliing address unless a separaie billing address is lisied below.

Name

Addrass (strest and P.O. Box if applicabla) City State  Zip

[ AUTOMATIC BANK DRAFT (automatic premiom withdrawals)—your premium will be deducted on the same day of the month as your
assigned effective date. (You MUST attach a blank voided check)

Deduct monsy from my/our account for (check one):

[ My first payment only $

3 By first and ongoing paymenls

(3 My ongoing payments only {Tirst payment made by other method}

1 suthorize Antherm Blue Cross and Blpe Shicld to infliate prendom dedvetions frope the cheeking aceoont indieated amd the designatod
financial institilion fo debit the same account. | undersiand that this authorization s in effect uniit 1 nolify Anthem in writing that | no longer

desire Hhis service, allowing them reassnabie fime o aci upon my notification. { undersiand Anthen: and my financial institution have the rigit
In discontings the withidrawals if they wish to do so. | inderstand that a service charge wiill be incurred for any withdrawal not honared.

Account hoider's name {please print)

<

Account holder's signature (if othar than the appiicant)
X

Staple
biank, vaided cheek here

011 Y2812 papIoA “yuey
aidels

{1 IF PAYING BY CREDIT CARD: A credit card can be used only for the initial premium

Credit card information —

Cardhoider's Name (as shown on the ¢redit card): Cardhelders’ Address:

It applicant is using the credit card of another cardholder: By signing this form, applicant represents that ie/she has the cardholder’s
authorizatien to use this card and, if not, that he/she wili take Tull responsibifity for this payment and any charges accruing to it.

Type of Credit Card: I VISA
Credit Card Number:

[ MasterCard [} Discover (] American Express
Expiration Date (monthiyvear):

Autherization: | authorize Community Insurance Company to charge my ViSA, MasterCard, Discover or American Express credit

card for the initiat premium payment. If the review of my application results in a diffsrent premium than the quote generated by the
system, 1 also authorize GCommunity Insurance Company to charge my VISA, MasterCard, Discover or American Express eredit card

for this difference if necessary.

| agree that Lommunity Insurance Company is fully protacted in honoring any credit card payments. | further agree that if any

credit card payment is dishonered, with or without cause, intentionally or inadvertently, Community Insurance Company is under
no liabitity whatsoever, inciuding any fees imposed by my bank, if my credit card is reiected even though such dishoner results in

termination of coverage.

Applicant’s Signalure:
X
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Section G — Significant Terms, Conditions and Authorizations (TERMS)

Please read this section carefally belore signing the applivation. For the purposes of this application, a Non-Federally Eligible
Individual is a persan who does nol have any other heallh coverage and is not eligible 1o be covered under any private or
goverpment spaascred program, including but not limiled to siale continuatian coverage, COBRA, Medicare and Medigald,

1. 1understand that it is mandatory that § notify Anthem, in wiiting, immediately if | (the applicant) or any other person toy
whom coverage is soaght is or becomes eligible for any sther heaith coverage including any private or government sponsared
program, such as state continuation coverage, COBRA, Medicare or Medicaid or [ or any olber person for whom coverage is
sought becomes confined 10 a health care facility hecause of chronic illness, permanenf injury or ather infirmity after the date
| sign this application but betore my coverage etfactive date. | understand that in these situations, Anthem has the right to
review my application again, using the new information and that, as a resull, my coverage/family members’ coverage might be
rescinded, or delayed, ar reformed or benefifs denied due o the other coverage, iliness, injury or condition being trealed 23 a
preexisting condition.

2. tunderstand that sending my initial premium with this application, and the recaipt of my payment by Anthem, does net mean that
coverage has been approved. | may not assign any payment under my Anthem program. | am applying for the coverage selected on
this application. | understand hat any premium quote provided is prefiminary and review of my application may change the premium
or result in a denial of coverage. | understand that, to the extent permitied by law, Anthem reserves the right to accept or decline
this application, and that ro right whatsosver is crezted by this application. | understand that if my application is denied, my bank
account or credit card will not be charged.

3. Ii i am a Non-Federally Eligible individual, | understand that | have a 90 day waiting period before my coverage heqins. | also
understand that pre-existing conditions ars limited to 12 months after enroliment for conditions in existence within 6 months
immediately prior to my enroliment for which medical advice, diagnosis, care or treatment was recommended or received.
Pregnancy is considered a pre-existing sonditien for Non-Federally Eligikle Individuals and | understand if | select the
Comprehensive Maior Medical standard pian | have a 270 day waiting peried before any maternity benefits are covered.

4. | am responsibie to timely notify Anthem of any change that would make me or any dependent ineligible for coverage.

8. | understand Anthem may convert my payment by check to an electronic Automated Glearinghouse (AGH) debit transaction and that
my original check wilt be destroved. The debit transaction will appear on my bank statement although my check will not be presented
to my financial institution or returnad to me. This ACH debit transaction wili not enroll me in any Anthem automatic debit process
and witl only ocour sach time | send a check to Anthem. Any resubmissions due to insufficient funds may also occur electronically.

I understand that all checking transactions will remain secure, and my payment by check constitutes acceptance of these ierms.

6. 1 understand that Anthem may collect personal information about me from outside sources, and that both personal and privileged
infarmation may only be disclosed to outside parties without my authorization if such disclostre is permitted by both the HIPAA
Privacy Regulations {45 C.E.R. Parts 162 and 184) and the Ohic Revised Code § 3904.13. | also understand that under the HIPAA
Privacy Regulation and Ohia faw, | have the right to see and correct personal information that Anthem coilects about me, and that
| may receive a more detalled description of my righis under these laws by writing o Anthem,

7. lunderstand that my domestic partner, if applicable, is only eligible for coverage if: he or she has been my scle domestic partner for
12 months or more; he or she is mentally competent; he or she is not related te me in any way (including by blood or adoption) that
would prohibit us from being married under state law; he or she is not married to or separated from anyene else; and he or she s
financially interdependent with me; and he or she does not have any other health coverage and is not eligible to be covered under any
private or government sponsored program, including but not limited to state continuation coverage, COBRA, Medicare and Medicaid.

8. lunderstand | am applying for individual health coverage which is not part of any employer-spoasored plan. | certity that nefther
I nor any dependent is receiving any form of reimbursement or compensation for this coverage fram any employer. | understand
ihat E am responsitie for 100% of the premium payment and | am also responsible to ensure that premiums are paid.

Anthiern Blue Grogs and Blue Shield ' the trade name of Sommunity Insurance Somgany,
independent llcensees of the Biue Gross and Blue Shiek? Assoiation, ® ANTHEM is a registered trademark of Anthem insurance Companics, inc.

‘The Blue Cross and Blue Shistd names and symbols are registersd marks of the Blue Cross and Biue Shield Assoaiation.
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From: Andrew Friesner Fax: +1 (B77) 775-4321

Ta:
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Section G — Sigrificant Terms, Conditions and Authorizations {TERMS) (continued)

8. By signing this application, | agree and consent to the recording and/er monitoring of any telephone conversation between Anthem

and myseif.

10. | acknowledge that | have read the Significant Terms, Conditions, and Authorizations, ang [ accept such provisions as 4 condition of
coverags. | represent that the answars given 1o all guestions on this application are true and accurate to the best of my knowledge
and beklef, and | understand they are being relied on by Anthem in accepting this application. Any material misregresentation or

significant omission found in this application may resuit in denial of benefits er rescission or cancellation of my coverage(s).

Any person who, with intent to gefraud or knowing that he or she is facilitating a fraud against an insurer, submits an application
or files a claim containing a false or deceptive statement is guilty of insurance fraud.

| give this authorization for and on behaif of any eligible dependents and myself if covered by Anthem. | am acling as thelr agent
and representative.

Signature of Applicant for Cuslogial Parent's or Guardian’s signature if applicant is under age 18) Date
o X
% Signature of Spouse or Jomestic Partner or Dependent Child{ren} age 18 or over {if ic be covered) Dats
= | ¥
e
@ Signature of Dependent Child{ren) age 18 or over {if 10 be covered) Dete
X
Section H — Agent Certification
To be sompleted by your Anthem-appeinted agent:
{ eerlify to the best of my knowledge and belief, the responses hersin are acturate.
Agent Signature Date
X
Agent Namie {please print) Agent Street Address/Sufte No./Personal Mail Box {(PMB) No.
Agent 1D No. City/State/Zip County Code Area
Agent Phore No. Agent Fax No. Agent Email Addrass
GA (if applicable) GA code {if applicabie)

Indegendent licensees of the Blue Cross and Blue Shield Association, ® ANTHEM is a registered tradermark of Anthem Insurance Domganies, ine.

OH-CMM (81410}

Anthem Blue Cross and Biue Shield is the trade name of Community Insurance Gompany.

Tha Blye Sross aad Blze Shietd names and symbols ara registerad marks of the Biue Cross and Blue Shisld Association.
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Authorization for Use of Protscted Health Information

The following authorization must be signed by all of the following persens if they are applying for coverage or changing existing coverage:
» the applicant;
= the applicant’s spouse or domestic pariner; and
» any Dependent Child age 18 or over,

If the authorization is not signed by all of the persons listed above wito are seeking coverage, the application may be rsturned to you
as incomplets or acted upon without regard o any person whose required signaturs was not included. This Authorization will expire 24
months fallowing Community insurance Company acceptance of coverage, it not previously ravokad.

By signing below: | authorize Community Insurance Company, or an agent, subsidiary or affiliate that has a business associate contract
with Community Insurance Gompany, to obtain any medical records or other health higtory information congerming me angd any family
member listed on my Application from any physicians, hospitals, pharmacies, other health care providers, pharmacy benefits managers,
health bensfits plans, health insurers, medical or pharmacy benefit administrators, Consumer Reporting Agencies, andfor insurance
support organizations.

| also authorize any physicians, hospitals, pharmacies, other health care providers, pharmacy bensfits managers, health benefif plans
medical or pharmacy benefit administrators, Consumer Repotting Agencies, and/or insurance support organizations to furnish any medical
records of haalth history information concemning me and any family member listed on my Application 1o Community Insurance Company,
Gr an agent, subsidiary or affiliate that has a business associate contract with Community insurance Company. This information is needed
ter determing eligibility for coverage and Community Insurance Company’s acceptance of coverage requested for myself and/or any family
members listed on my Apslication or so that 2 determination of coverage regarding a claim for spesified benefits can be made.

This authorization is subject to revocation at any time by writien notice to Anthem except to the exdent that Anthem has already taken action
in reliance on this authorization. If | revake this authorization after | initially apply for coverags, | understand that Hwe will not be considared
for coverage. If | revoke this autherization after | ask to upgrade my coverage or add a family member, | understand that the changs will not
be made. | understand that if my and/or my family’s information is to be raceived by individuals or organizations that are not health care
providers, health sare clearinghouses or health plans governed by federal privacy regulations. A copy of this authorization i available to
me, or o my authorized representative, upon request and will serve as the original.

Printed name of Applicani/Member Signature of Applicant/Member or his/her Legal Date
Representative

X X

Printed name of Spouse ar Domestic Partner or Signature of Spouse or Domestic Partner or Date

Dependent Child™ age 18 or over fisted on Application  Dependent Chifd™ or his/her Legal Representative

X X

Printed name of Dependent Child* age 18 or over Signature of Dependent Ghild* or hissher Legal Date

listed on Application Representative

*if #isted on vour appiication ar change Torm, your spouse/domestic partner and each dapendent chiid age 18 or over must sign above.
i & legal representative signs on behaif of the applicant or spouse or domestic partnss, a cepy of the legal representative’s authorily must be attached le the application,

A photocopy of this form will be as valid as the ariginal.
Yau or an authorized represeniaiive have the right fo receive a copy of this Authorization #pon reguest,

Anthern Blug Cross and Bhue Shield is the trade name of Community insurance Compary,
indepandert ensees of the Blue Cross and Blue Shicld Assosiation. ® ANTHEM is 2 registered trademark of Anthem [nsurance Companies, Inc.
The Biue Cross and Blue Shisld names and symbols are registered marks of the Bise Cross and Blue Shield Association.
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