Enrollment Form

for group coverage — health and/or dental

. BlueCross
BlueShield

Kansas# Solutions

L. BlueCross
VAV BlueShield
o - of Kansas

Section 1 — Applicant Information

First Name Mi Social Security Number Home Phone Number
Last Name Suffix  Cell Phone Number Work Phone Number
Gender [1Male []Female

Date of Birth Mailing Address (if different from residential address)
Residential Address City
City State ZIP Code +4
State ZIP Code +4 County E-mail Address

Section 2 — Enrollment Information

Geary County USD 475

Employer Name

Check one:
[J I am a new employee enrolling at my first opportunity.

L1 1 was part-time , am now full-time.

Date of Part-Time Hire
L1 1 am a rehired employee.
L1 1 am a variable hour employee*, eligible

as of

My original date of hire was

*For large groups only. See Plan Administrator.

Group Number Date of Full-Time Hire

Actively working hours weekly for this employer.

11 am an existing employee enrolling due to:

L] Employer’s Open Enroliment [ Birth/Adoption
L] Marriage [ Divorce
L] Involuntary Loss of Coverage (explain)

L] Other (give reason)

Official Date of Occurrence

If you are currently enrolled in Blue Cross and Blue Shield of Kansas or BlueCross BlueShield Kansas Solutions

coverage, please provide your current ID number.

Member ID Number

If you don’t know which benefit plan(s) your company offers, please see your Plan Administrator.

| want coverage for: Health Dental Vision
Employee only ] U] Il
Employee and spouse O L] O
Employee and child(ren) O O O
Employee and family O L] L]

| want to participate in:

Flexible Spending Account (FSA) LJYes [JNo
Health Savings Account (HSA) [lYes [INo
High Deductible Health Plan (HDHP) LdYes [No

Option

Important — Tobacco Use (BlueCare policies only): Answer the following questions for yourself and each
dependent (age 21 and over) — Have you used any tobacco products, including cigarettes, e-cigarettes, pipe
tobacco, hookah, cigars, smokeless tobacco, etc., on average 4 or more times per week within the past 6 months,

not including for religious or ceremonial use?

If yes, do you agree to participate in and complete our cessation program? (continue below)

Applicant (Same as listed in Section 1):
Tobacco Use: [1Yes [1No

Cessation Program: [1Yes [INo
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Independent licensees of the Blue Cross Blue Shield Association.

Page 1



Section 2A — Dependent Information

Relationship to applicant: [] Spouse

Date of Marriage

Gender [1Male [1Female
First Name Mi Date of Birth
Last Name Suffix  Social Security Number
Type of coverage | am choosing: (check all that apply) Tobacco Use: [1Yes [INo
[1 Health [ Dental Cessation Program: [1Yes [1No

Relationship to applicant: [1Child [ Stepchild

[ Legal Guardianship

First Name MI

[ Legal Custody

Last Name Suffix

Type of coverage | am choosing: (check all that apply)
[1 Health [ Dental

Gender [1Male [1Female
Date of Birth
Social Security Number
Tobacco Use: [1Yes [1No
Cessation Program: [1Yes [INo

Relationship to applicant: [1Child [Stepchild [lLegal Guardianship [ Legal Custody
Gender [1Male [1Female
First Name Date of Birth
Last Name Suffix  Social Security Number
Type of coverage | am choosing: (check all that apply) Tobacco Use: [1Yes [INo
[1 Health [ Dental Cessation Program: [1Yes [1No

Section 3 — Medicare/Other Party Liability

Do you or any of your listed dependents have Medicare
Parts A and/or B? [lYes [INo

If yes, provide name of family member with coverage:

First Name MI

Last Name

Medicare Number

Part A Effective Date Part B Effective Date

Are you entitled to Medicare due to ESRD (permanent kidney failure)?

Is anyone applying for this coverage entitled to
benefits for any other group insurance (excluding
Medicare, SRS, Medicaid) for surgical, medical or
dental expenses? [lYes [INo

If yes, please provide current ID number:

Current ID Number

Coverage is: [1Health only [ Dental Only
[] Health and Dental

[lYes [INo

Section 4 — Authorization

By signing this authorization, | represent that the information |

have stated is true to the best of my knowledge and belief and |
understand that Blue Cross and Blue Shield of Kansas (BCBSKS)
or BlueCross BlueShield Kansas Solutions (Solutions), independent
licensees of the Blue Cross Blue Shield Association, will re-rate,
terminate or rescind the contract if such information received at any
time indicates the information provided in this enrollment process
intentionally misrepresented a material fact or was fraudulent.

Unless you are enrolling in a Qualified Health Plan, this policy does
not provide Exchange Certified pediatric dental or vision essential

Your signature required

benefits pursuant to the Affordable Care Act and does not satisfy the
“reasonable assurance” requirement.

Online Certificates Available
[ Yes, | would like view my certificates online.

E-mail Address

L] No, please send a paper copy to me.

Submit

Applicant
Page 2
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This information is being furnished in compliance with applicable federal regulations.

This Notice has important information. This notice has important information about your application or coverage through Blue
Cross and Blue Shield of Kansas. Look for key dates in this notice. You may need to take action by certain deadlines to keep
your health coverage or help with costs. You have the right to get this information and help in your language at no cost. Please
call 1-800-432-3990.

Discrimination is against the law.

Blue Cross and Blue Shield of Kansas (BCBSKS) complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. BCBSKS does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Kansas:

¢ Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

¢ Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Holly Graves.

If you believe that BCBSKS has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with: Holly Graves, Director, Internal Sales and Customer Service, 1133 S.W.
Topeka Blvd., Topeka, KS 66629-0001, 785-291-4375, TTY: 1-800-430-1270, Fax: 785-290-0785, CSC.SpecServ@bcbsks.com. You
can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Holly Graves is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Este Aviso contiene informacién importante. Este aviso contiene informacion importante acerca de su solicitud o cobertura a través
de Cruz Azul y Escudo Azul de Kansas. Preste atencién a las fechas clave que contiene este aviso. Es posible que deba tomar alguna
medida antes de determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta
informacion y ayuda en su idioma sin costo alguno. Llame al 1-800-432-3990.

Théng bao nay cung cép théng tin quan trong. Théng bao nay cé théng tin quan trong ban vé& don ndp hodc hop ddng bao hiém qua
chwong trinh Blue Cross va Blue Shield & Kansas. Xin xem ngay then chét trong théng bao nay. Quy vi cé thé phai thwc hién theo
théng bao dang trong thdi han dé duy tri bao hiém strc khde hoéc dwoc tro trup thém vé chi phi. Quy vi co quyén dwoc biét thong tin
nay va dwoc tre gidp bang ngdn ngtr clia minh mié&n phi. Vui 1dng goi dén sé 1-800-432-3990.

ZIKL%DHEEE’TR S ABH B BREEBERELT/NG Blue Cross f Blue Shield 323K B & K Rb& E’JEE GREEABANNE
Z R AR ETAL B CEIRRTE, URBENERERSEERME, TEEN 2 & TS %?LE%D%’E}JQ FET
1-800- 432 3990,

Diese Benachrichtigung enthélt wichtige Informationen. Diese Benachrichtigung enthélt wichtige Informationen beziglich Ihres Antrags
auf Krankenversicherungsschutz durch Blaues Kreuz und Blaues Schild von Kansas. Suchen Sie nach wichtigen Terminen in dieser
Benachrichtigung. Sie kdnnten bis zu bestimmten Stichtagen handeln missen, um lhren Krankenversicherungsschutz oder Hilfe mit
den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter
1-800-432-3990.
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Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang impormasyon
tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng Asul na Krus at Asul na Kalasag ng Kansas. Tingnan ang mga
mahalagang petsa dito sa paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang panahon upang
mapanatili ang iyong pagsakop sa kalusugan o tulong na walang gastos. May karapatan ka na makakuha ng ganitong impormasyon
at tulong sa iyong wika ng walang gastos. Mangyaring tumawag sa 1-800-432-3990.
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Cet avis fournit des informations importantes. Cet avis fournit des informations importantes sur votre demande ou sur votre assurance
aupres de Croix bleue et bouclier bleu du Kansas. Recherchez les dates clés dans le présent avis. Vous devrez peut-étre prendre des
mesures avant une certaine échéance pour conserver votre assurance santé, faute de quoi vous devrez financer les codts. Vous étes
autorisé a bénéficier gratuitement de ces informations et de cette aide dans votre langue. Veuillez appeler le 1-800-432-3990.

COBHMICEEZRBEBMNEENTVET . COBHMICE. hFRAMOBRRFEESS L UVERRRBEORFEE - ITHEEEIC
EI2EZLERIEFENTVEY, COBAICEHSNTVWLIERLBMEZCHER LS, BRARCAHRYR— N2HEFT D
ICIE. BRECHBETITITBHZEMS B HIELRLLBWNEENHY ET, CHREDTHEICLIFERESR— FHAENTRBEEIIET,
1-800-432-3990 FTHEFES =&Y,

HacTosee yBegomneHne cofepKuT BaxkHyto MHGOpMaLMIO. ITO yBeJOMIIEHNE COAEPXKUT BaXKHYI0 MHPOPMaLIMIO O BalleM 3asBleHNN UIn
CTPaxoBOM NOKPbITUK Yepe3 CuHun KpecT n CnHmi Wt KaHsaca. locmoTtpuTe Ha KntoueBble AaTbl B HACToALEM yBegoMaeHu. Bam, BO3MOXHO,
notpebyeTca NPUHATbL MepPbl K ONpeAeeHHbIM NpefenbHbIM CPOKaM A5t COXPaHeHWs CTPAaX0BOro MOKPbITUA UM NMOMOLLM C pacxofaamu. Bol
1MMeeTe NpaBo Ha 6becniaTHoe nosyyeHne 3To MHGOPMaLIMK 1 MOMOLLb Ha BaLleMm si3blke. 3BOHMTe No Homepy 1-800-432-3990.

Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim
ntawv thov kev pab los yog koj ghov kev pab cuam los ntawm Blue Cross thiab Blue Shield ntawm Kansas. Saib cov caij nyoog los
yog tej hnub tseem ceeb uas sau rau hauv daim ntawv no kom zoo. Tej zaum koj kuj yuav tau ua gee yam uas peb kom koj ua tsis pub
dhau cov caij nyoog uas teev tseg rau hauv daim ntawv no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog kev pab them
tej ngi kho mob ntawd. Koj muaj cai kom lawv muab cov ntshiab lus no uas tau muab sau ua koj hom lus pub dawb rau koj. Thov hu
rau tus xov tooj 1-800-432-3990.
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llani hii ina Taarifa Muhimu. llani hii ina taarifa muhimu kuhusu maombi yako au chanjo kupitia Msalaba wa Samawati na Ngao ya
Samawati ya Kansas. Angalia kwa ajili ya tarehe muhimu katika ilani hii. Waweza pia hitajika kuchukua hatua katika muda ulio pangwa
fulani ili uweze ku hifadhi bima yako ya afya au msaada wa gharama zake. Una haki ya kupata habari hii na msaada kwa lugha yako
bila gharama. Tafadhali piga nambari kwa 1-800-432-3990.
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