Anthem
. BlueCross BlueShield ‘ i’
Ohio

Individual Dental and Vision Enrollment Application

IMPORTANT: If you are a new applicant, a separate premium payment is required to be submitted with each
application. If you are a current Individual policyholder with Anthem, premium payment is required before the
requested effective date. Please complete the Payment Method for Individual Applications Form and send it with your
completed enroliment application. If premium is not provided as described above we will not process your application.
If you have any questions while completing this application, please contact your insurance agent/broker directly. If
you have not worked with an insurance agent/broker, please call 1(877) 212-1793. If you have questions about a
previously submitted application, please call 1 (855) 330-1106.

RIGHT TO CANCEL: You have 10 days from the date of delivery to examine the policy. If you are not satisfied, for
any reason, with the terms of the policy, you may return it to us within those 10 days. Return to Anthem Blue Cross
and Blue Shield, P.O. Box 1115, Minneapolis, MN 55440-1115 by midnight on the tenth day. We will then issue a full
refund of any premiums and fees paid, less any payments made for benefits on behalf of you or your dependents.

Please complete in blue or black ink only.

Section A — Coverage Information

Application Type (select one):

[] New Coverage [] Change policy coverage [] Add dependent(s) to current coverage
Policy No. Policy No.

Enroliment

You may apply for coverage at any time during the year. Your Effective Date will be the first day of the following month
after receipt of application and premium. Your benefit and enroliment elections are intended to remain the same until
your renewal date. For existing plan members, changes to your coverage can only be made at your renewal date,
unless you have a qualifying event as defined below. Notice of a qualifying event must be received by Anthem within
31 days of the qualifying event. In the case of a future loss of Minimum Essential Coverage or renewal of non-
calendar year health plan coverage, an application may be submitted up to 30 days in advance of the qualifying event
date.

Qualifying Events
Please check the qualifying event:

[] Involuntary loss of Minimum Essential Coverage for any reason other than fraud, intentional
misrepresentation of a material fact or failure to pay premium;

[] Loss of Minimum Essential Coverage due to dissolution of marriage/domestic partnership;
[] Marriage/domestic partnership;

] Birth or adoption or placement for adoption or appointment of guardianship;

[] Moved to a new exchange service area;

[ ] Released from Incarceration;

[] Death of a family member enrolled under your current coverage;

[] Removal of non-calendar year health plan coverage;

[ ] Court ordered coverage including child support order; and

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company. Independent licensee of the Blue
Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and
Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.
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[] Other Qualifying Event:

(Any other event or circumstance as set forth in

the rules established by applicable state or federal law in defining qualifying events.)

Please provide the date of the qualifying event checked above:

Coverage Effect Dates for Qualifying Events

If you are applying due to a qualifying event and your application is approved, your effective date is as follows:
e In the case of birth, adoption or placement for adoption or appointment of guardianship or court ordered
coverage including child support order, coverage is effective on the date of birth, adoption, or placement for
adoption or appointment of guardianship or the mandated effective date within the court order; or

¢ In the case of all other Qualifying Events listed above coverage is effective on the first day of the month
following receipt of your application.

Section B — Applicant Information

Last Name First Name Mi Social Security Number*
Home Address
City State ZIP County
Billing Address (street and P.O. Box if applicable)
City State ZIP
Marital Status Sex Date of Birth
[ Single [] Married M OF
Primary Phone Number Secondary Phone Number E-mail*
*This information is used for internal purposes only and will not be disclosed.
Section C — Spouse or Domestic Partner to be Covered Information
Last Name First Name Mi Relationship
[] Spouse [ ] Domestic Partner
Social Security Number* Sex Date of Birth
CIm OIF

*This information is used for internal purposes only and will not be disclosed.
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Section D — Child Dependents to be Covered Information (All fields required. Attach a separate sheet if
necessary).

NOTE: IF ELECTING DEPENDENT COVERAGE, PLEASE LIST ALL ELIGIBLE CHILDREN UP TO AGE 26. An
eligible child dependent may be your children or your spouse’s or your Domestic Partner’s children (to the end of
the calendar month in which they turn age 26). You must complete a Certification form for a Mentally or Physically
Incapacitated Dependent Child if your child is disabled, incapable of self-support, and age 26 or over. The form
must also be completed by your physician. (List all dependents beginning with the eldest).

Last Name First Name Ml | Sex Date of Birth | Social Relationship to
Securit Applicant
mm/dd/yyyy Numb er* PP
M F [] Child
O O [(]other:
M F [] Child
O O [(]other
M F [] Child
O O [(]other.
M F [] Child
O O [(]other.
M F [] Child
O O [(Jother.

*This information is used for internal purposes only and will not be disclosed.

Preferred written language? (Optional)
[] English (ENG) [] Spanish (SPN)

Preferred spoken language? (Optional)
[] English (ENG) [] Spanish (SPN)

Section E — Dental Coverage
Select your plan option: These plans include Pediatric Dental Essential Health Benefits to the end of the month in which
the enrollees turn age 19.

[] Anthem Dental Family Value -2J5E

[] Anthem Dental Family-1FV7
[] Anthem Dental Family Enhanced-1FV8
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These plans do not include Pediatric Dental Essential Health Benefits that are required by the Affordable Care Act.
If your medical plan does not cover the Pediatric Dental Essential Health Benefits, then one of our other plans (see
above) may be a better option for you.

] Smart Access Plan A -1RCF
] Smart Access Plan B-1RCG
] Smart Access Plan C-1RCH

Section F — Other Dental Coverage
Are you or any of your dependents listed on this application currently enrolled, or have recently been [lYes []No
enrolled, in other dental care coverage?

If YES, please provide the following:

Name(s) of covered persons. If the whole family, simply write ALL in space below. Identification Number(s)

Name and phone number of current/prior carrier(s)

Type of coverage Effective Date of Coverage

] Group [] Individual

Has your other coverage ended, or will you be terminating this coverage if approved for Anthem [JYes [No
coverage?

If YES, what is the termination date?

Section G - Vision Coverage
Vision coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric
Essential Health Benefits). Choose a vision plan and applicants if you'd like to buy coverage that goes beyond
these Pediatric Essential Health Benefits.
Please note: Vision coverage is available only if you are:
e Enrolling in a new dental plan on this application
e Enrolling in an Anthem medical plan through an Exchange
e Already enrolled in an Anthem medical plan or dental plan and it is your annual renewal.
Please provide your medical or dental plan number here
[] Blue View Vision Individual - 1RYA
Select who you are enrolling (applies to individuals listed on this application only):

] Applicant only
] Applicant & all dependent children listed
[] Applicant & Spouse or Domestic Partner only

] Applicant, Spouse or Domestic Partner and all dependent children listed
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Section H — Significant Terms, Conditions and Authorizations (TERMS)
Please read this section carefully before signing the application.

e | understand that although Anthem requires payment with my application, sending my initial premium with this
application, and the receipt of my payment by Anthem, does not mean that coverage has been approved. | may
not assign any payment under my Anthem program. | am applying for the coverage selected on this application.
| understand that, to the extent permitted by law, Anthem reserves the right to accept or decline this application,
and that no right whatsoever is created by this application. | understand that if my application is denied, my
bank account or credit card will not be charged.

e | am responsible to timely notify Anthem of any change that would make me or any dependent ineligible for
coverage.

e | understand Anthem may convert my payment by check to an electronic Automated Clearinghouse (ACH) debit
transaction and that my original check will be destroyed. The debit transaction will appear on my bank
statement although my check will not be presented to my financial institution or returned to me. This ACH debit
transaction will not enroll me in any Anthem automatic debit process and will only occur each time | send a
check to Anthem. Any resubmissions due to insufficient funds may also occur electronically. | understand that
all checking transactions will remain secure, and my payment by check constitutes acceptance of these terms.

e By signing this application, | agree and consent to the recording and/or monitoring of any telephone
conversation between Anthem and myself.

e | understand | am applying for individual dental or individual dental and vision coverage which is not part of any
employer-sponsored plan. | certify that neither | nor any dependent is receiving any form of reimbursement or
compensation for this coverage from any employer. | understand that | am responsible for 100% of the premium
payment and | am also responsible to ensure that premiums are paid.

e | understand that my domestic partner, if applicable, is only eligible for coverage if: he or she has been my sole
domestic partner for 12 months or more; he or she is mentally competent; he or she is not related to me in any
way (including by blood or adoption) that would prohibit us from being married under state law; he or she is not
married to or separated from anyone else; and he or she is financially interdependent with me.

e [] By checking this box, | authorize and expressly consent that Anthem and its affiliated companies may send
e-mail communications instead of sending communications by mail, including but not limited to legally required
Plan Notices and underwriting, enrollment and billing and explanation of benefits statements, to the e-mail
address | have provided on this Application. | understand that | can revoke this authorization or request paper
copies at any time free of charge by contacting Anthem customer service or online at www.anthem.com.

¢ | acknowledge that | have read the Significant Terms, Conditions, and Authorizations, and | accept such
provisions as a condition of coverage. | represent that the answers given to all questions on this application are
true and accurate to the best of my knowledge and belief, and | understand they are being relied on by Anthem
in accepting this application. | understand that any person who, with intent to defraud or knowing that he is
facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive
statement is guilty of insurance fraud. Any act, practice, or omission that constitutes fraud or intentional
misrepresentation of material fact found in this application may result in denial of benefits or cancellation of my
coverage(s).

| certify each Social Security Number listed on this application is correct.
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| give this authorization for and on behalf of any eligible dependents and myself if covered by Anthem. | am acting

as their agent and representative.

This application cannot be altered by the applicant absent the acknowledgement and consent of Anthem.

X

Signature of Applicant* or Legal Representative Date

X

Signature of Spouse or Domestic Partner or Dependent Child(ren) age 18 or over (if to be | Date
covered) or Legal Representative

X

Signature of Dependent Child(ren) age 18 or over (if to be covered) Date

* (or Custodial Parent’s or Guardian’s signature if applicant is under age 18)

Section | — Agent/Broker Certification

To be completed by your Anthem-appointed agent/broker:

Did you see the proposed subscriber and spouse/domestic partner, if applying at the time this []Yes[]No

application was executed?

If NO, please explain:

| certify to the best of my knowledge and belief, the responses herein are accurate.

Agent/Broker Signature
X

Date

Agent/Broker Name (please print)
Ryan Kennelly

Agent/Broker Street Address/Suite No./Personal Mail Box (PMB) No.
3501 N Southport Ave

Agent/Broker ID/TIN | Agency ID/Parent TIN City State ZIP
G4615 Chicago IL 60657

Agent/Broker Phone No. Agent/Broker Fax No. Agent/Broker E-mail
3125889915 847-220-9280 ryan@ihealthagents.com

GA (if applicable)

GA code (if applicable)
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Anthem.
BlueCross BlueShield ® ®

Underwritten by Community Insurance Company

Please mail this application to the following address:

Anthem Blue Cross and Blue Shield
P. O. Box 659806
San Antonio, TX 78265-9106

Or

Fax to: 1 (800) 848-2512
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Payment Methods for Individual Applications Anthem®

BlueCross BlueShield

Applicant/Member name Primary applicant’s Social Security number

l l

Anthem Blue Cross and Blue Shield (Anthem) will accept monthly payments made on behalf of applicants/members if the payment is made by the following
persons or entities: The Ryan White HIV/AIDS Program; other federal and state government programs that provide monthly payments and cost-sharing support
for specific individuals; Indian tribes, tribal organizations and urban Indian organizations; or a relative or legal guardian on behalf of an applicant/member.

Unless required by law, Anthem does not accept monthly payments from third parties that are not listed above. Examples of third parties from whom Anthem
will not accept monthly payments include, but are not limited to, insurance brokers and/or agents, providers, hospitals, not-for-profit organizations (including
religious organizations) that have or whose primary donors have a financial interest in the benefits of the contract/policy, commercial entities with a direct
or indirect financial interest in the benefits of the contract/policy and employers that offer coverage under an employer health plan. Note: As allowed by law,
Anthem reserves the right to decline monthly payments from third parties.

All payments will be debited (taken out of my bank account) or charged to my credit/debit card the day that my coverage is approved. By signing this form,

| understand that the amount of the first payment may change from what | was told because my coverage has not been approved yet. In addition, | understand
that my future payments may vary as a result of change(s) | make once enrolled, including but not limited to, adding and deleting dependents, moving my
residence, changing coverage and/or changes made by Anthem of which | am notified according to my plan/policy. | agree that Anthem has the right to
debit/charge my bank account/card in the same way as if it were a check that | signed. | agree to pay any service charge that Anthem may bill me because
the debit/charge was not successful. | understand if my monthly payment increases based on a certain percentage, Anthem will stop my automatic payments
and send notification to me. | will have the option to reset the automatic monthly payments.

Please choose how you want to pay your monthly payments for all of your plans. Put a check in the box for either
Option 1, Option 2 or Option 3.

(] Option 1:Have your first and future monthly payments automatically deducted from your bank account.
All of your monthly payments will be taken out of the bank account you check below.
Checking account: []Business []Personal —

Savings account: [ JBusiness []Personal K TR N EETEETIIEn
Enter the requested debit date from your bank account|  |(1st to 6th Z ==

of each month). If no date is requested your monthly payments will be / \

debited on the first of each month. 9-digit bank routing number Bank account number
Write the routing and account numbers that are on your check here: =3 |

| agree that Anthem can automatically debit the bank account above each month. | understand monthly payments will be made on the day I've indicated.
| agree that Anthem can debit my account until | let them know that | no longer want them to do this by giving them a 30-day advance written notice. | agree
that should my bank not allow Anthem to debit my account for any reason, | will be removed from automatic monthly payments and will be billed by mail.

Authorized signature (as it appears on bank’s records) Printed bank account holder’s name (as it appears on account) Date (MM/DD/YY)

X

(] Option 2: Have your first and future monthly payments automatically charged to your credit/debit card.
Complete the information below.
Enter the requested charge date for your credit/debit card| | (1st to 6th of each month).

| agree that Anthem can automatically charge my credit/debit card each month. | understand monthly payments will be made on the day I've indicated. | agree
that Anthem can charge my account until | let them know that | no longer want them to do this by giving them a 30-day advance written notice. | agree that
should any Anthem credit/debit card transaction not be honored, | will automatically be removed from automatic monthly payments and will be hilled by mail.

Anthem accepts [ JVisa or [MasterCard (Note to applicant: Please check one.)

Card number

Expiration date (MMIYY)

Billing address for this credit/debit card City ZIP code
Authorized signature (as it appears on card) Printed card holder's name (as it appears on card) Date (MM/DD/YY)
X

See page two for Option 3: Send us your first monthly payment now and receive a bill each month for your future monthly payments.
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Payment Methods for Individual Applications Anthem®

BlueCross BlueShield

Applicant/Member name Primary applicant’s Social Security number

(] Option 3: Send us your first monthly payment now and receive a bill each month for your future monthly payments.
Choose one of the ways below that you would like to pay only your first monthly payment.
(] check (enclose your paper check with application) [ Electronic check (fill out section A below) [ Credit/Debit card (fill out section B below)

A. Electronic check: Instead of sending us a paper check, you can use an electronic check that allows Anthem to take the money right from your bank
account to make your first payment on the day that your coverage is approved. You will not get the check back from your bank. (We will not keep this
information on file or use it for any future payments.) Please fill out this information.

Printed account holder name Routing number Account number Amount of first payment
$

B. Credit/Debit card: | allow Anthem to charge the credit or debit card | listed below one time for my first monthly payment. This payment will cover the
first monthly payment for all of the plans I have with Anthem.

Anthem accepts [ JVisa or [MasterCard (Note to applicant: Please check one.)

Card number

Expiration date (MMIYY)
Billing address for this credit/debit card City ZIP code

| agree that Anthem can debit/charge the bank account/card listed above to make my first monthly payment only.

| agree that Anthem will not have to pay any fees that my bank may charge because my electronic check or credit/debit card was rejected even if | can no
longer continue coverage. | understand that this is a one-time payment and that | am responsible for making sure Anthem receives my future monthly
payments after this first payment.

Authorized signature (as it appears on bank account/card) Printed bank account/card holder's name (as it appears on account/card) | Date (MM/DD/YY)

X

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health
Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer
non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products
underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance
Company. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or Wisconsin Collaborative
Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance
Companies, Inc. The Blue Cross and Blue Shield names and symbols are the registered marks of the Blue Cross and Blue Shield Association.
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Get help in your language Anthem®

. . BlueCross BlueShield
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:

If you need assistance to understand this document in an alternate language, you may request
it at no additional cost by calling the Member Services number (855-748-1808). (TTY/TDD:
711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If
you need a copy of this document in an alternate format, please call
the Member Services telephone number on the back of your ID card.

Spanish
Si necesita ayuda para entender este documento en otro idioma, puede solicitarla sin costo
adicional llamando al numero de Servicios para Miembros (855-748-1808). (TTY/TDD: 711)

Arabic
et a8y Jlai¥) DA (e dgilia) 4815 () 50 Bac lusal) Calla i o5 Al daly aitual 128 agdl Bacliall ) canial) 13)
(711 :TDD/TTY) .(855-748-1808) clac)

Chinese
MR IEEZREIDE LSS — e = B REASCE > 10T DU FT Rl & AR 155715 (855-748-
1808)s5 K e fiBf - (TTY/TDD: 711)

Dutch

Als u hulp nodig heeft om dit document te begrijpen in een andere taal, mag u daar zonder
aanvullende kosten om vragen door te bellen met het ledenservicenummer (855-748-1808).
(TTY/TDD: 711)

French

Si vous avez besoin d’aide pour comprendre ce document dans une autre langue, vous
pouvez en faire la demande gratuitement en appelant les Services destinés aux membres au
numéro suivant : 855-748-1808. (TTY/TDD: 711)

German

Falls Sie Hilfe in einer anderen Sprache bendtigen, um dieses Dokument zu verstehen,
konnen Sie diese kostenlos anfordern, indem Sie die Servicenummer fur Mitglieder anrufen
(855-748-1808). (TTY/TDD: 711)

Italian

Se ha bisogno di assistenza per la comprensione del presente documento in un’altra lingua,
puo richiederla senza alcun costo aggiuntivo chiamando il numero dedicato ai Servizi per i
membri (855-748-1808). (TTY/TDD: 711)
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Japanese
CHOE@ZMODEFZECTEBFIZIHOXENMVLERBIZEICIF, AVN-Y—E2AES (855-748-
1808) [CEFEL TXIRERNBICENTEET , :ME AEIHNDEE A, (TTY/TDD: 711)

Korean
CHE AOE 2 EAE O|6is7| flo ==20| 2R3t 42, F7HH|E Q10| 2|/ MH[A
S (855-748-1808)2 M3IE 240 22 @¥T &= JUSLLCH (TTY/TDD: 711)

Oromo

Sanada kana afaan kan biroodhaan hubachuuf yoo gargaarsa barbaadde lakkoofsa bilbilaa
tajaajila miseensaa (Member Services) (855-748-1808) waragaa eenyummaa kee irra jiru
irratti bilbiluudhaan kaffaltii dabalataa malee gaafachuu dandeessa. (TTY/TDD: 711)

Pennsylvania Dutch

Wann du Helfe brauchscht um selle Document zu verschtehe in en annere Schprooch, du

kannscht fer sell frooge um nix zu bezaahle. Ruff Member Services Nummer (855-748-1808)
a. (TTY/TDD: 711)

Romanian

Daca aveti nevoie de asistenta pentru a intelege acest document intr-o alta limba, puteti
solicita aceasta in mod gratuit apeland numarul departamentului de servicii destinate
membirilor (855-748-1808). (TTY/TDD: 711)

Russian

Ecnun Bam Hy>kHa NoMOLLb, YTOObI MOHATL COAEpPXKaHMe HACToSALWEero AOKyMeHTa Ha gpyrom
A3blKe, Bbl MOXeTe 6ecnnaTHO 3anpocuTb €€, MO3BOHMB B OTAEN 0OCNYXNBAHUSA Y4aCTHUKOB
(855-748-1808). (TTY/TDD: 711)

Ukrainian

AKWOo BM HE po3yMieTe LIbOro AOKyMeHTa 1 Bam NoTpibHa gonomora 3 Moro nepeknagom Ha
iHLWY MOBY, BU MaeTe nNpaBo 6e3KoLWTOBHO OTpMMaTK Lo nocnyry. [ns usoro 3atenedoHynte
Ha HoOMep cnyx0bu NIATPUMKKN YY4aCHUKIB NporpamMu cTpaxyBaHHs (855-748-1808). (TTY/TDD:
711)

Vietnamese

Néu quy vi can hé tro dé hiéu dwoc tai liéu nay bang méot ngdn ngiy thay thé, quy vi cé thé yéu
cau ma khong tdn thém chi phi bang cach goi sé ctia Dich Vu Thanh Vién (855-748-1808).
(TTY/TDD: 711)

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them
differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For
people whose primary language isn’t English, we offer free language assistance services through interpreters and other written

languages. Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to
offer these services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as a
grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop
VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-
537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available

at http://www.hhs.gov/ocr/office/file/index.html.

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company. Independent licensee of the Blue Cross and Blue
Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and
symbols are registered marks of the Blue Cross and Blue Shield Association.
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