Social Security Number

@ @ BlueCross BlueShield of llinois Appicant Name:

Member |D {if apphesy

B D ol el T Sevvice {opocaion, 3 Wiutsal Legal Reere Company

Internal Use Only

300 East Randolph Street, Chicage, IL 60601 - 1-800-477-2000

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

You can sign up with Blue Cross and Blue Shield of llinois, a Division of Health Care Service
Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and
Blue Shield Association (herein called BCBSIL), by visiting BluePlanComparelL.com. If you
choose to apply with this form, visit bebsil.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 lllinois agent, they must complete the agent section,

Help us process your Application more quickly.

If applying during Open Enrollment, leave page 3 blank except for name and S5N. Complete page 3 enly If you have
a gqualifying life event and are applying outside annual Open Enrolliment. Check bebsil .comfsep to see if you qualify for a
Special Enrollment Period before filing out this Application. To receive language or communication assistance free of charge,
call 1-B55-710-6984

BEFORE SUBMITTING THIS FORM, PLEASE CONFIRM:

-

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

Al questions that apply 10 you and any dependents have been arswensd

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

Ary answer you changed is clearly marked and mnitialed. (Do not use correction flusd or tape)

The Application includes the Primary Applcant and all current and new dependents

- If you need more dependent sections, visit bobsil.oom/how-to-apply to download an Application over flow page.
- Proof of ineligibility for Medicare is required for any Applicant or dependent age 65 or older

Payment details on page 12 are complete, for first payment and monthly payments

The Application is signed everywhere a signature is required (pages 11, 12, 14 and 16),

- Ifthe prumarganpl::ar‘.r 15 & mimor child, or an indreidusal |-E,'Sa||:|' unable o SIgn, thedr parent, £fa El_lar;'llal" or personal
representative made all S@natures.

Submit all 16 pages, even pages you don't use. Fax 1o 1-800-279-7419.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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S5N

Become a NEW member,

CHAMGE rmy 2027 health plan

ADD a dependent to my current health plan

* ¥You may add a newborn within 60 days of birth by calling 1-800-538-8833. No Application is needed.

+ I including dependent parent(s), they must be a dependent parént or stepparent of the Primary Applicant
and must live in the plan service area,

What do you want to do?

How we will contact you.
i

f you want to get information from us electronically, we must have your email address. By listing an email address, you
agree we may send your policy information electronically, such as policy kits, explanation of benefits and claim letters
This electranic delivery will continue through amy policy renewals or changes

You can change to paper delivery at any time with no penalty. To make or change your choices once you are a member,
YO may

*  LUpdate your preferences and contact information at mybam.bebsil.com

oR

& Call Customer Service at the number on your member 10 card

Your documents can be viessed or pri Ur computer of mobide device. The website may be accessed with most

versions of Chrome, Firefox, Micros:

Will you use a reimbursement arrangement?
e

Are any of the applcants purchasing this plan using an Individual Coverage Health Reimbursement Arrangement
(ICHRA) or a Qualified Small Employer Health Reimbursement Arrangement (QSEHRAR v

If yes, please complete the below.

Select one; ICHRA QSEHRA
Effective Date of the ICHRA or QSEHRA Maonthly Contribution Amount

Employer Name

3 Mutual Legal Resery TIpar \ ncegerident Lileres & Bl Cioss and Bliss Shislkd Ass
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Signing up outside .ﬁ.ppli:artN;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 enline at BluePlanComparelL.com.

DO YOU QUALIFY FOR SPECIAL ENROLLMENT?
Yous ray Sign up for coverage during a Special Enrallment Period. An SEP is a chanoe to sign up outside Open Enraliment

* You must apply within 60 to 90 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, BCBSIL will review valid proof of & qualifying life event before processing vour Application,
+  Once your plan has been issued, your SEF cannot be re-used 1o apply for a different plan,
See bebsil.com/sep or contact your independent, authorized agent for more information.
1. My dependent(s) andfor | lost Minimum Essential Coverage as of this date because, for example: Date of Event
+ Ofreasons beyond my control (not inchuding reasons ke fallure 1o pay miy full premium or ary
disregard on rmry part for the plan's rules).!
* |turned age 26 (or age 30 if an unmarried military veteran).'?
+ The plan holder became eligible for Medicare.
* The plan holder or a dependent died.?
= |lost my job, I lost hours, my employer stopped making payments, or my COBRA benefits ended.
= Somegne on my plan was legally separated or divarced,”
= My plan stopped covering people in my situation.

Date of Event
.| pat married on this date.? e

3. | had a baby, adopted a child, had a child placed with me for adogtion, took in a foster child, or was Date of Event
ordened 1o cover a dependent through a court order as of this date.*

Date of Event
4. A qualified health professional certified that | am pregnant as of this date

5. There was a mistake when | signed up for my last health plan, or | have shown proof that my previous | Date of Event
health plan or issuer broke its contract with me as of this dage.”
6. Someone on my plan had a change in income and lost advance payment of premium tax credit, Date of Event

cost-sharing reductions, or Medicaid®, or rry st non-Marketplace plan broke government rules as of
this date.!

. Date of Event
7. | got new health plan options when | moved on this date. oot

. ; " Date of Event
B. My current plan ends on a date other than December 31, which is this date,

8. My emplayer affered to help with the cost of coverage either through an ICHRA or a QSEHRA. Date of Event
a. My employer is newly offering as of this date.” a.
b. | am a new employee and my employer is offering as of this date.” b,

; , | Date of Event
10. An allewed reason nat on this list, on this date. Contact your agent or call 1-800-477-2000 for help,

' ¥ou must apply within 60 days before or after the qualifying life event.
* A dependent covered under a parent's Marketplace plan has untdl December 31 of the year they reached age 26 to apply.
Vou must apply within 60 days. after the qualifying life event.
*¥ou must apply within 90 days after loss of Medicaid
Blue Cross and Bhee Shiekd of lllingis, a Division of Health Care Service Carporation,
& Mutual Legal Reserve Compary. a0 independen] Lioenses al the Blue Cross and Blwe Shiekd ASSociation
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TEII us abﬂut you, Applicant Mame

S5N
(PLEASE ANSWER FOR EVERY PERSOM 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
Do you prefer to speak a language other than English? Do you prefer to read or write a language other than English?
¥l Wl IfYES, what language? ¥l K IWYES, what language?

Within the past six months, have you used tobacco?’ 4 or more times per week on average, excluding religious or
ceremonial uses ¥l (N HYES, when did you last use tobacco?

Home Address City State ZIP County

Mailing Address (if different than home address) City State ZIF

What is the best phone number to reach you?!
Mobdle Landline

By providing yeur mebile phane number an this Application, you agree to receive autamated, informational text messages
from BCESIL, nclud g fresrn third-oar ty vErdors oF providers diredct iy contracted by BLHESIL, to answer guestions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
miybam. bebgil.eom. Standard mobile phone and/or text message charges may apply from your wirehess provider, Messages
will e recur rng '-|<_-;’||.1:|||,:,' will vary, Consent 15 nol 3 condition of purchase or enrollment

Email Address**

For BlueCare Direct'™ or Blue Precision HMO*

Medical Group Name 3-digit 1D
For MyBlue Plus™
Primary Care Provider 10-character PCP ID

See FindADoctorll.com to find a Medical Group (BlueCare Direct, Blue Precision HMO) or PCP (MyBlue Plus). If you do
not list a Medical Group or PCP abowve, BCBSIL will assign you a Medical Group or PCP based on your plan service area.
Medical Group or PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care received from a provider or Medical Group not listed on youwr 1D card, or for care that is not referred by your PCP or
Medical Group. See note about PCPs and OB-GYMs on page 9.

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

Mesican Mexican Amerncan Lhicamo Puerto Rican CuBan ther

OPTIOMAL: Are you or do you identify as any of the following? icheck all that apply)
White Black of African Amefican Armenican Indian of Alaska Mathwe Azian Indian Chimgss
Filiping Japangse Kofean Vislnamese Other Asian Mative Hawaman
Guarnanian or Chamosra Samoan Other Pacific Islander Other

'Age 21 and older for tobacco use

*age 18 and odder for mail, phone and ema

*You must provide your email address if you want to get information electronically or If youw want to pay with electronic
¥ # £
unds transfer

Blue Crass and Bl Shield of nois. 3 Division of Health Carn
stual Legal Reserve Compary, &0 independent Licenses al the Blue Cross and 8
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TEII us abﬂut YOUg Applicant Mame

S5N
(PLEASE ANSWER FOR EVERY PERSOM TO BE COVERED.)

SPOUSE, PARTMER, DEPENDENT CHILD OR PARENT'

First Name Middle Initial Last Name

Relationship Social Security Number Sex Date of Birth

Do you prefer to speak a language Within the past six menths, have you used tobacco?’

other than English? v & 4 or more times per week on average, excluding religious or ceremonial uses
{YES, what language? __ 1IN HYES, whien did you last use tobacce? _

Mailing Address’ City State Filg

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

-Zi:.-' providing your mhile phone number on this Application, you agree to receive automated, informational text MEessages
fram BCESIL, including from third-party vendors or providers directly contracted by BCBSIL, to answer guestions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bebsil.com. Standard mobile phone andfor 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’*

For BlueCare Direct'™ or Blue Precision HMO™

Medical Group Name 3-digit 1D
Primary Care Provider 10-character PCP ID

See FindADoctoeriL.com to find a Medical Group (BlueCare Direct, Blue Precision HMO) or PCF (MyBlue Plus). If you do
not list a Medical Group or PCP above, BCBSIL will assign you a Medical Group or PCP based on your plan service area.
Medical Group or PCF assignment may delay arrival of your member ID card. You may be responsible for the cost of
care received from a provider or Medical Group not listed on youwr 1D card, or for care that is not referred by your PCP or
Medical Group. See note about PCPs and OB-GYMs on page 9.

If a dependent (other than spouse) s age 26 or clder, does dependent have a medical disabllity? v~
{YES, a Disabled Dependent Authorization Form s reguired. You can find the form at bebsil.comfhow-to-apply.

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

Mexican Mexican American Chicano Fuerto Rican Cuban Other

OPTIONAL: Are you or do you identify as any of the following? (check all that apply)
White Black or African American Armenican Indian or Alaska Mative Asian Indian Chinese
Fillping Japanese Korean vieinamese Other Asian Native Hawakan
Guamandan or Chamoero Samoan Other Pacific lslander Other

1 "Spouse” includes domestic paruners. Other dependents can be: 1) children up o age 26, or age 30 if unmarried military
veteran; 2] renewing medically disabled children age 27 and older; 3) dependent parents (see page 2)

tage 1 and older for tobacco use

' Age 18 and ocldder for mail, phone and email {if different from the Primary Applicant)

*You must provide your email address if you want to get information electronically.

Bilue Cross and B
3 Mutual Legal Reserve Compary, a0 ng

UNES-APP-Off-EX-2027 5of 16 We MUST receive ALL 16 pages. 326351026
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Tell us about you. o
(DEPEMDENTS', continued)

First Name Middle Initial Last Name

Relationship Social Security Number Sex Date of Birth

Do you prefer to speak a language Within the past six menths, have you used tobacco?’

other than English? + & 4 or more times per week on average, excluding religious or ceremanial uses
{¥YES, what language? _ = Tl M YES, when did you last use tobatco? _ 3

Mailing Address’ City State Filg

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

By provid ME your mo bile phone number on this Application, you agree to receive automated, nformational text MEessages
fram BCESIL, including from third-party vendors or providers directly contracted by BCBSIL, to answer guestions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bebsil.com. Standard mobile phone andfor 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’*

For BlueCare Direct'™ or Blue Precision HMO™

Medical Group Name 3-digit 1D
Primary Care Provider 10-character PCP 1D

See FindADoctoeriL.com to find a Medical Group (BlueCare Direct, Blue Precision HMO) or PCF (MyBlue Plus). If you do
not list a Medical Group or PCP above, BCBSIL will assign you a Medical Group or PCPF based on your plan service area.
Medical Group or PCF assignment may delay arrival of your member ID card. You may be responsible for the cost of
care received from a provider or Medical Group not listed an youwr 1D card, or for care that is not referred by your PCP or
Medical Group. See note about PCPs and OB-GYMs on page 9.

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? v~
{YES, a Disabled Dependent Authorization Form s reguired. You can find the form at bebsil.comfhow-to-apply.
OPTIOMAL: If you are Hispanic/Latine, do you identify as any of the following? (check all that apply)

Mexican Mexican American Chicano Fuerto 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 Asian Indian Chinese
Fillping Japanese Korean vieinamese Other Asian Native Hawakan
Guamandan or Chamoero Samoan Other Pacific lslander Other

1 Other dependents can be: 1) children up te age 26, or age 30 if unmarried military veteran; 2} rersewing medically disabled
en age 27 and older; 3) dependent parents (see page 2)
and older for tobacco use

of Health Carg Service Corporation
Cross and Blise Shiekd Asso
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Tell us about you. o
(DEPEMDENTS', continued)

First Name Middle Initial Last Name

Relationship Social Security Number Sex Date of Birth

Do you prefer to speak a language Within the past six menths, have you used tobacco?’

other than English? + & 4 or more times per week on average, excluding religious or ceremanial uses
{¥YES, what language? _ = Tl M YES, when did you last use tobatco? _ 3

Mailing Address’ City State Filg

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

By provid ME your mo bile phone number on this Application, you agree to receive automated, nformational text MEessages
fram BCESIL, including from third-party vendors or providers directly contracted by BCBSIL, to answer guestions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bebsil.com. Standard mobile phone andfor 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’*

For BlueCare Direct'™ or Blue Precision HMO™

Medical Group Name 3-digit 1D
Primary Care Provider 10-character PCP 1D

See FindADoctoeriL.com to find a Medical Group (BlueCare Direct, Blue Precision HMO) or PCF (MyBlue Plus). If you do
not list a Medical Group or PCP above, BCBSIL will assign you a Medical Group or PCPF based on your plan service area.
Medical Group or PCF assignment may delay arrival of your member ID card. You may be responsible for the cost of
care received from a provider or Medical Group not listed an youwr 1D card, or for care that is not referred by your PCP or
Medical Group. See note about PCPs and OB-GYMs on page 9.

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? v~
{YES, a Disabled Dependent Authorization Form s reguired. You can find the form at bebsil.comfhow-to-apply.
OPTIOMAL: If you are Hispanic/Latine, do you identify as any of the following? (check all that apply)

Mexican Mexican American Chicano Fuerto 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 Asian Indian Chinese
Fillping Japanese Korean vieinamese Other Asian Native Hawakan
Guamandan or Chamoero Samoan Other Pacific lslander Other

1 Other dependents can be: 1) children up te age 26, or age 30 if unmarried military veteran; 2} rersewing medically disabled
en age 27 and older; 3) dependent parents (see page 2)
and older for tobacco use

of Health Carg Service Corporation
Cross and Blise Shiekd Asso
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Applicant Name

Tell us about you. .
(DEPEMDENTS', continued)

For more dependents, see bebsil.com/how-to-apply.

First Mama Middle Initial Last Name

Relationship Soclal Security Number Sex Date of Birth

Do you prefer to speak a language Within the past six months, have you used tobacco?’

other than English? * & 4 ar mare times per week on average, excluding religiows of ceremanial uses
f ¥ES, what language? Y| [N If YES, when did you last use tobacco?

Mailing Address’ City State ZIP

What is the best phone number to reach you?!
obile Landline

By providing your mobile phane number an this Application, you agree to receive automated, informational text messages
from BCESIL, mchud ng fresrm third-par iy verdors of providers direcl y contracted by EBCHSIL, o answer guestions and
prowide additional information about health plan products, benefits and programs. You may also set your preferences at
miybam.bcbsil.com. Standard mobile phone and/or text message charges may apply from your wirehess provider, Messages
will be fecurr ng. Frequency will var . Consent is nol a8 condition of purchase oF enrolliment

Email Address’*

For BlueCare Direct*™ or Blue Precision HMO™

Medical Group Name 3-digit ID
For MyBlue Flus*™
Primary Care Provider 10-character PCP ID

See FindADoctorlL.com to find a Medical Group (BlueCare Direct, Blue Precision HMO) or PCP (MyBlue Plus). If you do
not list 8 Medical Group or PCP above, BCBSIL will assign you a Medical Group or PCP based on your plan service area,
Medical Group or PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care received from a provider or Medical Group not listed on your 1D card, or for care that is not referred by your PCP or
Medical Group. See note about PCPs and OB-GYMs on page 9,

If a dependent (other than spouse) is age 26 or older, does dependent have a medical disability? + N

f¥ES, a Disabled Dependent Authorization Form is required. You can find the form at bebsil.comfhow-te-apply.

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

Maxican KeXICAN ATHerican Chicano Puerio Rican Culban Qrher

OPTIOMAL: 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 Chingse
Filipino Japarese Korean Vietnamese Other Asian Mative Hawaian
Guarnanian ar Chamaorra Samoan Other Pacific kslander Other

1 Other dependents can be: 1) childeen up to age 26, or age 30 if unmarried military veteran; 2) renewing medically disabled
children age 27 and older; 3) dependent parents [See page 2)

tage 21 and older for tobacco use

Yage 18 and odder for mail, phone and email if different from the Primary Applcant)

*You must provide your email address if you want to get information electranically.

of Health Carg Service Corporation
Cross and Blis y
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Chﬂﬂse your health plan_ Applicant Name

S5N

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

Please review your options below and SELECT ONLY ONE OPTION:

PLAN INDIVIDUAL PLAN INDIVIDUAL
SELECTION DEDUCTIBLE SELECTION DEDUCTIBLE

Blue Choice Preferred Bronze PPO™ Blue Precision Bronze HMO™

- Classic H5A - Select Rx Copays ¥2,500 - Classic HSA - Select Rx Copays ¥2500
Blu# Choice Preférred Bronze £4 500 Blug Préecision Bronze HMO™ $3500
PPO™ - Signature HSA e - Secure H5A =
Blue Choice Preferred Bronze 8,000 Blue Precision Bronze HMO™ %4000
PPO* - Support H5A Repicen = Support HSA it
Blue Choice Preferred Silver PRPO™ Blue Precision Silver HMO™ .
- Champlen $3,100 - Champlon 3300
Blue Choice Preferred Silver PPO™ £5 000 Blue Precision Silver HMO™ $5.000
- Classic - 5elect Rx Copays B - Classic - Select Rx Copays b
Blue Choice Preferred Silver PPO™ £1.900 Blue Precision Silver HMO™ $6.000
- Signature i - Signature .
Blue Choice Preferred Gold PPO™ £2.500 Blue Precision Gold HMO™ £1.200
- Balance B - Champion .
Blue Choice Preferred Gold PPO™ €2 000 Blue Precision Gold HMO™ $2.000
- Classic - Rx Copays " - Classic - Rx Copays -
Blue Choice Preferred Gold PPO™ . . Blue Precision Gold HMO™ - Secure 31,800
- Secure s

See more plans e————-

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 for preventive OB-GYN services

= HMO plans will cover your OB-GYM visits anly if your OB-GYM is in your plan network

* You do not have to tedl us your choice of OB-GYM before a preventive OB-GYM visit

Biue Cross and Blue 5 WS, @ [

Mutual Legal Resery ATy, 80 N iosrigeg af the Blue Cross and Blee Shiekd Ass
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Applicant Name
SSM

Choose your health plan.

(Continued)

Only select one of the plans below if you did not select a plan on page 9.

PLAN INDIVIDUAL PLAN INDIVIDUAL
SELECTION DEDUCTIBLE SELECTION DEDUCTIBLE

BlueCare Direct Bronze™ MyBlue Plus Silver™ - Champion $3.100

- f-:l::;l: HSA:. Select Rx Copays 7500 H,'HII.IE Plus Silver™ - Classic i

BYIN ACvOCITE -Select Rx Copays ki

BlueCare Direct Bronze™ - - 0

—Sacura HEA mith Adwocate $3.500 MyBlue Plus Silver™ - Signature £1,800
5 _ f

BluaCare Direct Bronze™ s MyBlue Plus Gold™ - Champion | $1.200

- Support HSA with Advocate L MyBlue Plus Gold™ - Classic 53000

BlueCare Direct Silver™ £3100 - Rx Copays

- Champion with Advocate e L MyBlue Plus Gold™ - Secure 51,800

BlueCare Direct Silver™ - Classic £5.000

- Select Rx Copays with Advocate i

BlueCare Direct Gold™ - Classic $2.000

- Rx Copays with Advocate g

BlueCare Direct Gold HMO™ £1.300

- Champion with Advocate il

BlueCare Direct Gold HMO™ $1.800

- Secure with Advocate

“CATASTROPHIC™ PLAN OPTIONS BELOW

Here's what that means.
These plans cover essential health benefits, but generally only after you pay the high deductible or the cut-of-pocket
maximum amaunt. You qualify for these plans only if:

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

2) you have a waiver from the Health insurance Marketplace®
Your Exemption Certificate Mumber is required 1o process your form, Exemption Centificate Number: _

MyBlue Plus Security®™ - HSA $12.000
Blue Choice Preferred Security PPO™ - HSA $1.2.000
Bige Cross and Bl 5h Y S, ..I SN lIl.!'l'-l'-' Service Corporatic
stual Legal Reserve ComMpany. 30 Inceper Lice | 0 % jil EE anicl Bl Shiekd Association
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S5N

Choose your dental plan. e

The Affordable Care ACt requires that we seek reasonable assurance from you that wou and each individual on the palicy have
coverage 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 one on the policy whao is eligible to use the coverage.

Companies like BCRSIL 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 information about these dental plan options, go to bebsil.com/how-to-apply.
+ Dependents age 19 and older are considered adults for dental coverage.

*+ |f you already have dental coverage with us, whatever you select here will REPLACE that
current gental coverage.

Flease SELECT OMLY OME OF THE THREE OPTIONS:

ol-aple]' i B Covers ADULTS WITH OR WITHOUT CHILDREN (choose one only)

INDIVIDUAL
& % FOR BlueCare Dental DEDUCTIBLE
$25

ADULTS BlueLare Dental 1A

oR BlueCare Dental 1B £50

ADULTS WiTh BlueCare Dental 1€ $50

CHILDREN BlueCare Dental 10 £50
BlueCare Dental 1E $50

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

: INDIVIDUAL
BlueCare Dental 4 Kids® -
% FOR CHILDREN _ DEDUCTIBLE

DMLY BlueCare Dental 4 Kids 1A $25
BlueCare Dental 4 Kids 18 £50

o2 g [o]'Bcl Choose this aption only if you already have dental coverage.
Check the box and sign here to tell us that you have what is known a5 a “Marketplace-certified stand-alone dental plan.”
Cur records will show that you have the Pediatric Dental essential health benefit from BCBSIL or another compary.
Note: Checking this option will NOT result in a change or cancellation to any existing coverage.
Iiwe already have coverage for pediatric dental essential health benefits through another policy.
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 for BlueCare Dental 4 Kids 18,
our Limited Dental QHP, 5o you will have the required pediatric dental benefits.

BCBSIL may find that pediatric dental coverage must be included with your health care coverage by law. In that
case, you may owe an additional monthly payment for pediatric dental benefits. This added amount will be due as
part of your first payment and will be included inyour monthiy bill.

Biue Cross and Blue Shiekd of ingis, a Division of Health Care Service Coarporation
arry, & Incependen Licenses al the Blue Cross and Bluee Shiekd Association

3 Mutual Legal Reserve Com
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Tell us how you will make M
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 payrment.

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

* |f 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. Choose one
EFT (First payment will be taken from your account immediately.) Check {enclosed) Maoney crder {enclosed)
TIP: Wirite the narme of the Pr mary .l'n.r_: alicant in the mEmofrsotation on check oF MOy order il different from name of account
owner. MOTE: Use of a business account may nequire proof of compliance with Third Party Payment Rules on page 13

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 13.)

acknowledge that | have read the Auta Bill Pay Terms of Use on page 13, and | consent and authorize BCBSIL and/or 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.

@ Shiekd of lingis, 3 Devision of Health Care Service Corparation,
eridenl Lioenses al the Blue Crass and Bluee Shield Associnion
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Important billing rules. by

If you allow EFT, you understand and agree that BCBSIL and/or the company BCBSIL chooses to process payments

may take monthly payments from your checking or savings account in accordance with the terms below:

* By signing up for Auto Bill Pay you authorize us and our service providers 10 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 youwr payment changes

*+ I you would like to cancel Auto Bill Pay please log in at mybam.bebsil.com or call 1-800-538-8833. All requests for
Auto Bill Pay cancellations must be received 3 business days of more before the payment is scheduled, Otherwise,

Auto Bill Pay cancellation will be effective the mext manth

o 0 yOour statement shows transfers that you dad not make, including those made by cand or other means, el us at once by
calling 1-800-538-8833. If you do not tell us within &0 days after the statement was sent 1o you, you may not get back any
money you lost after the 60 days if we can prove that we could have stopped someaone from taking the moaney if you had wold
us i time. If a good reason (such as a lomg trip or a hospital stay) kept you fresm telling us, wie will extend the time periods.

» I you have told us in advance to make regular payments out of Your 3Ccount, you can stop anmy of these payments,

Here's Fonw:

= Call us at the phone number found on the back of your member ID card or log into your anline account in time for us to
receive your request 3 business days or more before the payment is scheduled o be made

= Ifthese regular payments may vary in amownt, we will tell yow, 10 days before each payment, when it will be made and
howe much it will be.

- Ifyou order us to stop one of these payments 3 business days or more before the payment i 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 Auta Bill Pay Terms of Use. You should read these Auta 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

BCBSIL follows the premium payment process established by the Affordable Care Act in accordance with all
federal requirements.
1. BCBSIL accepts premium payments from the following third-party entities on behalf of enrollees:
B A Ryan White HIVIAIDS Program under title X001 of the Public Health Service Act;
b. An Indian tribe, tribal organization or urban Indian ofganization; and
€. A local, state, or federal government program, ncludsng a grantee directed by a government program 1o make payments
on its behalf
2. BCBSIL may accept premiuvm payments on benalf of enrollees from private, not-for-profit foundations, if the payrmemts are:
&. For the entire coverage period of the enroliee’s palicy; €. Regardless af the coverage the enrollee chooses; and
b. Based solely on the financial status of the enrollees; d. Regardless of the enrollea’s health status.
3. BCBSIL may accept premium payments on behalf of enrallees from a Trust, Power of Attarney or Legal Guardian.
4. BCBSIL will not constrwe 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. BCBSIL will accept payments on behalf of an enroliee directly from an employer engaged in an ICHRA or QSEHRA, ar a
third-party payment coordination service, when such payrnents are made using allowable payrnent methods

Biiue Cross and Bluse Shiekd of llingis, a Davision of Health Care Service Corporation,
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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 BCBSIL and read KNOW YOUR RIGHTS below: bl
NAME OF TERMIMNATION
COVERED PERSON(S) INSURANCE COMPANY POLICY NUMBER DATE

KNOW YOUR RIGHTS WHEN YOU REPLACE COVERAGE

fyou chose “Yes® abowve, BCBSIL may NOT automatically cancel your old policy, This section confirms that you plan to cangel
your current accident and health plan and replace it with a plan from BCBSIL. For your own information and protection, you
should know how this decision may affect the coverage available to you In a new plan

1. You may want 12 ask the company that offers the plan you are replacing about your decsion, You could alsa talk o their
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. If you still wish to 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, BCESIL
may have a legal basis to deny any future claims and o refund your premium as though your contract had never been in
force, Before you sign the completed Application, re-read it carefully to be sure that all information is 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 BCBSIL?

» 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) MemberfGroup 1D
(recammended)

Applicant Name Mame on Other Policy (if different) Member/Group ID
[recommended)

Proxy Statement (orrionan

By purchasing a BCBSIL health plan, | become a member of Health Care Service Corporation, a Mutwal Legal Reserve Company.
By signing this Proaty Statement, | ask the Board of Directors of HCSC 1o act on my behalf at all meetings of members of HCSC
| understand that:

»  This permission will apphy to any compary that replaces HCSC.

* The Board of Directors may appoint somegne 1o vote for me

The annual meeting of members is scheduled to take place each year in the corporate headquarters (300 E. Randolph St
Chicago, IL &0601) on the last Tuesday of October at 12:30 p.m. Special meetings of members may be called if needed, Notice of
any special meeating will be given within 30 to 60 days befare the meating.

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

* Until or if | cancel it In writing at least 20 days befare 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 1o comgplete this Application

Print your name as you signed it:
Biue Cross and Blue Shiekd of llinois. a D
& Mutual Legal Reserve Company. a0 inoe deril Lioenses ol (f
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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 BOBSIL

= If an agent helps me purchase a new or renew a health plan, BCBSIL may pay them $10000 to $35.00 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.

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

Health professionals, hospitals, or clinics

QOther health or health-related facilities

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

¥ BCASIL may review and research its own records for information.

¥ BCASIL will share collected information only as needed with medical entities to help manage my care.

¥ Information shared with my authorization may be re-shared by BCBSIL as allowed or required by law. If such sharing is
reguired, the person or agency getting the infermation will e respansible 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 BCESIL.
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 BOBSIL before the date such cancellation is received by BCESIL.

» | 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 BCBSIL 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 third party as outlined in the Application, will pay BCESIL directly,

+ BCBSIL does not accept payments directly from third parties except from those listed on page 13

# 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 -

WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRALD OR DECEIVE AMY INSURER, MAKES ANY
CLAIM FOR THE PROCEEDS OF A HEALTH PLAN CONTAIMIMG ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION MaY BE
FOUND GUILTY OF A FELONY IN A COURT OF LAW.

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

Blue Cross and Blus Shiekd of lingds, a Division of Health Care Service Corparation,
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Applicant Name

Did you work with an agent? ca

AGENTS, COMPLETE THIS SECTION (IF AFPLICABLE)

nd recorded the answers a5 gaen

'_:-_"'_.;"!.I:i:r'.\,I'_.-:-_-:! thie qustion

L] i3 pdicant{s). This includes details about what may not beé coverad
Cial details about their ¢ erage.

L] gl the required plan document(s) with thie Appecant. 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 Mame AND Signature (if choid is the Primary Applicant)  Date

If this authorization is signed by a personal representative on behalf of an individual (sther 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. * [f you are the Legal Guardian for anyone

- INCLUDE EVEN BLANK PAGES. listed on the Application, please enclose
= [f you are working with an agent, please d signed court decree.

include your agent's information above.

PLEASE SUBMIT THIS FORM BY:

Blue Cross and Blue Shield of llinols, Attne Indevidual Enraliment, PO Box 660819, Dallas, TX 75266-0819

1-800-279-7419

Questions? If you have any questions, please call your agent or call BCBSIL toll-free at 1-800-477-2000.
Visit discoverbchsil.com for frequently asked questions about membership, payment and benefits.

0i5. 3 Divis L] .
jtual Legal Resery mpar yinceoendent Licenses af the Blus Cross and Bloe Shiekd Ass

UNES-APP-Off-EX-2027 16 of 16 We MUST receive ALL 16 pages. 326351026




