APPLICATION FOR MEDICARE SUPPLEMENT PROGRAM MEDIGAP BLUE m MARK

1. ELIGIBILITY Ifyou are not eligible for Medicare Part A AND enrolled in Medicare Part B,
you are not eligible to enroll in Medigap Blue. Do not complete this application. If you are

Medigap Blue

eligible, please refer to the page with instructions for completing this application.

2. APPLICANT’S NAME AND MAILING ADDRESS

3. COVERAGE PLANS

Check the one plan for which
you are enrolling.

Please reference the enclosed Medigap Blue
Outline of Coverage for the monthly
premium based on your age and/or
eligibility. If you have any questions or
need assistance determining the correct
premium, call

[1-866-673-9109].

Check the ONE plan for which you are
enrolling:

O Plan A

CPlanB

O Plan C

Or, if you are within 6 months of your
Medicare Part B effective date, you may also
select from the following plans*:

OPlanF
[ High Deductible Plan F
O Plan N

*Exceptions apply. Please see the enclosed
brochure. “Your Rights to Guaranteed Issue
of Medicare Supplemental Policies.”

Rates subject to change.

Enroliment subject to approval.
Please enclose check made payable to:
Highmark Blue Cross Blue Shield

4. APPLICANT INFORMATION

APPLICANT’S HOME ADDRESS
(If different from your mailing address.)

Street Address

City State Zip Code

Email Address

COUNTY OF RESIDENCE (Please correct if necessary.)

County

5. ADDITIONAL INFORMATION
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.

To the best of your knowledge:

i.
i,
iii.
iv.

Vi.

Did you turn age 65 in the last 6 months? ............cccooiiiiiiiiii..., 1 Yes L1 No
Did you enroll in Medicare Part B in the last 6 months? ........................ _1Yes _1No
If yes, what is the effective date? / /

Are you covered for Medical Assistance through the state Medicaid program? .....

A. NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met
your “Share of Cost,” please answer NO to this question.
B. Ifyes,
1. Will Medicaid pay your premiums for this Medicare supplement policy? ..._] Yes L1 No
2. Do you receive any benefits from Medicaid OTHER THAN payments towards your Medicare
Part B premium? ... ..o _1Yes LI No
If you had coverage from any Medicare plan other than the original Medicare within the last 63
days (for example, a Medicare Advantage plan, or a Medicare HMO or PPQ), fill in your start and
end dates below. If you are still covered under this plan, leave “END” blank.
START / / END / /

If you are still covered under the Medicare plan, do you intend to replace your current coverage
with this new Medicare supplement policy? ...........cooiiiiiiiiiiiiiiiin 1 Yes [1No

Previous Group Number

Pays for the Period From:

To: Medicare Effective Dates

Hospital Part A Medical Part B

Payment Due by:

Your Birthdate

Male O Female (]

Age Medicare Claim Number

Payment Enclosed

Group Number

066050-00

Applicant’s Social Security Number Please turn to

next page

WMB-DRAPP-3

Mail to Highmark Blue Cross Blue Shield, P.0. Box 382555, Pittsburgh, PA 15250-8555




(continued)

vii. Was this your first time in this type of Medicare plan? ...........ooii it _1Yes 1 No
viii. Did you drop a Medicare supplement policy to enroll in the Medicareplan? ... 1 Yes 1 No
ix. Do you have another Medicare supplement policy inforce? ..........ooiiiiiiiiii e _1Yes L1 No

A. If so, with what company and what plan do you have?

B. If so, do you intend to replace your current Medicare supplement policy with this policy? ...................coeiitl. _1Yes L1 No
x. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union, or individual plan) ............ccooiiiiiiiiiii e ] Yes [_1No

A. If so, with what company and what kind of policy?

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

i. To all Producers: Producers shall list in Section 12 other health insurance policies they have sold to the applicant.
i. Do you have coverage under a Medicare Prescription Drug Program through Highmark or another company? ................ _1Yes L1 No

=. X

X

If Highmark, please list the identification number on the front of your ID card:

In the future bill me:

(3 Bimonthly (every 2 months) (3 Quarterly (every 3 months) (3 Monthly
If electronic funds transfer (EFT) is desired, please complete

and return a separate EFT application which is included.

1. Are you within six months of tUMING age 657 . . . ...ttt ettt et e _1Yes _1No
2. Are you within 6 months of enrolling in Medicare Part B (Part B effective date on your Medicare card) .......................... _1Yes _1No
3. Are you guaranteed acceptance into certain Medicare Supplement plans based on the conditions listed in the brochure “Important

Information about Your Rights to Guaranteed Issue of Medicare Supplemental Policies” that you got with this application? ........ _1Yes _1No

If you answered “Yes” to any of questions 1, 2, or 3 above, skip to Section 8.
If you answered “No” to all of the questions 1, 2, and 3 above, continue to answer the following questions.

Prior to approving your Application for enrollment, Highmark reserves the right to review previous and current Applications for coverage
as well as claims history. Highmark may deny this Application, in which case any premium submitted will be refunded.

When completing this application, please DO NOT INCLUDE any genetic information such as family medical history or any information related to
genetic testing, genetic services, genetic counseling, or genetic diseases for which you believe that you may be at risk.

MEDICATION AMOUNT CONDITION FOR WHICH PRESCRIBED CURRENTLY TAKING
—1Yes ] No
—1Yes L1 No
_1Yes 1 No
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Were you enrolled in Medicare prior to age 657 .......... _1Yes _1No

Are you now or have you been advised in the next year to be:

admitted as an inpatient to a hospital? ............ _1Yes _1No
bedridden or confined to a wheelchair? ........... 1 Yes L1 No
enrolled in a hospice program? .................. _1Yes _1No

Have you been advised to have a joint replacement in the next year?
Have you received a joint replacement within the past six months?
1 Yes L1 No

Are you currently using or have you used supplementary oxygen in the
[aStYear? ...t _1Yes 1 No

In the past two years, have you been medically diagnosed and/or
advised by a member of the medical profession that you have Chronic
Renal Disease (ESRD)? In the past two years, have you been medically
diagnosed and/or advised by a member of the medical profession that
you have kidney disease requiring dialysis, or are you currently
receiving dialysis? ..o 1 Yes 1 No

In the past two years, have you been confined to a nursing facility for
other than short term rehabilitation? ................ _1Yes _1No

In the past two years, have you received medical or surgical treatment,
consulted with a licensed medical professional, taken medication or
been advised by a licensed medical professional that you need medical
or surgical treatment (including prescription drugs) for any of the
following conditions?

a. (ancer (other than skin cancer), Leukemia or Lymphoma,
Melanoma ........ooovveeeiiiiiiiiiin, [1Yes [1No

b. Heart, Coronary, or Carotid Artery Disease (not including high
blood pressure), Heart attack, Aneurysm, Congestive Heart
Failure or any other type of Heart Failure, Enlarged Heart,
Stroke, Transient Ischemic Attacks (TIA), Hemophilia

.......................................... 1 Yes 1 No

¢. Bone marrow or other organ transplant ........ 1 Yes 1 No

d. Amyotrophic Lateral Sclerosis (ALS), Alzheimer’s Disease or
Dementia, Multiple Sclerosis (MS), Parkinson’s Disease, Systemic
Lupus Erythematosus (SLE) ................... _1Yes _1No

e. Acquired Immune Deficiency Disorder (AIDS), AIDS Related
Complex (ARC), or tested positive for exposure to the Human
Immunodeficiency Virus (HIV) infection? ....... [1Yes [1No

Have you smoked cigarettes or used any tobacco product within the
PASt tWO YEAIS? ...ttt e e eiiaans _1Yes _1No

Within the past two years, have you been diagnosed, received
treatment (including prescription drugs), or had any of the following
conditions?

a. Heart Rhythm Disorders ..................... 1 Yes 1 No
b. Diabetes ...........coviiiiiiiii, 1 Yes 1 No
¢. Cirrhosisofthe Liver......................... _1Yes _1No
d. Macular Degeneration ....................... _1Yes _1No

Lung/Respiratory Conditions

a. Chronic Obstructive Pulmonary Disease (COPD) ..._] Yes [_1 No
b. Emphysema..............cooiiiiiiiiian, 1 Yes 1 No

Gastrointestinal Conditions

a. Chronic Pancreatitis ......................... ] Yes _1No
b. Esophageal Varices .......................... 1 Yes 1 No
¢. Ulcerative Colitis ..........covvvveeennnn... [1Yes [1No

Musculoskeletal Conditions

a. Amputation due to disease ................... _1Yes _1No
b. Rheumatoid Arthritis ........................ 1 Yes L] No
C. Spinal Stenosis .........cooviiiiiiiiiiiias _1Yes _1No
d. Degenerative Disc or Herniated Disc ........... _1Yes _1No
€. 0SteOpOrosiS .......vvvviieeeeeeeiniiiiinnns 1 Yes L] No
Substance Abuse
a. Alcohol Abuse or Alcoholism .................. 1 Yes L1 No
b. Drug Abuse or use ofillegal drugs ............. _1Yes _1No

Brain or Spinal Cord Conditions
a. Paraplegia, Quadriplegia, or Hemiplegia ....... _1Yes _1No

Psychological/Mental Conditions

a. Bipolar or Manic Depressive .................. 1 Yes L] No
b. Schizophrenia ..................... _1Yes _1No

Have you been hospitalized or had inpatient surgery within
the past 5 yrs? _1Yes _1No

Have you ever been covered by Worker’s Compensation, Disability or
Subrogation for any of the conditions listed in the health screening
QUESEIONS? .ttt e e 1 Yes 1 No

Height: Weight:
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1. 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 multiple 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 the Medicare
supplement policy 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 otherwise be substantially
equivalent to your coverage before the date of 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 employer or union-based group health plan. 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 otherwise be substantially equivalent to your
coverage before the date of suspension.

6. Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement 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).

IMPORTANT: For the purposes of the sections that follow below, “Creditable Health Care Coverage” includes, but is not limited to, any
Highmark Blue Cross Blue Shield group or individual health care program; another insurance company’s individual, group, or Medicare Supplement
program; certain Medicare health plans, for example, a Medicare health care maintenance organization (HMO) or preferred provider organization
(PP0); a Program of All-Inclusive Care for the Elderly; or other government health plans such as Medicare, Medicaid, a state risk pool or FEHBP.

If you are currently enrolled in Creditable Health Care Coverage and your new Medigap Blue coverage will replace this Creditable Health Care
Coverage without interruption - you are eligible for all Medigap Blue plan benefits as soon as your new coverage becomes effective. There is no
waiting period for any pre-existing conditions you may have.

If you were previously, but are not currently, enrolled in some form of Creditable Health Care Coverage, you may be eligible for a waiver or
reduction of your pre-existing condition exclusion if you satisfy all of the following requirements:

« Your prior Creditable Health Care Coverage was for a period of at least six (6) consecutive months; and

« You submit your completed application for Medigap Blue coverage to Highmark Blue Cross Blue Shield within sixty-three (63) days from the
date that your most recent prior Creditable Health Care Coverage ended (or in certain instances, the date on which you were notified that your
coverage will end); and

«You attach a copy of your “Certificate of Prior Creditable Coverage” to your application for Medigap Blue coverage or provide other proof of your
(reditable Health Care Coverage prior coverage.

If you were not enrolled in any type of Creditable Health Care Coverage within the last sixty-three (63) day period prior to your application for
Medigap Blue coverage, the following pre-existing exclusion clause will apply:

These Highmark Blue Cross Blue Shield Medigap Blue plans will not provide benefits during the first six (6) months of your
coverage for any disease or physical condition for which you received treatment or advice from a physician during the six (6)
month period before your new coverage became effective.
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Notice: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

The accuracy and validity of the information that you provide in the Application, including your responses to the health questionnaire, is subject to
review by the Plan. The Plan reserves the right to take appropriate action in the event the information is not true or accurate.

The Plan shall terminate the Agreement if the Subscriber obtained or attempted to obtain benefits or payment for benefits as a result of a material
misrepresentation. If benefits were provided due to a material misrepresentation, the Subscriber agrees to reimburse the Plan for such benefits.

| understand and agree that the terms and conditions of my coverage will be controlled by the written agreement with Highmark Blue Cross Blue
Shield and that they may adopt reasonable policies, procedures, rules and interpretations to administer the program. | recognize that my coverage
will only apply to services or supplies that are provided on or after the effective date of my coverage. To the best of my knowledge, the information
provided on this application is true and correct.

I acknowledge and agree that certain personally identifiable information about me (collectively, "Personal Information") is subject to various
statutory privacy standards, including, but not limited to, state insurance regulations implementing Title V of the Gramm-Leach-Bliley Act and the
Health Insurance Portability and Accountability Act of 1996 ("HIPAA") and requlations adopted thereunder by the Department of Health and
Human Services (45 CFR Parts 160, 162, 164). In accordance with those standards, Highmark may use and disclose Personal Information as
permitted or required by law, and to facilitate payment, treatment and health care operations as described in its Notice of Privacy Practices ("NPP").
| understand that a copy of Highmark's current NPP is available on Highmark's Web site, or from the Highmark Privacy Department.

I hereby apply for coverage under the Highmark Blue Cross Blue Shield Medigap Blue Agreement. | understand this application is subject to
approval by Highmark Blue Cross Blue Shield and the provisions of the Agreement.

| further understand that any approval of this application by Highmark Blue Cross Blue Shield is conditioned upon my being enrolled in Parts A and
B of Medicare. If for any reason | am not enrolled in Medicare Part A or B, Highmark Blue Cross Blue Shield has the right to deny my application for
Medigap Blue. If for any reason | become ineligible for Medicare A and B at some future date, | agree to notify Highmark Blue Cross Blue Shield
immediately.

[ understand that when | purchase this coverage, any other direct pay Highmark Blue Cross Blue Shield coverage | may have in effect will be
cancelled as of the effective date of the Medigap Blue coverage.

| hereby authorize the Centers for Medicare and Medicaid Services (CMS) to furnish Highmark Blue Cross Blue Shield medical or other information
acquired by it under the Title VIl program (Medicare) to the extent necessary to process any claim under the Highmark Blue Cross Blue Shield
Medigap Blue Agreement in effect with Highmark Blue Cross Blue Shield.

| understand the insurance producer cannot approve coverage. This Application and the payment of the initial subscription rate does not guarantee
that coverage will be provided. | further understand coverage, if provided, will not take effect until issued by Highmark and that the actual
subscription rate will not be determined until coverage is issued. | understand the person discussing Medigap Blue plan options with me is either
employed by or contracted with Highmark and may be entitled to receive compensation based on my enrollment in a plan.

To the best of my knowledge and belief, the information provided on this application is true and correct.

I hereby acknowlege and agree that | have received an Outline of Medicare Supplement Coverage and the Guide to Health Insurance for People
with Medicare. My signature below verifies that | have read, understand and agree to all items contained in Section 8 (“Application Statements for
Medicare Supplement Program”) of this form:

Phone #: ( )
Signature Date
Phone #: ( )
Print Name
Signature Date
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12. THIS SECTION TO BE COMPLETED BY INSURANCE BROKER OR AGENT ONLY.

A. List any other health insurance policies you have sold to this applicant which are still in force:

B. List any other health insurance policies you have sold to this applicant in the past five years which are no longer in force:

Signature of Agent or Broker Date

Print Name and I.D. Number

Agency Name and Number

Phone #: ( )

FOR OFFICE USE:

INSTRUCTIONS FOR MAILING IN APPLICATION

(3 Have you completed all sections of the application form? with your payment.

(3 Are your name and address written correctly on the
application form? Use the envelope provided or mail to:

(3 Have you attached your Certificate of Prior Creditable Coverage or your Highmark Blue Cross Blue Shield
previous plan’s letter of termination? (if applicable)

[ Have you signed and dated your application? P‘.o' Box 382555

(3 Have you attached the applicant’s Power of Attorney or documentation Pittsburgh, PA 15250-8555
of Legal Guardianship? (if applicable)

Highmark Blue Cross Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association ENR-036 DR (R7-12)



