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APPLICATION FOR BLUECHOICE 65/BLUECHOICE 65 SELECT
HEALTH COVERAGE

o= F—NE o e TP N 03 iy 04 —
W TCONTRACT NUMBER | CONTRACT GROUP MOP | TOTAL CLK. | MED. INFO U.W_INT.
Eﬁg B # | MO [ 7218 | BN | &8
£33 REQUESTED EFF. DATE |AGENT # |PAHISH |nREa cD.

O BC 65 DISABILITY O BC65 [ BC 65SELECT DISABILITY [ BC 65 SELECT
SOCIAL SECURITY NO. LAST NAME (Print) FIRST (Print) MIDDLE (Print) AC PHONE NO.

)
STREET ADDRESS CITY STATE ZIP CODE DO YOU WANT COMBINED BILLING? T YES
I NO
DATE OF MONTH DAY YEAR |CJ MALE MARITAL CJSINGLE [ MARRIED | ARE YOU ENTITLED TO MEDICAID? C1YES LINO
BIRTH | [J FEMALE | STATUS QB ASSISTANCE? L1 ves I N0 SLMB ASSISTANGE? [ YES OO no
EFFECTIVE DATE OF MO DAY YR | EFFEGTIVE DATE OF MO DAY YR | YOUR MEDICARE NUMBER ARE YOU CURRENTLY RECEIVING DISABILITY/WORKERS' [ YES
MEDICAREPARTA.| | | [MEDICAREPARTB.| | | COMP. BENEFITS? Ono
METHOD OF PAYMENT: PREMIUM S 0 MONTHLY [0 SEMI-ANNUALLY [0 QUARTERLY [0 ANNUALLY ] BANK DRAFT

BENEFIT DESIGN: CHECK ONE OF THE FOLLOWING PLANS

BLUECHOICE 65 PLANS: COPLANA [CIPLANB [CIPLANF CJPLAN N

BLUECHOICE 65 SELECTPLANS: COPLANB OPLANF [COPLANN

HEALTH HISTORY IF YES TO QUESTIONS BELOW, EXPLAIN ON REVERSE SIDE, INCLUDING MEDICATIONS AND DOSAGES.

dialysis? O YES ONO

DRUGS:

REASON:

1. Have you been advised by a physician to receive inpatient hospital treatment or undergo a surgical operation that has not been
performed? 00 YES OO NO
2. Are you currently a patient in a hospital, nursing home, or medical care facility? Have you been a patient in any of these facilities two or more
times in the past two years? 0 YES OO NO
3. Within the past two years, have you had or received treatment for internal cancer, malignant melanoma, heart condition (ex. heart attack, con-
gestive heart failure) or circulatory system (ex. hardening of the arteries), or stroke? (Excludes high blood pressure.) O YES CONO
4. Have you been treated in the past two years for diabetes requiring insulin, emphysema or other obstructive lung disease, kidney disease requiring

5. Do you take prescription drugs on a regular (daily or weekly) basis? If yes, please list drug name(s) and reason why taken. If needed, use
Medical Questionnaire on back. If none taken, indicate None.

Total monthly cost of prescription drugs: $

1. |, the undersigned, do hereby apply for membership in Louisiana Health Service & Indemnity Company (LHSIC), for myself. | understand that this application,
any Change of Status Card and the Contract, together with any riders and endorsements issued by LHSIC constitute my contract with LHSIC. | understand the
contract may be terminated within three years of the original effective date of the Member’s coverage and all fees, less claims paid, will be refunded if a materi-
al misrepresentation of facts as to that Member(s) exists in the application or any Change of Status Card.

2. | understand that the coverage applied for is not part of a group health plan and that the agreement is between LHSIC and myself.

3. PROXY - | hereby constitute and appoint the directors of LHSIC, present in person or by proxy given to another director(s), to vote on my behalf at membership
meetings on any matters on which policyholders are entitled to vote. | acknowledge notice that the annual meeting of the policyholders is held on the third
Tuesday in Fehruary or on the next business day following, if a legal holiday. Notice of any such meeting given to such director(s) constitutes notice to me.
Payment of each premium extends the proxy’s effectiveness unless revoked by the policyholder as hereafter provided. | understand that if | revoke my proxy, |
may continue to pay my premium without affecting the revocation or my coverage. | understand that | may designate any other policyholder as my proxy by
sending any form of writing to Louisiana Health Service & Indemnity Company at P. 0. Box 98029, Baton Rouge, Louisiana 70898. Check this block if you do
not want to grant your proxy.

4. | understand that this is an application for coverage and is not binding on LHSIC. | understand that LHSIC reserves the right to set the effective date for any
Contract issued and that the Contract will not become effective until that date is established by LHSIC.

5. | acknowledge that | have received both an outline of Medicare Supplement coverage and a “Guide to Health Insurance for People with Medicare.”

. If choosing BlueChoice 65 SELECT, | acknowledge that | have received a listing of network hospitals participating in the BlueCloice 65 SELECT program and disclosure informa-
tion on the BlueChoice 65 SELECT program.

7. | understand that BlueChoice 65 SELECT plan benefits will not be provided for the Part A Medicare deductibles and coinsurance when hospitalized in a non-net-

work hospital, except in the
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case of emergencies.
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IMPORTANT! Please answer all questions below for all persons included in this application. For each positive response,
underline the appropriate statement or condition and complete the medical questionnaire on page 3. Any personal health
information (PHI) obtained by Blue Cross and Blue Shield of Louisiana in connection with this application may be retained by
Blue Cross and Blue Shield of Louisiana and used or disclosed in connection with future underwriting or renewal efforts.

YourHeightt _____ YourWeight:_____ Spouse’sHeightt_____ Spouse's Weight:
HAS ANYONE APPLYING FOR COVERAGE EVER HAD OR BEEN DIAGNOSED WITH:

1. DIADEES MEIMMIS Y i aiis 5100757 #5755 5310 w5/w%8 bvueimen mae-n o svmimiesm i3 o (/e e e e 8 O Yes ONo
2o ANYIYROIREGANCOLT <o sty swanmi womsis Saeiss e i S E e R S R S A S e P e 2 m e s e OYes O No
2 ARV DO GISORHEIETE . i ottty Sisa S S ST e 2 e AR A e B o e R ARl O Yes O No
A ATSHOBBIMOMINT. .. rneieioimmnimin wismiwinnis i o sauatin wia s s stoioroh s (1 lsom 0 66501 B il 0 MG a2 O Yes ONo
5./ CICUISIOTY PIOBIBIMIST. . i < 7 55 simv6is 5515000 simimmcs simmins misjeiers aieiaiae aisiaieim asa/e)s o)ne oe o, o a el s1s sroronre o ocdin O Yes ONo
BRSPSV st e 2 o Rl et el LAl TSI SR S et SR eTeTy sk e o e ek armiesat s mdhatrevar bl [ Yes [ No
o ENBLITRANC BRI . = e yir iolitntialslins woaasid Sisiiors saain Saswal Suie e sAmE s SR e A s S S O Yes O No
8. ABNOIMNALDICOO PEBSSURET . . 1.0 r.s e wiensse sroisinrs ssmsionn s eee o0 o086 slarsosia s e a s s o 1010 S0 3T st g A O Yes ONo
9 RBAN TTOUIDIO T & s Cimyin 55055 wimis P v simimmn somnass simisio e sisiestee Siasiiala et ey ararsia omon e shn e et i raciees s arac O Yes O No
10u: DisgnosediwithiTURSRCHIBEIS R oo s woains suihlts SANN alaii SRS Tt S ST o5 Whaca) o e s | Semmranet e O Yes O No
11, Had'orhave olferlungiprEbIOmMB?’ .. .cos cams smmmm smai waies sRiemD Sos e b5 s s o S e s O Yes O No
12. Tested positively for HIV, had known exposure to AIDS or HIV, or received treatment for AIDS or ARC? ... .0 Yes [INo
13. Either Hepatitis or @ liver disorder? . . ... .. ...ttt et e e e ettt e et OYes ONo

IN THE LAST 5 YEARS HAS ANYONE APPLYING FOR COVERAGE:

14. Been diagnosed with asthma, bronchitis or chronic sinus trouble? .......... ... ... . .. iiriuinnnn.. OYes O No
15: BeenidiaghoseWIthAlergies?. cocio: iiaiis cadus Saisn Valesn MAee Saei T i s s vt v o e e ek OYes ONo
162 Beenireated Tor-arthitS?” ... s oais moeiais qusimy samas e s S 1 sl e e e A e B g i OYes ONo
17. Been treated for Rheumatism/Bursitis or SCIatiCa? . .. .. .ovtt it et e iie e e cee e eiee e ieannas O Yes O No
18. Had any bodily deformities? . ... ... ittt e e e e e [ Yes [ No
19. Had any back/orthopedic condition or muscular diSEases? .. .......civriirrerin s rrnereerennenns O Yes [ No
20.. Had anyKnoOWNTUMDIS OB CYSIST o wnmmins srsveiss s ssamiiars, s st s s gism s 1S Sres fis (R e O Yes O No
21. Been treated for kidney stones or urinary system disorders, diabetes insipidus or prostate disorders? ..... O Yes ONo
22. Been diagnosed with an endocrine disorder, thyroid problem or goiter? ............. .. ... vvu...) O Yes OONo
23. Been treated for hemorrhoids/rectal ailments or varicose veins? .. ...t et O Yes ONo
2 HAd GENBINIAR: cisicscori s et SmYe S5rse: ST i STarl o sl S s s AR AR AL R N OYes ONo
25, Hadisemre s aintMOISPBIIST. 2l wnmes s sisue s mse ol o e sy e s s e s R e e s O Yes OONo
26, [HAdheadachies? .. . ..o e semimn s simmine simis s miaje: pie: e ain st aie siinis wieia)n i miararons Woaramis wiarai6s set OYes O No
27 Had'irregular/excessive:menstrual DIeeding? ... oot i is it rinds snvns o viiens s sesios senss smes O Yes O No
28..\Had any other fernale reproductive problemMs? . coau ve e saaie smamn oavaas o oas damoel ©ai s OYes ONo
20, | HAPEIVICDHINT -« covierere omimiens siaiens gmimsim sva wsin svaiss e s 6edl 08 waaiss 6aimts (oReils wmin Semis e e OYes O No
30. Had gall stones or gall bladder disorder? ... ... ...ttt et e e e O Yes O No
2= Had ARdoMINARPAINZ s sasies s Sy o5 v a5 ol 35 SR e TiREs s e e ra e e s e O Yes [ No
32. Had ulcers, stomach, colon or other intestinal disorders, adhesions? ..............cciiiiiiininennn. [ Yes ONo
33. Had any eye conditions (excluding corrective IenSes) ? ...t i ittt et e e e O Yes O No
34. Had any ear condition or IMpairment? . ... ..ottt e e e et e e e e O Yes ONo

35: Had a mental/nervous disorder (including eating disorders) or any psychiatric/psychological consultation? . .0 Yes O No
36. Had candidiasis (yeast infection), herpes, syphilis, gonorrhea, condylomata acuminata (genital warts), or

other sexually transmitted diSEASES? . . .. ...ttt ittt et et e e O Yes O No
37. Suffered from or received treatment for alcohol or substance abuse, detoxification? ................... O Yes O No
38. Had any condition (including developmental defects or deformities) of oral cavity, jaw, facial or cranial
bones; teethand SUOUREING SIRICIUITEET s <o wamm s savmmre saems soiems oo ssmm e ssm as e e ssra e 5 O Yes O No
MISCELLANEOUS
39. Are you expecting a biological child within the next 9 months (male or female applicant)? ............... OYes ONo
40. Have you, or anyone on this application, used tobacco in any form within the last 12 months? ........... OYes ONo

41. Are you presently taking medications for conditions not mentioned in other questions? (please list medications).] Yes [ No
42. Are you, or anyone on this application, engaged in private flying, parachuting, hang gliding, racing,

underwater diving, handling of explosive materials, hazardous wastes or materials? ................... O Yes O No
43. Have you, or anyone on this application, ever had any health insurance postponed, rated, ridered, declined,
canceled; or had reinstatement refused? .. o: cveis snvim i vae v emvi siieils sriasli sinaes sae sl svaaie ois OYes O No

44. Any departure from good health or any medical or surgical advice or treatment from any medical
practitioner (medical doctor/surgeon, podiatrist, optometrist, chiropractor, dentists/oral surgeons, etc.)
I ANE RS SIRATS T . i riot ot mun sty 8o s 2 s e 3 0 R 31 8 b 8 L, BB MRS BRSNS B TE S Sia e R B OYes ONo
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PROVIDE DETAILS ACCORDING TO THE MEDICAL QUESTIONNAIRE GUIDE

Question Number: & S = S
b.
Person: =l s ————— L — |
c
Condition: B I d. _
Comments: e - Sy
f.
g.
X a.
Question Number: -
b.
Person: - e S
c
Condition: L m | B d
Comments: _e. = — =
k
g.
. a.
Question Number:
b.
Person: T
i
Condition: o d.
Comments: e. o B I
f.
g.
. a.
Question Number: =
b.
Person: o R 3
o2
Condition: d.
Comments: b
f.
g.

FRAUD STATEMENT

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information
in an enrollment form or application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

" THIS APPLICATION HAS BEEN COMPLETED IN MY PRESENCE | [ | acknowledge receipt of the documents stated in this application.
All of the questions in the health history section have been read by
| or to me and the answers given are provided by the applicant.

Producer’s Signature Date
Eﬂj}‘ Yiciag F\’CCTT_\QYI Applicant’s Signature Date
Print Name Date

Arish@insurance lady . com

- i i E-Mail Add
Producer’s E-Mail Address Print Name (Applicant) ai ress
Met with applicantin person: [0 Yes O No B
Physical Requested: O Yes [ No Relationship to Applicant

23XX2459 R01/10



tuecrosuesiiod  BlueChoice6S  BlueChoice 6

A Medicare Supplement Program _mT
An independent licensee of the Blue Cross

and Blue Shisld Association.

Supplementary Application for
Medicare Supplement Coverage
Instructions:
* Carefully read the Statements in Section 1.
* Answer the questions in Section 2 to the best of your knowledge.
 Sign the form.
* Agent must complete Section 3 and sign.

SECTION 1 Statements

I. You do not need more than one Medicare supplement policy.

2. If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multi-
ple coverages.

3. You may be eligible for benefits under Medicaid and may not need a Medicare supplement policy.

4. If after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare
supplement policy can be suspended, if requested, during your entitlement to benefits under Medicaid for 24
months. You must request this suspension within 90 days of becoming eligible for Medicaid. If you are no longer
entitled to Medicaid, your suspended Medicare supplement policy or, if that is no longer available, a substantially
equivalent policy will be reinstituted if requested within 90 days of losing Medicaid eligibility. If the Medicare
supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while
your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will oth-
erwise be substantially equivalent to your coverage before the date of the suspension.

5. If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later
become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare
supplement policy can be suspended, if requested, while you are covered under the employer or union-based group
health plan. If you suspend your Medicare supplement policy under these circumstances, and later lose your
employer or union-based group health plan, your suspended Medicare supplement policy (or, if that is no longer
available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing your employ-
er or union-based group health plan. If the Medicare supplement policy provided coverage for outpatient prescrip-
tion drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not
have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage before
the date of the suspension.

6. Counseling services may be available in your state to provide advice concerning your purchase of Medicare sup-
plement insurance and concerning medical assistance through the state Medicaid program, including benefits as a
Qualified Medicare Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

SECTION 2 Questions (To Be Answered By Applicant)

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were
eligible for guaranteed issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a
policy, you may be guaranteed acceptance in one or more of our Medicare supplement plans. Please include a copy
of the notice from your prior insurer with your application.

PLEASE ANSWER ALL QUESTIONS. |Please mark Yes or No below with an “X”]
To the best of your knowledge,
I.(a) Did you turn 65 in the last 6 months? [JYes [INo

(b) Did you enroll in Medicare Part B in the last 6 months [JYes [INo
(c) Ifyes, what is the effective date?

2. Are you covered for medical assistance through the state Medicaid program?

[NOTE TO APPLICANT: If you are a participant in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer NO to this question.]

OvYes CINo

23XX2458 R01/06 Blue Cross and Blue Shield of Louisiana incorporated as Louisiana Health Service & Indemnity Company



If yes,
(a) Will Medicaid pay your premiums for this Medicare supplement policy? [0 Yes [ No

(b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B
premium? O Yes [ No

3.(a) Ifyou had coverage from any Medicare plan other than original Medicare within the past 63 days (for
example, a Medicare Advantage plan, or a Medicare HMO or PPO), fill in your start and end dates below.
If you are still covered under this plan, leave “END” blank.

START _/ [ END_ /[ /[

(b) Ifyou are still covered under the Medicare plan, do you intend to replace your current coverage with
this new Medicare supplement policy? [ Yes [No

(c) Was this your first time in this type of Medicare plan [ Yes [ No
(d) Did you drop a Medicare supplement policy to enroll in the Medicare plan? [ Yes [ No

4.(a) Do you have another Medicare supplement policy in force? [ Yes [JNo

(b) If so, with what company, and what plan do you have?

(c) If so, do you intend to replace your current Medicare supplement policy with this policy [ Yes [ No

5.Have you had coverage under any other health insurance within the past 63 days? (For example. an employer,
union, or individual plan) [ Yes [ No

(a) If so, with what company and what kind of policy?

(b) What are your dates of coverage under the other policy? (If you are still covered under the other policy.
leave “END” blank.) START __/ [/ END_/ /

SECTION 3 Agent Must Complete This Section

Agents shall list any other health insurance policies they have sold to the applicant.

1. List policies sold which are still in force.

2. List policies sold in the past five (5) years which are no longer in force.

Applicant’s Name (Print) Agent/Broker’s Signature Date

X
Applicant’s Signature Date

23XX2458 R01/06 Blue Cross and Blue Shield of Louisiana incorporated as Louisiana Health Service & Indemnity Company



NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE
OR MEDICARE ADVANTAGE
Blue Cross and Blue Shield of Louisiana* « P. O. Box 98029 « Baton Rouge, LA 70898-9029

Instructions:
* This form (and copy on opposite page) should be completed only if you plan to replace your existing
Medicare supplement rolicy. Your agent will fill in the information required.

* After l}I'our agent completes the form, sign it at the bottom.
* Detach copy for your records.

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to your application, you intend to terminate existing Medicare supplement or Medicare Advantage
insurance and replace it with a policy to be issued by Blue Cross and Blue Shield of Louisiana. Your new policy
will provide thirty (30) days within which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now
have. If, after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision,
you should terminate your present Medicare supplement or Medicare Advantage coverage. You should evaluate
the need for other accident and sickness coverage you have that may duplicate this policy.

STATEMENT TO APPLICANT BY AGENT, BROKER OR AUTHORIZED REPRESENTATIVE

I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate your existing Medicare supplement or, if applicable. Medicare Advantage
coverage because {lou intend to terminate your existing Medicare sufpﬁ)lement coverage, or leave your Medicare
Advantage plan. The replacement policy is being purcﬁased for the following reason (check one):

Additional benefits
No change in benefits, but lower premiums

Fewer benefits and lower premiums

My plan has outpatient prescription drug coverage and | am enrolling in Part D

Disenrollment from a Medicare Advantage plan. Please explain reason for disenrollment

Other: (Please specify)

If you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and
completely answer all questions on the application concerning your medical and health history. Failure to include
all material medical information on an application may provide a basis for the company to deny any future claims
and to refund your premium as though your policy had never been in force. After the application has been com-
pleted and before you sign it, review it carefully to be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure you want to keep it.

Signature of Agent, Broker, or other Representative Applicant’s Name (Print)
Blue Crossband Blue Shield of Louisiana X
P. O. Box 98029 : E
Baton Rouge, LA 70898-9029 EpE i SioagRaty
Date Date

COMPANY COPY

23XX2472 RO1/06 *An independent licensee of the Blue Cross and Blue Shield Association.
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