o BlueChoice MEMBERSHIP APPLICATION
HealthPlan AND

South Carolina

PR CHANGE FORM

Blue Cross and Blue Shield Association

REQUIRED EMPLOYEE INFORMATION (Please Print)

1. Name (Last, First, MI): 2. Birthdate: / / 3.Male [ ] Female[]
4, Address (Street): (City): (State): (ZIP):
5. Employee Social Security Number (Required): 6. Phone (Required): (___) Cellphone: [ ] Yes [] No
7. Email (Required): 8. Name of Employer:
9. Effective Date of Action Requested: / / 10. Tobacco Use* (small group only): [] Yes [] No

REASON FOR APPLICATION

11. [_] New Member - Full-Time Employee; Full-Time Date of Hire: / /
[] Coverage Change — Reason for Change: Date of Occurrence: / /
[ Cancellation — Date Left Employment: / /
[] Reinstatement — Reason:  [_] Return from Layoff [ Return from Leave
[_| COBRA/State Continuation: Start Date: / /
12. Group Number (if known for changes to existing plan):

COVERAGE INFORMATION 13. Plan Choice:

14. MEDICAL ELECTION 15. DENTAL ELECTION (if applicable)
] Employee Only ] Employee/Spouse ] Employee Only [] Employee/Spouse [_] Employee/Child(ren)
(] Employee/Child(ren) ~ [_] Family (1 Family [_1 No Dental Coverage
16. LIFE COVERAGE (if applicable) (underwritten by Companion Life**)
[J No Medical Coverage Due To (Check one): [] Life Only (No Medical) [] Life and AD&D [] Dependent Life
(L] Other BlueChoice® Coverage (01) []sTD CJLTD [ No Life Coverage
[] Covered by Miltary (03) Life Amount: $ Life Class: Earnings: $
[] Insurance with Another Company (02) [JHouly  [JWeekly []Biweekly []Monthly [ JAnnually
[ Covered by Medicare (12)
] Covered by Spouse with this Employer (07) Beneficiary Designation (All Plans — applicable only if life coverage is available and
(] Other (05); Explain: selected)
Primary: Relationship:
Contingent: Relationship:
ENROLLMENT INFORMATION (List all individuals to be covered.)
17. Last Name First Name Birthdate Male or Social Security Other Insurance | Tobacco Use *
(mm/dd/yyyy) | Female Number Yes No Yes  No
Spouse ] ] R
Child [] [ 1 0O
Child [ [ 1 0O
Child [ [ 1 0O
Child (] [ 1 0O

(7]

* Please indicate whether any person age 18 or older has used tobacco four or more times a week in the last six month

OTHER COVERAGE INFORMATION

18. If you or any of your family members have other health (including Medicare), dental or drug coverage other than with this employer, what is the name
of the insurance company and the policyholder’s ID number?

EMPLOYEE CERTIFICATION  Authorization to Release Information and Statement of Understanding

| authorize release to BlueChoice HealthPlan or its representatives all past and future medical records for myself and eligible dependents and other
information deemed necessary by BlueChoice to review, process or investigate claims. This authorization includes Medicare Parts A and B claims. |
understand the benefits for which | (we) will be eligible are those disclosed in the group contract between the insurer and my employer. | also understand
that my coverage may be voided or terminated, or claims denied, if fraud or intentional misrepresentations of material facts have been made on this
application, subject to the Incontestability provision. The statements made herein are complete and true to the best of my knowledge.

BlueChoice HealthPlan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex.

Signature: Date:

BC-1019 (Rev. 5/2017) **Companion Life is a separate life insurance company that does not provide BlueChoice products or services. Companion Life is solely responsible.




Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD).

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE, HREEAEGBNESR, BERAREIESAEMNMHE CEENRELIEMN
B, AA—IEES, 5% 1-844-396-0188, (Chinese)

ES IR BAIAA
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Né&u quy vi, hodc la nguwdi ma quy vi dang giup d&, cé nhitng ciu hdi quan tdm vé chwong trinh strc khoe nay, quy
vj sé dugc gilp d& véi cac thong tin bing ngdn ngir cia quy vi mién phi. D& ndi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

OOI-

t 22 HE0| US| H 1-844-396-01872 A FHA|2.

Ol AZEHO| 25t ==t f
° QFE ELIC} (Korean)
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Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecan y Bac nav anua, KOTOpomy Bbl MOMOraeTe, MMelTCs BONPOChI Mo nosoAy Balero naaHa MeanuUUHCKOro
obcnyKunsaHus, To Bbl MmeeTe npaso Ha BecnnaTtHoe NoyYeHne NoMOoLLM M MHGOPMaLLMM Ha PYCCKOM fA3biKe. s
pa3roBopa c nepeBoAYMKOM No3BoHUTe no TenedpoHy 1-844-389-4840. (Russian)

il slaall 5 s2elisall o Jgamall 3 3l chals oda daall Aad (o geady i saelud (s o)l el (1S )
(Arabic) 1-844-396-0189 @ Juail aa jie pe il 2SS 491 ()53 (o izl 4y ) 5 yuall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezpfatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac¢ z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de salude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlat-, FEEHEENEHEFZIATOEIAN., CORBER ICODVTIEBASSNWELES, &
FEDEBETHR—FZ2ZTY,. BREAFLEYITZZENTEET, HEEIHLMY FEEA., BR
EEEINDIEE. 1-844-396-0185 FTHEFEL ZE LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

ol gy a2l soylo o Y hw wdS 0 SeS gl an 4SS soyd Lo Lad S
Oy yeb 4 1y 0e3 Olo) 4o oledbl 3 SaS 4SS oyl Ty ol G edobdly addls
Juols> wlas  1-844-398-6233 o lad Lo Labd ¢ p>yi0 Ly §o4S Guxo ol g o do5S adloyo

(Persian-Farsi) . Lo

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’4éh naa’niligi haa’ida yi na’ idit kidgo, niha’ahoot’i’
nihi ka’a’doo wolgo kwii ha’at’ish{f bi na’idotkidigi doo bik’¢’azlaagdd. Ata’ halne’é ta’ bich’{’ ha desdzih
ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)
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