BlueCross BlueShield Appiicant Name:
of Texas Social Security Number
Member |D {if apphesy

PO Box 660819, Dallas, TX 75266-0819 Internal Uise Only

Sign Up for a 2027 Health Plan
for You and Your Family.

You can sign up online at BluePlanCompareTX.com. If you choose to apply with this form,
visit bebstx.com/how-to-apply for step-by-step instructions and additional information.
Whether online or using this form, if you are working with an independent, authorized

Blue Cross and Blue Shield of Texas agent, they must complete the agent section.

Help us process your Application more quickly.

If applying during Open Enrallment, leave page 3 blank except for name and §5M. Complete page 3 anly if you have
a qualifying life event and are applying outside annual Open Enraliment. Check bebstx.com/sap 1o see if you qualify for a
Special Enroliment Period before filing out this Application. To receive language or communication assistance free of charge,
call 1-B55-T10-6984.

BEFORE SUBMITTING THIS FORM, PLEASE CONFIRM:

* Name and 55M are at the top of all 16 pages

* All questions that apply 1o you and any cependents have been answersd

» Al answers are in black ink. (Pencil will not be accepted )

*  Any answer you changed is chearly marked and initialed, (Do not use correction flusd or tape)

s The Application includes the Primary Applicant and all current and new dependents
- If you need more dependent sections, visit bebsc.comfoaw-to-apply Lo download an Application overflow page.
- Proof of ineligibility for Medicare is required for any Applicant or dependent age 65 or older,

= Payment details on page 11 are complete, for first payment and monthly payments

* The Application is signed everywhere a signature is required (pages 10, 11, 13, 14 and 1§)

= Ifthe primany appeCant &5 a mangs Chi i, of an individual f@ﬁll}' unable 1o Fgn, their parent, GE‘..T E‘.Jﬁ"dla"l or personal
representative made all signatures

o Submit all 16 pages, even pages you don't use, Fax (o 1-B00-279-7419,

CONSUMER CHOICE DISCLOSURE

You have the option to choose a Consumer Choice health care plan that, either in whole or in part, does not provide state-
mandated health benefits normally required in evidences of coverage in Texas. This standard health benefit plan may provide
& more affordable hiealth plan for you although, at the same time, [t may provide you with fewer health plan benefits than
those normally included as state-mandated health benefits in Texas. If you choose this standard health benefit plan, please
consult with your insurance agent to discover which state-mandated health benefits are excluded in this evidence of coverage.
See the full Consumer Cholce Disclosure on page 14, BCBSTX offers one non-Consumer Cholce plan as noted on page 9.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,
a Mutual Legal Resenve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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What do you want to do?
]

Become 3 NEW memiber

CHANGE my 2027 health plan

ADD a dependent 1o my current health plar

{You may add a newborn within 60 days of birth by calling 1-888-697-0683. No Application is needed.)

How we will contact you.
T

fyou want to get information from us electronically, we must have your email address. B
agree we may send your policy information electronically, such as policy kits, exg
This electranic delivery will continwe through any policy renewals or changes

listing an email address, you
ation of benefits and claim letters

You cam change to
yOU may

er pelvaery al amy Time Wit nd penaity’ To make or change your chokCes onge you are a member,

* LUpdate your preferences and contact infarmation at mybam.bebst.com
OR
o Call Customer Service at the number on your member 1D card

Your documents can be viewed or printed us NE yOur COmputer of mobile device. The wibsite may be afcessed with most
versions of Chrome, Firefax, Microsaft Edge or Safar

Will you use a reimbursement arrangement?

Are any of the applicants purchasing this plan using an Individual ©
[ICHRA) o a Qualified Small Ermpl ) Health Reimibursement Arrar

If yes, please complete the below.

{ealth Reimbursement A rargement
ent (QSEHRAR 7 |

Select one: ICHRA QSEHRA
Effective Date of the ICHRA or QSEHRA Monthly Contribution Amount

Employer Name
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Signing up outside .ﬁ.pplitartN;rSH:;
Open Enroliment?

If you are signing up during Open Enrollment, enter your name and 55N above,
then skip to the next page. You can also apply online at BluePlanCompareTX.com.

DO YOU QUALIFY FOR SPECIAL ENROLLMENT?

You may sign up for coverage during a Special Enrollment Period. An SEP is a chance te sign up outside Open Enrallment.

* You must apply within 60 days before or after the qualifying life event, depending on which event you claim.
= Check more than one event if more than one happened to you.

* When required, BCBSTX will review valid proof of a qualifying life event before processing your Application.,
= Onece your plan has been issued, your SEP cannot be re-used to apply for a different plan.

See bebstx.comfsep or contact your independent, authorized agent for maore information

1. My dependent(s) andfor | lost Minimum Essential Coverage as of this date because, for example: Date of Event
+ Ofreasons beyond my control (rot inchuding reasons like fallure 1o pay my full premium or any
disregard on my part for the plan's rules).!
# |turned age 26
* The plan holger became eligible for Medicare,?
* The plan holder died.*
« | lost my job, 1 lost hours, my employer stopped making payments, or my COBRA benefits ended.”
= Someogne cn my plan was legally separated or divorced
* My plan stopped covering people in my situation.’
Date of Event
Z.| got married on this date.*
3.1 had a baby, adopted a child, had a child placed with me for adoption, have a child who is subject to a | Date of Event
suit of adaption, took in a faster child, or was ordered to cover a dependent through a court arder as
of this dage.?
4. There was a mistake when | signed up for my last health plan, or | have shown proof that my previpus | Date of Event
health plan or issuer broke its contract with me as of this dage.?

B SOMEOmne on my plan had & LP'-.J:WSL' iry ircorme and lost advance payment af pe ernium Lax credit, Dare of Event
cost-sharing reductions, or Medicaid, or my last non-Marketplace plan broke government rules as of
this date.!

/ , Date of Event
6. | ot new health plan options when | moved on this date.

y Date of Event
7. My current plan ends on a date ather than December 31, which is this date.

B. My emplover offered to help with the cost of coverage either through an ICHRA or 3 QSEHRA. Date of Event
a. My emplayer is newly offering as of this date.” a.
b. | am a mew employee and my employer is offering as of this date.? b.

. : , | Daue af Event
9. An allpwed reason not on this list, on this date. Contact your agent of call 1-800-531-4456 for help.!

" You must apply within 60 days before or after the qualifying life event.
1 A dependent covered under a parent's Marketplace plan has untdl December 31 of the year they reached age 26 to apply.
¥¥ou must apply within 60 days after the qualifying life event
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Tell us about you. oy

(PLEASE ANSWER FOR EWERY PERSOMN TO BE COVERED.)

PRIMARY APPLICANT {(Who should be listed first on the health plan?)

First Name Middle Initial Last Name
Social Security Number Sex  Date of Birth
W [F

Do you prefer to speak a language other than English? Do you prefer to read or write a language other than English?
¥l Ml IFYES, what language? ¥ N IFYES, what language?

Within the past six months, have you used tobacco?” 4 or more limes per week on average, excluding religious or
cerermnonial uses [¥] (N I YES, when did you last use tobacco?

Home Address City State ZIP County
Mailing Address (if different than home address) Ciity State ZIP

What is the best phone number to reach you?’

hobile Landline
By providing your mobile phone number on this Application, you agree to recefve automated, informational text messages
from BCESTX, Including from third-party vendors or providers directly contracted by BCBSTX, to answer questions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam. behstx.com, Standard mobile phone andior text message charges may apply from your wireless provider. Messages
will be recurring, Frequency will vary, Consent is not a condition of purchase or enrollment

Emall Address’’

Primary Care Provider 10-character PCP ID

See FindADocterTX.com to find a PCP. If you do not list a PCP above, BCBSTX will assign you a PCP based on your
plan service area. PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care for a PCP that is not on your member |D card or for care from a provider not referred by your PCP. See note about
PCPs and OB-GYNs on page 8.

OPTIOMAL: If you are Hispanic/Lating, do you identify a3 any of the following? (check all that apply)

Mexican Mexican American Chicano Puerto Rican Culban Other
OPTIONAL: Are you or do you identify as any of the following? (check all that apply)

White Black or African American American Indian or Alaska Mative Asian Indian Chinese

Filiping Japanese Korean Vistnamese Other Asian Native Hawalian

Guarmanian or Chamoero Samoan Other Pacific islander Other

COMMUNICATIONS CONSIDERATIONS

Do you or any dependent(s) age 18 and older have a disability that makes it hard 1o read, write or speak?
If 50, please list their names here.

1 Age 21 and older for lobacco use
tage 18 and older for mail, phone and ema
¥ Yiou MUSE provide your email address if you want to get information electronically or if you want 1o pay with electronic funds transfer
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TEII us a hnut you' Applicant N;;n:

(PLEASE ANSWER FOR EVERY PERSOM TO BE COVERED.)

SPOUSE, PARTNER OR DEPENDENT CHILD' (Who else do you want your plan to cover?)

First Mame Middle Initial Last Name
Relationship Social Security Number Sex  Date of Birth
Ml [F
Do you prefer to speak a language Within the past six months, have you used tobacco?’
other than English? « ©~ 4 ar maore times per week on average, excluding religious or cenemaonial uses
If ¥ES, what language? vl W I YES, when did you last use tobatco? _ ’
Mailing Address’ City State  ZIP

What is the best phone number to reach you?’

haobile Landline
By providing your mobile phone number on this Application, you agree to receive automated, informational text messages
from BCESTX, including from third-party vendors or providers directly contracted by BCBSTX, to answer questions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam. bechstx.com. Standard mobile phone andfor text message charges may apply from your wirgless provider. Messages
will be recurring. Frequency will vary, Consent is not a condition of purchase or enrolliment.

Email Address**

Primary Care Provider 10-character PCP ID

See FindADoctorTX.com to find a PCP. If you do not list a PCP above, BCBSTX will assign you a PCP based on your
plan service area. PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care for a PCP that Is not on your member 1D card or for care from a provider not referred by your PCP. See note about
PCPs and OB-GYMs on page 8.

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? v~
If YES, a Disabled Dependent Authorization Form is required. You can find the form at bebstx.com/show-to-apply.

OPTIONAL: If you are Hispanic/Latino, do you Identify as any of the following? icheck all that apply)

Mexican Mexican American Chicama Puerio Rican Cuban Qther

OPTIOMAL: Are you or do you identify as any of the following? (check all that apply)
White Black ar African American American Indian or Alaska Native Asian Indian Chinese
Filipino lapanese Korean Vietnamese Other Asian Native Hawaiian
Guamanian or Chamorro Samoan Other Pacific lslander Other

1 "Spouse” includes domestic partners. Non-spouse dependents can be up to age 26, unless medically deabled and continuing
coverage with BCBSTX

*age 21 and older for lobacco use

4 .l'hgr_' 18 and odder for mail, phone and emai :‘I' different from e Prirrl._lr!,r.ku[_: cart)

*You must provide your email address if you want 1o get information electranically.
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Tell us about you. Gl i

(DEPEMDENTS', continued)
I

First Name Middle Initial Last Name
Relationship Social Security Number Sex Date of Birth
il [F
Do you prefer to speak a language Within the past six months, have you used tobacco?”
other than English? v & 4 or more times per week on average, excluding religious or ceremonial uses
If¥ES, what language? Y Wl YES, when did vou last use tobacco?
Mailing Address’ City State  ZIP

What is the best phone number to reach you?*
Maobile Landline

By providing your mobile phone number an this Application, you agree to receive autemated, infermational text messages
from BCESTX, including from third-party vendors or providers directly contracted by BCBSTX, to answer guestions and
provide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bebstx.com. Standard mobile phone andlor text message charges may apply frem your wireless provider. Messages
will be rec urring, FI'QQI,IQI'IE"I will wary, Consent is not a condition of purchase or enrollment

Email Address®*

Primary Care Provider 10-character PCP 1D

See FindADoctorTX.com to find a PCP. If you do not list a PCP above, BCBSTX will assign you a PCP based on your
plan service area, PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care for a PCP that is not on your member |ID card or for care from a provider not referred by your PCP. See note about
PCPs and OB-GYMs on page 8.

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? + »
I ¥ES, a Disabled Dependent Authorization Form s required. You can find the form at bebsta. comshow-to-apply.

OPTIOMNAL: If you are Hispanic/Latino, do you identify as any of the following? {check all that apply)

Mexican Mexican American Chicang Puerto Rican Cuban Other

OPTIONAL: Are you or do you identify as any of the following? (check all that apply)
White Black or African American American Indian or Alaska Mative Aslan Indlan Chinese
Filiping Japanese Korean Vietnamese Other Asian Mative Hawakan
Guamandan or Chamosmo Samoan Other Paciic islander Other

! Mon-spouse dependents can be up to age 26, unless medically disabled and continuing coverage with BCB5TX
*Age 21 and older for Wobacco use

4 .l'hgr_' 18 and odder for mail, phone and emai -:'f different from the F‘rirrl.;lr!,r.ku[_: cart)

“You must provide your email address if you want 1o get information electronically,
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Tell us about you. Gl i

(DEPEMDENTS', continued)
I

First Name Middle Initial Last Name
Relationship Social Security Number Sex Date of Birth
il [F
Do you prefer to speak a language Within the past six months, have you used tobacco?”
other than English? v & 4 or more times per week on average, excluding religious or ceremonial uses
If¥ES, what language? Y Wl YES, when did vou last use tobacco?
Mailing Address’ City State  ZIP

What is the best phone number to reach you?*
Maobile Landline

By providing your mobile phone number an this Application, you agree to receive autemated, infermational text messages
from BCESTX, including from third-party vendors or providers directly contracted by BCBSTX, to answer guestions and
provide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bebstx.com. Standard mobile phone andlor text message charges may apply frem your wireless provider. Messages
will be rec urring, FI'QQI,IQI'IE"I will wary, Consent is not a condition of purchase or enrollment

Email Address®*

Primary Care Provider 10-character PCP 1D

See FindADoctorTX.com to find a PCP. If you do not list a PCP above, BCBSTX will assign you a PCP based on your
plan service area, PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care for a PCP that is not on your member |ID card or for care from a provider not referred by your PCP. See note about
PCPs and OB-GYMs on page 8.

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? + »
I ¥ES, a Disabled Dependent Authorization Form s required. You can find the form at bebsta. comshow-to-apply.

OPTIOMNAL: If you are Hispanic/Latino, do you identify as any of the following? {check all that apply)

Mexican Mexican American Chicang Puerto Rican Cuban Other

OPTIONAL: Are you or do you identify as any of the following? (check all that apply)
White Black or African American American Indian or Alaska Mative Aslan Indlan Chinese
Filiping Japanese Korean Vietnamese Other Asian Mative Hawakan
Guamandan or Chamosmo Samoan Other Paciic islander Other

! Mon-spouse dependents can be up to age 26, unless medically disabled and continuing coverage with BCB5TX
*Age 21 and older for Wobacco use

4 .l'hgr_' 18 and odder for mail, phone and emai -:'f different from the F‘rirrl.;lr!,r.ku[_: cart)

“You must provide your email address if you want 1o get information electronically,
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Tell us about you. A
(DEPEMDENTS', continued)

First Name Middle Initial Last Name
Relationship Social Security Number Sex Date of Birth
M
Do you prefer to speak a language Within the past six months, have you used tobacco?’
other than English? + K 4 or more times per week on average, excluding religious or ceremonial uses
If ¥ES, what language? ¥ [N I YES, when did you last use tobacco?
Mailing Address’ City State  ZIP

What is the best phone number to reach you?*

Mobile Landline
By providing your modbile phane number an this Application, you agree to rétéve automated, informational téxt messages
from BCBSTX, including from third-party vendors or providers directly contracted by BCBSTX, to answer questions and
provide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bebstx.com. Standard mobile phone andior text message charges may apply from your wireless provider. Messages
will be recurring, Frequency will vary, Consent is not a condition of purchase or enrollment

Email Address®*

Primary Care Provider 10-character PCP 1D

See FindADoctorTX.com to find a PCP. If you do not list a PCP above, BCBSTX will assign you a PCP based on your
plan service area, PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care for a PCP that is not on your member ID card or for care from a provider not referred by your PCP. See note about
PCPs and OB-GYMs below.

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? v
I ¥ES, a Disabled Dependent Authorization Form s required. You can find the form at bebsta. comshow-to-apply.

OPTIOMNAL: If you are Hispanic/Latino, do you identify as any of the following? {check all that apply)

Mexican Mexican American Chicano Puerto Rican Cuban Other

OPTIONAL: Are you or do you identify as any of the following? (check all that apply)
White Black ar African American American Indian or Alaska Mathe Aslan Indian Chinese
Filiping Japanese Korean Vistnamese Other Asian Native Hawalian
Guamnandan or Chamorro Samoan Other Pacific slander Other

' Non-spouse dependents can be up to age 26, unless medically disabled and continuing coverage with BOBSTX
“age 21 and older for tobacco use

*Age 18 and older for mail, phone and email {if different from the Primary Applcant)

“You must provide your email address if you want to get information electronizally

0B-GYN ACCESS

You may get OB-GYN services from your Primary Care Provider or an OB-GYN.

* You do not need a referral from your PCP to see an OB-GYN.
=  HMO plans will cover your OB-GYN visits anly if your OB-GYMN s in your plan network
+  You do not have to tell us your choice of OB-GYN before an OB-GYM visit.
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SEN:

ChODSE your health plan‘ Applicant Name

Your coverage will start on the 1st of the month, unless atherwise required by law. Your
Application must be received by BCBSTX within the defined enroliment period to be accepted.

Please review your aptions below and SELECT ONLY OMNE OPTION:

PLAN INDIVIDUAL PLAN INDIVIDUAL
SELECTION DEDUCTIBLE SELECTION DEDUCTIBLE
$11,750 36,400

Blue Advantage Bronze HMO™ - Blue Advantage Plus Silver™ -

Balance HSA" Standard’
Blue Advantage Bronze HMO™ - $7500 Blue Advantage Plus Gold™ - $3500
Stamdard HSA' e Balance' e
Blue Advantage Bronze HMO™ - $8 500 Blue Advantage Flus Gold™ - £1.800
Signature HSA : Secure .
Blue Advantage Silver HMO™ - Blue Advantage Plus Gold™ - Tk
Balance’ $7.000 Standard’ 32,500
Blue Advantage Silver HMO* - : MyBlue Health Bronze™ - c
Champion’ #3100 Champion HSA' S
Blue Advantage Silver HMO™ - ;i MyBlue Health Bronze™ -
Signature 1° e Standard H5A" L
Blue Advantage Silver HMO* - $2.500 MyBlue Health Silver™ - Standard’ 36,400
Sapune £ MyBlue Health Silver™ - Champion' 53,100
Rt
::::::r:f““l' Silver HMOD™ - $6,400 MyElue Health Silver™ - Signature’ 1,500

MyBlue Health Gold™ - Champion' 37,200

Blue Advantage Gold HMO™ - Max'  $550
MyBlue Health Gold™ - Standard' 52 500

Blue Advantage Gold HMO™ -

Secure' $1.800
Blue Advantage Gold HMO™ - &0 “CATASTROPHIC" PLAN OPTIONS BELOW
Signature

Blue Advantage Gold HMO®™ - o Here's what that means.

standard’ $2,500 Thete plans cover essential health benefits, but generally
anly after you pay the high deductible or the out-of-pocker
$7.500 maximurn amount. You qualify for these plans only if:

1) you are under age 30 before the plan year begins, or

Blue Advantage Plus Bronze* -
Standard HSA'

Blue Advantage Plus Bronze™ -

C $4,300 2) you have a waiver from the Health Insurance

Signature H5A you hav e = S e

& = Marketplace® Your Exemption Certificate Mumber
:iue M"‘:‘;:‘F Plus Bronze™ - $8,000 is required to process your form
BT::::!:an A Exemption Certificate Number:
Balance' & $7.000 Blue Advantage Plus Security™ - $17.000
Blue Advantage Plus Silver™ - £3100 o
Champion’ : Blue Advantage Security HMO™ - |, o,
Blue Advantage Plus Silver™ - $1.650
Signature’ el MyBlue Health Security™ - HSA' $12,000

' All plans listed here except Blue Advantage Godd HMO - Signature are Consumer Chaice Plans. If you select any plan that is not
Blue Advantage Gold HMO - Signature, you must sign the Consumer Choice Disclosure on page 14
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Choose your dental plan. el

The Affordable Care Act requires that we seek reasonable assurance from you that you and each indiwiduwal on the policy have
cowerage for pediatric dental services (for children). The ACA considers coverage for pediatric dental services to be an essentia
health benefit that every policy must provide, even if there is no ane on the policy who is eligible to use the coverage
Companies like BCBSTX offer this dental coverage for children through “Marketplace-certified stand-alone dental plans.®
These plans are also known as Dental Qualified Health Plans or Dental QHPs.

= For more infarmation about these dental plan options, go to bebstx.com/how-to-apply.
+ Dependents age 19 and older are considered adults for dental coverage.

* If you already have dental coverage with us, whatever you select here will REFLACE that
current dental coverage,

Flease SELECT OMLY OME OF THE THREE OPTIONS:

o] g [o],' Ik Bl Covers ADULTS WITH OR WITHOUT CHILDREN (choose one only)

INDIVIDUAL
E % FOR BlueCare Dental DEDUCTIBLE
§25

I BlueCare Dental 1A

OR BlueCare Dental 18 $50
ADULTS WITH BlueCare Dental 1¢ $50
CHILDREN BlueCare Dental 10 $50

Cowers ONLY CHILDREN, UP TO AGE 19 (choose one only)
OPTION 2 DO NOT CHOOSE if you chose a plan in option 1.

BlueCare Dental 4 Kids® :::"IEISIS::?.';J;&
Q FOR CHILDREM
OMNLY BlueCare Dental 4 Kids 1A .5:"%
BlueCare Dental 4 Kids 18 £50

(o] §[e],'Bc B Choose this option only if you already have dental coverage.

Check the box and sign here to tell us that you have what is known as a "Marketplace-certified stand-alone dental plan.”
Cur records will show that you have the Pediatric Dental essential health benefit frorm BCBSTY or another company.
Note: Checking this option will NOT result in a change or cancellation to any existing coverage.

Iiwie already have coverage for pediatric dental ezsential health benefits through another palicy.
Signature (REQUIRED if selecting Option 3) Date

If you do not make a choice, you and each member an the policy will be signed up lor BlueCare Dental 4 Kids 18,
our Limited Dental QHF, 50 you will have the required pediatric dental benefits.

BCBSTX may find that pediatric dental coverage must be inclueded with your health care coverage by law. In that
case, you may owe an additional monthly payment for pediatric dental bemefits. This added amount will be due as
part of your first payment and will be included in your monthly bill.
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Tell us how you will make by
your payments.

Please be sure to read the important billing rules on the next page.

* Your plan may be canceled if you don't make a payment.

* Avalid personal email address is REQUIRED to set up electronic funds transfer.

* If you are a current member paying your premium via EFT, please provide Premium
Payment Information, even if there are no changes.

STEP 1 FIRST PAYMENT - select one

You may make your first payment by EFT, check or money order. Chopse one
EFT (First payment will be taken from your account immediately) Check (enclosed) Maoney order (enclosed)

TiP: Write the name of the Primary Applicant in the memo/natation on check or money arder if different from name of account
owner, NOTE: Use of a business account may require proof of compliance with Third Party Payment Rules on page 12

STEP 2 MONTHLY PAYMEMTS - select one

You may make your monthly payments by ebectronic funds transfer (Auto Bill Payl or we can send you a bill by emall or mail
Select your choloe
EFT (Auto Bill Pay - valld emall required] Bill by ermall {walid email required) gill by mail

4 1 B PAYMENT INFORMATION (ALL fields required if EFT selected for Step 1 or Step 2

Please check one Checking account Name(s) on account if other than the Applicant
Sawings account

Bank routing number (please verify) Account number (please verify)

Email address

AGREEMENT (See full Auto Bill Pay Terms of Use on page 12.)

acknowledge that | have read the Auto Bill Pay Terms of Use on page 12, and | consent and authorize BCBSTX andfor its
designee o take out manthly premium payments from my checking ar savings account named above. Funds will be taken
out on the last business day of the manth before the next manth of coverage. If the last usual business day (ary M-F) of the
manth is a holiday or ather nonbanking day, funds will be taken out on the prior business day. Withdrawals may be in the
form of checks, share drafts or electronic debit entries. | also canfirm | want my financial institution namsed here to honor the
Same p.i].-rrle"ul,'_-, Froim my Sechunt
Account owner's signature Date Relationship to Applicant

Do not cancel any current coverage you may have until your Application is approved and your
new plan is effective.

Your first month's payment is due when you sign up. If you are signing up for a new plan,
your coverage will not be in effect until we receive your first payment.
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Important billing rules. by

If you allow EFT, you understand and agree that BCBSTX and/or the company BCBSTX chooses to process payments
may take monthly payments from your checking or savings account in accordance with the terms below:

Ll

By signing up for Auto Bill Pay you authorize us and our service prowiders 1o S1ore your payment information and charge
your selected payment method on a monthly basis unless you take timely steps (o cancel Auto Bill Pay, All such charges
will be charged to your selected payment methed on the Last day of the menth preceding the month of coverage until

you cancel Auto Bl Pay, If that day ocours on a weekend day or Federal holiday, the draft will occur on the business day
immediately prior, The amount you will be charged will be based on your premiums and other fees, charges and expenses
chargeable to you. You will be natified by email if the amount of your payment changes

If you wiould like to cancel Auto Bill Pay please log in at mybam.bchstx.com or call 1-888-697-0683. All requests for
Auto Bill Pay cancellations must be received 3 business days or more before the payment is scheduled, Otherwise,
Auto Bill F‘af cancellation will be effective the mext month

If YOoUr statement shows transfers that you did not make, including those made by card or athes means, tell us at once by

calling 1-888-697-0683. |f you do not tell us within &0 days after the statement was Sent 1o you, you may not get back any

money you last after the 60 days if we can prove that we could have stopped someane from taking the maney if you had told

us in ime. If 3 good reason (such as a long trip or a hospital stay) kept you fram tel ng us, we will extend the time periods.

If you have told us in advance to make regular payments out of your Acount, you can stop any of these payments,

Here's Fonw:

= Callus at the phone number found on the back of your memiber [D card or log into your online account in time for ws to
receive your reguest 3 business days or more before the payment is scheduled 1o be made.

= If these regular payments may vary in amount, we will tell youw, 10 days before each payment, when it will be made and how
much it will be.

- Ifyou order us to stop one of these payments 3 business days or more before the payment is scheduled, and we do not
do 5o, we will be liable for your losses or damages.

We may at any time and without notice amend these Auwto Bill Pay Terms of Use. You should read these Auto Bill Pay Terms

of Use. Your continued use of the Auto Bill Pay function after any such amendments will constitute your agreement to such

change{s). We may discontinue Auta Bill Pay functionality for any reason and without notice, of require re-enrallment il

terms or conditions are modified.

THIRD PARTY PAYMENT RULES

BCBSTX follows the premium payment process established by the Affordable Care Act in accordance with all
federal requirements.

1. BCBSTX accepts premiurm payments from the following third-party entities en behalf of enrcllees

8. A Fyan White HIVAIDS Program under title X301 of the Public Health Service Act;

b. An Indian tribe, tribal organization or urban Indian ofganization; and

€. Alocal, state, or federal government program, ncludsng a grantee directed by a government program 1o make payments
on its behalf

2. BCBSTX may acceplt premium payments on behalf of enrellees from private, not-for-profit foundations, if the payments are:

a. For the entire coverage period of the enroliee’s policy; . Regardiess of the coverage the enrollee chooses; and
b. Based solely on the financial status of the enrollees; d. Regardless of the enrollee’s health status.

3. BCBSTX may accept premium payments on behalf of enrollees fram a Trust, Power of Attorney or Legal Guardian,

4. BCBSTX will not construe payments from an employer as impermissible third-party payments, provided such payments do

not create an Employee Retirement Income Security Act (also known as ERISA) group health plan and either:

a. The employer facilitates premium payment collection through payroll deduction or a similar method for the employes,
and the employer is not paying ary part of the premium either directly or through reimbursement; or

b. The employee is participating in an Individual Coverage Health Reimbursement Arrangement (ICHRA) or a Qualified Small
Employer Health Reimbursement Arrangement (QSERRA) offered by their employer in place of group health insurance

5. BCBSTX will accept payments on behalf of an enrollee directly from an employer engaged in an ICHRA or QSEHRA, or a

third-party payment coordination service, when such payments are made using allowable payment methods
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Tell us about other coverage. 7

Will this plan replace health coverage for 2027 you already have? If yes, list all coverage that you plan to

terminate and replace with a plan from BCBSTX and read KNOW YOUR RIGHTS below: bl
NAME OF TERMIMNATION
COVERED PERSON(S) INSURANCE COMPANY POLICY NUMBER DATE

KENOW YOUR RIGHTS WHEN YOU REPLACE COVERAGE

fyou chose “Yes® abowve, BCBSTX may NOT automatically cancel your old policy. This section confirms that you plan 1o cancel

your current accident and health plan and replace it with a plan from BCBSTX. For YOUF O Information and protection, you

should know how this decision may affect the coverage available to you In a new plan

1. Yous may want 1o ask the company that offers the plan you are replacing about your decision, You could also talk o thedr
agent, This is your right, It is in your best interest, You should be sure you understand all the issues you may have if you
replace the coverage you have now,

2. I you still wish 1o cancel your present plan and replace it with new coverage, be sure 1o truthfully and completely answer all
questions on this Application abaut any person apphing for coverage. If you leave out any irmportant information, BCESTX
may have a legal basis to dery any future claims and 1o refund your premium as though youwr contract had never been in
force, Before you sign the completed Applcation, re-read it carefully to be sure that all information s correct

OTHER COVERAGE YOU OR YOUR DEPENDENT(S) MAY HAVE

Does any person applying for coverage currently have, or did they previously have within the last 60 days:

= Coverage with BCBSTX?

» Heaalth cover dage with any ather insurance :_|;;'1'|_'|dr'}-? ¥ N
= Cpverage under a tas-supported or government program, including Medicare?

If yes, please provide details below:

Applicant Name Name on Other Policy (if different) e~
[recammended)
Applicant Name 'Name on Other Policy (I different) Fresr— per

[recommernded)

Proxy Statement orrionay

By purchasing a BCBSTX health plan, | become a member of Health Care Service Corporation, a Mutual Legal Reserve Company.
By signing this Proxy Statement, | ask the Board of Directors of HCSC to act on my behalf az all meetings of members of HCSC

| understand that:

= This permission will apphy to any company that replaces HCSC.

* The Board of Directors may appoint somecne 10 wate for me,

The annual meeting of members is scheduled to take place each year in the corporate headquarters (300 E. Randalph St
Chicaga, IL 60607} on the last Tuesday of October at 12:30 p.m. Special meetings of members may be called if needed. Notice of
any special meeting will be given within 30 to 60 days before the meeting.

My assignment of my member vote to the Board of Directors will be in effect:

= Until or if | cancel it inwriting at least 20 days before any meeting of members, or

= LUnless | attend and vote in person at any meeting of members

Primary Applicant's (your) proxy signature: Date
NOTE: Whether you sign for proxy or not, you
must sign on page 16 to complete this Application

Print your name as you signed It:
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cnnsumer ChDiCE Disclnsure Applicant Mame

SE5N

TEXAS DEPARTMENT OF INSURANCE REQUIRED DISCLOSURE NOTICE FOR ALL

CHOICE HE H BENEFIT PLANS ISSUED IN TEXAS
Under Texas [aw, HMOS are permitted 1o market “Consumer Choice™ plans, which do not inclede the same kel af benefits
that are in Texas nealth plans Known as state-mandated plans HMOS are re qLsined |‘:',' law Ty obtain SIgmatures of consumers
5h Owing ‘.r‘-?':_.' hawe een Even this notice

| hanee been informed that the consumer Choioe ar | am Deing offered doesnT inclede the same level of Benefits that ane in
Texas halth plans known as state-mandated plans. This plan does incClude all health benefits required Iy the Affordable Care Act

To see all benedits offered by this plan, 2o o the plan's “Summary of Benefits and Coverage.”

A HEALTH PLAN WITH

BEMNEFIT/COVERAGE: THIS PLAMN: REQUIRED BENEFITS
(STATE-MANDATED PLAN):
Deductible Has a deductible Has no deductibles for participating
The amount you pay for care before the provider care.
plan begins to share the cost
Out-of-Pocket Costs Includes out-of-pocket costs that A copay must be less than 50% of the
The amount you pay when you receive meet federal requirements but may total cost of the service. Annual out-of
cowvered {pr;l'lﬁ" J; to a calendar year sometimes be more than in a state pocket costs must be capped at 2005
madmum ' mandated plan of your annual premium cost if you alert
the plan
Habilitative and Rehabilitative Care | Includes a limit on the number of Has no limits on the amownt of cane il it
Care that helps you improve skills for visits per year for speech therapy, is meeded for medical reasons
L e Wl L ¥ >
daiby living ! occupational therapy, physical therapy
s & and chiropractic care

Limits do not apply for the treatment

of acquired brain injury and autism

Specirum disorder
Home Health Services Includes a limit for home health Has no limits on home health services

Services

If you want a plan with all required benefits:

‘We also offer a state-mandated plan' that includes all required benefits. This plan is not on Healthcare gov and does not
allow you to get help with premiums and cut-of-pocket costs. To learn more abouwt this plan, call B0O-531-4456 or visit
bebstx.cam/shop-plans-and-products

By signing this form, you acknowledge the following:

| understand the consumer cholce plan | am applying for does not provide the same level of coverage required In other Texas
health plans (state-mandated plans). | understand if my health changes and this plan does not meet my needs, in most cases |
won't be able to get a new plan until the next open enroliment period. | understand | can get more information about congumer
choice plans from the Texas Department of Insurance's website, https: e tdi texas gowoonsumerniconsumerchoice htmi, or
by calling the Consumer Help Line at 800-252-3439

Don't sign this document if you don't understand it.”
Mo firme este documento si no lo comprende.”

Applicant's Signature Print Applicant’s Mame Date
Address City State ZIP

Note: The HMO issuing the plan must geve you a copy of this statement upon request

' Blue Advantage Gold HMO - Signature is the state-mandated plan

 Talk vo your independent, authorized agem of call 200-531-4456 far help

Y Para recibir ayuda, comunigquese con el agente independiente autorizado o llame al B00-531-4456.
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Appli M :
Please read and oo
-
sign on next page.

= This Application is not coverage. Coverage will not begin unti (1) the effective date of the plan and (2) the first manth's
payment is made.!
» If | use an agent, they cannot accept risks or change the policies or rules of BOBSTX.

= If an agent helps me purchase a new or renew a health plan, BCBSTX may pay them $20.00 to $30.00 per member per policy
per month. My agents may also get bonus and marketing payments. These payments do not affect the amount | pay each
inorth for iy plan.

= [If any person knowingly submits a false claim for payment of a loss or benefit or falsely misstates an important fact on this
Application, coverage may be rescinded. This includes false cdaims or facts about me or any of my dependents. Rescission
cancels the coverage back to the first day it became effective. | will be given at least 30 days’ written notice before my
coverage or that of my dependents is rescinded.

* My manthily premium will be cabculated using factors approved by the state's department of insurance and other applicable

state and federal laws and regulations. Rates are calculated based on age, tobacco use and geographic rating factors. These
factors are also used to calculate premiums for any dependents covered on my plan.

* lautharize any of the following people or organizations to share my health information with BCBSTX or their authorized
representative;

Health professionals, hospitals, or clinics

QOther health or health-relaved faciities

Government agencies

Pharmacy benefit managers, clearinghouses, or retail stores

Any other persons or firms required by law

¥ This information may incude:
o Coples of records about advice, care or treatment that were given to me andior my dependents
o Information about the prescription and use of dnugs or alcohol
o Information about mental illness

» BCASTX may review and research its own records for information

¥ BCASTX will share collected information anly as needed with medical entities to help manage my care,

¥ Information shared with my authorization may be re-shared by BCBSTX as allowed or required by law. If such sharing is
reguired, the person or agency getting the infermation will e responsible for protecting it

¥ This authorization is valid for two years from today, or until | cancel coverage.
o | have the right to cancel the authorization at any time, in writing, by contacting BCBSTX.
o | or anyone | authorize to represent me will receive a copy of this authorization wpon request.
o Any cancelation will not affect the activities of BCBSTX befare the date such cancellation is received by BCBSTX.

» | present any statements and arswers on this Application as FACTS. To the best of my knowledge and belief, they are true
and complete. These facts are the basis of my Application.

= The Application will become a part of the contract between BCBSTX and me.

® My agent (if | have one) and | confirm that | have read and understocd the Application and reviewed the details of the plan | chase.
* This ingividual or family plan Is meant to be pald as my personal expenss.

« Only | or a family member, or an allowed thind party as outlined in the Application, will pay BCESTX directly,

* BCBSTX does not accept payments directly from third parties except from those listed on page 12,

# If these rules are broken, any payments made by a third party will not be credited to my account or coverage, These
payments rmay not be refunded to me. This may result in the cancellation of my coverage for nonpayrment.

(=0 =0 =N =T -

WARMIMG: ANY PERSOMN WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRALUD OR DECEIVE AMY INSURER, MAKES ANY
CLAIM FOR THE PROCEEDS OF A HEALTH PLAN CONTAINIMG ANY FALSE, INCOMPLETE OR MISLEADING INFORMATIOMN MaY BE
FOUND GUILTY OF A CRIME IM A COURT OF LAW.

' Some exceptions apply during a Special Enrollment Period. Check with your agent or Customer Service.
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Applicant Name

Did you work with an agent? ca

AGENTS, COMPLETE THIS SECTION (IF AFPLICABLE)

pro .-u-.:-. ¥

and Ay Spedial details about t -
v | have rindewed the redquined plan document(s) with thie Appscant. This inchudes the Disclosure Statement(s) when réquestiad
Agent's Signature Agent’s Printed Name Date
Agent ID Agent's Phone
Agent's Email

Please read and sign below. (REQUIRED)

YOUR SIGNATURE MAKES THIS A CONTRACT IF/WHEN FULLY PROCESSED
Primary Applicant’s Printed Name AND Signature Date

Parent or Legal Guardian of a Minor Child Printed Name AND Signature (if chid is the Primary Applcant)  Date

If this authorization is signed by a personal representative on behalf of an individual (other than a parent for a
minor child), complete the following:
Personal Representative’s Printed Name AND Signature Relationship Date

Send us your Application.

TO MAKE SURE YOUR FORM 15 PROCESSED AS QUICKLY AS POSSIBLE, REMEMBER TO:

= Sign your form. * Please include all supporting materials.
» Send ALL PAGES of this form. « [fyou are the Legal Guardian for anyone

- INCLUDE EVEN BLANK PAGES listed on the Application, please enclose
« |f you are working with an agent, please a signed court decree

include your agent’s information above,

PLEASE SUBMIT THIS FORM BY:

m Blue Cross and Blue Shield of Texas, Attn; Individuwal Enroliment, PO Box 660819, Dallas, TX 75266-0819
rax (R

Questions? If you have any questions, please call your agent or call BCBSTX toll-free at 1-800-531-4456.
Visit discoverbebstx.com for frequently asked questions about membership, payment and benefits.
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