IMPORTANT:Your dependent may lose coverage.

i BlueCross BlueShield UERMONT
N of Vermont AAN

Independent Licensees of the Blue Cross and Blue Shield Association.

DATE :

FIRST NAME :
LAST NAME :
MEMBER # :
GROUP #:
ACCOUNT #:
DOB:

IMPORTANT: Your dependent will no longer be eligible for coverage under your Blue Cross and Blue Shield certificate effective the first of
the month following their 19th birthday unless he or she meets one of the criteria listed below.

YOUR DEPENDENT MAY BE COVERED IF: WHAT TO DO:

1. The dependent is age eligible per your certificate of Please complete the student certification section below and return this
coverage, unmarried and a full-time student, carrying form immediately to your Group Benefits Administrator. Also file the
12 or more credit hours per semester or on a necessary appropriate medical certification form if he/she meets our guidelines for
leave of absence. medical necessary leave of absence. If you have individual coverage,

please return to Membership and Billing, BCBSVT, P.O. Box 186,
Montpelier, VT 05601-0186.

2. The dependent meets our guidelines for incapacitated File a Incapacitated Dependent Form, which you may obtain by calling
dependents. Customer Service at the number below.
3. You have group coverage and the dependent meets Contact your employer to elect continuation of coverage.

guidelines for state or federally-mandated continuation
of coverage.

4, The dependent requests conversion to direct-pay Have your dependent complete the application on the back of
coverage. this form and return to: Individual Products Service Center
BCBSVT, P.O.Box 186
Montpelier, VT 05601-0186.

PLEASE NOTE:

If you do not follow the directions above, your dependent's health care coverage will be canceled as of the date indicated above.
Please carefully consider the financial consequences of an illness or accident in the absence of health coverage.

If your dependent loses continuity of coverage, he or she may have to fulfill waiting periods for pre-existing conditions in the future.
If you have questions, please call our Customer Service Department, Monday through Friday, 7 a.m. to 6 p.m. Vermont Health
Partnership subscribers should call (800) 344-6690. All others should call (800) 247-2583 in Vermont, (800) 457-6648 outside
Vermont.

PLEASE SELECT ONE OF THE FOLLOWING TWO OPTIONS:
Option I: STUDENT CERTIFICATION

My dependent qualifies for student status and should remain covered under my membership. (This certification is required annually.)
| certify that is unmarried, age eligible per my certificate of
(student's name)
coverage, and enrolled full-time (for 12 or more credits per semester) or on a medically necessary leave of absence
at for the current semester beginning
(school's name) (date)

Option Il: STUDENT CANCELLATION

Please cancel my dependent's membership. He or she does not qualify for student or incapacitated dependent status and does not
choose continuation of coverage or to convert to an Individual policy.

Subscriber's signature (required): Date:

Ltr_Student Cert v.1 12/24/08



o1y

BlueCross BlueShield
of Vermont

An Independent Licensee of the Blue Cross and Blue Shield Association

Return this form to:

NON GROUP COVERAGE

Blue Cross Blue Shield of VT

PO. BOX 186

MONTPELIER, VT 05601-0186

Application and Change Form

All Information Must Be

Provided,
Ink

Please Print In
or Type

SECTION 1: SUBSCRIBER COVERAGE INFORMATION (FOR ALL TRANSACTIONS)

LAST NAME

M.I. FIRST NAME

SOCIAL SECURITY NO.

DATE OF BIRTH

PHYSICAL ADDRESS (REQUIRED)

CITY, STATE, ZIP CODE

HOME PHONE NO.

WORK

PHONE NO.

MAILING ADDRESS CITY, STATE, ZIP CODE MARITAL STATUS ] MARRIED/PARTY TO A CIVIL UNION | GENDER
[] SINGLE (] wibowED ] DIVORCED [ImaLe [ FEMALE
[] NEW APPLICATION [] cHANGE
A&E‘?KN ] CANCELLATION REASON: EFFECTIVE DATE:
( ONE > [1BIRTH [] ADOPTION (legal documentation required) 0
] MARRIAGE/CIVIL UNION ] DIVORGE (divorce decree required if providing coverage for children) EFFECTIVE DATE = DATE OF RECEIPT
COVERAGE VERMONT FREEDOM PLAN MEMTBY%FIIESHIP ] SINGLE
OPTION
<CHECK ONE) [[] $3,500 DEDUCTIBLE [] $7,500 DEDUCTIBLE [ INDIVIDUAL HSA BLUE e st @aver el dlsHe CpereE ] Two-PERSON
ONLY [ $5,000 DEDUCTIBLE (] $10,000 DEDUCTIBLE $ 5,000 DEDUCTIBLE unless you choose single membership. | [] FAMILY
SECTION 2: DEPENDENT INFORMATION
LIST ALL ELIGIBLE DEPENDENTS STEP- FULLTIME INCAPACITATED
(ATTACH A SEPARATE SHEET IF NECESSARY) CHLD| ~ GENDER DATEOFBIRTH | o cinE WITH STUDENT o
SUBSC! AGE 19-25 CE(RT\F\CATE
SELF UBSCRIBER (IF YES, COMPLETE REQUIRED
Cm OIFf SECTION BELOW) )
SPOUSE/PARTY TO A CIVIL UNION
Om OF Clves CIno | Clves CIno | Cves Cno
DEPENDENT
O Ow OF Clves CIno | Cves CIno | Cves Cno
DEPENDENT
O Ow OF Clves CIno | Cves CIno | Cves Cno
DEPENDENT
O Ow OF Clves CIno | Cves CIno | Cves Cno
DEPENDENT
O Ow OF Clves CIno | Cves CIno | Cves Cno
FULL-TIME STUDENTS - FOR FULL-TIME STUDENTS AGE 19 OR OLDER BUT UNDER AGE 25, COMPLETE THE FOLLOWING:
, BEGINNING ANTIGIPATED
STUDENT'S NAME SCHOOL AND CITY WHERE LOCATED AN GRADUATION DATE

| CERTIFY THAT THE DEPENDENTS LISTED ABOVE ARE FULL-TIME, UNMARRIED STUDENTS EARNING 12 CREDIT HOURS A SEMESTER. RECERTIFICATION REQUIRED ANNUALLY.

SECTION 3: EMPLOYER AND OTHER INSURANCE INFORMATION

SUBSCRIBER [] EMPLOYED

SPOUSE/

[ SELF EMPLOYED [] UNEMPLOYED [] RETIRED

CIVIL UNION

PARTY TO A [ ] EMPLOYED

(] SELF EMPLOYED

[] UNEMPLOYED

(] RETIRED

EMPLOYER NAME AND ADDRESS IF EMPLOYED

EMPLOYER NAME AND ADDRESS IF EMPLOYED

[Cves [Ino

IS THERE A GROUP INSURANCE PLAN OFFERED AT YOUR PLACE OF EMPLOYMENT?
IF YES STATE WHY YOU ARE NOT COVERED.

[Cves [Ino

SUBSCRIBER DAYTIME PHONE NO.

IS THERE A GROUP INSURANCE PLAN OFFERED AT YOUR SPOUSE'S/PARTY TO A CIVIL UNION'S
PLACE OF EMPLOYMENT? IF YES STATE WHY YOU ARE NOT COVERED.

TIME PHONE NO.

SPOUSE/PARTY TO A CIVIL UNION DAY-

MEDICARE OR MEDICAID)?

[l ves

IF YOU OBTAIN HEALTH INSURANCE COVERAGE WITH US, WILL YOU OR ANY OF YOUR DEPENDENTS BE COVERED WITH ANOTHER HEALTH OR DENTAL INSURANCE PLAN (INCLUDING
[INO - IF YOUR ANSWER IS YES, WE REQUIRE THE FOLLOWING INFORMATION IN ORDER TO ASSURE ACCURATE AND TIMELY PROCESSING OF YOUR CLAIMS.

INSURANCE COMPANY (NAME & ADDRESS)

INSURANCE COMPANY (NAME & ADDRESS)

T
5
S
w
T

-
POLICYHOLDER NAME POLICY/CERTIFICATE NO. _ |GROUP NO. < [FOLIGYHOLDER NAME POLICY/CERTIFICATE NO. __ |GROUP NO.
2
[}
EFFECTIVE DATE TYPE OF COVERAGE O [EFFECTIVE DATE TYPE OF COVERAGE
[ J1pPeRrsON [J2PERSON []FAMILY [(J1pPersON [J2PERSON []FAMILY

SECTION 4 - EXISTING HEALTH INSURANCE COVERAGE YOU INTEND TO REPLACE WITH THIS COVERAGE

If you have existing health care coverage and you are replacing it with this coverage, you may be entitled to credit toward your Waiting Periods for some or all services. In order for us to consider
giving you credit, you must provide us with documentation of the following from your previous insurer: the effective date of your previous coverage, its termination date, and who was
covered. For example: A letter of creditable coverage from your previous insurer will satisfy this requirement.

INSURANCE COMPANY (NAME AND ADDRESS)

POLICY HOLDER NAME  |POLICY/CERTIFICATE GROUP NO.

EFFECTIVE DATE

TYPE OF COVERAGE
[IsINGLE []2PERSON []FAMILY

SECTION 5 - SIGNATURE

purchase of this
of my employer.

| certify that the statements on this application and all information furnished by me are true and complete to the best of my
knowledge. | authorize any health care provider to disclose to Blue Cross Blue Shield of Vermont, or its designated agent, any
information acquired in connection with my past or future care or treatment or that of any dependent named herein or hereafter
added to my coverage. | understand that no right whatsoever is created by this application and that the same shall not be
considered accepted unless and until the contract is actually issued by Blue Cross Blue Shield of Vermont. | also certify that the

individual policy was not initiated, and is not sponsored or subsidized, by my employer or any affiliate or agent

SUBSCRIBER'S SIGNATURE

DATE

FOR OFFICE
USE ONLY

EFFECTIVE DATE

[/

~ [~
~ [~

2430.09 (11/05)

ORIGINAL



Digicomp Lockup Info
Page:   1
Plate:   Black
Stub:   Top
Lockup:   Split

Top:   0.094"
Middle(v):   0.042"
Bottom:   0.219"
Left:   0.245"
Middle(h):   0"
Right:   0.234"

Digicomp Lockup Info
Page:   1
Plate:   PANTONE 199 U
Stub:   Top
Lockup:   Continuous

Top:   1.599"
Middle(v):   0"
Bottom:   9.099"
Left:   0.271"
Middle(h):   0"
Right:   3.724"

Digicomp Lockup Info
Page:   1
Plate:   PANTONE Process Blue U
Stub:   Top
Lockup:   Split

Top:   0.094"
Middle(v):   1.844"
Bottom:   0.328"
Left:   0.25"
Middle(h):   0"
Right:   0.25"




