ENROLLMENT AND CHANGE APPLICATION with health questions COMPLETED BY GROUP ADMINISTRATOR ONLY
I:l Change Request: For changes, complete sections A, B, and all other applicable sections Effective Date (mm/edyyy)
Instructions: ALL new Employees Complete B, G, D, E, F, H Group Number
If your group has selected any Life Products also complete and provide your signature in G
ALL dates should be indicated as (mm/dd/yyyy) Package Number
|:| PLEASE CHECK THIS BOX IF YOU WOULD LIKE SPANISH MATERIALS (WHEN AVAILABLE) o
Dept/Division/Class

PLEASE TYPE OR PRINT IN BLACK OR BLUE INK. PRESS FIRMLY.

A. IF MAKING A CHANGE FROM PREVIOUS ENROLLMENT

CHECK ALL THAT APPLY: | ADD DATE (mm/ddsyyyy) REMOVE DATE (mm/ddsyyyy) CHECK ALL THAT APPLY: [] CANCEL COVERAGE
: : : : ELECT COBRA EFFECTIVE:

[ Name Change DEPENDENT(S OF OCCURRENGE: | DEPENDENT(S OF OCCURRENCE: | (J REINSTATE COVERAGE:

[ Address Change [ Marriage —— | [ Warriage ] Return from Layoff .
] Newborn [ Divorce | COBRA QUALIFYING EVENT: [ Return from Leave

|:| Telephone Change D i D s s [ Termination of Employment ] Retirement

[ Replace ID Card Adoption fudent Status [J Reduction in Hours [ Disenrollment Error
] other [] Death | ™pivorce O other

|:| Date of Birth Correction D Other ] Medicare Eligible

[[] Social Security Disability Determination

Open Enroliment
D P [J overaged Dependent Now Ineligible

[7 other Insurance Information [ Death

B. EMPLOYEE INFORMATION

DATE DATE
. oo | CONTINUATION CONTINUATION
[_] Active Employee (L] COBRA/State Continuation: | SparTep (mwdiyyyy) / / ENDS (mm/ddyy) / /
FIRST NAME/MIDDLE INITIAL LAST NAME EMPLOYEE SOCIAL SECURITY NUMBER EMPLOYEE
BIRTHDATE
(mm/dd/yyyy) / /
ADDRESS APT. NO. % COUNTY STATE AND ZIP
YOUR E-MAIL ADDRESS (optional) CIVALE HEIGHT | WEIGHT |HOME PHONE NUMBER WORK PHONE NUMBER OCCUPATION
[ FEMALE ( ) ( )
MARITAL JSINGLE ~ [JMARRIED  [JWIDOWED COMPANY NAME WORK LOCATION FDL/?EE %II:VIE
STATUS EMPLOYMENT / /
(I SEPARATED [ DIVORGED (mmiddyy)
C. COVERAGE SELECTION - Complete for BCBSNC Health and Dental
?C%E%%Ee medical plan) [] Blue Care” (HMO) [] Blue Options* (PPO) [ Blue Options HSA™ [] Classic Blue® (CMM) (] Dental Blue
) ) ] Employee Only [] Employee and Spouse ) .
[] Medical Benefits Selected: [ Employee and Child(ren) [ Employee and Family [C] No Medical Benefits
_ ) [] Employee Only [ Employee and Spouse .
[] Dental Benefits Selected: ] Employes and Child(ren) ] Employee and Family [] No Dental Benefits

D. FAMILY INFORMATION - Complete for anyone taking Medical and/or Dental Coverage

e List family members taking medical or dental.
e Student status and handicapped child information required for all family members who exceed the eligible dependent age maximum in policy documents.

NAME IF CHILD IS OVER AGE 19, CHILD
) h » SOCIAL SECURITY NUMBER BIRTHDATE SEX HEIGHT | WEIGHT | HEALTH | DENTAL PLEASE INDICATE STATUS AND STATUS
(First, Middle Initial, Last) SCHOOL NAME (if applicable)
SPOUSE CIMALE CIves| C1ves
1 FEMALE CINO [CONO
HILD 1 ;
¢ CIMALE 0 s | O ves | [ Handicapped O Foster
I FEMALE CINO | COINO | I Full-time Studentat: | [JAdopted
CHILD2 CIMALE 01 YES | 0 ves | O Handicapped Ol Foster
[J FEMALE CINO [CINO |7 Full-time Student at: [ Adopted
CHILD'3 CIMALE [ ves | 01 ves | O Handicapped O] Foster
1 FEMALE CINO [CONO I Full-time Studentat: [J Adopted
*1f you have more than three children, please complete Section D on another application. Application is continued on reverse side g
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Employee Name

E. OTHER HEALTH INSURANCE INFORMATION AND PRIOR HEALTH INSURANCE INFORMATION

E1. PRIOR HEALTH INSURANCE BCBSNC will assist in

This section MUST be completed to receive credit for prior coverage and REDUCE or ELIMINATE obtaining a certificate of
any applicable waiting period. coverage from any prior plan
Have you had any health insurance within the last sixty-three (63) days? [ ] Yes [ No IF YES, complete below: or issuer, if necessary.

NAME, ADDRESS AND PHONE NUMBER OF HEALTH INSURANCE COMPANY

POLICY NUMBER POLICYHOLDER NAME POLICYHOLDER DATE OF BIRTH (mm/dd/yyyy)

[/

If other coverage will remain in effect, write N/A in
/ / / / term hox, and complete section below.

FAMILY MEMBERS COVERED LIST NAMES AND RELATIONSHIPS:

EFFECTIVE DATE (mm/dd/yyyy) TERMINATION DATE OR EXPECTED TERMINATION DATE (mm/dd/yyyy)

Have you or any family dependents been a previous Blue Cross and Blue Shield of North Carolina member?.............c.cooooveiviccccccccece [J Yes [] No
DATES AND ID NUMBERS

Notice About Your Pre-Existing Condition Limitations

This plan imposes a pre-existing condition exclusion for all employees and dependents whether they are timely or late enrollees. This means that if you have a medical condition
before coming to our plan, you might have to wait a certain period of time before the plan will provide coverage for that condition. This exclusion applies only to conditions for
which medical advice, diagnosis, care, or treatment was recommended or received within a six-month period. Generally, this six-month period ends the day before your coverage
becomes effective. However, if you were in a waiting period for coverage, the six-month period ends on the day before the waiting period begins. The pre-existing condition
exclusion does not apply to pregnancy nor to a child who is enrolled in the plan within 30 days of birth, adoption, or placement for adoption or foster care. Eligible children
(newborns, adoptive children, foster children, and those added as a result of a court order) are not subject to this exclusion period when enrolled more than 30 days after one
of the events listed above if your coverage type or the premiums owed are not affected by adding the child. When applicable, this exclusion may last up to 12 months from your
first day of coverage, or, if you were in a waiting period, from the first day of your waiting period. However, you can reduce the length of this exclusion period by the number of
days of your prior “creditable coverage”.

Most prior health coverage is creditable coverage and can be used to reduce the pre-existing condition exclusion if you have not experienced a break in coverage of at least 63
days. To reduce the 12-month exclusion period by your creditable coverage, you should give BCBSNC a copy of any certificates of creditable coverage you have. If you do not
have a certificate, but you do have prior health coverage, BCBSNC will help you obtain one from your prior plan or issuer. There are also other ways that you can show you have
creditable coverage. Please contact BCBSNC if you need help demonstrating creditable coverage. Throughout this notice, all references to “you” are meant to refer to both the
employee and their dependents.
Notice of Special Enrollment

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage, you may be able to
enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops contributing towards your or your
dependents’ other coverage). However, you must request enrollment within “30 days” or any longer period that applies under the plan after your or your dependents’ other
coverage ends (or after the employer stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents. However,
you must request enrollment within “30 days” or any longer period that applies under the plan after the marriage, birth, adoption, or placement for adoption or foster care.
For questions or to obtain more information, contact a BCBSNC Customer Service Representative at:

Blue Cross and Blue Shield of North Carolina Customer Service

[ Street Address
City, State and Zip Code 1

[ 1-877-258-3334 |

E2. OTHER HEALTH INSURANCE
This section MUST be completed if you will have additional insurance in force during this new policy.

Will you or your covered dependents have other insurance in addition to this policy? [J Yes [] No
Are any dependents covered under another plan due to divorce/separation? [JYes []No IF YES TO EITHER QUESTION, complete E2 below
NAME, ADDRESS AND PHONE NUMBER OF HEALTH INSURANCE COMPANY POLICYHOLDER NAME AND DATE OF BIRTH (mmv/dd/yyyy)

[/

POLICYHOLDER'S EMPLOYER, ADDRESS AND PHONE o POLICY NUMBER
If Individual coverage

check here  []

POLICY HOLDER’S SOCIAL SECURITY NUMBER EFFECTIVE DATES OF COVERAGE (mm/dd/yyyy)
From: / / To: / /
INDIVIDUALS COVERED FAMILY MEMBERS COVERED BY MEDICARE
MEDICARE CLAIM NUMBER IS MEDICARE ELIGIBILITY DUE TO: PART A EFFECTIVE DATE (mm/dd/yyyy) PART B EFFECTIVE DATE (mm/dd/yyyy)
[JRENALDISEASE [ JAGE [ DISABILITY / / / /

Application is continued on next page =3



Employee

Name

F. HEALTH QUESTIONS

All questions in this Section (Section F) MUST be answered in their entirety. Any questions left blank, or questions only partially answered will cause your
application to be returned to you for the missing information. Please use “Month/Day/Year” where required.

PLEASE NOTE: “Section F.2” information is required for all disorders with a “YES” answer.
Has any person applying for coverage sought medical attention and/or advice, been diagnosed with or been treated for any of the following diseases or disorders
(this includes diseases or disorders past and present):

DISORDER YES NO DISORDER YES NO DISORDER YES NO
1. Heart attack, angina, angioplasty, stent placement, 20. Human Immunodeficiency Virus (HIV) orAcquued 39. Within the last 12 months, has anyone
bypass surgery, coronary artery disease or Immune Deficiency Syndrome (AIDS)?................. D D smoked cigarettes, marijuana, cigars, pipes or
congestive heart failure?..........coccooevevivicninnin, D I:, 21. Within the last five years has anyone been used chewing tobacco or snuff?.........cccccvvviverennes I:, D
i i ? diagnosed or had surgery, radiation therapy or 40. Has anyone applying for coverage on this
2. Anirregular heart rhythm that requires treatment? E % chegmotherapy for: oer » application t?ken or used anydof the followri]ng .
3. Hypertension or high blood pressure? ................... ) ) . categories of prescription medications within the
a.yl?low many timesg has a dopctor been seen for a. Cancer/malignancy, including melanoma?.......... E E last 12 months:
hypertension or high blood pressure in the last b. Other forms of skin cancer? 2. Anti-depressant?.........ccoooernerneesneeeeeae
12 MONNS? .o - ’ Commmmmm— ) .
4. Emphysema, chronic bronchitis or chronic 22. Prostate disorders, including enlarged prostate, D. ANti-pSYCNOLIC? ...
obstructive pulmonary disorder (COPD)? L1 E::(;?nnggrostatlc hypertrophy or elevated 10 C. ANE-BNKIELY? oo essee s eeeeeesenees
a. ANY USE Of OXYGEN? .....vvvvvevvereereeeeee 23. Bleeding dlsordersuchasHemophlllaor """""""" d. Attention deficit (ADD) or attention deficit
b. Any inpatient treatment at a hospital for any mln VON Willebrand’s? ............c.ooeeeeesseeeneeeeeeeeeeeeeeoeeoes AN hyperactivity (ADHD) medication?....................

of the above conditions?
5. Elevated cholesterol treated with medication

24. Sickle cell anemia, aplastic anemia or ANtADUSE? ...

thalassemia major?..........ocovvevvveeeivieiveeeeceeseens D D

@

WIEiN e (25T 12 MONTNS? v I - I
6. Inpatient or outpatient treatment at a hospital for - VIOUEIALE OF SEVETE PSOTASIS v Q. TRACIBEI? s
asthma within the past 24 months? ....................... D D 26. SIEEP APNEAT ... D D ) . -
D D ) ) ) h. Blood thinner/anti-coagulant medication?...........
7. a. Hepatitis A? 27.Epilepsy or seizure diSOrder?.........ccccveeereceeenennes D D

. Nitroglycerin, Digoxin or Lanoxin?.....

. Immunosuppressive medication, such as,
Methotrexate, Imuran, Cytoxan?............ccocceeeeee

a. If yes, was the most recent seizure within the
1ast 3 MONthS?......covieiceece e D D

28. Has anyone who is less than 12 years of age

b. Hepatitis B?
¢. Hepatitis C?

d. Hepatitis D? ...vvveiieeee s
8. Muscular Dystrophy, Multiple Sclerosis, Cerebral
Palsy, Parkinson’s disease, Alzheimer’s disease? ...
9. Chronic fatigue, chronic fibromyalgia, Epstein
Barr and/or chronic lyme disease?..........c.ccccoeeeee..
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. Daily oral steroid or steroid injections?..............
29. Has anyone ever had the following procedures or
treatments performed:

a. Spinal fusion?..
. Gastric bypass or gastric restrictive procedures, D D

. Plaguenil/Hydroxycholoroquine? ...........c.cceevne.

. Growth hormones such as: Humotrope,
Genotropin, Nutropin, Norditropin?....................

O
[]

o

N o
00 000000 OO0 000000 000

. Crohn’s diSEase?........ccoovvrrrerceeerneerreeseens

an allergist or received an immuno-therapy

INJECHIONT oo

32. Has anyone been treated within the last

N

. such as lap band?.........ccoccoeeieicciiceee n. Gastrointestinal medication, such as Nexium?...
10.2. DEPreSSiON?.....c.coveveeeeeeeeeieeeeeeee e
b. Axiety/stress? ¢. Heart valve replacement?..........cccoocevnicnnnnne D D 0. ATVA? ...
- ANXIETY/SITESS Y e d. Anterior cruciate ligament (ACL) repair and .
- A L REMICAE? ...
¢. Chemical imbalance? ... SHILIN therapy? ..o D D P
d. Obsessive compulsive disorder e. Cerebral shunt placement?...........cccccevvuvcuvrenne D D q.l fertili dication?
) r. Infertility medication?...
e. Bipolar diSorder? .............ccccooo.. f. Permanent colostomy/ileostomy? .........cccocevenee D D s Pancrea-\{ic enzymes used in the treatment of
. lated t ! hageal ' it
b SUEOUNS?... O el sy somaoeal D | Gyt ibrosi,suchas, reon.Pancrase,
11. Brain damage, paralysis, stroke, Transient _ . L LIpram? .o
Ischemic Attack (TIA) or Hydrocephalus? ............ h- Any internal organ transplant?... T L]
12.Kidney stones or renal colic within the past i, KIQNEY GTaIYSIS? ..o LI I we need to know only about medications that are
36 months? s e s . Any past surgical procedure resulting in specified in Question 40.
13. ﬁ%llTbhlagder”dtl)Slegze mcludlngdgall stones but has complications that still require treatment? ......... D D Please do not list any other medications.
ad gall bladder removed? ... . ;
¢ b 30. Has anyone been advised or scheguled to have ] 41. Does anyone have a physical or mental impairment
14. Cirrhosis of the liver? ... surgery within the next 6 months?.................... that substantially limits one or more major life
15,2 Colitis? 31. Within the last 12 months, has anyone seen activities: caring for one’s self, performing manual

tasks, walking, seeing, hearing, speaking,
breathing, learning or working?..........cccccoovvivvnnnes I:, D
Describe each such physical or mental impairment

2 years for an eating disorder?...........cccooeernnnnne D D

33. Has anyone seen a chiropractor or physical
therapist more than 5 times in the last

12 MONTNS? s D D

c. Irritable bowel syndrome?..........cccccovevvcvvvncenen. and identify the person with such physical or

d. Inflammatory bowel disease?.............c.ccccuvveeee. mental impairment:

. Familial pol 1S? e
& Familial polyposis Please describe how the physical or mental

0 00000000 O O 0000000 O 000
000000000 O 0 0000000 O 000

16. Osteoarthritis in the hips or knees?............cc.......... . o / / impairment substantially limits one or
17. Joint replacement, or recommended joint a. Primary - Date of your last visit: more of the major life activities stated previously:
1EPIACEMENT? ... - / /
b. Spouse - Date of your last visit: i = the ohvsical al imai "
) es, is the physical or mental impairmen
a. Primary - Date of surgery: / / 34. Has anyone had any treatment in the last year te%porary orpcgrrectable? ............. p ....................... D D
for disc disorder of back or neck including ; ;
b. Spouse - Date of surgery: / / surgery or injection therapy other than If yes, please explain how the physical or mental

impairments are temporary or how the person
18. Arthritis, such as inflammatory arthritis, plans to have it corrected:
rheumatoid arthritis, psoriatic arthritis or

ankylosing Spondylitis? ..........ccooeverevcninciccnns D
19. DIaDELES? ... D

chiropractic care or physical therapy?.................... D D
D 35. More than 2 breast biopsies in the last 5 years?... D D

36. Within the past 12 months, has anyone had any 42.
treatment for heavy, frequent, AND prolonged

periods; uterine fibroids; or endometriosis;

Is anyone aware of any symptoms or conditions
that have not yet been diagnosed by a doctor?....... I:l D

If yes, list them below:

a. Primary - Date of diagnosis: / / but have NOT had total abdominal
y ¢ hysterectomy (TAH)? .....oerrercrreeeeeeens D D
b. Spouse - Date of diagnosis: / / 37. Have either of your last two pap smears 43. Does anyone have any other conditions or

been abnormal?.........cccoeveeiccccece D D D D

38. Does anyone exercise for at least 20
minutes per day 3 or more times per week?........... D D

symptoms for which no question was provided?...

¢. What is the most recent hemoglobin A1C level? If yes, list them below:

Primary: Spouse:

F.2 For each item checked “YES” in the Section above, please provide condition or diagnosis for each person.

Person #1 Name: Person #2 Name: Person #3 Name:

Condition or Diagnosis:

If additional space is needed, please attach a separate sheet, with your signature and the date (mm/dd/yyyy).

Application is continued on reverse side =3





