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IN THE DEPARTMENT OF IN‘-URANCL FINANCIAL INSTITUTIONS &
PROFESSIONAL REGISTRATION

STATE OF MISSOURI

In Re: )

)

HEALTHY ALLIANCE LIFE )
INSURANCE COMPANY, ) Case No. C121106581

)

and )

)

HMO MISSOURL INC. )

SUMMARY CEASE AND DESIST ORDER

TO: HEALTHY ALLIANCE LIFE INSURANCE COMPANY and
HMO MISSOURI, INC,

BEFORE me, John M. Huff, Director of the Missouri Department of Insurance,
Financial Institutions (“Director”), is the Division of Insurance Market Regulation’s
Verified Statement of Charges and Request for Orders (*Verified Petition™). One of the
requested orders is a Summary Cease and Desist Order. Based on the allegations
contained in the Verified Petition and the Exhibits attached thereto, which constitute
substantial and competent evidence, | hereby enter the following Summary Cease and
Desist Order directed to Healthy Alliance Life Insurance Company and HMO Missouri.
Inc., pursuant to §374.046, RSMo Supp. 2012, which is effective this day:

L. Section 376.1199, as recently amended, outlines specific requirements for
health carriers or health benefit plans that provide obstetrical/gynecological benefits and

prescription drug benefits (hereafter referred to as “OBGRx™ plans). The Verified




Petition and its attachments, which constitutes substantial and competent evidence.
alleges that Healthy Alliance Life Insurance Company (“Healthy Alliance”) and HMO
Missouri, Inc. (HMO-MO), (hereafter collectively referred to as “Anthem™ where
appropriate), both health carriers offering OBGRx plans. have committed violations of
§376.1199, which provides in relevant part:

i Each health carrier or health benefit plan that offers or issues health
benefit plans providing obstetrical/gynecological benefits and
pharmaceutical coverage, which are delivered, issued for delivery,
continued or renewed in this state on or after January 1, 2002, shall:
* % k
(4) If the health benefit plan also provides coverage for pharmaceutical
benefits, provide coverage for contraceptives either at no charge or at
the same level of deductlble coinsurance or co-payment as any other
covered drug. “
No such deductible, coinsurance or co-payment shall be greater than
any drug on the health benefit plan's formulary. As used in this section,
"contraceptive” shall include all prescription drugs and devices
approved by the federal Food and Drug Administration for use as a
contraceptive. but shall exclude all drugs and devices that are intended
to induce an abortion, as defined in section 188.015, which shall be
subject to section 376.805. Nothing in this subdivision shall be
construed to exclude coverage for prescription contraceptive drugs or
devices ordered by a health care provider with prescriptive authority for
reasons other than contraceptive or abortion purposes.
* % X
4. Notwithstanding the provisions of subdivision (4) of subsection 1 of
this section to the contrary:
(1) Any health carrier shall offer and issue to any person or entity
purchasing a health benefit plan. a health benefit plan that excludes
coverage for contraceptives if the use or provision of such
contraceptives is contrary to the moral, ethical or religious beliefs or
tenets of such person or entity;
(2) Upon request of an enrollee who is a member of a group health
benefit plan and who states that the use or provision of contraceptives
is contrary to his or her moral, ethical or religious beliefs, any health
carrier shall issue to or on behalf of such enrollee a policy form that
excludes coverage for contraceptives. Any administrative costs to a
group health benefit plan associated with such exclusion of coverage
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not offset by the decreased costs ol providing coverage shall be borne
by the group policyholder or group plan holder;
(3) Any health carrier which is owned, operated or controlled in
substantial part by an entity that is operated pursuant to moral. ethical
or religious tenets that are contrary to the use or provision of
contraceptives shall be exempt from the provisions of subdivision (4)
of subsection 1 of this section. For purposes of this subsection. if new
premiums are charged for a contract, plan or policy, it shall be
determined to be a new contract, plan or policy.
% % %
6. Any health benefit plan issued pursuant to subsection 1 of this
section shall provide clear and conspicuous written notice on the enrollment
form or any accompanying materials to the enrollment form and the group
health benefit plan application and contract:
(1) Whether coverage for contraceptives is or is not included:
(2) That an enrollee who is a member of a group health benefit plan
with coverage for contraceptives has the right to exclude coverage for
contraceptives if such coverage is contrary to his or her moral, ethical
or religious beliefs;
(3) That an enrollee who is a member of a group health benefit plan
without coverage for contraceptives has the right to purchase coverage
for contraceptives;
(4) Whether an optional rider for elective abortions has been purchased
by the group contract holder pursuant to section 376.805; and
(5) That an enrollee who is a member of a group health plan with
coverage for elective abortions has the right to exclude and not pay for
coverage for elective abortions if such coverage is contrary to his or her
moral, ethical, or religious beliefs.
For purposes of this subsection, if new premiums are charged for a
contract, plan, or policy, it shall be determined to be a new contract,
plan, or policy.

2. The Director has jurisdiction over this proceeding pursuant to §374.046,
which provides in relevant part:

1. If the director determines based upon substantial and competent
evidence that a person has engaged, is engaging in or has taken a
substantial step toward engaging in an act, practice, omission, or course of
business constituting a violation of the laws of this state relating to
insurance in this chapter, chapter 354, and chapters 375 to 385, ... or
course of business constituting a violation of the laws of this state relating




to insurance in this chapter. chapter 354, and chapters 375 to 385, .. .the
director may order the following relief:

(1) An order directing the person to cease and desist from engaging in

the act, practice, omission, or course of business:

(2) A curative order or order directing the person to take other action

necessary or appropriale to comply with the insurance laws of this

state;

(3) Order a civil penalty or forfeiture as provided in section 374.049;

and

(4) Award reasonable costs of the investigation.

% % %

3. Unless the director determines that a summary order is appropriate
under subsection 4 of this section. the director shall provide notice of the
intent to initiate administrative enforcement by serving a statement of the
reasons for the action upon any person subject to the proceedings. A
statement of reasons, together with an order to show cause why a cease and
desist order and other relief should not be issued, shall be served either
personally or by certified mail on any person named therein. The director
shall schedule a time and place at least ten days thereafter for hearing, and
after notice of and opportunity for hearing to each person subject to the
order, the director may issue a final order under subsection 6 of this section.

4, If the director determines that sections 375.014, 375.144, or 375.310
are being violated and consumers are being aggrieved by the violations, the
order issued under subdivision (1) of subsection 1 of this section may be
summary and be effective on the date of issuance. Upon issuance of the
order, the director shall promptly serve each person subject to the order
with a copy of the order and a notice that the order has been entered.

5 A summary order issued under subsection 4 of this section must
include a statement of the reasons for the order, notice within five days
after receipt of a request in a record from the person that the matter will be
scheduled for a hearing, and a statement whether the department is seeking
a civil penalty or costs of the investigation. If a person subject to the order
does not request a hearing and none is ordered by the director within thirty
days after the date of service of the order, the order becomes final as to that
person by operation of law. If a hearing is requested or ordered, the
director. after notice of and opportunity for hearing to each person subject
to the order, may modify or vacate the order or extend it until final
determination.




3, The Verified Petition alleges that Anthem has committed violations of
§375.144, which provides in relevant part:
It is unlawful for any person. in connection with the offer, sale, solicitation

or negotiation of insurance, directly or indirectly, to:
% % =

(2) As to any material fact, make or use any misrepresentation,
concealment, or suppression.

4. Section 375.145.1 authorizes the Director to issue such administrative
orders as are authorized under §374.046 if he determines “that a person has engaged, is
engaged in, or has taken a substantial step toward engaging in an act, practice or course
of business constituting a violation of section 375.012 to 375.144.

STATEMENT OF REASONS FOR THE ORDER

5 Based on the Verified Petition and its attachments, Anthem has violated
and is violating §375.144(2) by making or using misrepresentation, concealment, or
suppression as to material facts in connection with the offer, sale, solicitation, or
negotiation of group health insurance directly or indirectly by engaging in the following
acts, practices omissions, or a course of business relating to insurance. in that:

a. Anthem has and continues to misrepresent. conceal and
suppress material facts from its policyholders and applicants, specifically,
applicants” and policyholders’ right under Missouri law to purchase an
OBGRx plan that excludes coverage for contraceptives, if coverage for
contraceptives is contrary to the policvholder’s or applicant’s moral,
cthical, or religious beliefs or tenets, by failing to offer an individual health
benefit plan that excludes coverage for contraceptives;

b. Anthem has and continues to misrepresent, conceal and
suppress material facts from its policyholders and applicants, specifically,
applicants’ and policyholders’ right under Missouri law to purchase an

OBGRx plan that excludes coverage for contraceptives, if coverage for
contraceptives is contrary to the policvholder’s or applicant’s moral,

oy




ethical, or religious beliefs or tenets, by failing to offer a group health
benefit plan that excludes coverage for contraceptives;

¢ Anthem has and continues to misrepresent, conceal and
suppress material facts from its enrollees about the coverage of
contraceptives under Anthem'’s group OBGRx plans by failing to provide
notice to said enrollees whether or not the plan includes coverage for
contraceptives on the enrollment form or accompanying materials:

d. Anthem has and continues to misrepresent, conceal and
suppress material facts from its policyholders and applicants about the
coverage of contraceptives under Anthem’s group OBGRx plans by failing
to provide notice to said policyholders and applicants on the group
application form whether or not the plan includes coverage for
contraceptives;

e. Anthem has and continues to misrepresent, conceal and
suppress material facts from its enrollees about the coverage of
contraceptives under Anthem’s group OBGRx plans by failing to provide
notice on the enrollment form or accompanying materials of the enrollee’s
right 1o exclude coverage for contraceptives;

f. Anthem has and continues to misrepresent, conceal and
suppress material facts from its policyholders and applicants about the
coverage of contraceptives under Anthem’s group OBGRx Plans by failing
to provide notice on the group application of an enrollee’s right to exclude
coverage for contraceptives;

B When a group policy holder of an Anthem OBGRx plan has
excluded coverage for contraceptives, Anthem has and continues to
misrepresent, conceal and suppress that material fact from its enrollees by
failing to provide notice to the enrollee on the enrollment form or
accompanying materials of an enrollee’s right to purchase contraceptive
coverage:

h. Anthem has and continues to misrepresent, conceal and
suppress material facts from its policyholders and applicants, about the
coverage of contraceptives under Anthem’s group OBGRX plans by failing
to provide notice on the group application of an enrollee’s right to purchase
coverage for contraceptives;

L. Anthem has and continues to misrepresent, conceal and
suppress material facts from its enrollees about the coverage of elective

i




abortion under Anthem’s group OBGRx plans by failing to provide notice
on the enrollment form or accompanying materials whether the optional
abortion rider has been purchased:

% Anthem has and continues 10 misrepresent, conceal and
suppress material facts from its policyholders and applicants about the
coverage of elective abortion under Anthem’s group OBGRx plans by
failing to provide notice on the group application whether the optional
abortion rider has been purchased:;

k. Anthem has and continues to misrepresent, conceal and
suppress material facts from its enrollees about the coverage of elective
abortion under Anthem’s group OBGRx plans by failing to provide notice
on the enrollment form or accompanying materials of the enrollee’s right to
exclude coverage for abortion, if the optional rider has been purchased;

L. Anthem has and continues to misrepresent. conceal and
suppress material facts from its policyholders and applicants about the
coverage of elective abortion under Anthem’s group OBGRx plans, by
failing to provide notice on the group application of the enrollee’s right to
exclude coverage for abortion, if the optional rider has been purchased.

6. Consumers are being aggrieved by the violations listed in paragraph 5 in
that they are not being provided with facts and options regarding coverage for
contraceptives and elective abortions that the Missouri Legislature has required and
deemed material through its passage of §376.1199.

NOTICE REGARDING HEARING

7. Pursuant to §374.046.5, Respondents are hereby notified that they may
request a hearing on this Summary Cease and Desist Order before the Director of the
Department of Insurance, Financial Institutions and Professional Registration or his

designee and such hearing will be scheduled within five days after receipt of a request in

a record.
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STATEMENT REGARDING SEEKING OF
CIVIL PENALTIES OR COSTS

8. The Department of Insurance, Financial Institutions and Professional
Registration is seeking civil penalties and/or costs of the investigation in this matter
pursuant to §374.046, §374.049, §374.280, and §375.145.

ORDER

Based upon the foregoing and §374.046, RSMo, Healthy Alliance and HMO-MO.
are hereby ORDERED to cease and desist the continuation of its unlawful acts, practices,
omissions and courses of business and shall immediately cease and desist offering,
selling, soliciting, or negotiating, directly or indirectly, all OBGRx Plans, that are in
violation of §375.144, in any of the manners set forth in Paragraph 5 of this Summary

Cease and Desist Order.

IN WITNESS WHEREOF, I have hereunto set my hand and affixed the seal of my

Ak
office in Jefferson City, Missouri, this A day of November, 2012,

S __1\ v =
John M. Huff, Difector
Department of Insurance, Financial
Institutions and Professional Registration
State of Missouri

=




CERTIFICATE OF SERVICE

The undersigned hereby certifies that a true and correct copy of the foregoing was
served by certified mail, postage prepaid. on this | 4 day of November, 2012 to:

HEALTHY ALLIANCE LIFE
INSURANCE COMPANY

CT Corporation, Registered Agent
120 South Central Ave.

St. Louis, Missouri 63103

HMO MISSOURI, INC.

CT Corporation, Registered Agent
120 South Central Ave,

St. Louis, Missouri 63105

N /A y /;.(
>X_. U_.-\-j,_ 4 /Q//é/ e




IN THE DEPARTMENT OF INSURANCE, FINANCIAL INSTITUTIONS &
PROFESSIONAL REGISTRATION

STATE OF MISSOURI

In Re: )

)

HEALTHY ALLIANCE LIFE )
INSURANCE COMPANY, ) Case No. C121106581

)

and )

)

HMO MISSOURI, INC. )

ORDER TO SHOW CAUSE

TO: HEALTHY ALLIANCE LIFE INSURANCE COMPANY and
HMO MISSOURI, INC.

BEFORE me, John M. Huff, Director of the Missouri Department of Insurance,
Financial Institutions (“Director”™), is the Division of Insurance Market Regulation’s
Verified Statement of Charges and Request for Orders (“Verified Petition™). One of the
requested orders is an Order to Show Cause why the relief requested in the Verified
Petition shoul d not be granted. Based on the allegations contained in the Verified
Petition and the Exhibits attached thereto, which constitute substantial and competent
evidence, | hereby enter the following Order to Show Cause directed to Healthy Alliance
Life Insurance Company and HMO Missouri, Inc.. pursuant to §374.046, RSMo Supp.
2012;

You are hereby notified that a public hearing will be held on the Verified

Statement of Charges filed by the Division of Market Regulation accompanying this




Order before me or my designee on February 4, 2013, at 9:00 a.m., in Room 530 of the

Harry S. Truman State Office Building, 301 West High Street. Jefferson City, Missouri,

at which time you are ordered to show cause why the Director should not:

A.

Issue a final order finding that Healthy Alliance Life Insurance Company
and HMO Missouri, Inc. (hereinafier collectively referred to as “Anthem™)
have engaged in acts, practices, omissions or courses of business
constituting a violation of the laws of this state relating to insurance in
Chapters 354 or 374 to 385, including violations of §§375.144, 375.934,
376.1199;
Issue a final order requiring Anthem to cease and desist offering, selling,
soliciting, or negotiating, directly or indirectly, all non-compliant health
benefit plans that provide obstetrical/gynecological benefits and
prescription drug benefits (hereinafter referred to as "OBGRx Plans™);
Issue a final order requiring Anthem to cease and desist using application
forms, application processes, enrollment forms or accompanying materials
to the enrollment forms and all other forms or processes that are not in
compliance with §376.1199;
Issue a final curative order requiring Anthem to:

i. Offer and issue OBGRx Plans that exclude coverage for

contraceptives if such coverage is contrary to the moral, ethical or

religious beliefs or tenets of the person or entity;




ii.

1,

For policies purchased since October 12, 2012. to take the following

actions:

2

. Provide notice to all enrollees as to whether coverage for

contraceptives is included or not;

. For enrollees whose OBGRx health benefit plan includes

coverage for contraceptives, allow enrollees to opt out of such
coverage if it is contrary to the enrollee’s moral, ethical, or

religious beliefs:

. For enrollees whose OBGRx group health benefit plan does

not include coverage for contraceptives, allow enrollees to
purchase coverage for contraceptives;

Provide notice to enrollees in an OBGRx group health benefit
plan as to whether an optional rider for elective abortion has

been purchased by the group policyholder: and

. For enrollees whose OBGRx group health benefit plan

includes coverage for elective abortion, allow enrollees to
exclude and not pay for coverage for elective abortion if it is

contrary to the enrollee’s moral, ethical, or religious beliefs.

For policies intended to be marketed. issued, or sold in the State of

Missouri, submit to the Director for review and approval policies,

enrollment forms or accompanying materials to the enrollment forms

and group health benefit plan application forms, contracts or any

s




accompanying materials to the enrollment form that meet the

following statutory requirements:

1.

Provide notice to all enrollees as to whether or not their health
benefit plan includes coverage for contraceptives:

For enrollees whose health benefit plan includes coverage for
contraceptives, allow enrollees to opt out of such coverage if
it is contrary to the enrollee’s moral, ethical, or religious
beliefs;

For enrollees whose group health benefit plan does not
include coverage for contraceptives, allow enrollees to
purchase coverage for contraceptives;

Provide notice to enrollees in a group health benefit plan as to
whether an optional rider for elective abortion has been

purchased by the group policyholder; and

. For enrollees whose group health benefit plan includes

coverage for elective abortion, allow enrollees to exclude and
not pay for coverage for elective abortion if it is contrary to

the enrollee’s moral, ethical, or religious beliefs.

E. Issue a final order imposing monetary penalties or forfeitures pursuant to

§374.046, §374.049, §374.280 and §375.145. RSMo 2000.



F, Issue a final order requiring the payment of the actual costs of the
investigation and the actual costs of this proceeding pursuant to §374.046.8 and the
reasonable costs of the investigation pursuant to §374.046.1(4).

G. Such other relief as the Director deems just and appropriate.

Pursuant to 20 CSR 800-1.060 (1) (A), you are hereby notified of your obligation
to file an Answer to the Division’s Verified Statement of Charges within thirty days of
receipt of this Order unless a request for additional time is granted. Pursuant to 20 CSR
800-1.030 (4), a prehearing conference may be ordered. If either party wishes a
prehearing conference, a request for the same shall be filed.

IN WITNESS WHEREOF, I have hereunto set my hand and affixed the seal of my

i
office in Jefferson City, Missouri, this /i day of November 2012,

— ‘—‘H.,AM_AF""—

John M. H'Jﬁ',*D'h'gctor
Department of Insurance, Financial
Institutions and Professional Registration
State of Missouri




CERTIFICATE OF SERVICE

The undersigned hereby certifies that a true and accurate copy of the following
Order to Show Cause was served by certified mail. post prepaid, this ], day of
November, 2012, to:

HEALTHY ALLIANCE LIFE
INSURANCE COMPANY

CT Corporation, Registered Agent
120 South Central Ave.

St. Louis, Missouri 63103

HMO MISSOURLI, INC.

CT Corporation, Registered Agent
120 South Central Ave.

St. Louis, Missouri 63105

N < /
)S/_T]__r Jﬁf _}L ,*U;LZ;{?,




IN THE DEPARTMENT OF INSURANCE, FINANCIAL
INSTITUTIONS AND PROFESSIONAL REGISTRATION
STATE OF MISSOURI

In Re:

HEALTHY ALLIANCE LIFE
INSURANCE COMPANY

Serve: CT Corporation
120 South Central Ave.
St. Louis, Missouri 63105

and
HMO MISSOURI, INC.
Serve: CT Corporation

120 South Central Ave.
St. Louais, Missouri 63105

)
)
)
)
)
)
)
)
)
)
)
)
)
)
)
)

FILED

NOV 0 6 2012

DIRECTORS OFFICE
MO. DEPT OF INSURANCE,
FINANCIAL INSTITUTIONS &
PROFESSIONAL REGISTRATION

Case No. C121106581

HEARING REQUESTED

VERIFIED STATEMENT OF CHARGES AND REQUEST FOR ORDERS

The Insurance Market Regulation Division (hereinafter “Division™) of the Missouri

Department of Insurance, Financial Institutions and Professional Registration (hereinafter

“Department™), by and through counsel. requests that John M. Huff. the Director of the

aforementioned Department (hereinafter the “Director”™), find that Healthy Alliance Life

Insurance Company and HMO Missouri, Inc. (hereinafter collectively referred to as “Anthem”)

have violated and are continuing to violate Missouri law relating to elective abortion and

contraceptive coverage, and, pursuant to §374.046 RSMo (Supp. 2012).' issue an order: 1) to

cease and desist violations of Missouri law: 2) directing Anthem to take curative action or other

necessary or appropriate action to comply with Missouri law: 3) requiring Anthem to pay a civil

penalty or forfeiture; 4) awarding the Division

the actual or reasonable costs of the

' All statutory references are 1o RSMo (Supp. 2012} unless otherwise indicated.




investigation and prosecution of this matter; and 5) providing such other relief, preliminary or
final, as is warranted against Anthem. including a) a Summary Cease and Desist Order, b) an
Order to show cause why the relief requested in this Verified Statement of Charges should not
be granted and, c) an Order appointing a hearing officer, all based on the violations contained in
the following Statement of Charges or as the same may be later amended.

JURISDICTION AND RELEVANT STATUTES

1. The jurisdiction of the Director to initiate and administer this proceeding is found in
§374.046 which provides, in part:

1. If the director determines based upon substantial and competent
evidence that a person has engaged, is engaging in or has taken a
substantial step toward engaging in an act, practice, omission, or course
of business constituting a violation of the laws of this state relating to
insurance in this chapter, chapter 354, and chapters 375 to 385, or arule
adopted or order issued pursuant thereto or that a person has materially
aided or is matenally aiding an act, practice, omission, or course of
business constituting a violation of the laws of this state relating to
insurance in this chapter, chapter 354, and chapters 375 to 385 or a rule
adopted or order issued pursuant thereto, the director may order the
following relief:

(1) An order directing the person to cease and desist from engaging in the
act, practice, omission, or course of business;

(2) A curative order or order directing the person to take other action
necessary or appropriate to comply with the insurance laws of this state;

(3) Order a civil penalty or forfeiture as provided in section 374.049: and

(4) Award reasonable costs of the investigation.

* x *

3. Unless the director determines that a summary order is appropriate
under subsection 4 of this section, the director shall provide notice of the
intent to initiate administrative enforcement by serving a statement of the
reasons for the action upon any person subject to the proceedings. A
statement of reasons, together with an order to show cause why a cease
and desist order and other relief should not be issued, shall be served

¥ ]




either personally or by certified mail on any person named therein. The
director shall schedule a time and place at least ten days thereafier for
hearing, and after notice of and opportunity for hearing to each person
subject to the order, the director may issue a final order under subsection
6 of this section.

4. If the director determines that sections 375.014, 375.144, or 375.310,
RSMo are being violated and consumers are being aggrieved by the
violations, the order issued under subdivision (1) of subsection 1 of this
section may be summary and be effective on the date of issuance. Upon
issuance of the order, the director shall promptly serve each person
subject to the order with a copy of the order and a notice that the order
has been entered.

X Pursuant to §374.280. the Director. after a hearing under §374.046, may order a

civil penalty or forfeiture payable to the state of Missouri authorized by §374.049.
3 Section 374.049 authorizes the Director to impose a monetary penalty or
forfeiture depending on the level of the violation for violations committed after August 28,

2006, and states in relevant part:

2. An order to impose a civil penalty or forfeiture. when imposed by the
director in an administrative proceeding under section 374.046 on a
person for any violation of the laws of this state relating to insurance in
this chapter, chapter 354 and chapters 375 to 385, RSMo or a rule
adopted or order issued by the director, shall be an order to pay an
amount not exceeding the following:

(1) No civil penalty or forfeiture for a level one violation;

(2) One thousand dollars per each level two violation, up to an aggregate
civil penalty or forfeiture of fifty thousand dollars per annum for
muitiple violations;

(3) Five thousand dollars per each level three violation, up to an aggregate
civil penalty or forfeiture of one hundred thousand dollars per annum
for multiple violations;

(4) Ten thousand dollars per each level four violation. up to an aggregate
civil penalty or forfeiture of two hundred fifty thousand dollars per
annum for multiple violations;

(3) Fifty thousand dollars per each level five violation, up to an aggregate
civil penalty or forfeiture of two hundred fifty thousand dollars per
annum for multiple violations.




5. Any violation of the laws of this state relating to insurance in this chapter,
chapter 354 and chapters 375 to 385, which is not classified or does not
authorize a specific range for a civil penalty or forfeiture for violations,
shall be classified as a level one violation.

*= *® *®

7. In any enforcement proceeding, the court, or director in administrative
enforcement, may enhance the civil penalty or forfeiture with a one-
classification step increase under this section, if the violation was knowing.
The court, or director in administrative enforcement, may enhance the civil
penalty or forfeiture with a two-level increase if the violation was
knowingly committed in conscious disregard of the law.

4, Section 375.144 provides:

It is unlawful for any person. in connection with the offer, sale,
solicitation or negotiation of insurance, directly or indirectly, to:

(1) Employ any deception, device. scheme, or artifice to defraud:

(2) As to any material fact, make or use any misrepresentation,
concealment, or suppression;

(3) Engage in any pattern or practice of making any false statement of
material fact; or

(4) Engage in any act, practice, or course of business which operates as a
fraud or deceit upon any person.

S. Under §375.145, the Director may issue such administrative orders as authorized
under §374.046 if he determines “that a person has engaged. is engaging in, or has taken a
substantial step toward engaging in an act, practice or course of business constituting a violation
of section 375.012 to 375.144." Pursuant to §375.145.1, violations of §375.144 are level four
violations under §374.049. Furthermore, §374.049.7, provides:
In any enforcement proceeding, the court, or director in administrative
enforcement, may enhance the civil penalty or forfeiture with a one-

classification step increase under this section, if the violation was
knowing. The court, or director in administrative enforcement, may




enhance the civil penalty or forfeiture with a two-level increase if the
violation was knowingly committed in conscious disregard of the law.

6. Missouri law defines actions which constitute unfair trade practices in the
business of insurance. Specifically, §375.936. RSMo (2000) defines “misrepresentations and
false advertising of insurance policies™ as “making, issuing, circulating, or causing to be made,
issued or circulated, any estimate, illustrations, circular or statement. sales prcsentation.,
omission or comparison which: (a) Misrepresents the benefits, advantages, conditions, or terms
of any policy”. An insurer commits an unfair trade practice if it commits a practice defined in
§375.936 and it is committed in conscious disregard of §§375.930 to 375.948 or regulations
promulgated thereunder, or is “committed with such frequency to indicate a general business
practice to engage in that type of conduct.”

i Each unfair trade practice in violation of §375.934 is a level two violation.
pursuant to §375.942.

8. Section 376.777, RSMo (2000) specifies that individual health insurance policies
must be approved or deemed approved before sold in Missouri. It provides in part:

7. Approval of policies.

(1) No policy subject to sections 376,770 to 376.800 shall be delivered or
issued for delivery lto any person in this state unless such policy,
including any rider, endorsement or other provisions, supplementary

thereto, shall have been approved by the director of the department of
insurance, financial institutions and professional registration.

* * *

(3) The director of the department of insurance, financial institutions and
professional registration shall approve only those policies which are in
compliance with the insurance laws of this state.

9. Section 376.405, RSMo (2000), specifies thar group health insurance policies

must be approved or deemed approved before sold in Missouri. In pertinent part it provides:

w



I. No insurance company licensed to transact business in this state shall
deliver or issue for delivery in this state any policy of group accident or
group health insurance, or group accident and health insurance, including
insurance against hospital. medical or surgical expenses, covering a
group in this state, unless such policy form shall have been approved by
the director of the department of insurance, financial institutions and
professional registration of the state of Missouri.

TR

3. The director of the department of insurance, financial institutions and
professional registration shall approve only those policy forms which are
in compliance with the insurance laws of this state. . ..

10.  Section 354.405 outlines requirements related to the filing and approval of forms

by the Director for Health Maintenance Organizations:

4. Every health maintenance organization shall file with the director notice
of its infention to modify any of the procedures or information described
in and required to be filed by this section. Such changes shall be filed with
the director prior to the actual modification. If the director does not
disapprove the modification within forty-five days of filing. citing specific
reasons for noncompliance, such modification shall be deemed approved.
[f a filing that is deemed approved is a document described in subdivision
(4), (3) or (6) of subsection 3 of this section, the director shall not
disapprove the deemed filing for a period of twelve months thereafter. If at
any time during that twelve-month period the director determines that any
provision of the deemed filing is contrary to state law, the director shall
notify the health maintenance organization of the specific provision that is
contrary to state law, and any specific statute to which the provision is
contrary to, and request that the health maintenance organization file,
within thirty days of receipt of the request, an amendment form that
modifies the provision to conform to the state law. Upon approval of the
amendment form by the director, the health maintenance organization
shall issue a copy of the amendment to each individual and entity to which
the deemed filing was previously issued and shall attach a copy of the
amendment to the deemed filing when it is subsequently issued. Such
amendment shall have the force and effect as if the amendment was in the

original filing or policy.



1. Section 376.1199 outlines specific requirements for health carriers or health
benefit plans that provide obstetrical/gynecological benefits and prescription drug benefits
(hereinafter referred to as “OBGRx Plan”). Specifically, §376.1199 provides:

Each health carrier or health benefit plan that offers or issues health benefit
plans providing obstetrical/gynecological benefits and pharmaceutical coverage,
which are delivered, issued for delivery, continued or renewed in this state on or
after January 1, 2002, shall:

= = =

(4) If the health benefit plan also provides coverage for pharmaceutical
benefits, provide coverage for con traceptives either at no charge or at the
same level of deductible, coinsurance or co-payment as any other covered

drug.

6. Any health benefit plan issued pursuant to subsection 1 of this section
shall provide clear and conspicuous written notice on the enrollment form
or any accompanying materials to the enrollment form and the group
health benefit plan application and contract:

(1) Whether coverage for contraceptives is or is not included:

(2) That an enrollee who is a member of a group health benefit plan with
coverage for contraceptives has the right to exclude coverage for
contraceptives if such coverage is contrary to his or her moral, ethical or
religious beliefs:

(3) That an enrollee who is a member of a group health benefit plan
without coverage for contraceptives has the right to purchase coverage
for contraceptives;

(4) Whether an optional rider for elective abortions has been purchased
by the group contract holder pursuant to section 376.805: and

(5) That an enrollee who is a member of a group health plan with
coverage for elective abortions has the right 10 exclude and not pay for
coverage for elective abortions if such coverage is contrary to his or her
moral, ethical, or religious beliefs.

For purposes of this subsection. if new premiums are charged for a
contract, plan, or policy, it shall be determined to be a new contract, plan,
or policy.

o |




12, Section 376.1199 does not assign a level for violations and therefore. a violation

of §376.1199 is a Level | violation pursuant to §374.049.5, subject to enhancement pursuant to

§374.049.7.

FACTS RELEVANT TO ALL COUNTS

13. John M. Huff is the duly appointed Director of the Missouri Department of
[nsurance, Financial Institutions and Professional Registration whose duties purshant to
Chapters 354, 374, 375, 376, and 379 include supervision, regulation, and discipline of health
INSurance carriers.

14.  The Insurance Market Regulation Division is a division of the Department of
Insurance, Financial Institutions and Professional Registration whose duties include review of
policy forms for compliance with Missouri law as well as market conduct examinations and
investigation of insurance company practices.

I5.  Healthy Alliance Life Insurance Company (hereinafter “Healthy Alliance”) is a
domestic life and health insurance company organized pursuant to the laws of the state of
Missouri and transacting insurance business in the state of Missouri pursuant to a Certificate of
Authority issued by the Director.

16.  HMO Missouri, Inc. (hereinafier “HMO-MO™), is a domestic health maintenance
organization organized pursuant to the laws of the state of Missouri and transacting insurance
business in the state of Missouri pursuant to a Certificate of Authority issued by the Director.

17.  Healthy Alliance and HMO-MO are health carriers that offer and issue OBGRx

plans in the state of Missouri.



18.  The Missouri General Assembly voted 1o override the Governor’s veto of CCS

HCS S8 SB 749 on September 12, 2012 and thereby imposed regulatory burdens on some
insurance companies in the form of new requirements for health insurance policies and forms.

19.  The provisions of §376.1199, as amended in CCS HCS SS SB 749, became
effective on October 12, 2012, pursuant to §21.250, RSMo.

20.  CCS HCS S8 SB 749 revised §376.1199.4 to specify that any health carrier shall
offer and issue an OBGRXx health benefit plan excluding contraceptives, when coverage for
contraceptives is contrary to the moral, ethical. or religious beliefs or tenets of the individual or
entity purchasing the OBGRx Plan, if requested after proper notice.

2. CCS HCS SS SB 749 revised §376.1199.6 to specify additional notice
requirements on the group health plan application forms, in addition to the group health plan
enrollment forms, accompanying materials, and contracts related to coverage for contraceptives.

22, CCS HCS S8 SB 749 revised §376.1199.6 to specify additional requirements for
health carriers to notify enrollees if the group policyvholder purchased an optional elective
abortion rider. If the optional elective abortion rider was purchased. then the health carrier is
additionally required to provide the enrollee notice as to their right to exclude and not pay for
this coverage if such coverage is contrary to the enrollee’s moral, ethical, or religious beliefs.

23.  The Department issued Insurance Bulletin 12-02 on September 14, 2012,
notifying insurers that the General Assembly voted to override the Governor's veto of CCS
HCS SS SB 749. A true and correct copy of Bulletin 12-02 is attached hereto as Exhibit A

24.  The Department issued Insurance Bulletin 12-03 on October 12. 2012, notifying

insurers of the requirements of §376.1199, as amended, and reminding insurers of the October

Y



12, 2012 effective date of those amendments. A true and correct copy of Insurance Bulletin 12-

Ly &L

03 is attached hereto as Exhibit B,

25.  Upen information and belief of possible non-compliance with the newly revised
provision of §376.1199, the Division accessed Anthem’s web site on October 15. 16, 17, 18, 19.
24,25, and 31, 2012.

26.  On October 17, 2012, the Division accessed the “Agent Home” portion of
Anthem’s web site, and was able to download application and enrollment forms and
accompanying materials to the enrollment form for large and small group employers. The
forms downloaded include: “Enrollment Application,” “Employee Change Form Application.”
and “Employer Application” for both large and small employer groups. A true and correct copy
of the forms accessed is attached hereto as Exhibit C.

27.  The application and enrollment forms contained within Exhibit C are used for
group OBGRx Plans, including plans underwritten by both Healthy Alliance and HMO-MO

28.  Upon information and belief, the forms contained within Exhibit C are for large
and small group health benefit plans for which Anthem proposes to provide coverage for
obstetrical/gynecological services as well as pharmaceuticals.

29.  The group enrollment and application forms contained within Exhibit C are
currently available on Anthem’s web site for producers to access in order to sell such products
to emplovers.

30.  The group enrollment and application forms contained within Exhibit C did not
reflect an offer of coverage excluding contraceptives.

31. On October 31, 2012, the Division accessed the Employer self-service portal on

Anthem's website and downloaded a form entitled “Contraceptive Benefits Option Form.”




Form Number 23330MOMENABS 8/11. A true and correct copy of the form accessed is

attached as Exhibit D.

32.  The Contraceptive Benefits Option Form allows individual enrollees to change
their contraceptive benefit coverage by choosing to exciude contraceptives if their health benefit
plan includes benefits for contraceptive drugs and devices, or to include contraceptive drugs and
devices if their health benefit plan excludes such coverage. The form specifies that it is to be
retumed directly to Anthem.

33.  The Contraceptive Benefits Option Form fails to notify the enrollees whether
contraceptives are included or not in their health benefit plan.

34, Upon information and belief, the Contraceptive Benefits Option Form appears to
be the only document or material which may constitute “accompanying materials to the
enrollment form™ under §376.1199.6.

A5, On October 31, 2012, the Division accessed Anthem’s website and downloaded
an application for Individual Health Insurance Coverage. A true and correct copy of the
application is attached hereto as Exhibit E.

36.  The application form contained within Exhibit E is for an individual health
benefit plan for which Anthem proposes to provide coverage for obstetrical/gvnecological

services as well as pharmaceuticals,

37.  The application form contained within Exhibit E is used for individual OBGRx
Plans, including plans underwritten by both Healthy Alliance and HMO-MO.

38.  Through the application form, Anthem presented coverage options to the
Division, including cost-sharing options, dental coverage, vision coverage, a maternity rider, an

autism rider, and life insurance.




39.  Anthem did not offer a Plan excluding coverage for contraceptives through its

application form,

40.  Missouri law requires health carriers to issue to any person or entity purchasing
an OBGRx Plan, a Plan that excludes coverage for contraceptives if the use of contraceptives is
contrary to the moral, ethical or religious beliefs or tenets of the person or entity pursuant to
§376.1199.

4] Missouri law, pursuant to §376.1199.6, requires OBGRx Plans to provide “clear
and conspicuous written notice™ on the enrollment form or accompanying materials, the group
health benefit plan application, and the group health benefit plan contract related to coverage for
contraceptives

42, The OBGRx Plans offered for sale by Healthy Alliance and HMO-MO do not
comply with §376.1199,

45. The Division has reviewed form filing submissions made via the System for
Electrenic Rate and Form Filing (hereinafier “SERFF™) system. The Division has been unable
to locate any application or enrollment form. or accompanying materials to an enrollment form
submitted by Anthem for the Department’s review and approval that complies with the
amendments to §376.1199.

44.  This proceeding is in the public interest.

COUNTI

Anthem has failed to offer individual health benefit plans excluding coverage for
contraceptives, as required by §376.1199,

4s. The Division incorporates and re-alleges paragraphs 1 through 44 of this

Veriiied Statement of Charges.




46.  As reflected in Exhibit E, Anthem has violated §376.1199.4 by not offering
individual OBGRx Plans that exclude coverage for contraceptives, if the use or provision of
contraceptives is contrary to the moral, ethical, or religious beliefs or tenets of the individual.

47.  Each of Anthem’s failures to offer an applicant an individual OBGRx Plan
excluding coverage for contraceptives is a separate violation of §376.1199.4,

48,  Each violation of §376.1199.4 is a Level | violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNTII
Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to the coverage of contraceptives in connection with the
offer or solicitation of individual health benefit plans in violation of §375.144(2).

49.  The Division incorporates and re-alleges Paragraphs 1 through 48 of this
Verified Statement of Charges.

50. Anthem has violated §375.144(2), RSMo (2000) by making or using
misrepresentation, concealment, or suppression as to any material fact in connection with the
offer, sale, solicitation or negotiation of individual health benefit plans directly or indirectly, by
engaging in the acts, practices, omissions or course of business relating to insurance described
herein.

51.  The requirements of §376.1199.4 establish that making an offer of coverage of

an OBGRx plan that excludes coverage for contraceptives is a fact which is material 1o the

purchase of individual OBGRx Plans.
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52. Anthem has and continues to misrepresent, conceal and suppress material facts
from its policyholders and applicants, to wit, applicants’ and policyholders’ right under
Missouri law to purchase an OBGRx Plan that excludes coverage for contraceptives, if the
coverage of contraceptives is contrary to the policyholder or applicant’s moral, ethical, or
religious beliefs or tenets.

53.  Each instance in which Anthem made or used misrepresentation, concealment, or
suppression as to any material fact in connection with the offer, sale, solicitation or negotiation
of individual health benefit plans is a separate violation of §375.144(2).

54.  Each violation of §375.144(2) committed on or after August 28. 2006 is a Level
4 violation pursuant to §374.049 and is subject to enhancement pursuant to §374.049.7, to the
extent such violations were knowing, and subject to further enhancement because such
violations were knowingly committed in conscious disregard of the law.

COUNT II

Anthem has failed to offer group health benefit plans excluding coverage for
contraceptives, as required by §376.1199.

55. The Division incorporates and re-alleges paragraphs | through 54 of this
Verified Statement of Charges.

56.  As reflected in Exhibit C, Anthem has violated §376.1199.4 by failing to offer
group OBGRx Plans that exclude coverage for contraceptives, if the use or provision of
contraceptives is contrary to the moral, ethical, or religious beliefs or tenets of the group
policyholder.

57.  Anthem's application forms for large and small group health insurance are not in
compliance with §376.1199.4 in that they do not include an option that would allow small or

large group employers the ability to choose to exclude coverage for contraceptives.
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58.  Each instance where Anthem failed to offer group applicants an OBGRx Plan

excluding coverage for contraceptives is a separate violation of §376.1199.4.

59.  Each violation of §376.1199.4 is a Level 1 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT IV
Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to the coverage of contraceptives in connection with the

offer or solicitation of group health benefit plans in violation of §375.144(2).

60.  The Division incorporates and re-alleges Paragraphs 1 through 59 of this
Verified Statement of Charges.

61.  As reflected in Exhibit C. Anthem has violated §375.144(2) by making or using
misrepresentation, concealment, or suppression as to any material fact in connection with the
offer, sale, solicitation or negotiation of group health benefit plans directly or indirectly, by
engaging in the acts, practices, omissions or course of business relating to insurance described
herein

62.  The requirements of §376.1199.4 establish that making an offer of coverage of
an OBGRx plan that excludes coverage for contraceptives is a fact which is material to the
purchase of group OBGRx Plans.

63.  As reflected in Exhibit C, Anthem’s application forms for large and small group
health insurance are not in compliance with §376.1199.4 in that they do not include an option

that would allow small or large group employers the ability to choose to exclude coverage for

contraceptives.
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64.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its policyholders and applicants, to wit. applicants and policyholders have a right under
Missouri law to purchase an OBGRx Plan that excludes coverage for contraceptives. if the
coverage of contraceptives is contrary to the policvholder or applicant’s moral, ethical, or
religious beliefs or tenets,

65.  Each instance in which Anthem made or used misrepresentation, concealment or
suppression as to any material fact in connection with the offer, sale, solicitation or negotiation
of group health benefit plans is a separate violation of §375.144(2).

66. Each violation of §375.144(2) is subject to the imposition of a forfeiture and. if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant o §374.049.7, to the extent such violations were knowing, and

subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.

COUNT YV
Anthem has failed to provide clear and conspicuous written notice regarding coverage for
contraceptives on enrollment forms or accompanying materials to the enrollment form. as
required by §376.1199.6(1).

67.  The Division incorporates and re-alleges paragraphs | through 66 of this
Verified Statement of Charges.

68.  As reflected in Exhibits C and D, Anthem has violated §376.1199.6(1) regarding
OBGRx Plans by failing to provide clear and conspicuous writien notice on the enrollment form

or accompanying materials to the enrollment form “whether coverage for contraceptives is or is

not included.”




69.  As reflected in Exhibits C and D, neither the small group nor the large group

plan enrollment form or accompanying materials to the enrollment form include clear and
conspicuous notice to the enrollee as to whether or not coverage for contraceptives is included.

70. Each of Anthem's failures to inform enrollees of the coverage for contraceptives
under a group OBGRx Plan is a separate violation of § 376.1199.6(1).

71.  Each violation of §376.1199.6(1) is a Level | violation pursuant to §374.049 and
is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,
and subject to further enhancement because such violations were knowingly committed in
conscious disregard of the law.

COUNT VI
Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to written notice regarding coverage of contraceptives on
enrollment forms or accompanying materials to the enrollment form in connection with
the offer or solicitation of group health benefit plans in violation of §375.144(2).

72.  The Division incorporates and re-alleges Paragraphs 1 through 71 of this
Verified Statement of Charges.

73.  Anthem has wviolated §375.144(2) by making or using misrepresentation,
concealment, or suppression as to any material fact in connection with the offer, sale,
solicitation or negotiation of group health insurance directly or indirectly, by engaging in the
acts, practices, omissions or course of business relating to insurance described herein.

74.  The requirements of §376.1199.6 have established that notice of the existence of
coverage for contraceptives under group OBGRx Plans and each enrollee’s right to exclude

coverage, is a fact that is material to those seeking to be covered under group health benefit

plans,



75.  As demonstrated by Exhibits C and D, Anthem’s enrollment form and
accompanying materials to the enrollment form for large and small group health insurance are
not in compliance with §376.1199.6(1) in that they fail to provide clear and conspicuous notice
of whether or not coverage for contraceptives is included under the group OBGRx Plan.

76.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its enrollees about the coverage of contraceptives under Anthem's group OBGRx Plans.

77.  Each instance in which Anthem made or used misrepresentation, concealment, or
suppression as to any material fact in connection with the offer, sale, solicitation, or negotiation
of group health benefit plans is 2 separate violation of §375.144(2).

78. Each violation of §375.144(2) is subject to the imposition of a forfeiture, and, if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such w‘ola':ions were knowingly committed in conscious

disregard of the law.

COUNT VII
Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives, in violation of §375.936(6)(a)

79.  The Division incorporates and re-alleges paragraphs 1 through 78 of this
Verified Statement of Charges.

80.  The failure 1o provide clear and conspicuous written notice regarding the

coverage for contraceptives on the enrollment form or accompanying materials to the

enrollment form also constitutes a violation of §375.934 in that it is an unfair trade practice,
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which is defined in §375.936(6)(a) to include an omission which misrepresents the benefits,
advantages, conditions, or terms of a group health benefit plan.

81.  Each mstance in which Anthem made misrepresentations of insurance policies
by making an omission that misrepresents the benefits, advantages. conditions, or terms of a
group health benefit plan is a separate violation of §375.934.

82.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT VI1II
Anthem has failed to provide clear and conspicuous written notice regarding for
coverage for contraceptives on applications for group health benefit plans, as
required by §376.1199.6(1)

83.  The Division incorporates and re-alleges paragraphs | through 82 of this
Verified Statement of Charges.

84.  As reflected in Exhibit C. Anthem has violated §376.1199.6(1) regarding
OBGRx Plans by failing to provide clear and conspicuous written notice on the group health
benefit application “whether coverage for contraceptives is or is not included.”

85.  Each of Anthem’s failures to inform applicants and policyholders whether or not
coverage for contraceptives is included in a group OBGRx Plan is a separate violation of
§376.1199.6(1).

86.  Each violation of §376.1199.6(1) is a Level | violation pursuant to §374.049 and

is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,



and subject to further enhancement because such violations were knowingly committed in

conscious disregard of the law.

COUNT IX
Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to written notice regarding coverage of confraceptives on
application forms in connection with the offer or solicitation of group health benefit plans
in violation of §375.144(2).

87.  The Division incorporates and re-alleges Paragraphs 1 through 86 of this
Verified Statement of Charges.

88.  As demonstrated by Exhibit C, Anthem has violated §375.144(2) by making or
using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer, sale, solicitation or negofiation of group health insurance directly or indirectly, by
engaging in the acts, practices, omissions or course of business relating to insurance described
herein.

89.  The requirements of §376.1199.6 establish that the existence of coverage for
contraceptives under group OBGRX Plans is a fact that is material to those seeking to purchase
group health benefit plans.

90.  As demonstrated by Exhibit C, Anthem's application forms for large and small
group health insurance are not in compliance with §376.1199 in that they fail to provide clear
and conspicuous notice of whether or not coverage for contraceptives is included under the
group OBGRx Plan.

91.  Anthem has and continues to misrepresent. conceal and suppress material facts

from its policyholders and applicants about the coverage of contraceptives under Anthem’s

group OBGRx Plans.



92.  Each instance in which Anthem made or used misrepresentation, concealment, or
suppression as to any material fact in connection with the offer, sale, solicitation or negotiation
of group health benefit plans is a separate violation of §375.144(2).

93.  Each violation of §375.144(2) is subject to the imposition of a forfeiture and, if
committed on or after August 28, 2006 is a Level 4 violation pursuant to § 374.049 and 1s
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNTX
Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives.

94.  The Division incorporates and re-alleges paragraphs | through 93 of this
Verified Statement of Charges.

95. The failure to provide clear and conspicuous notice regarding coverage for
contraceptives on applications for group health benefit plans also constitutes a violation of
§375.934 in that it is an unfair trade practice, which is defined in §375.936(6)(a) to include an
omission which misrepresents the benefits, advantages, conditions, or terms of a group health
benefit plan.

96.  Each instance in which Anthem made misrepresentations of insurance policies
by making an omission that misrepresents the benefits, advantages, conditions, or terms of a
group health benefit plan is a separate violation of §375.934.

97.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is

subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
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subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.

COUNT X1
Anthem has failed to provide clear and conspicuous notice on the enrollment form or
accompanying materials to the enrollment form regarding an enrollee’s right to reject
coverage for contraceptives if such coverage is included in the group health benefit plan,
as required by §376.1199.6(2)

98.  The Division incorporates and re-alleges paragraphs 1 through 97 of this
Verified Statement of Charges.

99.  As demonstrated by Exhibit C. Anthem has violated §376.1199.6(2) regarding
OBGRx Plans by failing to provide clear and conspicuous written notice on the enrollment form
or accompanying materials to the enrollment form of the enrollee’s right to reject coverage for
contraceptives, if such coverage is included in the group OBGRx Plan.

100.  Each of Anthem’s failures to inform enrollees of their right to reject the coverage
for contraceptives under a group OBGRx Plan is a separate violation of §376.1199.6(2).

101.  Each violation of §376.1199.6(2) is a Level 1 violation pursuant to §374.049 and
is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,
and subject 10 further enhancement because such violations were knowingly committed in
conscious disregard of the law.

Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to the enrollee’s right to reject coverage for contraceptives if

such coverage is included in the group health benefit plan in violation of §375.144(2).

102. The Division incorporates and re-alleges Paragraphs | through 101 of this

Verified Statement of Charges.
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103.  As demonstrated by Exhibit C, Anthem has violated §375.144(2) by making or
using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer. sale, solicitation or negotiation of group health insurance directly or indirectly, by
engaging in the acts, practices, omissions or course of business relating 1o insurance described
herein.

104.  The requirements of §376.1199.6 have established that the existence of coverage
for contraceptives and elective abortions under group OBGRx Plans is a fact which is material
to those seeking to be covered under group health benefit plans.

105. As demonstrated by Exhibit C, Anthem’s enrollment forms or accompanying

materials to the enrollment forms for large and small group health insurance are not in

compliance with §376.1199.6 in that they fail provide clear and conspicuous notice that

enrollees have the option to reject coverage for contraceptives, if such coverage is purchased by
their employer.

106.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its enrollees about the coverage of contraceptives under Anthem'’s group OBGRx Plans.

107, Each of Anthem’s failures to inform enrollees of their right to reject coverage for
contraceptives, if provided under a group OBGRx Plan is a separate violation of §375.144(2).

108.  Each violation of §375.144(2) is subject to the imposition of a forfeiture and. if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.



COUNT XTI

Anthem has violated §375.934, engaging in unfair trade practices defined in §376.936(6)(a)

by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives.

109. The Division incorporates and re-alleges paragraphs 1 through 108 of this

Verified Statement of Charges.

110.  The failure to provide clear and conspicuous notice on the enrollment forms or

accompanying materials 1o the enrollment forms of the enrollee’s right to reject contraceptive
coverage also constitutes a violation of §375.934 in that it is an unfair trade practice. which is
defined in §375.936(6)(a) to include an omission which misrepresents the benefits, advantages,
conditions, or terms of a group health benefit plan..

111.  Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

112, Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.

COUNT X1V
Anthem has failed to provide clear and conspicuous notice on application forms regarding
an enrollee’s right to reject coverage for contraceptives if such coverage is included in the
group health benefit plan, as required by §376.1199.6(2)
115.  The Division incorporates and re-alleges paragraphs 1 through 112 of this

Verified Statement of Charges.



114.  As demenstrated by Exhibit C, Anthem has violated §376.1199.6(2) regarding

OBGRx Plans by failing to provide clear and conspicuous written notice on the group health

benefit application of the enrollee’s right to reject coverage for contraceptives, if such coverage

is included in the group health benefit plan.
115. Each of Anthem’s failures to inform applicants and policyholders of the
enrollee’s right to coverage for contraceptives under a group OBGRx Plan is a separate

violation of § 376.1199.

116.  Each violation of §376.1199 is a Level 1 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XV
Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to the enrollee’s right to reject coverage for contraceptives if
such coverage is included in the group health benefit plan in violation of §375.144(2).

117. The Division incorporates and re-alleges Paragraphs 1 through 116 of this
Verified Statement of Charges.

118.  As demonstrated by Exhibit C, Anthem has violated §375.144(2) by making or
using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer, sale, solicitation or negotiation of group health insurance directly or indirectly, by

engaging in the acts, practices, omissions or course of business relating to insurance described

herein.
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119.  The requirements of §376.1199.6 have established that the existence of coverage
for contraceptives and elective abortions under group OBGRx Plans is a fact which is material

to those seeking to purchase group health benefit plans.

120.  As demonstrated by Exhibit C, Anthem’s application forms for large and small

group health insurance are not in compliance with §376,1199.6(2) in that they fail to provide

clear and conspicuous notice that enrollees have the option to reject coverage for contraceptives,
if such coverage is purchased by their emplover.

121.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its policyholders and applicants about the coverage of contraceptives under Anthem’s

group OBGRx Plans.

122, Each of Anthem’s failures to inform applicants and policyholders of the right of
an enrollee to reject coverage for contraceptives, if provided under a group OBGRx Plan is a
separate violation of §375.144(2).

123.  Each violation of §375.144(2) is subject to the imposition of a forfeiture and, if
committed on or after August 28, 2006 is a Level 4 violation pursuant to $374.049 and is
subject to enhancement pursuant to §374.049.7. to the extent such violations were knowing, and

subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.



COUNT XV1

Anthem has violated §375.934, engaging in unfair trade practices defined in §376.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives.

124.  The Division incorporates and re-alleges paragraphs | through 123 of this
Verified Statement of Charges.

125.  The failure to provide clear and conspicuous notice on application forms of an
enrollee’s right to reject contraceptive coverage also constitutes a violation of §375.934 in that
it is an unfair trade practice, which is defined in §375.936(6)(a) to include an omission which
misrepresents the benefits, advantages, conditions, or terms of a group health benefit plan.

126.  Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

127.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and

subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.

COUNT XVII

Anthem has failed to provide clear and conspicuous notice on enrollment forms or
accompanying materials to the enrollment form regarding an enrollee’s right to purchase
coverage for contraceptives if such coverage is not included in the group health benefit
plan as required by §376.1199,

128. The Division incorporates and re-alleges paragraphs 1 through 127 of this

Verified Statement of Charges.
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129, As demonstrated by Exhibit C, Anthem has violated §376.1199.6(3) regarding

large and small group OBGRx Plans by failing to provide clear and conspicuous written notice
on the enrollment form or accompanying materials to the enrollment form “that an enrollee who
is a member of a group health benefit plan without coverage for contraceptives has the right to
purchase coverage for contraceptives.”

130.  Each of Anthem’s failures to inform enrollees of the right to purchase otherwise
excluded coverage for contraceptives under a group OBGRx Plan is a separate violation of
§376.1199.

131.  Each violation of §376.1199 is a Level 1 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XVIN

Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to providing notice on the enrollment form or accompanying
materials to the enrollment form of an enrollee’s right to purchase coverage for
contraceptives if such coverage is not included in the group health benefit plan in violation
of §375.144(2).

132.  The Division incorporates and re-alleges Paragraphs | through 131 of this
Verified Statement of Charges.

133, As demonstrated by Exhibit C, Anthem has violated §375.144(2) by making or
using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer, sale, solicitation or negotiation of group health insurance directly or indirectly, by

engaging in the acts, practices. omissions or course of business relating to insurance described

herein.



134. The requirements of §376.1199.6 have established that the existence of coverage

of contraceptives under group OBGRx Plans is a fact which is material to those seeking to be

covered under said Plan.

135, As demonstrated by Exhibit C, Anthem's enrollment form or accompanying

materials to the enrollment form for large and small group health insurance are not in

compliance with §376.1199.6(3) in that they fail to provide clear and conspicuous notice that

enrollees have the option to purchase coverage for contraceptives, if such contraceptive

coverage is excluded by their employer.

136. Anthem has and continues to misrepresent, conceal and suppress material facts

from its enrollees about the coverage of contraceptives under Anthem’s group OBGRx Plans.

137.  Each instance in which Anthem made or used misrepresentation, concealment. or
suppression as to any material fact in connection with the offer, sale. solicitation or negotiation
of individual health benefit plans is a separate violation of § 375.144(2).

138.  Each violation of §375.144(2) is subject to the imposition of a forfeiture and, if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XIX
Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives.

139. The Division incorporates and re-alleges paragraphs 1 through 138 of this

Verified Statement of Charges.




140.  The failure to provide clear and conspicuous notice on the enrollment form or

accompanying materials to the enrollment form of enrollees’ right to purchase otherwise
excluded contraceptive coverage also constitutes a violation of §375.934 in that it is an unfair
trade practice, which is defined in §375.936(6)(a) to include an omission which misrepresents
the benefits, advantages, conditions, or terms of a group health benefit plan.

141.  Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

142.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XX
Anthem has failed to provide clear and conspicuous notice on application forms regarding
an enrollee’s right to purchase coverage for contraceptives if such coverage is not included
in the group health benefit plan as required by §376.1199.

143, The Division incorporates and re-alleges paragraphs 1 through 142 of this
Verified Statement of Charges.

144 As demonstrated by Exhibit C, Anthem has violated §376.1199.6(3) regarding
OBGRx Plans by failing to provide clear and conspicuous written notice on the group health
benefit application “that an enrollee whe is a member of a group health benefit plan without

coverage for contraceptives has the right 1o purchase coverage for contraceptives.”™
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145, [Each of Anthem’s failures to inform applicants and policyholders of the
enrollee’s right to purchase coverage for contraceptives under a group OBGRx Plan is a
separate violation of §376.1199.

146. Each violation of §376.1199.6(3) is a Level 1 violation pursuant to §374.049 and
is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,
and subject to further enhancement because such violations were knowingly committed in
conscious disregard of the law.

COUNT XXI
Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to providing notice on application forms of an enrollee’s
right to purchase coverage for contraceptives if such coverage is not included in the group
health benefit plan in violation of §375.144(2).

147. The Divisicn incorporates and re-alleges Paragraphs 1 through 146 of this
Verified Statement of Charges.

148. As demonstrated by Exhibit C, Anthem has violated §375.144(2) by making or
using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer, sale, solicitation or negotiation of group health insurance directly or indirectly, by
engaging in the acts, practices, omissions or course of business relating to insurance described
herein.

149,  The requirements of §376.1199.6 have established that the existence of coverage
of contraceptives under group OBGRx Plans is a fact which is material to those seeking
purchase said Plan.

150. As demonstrated by Exhibit C, Anthem’s application forms for large and small

group health insurance are not in compliance with §376.1199.6(3) in that they fail to provide




clear and conspicuous notice that enrollees have the option to purchase coverage for

contraceptives, if such contraceptive coverage is not purchased by their employer.

151.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its policyholders. and applicants, about the coverage of contraceptives under Anthem’s
group OBGRx Plans.

152, Each of Anthem’s failures to inform applicants and policyholders of the
enrollee’s right to purchase coverage for contraceptives, if coverage for contraceptives is not
included under a group OBGRx Plan is a separate violation of §375.144(2).

153. Each wviolation of § 375.144(2) is subject to the imposition of a forfeiture and. if
committed on or after August 28, 2006 is a Level 4 violation pursuant to § 374.049 and is
subject to enhancement pursuant to § 374.049.7, to the extent such violations were knowing,
and subject to further enhancement because such violations were knowingly committed in

conscious disregard of the law.

COUNT XXI1

Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives.

154. The Division incorporates and re-alleges paragraphs | through 1353 of this
Verified Statement of Charges.

155. The failure to provide clear and conspicuous notice on application forms
regarding otherwise excluded coverage for contraceptives also constitutes a violation of
§375.934 in that it is an unfair trade practice, which is defined in §375,936(6)(a) to include an

omission which misrepresents the benefits, advantages, conditions, or terms of a group health

benefit plan.
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136.  Each instance in which Anthem made misrepresentations of insurance policies

through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

157.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.

COUNT XXITI

Anthem has failed to provide clear and conspicuous written notice that the optional rider
for elective abortions has been purchased by the group contract holder on the enrollment
form or accompanying materials to the enrollment form or accompanying materials, as
required by §376.1199.6(4)

158. The Division incorporates and re-alleges paragraphs 1 through 157 of this
Verified Statement of Charges.

159. As demonstrated by Exhibits C and D, Anthem has violated §376.1199.6(4)
related to OBGRx Plans by failing to provide clear and conspicuous written notice on the
enrollment form or accompanying materials “whether an optional rider for elective abortions
has been purchased by the group contract holder pursuant to section 376.805.™

160. Each of Anthem’s failures to inform enrollees of the coverage for elective
abortion under a group OBGRx Plan is a separate viclation of §376.1199.6(4).

161. Each violation of §376.1199 is a Level 1 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7 1o the extent such violations were knowing, and

subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.



COUNT XXIV

Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to the purchase by the employer of an optional rider
covering elective abortion in connection with the offer or solicitation of group health
benefit plans in violation of §375.144(2).

162. The Division incorporates and re-alleges Paragraphs 1 through 161 of this
Verified Statement of Charges.

163. As demonstrated by Exhibits C and D, Anthem has violated §375.144(2) by
making or using misrepresentation, concealment, or suppression as to any material fact in
connection with the offer, sale, solicitation or negotiation of group health insurance directly or
indirectly. by engaging in the acts, practices. omissions or course of business relating to
insurance described herein.

164.  The requirements of §376.1199.6 have established that the existence of coverage
for elective abortions under group OBGRx Plans is a fact which is material to those seeking to
be covered under group health benefit plans.

165. As demonstrated by Exhibits C and D, Anthem’s enrollment form or
accompanying materials to the enrollment form for large and small group health insurance are
not in compliance with §376.1199.6(4) in that they fail to provide clear and conspicuous notice
to enrollees whether coverage for elective abortion is to be provided under the OBGRx Plan,
through the separate elective abortion rider purchased by their employer.

166. Anthem has and continues to misrepresent, conceal and suppress material facts
from its enrollees about the coverage of elective abortion under Anthem’s group OBGRx Plans.

167. Each of Anthem's failures to inform enrollees of the coverage for elective

abortion under a group OBGRx Plan is a separate violation of §375.144(2).
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168. Each violation of §375.144(2) is subject to the imposition of a forfeiture and. if

committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.
COUNT XXV

Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(2)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for contraceptives.

169. The Division incorporates and re-alleges paragraphs | through 168 of this
Verified Statement of Charges.

170. The failure to provide required notice to enrollees on the enrollment form or
accompanying materials to the enrollment form also constitutes a violation of §375.934 in that it
is an unfair trade practice, which is defined in §375.936(6)(a) to include an omission which
misrepresents the benefits, advantages, conditions, or terms of a group health benefit plan.

171. Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

172.  Each violation of §375.934 is a Level 2 violation pursuant o §374.049 and is
subject to enhancement pursuant to §374.049.7, 1o the extent such violations were knowing, and

subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.
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COUNT XXVI

Anthem has failed to provide clear and conspicuous written notice that the optional
rider for elective abortions has been purchased by the group contract holder on
application forms, as required by §376.1199.6(4)
173.  The Division incorporates and re-alleges paragraphs | through 172 of this

Verified Statement of Charges.

174.  Anthem has violated §376.1199.6(4) related to OBGRx Plans by failing to

provide clear and conspicuous written notice on the application form “whether an optional rider

for elective abortions has been purchased by the group contract holder pursuant to section

376.805."

175. Anthem’s application forms do not include clear and conspicuous notice as 10
whether the group contract holder has purchased an optional rider for elective abortions.

176. Each of Anthem’s failures to inform applicants and policyholders of the
coverage for elective abortion under a group OBGRx Plan is a separate violation of
§376.1199.6(4).

177.  Each violation of §376.1199.6(4) is a Level | violation pursuant to §374.049 and
is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,
and subject to further enhancement because such violations were knowingly committed in

conscious disregard of the law.

COUNT XXVII

Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to the coverage of elective abortion in connection with the
offer or solicitation of group health benefit plans in violation of §375.144(2).

178. The Division incorporates and re-alleges Paragraphs | through 177 of this

Verified Statement of Charges.
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179.  As demonstrated by Exhibit C, Anthem has violated §375.144(2) by making or

using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer, sale, solicitation or negotiation of group health insurance directly or indirectly, by
engaging in the acts, practices, omissions or course of business relating to insurance described
herein.

180.  The requirements of §376.1199.6 have established that the existence of coverage
for elective abortions under group OBGRx Plans is a fact which is material to those seeking to
purchase group health benefit plans.

I81.  As demonstrated by Exhibit C, Anthem’s applications for large and small group
health insurance are not in compliance with §376.1199.6(4) in that they fail to provide clear and
conspicuous notice to applicants and policyholders if coverage for elective abortion is to be
provided under the OBGRx Plan, through the purchase of a separate elective abortion rider.

182, Anthem has and continues to misrepresent, conceal and suppress material facts
from its policyholders and applicants about the coverage of elective abortion under Anthem's
group OBGRx Plans.

183. Each of Anthem’s failures to inform applicants and policyholders of the
coverage for elective abortion under a group OBGRx Plan is a separate violation of
§375.144(2).

184,  Each violation of §375.144(2) is subject to the imposition of a forfeiture and, if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.



COUNT XXVIII

Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan relating to the
coverage of elective abortion.

185. The Division incorporates and re-alleges paragraphs 1 through 184 of this
Verified Statement of Charges.

186. The failure to provide clear and conspicuous written notice that the optional rider
for elective abortions has been purchased by the group contract holder on application forms,
also constitutes a violation of §375.934 in that it is an unfair trade practice, which is defined in
§375.936(6)(a) to include an omission which misrepresents the benefits, advantages, conditions,
or terms of a group health benefit plan.

187.  Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions. or terms of a group
health benefit plan is a separate violation of §375.934.

188.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XXIX

Anthem has failed to provide clear and conspicuous written notice on the enrollment form
or accompanying materials to the enrollment form of an enrollee’s right to exclude and
not pay for coverage of elective abortions when the optional rider has been purchased by
the group policyholder, as required by §376.1199.

189. The Division incorporates and re-alleges paragraphs | through 188 of this

Verified Statement of Charges.



190.  As demonstrated by Exhibit C, Anthem has violated §376.1199.6(5) related to
OBGRx Plans by failing to provide clear and conspicuous written notice on the enrollment form
or accompanying materials:

(5) That an enrollee who is a member of a group health plan with
coverage for elective abortions has the right to exclude and not pay for
coverage for elective abortions if such coverage is contrary to his or her
moral, ethical, or religious beliefs. For purposes of this subsection, if new
premiums are charged for a contract, plan, or policy, it shall be determined
to be a new contract, plan, or policy.

191.  Each of Anthem’s failures to inform enrollees of their right to exclude and not
pay for coverage of elective abortion under a group OBGRx Plan is a separate violation of
§376.1199.6(5).

192, Each violation of §376.1199.6(5) is a Level | violation pursuant to §374.049 and
is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,
and subject to further enhancement because such violations were knowingly committed in

conscious disregard of the law.

COUNT XXX

Anthem has made or used misrepresentations, concealment, or suppression as to a
material fact or facts relating to enrollee’s right to reject coverage of elective
abortion in connection with the offer or solicitation of group health benefit plans in
violation of §375.144(2).

193. The Division incorporates and re-alleges Paragraphs | through 192 of this
Verified Statement of Charges.
194.  As demonstrated by Exhibits C and D, Anthem has violated §375.144(2) by

making or using misrepresentation, concealment, or suppression as lo any material fact in

connection with the offer, sale, solicitation or negotiation of group health insurance directly or




indirectly, by engaging in the acts, practices, omissions or course of business relating to

insurance descried herein.

195, The requirements of §376.1199.6(3) have established that the existence of
coverage for elective abortions under group OBGRx Plans is a fact which-is material to those
seeking to be covered under group health benefit plans.

196. As demonstrated by Exhibits C and D, Anthem’s enrollment form or
accompanying materials to the enrollment form for large and small group health insurance are
not in compliance with §376.1199.6(5) in that they fail to provide clear and conspicuous notice
to enrollees of their right to exclude coverage for elective abortion under a group OBGRx Plan.

197.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its enrollees about the coverage of elective abortion under Anthem'’s group OBGRx Plans.

198.  Each of Anthem’s failures to inform enrollees of their right to exclude coverage
for elective abortion under a group OBGRx Plan is a separate violation of §375.144(2).

199.  Each violation of §375.144(2) is subject to the imposition of a forfeiture and. if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XXX1
Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan relating to the
coverage of elective abortion.

200. The Division incorporates and re-alleges paragraphs | through 199 of this

Verified Statement of Charges.



201.  The failure to provide clear and conspicuous written notice on the enrollment

form or accompanying materials to the enrollment form of an enrollee’s right to exclude and not

pay for coverage of elective abortions when the optional rider has been purchased by the group
policyholder also constitutes a violation of §375.934 in that it is an unfair trade practice, which
is defined in §375.936(6)(a) to include an omission which misrepresents the benefits,
advantages. conditions, or terms of a group health benefit plan,

202. Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

203.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious

disregard of the law.

COUNT XXXII

Anthem has failed to provide clear and conspicuous written notice on application
forms of an enrollee’s right to exclude and not pay for coverage for elective
abortions when the optional rider has been purchased by the group policyholder,
as required by §376.1199.

204. The Division incorporates and re-alleges paragraphs | through 203 of this

Verified Statement of Charges.

205. As demonstrated by Exhibit C, Anthem has violated §376.1199.6(3) related to
OBGRx Plans by failing to provide clear and conspicuous written notice on the group OBGRx
Plan application and contract:

(5) That an enrollee who is a member of a group health plan with

coverage for elective abortions has the right to exclude and not pay for
coverage for elective abortions if such coverage is contrary to his or her
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moral, ethical, or religious beliefs. For purposes of this subsection. if new
premiums are charged for a contract, plan, or policy, it shall be determined
to be a new contract, plan, or policy.

206.  Each of Anthem’s failures to inform applicants and policyholders of the right of
an enrollee to exclude coverage for elective abortion under a group OBGRx Plan is a separate
violation of §376.1199.6(5).

207.  Each violation of §376.1199.6(5) is a Level 1 violation pursuant to §374.049 and

is subject to enhancement pursuant to §374.049.7 to the extent such violations were knowing,

and subject to further enhancement because such violations were knowingly committed in

conscious disregard of the law.
COUNT XXXI11

Anthem has made or used misrepresentations, concealment, or suppression as to a

material fact relating to the enrollee’s right to exclude coverage of elective abortion

in connection with the offer or solicitation of group health benefit plans in violation
of violation of §375.144(2).

208. The Division incorporates and re-alleges Paragraphs 1 through 207 of this

Verified Statement of Charges.

209.  As demonstrated in Exhibit C, Anthem has violated §375.144(2) by making or
using misrepresentation, concealment, or suppression as to any material fact in connection with
the offer, sale, solicitation or negotiation of group health insurance directly or indirectly, by
engaging in the acts, practices. omissions or course of business relating to insurance described
herein.

210.  The requirements of §376.1199.6 have established that the existence of coverage
for elective abortions under group OBGRx Plans is a fact which 1s material to those seeking to

purchase group health benefit plans.



211.  As demonstrated by Exhibit C, Anthem’s applications for large and small group
health insurance are not in compliance with §376.1199 in that they fail to provide clear and
conspicucus notice to applicants and policyholders of the enrollee’s right to exclude coverage
for elective abortion.

212.  Anthem has and continues to misrepresent, conceal and suppress material facts
from its policyholders and applicants about the coverage of elective abortion under Anthem’s
group OBGRx Plans.

213. Each of Anthem's failures to inform applicants and policyholders of the
enrollee’s right to exclude coverage for elective abortion under a group OBGRx Plan is a
separate violation of §375.144(2).

214. Each violation of §375.144(2) is subject to the imposition of a forfeiture and, if
committed on or after August 28, 2006 is a Level 4 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

COUNT XXXIV

Anthem has violated §375.934, engaging in unfair trade practices defined in §375.936(6)(a)
by misrepresenting insurance policies through an omission which misrepresents the
benefits, advantages, conditions, or terms of a group health benefit plan with regard to
coverage for elective abortion.

215, The Division incorporates and re-alleges paragraphs 1 through 214 of this

Verified Statement of Charges.

216. The failure to provide required notice on the application form also constitutes a

violation of §375.934 in that it is an unfair trade practice, which is defined in §375.936(6)(a) to




include an omission which misrepresents the benefits, advantages, conditions, or terms of a

group health benefit plan.

217.  Each instance in which Anthem made misrepresentations of insurance policies
through an omission that misrepresents the benefits, advantages, conditions, or terms of a group
health benefit plan is a separate violation of §375.934.

218.  Each violation of §375.934 is a Level 2 violation pursuant to §374.049 and is
subject to enhancement pursuant to §374.049.7, to the extent such violations were knowing, and
subject to further enhancement because such violations were knowingly committed in conscious
disregard of the law.

VIOLATIONS ARE CONTINUING IN NATURE AND REQUEST FOR SUMMARY
CEASE AND DESIST ORDER

219. The Division incorporates and re-alleges paragraphs | through 218 of this
Verified Statement of Charges.

220. The Division has accessed Anthem’s web site and reviewed the application for
individual health insurance coverage on multiple occasions since the newly revised §376.1199
became effective on October 12, 2012.

221.  Anthem’s online application process and application form for individual health
insurance are not in compliance with §376.1199 in that Anthem does not offer health benefit
plans without coverage for contraceptives if such coverage is contrary to the moral, ethical or
religious beliefs or tenets of the person or entity seeking coverage.

222.  The Division accessed Anthem’s website and reviewed Anthem’s “Agent Home”
and “Employer Home™ portals, which allow producers and employers to access application and
enrollment forms and any accompanying matenals to the enrollment form for the small and

large group health benefit plans sold in this state, The Division accessed these websites and
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these forms on multiple occasions since the newly revised §376.1199 became effective on

October 12, 2012.

223, The “Agent Home™ is a self-service portal, open and accessible to any licensed
producers in this state. so they may obtain the necessary forms they need to sell and solicit large
and small group health benefit plans in this state.

224.  The “Employer Home" is a self-service portal, open and accessible to employers
seeking information about coverage options for their employees.

225. The “Agent Home” and “Employer Home™ portals, and the application,
enrollment forms, and accompanying materials to the enrollment forms for large and small
group health benefit plans, are also open and accessible to large and small group employers,
their employees, and other Missouri consumers.

226. Anthem’s application, enrollment forms, and accompanying materials to the
enrollment form for large and small group heaith insurance are not in compliance with
§376.1199 in that they continue to fail to provide the required coverage notices regarding
elective abortions and contraceptives under the OBGRx Plan.

227.  Anthem’s enrollment form and accompanying materials to the enrollment form
for large and small group health insurance are not in compliance with §376.1199 in that they
fail to allow enrollees the option to reject coverage for elective abortion and contraceptives, if
such coverage is purchased by their employer.

228. Anthem’s application forms for large and small group health insurance are not in

compliance with §376.1199 in that they fail to notify employers of the enrollee’s rights to

purchase coverage for contraceptives, if such coverage is not provided under the OBGRx Plan.



229.  Anthem’s application forms for large and small group health insurance are not in
compliance with §376.1199 in that they fail to notify employers of the enrollee’s rights to
exclude coverage for contraceptives and elective abortion. if such coverage is provided under
the OBGRx Plan.

230. The requirements of §376.1199 have established that the existence of coverage
for contraceptives and elective abortion under OBGRx Plans is material to persons or entities
seeking to purchase, or be covered under, said OBGRx Plans.

231. Through its failure to offer OBGRx Plans without contraceptives coverage when
required. Anthem has and continues to misrepresent, conceal and suppress material facts from
its policyholders. applicants, and enrollees.

232. Through its failure to provide clear and conspicuous notice of whether or not
coverage of contraceptives is included in its OBGRx Plans, Anthem has and continues to
misrepresent, conceal and suppress material facts from its policyholders, applicants, and
enrollees.

233. Through its failure to provide clear and conspicuous notice of whether coverage
of elective abortions is included in its OBGRx Plans by optional rider, Anthem has and
continues to misrepresent, conceal and suppress material facts from its policyholders.
applicants. and enrollees.

234, Through its failure to provide clear and conspicuous notice that an enrollee who
is a member of a group OBGRx Plan has the right 1o exclude coverage for elective abortion and
contraceptives if coverage is provided under the OBGRx Plan, Anthem has and continues to
misrepresent, conceal and suppress material facts from its policyholders, applicants, and

enrollees.
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235. Through its failure to provide clear and conspicuous notice that an enrollee who
is a member of a group OBGRx Plan has the right to purchase coverage for contraceptives if
coverage is not provided under the OBGRx Plan, Anthem has and continues to misrepresent,
conceal and suppress material facts from its policyholders, applicants, and enrollees.

236. The Department has issued two separate bulletins to the insurance industry, o
inform the industry of both the passage and effectiveness of CCS HCS SS SB 7496 and the
provisions contained therein.

237. The Division has reviewed form filing submissions made via the SERFF system.
The Division has not been able to locate an application, enrollment form, or accompanying
materials to an enrollment form submitted by Anthem on or after October 12, 2012 for the
Department’s review and approval which comply with §376.1199.

238.  Anthem has continued to actively offer, sell, solicit and negotiate health benefit
plans in this state through the Anthem website since the newly revised §376.1199 became
effective on October 12, 2012.

239. Upon information and belief, Anthem has continued to actively offer, sell, solicit
and negotiate health benefit plans with non-compliant policies, enrollment and application
forms and accompanying materials in this state through its producer distribution channels since
the newly revised §376.1199 became effective on October 12, 2012,

240, Anthem has knowingly and knowingly in conscious disregard of the law failed to
make any effort to comply with §376.1199.

241, By continuing to sell products that are not in compliance with Missouri law and
by not filing forms to reflect revisions to bring its products into compliance with Missourt law,

Anthem has and continues to knowingly misrepresent, conceal and suppress material facts as to
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coverage for elective abortion and contraceptives from its policyholders, applicants, and

enrollees.

242, Because §375.144 is being violated by Anthem and consumers are being
aggrieved by the violations, a summary order under §376.046.4 is necessary to stop further
violations of the law and prevent further harm to consumers.

243. The Division respectfully requests that the Director issue a summary order
requiring Anthem to immediately cease and desist using application forms, application
processes, enrollment form or accompanying materials to the enrollment form, and all other

forms or processes that are not in compliance with the requirements of §376.1199.

REQUEST FOR RELIEF

The Division respectfully requests that the Director grant the following relief:

a. Issue an order finding that Healthy Alliance and HMO-MO have engaged in acts,
practices, omissions or courses of business constituting a violation of the laws of
this state relating to insurance in Chapters 354 or 374 to 385, including violations
of §§375.144. 375934, and 376.1199,

b. Issue an order requiring Healthy Alliance and HMO-MO to cease and desist
offering, selling, soliciting, or negotiating all non-compliant OBGRx Plans,
directly or indirectly.

¢. Issue an order requiring Healthy Alliance and HMO-MO to cease and desist
using application forms. application processes, enrollment form or
accompanying materials to the enrollment form and all other forms or processes

that are not in compliance with §376.1199.




d. Issue a curative order requiring Healthy Alliance and HMO-MO to:

i. Offer and issue OBGRx Plans that exclude coverage for contraceptives if

i

such coverage is contrary to the moral, ethical or religious beliefs or

tenets of the person or entity;

For policies purchased since October 12, 2012, to take the following

actions;

1o

(9%

N

Provide notice to all enrollees as to whether coverage for
contraceptives is included or not;

For enrollees whose OBGRx health benefit plan includes
coverage for contraceptives, allow enrollees to opt out of such
coverage if it is contrary to the enrollee’s moral. ethical, or
religious beliefs;

For enrollees whose OBGRx group health benefit plan does not
include coverage for contraceptives, allow enrollees to purchase
coverage for contraceptives;

Provide notice to enrollees in an OBGRx group health benefit
plan as to whether an optional rider for elective abortion has been
purchased by the group policyholder: and

For enrollees whose OBGRx group health benefit plan includes
coverage for elective abortion, allow enrollees to exclude and not
pay for coverage for elective abortion if it is contrary to the

enrollee’s moral, ethical, or religious beliefs.
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c.

ui. For policies intended to be marketed, issued, or sold in the State of

Missouri, submit to the Director for review and approval policies,

enrollment forms and group health benefit plan application forms,

contracts or any accompanying materials to the enrollment form which

meet the following statutory requirements:

l.

2

el

L

Provide notice to all enrollees as to whether or not their health
benefit plan includes coverage for contraceptives:

For enrollees whose health benefit plan includes coverage for
contraceptives, allow enrollees to opt out of such coverage if it is
contrary to the enrollee’s moral, ethical, or religious beliefs;

For enrollees whose group health benefit plan does not include
coverage for contraceptives, allow enrollees to purchase coverage
for contraceptives;

Provide notice to enrollees in a group health benefit plan as to
whether an optional rider for elective abortion has been purchased
by the group policyholder; and

For enrollees whose group health benefit plan includes coverage
for elective abortion, allow enrollees to exclude and not pay for
coverage for elective abortion if it is contrary to the enrollee’s

moral. ethical, or religious beliefs.

Issue an order imposing monetary penalties or forfeitures pursuant to §374.046,

§374.049, §374.280 and §375.145 RSMo 2000.




f. Issue an order requiring the payment of the actual costs of the investigation and

the actual costs of this proceeding pursuant to §374.046.8 and the reasonable

costs of the investigation pursuant to §374.046,1(4).
REQUEST FOR A SHOW CAUSE ORDER

The Division of Insurance Market Regulation respectfully requests that the Director
issue an order directing Anthem to show cause why the relief requested in this Statement of
Charges should not be entered against Anthem. In such order to show cause, this matter should
be set for a hearing at least ten days after service of the Statement of Charges pursuant to
§374.046.3 and §374.046.6, but not more than ninety days from the date of this Statement of

Charges as required by 20 CSR 800-1.030 (4).

Respectfully submitted,
/]

ANW Y. HON'T
Missouri Bar No. 49338

VG I T tid

STEWART M. FREILICH

Missouri Bar No. 36924

Missouri Department of Insurance, Financial
Institutions and Professional Registration
301 West High Street, Room 330

Jefferson City, Missouri 65101

ATTORNEYS FOR INSURANCE MARKET
REGULATION DIVISION
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VERIFICATION

L. Angela Nelson, Director of the Division of Insurance Market Regulation, state that the
factual allegations contained in this petition are true and accurate to my best knowledge,

information. and belief. M ?

Angela NeJfon

Director, Insurance Market Regulation Division
Department of Insurance, Financial

Institutions and Professional Registration

A f
Sworn to and subscribed before me this | 5._}‘1{(]:1}-' of | /'Q'J{fh..&ifk 2012

==l _J £ \-\h-—"\

Nqtary L3 Yy (Seal)
S a.\_“_-_/‘-
My commission expires: \ﬂ\}. b =5 b, R Pl SAIE RIS
: NG L R— L&. S X2 My Commission Expires
X : SN arn 20,2014
2 SEAL ST Cole County



DEPARTMENT OF INSURANCE, FINANCIAL
INSTITUTIONS AND PROFESSIONAL REGISTRATION

P.O. Box 820, Jefiersan City, Mo. 65102-0600

INSURANCE BULLETIN 12-02

Implementation of Senate Bill 749
Issued Sept. 14, 2012

To: All insurers authorized to conduct health insurance business in Missouri.
All insurers delivering policies covering Missouri residents.
All third-party administrators licensed to administer health insurance business
for insurers and self-insured plans covering Missouri residents.

From: John M. Huff. Director ?1 — Ml\f—

Re: Implementation of SB 749

On Sept. 12, 2012, the Missouri General Assembly voted to override Governor Nixon’s
veto of CCS HCS SS SB 749. The bill includes an emergency clause, making the
provisions of Section 191.724, RSMo, effective upon passage and approval. The
provisions of Section 376.1199, RSMo, become effective on Oct. 12, 2012.

This bulletin is for informational purposes only. Every health insurance carrier operating
in this state, every health insurance carrier insuring Missouri residents, and every self-
insured plan covering Missouri residents is strongly encouraged to review this law in its
entirety to ensure compliance.

The Department will continue to update the market on further implementation
requirements.

EXHIBIT




DEPARTMENT OF INSURANCE, FINANCIAL
INSTITUTIONS AND PROFESSIONAL REGISTRATION

F.O. Box 590, Jefferson City, Mo. 65102-0690

INSURANCE BULLETIN 12-03

Implementation of Senate Bill 749
Issued October 12, 2012

To: All insurers authorized to conduct health insurance business in Missouri.
All insurers delivering policies covering Missouri residents.
All producers and all other interested parties.

From: John M, Huff, Director ?ﬂ- ‘“w},——

Re: Implementation of SB 749

On Sept. 12, 2012, the Missouri General Assembly voted to override Governor Nixon's
veto of CCS HCS SS SB 749. The bill includes an emergency clause that made the
provisions of Section 191.724, RSMo, effective upon passage and approval. The
provisions of Section 376.1199, RSMo, became effective today.

Missour: law requires that health insurance policies, contracts, and forms be filed with
the Department. These materials can only be approved by the Department if they comply
with the statutory requirements contained in SB 749. Note that the bill requires, with one
narrow exception, that “each carrier or health benefit plan that offers or issues health
benefit plans providing obstetrical/gynecological benefits and pharmaceutical coverage,
which are delivered, issued for delivery, continued or renewed in this state on or after
January 1, 2002.” (1) to “offer and issue to any person or entity purchasing a health
benefit plan, a health benefit plan that excludes coverage for contraceptives if the use or
provision of such contraceptives is contrary to the moral, ethical or religious beliefs or
tenets of such person or entity;” and (2) shall “upon request of an enrollee who is a
member of a group health benefit plan and who states that the use or provision of
contraceptives is contrary to his or her moral, ethical or religious beliefs, any health
carrier shall issue to or on behalf of such enrollee a policy form that excludes coverage
for contraceptives.”

EXHIBIT




Further note that any health benefit plan issued pursuant to 376,1199.1 “shall provide
clear and conspicuous written notice on the enrollment form or any accompanying
matenials to the enrollment form and the group health benefit plan application and
contract: (1) whether coverage for contraceptives is or is not included; (2) that an enrollee
who is 2 member of a group health benefit plan with coverage for contraceptives has the
right to exclude coverage for contraceptives if such coverage is contrary to his or her
moral, ethical or religious beliefs; (3) that an enrollee who is a member of a group health
benefit plan without coverage for contraceptives has the ri ght to purchase coverage for
contraceptives; (4) whether an optional rider for elective abortions has been purchased by
the group contract holder pursuant to section 376.805; and (5) that an enrollee who is a
member of a group health plan with coverage for elective abortions has the right to
exclude and not pay for coverage for elective abortions if such coverage is contrary fo his
or her moral, ethical, or religious beliefs.”

As has long been the case, the Department may only approve those filings that are in
compliance with the insurance laws of this state and which contain such words,
phraseology, conditions and provisions which are specific, certain and unambiguous and
are reasonably adequate to protect consumers.
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Enrollment Application Anthem. =¥ Anthemilife

Group size 2-99 eligible employees
Anthem Blue Cross and Blue Shield is used collectively as the trade name for RightChoice Managed Care !nc RIH Healthy Alliance Life Insurance Company
LHALiC: HMO Missoun, Inc., and Anthem Life Insurance Company (ALIC). HALIC underwrites PPO and %es HMO Missouri, Inc. underwrites
O and POS coverags, and ALIC underwrites Life, Accidental Death and Dismemberment, Shon Term Disability Long Term Disability coverages
KS Residents only: Coverage applied for [0 PPO/Traditional (Healthy Alliance Lie Insurance Company) [ Life & Disability (Anthem Life Insurance Company)
Please complete in black or blue ink for employee and all dependents enrollin reg with us and return to your employer. Use extra sheets of
paper if ni . Please provide complete details to avoid oelay. If you have creditable coverage, we will ?we you credit for your prior coverage,
and p ﬁ condition limitations will be reduced or exciuded for any condrhons listed below. F!easa note thal no ane will be denied health coverage
on an mdmd besis due to the answers provided below. All information given should apply fo this empioyer.

1. TYPE OF COVERAGE REQUESTED: |[] Employes Only [J Ematoyee+3pause§ Employee +Child(ren) g Family g Life Only g No coverage]

2. ENROLLMENT INFORMATION O Single O Divorced O Married
Social Security No. Date of Heightt | piment
Relationship Last Name, First Name, M.l Required Sex | Age birth Weight user? | Disabled?
oM O Yes O Yes
i OF / / O No [0 No
oM O Yes [ Yes
Spouss arF O Ne 0 No
O Child oM OvYes | O VYes
(] Other OF [ / / O No O Ne
[ Child OM OYes | OVYes
(] Other __ OF . [ { O No O No
O Child aom O Yes O Yes
0 Other OF R Al .' O No O No
[ Child OMm OYes | OVYes
[ Other OF / / { O No O Ne
Employee Home Address: Street, City, State, ZIP Code County
Employee Home Phone Employee Work Phone Employee Emall Address
( ) { )
Dependent Home Address: Street, City, State, ZIP Code (if different from emplovee) Dependent Namels)

3. MEDICAL INFORMATION (If yes, circle condition)
* Please read the Genetic Information Non-discrimination Act (GINA) information in section 11, prior to answering the below questions.

1. Do you or your dependents regularly take medication? O Yes O Ne
2. Has a physician told you or any of your dependents that surgery or special tests or treatment may be necessary in the future? [ Yes [ No
3. Are you or any of your dependents currently pregnant? O Yes O No
If yes, name deedate __/ /[
4, In the last 5 years have you or any of your dependents been diagnosed or treated for any: heart/circulatory condition; cancer!
tumor/growth; disorder of the blood or immune system; stroke, aneurysm, high bicod pressure, diabetes (list age of onset below);
mental/nervous disorder; Parkinson's disease; migraine/ cluster headaches; seizures/epilepsy; depression; alcohol or drug abuse/
dependency; kidney disease; kidney stones; liver or pancreas disorder; digestive/intestinal disorder; ulcerative colifis; Crohn's disease;
lupus; lung disorder; COPD; emphysema; arthrifis; back/disk disorder; multiple sclerosis, muscular dystrophy; infertility/ reproductive
organ disorder; congenital disease or birth defect; cerebral palsy; or any other condition? .. [ Yes [0 No
5. In the past 5 years have you or any of your dependents been diagnosed with AIDS or HIV? O Yes O No

Explain "YES" answers to any question. Give complete details to avoid delay. (Attach a separate sheet of paper if necessary)
4 , , iy Onset | Date(s) of | Hospitalized? Sw? Recovered?

| Quest. #| Name of Individual Diagnosis Treatment | Medication Date | Treatment (YN IN] [YIN)

| { ol

I ‘gl
o Rl
f o 4
4. SIGNIFICANT TERMS, CONDITIONS AND AUTHORIZATIONS (TERMS) Pilease read this section carefully before signing the application.

| acknowledge | have read the TERMS, and | accept its provisions as a condition of coverage. | represent that all answers are frue and accurate 1o
the best of my knowledge and | understand they will be relied upon by Anthem Blue Cross and Blue Shield in accepting this application. |
understand missiatements or failures to report new medical information prior to my effective date may result in a material change to coverage or
premium. Material misrepresentations or significant omissions in this application may result In increased premiums, benefits being denied or
coverage(s) being rescinded or cancelled.

| READ THE TERMS SECTIONS 4 AND 11 CAREFULLY BEFORE SIGNING. PLEASE REVIEW YOUR APPLICATION FOR ERRORS OR OMISSIONS.

Applicant Signature Please Print Name Cate

= { - {
ANTHEM USE ONLY

Coordination of Benefits? [ Yes I No | Pre-ex (date)

AMO-216 Rev 10/10 1 Visit us at www.anthem.com SG




Enrollment Application

Anthem. &W AnthemiLife

Group size 2-99 eligible employees Name: SSN: .
5. PLEASE COMPLETE ALL INFORMATION
Reason for appiication: Group Name [Grm.'p number | Sub Group Number
O New enroliment |
g gﬁﬁ?@“’ﬁgm‘m (N/A for Lite coverage) I =roos Address Employee Hire/Rehre
(please complete date and reason) Date (Full fve)
EventDate __ /[ [ / /
0 Marriage [ Divorce Employee status Hours working per Week Occupation Income reported by:
[ Birth of Child [ Adoption O Active Ow2
[ Termed Employment O Disabled If not actively working, reason 0 1099
3 Other O Retired [ Other [please explain)
[0 COBRA [0 Other (pleasa explain)
Event .
Date | [ Projected Retum Date
[ State Continuation [ Waiver S N

6. COVERAGE SELECTION (Availability dependent upon your employer's offering)

Medical Coverage Check the medical pian [ KDHP*PPO [ Lumenos® Health *Do you have, or | Dental Coverage: Vision Coverage:
Please check one type: | you are appfying for, 0 Core Samgs‘gmm are you establishing Please check one type: Please check one type:
OEmpoyee oy |DPPO Dbyup DLmewsheal =, leath Savigs | Empoyesony [ Employee Only
1 Emgoyes + spouse | I3 e B0 2662 (1 PPOPPO [ Lumenos-reait | Ackount? [ Employes + spouse [ Employes + Spouse
O Employse + chidiren) | LI Adthem w0 Core Incantive Account 0 Yes [0 No | Employee + chidiren) [J Employee + child(ren)
0 Family O Anthem Essential 5 Buy Up J Lumenos® Health 0 Famiy [ Family Coverage
1 No Coverage Choice PPO " incentive Account Pils ' [ Ne Coverage [ No coverage

O Anthem Essential Select Blue Access" Health Savings Account

0 HMO _ Blue Access* Choice Health Savings Account

Q Pos i s v ¥ e b 6 Bl

1 Fosptal Srgea in your name, by your Employer.

] HDHP*

If enrolling in an HMO product, please submit a PCP selection form. Anthem's PCP listings can be obtained at www.anthem.com.

7. WAIVER OF COVERAGE SECTION: (Must be completed if employee and/or dependents waive medical, vision, dental or life coverage)

NOTE: If waiving coverage, please complete this section. Section 4 must also be signed and dated.

Medical Coverage declined for (check all that apply):
O Myself [0 Spouse [ Dependent(s)

Dental Coverage declined for (check all that apply):
O Myself [ Spouse [J Dependent(s)

Vision Coverage declined for (check all that apply):
O Myself [ Spouse [0 Dependentis)

Life coverage declined for: [0 Myself

Reason for Declining Coverage (check all that apply):
[ Covered by spouse’s group coverage - Camer name and ID Number
[ Enrolled in other Insurance provided by my employer

- Carmier name and D Number
[ Enrolled in Individual coverage - Camer name and ID Number
[ Spouse covered by employer's group medical Coverage
[0 Medicare
[ Other (Please explain)
[0 No coverage

8. PRIOR HEALTH INSURANCE INFORMATION

Prior Health Care Coverage During the past 2 years (including Anthem):

3 Other

Insurance company name(s): Type of prior coverage Policy number Effective Date | Cancel Date
O Employee Only O Employee + child(ren)
O Employee + spouse [ Family [ i [

3. OTHER HEALTH INSURANCE INFORMATION

On the day your coverage begins, will you or a family member be covered by other heaith insurance coverage and/or Medicare? C-]YasﬁNo

coverage:

Family Members Covered by cther health | Insurance company name, address and phone number | Policy number Effective dale

/ /

Policy/Certificate Holder's Name Social Security Number Date of birth Relationship to applicant Family members covered by

/ / Medicare:

Medicare ID # | Part A effective date | Part B effective date | Medicare efigibiity reason (check all that apply)

[ Age [J Disabiity 0 ESRD: Onset Date ____

Medicare Part D ID# Medicare Part D Carmier Medicare Pari D effective date Medicare Part D term uatc1
]

! { {
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Enrollment Applicatior. Anthem.-«¥ AnthemLife

Group size 2-99 eligible employses Name: SSN: - -

10. Life and Disability Insurance

[ Basic Lie [0 Basc ADRD 3 Shor Tem Cisadiity 3 Anthem By Design” Short Term Disabiiiy-8UY UP | Lie Class

O Dependent Lie 7 Oplonal ADSD 0 Long Term Disabity [ Anthem By Design" Long Term Disabiity-BUY LP

DOpfonallde _ ramudesmngsORS___ [ Anthem By Design” Basic Lia-BUY UP

DO Cuentincome:§ ______ DOHowr DOWeek OlMontt O Year [Complede separate election form)

% !lastrme First neme, M. Socal Secury £ Relationship o apolicant | Age
: Last name First name, M., Social Secunty # Refationship to appicant | Age

[

11. SIGNIFICANT TERMS, CONDITIONS AND (UNDERWRITES LIFE AND DISABILITY COVERAGES ONLY) AUTHORIZATIONS [TERMS] Piease read this section carefully before signing the application In Secdon 4,
Genetic Information Non-discrimination Act (GINA): When answening questions on this enrcllment application the information provided for sach
individual should incluce only information about that Individual, and should not include any genetic information. Genetic information includes family
medical history and information related to the individual's genefic testing, genetic services, genetic counseling, or genetic diseases for which the
individual may be at risk. All respanses pertaining to an individual will only be considered anc appfied to the individual in question.

Health Savings Account Notice: Except as otherwise provided in any agreement between me and the financial custodian, the custodian of my
Health Savings Account (HSA), | understand that my authorization is required before the financial custodian may provide Anthem Blue Cross Blue
Shield with information regarding my HSA. | hereby authorize the financial custodian to provide Anthem Blue Cross Blue Shield with information
about my HSA, including account number, account balance and information regarding ccount activity. | 2lso understand that | may provide Anthem
Biue Cross Blue Shield with 2 written request to revoke my authorization at any time.

1. | may not assign any payment under my Anthem Blue Cross and 4. If | am declining enroliment for myseif or my dependent(s) (including my
Blue Shield program. spouse) bacause of other health insurance or group health plan coverage, |
2. | understand that completion of this form does not guarantee acceplance; understand thal | may be able 1o enroll myself and my
eligibility and enroliment criteria must be satisfied (Anthem Life insurance tependent(s) in this plan i | or my dependent(s) lose sligibility for the other

Company (underwrites life and disability coverages only) may accept health Insurance or group health plan coverage (or if the employer stops
certain persons or conditions for coverage. If accepted, my plan may contribution towards my coverage or my dependent’s other coverage).
exclude coverage for pre-existing conditions (Not applicable to MO KMO However, | must request enrollment within 31 days after my coverage or
and Life insurance). my dependent’s other coverage ands (or after the employer stops

3. | understand that Anthem imposes a pre-existing condition exdusion. contribution toward the other coverage). In addition, if | have a dependent
The pre-existing exclusion applies only to conditions for which as 3 result of marriage, birth, adoption or placement for adoption, | may be
medical advice, diagnosis, care or treatment was recommended or able to enroll myself and my dependent(s) provided that | request
received within the six-month peniod (90 days in Kansas) prior to enrolment within 31 days after the marmiage, birth, adoption or placement
enrollment. This exclusion may last up to 12 months (90 days in for adoption. | also understand that my dependents and | may enroll under
Kansas) from the first day of coverage, or if in a waiting period, from two additional circumstances:
the first day of the waiting period. The pre-existing condition « Eiiher my or my dependent’'s Medicaid or Children's Health Insurance
exclusion does not apply to pregnancy or to a dependent that Is Program (CHIP) coverage is terminated as a result of loss of eligibiiity. or
enralled in the plan prior to hisiher 19 birthday. « My dependent or | become eligible for a subsidy (state premium
| understand the pre-existing exclusion waiting period is reduced by assistance program)
the number of days of prior creditable coverage provided there has In these cases, | may be able to snrall myself and my dependents
not been a break in coverage of more than 83 days. To reduce the provided that | request enrollment within 60 days of the loss of
pre-existing exclusion waiting period, Anthem must receive a copy of Medicaid/CHIP or of the eligibility determination.
the certificate of prior creditable coverage from the prior Health 5. Life and disability products are underwritten by Anthem Life Insurance
Insurance Carrier. (Not applicable to MO HMQ preducts.) Company, an independent licensee of the Blue Cross Blus Shisld

By signing Section 4, | am indicaling that | have read and understand the language in the TERMS section of this application and agree to &ll of its
alerrm’ cl give thi; guﬁ.‘hmzal éh ‘gﬂ for and on behalf of any eligible dependents end myself if covered by Anthem. Thank you for choosing Anthem
ue Lross an ue

In Missouri, (excluding 30 counties in the Kansas City area) Anthem Blne Cross and Blue Shield is the trade name of 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. 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 registered marks of the Blue Cross and Blue Shield Association.
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l Reset .
Employee Change Form Application - Anthem.®%W Anthenilife @@

Anthem Blue Cross and Blue Shield is used collectively as the trade name for RightChoice Managed Care, Inc. (RIT), Healthy Alliance Life Insurance Company
(HALIC), HMO Missouri, Inc., and Anthem Life Insurance Company (ALIC). HALIC underwrites PPO and traditional health coverages; HMO Missour, Inc. underwrites
HMO and POS coverages; and ALIC underwrites Life, Accidental Death and Dismemberment, Short Term Disability and Long Term Disability coverages.
Please complete this form ONLY when making changes to your existing coverage. If you are APPLYING for coverage or ADDING a dependent(s),
complete the “Anthem Enrollment Application” instead of this form. When completing section 2, be sure to inciude the date of the event causing the
changefs). If you are cancelling coverage for a dependent, changing a PCP, or changing a name, please provide a reason in the designated sections.
Complete In ink and retumn to your employer, using exira sheets of paper If necassary,

NOTE: Some changes may be made by accessing www.anthem,com. Anthem's Primary Care Physician (PCP) listings, for HMO/POS products can be obtained through www.anthem.com.

7. EmployeniGroup Use: EMDIOYer Name ang

Group # Sub-group #/Life Division # Request Effecive Date Life Classificaion Apolicant #Dept. name
Anthem use: Plan Health Efiective Date | Life Effective Date | Denfal Effective Date | Vision Effective Date | PCP ces Pre-ex (date)
£ Nl A N ClYes ONo |OYes CINo g
2. Reason for Change 3. Type of Coverage/Plan
Eventdats__ | [ Health Coverage . Dental Coverage - Vision Coverage : Life Coverage
T Address [ Bensfit change CIHMC* CIPOS' [IPPO PO  ClEmpiojee Oy £ 1 Lfe see
[J Change Life Beneficiary [ Cancel dependent BMW%M - O Dentabiue [PPO)  CIEmployee + Spouse | section 7]
[J Change Life Classification [J PCP change 7 Authem Essentia™ Select - LI DentaBue Select (PPO) - CJ Employee + cri{ren)
] Enrofiment in Medicare ] Name change [ Ble Prafanes® 5133513%’% - [ Famiy Coverage :
: £ Hosptal Swrgiea 7 Denta Bue® 100200300 ; T No coverage

(see section 7) R ; _
e 1 Lumencs” Health Account | O Employee :
O Cancet/ Waiving Caverage 03 (umencs® Health Acoount . [ Employee + spouse
(Refer to section 9) [ Lumenos® Kealth Incentive Account ¢ [ Employee + chidiren)
1 Conversion [ Lumencs® Health Incantive Account Plus | O Family coverage

L Emooves only  LIEmoperspose |

] Enbiotes - chidren] Mo coverge

Famomss "

1 Do you have, or are you establishing a Health Savings Account?[JYes CINo

Anihem will faciifate the opening of 2 Health Savings Account i your name, i directed by your Empioyer.

Genetic Information Non-discrimination Act (GINA): When answering guestions on this enroliment application the information provided for each
individual should include only information about that individual, and should not inciude any genetic information. Genetic information inciuides family medical
history and information related fo the individuarivalweﬁc testing, genetic services, genetic counseling, or genetic diseases for which the individual may be
at risk. All responses pertaining to an individual will only be consi and applied to the individual in question.

Heaith Savings Account Notice: Except as otherwise provided in any agreement between me and the financial cusfodian, the custodian of my Healtn
Savings Account (HSA), | understand that my authorization is required before the financial cusfodian may provide Anthem Blue Cross and Blue Shield with
information regarding my HSA. | hereby authorize the financial custodian to provide Anthem Blue Cross and Blue Shield with information about my HSA,
including account number, account balance and information regarding account activity. | also understand that | may provide Anthem Blue Cross and Blue
Shield with 2 written request to revoke my authorization at any fime.

1. Employee Information Only compiéte P m"‘_w&@m mmatmmm%q i FWO or POS producss,
Last name 4 %mm, L i aiul.:dbinﬁr o)

Sex [ Socal Securiy # | Cginge Moot | Wegh
M , : ', E Divrced |
| OFf | T Mared
Home adoress Ciy State | Zip code County
Hours worked per week Anthem PCP name and address® Anthem PCP ID number® | New paBent?
[Yes [ Na

If PCF s 2 change, please ingicate the reasan for the change,

T s Wl ey ol Py Ca Ty PO e T F PO o POS s

1 [ Change Last name First name, M.L.
1 Cancel
Date of birth Sex Social Secury # Relztionship to insured Reason for change
e} oM ; ! ClSpuse 1 Daughter
CF 1 8on ] Other

is dependent’s acdress difierent than applicant's address? CYes TINo  (If Yes, provide fill adarass)

Anihem PCP name and address’ Anihem PGP D numbe” New patenl?
CYes O

if PCP is 2 change, please indicale the rezson for the change

AMC-B3 Rev. 1010 1




NME_ SSN
2 [ Change Last neme First name, M.,
[ Cancel
Cate of oith Sex | Sooial Securlly # Relafionship io mstred Reasan for change
P9 M : O Spouse (1 Daughter
OIF [ Son C10ther
I dependent’s address different than applicant's adaress? ClY¥es TINo  (If Yes, orovide full address)
Anihem PCP name ang address® Anthem PCP 10 numosr* New patieni?
CYes [T No
If PCP s 3 change, please indicate the rezson for T2 change,
3000 Lest name First name, M.[
Date of bith Ser | Social Securily | Relafionship fo msured Reason for change
[ M 4 CiSpouse 3 Daughter
OF C Son 3 Other
Is dependent’s adaress cifferent than applicant’s address? CiYes CINo  (If Yes, provide full address)
Anthem PCP name ang address’ Anthem PCF 1D numper’ New patient?
OYes O No
If PCP s 2 change, plezse indicaie the reascn for fhe change.
§. Life and Disability Insurance
[ Basic Life [J8asic ADRD [ Short Temm Disat % JAntnem By Design Short Term Disabiity-8UY UP | Are unlqllg schvely at work?
[ Dependent Lie ] Supmiementl AD&D O Long Te Disabiity % Emmagpﬁgmmnmﬁyeww s =]
[ Supplemental | fe: xannueleamings ORS [ Anthem By Design Basic Life-BUY UP no s
1 Currsnt Income: § [ hour TTWeek TiMonth T Year (Complete separate election form|
% L2t pame First name, M. Social Securty & Relaionship to epplicant | Age
m} Last name First name, M Socal Secumty # Relabonsnip 10 applicant | Age
1. Other Healtn Coverage  Please check one: | YES (complete below) L1 NO
On the day your coverage begins, it family members, including yoursef, who will e covered by any ofher heath coverage.
Provide name, phone number and address of the HMO or insurance company Policylcerfificate number Effective date
Il
Policy/cersficate nolder's name Social secunity number Date of birth \mmamim
T b :
If you andfor your dependents are enrolled |n Medicare, complete the folowing
Enroliee’s name(s) Medicare 1D 2 Medicare Pant A Medicare PatB | ESRD onsed date
effechive dafe effective date
! ! ! ! | |
', - "
Medcar Pat D IDF Medcare Part D Camer Medcare Pat D sfiechve ce Medcare Part D fem dase
i | { !

Reason fo Nedcare eniemer. ] Age L] Disability L) ESRD & Disabiiy L End Stage Renal Disease (ESRD)

s imom

undenwritas only ife and

2pplication

for which |, or zny dependents have applied.
the coverage selected on this application. If | select a coverage, or
combination of coverages, not available to me andlor 2 class for which | am not
%\lmmmms;swamwmmMMz
ith the employer's appication.
4. | understand that. ko the extent permitted by law, Anthem reserves the right to accept
wmmsappimﬁm&mm:ﬂmmelmm.m
) ly coverages, may accept only certain persons of
conditions for coverage) and the no nght whatsoever is created by this application.
| also understand that this coverage, If approved, may exdude coverage for

1. I may not assign any payment under my Anthem Blue Cross and Blue Shisld program. 5.
2 |mmmmmm,nmmmmm

8. Read these Significant Terms, Conditions and Authorizations carefully before signing. Please review your application for eTors or omissions.

I .2 respansible to timely natify my emplayer of any change thal would make me or

any dependent neligidle for coverage.

6. By signing fhis application, | agree and consent to the recording andlor monitoring of

telephone conversation befween Anthem and mysef.

any
| acknowledge that | have r2ad the Significant Terms, Condifions and Authorizations.
and | acoept 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 | understand they are being relied on by Anthem in

accepiing this

application. | understand that any misstatements or failure to report new medical
information prior to my effective dae may result in 2 material change ib coverage or
premium rates. Any material misrepresentation or significant omission found n this
application may result in denial of benefits or rescission or cancellation of my

pre-xisting conditions. coverage(s).
| gve this authorization for and on behalf of any eligible dependents and myself i
covered by the Plan. | am acting as their agent and representative.
Applicant Signatur Date

i !
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NAME SSN
8. Waiver of coverage for employee and/or any efigible dependent not envolling
Checkalthat pply. Waving [ Heath T Dental Vision [JLife Al

Name: of person waiving Already prolected by coverage of

[J Spouse [JParent (] None
Employer name Camier: ] Anthem (give cerfificate/poficy #) [ Other camier (give name, ID #)
Checkal halaoy. Wevng [ Healtn [JDental [JVision Ilfe CJAI
Name of person waiving Alreadypmtecmdbyqoverageof

[ Spouse [1Parent I None
Employer name Carrier: [ Anthem (give certificate/policy #) [ Other carmier (give name, IC #)
Creckalhalzoply.  Wang [JHeath (D Dental [JVision [Jlfe CTIAN
Name of person waiiving Alrezdy protected by coverage of

1 Spouse Parent [1None
Employer name Camer. [ Anthem (give certificate/policy #) [ Other camier (give name, ID #)
Checkalheiappy. Wavng [ Heath [TlDenfal [Vision TILfe AN
Name of person waiving Already protected by coverage of

[ Spouse []Parent []None
Employer name Carrier: [] Anthem (give certificate/policy #) [ Other camier (give name, ID #)

Check all that apply

Diregresentm|havemmnmmmybmyhmmmemmm&mmemmﬁJmmmmm

mmtakeaﬂvmlagedhisoﬁer.aneevml#wishwappwormchwveragemeaﬂer.[mydoso,wbjeatoeslablishedu‘ocedmes.mmdedimg

ervoﬂnmformyseﬁorwdepaﬁmts{mdudingmyspmse]bemmecfotha'hearmmsuancemmge.lrmyinthefm:.mbeabletoemllrnyselformy

dependenlsmmisplan‘pm\ddedMenmﬂmemisreqzﬁtedwiﬂnn31daysaﬁero&mwvemgamds.Mydependent{s}mlmyhemﬂacbpm—eﬁsﬁng

condition restrictions or waiting penods specified in the certificate, if 2 dependent or | are late enrollees. The pre-existing exciusion may not apply to a

dependent who Is enrolied in the plan prior to hisher 1 Birthday. In addition, if | have a dependent as a result of marriage, birth, adoption or placement for

adq:ﬁon.Jmaybeabletommilmyselfmdmydependentspmwdedmatlrequamroﬂmmﬂmﬁdaysaftarmernamage.bm.adopﬁonorpiawm

of adoption. | also understand that my dependents and | may enroll under two additional circumstances:

. Eilhermyormydependaﬁ'sMedcaidor@ﬂdrm’sHaalthInsuranaergm[CHIP)mvemgeisbrnﬁmtedasareaﬂofhssofeﬁgibilﬂwor

. Mydepaﬂmlmlbemmeﬁibiefarawbsﬂdy{statepmnﬂmassisﬂrmmmm)

In these cases, | may be able to en | myself and my dependents provided that | request enrollment within 60 days of the loss of Medicaid/CHIP or of the
determination.

eligibility
Ljirepre&anmatfmbeengwmﬂwwmywappw&xmeavailablegmupﬁfebeneﬁsmedbymy , the benefits have been
explained to me, and | and/or my dependent(s) decline to participate. Neither my dependent(s) nor | were i or pressured by my employer/group,
agent or life camer, mdemiringwsmverage.butele@dcfmy(our}mnamﬁtndedhema@1mderstandthat‘rﬂwishmaoplyforsmh
coverage in the future, | may be required 1o provide evidence of insurability at my expense.

Please check if any of the following apply: (WI only)

:lamcgveredorﬁﬂbe}mmed under another plan that is not sponsored by my employer. | am not enrolled for coverage under Health Insurance Risk
Sharing Program (HIRSP),
DMydapendaﬁammedmmﬁbemvemd%ammanmmmtmmdbymymm.Mywpendaﬂsarenotenmledformvemge
under Health Insurance Risk Sharing Program (HIRSP).

O Other:

Applcant sigrature - I

a 1, 3 counties in the Kansas
R R Lo S S ke Crn e St e e
not benafis of the Blue Cross snd Blue Shisid
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Formulario de solicitud de cambios del empleado Anthem.®%W Anthemlife =W

Anthem Biue Cross and Blue Shield se usa en forma conjunta coma el nombre comercial de RightChoice Managed Care, Inc. (RIT), Healthy Alliance Life
Insurance Company (HALIC), HMO Missoun, Inc. y Anthem Life Insurance Company (ALIC), HALIC ofrece coberiuras médicas tradiconales y PPO. HMO
Missouri, Inc. ofrece coberturas HMO y POS; y ALIC ofrece coberturas de viga, por muerte y desmembramiento accidental, de discapacidad a corta piazo
y de discapacidad a largo plaze.

Complete este formulario SOLO cuando realice cambios a su cobertura existente. Si SOLICITA una cobertura 0 AGREGA a uno o mis
dependientes, complete la “Solicitud de inscripcidn de Anthem” en lugar de este formulario. Al completzr la seccién 2, asegurese de inclurr 2 facha
del evento que causa el (los) cambio(s). Si cancela la cobertura para un dependiente, cambia de medico de atencion primana o cambia un nombre, brinde
un motivo en |as secciones designadas.

Complete en tinta y entrégueselo a su empleador: Jse hojas adicionales de ser necesario,

NOTA: Se pueden realizar alguncs cambios accediendo a www.anthem.com. Los listados de meédices de atencion primeria (PCP) de Anthem para los
productos HMO/POS pueden oblenerse en www.anthem.com.

1. Para uso del empleador/grupo:
Nombre y direccién del empleador:
N.” de grupo N.° ce subgrupo/ Fecha de entrada en Clasificacién de N.? de solicitante/Nombre del dep,
N.° de division ce vida vigencia de solicitud seguro de vida
Para uso Fecha de Fecha de Fecha de Fechade Médico de COB Pre-ex (fecha)
de Anthem: Plan enfrada en entrada en entrada en entrada en atencién
vigencia ce vigencia de vigencia de vigencia de prmaria
cobertura seguro da vide | cobertura cobertura
médica odonfoldgica | oftaimolégica
{ / Ll / i bl of [JSi OONo | O8I CINe
2. Motivo del cambio 3. Tipo de cobertura/plan ]
Fecna del avenlo Cobertura médica | Cabertura Cobertura Cobertura
Logs el [ Cambio de COHMO* [OPOST LCIFPO | odontologica (ofialmoiogica | de vide
[ Direccion beneficio [ PPO de Anthiem Essential™ OPPO O Empleado | Cobertura
1 Cambio de O Cancelar [ Choice PPO de Anthem Essential™ O DentaBlue (PPO)|  Unicamente |  de vida
beneficiario del dependiente O] Ciruglas hospitalarias O DentaBlue CJEmpleado + | (consulte a
sequodevida  [JCambiode PCP | Cuenta de ahomma de salud Lumencs® Select (PPO) obnyuge seccion 7)
= Cambio de L] Cambio ge 71 Cuenta de resmbolso de salud Lumenos® | Dental Bue® | L Empleado +
%0:' nombre T Cuenta de Incentivo de salud Lumencs® LI Dental 31“-'3' 5 gomb::tu %
o [ Omo O] Cuenta de incentivo de salud extra Lumenos®|  Choice 100 "
O Inscripcion iz [ Dental Biue® familiar
en Medicare st (niceie Choice 300 O Sin cobertura |
(consulte I3 [ Empleado+conyuge _
peaned ) | Empleado
seccion 7) S ORI dnicamente
[ Cancelaciény [ Cobertura familiar e
’ - @ L] Empleaco +
renuncia ge [ Sin cobertura chnyuge
cobertura [ ;Tiene o est2 estableciando una cuenia 0] Emoleado +
(consulte la deahomodesalud? CISI TINo hiols)
seccion 9) Anthem facilitara la aperiura de una Ol Cobertira
[ Conversién cueniz de ahorro de salud a su nomore, =
si asl lp indica su empleador. Soiee
[ Sin cobertura
Ley en materia de anti-discriminacion de la informacion genética (GINA): Al responder las preguntas de esta solicitud de inscripcién, la informacion
suministrada para cada persona debe incluir sélo fa informacion acerca de dicha persona y no oebe incluir ninguna informacién geneética. La informacion
genética incluye &l historial médico de [z familia & informacidn relacionada con las pruebas genéticas de I persona, sus servicios genéticos, asesoramiento
genética 0 enfermedades genéticas por las que Ia persona pueda estar en riesgo. Todas las respuestas pertinentes 3 una persana solo se lendran en
cuenta y aplicaran & la persona en cuestion.
Aviso sobre cuenta de ahorro de salud: Excepto que se prevea o contrario en cualquier acuerdo entre mi y el custodio financiero, el cusiodio de mi
cuenta de ahorre de salud (HSA), comprendo que se requiere mi autorizacion antes de que el custodic financiero pueda proporcionar & WellPoint la
informacidn acerca de mi HSA. Por |z presente, autorizo al custodio financiero a proporcionar a WellPoint [a informacion acerca de mi HSA, incluidos el
nimero de cuenta, el resumen de cuenta y 2 informacion acerca de Iz actividad de la cuentz. También comprendo que puedo proporcionar a WellPoint una
solicitud por escrito para revocar mi autorizacion en cualguier momento.
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NOMBRE SSN

4. Informacion del empleado
*Solo complete la informacidn del médico de atencion primaria (PCP) si se inscribe en productos HMO o POS. (N.° de 8. S. abligatorio)
Apellido Primer nombre, |. M. Fecha de 'Sexo  |N°de sequridad social | (I Soltero | Altura ‘Pesu
nacimienio OM O Divorciada
_ k't aF i & O Casado [
Direccién particutar ‘. Ciudad Estado |Cddigo postal Condado
Horas de frabajo Nombre v direccion de PCP de Anthem® IN.2de ID de PCP de Anthem” | ;Paciente
semanales | nuevo?
JSi T No

Si PCP s un cambio, indique &/ mofivo dal cambia,

5. Informacion familiar Conyuge y dependientes que se cambiaran/cancelarén. {Adjunte una hoja adicional éies necssario},* Solo complete ia informacién
del médico de atencion pnmaria (PCP) si se inscribe en productos HMC o POS. (N.2de S. S. obligatorio para conyuge/companero de vivienda)

1 O Cambio | Apellido Primer nombre, |. M.
[ Cancelar
Fecha de Sexo  |N°de sequridad social Relacion con el asegurado Motivo del cambio
nacmiento | CIM OJ Cényuge [ Hija
¥ o od MEIF 2 5 O Hijo O Ofro
,La direccion del dependiente es diferente a la direccion del solictante? [ISI O No (Sies 81, proporcione la direccién completa)
Nombre y direccion de PCP de Anthem’ ‘ N.2de ID de PCP de Anthem" +Paciente nuevo?
| CO8i ONo
Si PCP es un cambio, indique 2! mofivo del cambio.
2 [ Cambio Apellido Primer nombre, |. M.
] Cancelar
Fecha de Sexo  |N°de seguridad sacial Relacion con el asegurade Motive del cambio
nacimiento OM O Cényuge 1 Hija
I, OF & ] O Hije OOrm_
4L direccion del dependiente es diferente a la direccion del soficitante? S TINo (SiesSl, proporcione la direccian completa)
Nombre y direccion de PCP de Anthem™ N. de ID de PCP de Anthem® ¢ Paciente nuevo?
I 81 OO Ne
Si PCP es un cambio, indique el mativa del cambio.
3 1 Cambio Apeliido Primer nombre, 1. M.
1 Cancelar
Fecha de Sexc  |N°de seguridad social Relacion con el asegurado Moiivo del cambio
nacimiento OM O Cényuge I Hija
P il BE 3 * OHijo O Otro
¢La direccion del depenciente es diferente a la direccion del soiicitante? [ISi TINo  (Sies Si, proporcione Ia direccion completa)
Nombre y direccion de PCP de Anthem® N.° de ID de PCP de Anthem* (Paciente nuevo?
Sl O Ne

Si PCP es un cambio, indique el motivo del cambio.
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NOMBRE SSN

8. Renuncia de cobertura para el empleado y/o cualquier dependiente slegible que no se inscriba
Marque lodas las que comespondan. Renunciaa: [ Cobertura médica O Cobertura odontoiégica [ Cobertura ofaimoldgica
O Segurodevida [ Todas

Nombre de la persena que renunciz: Cuenta con la coberiura de
Tl Conyuge [ Padre [ Ninguno
Nombre del empleador Compafila de seguros: [ Anthem (indique n.° ce ceriificado/poliica)

[0 Otra comparita de seguros (indique nombre, n.° de ID)

Marque todas las que correspondan. Renuncia a: [ Cobertura médica [ Cobertura odonlolégica [ Cobertura oftalmologica
CSegurodevida [ Todas

Nombre de is persona que renuncis: Cuenta con la coberiura de
O Conyuge [ Padre [ Ninguno
Nombre del empleador Compafifa de seguros: [ Anthem (indique n.® de certificado/politica)

CC Otra compafiia de seguros (indique nombre, n.” de ID)
Marque todas las que comespondan. Renuncia2: [ Cobertura médica [ Cobertura odoniologica [ Cobertura oftaimoldgica
[ Segurodevida [ Todas

Nombre de la persona que renuncia: Cuenta con la cobertura de
LI Cényuge [ Padre [ Ninguno
Nombre del empleador Compafiia de sequros. [ Anthem (indique n.° de certificado/polifica)

[ Otra compafiia de seguros (indique nombre, n.” de ID)

Marque todas las que comespondan. Renuncia a2 [ Cobertura médica T Cobertura odonloldgica [ Cobertura oftalmoiégica
[ Segurodevida [ Todas

Nombre de la persona que renuncia: Cuenta con lz coberiura de
() Conyuge [ Padre [ Ninguno
Nembre del empleador Compafiia ge seguros:  [J Anthem (indique n.* de certificadoipolitica)

] Otra compafifa de seguros (indique nombre, n.° de ID)

Margue todas las que correspondan

T Declaro que he tenide la oportunidad de solicitar iz cobertura de Anthem Blue Cross and Blue Shield y que, después de considerario suidadosamente.
he decidido no aprovechar esta oferta. En caso de que desze solicitar dicha cobertura en el futuro, podré hacerlo, sujeto a procedimientos establecidos.
Si rechazo mi inscripcitn © 2 de mis dependientes (incluido mi conyuge) debido a ofra cobertura médica, en el futuro podré inscribirme o inscribir a
mis dependientes en esta pian, siempre y cuando dicha inscripeidn se solicite dentro de los 31 dias posteriores a la finalizacion de la otra cobertura.
Mi(s) dependiente(s) o yo podremos estar suietos 2 restricciones por enfermedades preexistentes o a los periodos de espera especificados en &l
cerificado de grupo, si un dependiente o yo nos inscribimos fuera de plazo. Ademas, si tengo un dependients como resultado de un matrimonio,
nacimiento, adopcion o entrega en adopcion, mmmemmammmmmmmmymmmwmmm
31 dias posteriores al matrimonic, nacimiente, adopcién o entraga en adopcion. También comprendo que mis dependientes y yo podemos inscribimos
en dos circunstancias adicionales:
» O bien la cobertura de Medicaid o del Programa de Seguro de Salud para Nifies (CHIP) finaliza como resultado de la pérdida de elegibilidad; o
+  Midependiente 0 yo pasamos a ser elegibles para un subsidio (programa estatal de asistencia de primas)

En estos casos, es posible que pueda inscribirme e inscribir a mis dependientes, siempre y cuando solicite 2 inscripcitn dentro de los 60 dias posteriorss

a I pardida de Medicaid/CHIF o de fa geterminacion de elegibilidad.

1 Declaro que he tenido la oportunidad de solicitar los beneficios de vida de grupo disponibles ofrecidos por mi empleador/grupo, que se me han
explicado los beneficics, y que yo y/o mi(s) dependiente(s) decidimos no parficipar. Ni mi(s) dependiente(s) ni yo fuimos inducidos o presionados por
mi empieador/grupo, agente o compafila de seguros de vida para rachazar esta cobertura sino que o decidimos voluntariamente. Comprando que si
quisiera solicitar dicha cobertura en el futuro, podré tener que presentar por mi cuenta pruebas de asegurabilidad

Margue la que corresponda: (Sélo en WI)

I Tengo o recibiré cobertura mediante ofro plan no patrocinado por mi empleador. No estoy inscrit para recibir cobertura mediante el programa Health
Insurance Risk Sharing Program (HIRSP).

O Mis dependientes tienen o recibiran cobertura medianie otro plan no patrocinado por mi empleador. Mis dependientes no estan inscritos para recibir
cobertura mediante el programa Health Insurance Risk Sharing Program (HIRSP).

[ Otro:
Firma del solicifante Fecha | |
o8 wisa = uu—ummwmu—.—nm-a-—- o8 RIghtCHOICE wgwd Camn o= 1T, Mesifhy Aliascs Lite
_mmpumuwmw-bmmu WIT 5 clarce me HMO Por HALIC ¢ iow benafiocy HMO ssegurascs >or MBO
= £ = -umm&mm-wwqu-—mmnmm
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NOMBRE SSN
6. Segure de vida y discapacidad
£ Segure de vida basico [ AD&D basico _ Anthem By Design Discapacidad ¢ Se encuentra trabajendo
[ Discapacidad a corfo plazo % a corto plazo-BUY UP actvamente en Iz
[J Sequro de vida del dependiente [ AD&D suplementano [ Anthem By Design Discapacidad actualidad? COISI COINo
[ Discapacidad & largo plazo % a largo plazo-BUY UP Si fa respuesta es No,
[ Sequro de vida suplementara: x ingresos anuales 0 § [J Anthem By Design Sequro de expliqua el mofivo:
[ Ingresa actual: § CHors OSemana T Mes T Ao vida bésico-BUY UP (complete &l
formulanio de eleccion por separado)
Beneficiano | Apellido Primer nombre, . M N° de sequridad social |Relacién con el solicitante | Edad
principal = =
Beneiiciano | Apellido Primer nombre, L M N° de segundad social |Reiscion con el salicitante | Edad
contingente T N

7. Otra cobertura médica Margue una: [ Si (complele abajo) T No

El dla que comienza su cobertura, especifique los miembros de la familia, incluido usted, que esteran cubierios por cualguier olra cobertura médica.

Proporcicne el nombre, & nimero lelefénico y fa direccion de [a compaiiia de sequro o HMO | Ndmero de politicaiceriificado Fecna de enfrada
€n vigencia
Nombre del titular de ia politica/certficado Namero de seguridad social |Feche de Reiacién con &l solicitante

nacimento

{

Si usted yio sus dependientes estan inscritos en Medicare, complete la siguiente Informacion.

Nomore(s) del afiliado

N.? de ID de Medicare

Fecha de
aparicion de
ERET

Fecha de entrada | Fecha de entrada
envigenciade  |en vigencia de
Medicare Parie A | Medicars Pare 8

/ | J

/ / )

] )
{ ! |

N.* de 1D de Medicare Parie D

Compadia de seguros de Medicare Pare D

Fecha de finalizacion de
Medicare Parie 0

Facha ds enfrada en
vigencia de Medicare
Parte D

Mativo para obtener beneficios de Medicare: [ Edad [ Discapacided 1 ESRD y discapacided [ Enfermedad renal &n etzpa lerminal (ERET)

1. No puedo asignar ningln pago bajo mi programa de Anthem Blue Cross
and Blue Shield.

2 Autorzo la deduccidn de mi saiarioipension, si fuera necesario, para fa
pnma obligatoria de Iz coberura solicitada por mi o por alguno de mis
dependientes.

3. Solicito la cobertura seleccionada en esta solicitud, Sl elfjo una cobertura
0 una combinacion de coberturas ne disponible para mi y/o una clase para
la que no soy slegble, aceplo que mi(s) seleccion(es) se modifique(n)
automaticamente mediante el presente documento 3 fin de coincidir con
la solicitud del empleadar.

4. Comprendo que, hasta donde lo permita 'a ley, Anthem se resarva el
derecho de aceptar o rechazar estz soliciud (y que Antnem Life Insurance
Company, que ofrece dnicamente coberturas de vida y discapacidad,
puede aceptar solo 3 determinadas personas o condiciones para la
cobertura) y que no se crea ningdn tipe de derecho mediante esta salicitud.
Comprendo también que esta cobertura, en taso de ser aprobada, puede
no incluir la cobertura de enfermedades preaxistentes.

5. Soy responsable de nolificar de manera oporiuna 2 mi empleador sobre

8, Lea estos Téminos, condiciones y autorizaciones relevantes detenidamente antes de firmar. Revise que su solicitud no tenga errores ni omisiones.

cualgquier cambio que hiclera que yo ¢ algun dependiente no fuera elegibles

parz la cobertura,

6. Al firmar esta solicitud, doy mi consenfimiento para la grabacion yio
monitorec ce cualquier conversacion telefonica entre mi persona y
Anthem.

Reconozco que he leido los Términos, condiciones y aufonzaciones

relevantes, y acepto dichas dispasiciones como condicion de cobertura.

Declaro que las respusstas a todas las preguntas de estz soliciud son

verdaderas y exaclas a mi leal saber y enlender, y comorenda que Anthem

se basa en ellas para aceplar la presenle solicitud. Comprendo que

cualquier lergiversacion u omisién de dalos médicos nuevos anles de mi

fecha de anirada en vigencia puede provocar un cambio sustancial en las

tarifas de la prima o la cobertura. Toda tergiversacién u omision significativa
que se encuentre en esta solicitud puede pravocar la denegacion de los
beneficios o 'a rescicion o cancelacion de mils) cobertura(s).

Doy mi aulorizacién en nombre de cualquier dependiente elegible y de mi

persona, si estuvieramos cublerios por i Plan, Actlo como su agenis y

representante.

Sl existe un conflicto entre la aplicacion en idioma inglés y su versién en espafiol, prevalecerd la version en inglés.
If there is a conflict between the English language application and the Spanish version, the English version shall control.

Fimma del solicitante

[Fecha |/
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. Employer Application Anthem.®%  Anthemlife &%

Group size 2-50 eligible employees
Please complete in blue or black ink and use extra sheets of paper if necessary
For more information about Anthem, its products end services, visit www.anthem.com.

 Anthem use:
“Group/Account # Approved SIC: (W1 anly - SIC applies| Anthem's Approved | State Tracking ID
1o Life and Disability only) Effective Date CIWisconsin [ Missouri

1. Effective date
[Z The benefits you have selected are outiined on the attached proposal, herein incorporated by reference.

[ Blue Access®IPPO) O Anthem ByDesign®(ABD) O Vision O Optional AD&D

[ Blue Accass®Choice (PPO) (MO only) Buy-up/Heaith Saving Account (HSA) 7 Short Term Disability
[ Blue Preferrad® Plus (POS) [ Lumenos® Health Saving Account T Basic Life J Long Term Disability
O Blue Prefarrad® Select (MO only) O Lumenos® Health Reimbursement Account [ Basic AD&D

(J Blue Prefarrad® (HMQ) (MO only) O Lumenos® Health Incentive Account J Dependent Lifa

[ Blue Priority® Plus POS (WI only) I Lumenos® Health Incentive Account Plus (I Optional Life

[ Anthem Essentiai™ PPO {7 DentaCare (HMO} (W1 anly) OJ EE only

O Anthem Essential™ Choice PPO (MO only) [ Dental Blue® 100 [ SPS only

[ Anthem Essential™ Select (MO only) [J Dental Blue® 100/200/300 J CHD only

[ Anthem Essential™ POS (W1 anly) 1 SP/CHD
3. Employer Information

Applicant (legal name of group) Name of association (if applicable)

Name and title of head of firm Name and title of administrative contact

Home office address City County State ZIP Code
eMail address Phane number finclude area code) |Fax number (include area code)
Billing address and/or contact (if different from above) Tax ID/FEIN (Required) Number of yaars in business

Type of business

Is any part of group subject Will bargaining agreement participants Total # of employees residing/working outside of Home Office state
to bargaining agreement? () Yes [ No |be considered eligible employees? O Yes [ Ne
List all sfiliste/subsidianes/divisions (list names, lacations, number emoloved at each location,) Attach 8 separate page to show any separate biling addresses, and any separate billings for e classes.

Do you have any affkates that quality as a single employer under subsection (b, (c), Tm) or (o) of Intamal Revenue Code Section 4147 If yes, please give the legal names,
faderal tax 1D no. and number of employees employed by sach. ClYes [ No

Name of current health andior life camers) Next Renewal Date

Do you want Anthem 1 faciitate opening a Health Savings Account Is wgrnuﬂSectiunIZS"

with Mellon? O Yes T No = DV o =

I subject w COBRA? Do you have a COBRA administrator? Do you want an Anthem sffilite to administer COBRA for your group?
quglﬁo Jaosu O No J:su O No I yes, please complete and sign the COBRA agreement
List employee/dependents on Continuation of Coverage/COBRA Names of persons in COBRA eligibifity penod

4. Medicare Secondary Payer

DDoes %wma@mx@mmnm,mmmmmﬁm@MMWmSememmmmmmmm
Shield as soon as this statement is na longer true.)
0 Doas amploy 20 or more employees (full-ime, prt time, leased) under the terms of the Medicare Secondary Payer stawte

5. Eligihilil\r

st work at least 30 hours per week, must be Actively At Work, must have satishied any applicable eligibiity waiting period. Ehgible full-tme
mplowasdorm temporary or seasonal employees.
Mmheroifulmmnﬁl;wes Tatal number of fincluding |Total number of employees |Employees mﬂvmmmupemdwﬂlm
(including those wathin mnggenud art-time, seasonal and temporary nota:welymwm:
and individually contracted individua FMIJ nclude individually contracted)) ggn rﬁm elfac% dﬂ;tg =

ame wa app{as NEW Persons or on
lmeﬂacmdg;.m

New enrollees will become effective on:

g’l‘l&!ﬂwwm@mdm 010 days 180 deys (090 days [J 180 days of employment or the first billing date sfter (10 days (30 days 60 days 190 days
g

(W) the 1st of the month following (1 30 days [J 60 days [ 90 days T Other (no more than 180 days) [ Date of hire (] Waive probationary Peried

mmdmmdambmm:dﬂemmwtlm O No If yes, explain

AMOWI-100 Fiee 1010 1




Group Name:

6. Contribution and Minimur Participation Requirements Employer nust have af least two empioyees enrolled in health 1o maintain coverage undar 7 pian
Group contribution level for health: 50% of the single fee premium; at least 25% of total premium. For fife, AD&D, STD, LTD: at least 25% of premium
for each coverage except dependent life (MO only). If group contribution is 100%, 100% participation is required IN/A WI\. Group minimum
participation for Heaith: at least 75% of "Net Eligible Employees”. “Net Eligible Empioyees' is the total number of sligible mvﬁl s less those
employees with ather group health coverage through a spouse or as part of a collectively bargained or union plan (N/A WI). For Life and Disability
participation requirements, please refer to the Benefit Plan highlights on your proposal.

Group contribution level for nsurance

Health % Dental % Basic Life % Basic AD&D % Dependent Life % Optional Life %
aﬂﬂ‘nnal AD&D % STD % LTD %
un%. Flat Dollar Amount [Minimum $100 per employee per month: S Other )
15 mmmaddmmmmmmmgnxdoasmxmbearbwzmm‘mmtMnatiassmmmpmwa!mmgrerem
Do any classes have a percentage of group contribution different than above? L1 Yes L) No If yes, explain
it TWT Dindy]

These participation requirements must be obsarved and maintzined for a Group to remain eligible for coverage. It is ths Group’s responsibility to
maintain these requirsments. The number of employees in medical coverage initially and when reviewed periodically therzafter determine the size of
group for participation requirament purposes

56

7
89

10
1n&ulp “Elgible amployeas
Ner-Small Employers: Small Employer has the meaning given in Wis. Stat sEB027]
a. Eligible empioyees whe waive coverage dug to coverage under a health plan that constitutes “creditable coverage’ for pre-existing condition
purposes (e.g. COBRA, spouse’s group health coverage) will not be used to detarmine participation.

b. For Small Employers, an employee who waives coverage because the employea’s annual premium exceads 10% of the employee’s annual gross
earnings will not be used to determine participation,
c. For all groups, efigible employees who waive coverage because they are part of another health plan offered by the Group will be used 1o datermine

participation.
Signature and title of autharized group representative |Fﬁmnmoiauﬂmed group representative |Ci!ws:am where signed ‘Dm
Accepted by Anthem's Underwring Department — Signature and fitie | Date

"3 Read this secton carefully before signing, Please review your apphcation for Smors or OMESIONS.

The & randﬂoraulimwmmmhaehwmmmmihaappmwdlorcwmsmmghmE_llue Cross and Blue Shield and Anthem Life

Insurance ny (hereinafter *Anthem” unless otherwise specified) and tm be bound by Anthem's and Anthem Life's rules and regulations pertaining o

coverage unaer the insurance contrects and policies, as adopted and/or revised from time w time. Employer understands and represents the following, and

approved for coverage, agrees by payment of the required premiums; and the authorized representative represents on behalf of the employer:

1. To comply with all terms and provisigns of the Group Contractls) issued, 8  That claims filed by or on behalf of members may, at Anthem's option, be
mpﬁﬁ?h accepts enroliment under the Anthem Life trust policyfies), i suspended if pramiums are not tmely received. (Uoes not apply in Wisconsin)
applicable.

9
2 To make the cmra}a available 1o all eligible employees and their eligible forward such notices 1o persons involved, at
dependents and to disribute information and documents to anrolled their Iast known address.

e The advance premium check does not create tamporary or interim coverage
3. To maintain records and furnish to Anthem or their desi agemis), any  and that receipt and deposit of that payment does not quarantes issuance of

If applicable, Employer will receive on behaif of members, all notices defivered
byaﬂmmm, a??meduﬁy

information required in connaction with administration of the covarage. coverage. Rather, issuance of coverage is expressly conditioned on Anthem’s
. ) Vot , determination that the group is an acceptable nisk on their current

& To provide nctice of applicable conversion rights and rights to continue unde practices and procedures. these conditions are met. there

neafth coverage under COBRA 1o eligiie amployses and eligible shall be no on the part of Anthem exceqt to refund the payment The

dependents. employer will be responsi efntmumi\gmnd':v(ldu" al employees any part of

- \ the payment contributed by those employees.

&Mmmemmmedicalhcmywilbemiradd 1 8s and 1

dependents when applying for coverage within or time frames That in order for Anthem to accegt or decline this application, all the

or amount of coverage imns astablished by Anthem. information requested on this application must be completed. In the event the

A ) applicaton is not complete, or its designated agent(s), is authorzed

6. That approval for this coverage may cancel any prior contracts and/or to abtain the necessary informaban and to complets that information on this

coverage with Anthem effective immediately preceding the effective date of application. The understands that the cmra?a issued by Anthem

ths employer's covarage. mheﬂi’fmm that the coverage applied for herein. In that event, Anthem

1.T Anthem, fy the premium due the ] behalf of each mrmf\fﬂﬂ ampln%ofmmh "mm“ andmw pammofmm

. To pay Anthem, premium due date, Bmiums on g a premiums, r will accept the coverage as A

mnbprcmeduﬂarﬁemc:.;ﬂmodf&wisemdmm e

financial agreement between the to submit applications of The premium rates calculated for the em are contingent, based

empioyees prior to their date of ity, m_l_teetrall necessary records the accuracy of the ility data on employses and

regarding membership, to assume responsibility for handfing the COBRA dependents t Anthem by the employer. Anthem reserves the right to review

and state-mandated continued group coverage and/or CONVErsion Drocess, such rates upon receipt of all indwidual applications for smployers’ amployaes

if applicable. and to mediy the rates, if the enroliment information so warrants. Ay

misstatements on employees’ applications ar faflure ta report new medical

AMOWI-100 Rev 1800 2




Group Name:

information prior to the employees’ effective dates may result in @ material
change t the groups’ coverage or premium rates as of the effective date

average of at lsast 2 but nat more than 50 employees on business days
during the preceding calendar year, or that is reasonably expected to employ

of coverage. an average of at least 2 but not more than 50 employees on business days

during the current calendar year if the employer was not in existance during

the preceding calendar year, and that employs at least 2 employees on the
answers contained herein are Tue and complete to the best of the ?a 3 -

r r first day of the plan year.
amployer’s and/or authonized representative’s knowledge and belief. It ; - -
| ; . 15. The requested coverage is not in effect unless and until this application is
. All employees applying for coverage are employees of the employer, receive  approved by Anthem, that approval of coverage shall be evidenced by issuing
salary or wages documented on state and/or federal ll reports, Group contracts and/or policies to the employer, and an employee's coverage
work 30 hours per week if the employer is located in Wisconsin, or work 30 is not in effect unless and until the employee applies and is approved for
or mare hours per week if the employer is located in Missoun (unless coverage by Anthem,

13. The entire application for Group coverage has been reviewed, and all

otherwise approved by Anthem in writing), and meet any other aligibility ‘

riﬁ.wemems for coverage; employer mests the definition of small smpiuk:r 16 The ern?lnyer_ acknowledges that he has signed the attached benefit
under applicable law of the state where it is domiciled, which is: MO - proposals indicating the coverages requested,

employer who employed an average of at least two but not more than 50 . ; ) =
employees on business days during the 1|’;ﬂacev:ru1g:; calendar year and wha  17. The broker fisted below is authorized to make enroliment and efigibility
employs at least two amployees on the first day of the plan year. changes on behalf of the em ‘s group health plan, and employer wil
In Wisconsin, a small employer is defined as an employer that employed an  immediately inform Anthem if this am!gormm is revoked.

jon - | hereby represent that

1. | have reviewed the attached employee and group applications and waivers for comoleteness and accuracy.

2. | am not aware of any heatth history of any applicant that does not appear on the application. .y .

3 | have not completed any of the information contained in the applications except with nEemnsmn of the applicant and as noted by my initials on the application.

4. | nave not signed any of the applications for & group re or individus| applica L : i

B | have advised the group that 5 failure @ p{u\ndge complete and accurate may result in 2 loss of coverage retroactive to the effective date of coverage
or rs—rann&ufme_gmup's premium retroactive to the effective date and that coverage shall not be effective until Anthem Blue Cross and Blue Shield reviews and
approves eapwcmmammemmpmmammgmNcumm&umw

Broker name Broker Signatura

Address Broker D number

Tax ID number to be paid Broker phane number Broker e-Mail address Broker fax number

Agency name (if applicabla) General agency broker

Address Date Anthem sales representative

Ase Blos Crose and Blus Shiad s it trade name o i Missaurl, jaxclding 30 counties = the Kanuss Dty srval of RgriCHOICED Missages Care. ine. [RITL Runthy Allencs® (s inmrsnce Sompeny (HALICL sod HMO Misssur, e BT

ummwmnmmumwmmmnmwwumwuwmmﬂmmw-‘wmngumm

In Wisconsin: Athem Blue Croes and Blue Shalc 3 the trasie sume of Bios Cross Soe Shald of Wiscossn (BCBEWTL, which =s the PPD and indemmity poiicier: Compcars Hasiih Sarvicas inswsnes: G

ro ] wisch istary the HMD poficies; and Compzans ang BCESW, collsctiiy. which solicies. indecencent icenssas of the Croer and Bice Sheald Amyociation. @ ANTHEM
lesurysts Companies, foc. The Slen Croax and Slue regivered mars of S Slue Drous wso Bhus Shiskd Asyscustion.
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Enrollment Application mﬂﬂﬁfﬁ- @ Aﬂtheﬁ- @ @
Group size 51+ eligible employees

INSTRUCTIDNS:

Please read carefully, complete electronically, or in biue or black ink, all the required sections

and return to your employer. Use extra sheets of paper if necessary. All information given should apply
to this employer.

(i 3,
SECTION 1; EMPLOYER/GROUP USE - Required
Employer name Emaloyer address
Group ne. Sub-group no./ Life division no: | Requested effective date Life classification |Employee no./Dept. name

SECTION 2: REASON FOR APPLICATION - Required
CINew enroliment [JcoBRA
DAﬂrLaI open enrollment (N/A Qualifying event svent date
[ Waiver (To decline ALL coverage skip 1o Section 12)
SECTION 3: STATUS CHANGE/EVENT - Required, if you checked “Add dependent” option in Section 2
Event date CIMarriage | Adoption (Attach legal documentation) [ Loss of coverage (reason)
\CIBirtn | Legsl guardienship (Attach legal documentation) |[10ther

SECTION 4: PLAN/TYPE OF COVERAGE - Reqguired. To uadme a plan type, check “No coverage™. If you are waiving all cm'erage Eo to Section 12.

I New hire
[IRenire date

[J Add dependent
{Fill in Section 3)

[ Termed

employment |

| Medical : ~ |Type of coverage
hfmhipla Medical Plans are avslanie. plaase indicate the pian type leowand mﬂ!phﬂ numbarhmasaacapmmeﬂ. :
| CIHMD [ Anthem Essential*PPD [ Lumenas® HIA PRO ] Employee only
| (P0S [ Lumenos® HSA PPD* [Jiumenos® Health Incentive Account Plus PO [ Employee-+spouse (DF)
| OrP0 O Lumenos® HRA PPD [Lumenos® Deductible First HRA PPO [ Emplayee+child(ren}
i WAFET R T ; [ Family coverage
: f multiple Medical Plans are available, write plan number CJNo coverage
| “Antriem will facitz1e the apening of a Heaith Savmgs Account (HEA) in your name, if directed by your Employer
Dental : : : : _ |Vision. - Life
To apply for BUY-UP coverage, check PPO and write in the plan numaer an the line provided. - S
/T3 Dental Blue®100/200/300 | Type of coverage Type of coverage ClLie
DEML,I Blue® 100 I Employee anly [ Employee anly (Fill in Section 7)
. O Employee-+spouse [ Employeg+spouse (DP)
[ Empioyze+childtren) [ Employee+chiid(ren) ‘
[CI Family coverage [IFamily coverage
I No coverage I Ne coverage

SECTION 5: EMPLOVEE INFORMATION - Required

Last name First name M. |Date of birth Age |Social security no. (required)
Sex [IM I:Isungle [IMarried  |Heignt |Weight|Hame phaone Business phone Email address
O [:ltwcurr&
Adaress City State |ZIF code County
Retired Dls,ar.'ﬂﬂ Hospitalized | Occupation Full-time hire gate Hours working per wseki_'ntnﬂe reported by CIWZ
Oves ONo [Ites ONa OlYes CiNa | {11099 [ 0ther

AM-E? foaw, OLALZ 3 Wiszaus, | excamiog 30 TS 0 e e (il ares At Sk Oross an0 Ble Sheekd 5 D 7208 same of RigntCHOCE® Mamsesd Care. inc (AIT), ity Allasce® Uil inssaace ITTEIMDMENART 1111
gy (HAU, o HWD Missmen, inc. RIT 2nd caroen offiliates adminieter ne-HMD besefis undere T iien oy HALIS and MU benedity onoenemiten by 40 Mo Inc 817 a3t cerisn Lofd
sffites oty proves asnieTatve servees for we-foneied plees 30 oo net uncenwitz benefils. oipenoen Teansees of the Sue Crors s Bhe Shist ® ANTHEM it 2 e
iadewgrs 17 Anlen sreRcs Compene e T Hie Oes 300 Al Siesit namet S0 DYMROLE 33 mgtars menis of the fe Doy and Bee Shisld Acmcina




Employee name

Social security no.

SECTION 6: FAMILY INFORMATION - Required. List anly dependents you wish to enroll, attach a separate sheet if necessary.

P!easamdﬂuﬁemﬂclufwmﬁonHon—mmnhaﬂuuutmmjhfumaﬁmmpagaaofmeqﬂuﬁm,mnmﬂmmsmriﬁmtm
Conditions and Authorizations, prior to answering

L Name

First name

‘m..

3Social security no. (reguired)

| D212 of birth

Height  |Weight | Sex

Relationship to employes

[COwm E3F |OSpouse [ Domestio Partner

O yes, give reason]

Currently hospitalized or disables  [CJves CNo

spouse/DP address Is differant than employes, please orovide full address

CIM OJF

[Clichile  CJ0ther

| (If yes, give reason)

| Last name First name M. |Social security no. Fuf-time student
Oves CINo
= § Date of hirth Height |Weight | Sex Relatignship to employee Currently hospitalized ordisabled Clyes [INo

Court ordered health carz coverage
[CIves TINo f yes,attach legal documentation)

If cependent address is different then employes, please provide full acdress

Owm O#|Ochild O other

{IF yes, give reason)

Last name First name M. |Social security no Ful-time stdent
Oves OINe
Date of birtn Height |Weignt | Sex Relationshup to employes Currently hosprtalizeo ordisetiied [ClYes [CINg

Court ordered health care ¢

Cl¥es TCINo uf yes, sitach egal Gocumentation)

OVErage If dependent address is different than employee, please provide full address

SECTION 7: LIFE AND DISABILITY INSURANCE - Required, if this type of coverage was selected in Section 4.
OHour Clwesk CiMonth [Year

Carrent income  §

[CLife Class

Do you and/or your dependents have other heaith coverage? [IYes CINo  (f yes, complete below.

[JBasic Life [J0ptional Lifz x Annual Earnings [1Basic ADRD [ Shart-Term Disability
[ Dependent Life 0R3 [ 0ptional ADED [ Long-Term Disatility
Anumwnm;mmmmmmmmmmwmmmmmmm
[ Short-Term Disability % [ Long-Term Disability % [ 8asic Life
Primary heneficiary y
Lastname First name IM.l.  |Sacial security ng, Relationship to employes  |Age
Contingent beneficiary
Last name First name M., |Social security no Relationsnip to employee  |Age
|
UNg: O H : OVERA Reguired

On the day yeur coverage begins, list family memoers, including yourself, who will be covered by any other heaith coverage

Provide name, phone number and adcress o the HMO or insurance company Palicy/certificate no Effective date

| |

Policy/certificate holder name Socal security no Date of birth | Relationship to employee
|

Are you and/or your dependents enrolled in Medicare or Medicaid? [I¥es (INao  If yes, complete below.

Enrollee name

Medicare/Megicaid 10 na.

Medicare Part A effective date

Medicare Part B effective date

ESRD onset date

Enrolles name

Medicare/Madicaid |0 no

Medicara Part A effective date |Medicare Part B effective date

ESRD onset oate

Medicare Part 0 1D na

Megicare Part D Carrier

Medicare Pari D effective datz

Medicare Part D term date

|Reason for Medicare entitiement: [JAge [Disability [JESRD& Disability [End Stage Renal Disease (ESRD)

AMI-EZ e M2

Tofd




Empioyes name Social security no.

0

i

9- PRIOR n (] o o

Have you and/or your dependents had prior health coverage? JYes CINo  If yes, complete beiow.

Have you been covered by Anthem within the past two (2] years Policy/cartificate no ‘

ClYes CNo

Graup name/10 no. Date palicy in ffect ’[‘a‘.e palicy termed
Have you ana/ar your cependents had prior coverage with anather carrier(s) within the past two (2) years  [Jves ko
List prigr carrierts) date palicy in effect | Date palicy termed

Plzzse chack the type of prior coverage

[ Employes [ Employez=3pouse/DP [ employee~Child(ren) [ Employes+Spouse/DP+Childiren)
Termination r2ason:

I Divorce/fegal separation O Employment terminatad [ Employer/group cantribution ceased Clother

[ Death of spouse/DP [C1C0BRA coverage extausted [l 6roup alen terminated

SECTION 10: SIGNIFCANT TERMS, CONDITIONS AND AUTHORIZATIONS (TERMS) - Please read this section carefully before signing the application.

Genetic Information Non-discrimination Act (GINA): When answering questions about a person on this form, only glve answers about that person, and do not include
any genetic Information. Genetic information includes family health history, genetic testing, genetic services, genetic counseling, or genetic diseases for which the person
may be at risk. All responses zhout a parson will only b2 considered and used for that persan.

Health Savings Account Notice: | authorize the financ:al custodian of my Health Savings Account (HSA) to give Anthem Blue Gross ang Blue Shigld facts about my HS4,
including account number, account balance and account sctivity. | understand that | may take oack my authorization by written request to Anthem Biue Cross and
Blue Shield at any time.

1. | snderstand thet | may not assign any payment under my 4 | understand that to the extent aliowed by law, Anthem reserves the right o accept
Anthem Blve Cross and Blue Shigld program or decline to this application for coverage (and that Anthem Life Instrance Company
¥ ; ; may accent only certain people or terms for coverage), and that no rignt is created
7, | agreg to ney t Tom S/per T NECESSary, f i
4 P‘ETEE g 0 'a{ SNEHL \TORY W15 WaERA/DORIN Ik HRLanY by my application for coverage. | also understand that | may not be covered
to cover the premium cost for the coverags applied for for pre-€Xstng canditians |
3. | am asking for the coverage | chese an thes Torm. I made cholces 5. | agree that ! will lst my employer know right away ot any changes that would make me

*.r;a_. i ;w-.lauan-e W LR Tty shoices may b ar any dependent(s) meligible for this coverage
changed 1o those on the emplayer's application ¢
B. By signing this aoplication, | agree 16 the 13ping or monitoring of any phane calls

between Anthem and myself
| have read and accept the Significant Terms, Conditions and Autharizations as 2 conaition of coverzge, My answers ta afl questions are true 1o the bestof my knowledge,
and | understand that Anthem relies on these answers in acoepting this aoplication. | understand that any untrue answers of failure to report new medical information
before my effective date may cause a mgterial change in coverage or premium rates. Any material misrepresentation or significant omission found in this application may
result in denial of benefits, rescission or cancellation of coverage. | agree to these terms for myself and on behalf of any depencents coverad by the Plan. | am acting
as their agent and representative

Thank you for choosing Anthem Blue Cross and Blue Shield,

SECTION 11: SIGNATURE - Required, if you are applying for coverage. Please review your application for errors or amissions

| Read Section 10 carefully before signing.
| have read and understand the language in the TERMS section of this application and agree to all of its terms.

Employee signature Date

X

Iata
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Empioyee name Social security no.

7

SECTION 12: WAIVER OF COVERAGE - Complete for yourself and/or any eligible dependents. Check all that apply

SIGNATURE - Required, if you want to waive coverage for yourself and your dependents.

Type of caverage | - Waived for ‘Nama 4 Reason for waiving (aiready protected by coverage)
Oseff CJAnthem Certificate/policy no. or Carrter name anc 10 no.
CIMedical | Spouse/oP [ Other carrier
[ child(ren) CINo coverage
Osaif Ol anthem Certificate/palicy na. or Carier name and (D no
CiDental  ([JSpouse/DP [ Other carrigr
I chiletren) CINo caverage
CIseif I Anthem Certificate/poficy no. or Carrier name and 10 no,
Ovision  [3pousen? [ Other carrier
CJChid{ren) [CINo caverage
CIseif CJ Anthem Certificate/poiicy no. or Carrier name and |0 ng.
O Life I Spouse/DP [ Other carrier
[ Child(ran} CINo coverage
Clsef Oasthem
COan (I Spouse/op I 0ther carrier
CIchild(ren) INa coverage
Cheek all that apply:
L3 I have been given an opportunity 1o apply for Anthem Siue Cross and Slue Shiekd coverage and after careful consideratian, Rave decidad not to
take advantage of this offer. If | want o apply for such coverage at a later det, | may 00 5, subject to established procedures. If | am declining enroliment
for myseif or my dependents (including my spouse or domestic partner) because of other nealth insurance coverage, | may in the future be able ta snroll
myself or my dependents in this pian, provided that enroliment is requested within 31 days after other caverage ends. My dependent(s) or | may be subject

10 pré-2xisting condition restrictions or welting periods specified in the group certificate, if 2 dependent or | are ate envolless. The pre-axisting exclusion
may ROt apply T 3 depencent who is enroiled in the pian prior to his ar her 13th birthday. In addition, if | have 3 dependent as 3 resuit of marriage, Girth,
adoption or pfacement for adaption, | may be abie to envoll myself and my dependents provided that | request enroliment within 21 days after the marriage
Dirth, adoption or placement of adoption,

| 8iso understand that my dependents and | may enroll under two additional circumstances
© Either my or my dependents’ Medicaic or Children’s Health Insurance Program (CHIP) coverage 's terminated 25 a result of Ioss of gligibility; or
© My gependents or | become sligible for a subsidy (state premium assistance program).

In these cases, | may be able ta enroll myse!f and my dependents provided that | request enrollment within 50 days of the loss of Medicaig/CHIP or of
the eligibility determinaticn.

I have Deen given 2n opportunity 1o apply Tor e available group life benefits offered by my employer/group. The benefits have been explained

ia me, 2na | and/or my dependent(s) decling to participate. My dependent(s) or | wers not induced or pressured by my empioyer/group, agent or (ife carner,
nta cecliming this coverage. but eiected of my (our) own accord to decling coverage. | understand that if | wish ta apply for coverage In the future,

| may De reguired to provide evidence of insurabifity at my expense

MNG-E Rev VL2
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Solicitud de inscripcion del empleado

Tamano de grupo 51 + empleados elegibles

Para los residentes de Kansas unicamente: Cobertura correspondiente a:
0 Org. de prov. pref. (PPO)/tradicional

(Heaithy Alliance Life Insurance Company)
] Seguro de vida y discapacidad (Anthem Life Insurance Company)

Su soalicitud de inscripcion de Anthem se encuentra en el interior.
Es esencial que la lea detenidamente y que complete todas las
secciones necesarias.

Si es un afiliado nuevo:

a) que realiza la solicitud para cobertura médica, oftalmolégica y/u
odentolégica mas un seguro de vida y discapacidad, complete las
secciones 2, 4, 5, 6, 7, 8, 9 y 10. En la Seccion 10, se requiere su firma.

b) que realiza |a solicitud para cobertura médica, oftalmolégica y/u
odontoldgica pere renuncia al seguro de vida y discapacidad,
complete las secciones 2, 4, 5,6, 8,9, 10y 11.

En la Seccion 10, se requiere su firma.

c) que realiza la solicitud para el seguro de vida y discapacidad pero
renuncia a la cobertura medica, complete las secciones
2,5,6,7, 10y 11. En la Seccién 10, se requiere su firma.

d) que renuncia a toda la cobertura, complete las secciones 2, 5y 11.
En la Seccion 11, se requiere su firma.

Si agrega a uno o mas dependientes,
complete la seccion 3 ademas de la informacion mencionada arriba.

Si es un afiliado nuevo de la cobertura

Anthem ByDesign Buy up:

que realiza la solicitud para la cobertura médica, odontologica u
oftalmolégica de Anthem ByDesign Buy up, complete la casilla de
verificacién correspondiente de PPO en la seccion 4, “Tipo de plan

de cobertura”, y escriba el nimero del plan médico, odontologico u
oftaimolégico del beneficio que ha seleccionado en el renglon provisto
junto a la casilla de verificacion de PPO.

que realiza la solicitud para la cobertura de discapacidad a corto plazo
o discapacidad a largo plazo de Anthem ByDesign Buy Up, complete la
casilla de verificacion de STD o LTD en la seccion 7, “Seguro de vida y
discapacidad”, y escriba el porcentaie de beneficio que ha seleccicnado
en el renglén provisto junto a STD o LTD.

Anthem.©@

Anthemilife ¥

Gracias por elegir Anthem
Blue Cross and Blue Shield.
www.anthem.com

el Ares e B CuUaes os Kanses |

Es importante que lea y comprenda los Términos, =
condiciones y autorizaciones relevantes en la

30
Antrem Biue Cross and Biun Sieid &8 & NOMOMe comarcaal oe
RghCHOICE® Managed Cars, Inc. (RIT), Heaithy ASlance” Lite
mmtmymmmms“
no HMO assgureoos por HALIC

fic MO por HMO Misscurt, Inc. AT y clertos

Seccién 10. yton

M-ﬁbmmmmm”-
o

financiacidn propia y no

asegUrEN
muummmmmmw
-

Nota: Es posible que se le solicite que proporcione iom o e ekt o4
informacion adicional. e B e i s S S St Pamest
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Solicitud de inscripcion

Anthem. ©W@

Tamano de grupo 51 + empleados elegibles

Complete con tinta azul o negra y entrégueselo a su empleador. Use hojas adicionales de ser necesario.
Todz ! informacion suministrada se deberia apiicar a este empleador.
Los listados de médicos de atencion primaria (PCP) de Anthem para los productos HMO/POS pueden obtenerse en www.anthem.com

Anthenilife ¢

1. Para uso del empleador/grupo:
Nombre y direccion del empleador:
N.? de grupo N.? de subgrupo/ Fecha de enfrada en Clasificacidn de N.* de solicitante/
N.% de division de vida vigencia de solicitud seguro de vida Nombre del dep.
Para uso de Fecha de entrada |Fecha de Fecha de enfrada | Fecha de entrada | Médico de cos Pre-ex (fecha)
Anthem: Plan envigenciade |enfrada en en vigencia en vigencia atencion 1
cobertura médica | vigencia de de cobertura de cobertura primaria
seguro de vida | odontoldgica oftaimoldgica
Jiiag N { S Y [/ 1OSi ONe | OS ONe| /1
2. Motivos de solicitud 4. Tipo de cobertura/plan
O Inscripeion nueva [ Renuncia Cobertura médica Cobertura Cobertura Cobertura de vida
03 Inscripeién consultel2 1Mo+ D Pos* CIePO odontolégica | oftalmoldgica | Gobertura de
dbetasnual  _ Seccion11) N o 4o ainem Essential OPPO_____ | Empleado vida (consulte
(ND pa;ae (= mm 0 Cirugias hospitalarias 7] DentaBlue unicamente la seccion 7)
R viins O Recontratacign |2 PPO Anthem Essentiaf™ PPO (PPO) FlExatonds
P e (lecha) O Cuenta de ahorro de salud Lumenos® C'gi“;ﬂ"-'ﬁ . Yug
el _J__J__ | Cuenta de reembolso de saiud Lumenos® | (FP0) g:s";m*
' A [ Cuenta de incentivo de salud Lumenos® o i
Fechadel evento  dependiente [ Cuenta de incentivo de salud extra Lumenos® *‘m?gg. famillar
i 255 vl (consulte la (I Cuenta de ahorro de salud Blue Access™ O Dental Blue® |CJ Sin cobertura
seccion 3) 1 Cuenta de ahorro de salud Blue Access™Choice Choice 300
3. Cambio de estado/evento ] Empleado Onicamente T Empleado-+canyuge [ Empleado '
Fechadelevento [ Adopcion® O] Empleada + hijo{s) I Cobertura familiar dnicaments
I i S [ Custodia legal® | Sin cobertura O] Empleado +
L] Matrimanio O Finalizacion [ ¢ Tiene o esta estableciendo una cuenta conyuge
I Nacimiento de empleo de ahorro de salud? TSI O No [ Empleado +
“incluya la O Otro Anthem facilitara la apertura de una cuenta de hijols)
documentacion ahorro de salud a su nombre, si asi o indica su [ Cobertura
legal, empieador, familiar
[ Sin cobertura
:s.mmmtmwmhmmmmmmmstmmMamMym
Apeliido Primer nombre, |. M. Fecha de Edad |Sexo |N.°deseguridad | Soltero  |Altura Peso
nacimiento OOM  |social (obligatorio) | ] Divorciado
V) OF - . [ Casado
Direccion particular Cludad Estado |Cadigo postal Condado
Teléfono particular Teléfono comercial Direccion de correo electronico
( ) { )
(Esté usted: Jubilado? Discapacitado? Hospitalizado? | Ocupacion Fecha de cont. de |Horas de trabajc |ingresos
Osi O Si O si | jomada comp. semanales declarados por:
O Ne I No O No / / OW2 01099
Otro:
Nombre y direccion de PCP de Anthem® IN.* de ID de PCP de Anthem* ¢Paciente nuevo?”
OSi ONo

AMO-82.5PA (03-10)



NOMBRE

SSN

6. Informacidn familiar “Conyuge y dependientes incluidos (adjunte una hoja adicional si es necesario)
* Solo compiete la informacion del médico de atencidn primania (PCF) si se inscribe en productos HMQ o POS.

* Lea la Ley en materia de anti-discriminacion de la informacién genética (GINA) en la pagina 4, en la seccidn Términas,
condiciones y autorizaciones relevantes, antes de contestar las preguntas a continuacion.

1 Apellido Primer nombre, |. M. Relacion con el [ Conyuge (1 Hija ¢Estudiante de jornada
solicitante O Hijo [ Otro completa? CI1SI T No
(L2 direccion del dependiente es diferente a a direccion del solicitanta? ZJSi [ No (Si es Si, proporcione Iz direccion completa)
Fecha de Sexo |N.° de seguridad social | Altura Peso ¢Cobertura de atencion a la salud por oden judiciai? TSI T Ne
nacimiento | M |(obligatorio para conyuge/ (81 es Si, incluya la documentacion legal)
! | |OF |compafero de vivienda) ¢(Actuaimente hospitalizado o discapacitado? sl CNe
2 3 (Si es Si, indique el motivo)
Nombre y direccién de PCP de Anthem” N.? de ID de PCP de Anthem* Ig;Pacimtanuevo?' CJSi CINe
2 Apellido | Primer nombre, |. M. Relacién con ) Conyuge CJ Hija ¢Estudiante de
¢l solicitante [ Hijo [ Otro jomada completa?
\OS OONe
¢La direccion del dependiente es diferente a la direccion del solicitante? CISi I No (Si es Si, proporcione la direccion compieta)
Fecha de Sexo |N.” de sequridad social  |Altura Peso ¢Cobertura de atencion a la salud por oden judicial? TSI CINo
nacimiento | M |(obligatorio para conyuge/ (S es Si, incluya la documentzcién legal)
/ | |OF |compaiero de vivienda) (Actualmente hospitalizado o discapacitado? OS ONo
3 S (Si es 8, indique el motivo)
Nombre y direccion de PCP de Anthem® N.° de ID de PCP de Anthem” ‘LPac}ente nuevo? C1Si CINa
3 Apellido Brimer nombre, . M. Relacién con ) Conyuge [ Hija (Estudiante de
el salicitante [ Hijo C Otro jomada completa?
S CINe
(La direccion del dependiente es diferente a la direccion del solicitante? [CSi [ Na (Si es Si, propercione la direccion completa)

Fechade  |Sexo |N°deseguridadsocial |Altura  |Peso | Cobertura de atencion a la salud por oden judicia? CSi CINo
nacimiento | M |(obligatorio para conyuge/ (Si es Si, incluya la documentacion legal)
/ 1 |OF |compafera de vivienda) (Actualmente hospitalizado o discapacitado? OSi ONo
3 - (Sl es Si, indigue el motiva)
Nombre y direccion de PCP de Anthem* N.? de ID de PCP de Anthem* @Pacimnuem?’
{C0Si O No
7. Seguro de vida y discapacidad
[ Seguro de vida basico ] AD&D basico [1 Anthem By Design Discapacidad Clase de seguro
[ Discapacidad a corio plazo 1 Seguro de vida de dependiente a corto plazo-BUY UP de vida
1 AD&D opcional {1 Discapacidad 2 largo plazo 1 Anthem By Design Discapacidad
[J Seguro de vida opcional: x ingresos anuales 0 § a largo plazo-BUY UP
T Ingreso actual: $ O Hora [l Semana [ Mes ] Ao | ] Anthem By Design Sequra de vida basico-BUY UP
(complete &l formulario de eleccién por separado)
Beneficiario | Apellido Primer nombre, |, M. N° de sequridad social | Relacion con el solicitante | Edad
principal - = '
Beneficiario |Apeliido Primer nombre, |. M. N° de sequridad social | Relacion con el solicitante |Edad
contingente - Z

8. Otra cobertura médica  Margue una: [ Si (compiete abajo) [ No

Bl dia que comienza su cobertura, especifique los miembros de la familia, incluido usted, que estaran cubiertos por cualquier otra cobertura médica.

Proporcione &l nombre, &l numero telefnico y la direccion de la compania de Nimero de politica/certificado Fecha de entrada en
seguro o HMO vigencia
/ /
Nombre del titular de |a politica/certificado Numero de Fecha de Relacion con el solicitante
seguridad social nacimiento
- z & o

AMO-B2.5PA (02-10)




NOMBRE SSN

Si usted y/o sus dependientes estan inscritos en Medicare, complete la siguiente informacion. _

Nombre(s) del afiliado [N.2 de ID de Fechadeentrada |Fechadeentreda  |Fecha de aparicidn

Medicare en vigencia de en vigencia de de ERET

Medicare Parta A iMecIicarePaneB
/ / / !/ { )

/ / / / / /

N.° de ID de Medicare Parte D Compafiia de seguros | Fecha de enfrada | Fecha de finalizacion
de Medicare Parte D | en vigencia de de Medicare Parte D
Medicare Parte D
/ ! ! ]
Motivo para obtener beneficios de Medicare:

U] Edad ] Discapacidad CJ ERET y discapacidad [ Enfermedad renal en atapa terminal (ERET)
9. Cobertura médica anterior  Marque una: I Si (complete abajo) —I No

¢Estuva cublerto por Anthem en los itimos dos (2) afios? TSI T No | Nombre de grupo/N * de ID Fecha de vigencia de politica:
N.* ge politica/certificado | / { — ]
¢Usted y/o sus dependientes tuvieron una cobertura anterior con otras) | Especifique las compafias Fecha de vigencia de politica:
compania(s) de sequros en los Gtimos dos (2) afles? TSI CINo fuesegumsanlarimes i e e

Marque gl tipo de cobertura antenor

C Empleado [ Empleado / Conyuge T Empleado / Hijois) I Empleado / Conyuge / Hijols)

Mativo de finalizacion: [ Divorcio/separacion legal [ Muerte del canyuge [ Cobertura COBRA agotadz T Empleo finalizado
[ Contribucion del empleada/grupo interrumpida T Otro;

INOS rl__L_l__. autorizaciones relevantes (TERMINOS)
Lea esta seccion defenidamente antes de firmar la solicitud,
mmmmmanmmmmmlaunmdonmm;:mmmmmmmwmmimmmwmm
suministrada para cada persona debe incluir sélo la informacion acerca de dicha persona y no debe incluir ninguna informacién genética. La informacidn
genéﬁminduwe&hisﬂrialmwicodeia!arrﬂiaemurmciénmmmmmwmgmmhmmmmmmm
genético 0 enfermedades genéticas por fas que la persona pueda estar en riesgo. Todas las respuestas pertinentes a una persona solo se tendran en
cuenta y aplicaran a 12 persona en cuestion.
MmsobucmmaduhmodualutExcepmqueseprmbmnﬁaﬂommaiquieramemomﬁ'emiyelwstodioﬂnanciem,aimmodiudenﬂ
meniadeahormdemiud[HSA}.mrmrendoqueseremierewﬂwﬂtmidnm&aqueelasﬁdbﬁnmciemmndapmmamﬂmh
m&:mdemimmnmm.mmmbﬁnmmmawawmmammdemiﬂs&hdddosel
u&merouacmnlaelrwurnendemmhyhk#mmd&mamdehacﬁvﬁadmhwmmﬁmmmmmawm
una solicitud por escrito para revocar mi autorizacion en cualquier momento.

1. No puedo asignar ningun pago bajo mi programa de Anthem Blue Cross 6. Al firmar esta solicitud, ooy mi consentimiento para la grabacion y/a
and Biue Shield. monitoreo 0¢ cualquier conversacion lelefdnica entre mi persona y
2. Autorizo la deduccion de mi salario/pension, si fuera necesario, para la Anthem.
prima obligatoria de la cobertura solicitada por mi o por aiguno de mis  Reconozeo que he leide los Términos, condiciones y autorizaciones
dependientes. relevantes, y acepto dichas disposiciones como condicion de cobertura,
3. Solicito la cobertura seleccionada en esta solicitud. Si elijo una Declaro que las respuestas a todas las preguntas de esta solicitud son
cobertura 0 Una combinaciéa de coberturas no disponible para mi y/o  verdaderas y exactas a mi leal saber y entender, y comprendo que Anthem
una ciase para la que no soy elegible, acepto que mi(s) seleccidn(es) se se basa en ellas para aceptar la presente solicitud. Comprando que cualquier
modifique(n) automticamente mediante el presente documentoa fin de  tergiversacion u omision de datos médicos nuevos antes de mi fecha de
coincidir con fa solicitud del empleador. entrada en vigencia puede provocar un cambio sustancial 2n las tarifas de
4. Comprendo que, hasta donde lo permita la ley, Anthem se reserva el la prima o la cobertura. Toda tergiversacidn u omision significativa que se
derecho de aceptar o rechazar esta solicitud (y que Anthem Life Insurance encuentre en esta solicitud puede provocar la denegacion de los beneficios
Company, que offece (nicamente coberturas de vida y discapacidad. g (g rescicion o cancelacion de mils) coberturals),
Puds acopker s6ko 2 determinads persones 0 CoRCKNGS PAR B 1oy vy oy geybarii en nombre da Cusiquier dependionts olagbie y 06 i

cobertura) y que no se crea ningun tipo de derecha mediante asta i g < 2
solicitud. También i g ssta Cobertura, 6n casn. de sar persona, si estuviéramos cubiertos por el Plan. Actlio como su agenie y

i te.
aprobads, puede na incluir la cobertura de enfermedades preexistentes, oPreSentan . e i,
(ﬁmmmhmd&ummwm,mm &mﬁmmwwnmmwmmmmm

caso dicha axclusion no se aplica). Healthy Alliance Life Insurance Company para PPO, HMO Missouri, Inc.
5. Soy responsable de notificar de manera oportuna a mi empleador sobre para HMO, y para POS tanto Healthy Alliance Life Insurance Company
cualquier cambio que hiclera que yo o algin dependlente no fuera como HMO Missouri, Inc.
elegibles para la cobertura. Gracias por elegir Anthem Blue Cross and Blue Shield.
SMMmmbaMmlmmywmﬂmmmHMmlm
If there is 2 conflict between the English language application and the Spanish version, the English version shall control.
AMO-82.5PA (03-10) 4




NOMBRE SSN

IO.LHhawﬁnTEHMINOSmIapiglnaammmumammﬂm.nmmwﬁlﬂMMWMmmm
Al firmar esto, indico que he leido y comprendida lo expresado enlasecddnTERMINOSﬁeastasoliciMyaceplnmdossusténnm,
Firma del solicitante Fecha

{ .‘"

11. Renuncia de cobertura para el empleado y/o cualquier dependiente elegible que no se inscriba
Marque todas las que correspondan. Renunciza: [ Cobertura médica T Cobertura odontologica [ Cobertura oftalmoldgica
[ Saguro de vida [ Todas

Nombre de la persona que renuncia: Cuenta con la coberiura de
C Conyuge [ Padre I Ninguno
Nombre del empleadar Compafiia de seguros: [ Anthem (indigue n.” de certificado/politica)

[ Otra compafiia de seguros
(indique nombre, n.° de D)
Marque todas las que correspondan.  Renunciaa: [ Cobertura médica [ Cobertura odontologica [ Cobertura oftaimologica
[ Seguro de vida 1 Todas

Nombre de la persona que renuncia: Cuenta con la cobertura de
[ Conyuge [ Padre [ Ninguno
Nombre de! empleador | Compania de seguros: [ Anthem (indique n.® de certificado/politica)
[ Otra compafiia de seguros
(indigue nombre/n.” de ID)

Marque fodas las que correspondan.  Renunciaa: [ Cobertura médica [ Coberfura odontolégica [ Cobertura oftalmoldgica
[J Seguro de vida [ Todas

Nombre de la persona que renuncia: Cuenta con la cobertura de
[ Canyuge [ Padre [ Ninguno
Nombre del empleador Compaiia de sequros: [ Anthem (indique n.° de certificado/politica)
[ Otra compania de seguros
(indique nombre/n.” de ID)

Marque todas las que corespondan. Renunciaa: [ Cobertura medica [ Cobertura odontoldgica [ Cabertura oftalmologica
CJSequrodevida [ Todas

Nombre de la persona que renuncia: Cuenta con la cobertura de
1 Cényuge [ Padre [ Ninguno
Nombre del empleador | Compania de sequros: [ Anthem (indique n.° de certificado/politica)
] Otra compaiia de seguros

(indique nombre/n.” de ID)

Marque todas las que correspondan

[ Declaro que he tenido ia oportunidad de solicitar la cobertura de Anthem Blie Cross and Blue Shield y que, después de considerario cuidadosamente,
he decidido no aprovechar esta oferta. En caso de que desee realizar la solicitud de dicha cobertura en el futuro, lo puedo hacer, con sujecién a los
procedimientos establecidos.

Si rechazo mi inscripeion o la de mis dependientes (incluido mi conyuge) debido a otra cobertura médica, en el futuro podré inscribirme o inscribir a mis

dependientes en este plan, siempre y cuando dicha inscripcion se solicite dentro de los 31 dias posteriores a la finalizacion de a otra cobertura. Mi(s)

dependiente(s) o yo podremos estar sujetos a restricciones por enfermedades preexistentes o 2 los periodos de espera especificados en el certificado de

grupo, si un dependiente 0 yo nos inscribimos fuera de plazo. Asimismo, si tengo un dependiente como resultado de matrimanio, nacimiento, adopcion

0 solicitud de adopcion, puedo inscribirme e inscribir a mis dependientes siempre y cuando sclicite la inscripcion dentro de los 31 dias posteriores al

matrimonio, nacimiento, adopcion o solicitud de adopcion. También comprendo que mis dependientes v yo podemos inscribimos en dos circunstancias

adicionales:
¢ () bien la cobertura de Medicaid o del Programa de Seguro de Salud para Nifios (CHIP) finaliza coma resultado de la pérdida de elegibilidad; o
* Midependientz o yo pasames a ser elegibles para un subsidio (programa estatal de asistencia de primas)

En estos casos, es posible que pueda inscribirme e inscribir a mis dependientes, siempre y cuando solicite la inscripeion dentro de los 60 dias posteriores

a la pérdida de Medicaid/CHIP o de la determinacion de elegibilidad.

[ Declaro que he tenido la oportunidad de solicitar los beneficios de vida de grupo disponibles ofrecidos por mi empleador/grupo, que se me han
explicado los beneficios, y que ya y/o mi(s) dependiente(s) decidimos na participar. Ni mi(s) dependienti(s) ni yo fuimos inducidos o presionados por
mi empleador/grupa, agente o compaiia de seguros de vida para rechazar esta coberturasine que lo decidimos voluntariamente. Comprendo que si
guisiera solicitar dicha cobertura en el futuro, podré tener que presentar por mi cuenta pruebas de asegurabilidad.

Firma del solicitante Fecha

! f'
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. Employer Application Anthem.®¥  Anthemlife &%

Group size 51+ eligible employees ‘
Please complete in ink and use extra sheets of paper if necessary
For more information about Anthem, its products and services visit www.anthem.com.

Anthem use: Group/Account # Effective Date | State ‘UGT#
| New [ Termination L[] Reclass | A C1IN CIKY C10H CIMO _CIwWI
[, Effective date |2 The benefits you have selected are outlined on the attached proposal, herein incorporated by reference.
Requested [Biug Access®(PPO) _ Lumenos®H | A [12P0 (IN/KY/OH/MOMVI)  [JPOS (WI Onty)
effective date: |C1Blue Access® Choice (PPO) (MO only) Lumenas®HIA Plus  [JPPO (IN/KY/OR/MOMWI) [JFOS (W1 Only}
AT Anthem Essential PP0 [IMedicare § MO
Anthem Essential Chaice PPQ {MO only) edicare Supplement (MO only)
Anthem Essential®™ Select (MO only) [ Dental Traditional IN/OH anly] [ Vision
Anthem Essential POS (W only) [ DentaCare [HMO) (Wi only)
Dg:“’-‘ :mé”ea‘:mﬁéfw [JDentaBlue (PPO) (MO only) [ Basic Life
E]B!ﬂg szernt: & Select (MO aniv) []DentaBlue Select (PPO) (MO only) [ Basic AD&D
[ Blue Traditional® (Indemnity) l!]\‘t‘, KY, OH anly) £ Dental Blus:lm DDependerrt Life
[ Blue Priority® (HMO] (Ohia anly - Exclusive Provider Drganization or "EP") [ Dental Blue® 100/200/300 [ Optional Life
[ Blue Priority® Plus (POS) (OH/MWI anly) [ Dental PPO [ Optiona! AD&D
Lumenos®H S A CIPPO (IN/KY/QHMOMWI)  JPOS (WI Only) [ Short Term Disability
Lumenos®H R A [1PPO (INKY/OH/MOMWI) []POS (W1 Only) [ Long Term Disability

3. Medicare Part D
Prescription Drug Benefits:  [] Wrap [ Waiver [ Subsidy

If Subsidy (CMS Information needed): Plan SponsorD:_________ Application 1D:
Unique Benefit Option |dentifier:

(] Does not employ 20 or more employees (full-time, part-time, leased) under the terms of the Medicare Secondary Payer statute

(The group agrees to notify Anthem Blue Cross and Blue Shield as soon as this statement is no longer true.)
[l Does employ 20 or more employees (full-time, part-time, leased) under the terms of the Medicare Secondary Payer statute

4. Employer Information

Applicant {legal name of group) Name of association (if applicable)
Name and titie of head of firm Name and title of administrative contact
Home affice address City County State ZIP Cede
eMail address Phane number (include area code) | Fax number (include area code)
Billing address and/or contact [if different from above) Tax ID/FEIN (Required) Number of years in business
Standard industry | Type of business Type of organization
code (SIC) Partnership [J Corporation [JSole Proprietorship [ Other:

[ Labar Union [ Trust [J Government Unit
Is any part of group subject Union name, number, contract expiration date | Will bargaining agreement participants
to barganing agreement? [OYes [ONo |/(attach a copy of agreement be considered eligible employees?[]Yes [JNo

List all affiliates/subsidiaries/divisions (list names, locations, number employed at each location.) Atach a separate page to show any
separate billing addresses, and any separate billings for life classes.

Total # of employees residing/working outside of Home Office state | List # of employees &t each office location

Has your group been turned down for coverage If yes, by whom, when and why?
in the last 12 months? [ Yes [J No
Name of current health and/or life carrier(s) | Will any insurance carrier{s], in addition to Anthem, provide If yes, list carrierjs] and
egﬂh cﬁe&age as part of the Group's employee benefit plan? | productis) offers
as a
In the past 36 months, has the company or any affiliate entity In the past 36 manths, has any creditor filed or threatened to
filed for protecticn or operated under federal/state bankruptcy file a petition requesting the company or any affiliated entity to
laws (Chapter 11 or 7) or state receivership? [JYes [JNo be placed voluntarily into bankruptcy? [ Yes [J No
Do you want Anthem to facilitate opening a Health Savings Account with Mellon? [JYes [JNo
Is your group subject to COBRA? Do you have a COBRA administrator? gg 'I‘JH ;Mant an Anme‘;n f\f,iiiate Nadr}}inistari
Y ' N ar your grou es o If yes, please
KiYex. LyNo OYes LINo complete and srgg;‘l mg BRA agreementy
List employee/dependents on Continuation of Caverage/COBRA Names of persons in COBRA eligibility period

List all totally diszbled employees and dependents

CR-101 (10/10) &



Group Name

5. Eligibility
Eligible full-time employses must work at least 30 (25 in OH) hours per week, must be actively at work, must have satisfied any applicable
eligibility waiting period. Eligible full-time employees do not include temporary or seasonal employees.

Number of full time employees Total number of employees | Full-time eligible enrollees as of this plan’s effective

(including those within their waiting period) | (including part-time) te will have coveraga:
On group’s effective date
Same waiting period that applies to new persons or on group
effective date, whichever is |ater

New eligible enrollees will become effective on

The daT after[]0 [J30 [J60 EIE!EI []180 days of employment  OR

First billing date after[]0 days [J30 days [J60 days [J90 days [J180 days OR

The first of the month following [J9 [J30 []60 [J%0 [J180 days of employment (MO, WI only)

Do any classes of employees have a different waiting period? [] Yes [J No|If yes, explain

6. Contribution Requirements Employer must have at least two earolled employses enralled in health to maintain coverage under this plan.

Group contribution level for insurance

Hea Dental Vision % Basic Life % Basic AD&D % Dependent Life %
Optional Life % Optional AD&D % STD % LTD %

Do any classes have a percentage of group contribution different than above? If yes, explain

[ Yes CINo

7. Premium Contributions (WJ Only)
[JSingle-Product Offering: Required Contribution: At least 50% of individual coveraga premium and 25% of family coverage pramium for employee benefits,

What percentage of the manthly premium is paid by the employer? Single: % Family: % Other: % Retiree: %
CIMultiple-Product Offering: Required Contriburion: At least 15% of the single premiam of the Corg/Low plan, regardless of the plan in which the emplayee actually enrolls,
Singla: % Family: % Dther: % Retires: % -0R- Fiat Doflar Amount* of § ___ per employee and § per family per month

*Must be equal to or greater than Required Contribution for multiple-product offerings.

8. Participation Requirements (W Only)

These participation requirements must be observed and maintained for a Group to remain eligible for coverage. It is the Group's respansibility
to maintain these requirements. The number of employees in medical coverage initially and when reviewed periodically thereafter determine
the size of group for participation requirement purposes.
Requirements* when either Anthem 1S NOT the exclusive carrier:
« For groups in size 51-39 eligible employees - 50% participation « For groups in size 100+ eligible employees - 25% participation
Requirements* when either Anthem |S the exclusive carrier: 75% participation
*Anthem reserves the right ta revise its offering if these requirements are not met

a. Eligible employses who waive coverage due to coverage under a health plan that constitutes ‘creditable coverage® for pre-existing condition
purposes (e.g., COBRA, spouse’s group health coverage) will not be used to determine participation.

b. For all groups, eligible employees who waive coverage because they are part of another health plan offered by the Group will be used to determine participation.
9, Open Enroliment

Our standard open enroliment period is at least 31 days prior to the Group's renewal date and 31 days following, which is held no less frequently
than ance in any 12 consecutive months. If you want to designate a different open enrollment period, please indicate the fallawing:

Start Date End Date

10. Signature PLEASE ATTACH A CHECK FOR THE FIRST MONTH 'S PREMIUM (Read section 11 carefully before signing)
Signature and title of authorized group representative/title Location where signed Batef )
Accepted by Anthem's Underwriting Department — Signature and title Date /

11 Read this section carefully before signing. Please review your application for errors or OmISSions.

The employer and/or authorized representative hereby requests that it be approved for coverage through Anthem Blue Cross and Blue Shigld and Anthem
Life Insurance Company (hereinafter “Anthem” unless atherwise specified) and to be bound by Anthem's and Anthem Life's rules and regulations pertaining
to coverage under the insurance contracts and policies, as adopted and/or revised from time to time. Employer understands and certifies the following, and
if approved for coverage, agrees by payment of the required premiums; and the authorized represantative certifies on behalf of the employer:

1. To comply with all terms and provisians of the Group Contractis) issued, 6. That appraval for this coverage may cancel any prior contracts and/or
and trust agreements, if applicable, and also accspts enrollment under coverage with Anthem effective immediately preceding the sffective

the Anthem Life trust policylies), if applicable. date of the employer’s coverage.

L To make the coverage available to all eligible employees and their eligible 7. To pay Anthem by the premium due date, the premiums on behalf of each member
dependents and 1o distribute information and documents to enrollad covered under the contract, unless otherwise stated in any financial agreement
employees as needed. between the parties, to submit applications of emplayees prior to their date of

3. To maintain records and furnish to Anthem or their designated agent{s),  eligibility, to keep all necessary records regarding membership, to sssume
any information required in connection with administration of the respansibility for handling the COSRA and state-mandated continued group
coverage. coverage and/or conversion process, if applicable,

4. To provide notice of apolicable conversion rights and fi%hls to continue health 8. That claims filed by or on behalf of members may, at Anthem's option, be
coverage under COBRA to eligible employess and aligible dependents. suspended if premiums are nat omely receaived. (N/A in Wisconsin)

5, That statements of medical histary will be required of employees, and 9. If applicable, Employer will receive on behalf of members, all notices
dependents when applying for coverage within or outside the time frames  delivered by Anthem, and immediately forward such nofices to persons
or amount of coverage limits established by Anthem. involved, at their last known address.
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. l'm The advance premium chack does not create temporary or interim coverage 14, Al employees apéalying for coverage are employees of the smplayer and raceive

Group Name

and that receipt and deposit of that payment does not guarantee issuance of salary or wages documented on stete and/or federal payrall reports. Eligible
coverage. Rather, issuance of caverage s expressly conditioned on Anthem's  full-time em yees must work at least 30 hours per weex (25 in OH if the employer

getermination that the group is an acceptable risk based on their current is 3 *small employer” as defined by Ohio law, or if employer participates in 2 trust
undemmn%e;:racqce_s and procedures, Uniess these conditions are met, to which a gioup policy has heen issued which contains 3 minimum 25 hours per
thers shall be no liabiity on the part of Anthem except to refund the week eligibility requirement], must be acavely at work, must have satisfied any
payment. The employer will be rasponsible for returning to individual applicable eligibie waiting period

employaes any part of the payment contmbuted by thase employees, :

15. The requested caverage is not in effect unless and until this application is
approved by Anthem, that approval of coverage shall be evidenced by issuing
Group contracts and/or policies to the employer, and an smployez's coverage
is not In effect unless and until the employse applies and is approved for

. That in order for Anthem to accept or decline this application, all the
information requested on this application must be completed. In the avent the
application is net complete, Anthem, or its designated agentis), is authorized
1o obtain the necessary information and to complete that information on this

—
-

L . ! by Anthem.
application. The employer understands that the coverage issued by Anthem gRoLEga ,
HIE be different thapn e coverage applied for herein, ?I'I that event, Anthem  16. The employer acknowledges that he has signed the attached benefit proposals
shall notify the employer of such differances, and by payment of the indicating the coverages requested.
appropriate premiums, the employer will accept the coverage as issued. 17 Thhe broker |i§tahd ri;%lfugeis auﬂlmrized to makhn e;j:au]mem aé:d el ibili’rvm
12 The premium rates calculated for the employer ara contingent, based upon changes on beha employer's group health plan, and employer
the accuracy of the efigibility data sumﬁMn smployees and cove immediately inform Anthem i this atﬂgoﬂﬁhon is ravoked.
tependents to Anthem by the engfinﬁgr. Anthem reserves the right to Fraud Noti
review such rates upon receipt of all individual applications for employers’ Frand Notice
employees and to modify the rates, if the enrollment information so KY - Any persan who knawingly and with intent to defraud an insurance company, health
warrants. Any misstatements on employess’ application or failure to report maintenance organization of ather persan files an application for nsurance or other
new medical information prier to the employees’ effective dates may result fonm of health coverage containing any matenially faise information or conceals, for the
in a matenal change to the groups’ coverage or pramium rates as of the urpose of misizading, infarmation conceming any fact matenial therste commits 3
sffective date of coverage. audulent insurance act, which is a crime.
12 The entire application for Group coverage has been reviewed, and all answers  OH -Any erson who, with intent to defraud or knowing that he s facilitating a
comained herein are true and complete 1o the best of the employer's and/or fraug against an insurer, submits an application or files a claim containing
authorized representative’s knowledge and belief a false or deceptive statement is guiity of insurance fraud,

12. Broker Certification - | hereby certify that:

1. | have reviewed the attsched employee and group applications and waivers for completeness angd accuracy. ~~

2 | have not completed any of the information contained in the applications except with the permission of the applicant and as noted by my inttials on the application,

3. | have nat signed any of the applications for 3 group representative or individual applicant

4. | have adwised the group that a failure to provide complete and accurate information may result i 2 loss of coverage retroactive to the effective date of coverage or
re-rating of the group’s premium retroactive 1o the effective date and that coverage shall not be effective until Anthem Blue Cross and Biuz Shield raviews and
approves the application and the group receives a written notice and contract from Anthem,

Broker name Broker Signature
Address
Broker 1D number Tax ID number to be paid Broker phone number Date
/ /
Agency name (if applicable) General agency broker
Address Amthem sales representative
L and Disabiity orodiscts anderwmiten by Armem (Fe insorance , @n ficensee of the Blue Crost and Blue Stiesd Associznon, _
Juthem Blue Crass and Blue Sekd 13 the raos nams of In Indians: Anthem Insurznce Fm,hmﬂﬁnm aith Pians of Kentucky, Inc 13550 Trion Part Bivd. Lawssville, n%whmxmm_mmm
_ Managed Care, Inc. (RIT), Aeaity Aliance® Lifa insurance RALICL 1ng HMO Missaun, nc. AT and certem affiazes scmmste ooo-+M) binefs undenwtan by HALIC znd HMO denefits underwites by KM Misscen, o A1 rd cama
oy sdmnisTauvE tanices for sell-unded plans and de not bengits. In Ohw: Communty inswrance O . In Wisconsar Bl Cross Blue Shield of Wisconsm (BCBSWT, which untarwites or admasters the PO and incemnnty

o
Lompean MWWMIMMthMMNWm BLBSW, zablecmiedy, which undarwite or adrimister the POS pokcies. Indepérsent lenvess o the Blos Cruss and Blee Shisid
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Contraceptive Benefits Option Form Anthem@ 5

(Ynu need to complete this form only if you want to make changes in your contraceptive coverage.

OPTION 1: TO EXCLUDE CONTRACEPTIVES

Complete Option 1 aniy if your health benefits plan includes benefits for contraceptive drugs and devices and you want to exciude these benefits from
your coverage for moral, ethical or religious reasans.

| understand that the health benefits plan provided through Anthem Blue Cross and Blue Shield (Anthem) includes benefits far contraceptive drugs and devices.
However, becausz of my moral, thical and/or refigious befiefs, | do not want benefits for contraceptive drugs and devices as part of the coverage for myself
or for any family members to be included on my membership. | understand that my premium will not he reduced becausa of this change.

Printed kast name Firstname M.. | Date of birth
|

Member signature | Date Social security no. or Anthem identification no.

If you are enrolling through a group, please complete the following:

Antiem graup name Anthem group no. (if known)

OPTION 2: TO INCLUDE CONTRACEPTIVES

Complete Option 2 only if your health benefits plan excludes benefits for contraceptive drugs and devices, but you want contraceptive coverage.

| understand that the health benefits plan provided through Anthem Blue Cross and Blue Shield (Anthem) covers prescription drugs bot does not cover
contraceptive drugs and devices. However, | wish to include benefits for contraceptive drugs and devices as part of the coverage for myself and for any family
members to be included on my membershig. | understand that mv premium will not be increased because of this banefit change.

Printed ‘ast name First name M. | Dateof it
|
|
Member signaturs Date Social security ne. or Anthem /dentification no
X
If you are enralling through a group, please complete the following;
| Anthem group name Anthem groug no. (if known)
|
|

1 Mesiun, Lexbuing 30 cmstie 71 o famss Oty a2l Atee S T and B Sher & (e e mme of RgriAE® Maneged Sae i RIT), resiny Mlsncs® L e
Comuay (WALIT], 200 M0 Miasoen. ‘ez RIT 0 corian stiates ansmmner non-HMQ bemefils uscermnilzn by ALIC and e Dty coudsrwn e By HAAD Micsoen, G BT ol crtan
afiliates 3wy rovide Temneiree servees i setf-hawisd ple aed & Ot Unerente hes=lils IRdepensil feEmsees of the Ba Cms e BAE St AtsocmEm
TATEIMIMENNES 211 * ANTHEM 13 5 Mepitensd anmanh of Aniven eouraecs Companary inc. The Stw D and flon S nasees 2 yment 2 reesiered orvs of e Bue Ouey >0 Bhe Trasd Assooation

EXHIBIT
D




Notice to Applicant/Subscriber
Concerning Contraceptive Coverage

(

I the coverage offered to you includes benefits for prescription drugs (pharmaceuticals), it probably also includes benefits
for contraceptive drugs and devices.

The following information applies to you and any family members to be cavered under your heaith benefits plan through
Anthem Blue Cross and Blue Shield (Anthem):

o If the coverage offered to you includes henefits for contraceptive drugs and devices, you may exclude them
from your own coverage because of your moral, ethical or religious beliefs.

o If the coverage offered to you does not include benefits for contraceptive drugs and devices, you may add them
to your own coverage.

If you do nat wish to change your benefits for contraceptive drugs and devices, please discard this form.

To make one of the chaices indicated above, please complete the Contraceptive Benefits Option Form on the reverse side.
Date of birth and Social Security Number information will be used only ta identify the person completing this form.

Please mail your completed form directly ta Anthem at the address shown below:

Anthem Blue Cross and Blue Shield
P.0. Box 659804
San Antonio, TX 78265-3104

LETOMEMENARSE 311




Anthem, @
BlueCross BlueShield : A

Your Individual Application Kit is enclosed

Here is a checklist to review before you return your application.

0
O

L]

Print clearly and complete the application in blue or black ink.

If you make any changes while completing this form (for example, if you cross out something you wrote),
be sure 1o initial and date those changes.

If any corrections are needed or if the form is incomplete, the application may have to be returned to you, or we
may try to call you, to obtain the necessary information. In that case, we will record your information on a form that

will be atiached to your application.

You may request an effective date of any day of the month after the date we receive your application. The requested
effective date is not a guarantee that the effective date will be the requested date in the event we agree to provide
coverage.

The primary applicant, spouse/domestic partner, if applicable, and any dependent children age 18 or over must
sign and date the application in two places (in Section K).

List the height and weight for each applicant.

[ List the date of birth for each applicant.

LJ

i I, R 0

For applicants age nineteen (19) and older applying for non-grandfathered coverage and all applicants applying for
grandfathered plans, if you have had creditable health coverage in the past 63 days, please fill out Section H to apply
for preexisting credit. Creditable Coverage is defined as prior coverage from a group plan, Medicare, Medicaid, health
plan tor active military personnel, including TRICARE, Indian Health Service, state risk pool, Federal Employees Health
Benefits Program, state children’s health insurance program, public health plan, U.S. Government plans, forsign health
plans, individual insurance policy or Peace Corps service. Prior coverage does not count as Creditable Coverage if
there was a break of 63 days or more prior to applying for this coverage.

Select the plan, deductible amount, Rx option and any applicable riders requested.

Answer all health history questions in Section J. Failure to do so will delay the processing of your application.

If you answered “yes"” to any of the health history questions, give complete details on page 10.

if you are eligible for Medicare, you are not eligible to apply for our individual products. EXHIBIT
If you need assistance filling out the application, please cantact your agent. g E

in Missouri (exciuding 30 counties in the Kansas City arez). Anthem Blue Cross and Blue Shieid is the trade name for RightCHOICE® Managed Carz, Inc. (RIT),

Healthy Alliance® Life lnsurance Company (HALIC), and HMO Missour, Inc. RIT and certain affiliates administer non-HMO benefits underwrittan by HALIC and HMO berefits
underwrittsn by HMO Missour, Inc RIT and ceriain affilistes enly provide administrative services for self-funded plans and do ot underwrite benafits. Life products underwritten
by Anthem Life Insurance Company Iindependent ficensees ol the Blue Cross and Blue Shield Association. & ANTHEM & a registered trademark of Anthem Insurance

Companies, Inc. The Blue Cross and Blus Shield names and symbols are registered marks of tha Blus Cross and Blue Shield Association. a1
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Missouri Anthem. g Anthem. g3
Individual Enrollment Application o i@ S R +@

Please complete in blue or black ink only.

Section A - Coverage Information

Application Type (select one): [ New Coverage [ Change Anthem Individual policy coverage - Policy No.
[ Add dependent(s) to current coverage - Policy Na,

Effective date requested: If your application is approved, your caverage can start on any day of the month after the date we
receive your application, The requested effective date is not a guarantee that the affective date will be
the requested cats in the event we agree to provide coverage.

Please choose the date you would like your coverage to start: / / MM/DDYYYY

Section B — Applicant Information
Risk Tier | Last Name First Name Mi Sacial Security Number*®

Home Address (street and P.0. Box if applicanle)

City State ZIP Caunty

Marital Status Height (FL/In.) Weight Sex Age Date of Birth

[ Single O Married / OM OF / /

Daytime Phong Number Evening Phone Number E-mail”

{ ) ( )

Are you a legal resident of the United States and a resident of the state in which you are applying for coverage? . ..... [JYes [INo
Are all applicants listed on this application United States eitizens? . . .. ... oviiiii oo i iiianes [O¥es [ONo
ITNO, who?

and how many years/months have they resided in the United States? years and months

Tabaceo Use: Have you used tobacco in the last 12 months?. ... ............. et e b Ly T, veres Yes [OINa

If clgarettes, how many do you smoke per day?

Autism Extended Coverage Option: If your application is accepted, bengfits for the diagnosis and treatment of Autism will be enhanced in
your nealth care coverage by checking the box below to purchase the additional coverage.

[ | wish to purchase the Autism Extended Coverage. (Checking this option wiil affect your premium.)

Section C - Spouse or Domestic Partner Information

Risk Tier | Last Name First Name M Relationship
] Spouse ] Domestic Partner
Social Security Number® Height (FL./In.) Weight Sex Age Date of Birth
/ oM [OOF / /
Are you a legal resident of the United States and a resident of the state in which you are applying for coverage? ...... TlYes [INo
Tobacco Use: Have you used tobacco inthe last 12months? . ... ...oooiiinininnnn O e e [COYes [JNo

If cigarettes, how many do you smoke per day?

*“This infarmation is used for internal purposes only and will not be disciosed.

In Missouri (exciuding 30 counties in the Kansas City arsa): Anthem Blue Cross and Blue Shield 's the trade name for RIghiCHOICE® Managed Care, Inc. (RIT)

Healthy Alfisnce® Life Insurance Company (HALIC), and HMO Missouri. inc. RIT and certain affillates admnister non-HMO benefits underwritten by HALIC and HMO benefits
underwritien by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for seff-funded plans and do not underwre benefits. Life products underwriften
by Anthem Life Insurence Gompany. [ndspandent licensees of the Blue Cross and Blue Shizld Association. ® ANTHEM is a registered trademark of Anthem Insurance
Companies, Inc. The Blue Cross and Blue Shield namas and symbols are registared marks of the Blue Cross and Blue Shisld Association.
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Section D - Child Dependents to be Covered Information (Al fields required. Attach a separate sheet if necessary.)
Dependent information must be completed for all additional child dependents (if any) 1o be covered under this caverage.
An gligible dependent may be your children, or your spouse's or domestic partner’s children (to the end of the calendar month in whiich
they turn age 26). (List all dependents beginning with the eldest.)
Risk First, Ml Relationship Social Security | Date of Birth Height Weight
Tier | (last name if differant) to Applicant Number® Sex Age mm/dd/yyyy Ft./In. Lbs.

Child ala /

Child ol /

Child 2E

Child Mk /

! M F y
Child 0o /

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

| Section E - Medical Coverage ]

Pian Name, in Network Coinsurance, Deductible Options Optional Benefils

Select ONE Plan...then select ONE Individual Deductible and any optional benefits.
Total Family Deductible is two (2) times the amouiit shown.

1 SmariSense® Plus

{30% coinsurance) 1 8500 151,000 [1$1.500 (1$2.500 C] Upgrade Drug Coverage
183,500 (185,000 [1$10,000

[ Premier Plus

(20% cainsurancs) (1$500 151,000 [J$1.500 ] $2.500 ] Upgrade Drug Coverage
7 $1,500 - no office visit copay ) Add Maternity Coverage
(0% coinsurance) ] $500 151,000 ] 382,500 o0 $3,500 (available on $2,500 or higher
C1$5000 (810,000 [132,500 - no office visit copay deductible options)
] CoreShare
(40% coinsurance) (18750 181,500 (182,500 (183,500 [J$5,000
(0% coinsurance) (087500 [J]$10,000 [I$15000 [3$25000
HSA Compatible Plans

Select ONE Plan...then select ONE Deductibie (Individual/Family).

O] Lumenos® HSA Plus
(40% coinsurance) [1$1,500/3,000
(20% coinsurancs) [0 $1,750/3,500

(0% coinsurance) [1$1,500/3,000 [1$2,500/5,000
[18$3,500/7,000 [0 $5,500/11,000

[CIYES, | would like to establish a health savings account in conjunction with the HSA-campatible health plan | selected. Please forward
my information to Anthem's banking partner. (Pleasa fill in your social security number in Section B.)

[/ NO, | DO NOT want to establish a health savings account in conjunction with the HSA-compatible health plan | selected above.
Please DO NOT forward my informaticn to Anthem's banking pariner.
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Section F— Dental Coverage Selection

[ Dental Blue®™ Basic 100 [ Dental Biue® Essential 100 ] Dental Blue® Essential 200

[ Yes, | wish to add dental coverage (at an extra cost per individual)
If Yes, select ONE coverage type (applies to individuals listed on this application only);
[ Applicant only 1 Applicant, Spouse or Domestic Partner, and all dependent children listed
1 Applicant & Spouse or Domestic Pariner only [ Applicant & all dependent children listed

[ Yas, if myself or any listed familv member are declined for medical coverage, still enroll all members selected abave, if efigible.

Section G - Anthem Life Insurance Company's Term Life Insurance

Blue Preferred® Term Life

1 Yes, in addition to my medical coverage, | wish to apply for Term Life Insurance (at an extra cast per individual).
Provide information below.

Applicants must mest Anthem Life’s Underwriting Guidelines ta qualify for Term Life Insurance Coverage. Applicants under the age of one
year are not eligible for Life nsurance. All Term Life policies terminate at aga 85.

Coverage Amount e g L : Beneficiary Street Address
Applicants (select one) Beneficiary Relationship City/State/ZIP
[1$15,000 Primary:
J Applicant ] $25,000
(1 $50,000 Contingent:
[ Spouse (1$15.000 Primary:
1 Domestic |1 $25,000
Partner [J $50,000" Contingent:
[(J$15,000 Primary:
] Chitd(ren) [1$25,000
[1$50,000" Contingent:

*  The $50,000 amount is not available to applicants under the age of 19. If selected by an approved applicant under age 19,
the selection will default to $25,000.

** |f a beneficiary is not listed and a policy is issued, death benefits will be paid in accordance with the Beneficiary Provision
of the Policy.
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Section H - Other Health Coverage
Are you or anyane applying for coverage currently eligible for Medicare?. .. ....._ ... ... . .. ..... . [dYes [INo

If yes, give name.

Dig yau or your eligible dependents have craditable coverage within the past 83 days, including any Anthem
coverage? (You may be eligible for preexisting credit. Preexisting condition limitations do not apply to
applicants uncer the age of nineteen (19), if applying for non-grandfathered coverage.) ix= : “1¥Yes [JNa

The following information must be completed in order for credil to be given.
Please provide the previous 18 months of coverage.

Name(s) of covered persons. If the whole family, simply write ALL in space below. | Identification Number(s)
Name and phone number of prior carrier(s) Reasan for cancellation

Type of coverage Effective Date of Coverage Cancellation Date of Coverage
COGroup O Individual

Will you be canceling this coverage if approved for Anthem coverage? .. ... ... ... IS0 e S e PR LlYes [INa

Complete this section [f you've had more than one carrier in the last 18 months (attach a separate sheet if necessary).

Name(s) of covered persons. If the whole family, simply write ALL in space below. Identification Number(s)
Name and phone number of prior carrier(s) Reason for cancallation

Type of coverage Effective Date of Coverage Cancellation Date of Coverage
[ Group 1 Individual

Will you be canceling this coverage if approved for Anthem coverage? .. i e cosmmika sl vea TN

Section | - Healthy Lifestyle (optional)

You and your spouse ar domestic partner may qualify for a better rate based on your lifestyle. Complste the section balow if you would
like to be considered for this special rate.

Applicant Spouse or Damestic Partner
1. Have you been tobacco-free for the last 3 years? COOYes CINa ClYes CINo
2. Do you exercise regularly? OYes CONo COYes [INo
3. Are you in excellent health with no ongoing medical conditions? COYes [INo [(JYes INa
4. How many times a week do you exercise? Oo2 O34 O57 002 O34 057
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Section J - Health History (IMPORTANT: This section has two steps)

STEP 1: Health history questions must be answered by each/every person applying for coverage.
Health History Questionnaire — All Questions Must Be Answered Or The Application Will Be Returned.
GIVE COMPLETE DETAILS IN STEP 2 (page 10) FOR ALL QUESTIONS ANSWERED “YES".

When answering questions on this enrollment application the information provided for each individual shoula include only
infarmation about that individual, and should not include any genetic information. Genetic information includes family
medical history and information related to the individual's genetic testing, genetic services, genetic counseling, or genetic
disaases for which the individual may be at risk. All responses pertaining to an individual will only be consicersd and

applied to the individual in question.

NOTICE: You must provide truthful and complete answers to the following questions to the best of your ability. We are
relying on the information you provide to determine whether you are eligible for coverage. If you are unsure of your current
medical condition, we strongly recommend that you ask yeur current or previous physician(s) to clarify your specific
condition. We have the right to review all of your medical records to verify the accuracy of your information dunng the first
24 months you are covered. However, do not assume we will review all of your medical records before approving your
application. If we issue coverage to you and then discover an act, practice, or omission that constitutes fraud or intentional
misrepresentation of material fact, we may rescind your coverage, even after it has been issued. This means that you may
lose your health benefits including coverage for treatment already received. Rescission may occur even if we review your
medical records ar seek medical confirmation of your health information as part of processing vour application. Even if you
currently have health insurance coverage or had prior coverage with Anthem Blue Cross and Blue Shield, you must fully

disclose and answer all health history questions.

YES NO YES NO
1. Witnin tne last 60 days. have you seen a health O O | 6. within the last 2 years, have you had or consulted
care provider(s), had a physical exam. lzboratary with a health care provider for, been diagnosed with,
test(s} or other diagnostic or screening test(s) such ar treated for any of the following?
as Pap smear, blood (other than an HIV test) or urine (3ll answers must be checked yes or no)
test, x-ray(s), CAT scan, MRI, or mammogram? o - _
A. Headaches requiring prescription medication F Ll
2. Within the fast 12 months have you been advisea [ [ S It e o0
by a health care provider o hava, but have not yet 5 9 i .
had, surgery, treatment, examination, avaluation C. Sleep apnea/breathing difficulties
or test(s) for a medical condition? while sleeping Lk &l
3. Have you been prescribed or taken any prescripion OJ [ D. Recurrent fainting, weakness or dizziness 0 o
medication within the past 12 months except for E. Paralysis or numbness/tingling in limbs B L
b;r;:lc%ntrgl {_or; shprct’ taunn (10 days ?irpt h?ss} : F. Chest pain =HES
antibiotics? (This includes any prescription samples
srovided by your physician. If yes, explain in Step 2.) G. Increased/irregular heart beat S d
. P high
4. Are you pregnant or an expectant father, or will a O oA Gr RN 80 s o
you ba providing medical insurance far a newbomn |. High cholesterol A
or new adoptes within the next 9 months? J. Shortness of oreath i 1]
8. Do you have implants, prosthesis or retained K. Heartburn (recurrent) 3
hardware? L. Abnormal and/or Recurrent dieeding £l &8
A. Breast implants 0 (unrelated to menstruation)
B. Eye/limb prosthesis W E M. Recurrent diarrhea and/or recurrent vomiting 1 3
C. Cochlear implant, pacemaker, defibrillator, o O N. Unexplained weight loss Fl 1+ El
;f:]b;;;et:ll:;:zr:;n: pint, snlis) 0. Blood, sugar, and/or protein in urine i
D. Joint replacement/internal fixations % ot rrant PR tfscitechng back: i) o o
(i.e. pins, plates, rods etc.), neurostimulators Q. Jaundice & O
E. Any other prosthesis or implant R. Mass, cyst(s), or lump(s) in any body part 8
(other than dental) including breast
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|Sectiun J —Health History (IMPORTANT: This section has two steps) (continued)

YES NO YES NO
7. Within the last 5 years, hava you consulted with 9. Within the last 5 years, nave you baen O O
a health care provider for, been diagnosed with, advised by a health care prefessional
or treated for any of the following? to reduce alcohol intake?
A. Abnormal Pap smear O O
NS 10. Have you been hospitalized within the oo
B. HPV (Human Papilloma Virus), harpes, = last 5 years for any mental. emotional,
STC (sexually transmittad disease) or behavioral disordar?
C. Heavy menstruzl bleeding, fibroids, (R & : 0o
endometriosis, problems of the ovary, or 11 Within the last five years ffave you had
oynecologicaligenital disorder(s)? counseling or treatment for Isympllnms of any
. mental, emotional, or behavioral disorder?
0. Male infertility 0o o (1t you answered ves. please check any that
E. Female fertility/infertility O O apply below and expiain in Step 2.)
F. Anemia, angina, heart attack, hypertension, i A. Obsessive Compulsive Disorder o o
olood disorder(s)
C. Anxiety/panic attacks 0
G. Kidney, bladder or prostate disorder(s) O O ) \
D. Attention Deficit Disordar (ADD/ADHD) (S
H. Ulcers; pancreatitis; gallbladder, liver, O 0O
stomach, or digestive disorder(s) 12. In the last 10 years have you had consultation,
|. Hernia; hemorrhold; rectal, or intestinal &g experienced symploms, been diagnased,
disorder(s) had treatment or treatment recommended
for any of the following:
J. Arthatis; TMJ (temporomandibular joint ¥ _ o '
disorder); muscle/bone/tendon/joint/vertebral A.Schizophrenia, Major Depression/ O o
disc injury(s) or disorder(s) BiPalar Disorder
K. Migraine headaches, epilepsy/seizures, or oo B.Eating disorder (1.2. anorexia’/bulimia) 5 | W
brain/nervous disorder(s)
] = 13. Within the last 10 years, hava you O
cleft lip/palate, birth defects, with a health cara provider for, or been
developmental celay diagnosed with, or treated for symptoms
M. Asthma, allergies, tuberculosis, any |ung or o a related to drug abuse?
sinus disarder(s), or breathing problems
o ‘ 0o 14. Have you aver been diagnosed or been treated i
N. Psorfasis, rasacea, acne or skin disorder(s) for any type of cancer, leukemia, melanoma or
0. Cataract. glaucoma. eye or ear disorder(s) T malignant tumor?
P. Diabetes, thyroid, endocrine glands 0 o 15. Hava you ever been diagnosed with hepatitis? it R
8. Within the last 5 years, have you experienced, 510 (check all types that apply)
suftered from, consulted with a health care A. Hepatitis A o O
provider for, or been diagnosed with, or
treated for symptoms related to alcoholism B. Hepatitis B O O
or abuse of alcohol? C.Hepatitis C, D, E o a
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Section J - Health History (IMPORTANT: This section has two steps) (continued)

16, Have you sver been positively diagnosed with,

ar treated for any of the following?

YES NO

A. Acquired Immune Deficiency Syndrome (AIDS), O O
AIDS Related Complex (ARC), or recommended

antiviral tharapy/treatment for AIDS or ARC

B. Ankylosing Spondylitis, Alzheimer's
Disease, Amyotrophic Laterzl Sclerosis
(ALS), Chronic Obstructive Pulmonary

Disease (COFPD), Cystic Fibrosis, Diabetes,

emphysema, Gaucher's Disease, Hemaophilia,

Kaposi Sarcoma, Lupus (systemic), Multiple
Sclerasis, Muscular Dystrophy, Parkinson's
Disease, Pneumaocystis Carinii Pneumania,

Rheumatoid Arthritis, Sclerodarma.

YES NO
17. Are you a candidate for, or have you O O
gver received an organ or bone
marrow transplant?
18a, Within the last five years, have you had = [l &

any illness, physical injury, persisting or
new physical symptoms and/or health
problems not mentioned elsewhere on this
application that have not been evaluated
or that vou plan to have svaluated by a
licensed health practitioner?

18b. Within the last two years, have you visited O O
a physician, psychiatrist, chiropractor,
physician assistani, nurse practitianer,
physiczl therapist ar other licensed health
practitioner that has not been disclosed
eisewhera on this application?

19. Have you been hospitalized or treated I R
in urgent care or the emergency room
within the last 12 months for any condition
gther than pregnancy?

Prescription Medications
List ALL prescription medications taken within the last 12 months by any family member listed on this application (if not indicated in Step 2.)

Family Member

Medication/Dosage/Frequency
(i.8.. Lopressor/100mg/daily)

liness lor which
Medication is
Prescribed

Date Date Name, Phone No.
Prescribed Disconlinued of Physician or Hospital
(mm/odiyyyy) | (mm/ddyyyy)

Name:
Phane:

Name:

Phone:

Name:
Phaone:

Name:
Phane:

Name:

Phane:

Name:
Phone:

Name:
Phane:

1 Please check box if an additional sheet(s) of paper has been completed for this section,
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Section J ~ Health History (IMPORTANT: This section has two steps) (continued)

STEP 2: If you answered “YES” to any of the health history questions, give complete details (see the example below)

Name & Dosage of Was
Medication & Duration of Surgery ﬁlessiﬂmﬂf;?
Peri ?
Patient | Physician Name Specific Dutew o6 Line Consion s Procedures
Question| First & Telephone Diagnasis & Begin End Begin End YES | NO & Date(s) Current
Number | Name | (withareacode) | Treatment | (mmAnyy) | (mmAvy) | (mmAywy) | (mmAwyy) {mmivyyy) Status
Tal o s | sez008 | @ O
OR2009 na
o T 0.
I
5 S
il
O O
0O 0O
504 |
I P |
o 0O
3 &l
[ Please check box if an additional sheet(s) of paper has been completed for this section,
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Section K — Significant Terms, Conditions and Authorizations (Please read carefully.)

Please read this section carefully before signing the application.

1. | understand that it s mandatory that | notify Anthem, in writing, immediately it | (the applicant) or any other person far wham
coverage is soughi has a symptom of, has been advised of, or received medical treatment, advice, care or a diagnosis for any
iliness, injury or condition after the date | sign this application but before my coverage effective date. | understand that in this
situation, Anthem has the right la underwrite my application again, using the new information and that, as a resull, my caverage/
family members’ coverage might be delayed or reformed or, for applicants age nineteen (18) and alder apnlying for non-
grandfathered coverage and all applicants applying for grandfathered plans, benefils denied due to the lliness, injury or condition
being treated as a preexisting condition.

2 | understand that sending my initial premium with this application, and the receipt of my payment by Anthem, does not mean that
coverage has been approved. | understand that if my application is denied, my bank account or credit card will nat be charged.

3. If my request for coverage is being handled by a producer, | understand that the praducer is not authorized to waive a complate answer 1o
any guestion in the application, pass on insurability, make or alter any contract or walve any of Anthem's other nights or requirements.

4 | may not assign any payment under my Anthem program. | am applying for the coverage selected on this application. | understand
that any premium quote provided is preliminary and revigw o my application by medical underwriting may change the premium or
result in 2 denizl of coverage. | understand that, to the extant permitted by law, Anthem reserves the right to accept or decling this
application, and that no right whatsoever is created by this application.

5. For applicants age nineteen (19) and older applying for non-grandfathered coverage and all applicants applying for grandfathered
plans, | understand that pre-existing conditions are not cavered for 12 months after my enroliment. | also understand thal a
pre-existing condition is any condition for which medical advice, diagnosis, care or treatment was recommended or received
within the 12 months immediately prior to my enroliment or that produced symptoms within 12 months immediately prior to my
enrollment that would have caused an ordinarily prudent person to seek medical dlagnosis or treatmeni. Pregnancy is considered
a pre-existing condition.

B, If the plan | purchase offers maternity coverage, and | purchase that coverage, | understand that 1) these benefits apply only to me or
my covered spouse/domestic partner and not to any dependent child and 2) these benefits will not begin until after my membership
has been in effect for 18 months.

7. | am responsible to imely notify Antham of any change that would make me or any dapendent ineligible for coverage.

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

o

| understand Anthem may convert my payment by check 1o an electronic Automated Clearinghouse (ACH) debit transaction and that
my original check will be destroyed. The debit transaction will appear on my bank statement afthough 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 dedit process
and will only occur each time | send a check to Anthem. Any resubmissions due to insufficient funds may alse accur slectronically. |
undarstand that all checking transactions will remain secure, and my payment by check constitutes acceptance of these terms.

10. By signing this application, | agree and consent to the recording and/or monitoring of any telepfione conversation between Anthem and myselt.

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

12. If | purchase optional dental coverage for the Dental Blue®Essential pian, | understand that | will have a twelve manth waiting
period for coverage of Major Restorative Services. (For 2 description of Praventive, Diagnostic and Major Reslarative services,

please refer to vour marketing materials.)

13. By signing this application | represent that | understand that Anthem Life has the right to deny my appiication for Term Life Insurance
Coverage, and if it does, | will be notified in writing. | understand that if Anthem Life declines this coverage, no benefits will be payable.
| understand that | alone am responsible for reading and accurately completing this application, and | must communicate any changes
to my status. | alsc understand that all other conditions of my medical application apply for the life application.
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Section K - Significant Terms, Conditions and Autharizations (Please read carefully.) (continued)

14. Please chack the box below, if appropriate:

[ Instead of sending communications by mail, | authorize and expressly consent that Anthem and its affiliated companies may send
e-mail communications, 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
autharization or request paper copies at any time free of charge by contacting Anthem customer service ar anlina at Anthem.com.

13. | acknowledge inat | have read the Significant Terms, Conditians, 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 |
undarstand they are being refied on by Anthem in accepting this zpplication. Any act, practice, or omission that constitutes fraud or intentional
misrepresentation of material fact found in this application may result in denial of benefits, rescission, or cancellation of my coverage(s).

If tobacco use question in Section B or Section C is answered *NO', | understand that the signature(s) shown on tha following page will

attest ta non-tobacco usage for the past 12 manths.

Any person who, with intent to defraud or knowing that he or she is facilitating 2 fraud against an insurer, submits an application or

files a claim containing a false or deceptiva statament is guilty of insurance fraud.

| give this authorization for and on benalf of any eligible dependents and myself if covered by Anthem. | am acting as their agent and

representativa.

Signature of Applicant (or Custodial Parent’s or Guardian’s signature if applicant is under age 18) Date

X

Signature of Spouse or Domestic Partner or Dependent Child(ren) age 18 or over (if to be coverad) Date

X

‘Signature of Dependent Child(ren) age 18 or aver (if to be covered) Dats

X
Section L - Agent Certification
To be completed by your Anthem-appointed agent:
1. Does the applicant intend to replace, discontinue or change any existing life policy or annuity contract? .. ........ COYes [INo
2. Are you aware of any information not disclosed on this application relating to the heaith

of any person listed on this application that may have a bearing on underwriting? . .. ... ................. ...COYes [No

3. | certify to the best of my knowledge and belief, the responses herein are accurate.
Agent Signature Date
X
Agent Name (please print) Agent Street Address/Suite No./Personal Mail Box (PMB) No.
Agent ID No. City/State/ZIP County Code Area
Agent Phone No. Agent Fax No. Agent E-mail
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The following autherization must be signed by all of the following persens if they are applying for coverage or changing existing coverage:
» the applicant;
» the applicant’s spouse or domestic partner: and
= any Dependent Child age 18 or over.

If the autharization is not signed by ail of the persons listed above who are seeking coverage, the application may be returned to you as
incomplete or acted upon without regard fo any person whose required signature was not included. This Authorization will expire 24 montns
following Anthem Blue Cress and Biue Shiald's or Anthem Life Insurance Company’s acceptance of coverage, if not previously ravoked.

By signing below:

| autharize Anthem Blue Cross and Blue Shield or Anthem Life Insurance Company, or an agent, subsidiary or affiliate that has a

business associate contract with Anthem Blue Cross and Blue Shigld or Anthem Life insurance Company, to obtain any medical racords

or other health history information cancerning me and any family member listed on my Appiication from any physicians. hospitals,
pharmacies, other heafth care providers, pharmacy benefits managers, neafth benefits plans, health insurers, medical or pharmacy

benefit administrators, Cansumer Reparting Agencies, MIB, Inc.. formerly Medical Information Bureau (MIB), and/or insurance support
organizations. | further autherize Anthem Blue Cross and Blue Shield or Anthem Life Insurance Company to disclose protected health
information it may collect about me to MIB, which may re-disclase such information to other insurance companies pursuant to the MIB
information exchange.

| also authorize any physicians, hospitals, pharmacies, other health care providers, pharmacy benefits managers, heafth benefit plans,
medical or pharmacy benefit administrators, Cansumer Reporting Agencies, and/or insurance support organizations to furnish any medical
racords or health history information concerning me and any family member listed on my Application to Anthem Blue Cross and Blue Shield
or Anthem Life Insurance Company, or an agent, subsidiary or affiliate that has a business associate contract with Anthem Blue Cross and
Blue Shield or Anthem Life insurance Company. This information is negded to determine eligibility for coverage and Anthem Blue Cross and
Blug Shield's or Anthem Life Insurance Company's acceptance of coverage requested for myself and/or any family members listed on my
Appiication or so that a determination of coverage regarding a claim for specified benefits can be made.

This authorization is subject to ravocation at any time by written notice to Anthem except to the extent that Anthem has alreacy taken action
in reliance on this authorization, If | revoke this autharization afier | initially apply for coverage, | understand that |/we will nat be considered
for coverage. If | revoke this authorization after | ask to upgrade my coverage or add a family member, | understand that the change will not
be mace. | understand that if my and/or my family's information is to be received by individuals or organizations that are not health care
praviders, health care clearinghouses or health plans govarned by federal privacy regulations, my/our information mignt be re-disclosed

by any of those recipients and will not be protected by fedaral privacy regulations. A copy of this authorization is available to me. or to my
authorized representative, upon request and will sarve as the original.

X X

Printed name of Applicant/Member Signaturz of Applicant/Member or nis/ner Legal Date
Representative

X X
Printed name of Spouse or Domestic Partner or Signature of Spousea or Domestic Partner ar Date
Dependent Child* age 18 or over listed on Application  Dependent Child* or his/her Legal Reprasentative

X X
Printed name of Dependent Child™ age 18 or over Signature of Dependent Child* or his/her Leagal Date
listed on Application Representative

Authorization for Use of Protected Health Information
|
|
I

*If histed an your application ar change form, your spouse/domesiic pariner and each dependent child age 18 or over must sign above If 3 legal represeniative
signs on behalf of the applicant or spouse or domeslic pariner, a copy of the iegal representative s authority must be aftached o the application.

A photocopy of this form will be as valid as the original.
You or an authorized representative have the right to receive a copy of this Authorization upon request.
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Anthem. @
BlueCross BlueShield - .

If you have an Anthem agent, please mail directly to:
your Anthem agent.

If you do NOT have an Anthem agent, please mail to:

Anthem Blue Cross and Blue Shield
P.0. Box 659806
San Antonio, TX 78265-9106

In Missouri (excluding 30 countis in the Kansas City area): Anthem Blue Cross and Blue Shigid (s the trade name for RightCHOICE® Managed Care, Inc. (RIT),

Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and cetain affiliates administer non-HMQO benefits underwritten by HALIC and HMO benefits
underwritien by HMO Missouri, Inc. RIT and cermin affiliates only provide administrative sarvices for seif-funded plans and da not underwrite benefits. Life products underwritten
by Anthem Life (nsurance Company. Independent licensaes of the Blue Cross and Blue Shield Association. @ ANTHEM is a registered trademark of Anthem Insurance
Companies, [nc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shieid Association.
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Payment Methods for Individual Coverage Anthem @@

Missouri

Anthemlife &

Please complete in biue or biack ink.

Applicant | Member Name (Piease Print): Primary Applicant’s Social Security Number:

INITIAL PREMIUM PAYMENT IS REQUIRED WITH APPLICATION. PLEASE CHOOSE ONE:

O Automatc Bank Payment (complste Saction A) If you O Credit/Debit Cand [compleie Section B)
choose this option, you must alsc select the Automatic
Bank Payment option for future premiums.

I  One-ome Electronic Sank Payment [complete Section C) 0O  Check or Money Order attached (make pavable lo Anthem)®

=Wihen you piovede a check as payment, you authonize us to either use the information fom your check 10 make a one-time lectronic fund transier from your account of 1o
process ihe payment as a theck iransaction. When we use Ihis information frorm your check @ make an elecironic fund ransfer, funds will e WIndrawn fram your account s
S00n as ihe day of approval, and you will not receive your check back fiom your finandal mstitution.

FUTURE PREMIUM PAYMENTS (MAKE ONE SELECTION QUT CF EACH COLUMN):

Frequency (you must select one): Method of payment [you must select one:
O  Monthly C  Automatic Bank Payment
O Quadety {You must complete Section A)
gl O Bill me for future premiums.
g IR {Bills will be sent to addrass on application, uniess 3 différant addrsss
O Annually is listed balow.)

MName Agaress
City State Fs 2]
A.  Automatic Eank Payment - if you select this option for your initial
payment, your bank account mav be debited one month's premium as o
soon 3s the dav of sgoroval This will include all products selected, i . i
Iincluding dental andfor life. | hereby authorize Anthem to Initiate a Angiomen, USRS =z oo peE =
withdrawal on the same day of each month as my assigned effective ot I %l & i o
date from the bank account named below. e — - L
DOULARS
O Checking Accou —
: Accoun!
- - QzassnTlc 2345L7490323 137¢
O Savings Accound {account number will be different than that of checking . ra .—_ﬁ
account) Check wiih your financial institution to be sure automatic 7 \
recumng deductions are allowed against this account. ’r/ Y
Provide your Bank Acceunt Information here: 3.Digit Basi Routing Nurnbar Hand Arcouan: Nughe:

0 | SRR (RS S ESd, (AR I e |

| authonze Anthem fo inihate premium deductions (and comections to premum deductions) from the bank account mdicated, and the designated
financial iInstiiution lc debil the same account | understand that the initial premium amount may vary as a result of change(s) during the
underwriting process and that following premium amounts may vary as a result of change(s) | make once enrolled. Thase may include. but
are not imited 10, adding and deleting dependents or moving my residence. | understand that Anthem's rights with each premium deduction are the
same as if | submit a check signed by me This authonzation is in effect unil | prowda Anthem thirty (30) cays written notice that | no longer desirs
this service, and Anthem and the designatad finanoal institution have the nght to discontinue the premium deduchons if thay wish to do so | alsa
understand that a service charge may be incurred for any withdrawal not honored.

Aulhorized Signafure (as i appears on the financial insfitufion’s records) Account Holder Name (Please PRINT) Cate
X

FLEASE RETAIN A COPY OF THIS AUTHORIZATION FOR YOUR RECORDS.

0311 2015TMUMENMUE MO 3N



B. Credit/Debit Card - As a conveniencs to me, | request and authorize Anthem ta charge the credit/debit card indicated one time for the initial
premium payment amount upm epproval. | mderstam that i this option is selected, the credit/debit card indicated will be charged for the inmial
ramium payment emount as early as the date of approval. If the initial premium payment amount varies from the quote generated by the system
or due tc changes during the underwriting proceﬁs, | also authorize Anthem to charge the cradit/debit card Indicated for the different amount.
| agree that Anthem s fully protected in honanng any credit/debit card paymenis. | further agree that if any credit/debd card payment is dishonored, with or
without cause, intertionally or inadvertently, Anthem is under no liability whatsoever, inciuding any fees impased by credi’debit card company or my bank,
zrmymcardswmwmchamwmmwmmwcmm We accept Visa and MasterCard,

Type Of Card: 0O Visa O MasterCard
Card Number: . Expiration Date:
R (G (IS N, S Y () /U7 L (SN Sy (e DeT B RN (W) !_L_Jfl_l_ll
Autharized Sgnature (as it appears on the credit’dety! card) Cardnoloer Name (as 1l appears on ihe creditidebit card - Please PRINT) | Cate
X
Cardhcider Biling Acdrass City State ar

PLEASE RETAIN A COPY OF THIS AUTHORIZATION FCR YOUR RECORDS.
C. One-time Electronic Bank Payment - Please complets the information below.

Arcount Holder Name [Please PRINT) S-Digit Bank Routing Number Account Numper
WY ] () Sl £ e 3) N VI

Authorized Signature [as it appears on the financial nstilution’s reconds) Date

X

O Checking Account

O Savings Account faccount number will be different than that of checking account). Check with your financial mstitution o be sure automatic
deductions are allowed against this account.

| autharize Anthem to iniiale a one-time deduction from the bank account indicated and the designated financal institution to debit the same account
| understand that the initial premium anwuntmayvaryasarumtuf :hange{s} durinnthe nndemttinq prnc.sss,andlaummzu Anl:hem to

PLEASE RETAIN A COPY OF THIS AUTHORIZATION FOR YOUR RECCRDS.

T NEW LIST BILL - Billing through thiro-party O CHANGE TO EXISTING LIST BILL List Bill Arrangement Number:
(This optien must have prior approval and requires separate List Bill forms to be completed and submitted with the application |

Life and Disablity products undenwritten by Anthem Life insurance Company. in Missoun {exciuding 30 counfies in the Kansas City area). Anihem Blue Cross and Blue Shield s ihe
mmumwmmmﬂ Heaithy Aliiance® Life Insurance Company (HALIC), and HMO Missoun, Inc. RIT and cerizin affilistes administer non-
HMO benefits undenwTitien oy HALIC and HMO benefits undenwritten by HMO Missoun, Inc. RIT and certain aMiiates only provide administrative services for self-funced plans and
9% not undenwrite benefits independent Scensees of the Biue Cross and Biue Shield Assoaation. ®ANTHEM is a registerad trademark of Anthem Insurance Companies, (nc. The
Biue Cross and Blue Shield names and symbols are registerad marks of the Biue Cross and Biue Shield Assocation, 0311 20157TMUMENMUE MO 3111
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