o

APPLY ONLINE : WYOMING

beSWy com /S hO p p| ng An independent licensee of the Blue Cross and Blue Shield Association

Application for BlueSelect Individual and Family Coverage

DIRECTIONS: Complete this application using the keyboard on your computer. Once you are finished, please print it,
sign the back and return it to: BCBSWY; PO Box 2266; Cheyenne, WY 82003.

Step 1> Select qualifying event: [] open Enroliment Period [ Marriage [J Loss of other coverage
[] New Wyoming Resident [ Birth [] Adoption (attach proof)
[ other
Date of Event: / /

Step 2» Select a Plan Type: [] One Adult  [] Two Adults ] Adult w/Dependents  [] Family  [] Child Only*

(one child per application)

Step 3> Select a Plan Option: Gold Silver Bronze Catastrophic**
[ Basic [ Basic [] Basic [] Basic
] cClassic [ classic [] cClassic
[ HealthPlus [ valueOne ] value
[ core [ valueTwo [0 core
[J HealthPlus
[ Core

Step 4> Please read carefully: The Affordable Care Act requires your medical plan to include coverage for pediatric dental
services unless you have purchased a separate standalone dental plan that provides for this coverage. Based on this
requirement, the BCBSWY Plan Option you selected will include kid’s dental coverage unless you check the box below
indicating that you already have pediatric dental coverage.

O 1 have a separate standalone plan that provides coverage for pediatric dental services and wish to apply for a
BCBSWY plan without kid’s dental coverage.

* The Child Only option should be selected for applicants whose coverage will be effective prior to December 31* of the year in which they turn 21.
** The Catastrophic plan is available to individuals whose coverage will be effective prior to December 31% of the year in which they turn 30. The age limitation applies to ALL
individuals to be covered under the policy.

Applicant's Name: Email Address:

If Child Only coverage, please indicate responsible party:

Home Address: City: State: Zip:

Mailing Address: City: State: Zip:

Phone: Applicant Tobacco Use (Y/N)':

Social Security #: Date of Birth: Age: 1 Male [1 Female

Print the names and dates of birth for spouse (MUST BE A WYOMING RESIDENT) and children age 26 and under to be covered.

Tobacco
First Name, Last Name Gender | Date of Birth | Age Relationship Social Security Use
(M/F) (e.g. Spouse, Child) Number (YIN)'

"Indicate “Y” for each individual who has used tobacco on average 4 or more times per week within the past 6 months, excluding religious or ceremonial uses.



Billing Preference: [0 Bank Draft (Monthly) ~ [] Bank Draft (Quarterly) [ Direct Bill (Monthly) [ Direct Bill (Quarterly)

Automatic Bank Withdrawal Authorization:

| authorize Blue Cross Blue Shield of Wyoming (BCBSWY) to withdraw health insurance charges from the account at the bank listed
below. This authorization will remain in effect until | notify BCBSWY to cancel my coverage or change my payment option.
Important: In order to process this authorization, we require a voided check to be submitted with this application.

Account Number: [0 Checking [0 savings
of
Name of Bank City, State, Zip
Bank Account Holder’s Signature: Date:

Required to process this application: Complete the following for ALL individuals named on this application who currently
have, or who had in the past year, other health coverage. Attach extra pages which you have signed and dated, if necessary.
If there is no other existing or prior coverage, please indicate by writing “NONE.”

Policyholder's Name: Covered Individuals:
Name of Insurance Company: Insurance Company Phone:
Policy #: Coverage Ended (MM/DD/YY)

Name of Employer:

If still in effect, will the coverage described above be cancelled when this Blue Cross Blue Shield of Wyoming
coverage becomes effective? [ vyes [ No

If no longer in effect, did the coverage described above terminate for ANY of the following reasons: Termination
of employment; Termination of the employer’s contribution to coverage; Termination of the other health plan’s coverage
with the employer; Death of a spouse; Divorce or Legal Separation; Loss of Medicaid or Kid Care CHIP Coverage? [J Yes [J No

If yes, please attach a termination letter from the insurance company which includes the termination date, reason for termination and
the individuals who were covered.

A. 1 understand that upon acceptance of my application, my coverage will become effective on the date established by Blue Cross
Blue Shield of Wyoming.

B. | certify that the statements made on this application are true.

C. Irealize that any act, practice, or omission | have performed that constitutes fraud or intentional misrepresentation of material fact
asked for on this application will render the contract null and void or subject to cancellation, rescission, or to disallowance of the
individual about which the fraudulent act, practice, omission, or intentional misrepresentation of material fact occurred.

D. | understand that | am applying for coverage that contains expanded wellness benefits that meet the requirements of the Patient
Protection and Affordable Care Act. The expanded wellness benefits require the use of an in-network provider. For a full
description of these benefits, please see the Benefit Document. The comprehensive adult wellness benefits provided do not meet
the minimum standards as defined by the Wyoming Insurance Code.

E. | understand that the coverage applied for is not an employer sponsored group health plan, and no portion of the premium will be
paid, during the period the coverage is in force, by or on behalf of an employer either directly or through wage adjustments or other
means of reimbursement.

F. | certify that | have obtained coverage for pediatric dental services either by applying for a BCBSWY plan with kid's dental
coverage or by purchasing a separate standalone pediatric dental plan.

| have read and | understand items A through F above. | hereby apply for coverage with Blue Cross Blue Shield of Wyoming,
an independent licensee of the Blue Cross and Blue Shield Association, under the terms and conditions as stated in the
Benefit Document, including the Coordination of Benefits provision.

SIGN HERE:

Applicant’s Signature Date

AGENT USE ONLY
Are you aware of any information not disclosed in this application for coverage? [] No [ Yes Explain:
Was this application completed by the applicant? 0 Yes [ No Explain:

Agent’s Signature Agent Number Date
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WYOMING

An indspendent iicansae of the Blue Crass and Blus Shieid Association
This Notice is Being Provided as Required by the Affordable Care Act

Translation Services

If you, or someone you’re helping, has questions about Blue Cross Blue Shield of Wyoming, you have the right to get help and
information in your language at no cost. To talk to an interpreter, call 800-442-2376.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Blue Cross Blue Shield of Wyoming, tiene derecho a obtener ayuda e
informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 800-442-2376.

NR%E, HIEEERBMWESR, HERN[IEASBMIEHE#4%H Blue Cross Blue Shield of Wyoming
FEMEE CHEEFSELCHEERIEDNALR, BAH—IMES, HREE [TELEAKT800-442-2376.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue Cross Blue Shield of Wyoming haben, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 800-442-2376.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross Blue Shield of Wyoming, may karapatan ka na makakuha
ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 800-442-2376.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Blue Cross Blue Shield of Wyoming, vous avez le droit d'obtenir
de l'aide et I'information dans votre langue & aucun co(t. Pour parler & un interpréte, appelez 800-442-2376.

Orok 25 = Ao 510 U= ™ AEH0lBlue Cross Blue Shield of Wyoming Off 2t A 2201 QY Fote st S22 W B E
FHote AHZ HIE R8I0 22 2= U= Heldt ASLICH DA S AL} 0HI156H)| 2151 A =800-442-2376 £ & 3o Al 2.

Néu quy vi, hay nguoi ma quy vi dang gitip dd, ¢6 cau hoi vé Blue Cross Blue Shield of Wyoming, quy vi s& ¢6 quyén dugc gilip va co thém
théng tin bang ngbn ngir cia minh mién phi. D€ ndi chuyén vai mot thdng dich vién, xin goi 800-442-2376.

Se tu 0 qualcuno che stai aiutando avete domande su Blue Cross Blue Shield of Wyoming, hai il diritto di ottenere aiuto e informazioni nella tua
lingua gratuitamente. Per parlare con un interprete, puoi chiamare 800-442-2376.

Ecnn y Bac wiy nia, KOTOpoMy BBl HOMOTaeTe, MMeroTcst Borpocs! 1o nosoxay Blue Cross Blue Shield of Wyoming, To Bel nMeeTe npaBo Ha
OecrIaTHOE TOJTy4eHHe TOMOIIM U MH(OpPMAIMHK Ha BalleM si3bIke. i1 pa3roBopa ¢ mepeBoJ4MKOM MO3BOHUTE Mo Tenedony 800-442-2376.

Jika Anda, atau seseorang yang Anda tolong, memiliki pertanyaan tentang Blue Cross Blue Shield of Wyoming, Anda berhak untuk mendapatkan
pertolongan dan informasi dalam Bahasa Anda tanpa dikenakan biaya. Untuk berbicara dengan seorang penerjemah, hubungi 800-442-2376.

CAANK, FEBEHROEDREY DA TE. Blue Cross Blue Shield of Wyoming
[COWTZTERASEWELEL, CHFLEDESETHR—FZ2ZITY. BREAFLEYITHIENATEET, HElIMHLYFE
Hh,. BIREBEINDIBE. 800-442-2376 ETHEFEC &Y,

fE TS ST I 21 TR 1 T8, A FET HEd T 57679, Blue Cross Blue Shield of Wyoming s w1es & s ST AIqTT .3 H8TaT a1 SR a3 SR 3 |
ST (32THER) T TR 800-442-2376 AT B T |

4lyaa QLU'M.QL::M\ s SaSAS yHla )y ) Ba audl 438l ¢ Blue Cross Blue Shield onyoming d)ysa Jdd\).u CuiSae SaS gl lad 4SS S L cLA.S)g\
Ayles Juala (sl 800-442-2376. ke il 0 g8, sk

Bl AN AU dA Sl HeE s3] el ALl S8 [RAUARAH s1lsHo] ol Y51 (A Ysl Slat Al Aol HEE WA HUR Al Anclcltoll
WES1R B. A WA (Aol Rl Al Uttt 531 st B, et clld scll HIZ, L [AS] ELHA 5 o101 ] UR 5l 5.
Dii kwe'é atah nilinigii Ble cross Blue Shield of Wyoming  haada vit"éego bina’iditkidgo éi doodago

hiida bika anilyeedigii t"dadoo le”¢ vina idilkidgo beehaz danii hélg dii t"24 hazaadk ehii haka
a’doowolzo bee haz™i doo bidh ilinigdd, Ata” halne’igli koji” bich’]” hodiilnil goo-422-2376.



WYOMING

An indspenagnt iicansse of the Blus Cross and Blus Shieid Association

Non-Discrimination Notices

Blue Cross Blue Shield of Wyoming (BCBSWY) does not discriminate on the basis of race, color, national origin, sex, age, or disability in its
health programs and activities.

BCBSWY provides appropriate auxiliary aids and services, including qualified interpreters for individuals with disabilities and information in
alternate formats, free of charge and in a timely manner, when such aids and services are necessary to ensure an equal opportunity to participate
to individuals with disabilities.

BCBSWY provides language assistance services, including translated documents and oral interpretation, free of charge and in a timely manner,
when such services are necessary to provide meaningful access to individuals with limited English proficiency.

In order to obtain the interpretation services listed in paragraphs two (2) and three (3), Participants may call (800) 442-2376 or use BCBSWY’s
Telecommunications Device for the Deaf (TDD) at (800) 696-4710.

Participants have the right to file a grievance regarding potential discrimination. To file a grievance, please call BCBSWY at (307) 634-1393 or
(800) 422-2376 and request the Grievance Officer in the Legal Department or mail a letter describing the grievance to 4000 House Avenue,
Cheyenne, WY 82001 to the attention of the Legal Department.

If a Participant believes they have been discriminated against because of their race, color, national origin, disability, age, sex or religion, the
Participant may file a discrimination complaint with the Office of Civil Rights. Please visit www.hhs.gov/ocr for directions to file a complaint.

9.2016


http://www.hhs.gov/ocr
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