2026 Application for Individual/Family Plan BlueCross

Health Insurance

BlueShield
Minnesota

@ Please Complete Steps 1-9.

Step 1)  Tell us about yourself.

Step 2)  Tell us about your household.

Step 3)  Choose a plan.

Step 4)  Tell us if you have a Special Enroliment event.

Step 5)  Tell us if you have other health insurance.

Step 6)  Review Notification and authorization.

Step7)  Review Payment and billing information.

Step 8)  Sign the Application.

Step9)  Send your completed Application (all pages) to Blue Cross and Blue Shield of Minnesota and Blue Plus

(Blue Plus).

If an Agent assisted with the completion of this application, the Agent must complete and sign the
Agent Attestation.

0 Need Help?

This information is available in other ways to people with disabilities or who need it translated into another
language by calling 1-800-382-2000 (toll-free). For TTY, call 711.
Need help choosing a plan or completing this Application?
For in-person help or over the phone: Visit bluecrossmn.com/advisors to connect with a Blue Cross Advisor.
If you work with an insurance agent: Please contact your agent for assistance. Or call Blue Plus at
1-800-262-0823 and one of our representatives will be happy to assist you. Hours: 8 a.m. to 6 p.m.
Central Time, Monday through Friday.
During the Open Enroliment Period, you can enroll online: shop.bluecrossmnonline.com/home
Pediatric dental coverage is an essential health benefit available for purchase through a separate contract. For additional
information on available pediatric dental plans, please visit mnsure.org. Pediatric dental benefit coverage is provided by
an independent company.
A Summary of Benefits and Coverage (SBC) is available to assist you in understanding the details of the plan.
A Uniform Glossary of insurance-related terms is also available. The SBC and the Uniform Glossary are accessible at
bluecrossmn.com or available free of charge when requested by calling one of the telephone numbers listed above.
Eligible for a subsidy? If you're eligible for a subsidy, you can buy a health plan from us on MNsure, Minnesota’s online
health insurance marketplace. See if you qualify at mnsure.org.

Who Can Enroll in the Products on This Application?

If eligible, coverage will be provided under an individual/family contract. Blue Plus does not issue individual coverage
through an employer.

You must be a resident of Minnesota. You may obtain our Residency Policy at bluecrossmn.com or

at 1-800-262-0823 and one of our representatives will be happy to assist you.

Applicants (you or any dependent) enrolled in or receiving benefits under Medicare Part A and/or Part B are not eligible
to enroll in an individual commercial plan. If you enroll in a Blue Plus individual commercial plan, you must immediately
notify Blue Plus if you (or any dependent) enroll in or obtain health insurance benefits under a Medicare program after
submitting this Application or at any time during your period of coverage in the Blue Plus plan.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association8
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0 Who Can Pay My Premium?

* Generally, you pay your own premium.

+ Blue Plus may, in its sole discretion and in accordance with applicable law and regulatory guidance, decline to accept
premium and cost-sharing payments made directly or indirectly by ineligible third parties. “Ineligible third parties” include
any person or entity from which Blue Plus is not required by law to accept such third-party payments. This may include,
for example, commercial entities, health care providers and suppliers, and other persons or entities with direct or indirect
pecuniary interests. “Payments” include those made by any means, for example: cash, check, money order, credit card
payment, electronic funds transfer. If you have questions about this third-party payment policy or whether Blue Plus will
accept premium and cost-sharing payments made by a specific person or entity, please contact customer service at
1-800-382-2000 before you complete this Application.

0 How Do | Submit This Application?

+ Complete this entire Application including all explanations as requested and all required documents. Print clearly using
black or blue ink. Incomplete Applications will be returned to you to be completed. This may affect the date your
coverage starts. This Application must be received at the home office of Blue Plus within 15 days of your signature.
Incomplete Applications are null and void after 30 days.

+ To submit your Application faster, use one of these options:

Online: shop.bluecrossmnonline.com/home (during Open Enroliment Period only)
By telephone: 1-800-262-0823

STEP 1 - Tell us about yourself

L1 Open Enrollment  [J Special Enroliment
My Blue Cross or Blue Plus ID number:

| am a new Applicant:
00 Applying for coverage for myself only [ Applying for coverage for myself and my dependents
O Applying for coverage on behalf of my child(ren).
Important: If you are applying on behalf of a child under the age of 18 for his or her own coverage on an individual
policy, please complete this section with YOUR information, because you will be the contact person for your child.
| am currently enrolled in a Blue Plus individual plan:
L1 Adding a dependent [ Making a plan change

Please note: Processing of your Application may be delayed if this form is NOT completed in its entirety.
Please print clearly.

When you include Social Security numbers (SSNs), we can process your Application more efficiently, but you are not required to
include them for your dependents or yourself.

First Name Last Name and Suffix

Social Security Number (optional) Date of Birth (mm/dd/yyyy) Gender [ Male
1 Female

Permanent Home Address (No P.O. Boxes)

City State ZIP County

Correspondence Address Street City State ZIP
(If different than Home Address)

Billing Address Street City State ZIP
(If different than Home Address)

Primary Phone Number Email Address
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STEP 1 - Tell us about yourself - continued

1. I have been a permanent resident of Minnesota for a minimum of 183 days: O Yes [ No
Important: We can only offer coverage to permanent Minnesota residents. Refer to healthcare.gov for options in your state.

2. Will you or any other enrollee receive any premium or cost-sharing payments made by a specific person or entity, directly or
indirectly, by an ineligible third party described on page 2? [ Yes [ No

3. Do you have an Individual Coverage Health Reimbursement Arrangement (ICHRA) through your employer? [ Yes [ No

4. Do you have a Qualified Small Employer Health Reimbursement Arrangement (QSEHRA) through your employer? [0 Yes [ No
5. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer

6. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [J White [ Asian

[0 American Indian or Alaskan Native [ Other, please specify [0 Choose not to answer
7. Spoken Language®: [ English [0 Spanish [ Other, please specify O Choose not to answer
8. Written Language® [ English [ Spanish [1 Other, please specify 1 Choose not to answer

O] Ethnic background and race is the same for all dependents. If checked, ethnic background and race do not need to be selected for
dependents within the following section.

STEP 2 — Who will be on the plan?

This section should be used to list all dependents applying for coverage.

Dependent 1 Relationship | Social Security Date of Birth

First Name to you Number (optional) (mm/dd/yyyy) | Gender

Last Name LI Male
[ Female

1. Does this dependent live at the same address as the Primary Applicant? [ Yes [ No
If No, list address:

2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer
3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [1 White [ Asian

[0 American Indian or Alaskan Native [ Other, please specify [J Choose not to answer
Dependent 2 Relationship | Social Security Date of Birth Gend
First Name to you Number (optional) (mm/ddlyyyy) ender
1 Male
Last Name 0 Female

1. Does this dependent live at the same address as the Primary Applicant? [ Yes [ No
If No, list address:

2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [0 Choose not to answer

3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [0 White [0 Asian
[0 American Indian or Alaskan Native [ Other, please specify. 1 Choose not to answer
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STEP 2 — Who will be on the plan? continued

Dependent 3 Relationship | Social Security Date of Birth Gender
First Name to you Number (optional) (mm/ddlyyyy)
Last Name E M:rlﬁale

1. Does this dependent live at the same address as the Primary Applicant? [ Yes [ No
If No, list address:

2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [0 Choose not to answer
3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [J White [ Asian

[0 American Indian or Alaskan Native [ Other, please specify. [0 Choose not to answer
Dependent 4 Relationship | Social Security Date of Birth | o .
First Name to you Number (optional) (mml/ddlyyyy)
Last Name E ll\:/l:rlr?ale

1. Does this dependent live at the same address as the Primary Applicant? [ Yes [ No
If No, list address:

2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer
3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [ Asian

0 American Indian or Alaskan Native [ Other, please specify [J Choose not to answer
Dependent 5 Relationship | Social Security Date of Birth | Gender
First Name to you Number (optional) (mm/ddlyyyy)
Last Name S M:rlr?ale

1. Does this dependent live at the same address as the Primary Applicant? [ Yes [ No
If No, list address:

2. Ethnic Background*: [ Not Hispanic or Latino [ Hispanic or Latino [ Choose not to answer

3. Race (Select one or more)*: [ Black or African American [ Native Hawaiian/Other Pacific Islander [ White [0 Asian
[0 American Indian or Alaskan Native [ Other, please specify [J Choose not to answer

[J Additional dependent(s) on attached page.
* We may use this information to address differences in health care and improve communication with our members. Providing this information is voluntary and will not affect your benefits
or coverage, how much you pay, or how we pay your claims.
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STEP 3 - Choose your plan

Find your county and choose your plan. Before selecting a plan, make sure your provider is in network for that plan. Not every provider
is in every network, and not every plan is available statewide. For assistance, use our Find a Doctor tool: bluecrossmn.com.

Review the product information to learn what each plan covers. Based on the county in which you live, choose only one plan. Place an
“X” in the correct check box. The plan you choose will apply to everyone covered by your plan. For plans with more than one person
(family plan), no one member will exceed the single in-network deductible amount listed below. Also, eligible costs incurred by all
covered family members count toward satisfying the family in-network deductible.

| am/we are applying for coverage under:

Blue Plus Metro MN - Single/Family Plans

Available for residents in the following counties: Anoka, Brown, Carver, Chisago, Dakota, Hennepin, Isanti, Kanabec, McLeod,
Nicollet, Ramsey, Scott, Sherburne, Sibley, Washington, Wright

[ Blue Plus Metro MN Gold Rx Copay Plan 255
[ Blue Plus Metro MN HSA Silver Plan 253

[ Blue Plus Metro MN HSA Bronze Plan 258
[ Blue Plus Metro MN Bronze Plan 259

Blue Plus Southeast MN - Single/Family Plans

Available for residents in the following counties:
Blue Earth, Dodge, Faribault, Fillmore, Freeborn, Goodhue, Houston, Le Sueur, Martin, Mower, Nicollet, Olmsted, Rice, Steele,
Wabasha, Waseca, Watonwan, Winona

L1 Blue Plus Southeast MN Gold Rx Copay Plan 272

L1 Blue Plus Easy Compare Gold and Rx Copay Blue Plus Southeast MN Plan 275
1 Blue Plus Easy Compare Silver and Rx Copay Blue Plus Southeast MN Plan 273
[ Blue Plus Southeast MN HSA Silver Plan 271

[ Blue Plus Southeast MN HSA Bronze Plan 270

[ Blue Plus Easy Compare Bronze Blue Plus Southeast MN Plan 274

Blue Plus Minnesota Value - Single/Family Plans

Available for residents in the following counties:

Aitkin, Anoka, Becker, Beltrami, Benton, Big Stone, Brown, Carlton, Carver, Cass, Chippewa, Chisago, Clay, Clearwater, Cook,
Cottonwood, Crow Wing, Dakota, Douglas, Grant, Hennepin, Hubbard, Isanti, ltasca, Jackson, Kanabec, Kandiyohi, Kittson, Kooch-
iching, Lac qui Parle, Lake, Lake of the Woods, Lincoln, Lyon, Mahnomen, Marshall, McLeod, Meeker, Mille Lacs, Morrison, Murray,
Nobles, Norman, Otter Tail, Pennington, Pine, Pipestone, Polk, Pope, Ramsey, Red Lake, Redwood, Renville, Rock, Roseau, Scott,
Sherburne, Sibley, St. Louis, Stearns, Stevens, Swift, Todd, Traverse, Wadena, Washington, Wilkin, Wright, Yellow Medicine

L1 Blue Plus Minnesota Value HSA Gold Plan 207

1 Blue Plus Easy Compare Gold and Rx Copay Blue Plus Minnesota Value Plan 205
[ Blue Plus Minnesota Value Gold Rx Copay Plan 202

0 Blue Plus Easy Compare Silver and Rx Copay Blue Plus Minnesota Value Plan 204
1 Blue Plus Minnesota Value HSA Silver Plan 201

L1 Blue Plus Minnesota Value Bronze Plan 206

1 Blue Plus Minnesota Value Bronze Plan 203

1 Blue Plus Minnesota Value HSA Bronze Plan 200

1 Blue Plus Easy Compare Bronze Blue Plus Minnesota Value Plan 208

The deductible, copay and out-of-pocket maximum amounts are subject to annual adjustments.
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STEP 4 - Special Enroliment

A Special Enrollment Period is defined as a period during which you and your family have a right to sign up for new or make changes
to existing health coverage. Special Enroliment Period qualifying life events include, but are not limited to, certain permanent moves,
certain changes in your income, changes in your family size (e.g., giving birth to or adopting a child or getting married) or a loss of
coverage. If you are enrolled in a plan that counts as minimum essential coverage, in most instances consumers have 60 days from the
occurrence of the qualifying life event to sign up for or make changes to existing coverage; however, there are some instances defined
in the chart below that allow 60 days before and after a qualifying life event to sign up for or make changes to existing coverage.

This Special Enrollment Period section within this Application CANNOT be used to make changes to coverage purchased from MNsure
or to purchase new coverage from MNsure. To make such changes or purchases, you must contact MNsure directly.

If you would like to enroll in or change plans due to a qualifying life event, you must complete this Special Enrollment section and
include or attach any necessary supporting documents. Select the appropriate qualifying life event below. The listing of qualifying life
events is subject to change. If you do not see the qualifying event that describes your situation, please contact us at 1-800-262-0823

All materials, including supporting documents, must be provided before coverage will begin. Failure to provide all materials,
including any supporting documents (listed below) to prove eligibility, may delay your Application or cause you to be denied
coverage. Supporting documents must include, date of change or termination and everyone that will be covered by the plan.

See Supporting Documents below for additional required information.

Date of qualifying life event:

Coverage Effective Date
Qualifying Life Event Note: The coverage effective date cannot Supporting Documents
be prior to the occurrence of the event.
[ Loss of pregnancy related or medically | Notification can be 60 days prior to and 60| Documentation showing loss of coverage,
needy coverage under Medicaid days after the loss of coverage: including:
O Loss of minimum essential coverage * If the plan selection is before or on the| + Termination date
C) (i i imi date of loss of coverage, the effective | + People covered by the plan
(MEC) (includes but is not limited to) . , DY
[1 Loss of eligibility for employer- date is the first day of the month * Reason for termination
q due to 1ob | following the loss of coverage O Letter of termination from carrier
Sponsored coverage due (o Job10SS |, |f the plan selection is after the loss includes dependent i
or reduction in hours : : (includes dependent age maximum
O Emblover o longer offers benefit of coverage, the effective date is the reached)
or c?o%)és 0 fonger oriers boneits fllrg;[]céae egticgrrlle month following the LI Notice of termination of government-
— P sponsored coverage
[0 Legal separation/divorce from . : . .
ol ol AL AR e R T A
i coverage and being terminated for no _ !
= E/Irggilggr%%pnﬁgltfgg older becomes aying premiums are not considered policyholder, death of policyholder or
C1 Death of policvhold osses of minimum essential coverage. policyholder becomes Medicare-entitled)
€ath o policynolaer Losing health coverage that is not [ COBRA eligibility notice
L1 Child loses dependent status minimum essential coverage is alsonot | 7 p ion showina that COBRA
o e . ey . ocumentation showing that CO
O Loss of eligibility for Medicaid, considered a loss of minimum essential coverage or non-calendar year
MinnesotaCare or CHIP coverage. policy is ending
[ Expiration of COBRA or non- O Letter of termination from carrier/
calendar year policy or loss of insurance company and proof of
employer COBRA contributions address change
O Moving out of existing ACO or HMO
plan service area
L1 A permanent move to a new area * Ifthe plan selection is before oron | 1 Proof from prior carrier of MEC
that offers different health plan options. the date of the qualifying life event, | (3 proof of new residence, such as dated
You must have had minimum essential the effective date is the first day of rentalllease agreement, deed, purchase
coverage (MEC) for one or more days the month following the qualifying life | agreement, new driver's license or state
during the 60 days preceding the event. photo ID card
permanent move, unless you have an | . |f the plan selection is after the date | CINotice from carrier no longer providing
eligible exception of the qualifying life event, the health coverage
CIRelease from incarceration effective date is the first day of the | (7 A utility bill in the Applicant’s name and
1 Return from active military service month following the plan selection. containing the new address
L1 Prison release form
1 Supporting paperwork confirming
departure date from active military service
I Marriage. You or your spouse must First day of the month following the I Proof from prior carrier of MEC
have had minimum essential coverage | plan selection. [ Marriage certificate
gMEC) for one or more days during the
0 days preceding the date of marriage,
unless you have an eligible exception.
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STEP 4 - Special Enroliment - continued

Qualifying Life Event

Coverage Effective Date
Note: The coverage effective date cannot
be prior to the occurrence of the event.

Supporting Documents

I Birth

L1 Adoption

[JPlaced for adoption
[IPlaced in foster care
LI Court order

[ Date of qualifying life event

OR

[ The first day of the month following
the plan selection

[ Birth certificate

O Existing Blue Cross or Blue Plus member
with proof of claims for birth

[ Legal papers for adoption or foster care
O Court order

O Untimely notice of triggering special
enroliment event

Notification can be 60 days from notice of
the special enrollment event
O Earliest date available had the notice been
timely
OR
O The first day of the month following
the plan selection

[ Letter confirming the untimely notice of the
special enrollment event

I A change in income, household or
other status that affects eligibility for
Advance Premium Tax Credit (APTC)*
or Cost-sharing Reductions (CSR).
Must currently be enrolled in a Qualified
Health Plan.

+ Ifthe plan selection is before or on
the date of the qualifying life event,
the effective date is the first day of
the month following the qualifying life
event.

+ Ifthe plan selection is after the date of
the qualifying life event, the effective
date is the first day of the month
following the plan selection.

[ Copy of MNsure eligibility notice

LI MNsure or carrier determined that an
unintentional enroliment error is the
result of an action or omission by an
agent of MNsure or Non-Exchange
Entity.

LI MNsure determined that there has been
a violation of a material provision of the
health plan in which you or a dependent
are enrolled. Must currently be enrolled
in a Qualified Health Plan.

Coverage effective date will be determined
by MNsure or carrier:

* You must send in the necessary
supporting documentation from
MNsure along with this form and
a completed Application

L1 Copy of MNsure or carrier eligibility
notice

[ Individual Coverage Health
Reimbursement Arrangement (ICHRA)
through employer

[ Qualified Small Employer
Health Reimbursement Arrangement
(QSEHRA)

Notification can be 60 days from the date
the ICHRA/QSEHRA was initially offered
to the individual for enrollment into an
individual plan.

* Ifthe plan selection is prior to the
triggering event (the first date the
person’s ICHRA/QSEHRA coverage
can take effect), coverage must start
the first of the month after the triggering
event, or if the triggering event is on the
first day of a month, the effective date
would be the triggering
event date.

+ Ifthe plan selection is made on or after
the triggering event, the effective date
would be the first day of the month
following the plan selection

JICHRA/QSEHRA Form from
Employer

*APTC is only available through MNsure
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STEP 5 - Other health insurance information

Complete the information requested about your current health insurance.
1. Will you or any dependent(s) named on this Application be eligible for Medicare Part A or enrolled in Medicare

Part B or both? O Yes O No
2. Are you or any of your family members who are applying for this coverage enrolled in any private or governmental
group or individual health plan or program at the time of this Application? 0 Yes I No

3. s this coverage for which you are applying intended to replace any other accident or health insurance you or
any family members applying currently have? This includes any current Blue Cross or Blue Plus policy. O Yes O No
Note: If you have a current individual/family policy, your current policy will generally be replaced as of the effective date
of your new plan unless your current coverage is through an employer or purchased through MNsure.
If your current coverage is through an employer or another insurance carrier, Blue Cross cannot cancel that
coverage for you. If you have coverage purchased through MNsure, you must contact MNsure to terminate the coverage.

4. If you answered Yes to one or more questions above, please provide the following information about any other coverage you and/or
your family members currently have or have applied for:

Name of Insurance Carrier or

Governmental Plan: Group Number:

Name of Policyholder: Effective Date:

Policy Number: Relationship to Applicant:
Policyholder’s Date of Birth: Policyholder's Employment Status:

Effective Date of Coverage

During the Open Enroliment Period: January 1, 2026, if the Application is received on or before December 15, 2025.
February 1, 2026, if the Application is received on or between December 16, 2025 and January 15, 2026.

During the Special Enroliment Period: Your effective date is assigned by Blue Plus based on the eligibility of your selection in
Step 4 - Special Enrollment and the completeness of your Application.
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STEP 6 - Notification and authorization

By completing this enrollment Application, | understand that | will be submitting an actual request for enrollment and | agree to the following:

* My/our signature on this Application indicates that I/we have read and fully understand and agree to the following statements when
applying for health coverage through Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Plus).

+ | understand and agree that coverage, if approved, will begin as specified on page 7. | authorize Blue Plus either to use information
from my check to make a one-time electronic funds transfer from my account or to process the payment as a check transaction.
When Blue Plus uses information from my check to make an electronic funds transfer, funds may be withdrawn from my account as
soon as the same day Blue Plus receives my check and | will not receive my check back from my financial institution.

+ | understand that the health plan | have selected contains a limited number of providers in the network listed on my Application,
the providers in the network may change from time to time, and not every provider is in network for my plan. | also understand and
acknowledge that with limited exceptions, if | visit a provider or a location that is not in network, | will pay more for my care, and these
costs will count toward any applicable out-of-network cost sharing (e.g., the out-of-network deductible and out-of-pocket maximum).

* | understand that coverage will be provided under an individual contract. | understand that Blue Plus does not issue individual
coverage through an employer. Blue Plus is not responsible for any action taken by an employer that results in this coverage being
considered group coverage under state or federal law. The employer is solely responsible for any such finding.

State and/or Federal ACA compliance obligations may arise if the policy is funded in whole or in part by an employer. By submitting
this application and paying the applicable premium, the applicant/payor confirms that it is in compliance with all applicable legal
requirements, and that any employer funded policy is offered in compliance with applicable state and federal law such as offering
such coverage through an ACA compliant ICHRA or QSEHRA arrangement.

+ For purposes of obtaining information in connection with this Application, reinstatement, or change in policy benefits, this release is
valid as long as | am continually covered with Blue Plus. | am entitled to receive a copy of any release | sign. | agree if | am enrolling
in a product that features certain designated providers, Blue Plus may share my name, address and telephone numbers, as well
as my past, current and future health and account records with such designated providers about services | have received from
such designated providers and other care providers unrelated to such designated providers. These records may be used by the
designated providers as needed to manage or coordinate my care and to improve the quality of that care.

* Blue Plus primarily relies upon the information provided and full disclosure of the information listed on this Application in the
decision whether to accept the Applicant and/or dependent(s) listed on this Application for coverage. | acknowledge the importance
of providing accurate and complete information. | acknowledge | must answer all questions in the Application, even if | and/or
dependent(s) listed on this Application currently have coverage or had prior coverage with Blue Plus. | understand | must be a
permanent resident of Minnesota to be eligible for this coverage and | hereby attest that as of the effective date of my contract | am a
permanent resident of Minnesota at the permanent home address listed in step 1 and am eligible for this coverage. | also understand
that if this attestation is determined not to be true, Blue Plus will rescind my contract and coverage, and no claims will be paid. |
further attest that | was not encouraged or advised to apply for this coverage in connection with any offer by an “ineligible third party”
(described on page 1) to directly or indirectly pay all or some of my premiums or cost sharing.

+ | understand and agree that payment of a claim does not preclude the right of Blue Plus to deny future claims or take any action it
determines appropriate, including rescission of the contract and seeking repayment of claims already paid. | understand that this plan
does not include coverage for the pediatric dental essential health benefit and that Blue Plus has made me aware of pediatric dental
coverage available for purchase through a separate contract.

+ | agree to immediately notify Blue Plus of any changes to information about me or my dependents contained in this Application.
Failure to notify Blue Plus of any change in the information contained in this Application or otherwise provided may result in the
denial of a claim, rescission of the contract, the issuance of a contract amendment, or a premium adjustment.

+ Upon request, | agree to furnish additional information about me or my dependents concerning eligibility. | have read the preceding
instructions, statements and answers and represent them to be true and complete to the best of my knowledge and belief. |
understand and agree Blue Plus will act in reliance upon the information | have provided on this Application, which materially affects
enroliment eligibility and may result in the denial of a claim, rescission of the contract, the issuance of a contract amendment, or a
premium adjustment.

+ By providing my email address, | agree to receive communications and marketing materials related to the plan | selected and
products offered by or made available from Blue Plus and its affiliates. | may unsubscribe or change my email address at any time by
following the instructions included in each email communication.

* By providing my telephone number, | expressly consent to accept and receive communications and marketing materials related to
the plan | selected and products offered by or made available from Blue Plus and its affiliates, via text message or voice call to my
mobile device and to the cellular/mobile telephone number(s) that | provided.

— NOTE: Email and text messaging transmission cannot be guaranteed to be secure or error-free as information could be
intercepted, corrupted, lost, destroyed, arrive late or incomplete, or contain viruses. As the recipient of an email or text message
from an unsecured email or device, Blue Plus does not accept liability for any errors or omissions in the contents of the email or
text message, which arise as a result of email or text message transmission.

* | understand and agree that Blue Plus may share my past, current and future health and account records with my network providers
about services I've received from my network providers and non-network providers. These records may be used by my network
providers as needed to manage or coordinate my care and to improve the quality of that care.
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STEP 7 — Payment and billing information

| understand that this Agreement renews on an annual basis. | acknowledge that my first payment must be received by the due
date printed on my first bill. | understand that failing to pay will result in my Application being voided. | understand that payments
in advance of the monthly amount will be credited to my future payments. | understand my payment must be received and
processed in full before claims can be paid for any eligible services received. | acknowledge that if my ongoing monthly premium
payments are not received within the plan grace period, my plan will be terminated. | understand that these amounts will be
subject to premium increases on the date the increase is effective.

STEP 8 - Sign Application
If this Application is completed as an electronic or online Application, both parties agree to conduct this transaction electronically.

Applicant’s Signature Date

Spouse/Domestic Partner/Parent or Guardian Signature Date

When applying for a policy that covers only a child(ren) under the age of 18, the parent or guardian must sign. The parent or
guardian signing must be the same person identified on this Application as the contact person. The Applicant and spouse/
domestic partner, if applicable, must sign and date this Application.

STEP 9 - Send your completed Application to Blue Plus
Send in your completed Application to Blue Plus by one of the following methods.

&) U.s. Mail

Include your completed, signed Application and any applicable supporting documentation to:
Processing Center

P.0. Box 982806

El Paso, TX 79998

G Fax or email:

Fax your completed, signed Application to (651) 662-6439 or email to enroliment.forms@bluecrossmn.com

Note: Processing of your Application may be delayed if this Application is NOT completed in its entirety.
Please return all pages of the Application.
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For Agent Use Only

AGENT ATTESTATION
ATTENTION Agent: If you have questions about completing this Attestation,
please call Agency Services at 1-800-262-0821.

Blue Cross Agency Code (10-digit code) Blue Cross Agent Number (10-digit code)

0008905347 0003963183

| attest | have reviewed the completed Application with the Applicant(s) and:

* | certify that | have met the requirements listed in Minnesota Statute 60K.46 subdivision 4 regarding suitability, as well as
those requirements set forth in the Agent Code of Conduct and within the Blue Cross and Blue Shield of Minnesota and Blue
Plus contract.

* | agree to retain a copy of the submitted Application for my records and to provide a copy of the submitted Application to
Blue Plus upon request.

Agency Name King and Companies

Agent Name Sandra Schlaefer

, FIRST Wi —
Agent Signature _3m@\1m§& e
Agent Telephone (952) 746-5959
BlueCross ?lilt%eo %ros; BIlIJDe'Shield of Minnesota and Blue Plus
- V. BlueShield ankee Drive

. Eagan, MN 55121
Minnesota

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit
independent licensees of the Blue Cross and Blue Shield Association
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Notice of Nondiscrimination and Accessibility

At Blue Cross and Blue Shield of Minnesota and Blue Plus, we treat everyone fairly. We don’t exclude
you, or treat you less favorably, because of your race, skin color, national origin, age, disability status,
or sex (including sexual orientation; sex characteristics including intersex traits; pregnancy or related
conditions; gender identity; and sex sterectypes). We follow federal civil rights laws and don't
discriminate against anyone based on these traits.

If you communicate best in a language other than English, you can request free language
assistance services.

If you have a vision, hearing, or speech impairment, we can communicate in a way that works best
for you. This may include using sign language interpreters, providing documents in large print or
Braille, audio recordings, or cther aids at no charge.

Need these services? Call 1-855-903-2583, TTY 711 or call the number on the back of your member
identification card.

Discrimination is against the law.

If we failed to provide services or discriminated in another way based on your race, skin color, national
origin, age, disability status, or sex, (including sexual orientation; sex characteristics including intersex
traits; pregnancy or related conditions; gender identity; and sex stereotypes), you can file a complaint
by contacting cur Nondiscrimination Civil Rights Coordinator:

Email: Civil.Rights.Cocrd@bluecrossmn.cocm
Telephone: 1-800-509-5312
Mail: Blue Cross and Blue Shield of Minnesota

ATTN: Civil Rights Coordinator P3-2
PO Box 64560, Eagan, MN 55164-0560

Nondiscrimination complaint forms are available on our website at bluecrossmn.com/NDL,
or from the Nondiscrimination Civil Rights Coordinator.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services

= electronically through the Office for Civil Rights complaint portal:
ocrportal.hhs.gov/ocr/portal/lobby . jsf

= by mail at: U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201

= or by phone at: 1-800-368-1019, 1-800-537-7697 (TDD)

Civil rights complaint forms are available at hhs.gov/ocr/office/file/index.html.

Blue Cross? and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Gross and Blue Shield Association.
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ENGLISH

ATTENTION: If you speak a language other than English, language
services are available free of charge. If you have a vision,
hearing, or speech impairment, we can communicate in a way
that works best for you. This may include using sign language
interpreters, providing documents in large print or Braille, audio
recordings, or other aids at no charge. Call

1-855-903-2583 (TTY 711).

BEHEE (Cantonese — Traditional Chinese)
DEIIE pu%n_.\ Ei E u_.\_.rE;kﬁﬁnn nTﬂhijEﬁo

NMBEERN, BHSKSEES
EMEURESEHAXEEER
ETREAEFERAFEEES. ABREXRTEREFTE.
HESHMEEE TR, EHE 1-855-903-2583 FEfEHE
(TTY 711),

ESPANOL (Spanish)

ATENCION: Si habla Espafiol, puede solicitar servicios gratuitos
de asistencia lingiistica. Si tiene una deficiencia visual, auditiva o
del habla, podemos comunicarnos de la manera que le resulte
mejor a usted. Esto puede incluir el uso de intérpretes de lengua
de sefias, el suministro de documentos en letra grande o braille,
grabaciones de audio u otras ayudas sin cargo. Llame al 1-855-
903-2583 (TTY 711).

(Arabic) 4zl

13) Aol 4 salll sae Lall ciland (bl SliSay ey yall Cuaati i€ 13) -
48y plally e Jusl il Uiy il of dpmans 5l By josy Bile) (g a2
Cagymy hatisal 155 o5 HLaY) ARl Gpan sie aladiusd Alb Jady 85 Slanslss
e B2 bl Jilissl) g o e (A gom CDmas ol el 48y phay ol 3 S
(711 ol Cilell) 1-855-903-2583 pill Lo dosil il )50

AMCT (Amharic)

Tt AM:- ATICE 27 PMT74 NIPYT 1] PLTE ATH
ATATIAFTY AP MPSP LT AA: PARPHT PADNAYE ML YD PaDg
FoC NANPT AACAP NHAA NTWLM- AB78 dDoNNt:
ATFAAT: 2U £99° PIRANT 2% AN+CATPTY AP Mgy
NTAAS UTRRF mEIP NNLLA P+R% N12TTT P2IR8 $EPTT
MEIR AAT CRLEPTY PA NEP MP/NT LIPLAx
1-855-903-2583 (TTY 711) AL £8arA:

FRANCAIS (French)

ATTENTION : Si vous parlez Frangais, vous pouvez demander des
services d’assistance linguistique gratuits. Si vous avez une
déficience visuelle, auditive ou vocale, nous pouvons
communiquer de la maniere qui vous convient le mieux. Il peut
s’agir d’'interprétes en langue des signes, de documents en gros
caracteres ou en braille, d’enregistrements audio ou d’autres
aides gratuites. Composez le 1-855-903-2583

(ATS 711).

LUS HMOOB (Hmong)

LUS CEEV TSHWIJ XEEB: Yog hais tias koj hais Lus Hmoob, koj tuaj
yeem thov cov kev pab cuam uas pab hom lus tau dawb. Yog hais
tias koj ghov muag tsis pom kev zoo, tsis hnov lus, los sis hais tsis
tau lus, peb tuaj yeem sib txuas lus hauv ib txoj hau kev uas ua
hauj lwm tau zoo tshaj plaws rau koj. Qhov no tej zaum yuav
muaj xam nrog kev siv cov neeg txhais lus piav tes, kev muab cov
ntaub ntawv luam tawm ua tus ntawv loj los sis Ua Ntawv Su Rau
Cov Neeg Tsis Pom Kev Siv Tau (Braille), kev kaw ua suab lus, los
sis lwm yam kev pab yam tsis tau them nqi. Hu rau 1-855-903-
2583 (TTY 711).

SOOMALI (Somali)

XASUUSIN: Haddii aad ku hadasho Soomali, waxaad codsan
kartaa adeegyada caawimaadda lugada oo bilaash ah. Haddii aad
laxaad la’aan kataahy aragga, maqgalka, ama hadalka, waxaanu
kugula xidhiidhi karnaa habka adiga kuugu habboon. Tan waxaa
ka mid ah in aan isticmaalno turjumaanada luugada dhegoolaha,
in la bixiyo waraaqo ku goran xarfaha waaweyn ama qoraalka
indhoolayaasha, in la sameeyo cajalado la duubay, ama in la helo
waxyaabo kale oo caawimaad ah oo bilaash ah. Wac 1-855-903-
2583

(TTY 711).

f?j(Khmer)

MIgSSnfin: UaSIOHASUNWMAN 181 HRMGIYA]
NS SwuRuMMIswRaASIgY [uidsi8
gRIBuSsUim aUuEs) ySuNwES ST S 1inms
[SMEHWSASHMUWHAMUENUUIRINISUE S
UASAMNUURSUENUHSY MISN[N WS ASHISIHNG
HISEGMERURTUMAN N MIZUARITEUIcning
HAPSI UHAPANU UMISHSHAMNIISIH Us SWings
iS]A WSS ANIYY S1ugiSTiug 1-855-903-2583 (TTY
711)4

k=10 (Korean)
Fol: 3*%012 Af%3MIE 4% Fote £& 20 X| &

210f X*0H7f A'E 7&% XM3l= HotofAl 7te Mgt
=

— o T
WHOS ei2tg £Y 4 AUSLICh of7(o)E St

EAA}
o 1
0|8, he BA EE HAR SHE 2A KB, 84 =8

o
i 7|6 28 AH0l TeE + sl

1-855-903-2583 (TTY 711)H2 =

r_>d
tot
St
>
>
fo

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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mémﬁg (Karen)
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OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan dubbatan
yoo ta'e, tajaajiloota gargaarsa afaanii bilisaa gaafachuu ni
dandeessu. Rakkoo ilaaluu, dhaga'u ykn dubbachuu yoo
gabaattan, karaa isiniif mijatuun haala isiniif galuun
mari‘achuu ni dandeenya. Kunis of keessatti kan qabatu,
hiiktota afaan mallattoo fayyadamuun maxxansa gurguddaa
ykn bireeylii, waraabbiiwwan sagalee ykn gargaarsota biroo
kaffaltii tokkoo malee gaafachuu dha. 1-855-903-2583 (TTY
711) irratti bilbilaa.

PYCCKWUM (Russian)

BHUMAHMWE: Ecnu Baw A3bIK — PyCCKMVI, Bbl MOXKeTe 3anpocuTb
6ecnnaTHble ycnyru A3bIKOBOW noanepkku. Ecam y Bac ectb
HapyLUEeHWEe 3pEHUA, CYXA AN PEeUM, Mbl MOXKEM 0BLLATLCA TaKUM
06pa3om, KOTOPbIW AyyLlle BCEro NoAX0AMUT Bam. ITO MOXKET
BK/ItOYaTb HecnnaTtHoe NCNoab3oBaHWeE NePEBOAUYNKOB Ha A3bIKe
YKECTOB, NPeAOoCTaBAEHNE AOKYMEHTOB KPYMHbIM LUPUPTOM UK
wpudTom bpaina, ucnonb3osaHue ayano3anucen Uam apyrmx
BCMOMOraTe/ibHbIX CPeacTs8. 3BOHUTE No TenedpoHy 1-855-903-2583
(TTY 711).

WIF1990 (Lao)

891l thuincdr wasmo9o,
UIWFIVIOEVSNMVFOBCTESGIWITNGLOOVCILE.

v S00100NEe90WFIOM, NIVIOBL G NIVUVIND,
WONCEIFIWIOTFMCOBSHRCEVIS LFHVLEILHZO.
Su1o09r00LcEINILIGLIBWIZIS,
NIVBONILCENTIVCTVINBLIMS § SnILLYY,
MLOVLINTI) O
navgosciiscrvIsvglosdcgenalgaiwlog. tn
1-855-903-2583 (TTY 711).

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang humingi ng
mga libreng serbisyo na tulong sa wika. Kung may kapansanan ka sa
paningin, pandinig, o pananalita, maaari tayong mag-usap sa paraan
na pinakamabuti para sa iyo. Maaaring kabilang dito ang paggamit
ng mga interpreter ng sign language, pagbibigay ng mga dokumento
na malalaki ang pagkaprinta o Braille, mga audio recording, o iba
pang mga tulong nang walang bayad. Tumawag sa 1-855-903-2583
(TTY 711).

VIETNAMESE (Vietnamese)

LUV Y: N&u quy vi néi Vietnamese, quy vi c6 thé yéu cau dich
vu hd tro ngdn ngit mi&n phi. Néu quy vi bi khiém thi, khiém
thinh hodc khuyét tat vé 4m ngi¥, chiing tdi cd thé giao tiép
theo cach phu hgp nhat vé&i quy vi. Didu ndy cé thé bao gdm
viéc s&r dung thong dich vién ngén ngit ky hiéu, cung cap tai
liéu dang ban in c¢& chi¥ I&n hodc chit néi, ban ghi 4m hodc
cac phwong tién ho tro khac mién phi. Xin goi s6 1-855-903-
2583 (TTY 711).

fa]4A&F1 3L (Chinese Simplified)

R WREEETE, WAL %% RiEE S B RS .
WREEMS W HB0E S NS, BATT LRSS &K
R, X RS R IR AT E IR KPR EUE SO
T B A Bl T H . 158 1-855-903-2583 (3L HLTE
711) .
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