Health Benefits

We make buying health insurance easy

Blue Cross Blue Shield
Application Check List

¢ All Medical questions must be answered, if any are answered yes, please
give complete details, including Physicians name and address.

e Make sure that all applications are signed and dated. (especially on the
back side of application)

e If paying via monthly Bank Draft, please also complete Bank
Authorization, and attach a voided check.

You can fax your completed Application back to (803)781-7750

Or Mail to the following address:

Health Benefits ABC
Attn: David Greenhalgh
PO Box 186
Ballentine, SC 29002

FAX: (803) 781-7750

Please feel Free to call us at any time with additional questions
(800) 861-3834



) BlueCross BlueShield
N @ of South Carolina

www.SouthCarolinaBlues.com

SHORT-TERM MAJOR MEDICAL EXPENSE INSURANCE APPLICATION
NON-RENEWABLE

Applicant’s Name (Print Last, First, Middle) Sex Birthdate (Month/Day/ Year)
O Male O Female / /
Street Address Insured’s Social Security #
S
City State Zip Code
SC
Do you now have any other health insurance, including Medicare? If yes, this policy cannot be issued. [1Yes [ No
Are you now pregnant? If yes, this policy cannot be issued. [JYes [ No
Have you been declined for insurance due to health reasons within the past 5 years? If yes, this policy (JYes [ No

cannot be issued.

Have you had more than one Short-Term Health Policy within the past 6 months with BlueCross BlueShield [JYes [ No
of South Carolina? If yes, this policy cannot be issued.

Are you a foreign visitor or non-United States citizen? If yes, this policy cannot be issued. []Yes [ No

As of the requested effective date will you be a South Carolina resident with a valid South Carolina address?Ifno, ] ves [ No
the policy cannot be issued.

Are you training for or participating in a team or individual sports activity as a professional, or National or

International competition as an amateur; have you ever driven or ridden in any motor driven vehicle in a race, [JYes [ No
stunt show or speed contest; operated, learned to operate, served as a crew member of, jumped or fallen from any

aircraft (including those which are not motor driven); gone parachuting, gliding or bungee jumping? If yes, this policy

cannot be issued.

Policy Term (No. of Days) Deductible Options Total Premium: $
3o Lleo  L[190 [ $250 [J $500 [ $1,000 -
1120 [J150 [] 180 Application Fee: $15.00
Requested Effective Date Note: Coverage begins at 12:01 a.m. on the day after the
(Month/Day/ Year) application is submitted electronically; on the day after | Total Due: $
the postmark date stamped on the application envelope
if submitted by mail; or the date you specify, if later.

I Understand That: 1. The policy applied for provides individual only coverage (no family coverage is available); and
2. Pre-existing conditions are not covered by this policy; and
3. The coverage under this policy is not renewable; and
4. The policy will not be issued to a person under the age of 1 or who will turn age 65 during the Policy Term.

| represent that all information provided above is true and correct and acknowledge that my coverage may be terminated or
rescinded for fraud or deception in the use of the policy or for materially misrepresented information in the application.

| understand and agree that the company may deny claims and may void coverage if the company determines that any information
was misrepresented on the application or any claims, subject to the Time Limit on Certain Defenses provision of the policy. If coverage
is voided, the company will refund premiums minus any claims paid.

For claims purposes, | authorize any licensed physician, medical practitioner, hospital, clinic or other medically related facility,
insurance company, institution or person, that has any past and future medical records or knowledge of my health, to give to
BlueCross BlueShield of South Carolina, or any of its reinsurers, any such information. | understand and agree that this authorization
will remain valid for the purpose of collecting information in connection with a claim for benefits for the period of time | am covered
under the policy. | understand that | or any person authorized to act on my behalf is entitled to receive a copy of this authorization.
A photocopy of this authorization shall be as valid as the original.

Applicant’s Signature NOTE: If applicant is a minor, a parent or Date (Month/Day/ Year)
legal guardian must sign. If legal guardian
X is signing, please attach legal documents.
Agent’s Signature Agency/Agent’s Number Date (Month/Day/Year)
012-001

THIS IS A LIMITED POLICY — FULL PAYMENT MUST ACCOMPANY THIS APPLICATION
If submitting via mail, make check payable and mail to:

BCBSSC « Attention: G & | Membership Services « PO. Box 61153 « Columbia, S.C. 29260
13395M (Rev. 2/03) Order # 13395M



Kristen Dahlmann
012-001 




