# VIRGINIA

FAMILY & BUSINESS HEALTH INSURANCE

Anthem. 29

AUTHORIZED INDEPEMDEMNT AGENT

Virginia Medical Plans - Application Instructions for Anthem Blue Cross /Blue Shield of VA — Individual OFF Exchange 2019

1. Print all pages of the application including instructions. If you prefer, you may type your data into the form on your
computer. However, Anthem requires an actual signature so please print and sign before sending back to us.

2. Complete the fax cover letter and application, and fax or scan/email to Virginia Medical Plans for processing. If you
don’t have access to a fax machine or computer, mail the completed application to Virginia Medical Plans.

HELPFUL TIPS:
Here are a couple things that are commonly overlooked and are mandatory in processing your application:

1. Sign and date where indicated on page 5 — If your spouse and/or dependent(s) ages 18+ are enrolling, each one must
sign as well.

2. Complete and sign the payment section found after the application in this packet. Payment options are:

a. Option 1 — Automatic bank draft for initial AND future monthly payments.
Option 2 — Automatic credit card payment for initial AND future monthly payments. NOTE — Anthem does
NOT accept American Express.

c. Option 3 —Electronic check or credit card for initial payment only. Anthem will bill you for future monthly
payments.

IMPORTANT:

Please print legibly, and remember to complete, sign, and date the premium payment section.
If sending by mail, send completed application to:

Virginia Medical Plans
1404 Northpoint Glen Court
Herndon, VA 20170

Virginia Medical Plans will review your application for completeness and accuracy before submitting it to Anthem BCBS for
processing. This may reduce processing time because Anthem cannot process unclear or incomplete applications until the
missing information has been gathered.

Please contact us if you have any questions regarding the application or the application process. You may reach us at 703-
707-8270 or email is at jkatz@vamedicalplans.com.

OTHER REMINDERS —Questions? Ask us!

v If enrolling outside the dates of open enroliment (Nov 1 2018 — Dec 15 2018) you must have a qualifying event and
provide documentation of the event. Be sure to complete Appendix A.


mailto:jkatz@vamedicalplans.com

# VIRGINIA

FAMILY & BUSINESS HEALTH INSURANCE

Anthem.©

AUTHORIZED INDEPEMDEMNT AGENT

FAX COVER LETTER

(Ignore this form if you don’t have access to a fax machine)

FAX this cover letter with completed application to:

Virginia Medical Plans
FAX # 888-514-4258 or 703-783-5913

Dear Virginia Medical Plans,

Please accept my completed application for submittal, and contact me to confirm receipt of this application

NAME:

EMAIL:

PHONE:

DATE: TIME:




o Primary applicant name:
Anthem.

And Its Affiliate HealthKeepers, Inc.

Welcome
Virginia Individual Application

Thanks for choosing us. We're glad you're here.
Medical coverage plans made available under this application are health maintenance organization products offered by HealthKeepers, Inc.
Supplemental Dental and Vision Plans are offered by Anthem Blue Cross and Blue Shield (Anthem).

If you have any questions while filling out this form, give us a call at XBXRXXZX¥EX But if you've worked with an agent or broker, contact them
first. Call Virginia Medical Plans / Katz Insurance Group at: 703-707-8270

About this form

Use this form to apply for new medical, dental or vision coverage or to change existing coverage with Anthem and Healthkeepers, Inc.

You can apply or change coverage:
1. During the annual Open Enrollment period
Your coverage will start based on when we receive your complete application; however, the earliest your coverage can start is January 1st..
2. Due to a qualifying event
When you're done with this form, fill out Appendix A: Special Enroliment, which includes information about when coverage starts.
3. For new dental and vision
e Fornew dental and vision coverage, you can apply any time during the year.
o [f you apply with medical, your effective dates will match.
o If you apply without medical, your coverage will start based on when we receive your complete application. If we get it between
the 1st and last day of the month, coverage is effective the 1st day of the following month.

Tips when filling out this form

1. Answer all questions. Please print clearly using blue or black ink only.

2. Please submit all pages.

3. You can also apply online at anthem.com.

4. Refer to your Health Plan Guide for plan and enroliment details. Don’t have a copy? Ask your agent or contact us.

Some frequently asked questions

1. Dol need to include a payment?
Yes. We can’t complete your application without your first month’s premium payment. Without it, your enrollment will be delayed. Don't
worry though — we won’t charge your card or cash your check or money order until you've been enrolled.

2.  Why do you need my Social Security Number?
The IRS requires us to collect it. It won't be shared unless required by law. If you enroll in a health savings account (HSA) compatible plan
with us, we may give it to our HSA banking partner.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Virginia, Inc. Anthem Blue Cross and Blue Shield, and its affiliate
Healthkeepers, Inc., serving all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123, are independent
licensees of the Blue Cross Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.

OFF_VA (1-19) VAINDAPP-A 1-19 Page 1 of 8


http://anthem.com

P . P P Please indicate the reason you are submitting this application for medical:
Virginia Individual Application 0 Open Enrollment

O Special Enrollment Period — must also complete Appendix A

[0 New coverage

Ste p 1 : WhO |S a p plyl ﬂg ? O Change coverage Subscriber
[ Add dependent to existing coverage | 1D no-

Last name (legal name) First name (legal name) M.L Social Security No.

Marital status Sex Date of birth (mm/dd/yyyy) | Legal resident of VA | County (for home address) | Tobacco use’
O Single O Married oM OF / / OYes ONo OYes ONo
O Domestic Partner

Home address (not a P.O. Box) City State | ZIP

Billing address (optional - if different than your home) City State | ZIP

Mailing address (optional - if different than your home) City State | ZIP

Primary phone Secondary phone

Email address

For myself and any dependents, I'm adding my email address above because | agree to get my policy, certificate, or evidence of coverage
electronically. | know | can change my mind at any time and request a free copy of specific materials by mail. | also understand that by adding my email
address, information about my dependents may also be sent by email or electronically. To do either, | (or my enrolled dependent) will update our
communication preferences by going to anthem.com or calling Member Services.

Preferred written language I English (ENG) [ Spanish (SPA) | Preferred spoken language [ English (ENG) LI Spanish (SPA)

Coverage(s) selected O Medical* O Dental* O Vision*
*Primary applicant must be included for Spouse or Domestic Partner and/or dependent coverage eligibility.
All family members listed will be included in the medical product if the medical option is selected.

Spouse or Domestic Partner

Last name (legal name) First name (legal name) M.L Social Security No.
Relationship to applicant Sex Date of birth (mm/dd/yyyy) | Legal resident of VA | Tobacco use’

O Spouse [ Domestic Partner oM OF / / OYes ONo OYes CINo
Coverage(s) selected O Dental* O Vision*

*Primary applicant must be included for Spouse or Domestic Partner and/or dependent coverage eligibility.
All family members listed will be included in the medical product if the medical option is selected.

Child dependent Children must be under age 26.

Eligibility will be continued past the age limit only for those already enrolled Dependents who cannot work to support themselves by reason of
intellectual or physical disability. These Dependents must be allowed as a federal tax exemption by the subscriber or subscriber's Spouse or Domestic
Partner.

Last name (legal name) First name (legal name) M.L Social Security No.
Relationship to applicant Sex Date of birth (mm/dd/yyyy) | Legal resident of VA | Tobacco use’

O Child I Other OM OF I OYes ONo L'Yes LINo
Coverage(s) selected O Dental* O Vision*

*Primary applicant must be included for Spouse or Domestic Partner and/or dependent coverage eligibility.
All family members listed will be included in the medical product if the medical option is selected.

1 Tobacco use is the use of tobacco products 4 or more times per week, on average, in the last 6 months (excluding religious or ceremonial
reasons).
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Child dependent

Last name (legal name) First name (legal name) M.L Social Security No.
Relationship to applicant Sex Date of birth (mm/dd/yyyy) | Legal resident of VA | Tobacco use'

O Child O Other OM OF [ OYes ONo O Yes CINo
Coverage(s) selected O Dental* O Vision*

*Primary applicant must be included for Spouse or Domestic Partner and/or dependent coverage eligibility.

All family members listed will be included in the medical product if the medical option is selected.

Child dependent O Check here if you have more dependents. Print an extra copy of this page and attach to your application.
Last name (legal name) First name (legal name) M.L Social Security No.
Relationship to applicant Sex Date of birth (mm/dd/yyyy) | Legal resident of VA | Tobacco use'

O Child O Other oM OF I OYes ONo O Yes [INo

Coverage(s) selected O Dental* O Vision*

*Primary applicant must be included for Spouse or Domestic Partner and/or dependent coverage eligibility.

All family members listed will be included in the medical product if the medical option is selected.

1 Tobacco use is the use of tobacco products 4 or more times per week, on average, in the last 6 months (excluding religious or ceremonial
reasons).

Eligibility The answers to these questions are needed to determine your eligibility.

Are any applicants enrolled in Medicare? ONo OYes Ifyes, who?

Are any applicants currently incarcerated (with more than 60 days left to serve before release) as a result of a conviction? (not just pending disposition
of charges) ONo OYes Ifyes, who?

Step 2: What coverage would you like?

Medical Plans

Choose only one medical plan.

Our plans are available in the counties of Accomack, Albemarle, Alleghany, Amherst, Appomattox, Augusta, Bath, Bedford, Bland, Botetourt,
Brunswick, Buchanan, Buckingham, Campbell, Caroline, Carroll, Charlotte, Craig, Culpeper, Cumberland, Dickenson, Essex, Fauquier, Floyd
Fluvanna, Franklin, Frederick, Giles, Gloucester, Goochland, Grayson, Greene, Greensville, Halifax, Henry, Highland, Isle of Wight, James
City, King and Queen, King George, King William, Lancaster, Lee, Louisa, Lunenburg, Madison, Mathews, Mecklenburg, Middlesex,
Montgomery, Nelson, New Kent, Northampton, Northumberland, Nottoway, Orange, Page, Patrick, Pittsylvania, Powhatan, Prince Edward,
Pulaski, Rappahannock, Richmond, Roanoke, Rockbridge, Rockingham, Russell, Scott, Shenandoah, Smyth, Southampton, Spotsylvania,
Surry, Tazewell, Washington, Westmoreland, Wise, Wythe, York, and the cities of Bedford, Bristol, Buena Vista, Charlottesville, Chesapeake,
Covington, Danville, Emporia, Franklin, Fredericksburg, Galax, Hampton, Harrisonburg, Lexington, Lynchburg, Martinsville, Newport News,
Norfolk, Norton, Poquoson, Portsmouth, Radford, Roanoke, Salem, Staunton, Suffolk, Virginia Beach, Wayneshoro, Williamsburg,
Winchester.

Our plans are not available in the City of Fairfax, the Town of Vienna and the area east of State Route 123.

Anthem HealthKeepers Bronze Anthem HealthKeepers Silver Anthem HealthKeepers Gold
O 4900 for HSA (3749) O 1800 (375A) 01350 (374P)

O 5250 (374C) 6100 (375G)

O 5700 Online Plus (375N)

O 5900 (374F)

O 6500 (374J)

Anthem HealthKeepers Catastrophic Only available to applicants under age 30, unless otherwise qualified.

O 7900 (374M)
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Health Savings Account (HSA) Enroliment

If you choose an HSA compatible plan, you have the option to set up a health savings account.

[ Yes, I'd like to establish an HSA with HealthKeepers, Inc.’s banking partner. (Please make sure you entered Social Security numbers in Step 1)

Current (existing) medical coverage

O One or more of the applicants currently have health care coverage (Please fill out the info below)

People with coverage (Write ALL if everyone)

Existing health care coverage company

Effective date (When coverage started)

Type of coverage
O Group O Individual

ID number(s)

Last date of coverage (If applicable)

O Yes [ No

Will you be replacing this health coverage if approved for Healthkeepers Inc. coverage?

If Yes, what is the termination date?

Dental plan options

Dental Plans

Dental coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric Essential Health Benefits).
Choose a dental plan if you'd like to buy coverage that goes beyond these Pediatric Essential Health Benefits.

O Dental Prime A (1RCJ)

O Anthem Dental Family Value (2J5G)

O Anthem Dental Family (1FVK)

[ Dental Prime B (1RCK)

O Anthem Dental Family Enhanced (1FVL)
[ Dental Prime C (1RCL)

Prior & other dental coverage

Name of person covered Coverage Insurer name Insurer phone no. | Policy ID no. Dates (if applicable)
(Last, First, M.L) (check all that apply) (mm/ddlyyyy)
O Dental Start: | |
O Orthodontia End: _ [ |
O Dental Start: __ [ |
O Orthodontia End: __ [ |
O Dental Start: ___ | |
O Orthodontia End: _ [ |
O Dental Start: __ [ |
O Orthodontia End: _ /| |
O Dental Start: | |
O Orthodontia End: _ | |

O Yes 0O No

Will you be replacing this dental coverage if approved for Anthem’s coverage?

If Yes, what is the termination date? (mm/dd/yyyy)
/ /

Note: You cannot be covered bi more than one Anthem individual dental policy at the same time.

Vision coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric Essential Health Benefits).
Choose a vision plan if you'd like to buy coverage that goes beyond these Pediatric Essential Health Benefits.

Vision plan options

O Blue View Vision Individual (1RYB)
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Step 3: Please read and sign

Important legal information

| understand that:

e I must send my first (initial) premium with this application, but it does not mean coverage has been approved. I'm applying for the coverage |
chose on this form. To the extent permitted by law, Anthem and Healthkeepers, Inc has the right to accept or decline this application, and that
there are no guarantees of any kind just because | filled out this form. If my application is denied, my bank account or credit card will not be
charged, and if | paid with a money order, it will be returned to me.

e I'mresponsible to let Anthem and Healthkeepers, Inc know, in a timely manner, of any change that would make me or any dependent ineligible
for coverage.

¢ Anthem and Healthkeepers, Inc may change check payments to electronic Automated Clearinghouse (ACH) debit transactions. If this happens,
my original check will be destroyed. This charge will appear on my bank statement but my check won't be given to my financial institution or
sent back to me. This charge will not enroll me in any Anthem and Healthkeepers, Inc automatic debit process and will only occur each time |
send a check to Anthem and Healthkeepers, Inc. Any resubmissions due to insufficient funds may also occur electronically. All checking
transactions will remain secure, and my payment by check means | agree to these terms.

e | agree and consent to the recording and/or monitoring of any telephone conversation between Anthem and Healthkeepers, Inc and myself.

e I'mapplying for individual health and/or dental and/or vision coverage which is not part of any employer sponsored plan and I'm responsible for
all of the premium payments and making sure that all premiums are paid.

o | certify that each Social Security number listed on this application is correct.

o My domestic partner, if applicable, is only eligible for coverage if: he or she has been my sole domestic partner for 12 months or more; he or
she is at least 18 years of age; he or she is mentally competent; he or she is not related to me in any way (including by blood or adoption) that
would prohibit us from being married under state law; he or she is not married to or separated from anyone else; and he or she is financially
interdependent with me.

o | certify to the best of my knowledge and belief, the responses herein are accurate. | certify that | have read, or had read to me, the completed
application and that | realize that any act, practice, or omission that constitutes fraud or intentional misrepresentation of material fact in the
application may result in the denial of benefits, rescission or cancellation of coverage(s).

I sign this application for and on behalf of any eligible dependents and myself if covered by Anthem and Healthkeepers, Inc. | am acting as their

agent and representative.

This application cannot be altered by the applicant after submission to Anthem and Healthkeepers, Inc absent the acknowledgement and consent of
Anthem and Healthkeepers, Inc.

By signing this application, | certify that the premium for my coverage will not be paid by a provider of health care services, hospital, non-profit
organizations (including religious organizations) that have or whose primary donors have a financial interest in the benefits of the Evidence of
Coverage, commercial entity with a direct or indirect financial interest in the benefits of the Evidence of Coverage or an employer that offers
coverage under an employer health plan. | understand that if a third party is paying my premium, Anthem may decline to accept such premium
payment if it is made by a person or entity from which it is not required by law to accept.

The undersigned applicant and the agent certify that the applicant has read, or had read to him, the completed application and that the applicant
realizes that any false statement or misrepresentation in the application may result in the loss of coverage under the policy.

Dental plans may contain waiting periods for certain types of services as disclosed in marketing materials and your policy. A waiting
period is the length of time you must be covered under your dental policy and pay premiums before we will pay for covered services. You
are eligible for payment of covered services once your waiting period has been met.

Please sign below

Primary Applicant (or legal representative) Date
Spouse or Domestic Partner (or legal representative) Date
Dependent Child (age 18 or over) Date
Dependent Child (age 18 or over) Date
Dependent Child (age 18 or over) Date
Agent/Broker signature Date
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D|d an agent help y0u7 OYes O No Ifyes, make sure they fill out this section.

Agent (or broker ) Certification All fields required

Agent name (please print clearly) Jonathan Katz

(A) Writing Agent TIN/SSN (encrypted TIN is ok) (B) Writing Agent/Agency/General Agency TIN (encrypted TIN is ok)*
GDGKGSSMNZ JDKHMSLKQY
Agent address . City State ZIP
1404 Northpoint Glen Court Herndon VA 20170
Agent phone no. Agent fax no. Agent email . :
203-707-8270 ~03.783.5913 jkatz@vamedicalplans.com

* Always provide your Writing Agent TIN/SSN in Field (A). If you are a Direct Agent with no relationship to an Agency or General Agency, also enter
your Agent TIN/SSN in Field (B). If this policy is sold through an Agency without a General Agency, enter the selling Agency TIN in Field (B); if this
policy is sold through a General Agency, enter the General Agency TIN in Field (B).

Here’s what's next.

1) Can you check a few items? When incorrect, they're the most frequent reasons for delays in enroliment.
e Your name and address information should be clear and readable

You've included your first month’s premium payment

Everyone 18 and older signed this form

Please make sure you submit all the pages of the application

If enrolling due to a qualifying event, you've completed Appendix A: Special Enroliment

2) Al good? Return to Virginia Medical Plans / Katz Insurance Group for processing. Fax 703-783-5913 or email
jkatz@vamedicalplans.com.

3)  We'll be in touch in the next few weeks. If you have questions before then, call us at 703-707-8270.

Thank you!
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Appendix A: Special Enrollment

If you're applying for coverage due to a qualifying event, please fill out this section along with your application.

Date of qualifying event
/ /

enter the date based on the qualifying event.

For Loss of Coverage, this is the last date of existing or prior coverage. For all other events, please

You must apply for coverage within 60 days after your qualifying event for the following events (except in cases of domestic violence or spousal
abandonment). If you have existing coverage and are adding one or more dependents due to marriage, birth, or adoption, you may add the new

dependent(s) to your existing plan or apply for another plan for the dependent(s) who doesn't have current coverage.
Qualifying events Coverage effective date

[ 1. Marriage or Domestic Partnership
Got married or in a domestic partnership that becomes eligible for coverage (see step 3 for
description of eligibility). One or both of the spouse(s) or domestic partner(s) must have had
Minimum Essential Coverage for one or more days in the 60 days prior to the marriage or
domestic partnership, unless one or both of the individuals has moved from a foreign country or
U.S. territory within the 60 day period before the marriage/domestic partnership.

First day of the month after we receive
your complete application.

O 2. Birth or adoption
Had a baby, adoption of a child or placement of a child with you for adoption.

Select an effective date:

O Same as the event date

[ First day of the month after we
receive your complete application
[ Based on when we receive your
complete application®

[ First day of month after the event
date

O 3. Court order or guardianship
Required by a court order to provide an eligible child(ren) coverage, including a child support
order, appointment of guardianship of a child or a child in foster care is placed with you

Select an effective date:

[ Same as the event date

[ Based on when we receive your
complete application*

O 4. Death
Death of a family member enrolled under current coverage

Select an effective date:

[ First day of the month after we
receive your complete application
[ Based on when we receive your
complete application*

O 5. Immigration
Immigration status changed
O 6. Domestic violence
| attest that | have been a victim of domestic violence that qualifies me for a special enroliment
period. (The special enroliment period is available for 60 days following your request)
O 7. Spousal abandonment
| attest that | have been unable to locate my spouse after reasonable diligence. (The special
enrollment period is available for 60 days following your request)
8. Other qualifying event
O Material error on exchange
O Unintentional enrollment or non-enroliment in an exchange plan because of material error
O Violation by plan of material contract provision
[0 Newly ineligible for premium tax credit/subsidies
O Medicaid/FAMIS eligibility determination delay
O If you can't find your situation, contact your agent/broker or call us. We can only enroll based
on events defined by state and/or federal law

Based on when we receive your
complete application*

* If the coverage date is based on when we receive your complete application then if we receive it:

o Between the 1stand 15" day of the month, coverage is effective the 1%t day of the following month.
o Between the 16" and the last day of the month, coverage is effective the 1t day of the second following month.
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You must apply for coverage within 60 days before or 60 days after your qualifying event for the following events.
Qualifying events Coverage effective date

9. Loss of coverage: Lost or will lose Minimum Essential Coverage:
O Involuntary loss of coverage (for any reason except non-payment of premium or fraud)
O A legal separation or divorce
O Moved to a new service area. Minimum Essential Coverage must have been in effect for one
or more days of the 60 days prior to the move.

First day of the month after we receive
your complete application

10. Permanent move
O Moved to U.S. from a foreign country or a U.S. territory
O Permanent move to a new service area (within the U.S.). Minimum Essential Coverage must
have been in effect for one or more days of the 60 days prior to the move.
011. Non-calendar renewal
Current policy does not renew on a calendar year basis (renews on a date other than January 1)
[ 12. Jail or prison
Released from jail or prison (incarceration)

Based on when we receive your
complete application.*

* If the coverage date is based on when we receive your complete application then if we receive it;

o  Between the 15t and 15" day of the month, coverage is effective the 1%t day of the following month.
o Between the 16™ and the last day of the month, coverage is effective the 1%t day of the second following month.

Almost there! \We need a bit more info.

We need supporting documentation for your qualifying event, such as a letter or official form from the source (employer, state or federal agency, for
example) confirming the qualifying event occurred, the date the event happened, and the names of all applicants affected. If you're applying because
you've lost your coverage, we need to know the reason why coverage was lost, and it must be included in the supporting documentation. In all
instances, we might need additional documentation to confirm eligibility.

Give us or your agent a call if you have any questions.

OFF_VA (1-19) VAINDAPP-A 1-19

Page 8 of 8



Payment Methods for Individual Applications Anthem

And Its Affiliate HealthKeepers, Inc.

Applicant/Member name Primary applicant’s Social Security number
| |

Anthem Blue Cross and Blue Shield (Anthem) and/or HealthKeepers, Inc. (HealthKeepers) will accept monthly payments on behalf of applicants/members if the
payment is made by the following persons or entities: The Ryan White HIV/AIDS Program; other federal and state government programs that provide monthly
payments and cost-sharing support for specific individuals; Indian tribes, tribal organizations and urban Indian organizations; or a relative or legal guardian on behalf
of an applicant/member.

Unless required by law, Anthem and/or HealthKeepers does not accept monthly payments from third parties that are not listed above. Examples of third parties from
whom Anthem and/or HealthKeepers will not accept monthly payments include, but are not limited to, insurance brokers and/or agents, doctors, hospitals, not-for-profit
organizations (including religious organizations) that have or whose primary donors have a financial interest in the benefits of the contract/policy, commercial
entities with a direct or indirect financial interest in the benefits of the contract/policy and employers that offer coverage under an employer health plan. Note: As
allowed by law, Anthem and/or HealthKeepers reserves the right to decline monthly payments from third parties.

| authorize Anthem and/or HealthKeepers to debit the bank account listed or charge the credit/debit card listed for my first monthly payment on or after the day
that my coverage is approved. By signing this form, | understand that the amount of the first payment may change from what | was told because my coverage has
not been approved yet. In addition if | select Option 1 or Option 2 below, | understand that my future payments may vary as a result of changes(s) | make once
enrolled, including but not limited to, adding and deleting dependents, moving my residence, changing coverage and/or changes made by Anthem and/or HealthKeepers
of which | am notified according to my plan/policy. In addition, | understand if changes | make are close to the auto withdrawal date, Anthem and/or HealthKeepers
may not be able to notify me before the withdrawal is made. | agree to pay any service charge that Anthem and/or HealthKeepers may bill me because the
debit/charge was not honored. | understand if my monthly payment increases based on a certain percentage, Anthem and/or HealthKeepers will stop my automatic
payments and send notification to me. | will have the option to reset the automatic monthly payments.

Please choose how you want to pay your monthly payments for all of your plans. Put a check in the box for either

Option 1, Option 2 or Option 3.

O Option 1 Bank Account Authorization: Have your first and future monthly payments automatically deducted from your bank account.
All of your monthly payments will be taken out of the bank account you check below.
Checking account: ~ []1Business  []Personal

Savings account: (I Business [1Personal

. \1LE3H5E.?&=I| 1234567890123 1175
Enter the requested debit date from your bank account| | (Ist to 6th
of each month). If no date is requested your monthly payments will be

debited on the first of each month. 9-digit bank routlng number Bank account number
Write the routing and account numbers that are on your check here: =9

| authorize Anthem and/or HealthKeepers to automatically debit the bank account listed above each month to make my monthly payments. | agree that Anthem
and/or HealthKeepers' rights with each debit are the same as if the debit was a check that | signed. | understand monthly payments will be made on the day
I've indicated or within 3 business days thereafter. | authorize Anthem and/or HealthKeepers to automatically debit my account (and to make corrections to previous
debits). This authority staysin effect until | let Anthem and/or HealthKeepers know that | no longer want them to debit my account by giving them a 30-day advance
written notice. | understand that if my bank does not allow Anthem and/or HealthKeepers to debit my account for any reason, | will automatically be removed from
automatic monthly payments and will be billed by mail.  understand if my monthly payment increases based on a certain percentage, Anthem and/or HealthKeepers will
stop my automatic payments and send notification to me. | will have the option to reset the automatic monthly payments.

Authorized signature (as it appears on bank’s records) Printed bank account holder's name (as it appears on account) Date (MM/DD/YY)

X

[ Option 2 Credit/Debit Card Authorization: Have your first and future monthly payments automatically charged to your credit/debit card.
Complete the information below
Enter the requested charge date for your credit/debit card || (1st to 6th of each month).
| authorize Anthem and/or HealthKeepers to automatically charge my credit/debit card listed below each month to make my monthly payments. | understand
monthly payments will be made on the day I've indicated or within 3 business days thereafter. | authorize Anthem and/or HealthKeepers to charge my credit/debit
card until | let them know that | no longer want them to charge my credit/debit card by giving them a 30-day advance written notice. | agree that Anthem and/or
HealthKeepers, in honoring the monthly payments charged to my credit/debit card, is not responsible for any fees charged by my bank. | understand if that if any
Anthem and/or HealthKeepers credit/debit transaction is not honored, | will automatically be removed from automatic monthly payments and will be billed by mail.
I understand if my monthly payment increases based on a certain percentage, Anthem and/or HealthKeepers will stop my automatic payments and send notification
to me. | will have the option to reset the automatic monthly payments.

Anthem and/or HealthKeepers accepts []Visa or []Mastercard (Note to applicant: Please check one.)

Expiration date (MM/YY)

Card number

Billing address for this credit/debit card City Zip code
Authorized signature (as it appears on card) Printed card holder’s name (as it appears on card) Date (MM/DD/YY)
X

See page two for Option 3 First Monthly Payment Only: Send us your first monthly payment now and receive a bill each month for your future
monthly payments.
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Payment Methods for Individual Applications Anthem

And Its Affiliate HealthKeepers, Inc.

Applicant/Member name Primary applicant’s Social Security number
| |

O Option 3 First Monthly Payment Only: Send us your first monthly payment now and receive a hill each month for your future monthly

payments.

Choose one of the ways below that you would Ilke to pay only your first monthly payment.
' ' [ Electronic check (fill out section A below) [ Credit/Debit card (fill out section B below)

A Electromc check Instead uf sendlng us a paper check, you can use an electronic check that allows Anthem and/or HealthKeepers to take the money right
from your bank account to make your first payment on the day that your coverage is approved. You will not get the check back from your bank. (We will
not keep this information on file or use it for any future payments.) Please fill out this information.

Routing number

Account Number Amount of first payment

$

B. Credit/Debit card: | allow Anthem and/or HealthKeepers to charge the credit or debit card | listed below one time for my first monthly payment. This payment
will cover the first monthly payment for all of the plans | have with Anthem and/or HealthKeepers.
Anthem and/or HealthKeepers accepts [ ]Visa or [ Mastercard (Note to applicant: Please check one.)

Card number I
Expiration date (MM/YY)
City

Printed account holder name

Zip code

Billing address for this credit/debit card

| authorize Anthem and/or HealthKeepers to debit/charge the bank account or credit/debit card listed above to make my first monthly payment only.

| agree that Anthem and/or HealthKeepers will not have to pay any fees that my bank may charge because my electronic check or credit/debit card was rejected
even if can no longer continue coverage. | understand that this is a one-time payment and that | am responsible for making sure Anthem and/or HealthKeepers

receives my future monthly payments after this first payment.
Printed bank account/card holder’s name (as it appears on account/card)

Date (MM/DD/YY)

Authorized signature (as it appears on bank account/card)

X

Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. Anthem Blue Cross and Blue Shield and its affiliate
HealthKeepers, Inc. are independent licensees of the Blue Cross Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.
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Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
You have the right to get this information and help in your language for free. Call the Member Services number on
your ID card for help. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If
you need a copy of this document in an alternate format, please call
the customer service telephone number on the back of your ID card.
Spanish

Tiene el derecho de obtener esta informacién y ayuda en su idioma en forma gratuita. Llame al numero de
Servicios para Miembros que figura en su tarjeta de identificacién para obtener ayuda. (TTY/TDD: 711)

Chinese
A FE(E FHAHRE S R B EEZ AN - S5 TEY 1D R _EMYEk B IR ESRiSEE K ipE - (TTY/TDD: 711)

Vietnamese . B . .
Quy vi c6 quyéen nhan mien phi thong tin nay va su trg’ giup bang ngén ngtr cla quy vi. Hay goi cho so Dich Vu
Thanh Vién trén thé ID cla quy vi dé dwogc gitup d&. (TTY/TDD: 711)

Korean
HotolAH= FEE O YEHE A1 7512 Q02 =22 HS A7t AFUCL =22 22T F5tel ID
FIE0| U= 3|9 MH|A Hs 2 M35 A| Q. (TTY/TDD: 711)

Tagalog
May karapatan kayong makuha ang impormasyon at tulong na ito sa ginagamit ninyong wika nang walang bayad.
Tumawag sa numero ng Member Services na nasa inyong ID card para sa tulong. (TTY/TDD: 711)

Russian

Bbl nmeeTe npaBo Nony4nTb AaHHY MHOPMaLMIO 1 NOMOLLb Ha BalleM s3blke 6ecnnatHo. [nga nonyyeHus
MOMOLLM 3BOHWTE B OTAEN OOCNYXXNBAHWSI Y4aCTHUKOB MO HOMEPY, YKa3aHHOMY Ha Balleln naeHTUMUKaLMOHHON
kapTe. (TTY/TDD: 711)

Arabic
e lall ¢l Lualall oyl iy e 3 ga sall sliae 91 cilads 8y Joail Ulae clialy e Lsall 5 e slal) 03 e J gl ell 3oy
(711 :TDD/TTY)

Armenian

“nip hpwynitp niukp 2bp 1Eqyny widdwp vnwbw] wyju nbnkjunynipmniup b gmujugus oqunipinii:
Oglinipjnih unwbwnt hudwp quiquhwplp Uinudbph vypuuwplduwh jeinpnt' 2tp 1D pupunh Jpu iogus
hwdwpny: (TTY/TDD: 711)

Farsi
abdloyy oLsss ooy 40 oLl Sogo 4o 1) LeSaS 5 aledbl ool 4S5 aoyls 1) g> ool Lad
odd gy LS mlwlid OylS ey 4o 4S8 slasl Olodd j3Sy30 oylad 4 SaS adloyy ¢l 4o L udS
(TTY/TDD711)\.L_3H_<_) wlas cow!

French
Vous avez le droit d’accéder gratuitement a ces informations et a une aide dans votre langue. Pour cela, veuillez
appeler le numéro des Services destinés aux membres qui figure sur votre carte d’identification. (TTY/TDD: 711)
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Japanese
CORMEXIEEHRLITIEECENTRIIBENTEET , XEZR(IBICI. IDH—RICEEHSNTVIAVN-T—E2E
SICEEEL TS, (TTY/TDD: 711)

Haitian
Ou gen dwa pou resevwa enfomasyon sa a ak asistans nan lang ou pou gratis. Rele nimewo Manm Seévis la ki
sou kat idantifikasyon ou a pou jwenn éd. (TTY/TDD: 711)

Italian
Ha il diritto di ricevere queste informazioni ed eventuale assistenza nella sua lingua senza alcun costo aggiuntivo.
Per assistenza, chiami il numero dedicato ai Servizi per i membri riportato sul suo libretto. (TTY/TDD: 711)

Polish

Masz prawo do bezptatnego otrzymania niniejszych informacji oraz uzyskania pomocy w swoim jezyku. W tym
celu skontaktuj sie z Dziatem Obstugi Klienta pod numerem telefonu podanym na karcie identyfikacyjne;j.
(TTY/TDD: 711)

Punjabi
397 MUt 3w 29 feg Aredtdt w3 Hee He3 99 Y3 J96 & mifidrg J1 Hee &et Miiue wietst 993 §°3 Hed Aafefa
%99 3 9% 731 (TTY/TDD: 711)

MNavajo
Bee nd ahodt’i 1744 ni nizaad k'ehji niki a’doowott’dd jiik’e Naaltsoos bee atah nilinigii bee nécho’délzingo nanitinigii
béésh bee hane’{ bikaad® daji” hediilnih. Naaltsoosbee atah nilinigii bee néche 'délzingo nanitinigii béésh bee hane™i bilda’

iaji’ hodiilnih. (TTY/TDD: 711)

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free
language assistance services through interpreters and other written languages. Interested in these services?
Call the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these
services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint,
also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with
the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW;
Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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Information for Applicants Requesting Anthem@

a Special Enroliment Period BlueCross BlueShield

And Its Affiliate HealthKeepers, Inc.

When applying to enroll for coverage during a Special Enroliment Period (SEP), an applicant must be eligible to enroll and provide
supporting documentation of a qualifying event. Without this documentation the applicant may not be able to enroll.

Please review the list below which outlines examples of what may be used as supporting documentation. Be sure to send in a
copy of the documentation supporting the qualifying event when the completed application is submitted or upload a copy of the
documentation when submitting an online application.

For paper applications, please submit legible copies of everything and keep all original documents for your personal
records, because no documentation will be returned. Please write the applicant’'s name on the top of each page of the
supporting documentation.

After reviewing the information provided, we may request additional documentation to confirm eligibility. Please note that loss
of health coverage due to fraud, intentional misrepresentation of a material fact or failure to pay a premium do not constitute
qualifying events.

If you have further questions about qualifying events or the supporting documentation that is required, please call your agent
or customer service at 1-855-330-1108.

Supporting Documentation by type of qualifying event
OFF Exchange for all SEP applicants for a HealthKeepers plan

Qualifying event Description and examples of supporting documentation

Lost or will lose Minimum Loss of Minimum Essential Coverage due to change in employment status:

Essential Coverage: o Letter from employer on business letterhead or information from previous carrier
Involuntary loss of (recent billing statement, ID card) confirming loss of coverage (date and individuals) and
Minimum Essential reason for loss of Minimum Essential Coverage (i.e., reduction in employment hours, etc.), or

Coverage for any o Letter that provides notice of offer of COBRA or state continuation benefits
reason other than

fraud, intentional Loss of Minimum Essential Coverage due to loss of dependent eligibility status:
misrepresentation Due to death:

of a material fact or . ) ) . )
failure to pay a premium o Letter from employer on business letterhead or information from previous carrier

(recent billing statement, ID card, if available) confirming loss of coverage (date and
individuals), and

o Copy of death certificate or obituary

Due to Medicare eligibility:

o Letter from employer on business letterhead or information from previous carrier
(recent billing statement, ID card, if available) confirming loss of coverage (date and
individuals), and

o Copy of Medicare card or approval letter from Social Security

Due to an over-age dependent:

o Letter from employer on business letterhead or information from previous carrier
(recent billing statement, ID card, if available) confirming loss of coverage
(date and individuals)

Due to legal separation, divorce, dissolution of domestic partnership:

o Letter from employer on business letterhead or information from previous carrier
(recent billing statement, ID card, if available) confirming loss of coverage (date and
individuals), and

o Divorce decree, legal separation agreement, or notarized/legal termination of
domestic partnership or civil union

Loss of Minimum Essential Coverage due to exhaustion of COBRA or state
continuation benefits:

o Letter that provides notice of termination of COBRA or state continuation benefits

Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. Anthem Blue Cross and Blue Shield and its affiliate HealthKeepers, Inc.
are independent licensees of the Blue Cross Blue Shield Assaciation. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbals are registered marks of the Blue Cross and Blue Shield Assaciation.
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Qualifying event

Description and examples of supporting documentation

Lost or will lose Minimum
Essential Coverage:
Involuntary loss of
Minimum Essential
Coverage for any

reason other than

fraud, intentional
misrepresentation

of a material fact or
failure to pay a premium

Loss of Minimum Essential Coverage due to (permanent) move to new service area:
Note: Applicant must have had Minimum Essential Coverage for one or more days in the

60 days prior to the permanent move, unless he or she is moving from a foreign country or a
United States territory (See below).

o Letter from employer on business letterhead or information from previous carrier (recent
billing statement, ID card) confirming coverage (date and individuals) within the past
60 days. If the minimum essential coverage has not yet been terminated, supporting
documentation must show the applicant had minimum essential coverage for one or more
days in the 60 days prior to the permanent move. And:

o Documentation of applicant’s old address and new address (if not present on employer letter
or previous carrier documentation) which may be validated by any of the following:

— Recent utility bill (electric, water, phone, internet, cable)

— Signed residential lease, rental agreement/contract, mortgage or nursing home/assisted
living facility residency documentation

— A deed showing applicant ownership of property in the new service area

— New driver’s license with new address in the service area

— Receipt of property tax paid

— Insurance documents, such as homeowner’s, renter’s, or life insurance policy or statement

— Mail from the Department of Motor Vehicles, such as a driver’s license, vehicle registration,
or change of address card

— State ID

— Official school documents, including school enroliment, report cards, or housing
documentation

— Mail from a government agency to your address, such as a Social Security statement,
or a notice from TANF or SNAP agency

— Mail from a financial institution, such as a bank statement
— U.S. Postal Service change of address confirmation letter
— Pay stub showing address

— Voter registration card showing name and address

— Moving company contract or receipt showing address

— Document from the Department of Corrections, jail, or prison indicating recent release
or parole, including an order of parole, order of release, or an address certification

—If you are homeless or in transitional housing, you may submit a letter or statement from
another resident of the same state, stating that they know where you live and can verify
your residency. This person must prove their own residency by including one of the
documents listed above.

—If you are living in the home of another person, like a family member, friend, or roommate,
a letter/statement from that person stating you are living with them. This person must
prove their own residency by including one of the documents listed above.

— Letter from a local non-profit social services provider, certified application counselor,
navigator or federally qualified health center that can verify your address. If you are
homeless, you can provide a letter from a government entity or not-for-profit organization,
including shelters, verifying your address.

— Consumers living in rural areas may provide a rural route mail delivery address.

The supporting documentation needs to include the name of the applicant along with the
residential address listed on the application (the new address), and documentation of the
previous address, which should include the applicant’'s name and the residential address before
the move.

For child only applications, the name of the parent/guardian in the signature section of the
application must match the name on the supporting documentation.
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Qualifying event

Description and examples of supporting documentation

Legal guardianship, court
order or a child in foster
care is placed with you

If you have existing coverage
and are adding one or more
dependents, you may add
the new dependent(s) to
your existing plan or apply
for another plan for the
dependent(s) that doesn’t
have current coverage.

Legal documentation of guardianship that indicates the subscriber or the subscriber’s spouse
is a guardian of the applicant or court order that indicates the subscriber is required to cover
the applicant.

Contact us if you are applying for a child only policy.

Gain or become a
dependent through
birth or adoption/
placement for adoption

If you have existing coverage
and are adding one or more
dependents, you may add
the new dependent(s) to
your existing plan or apply
for another plan for the
dependent(s) that doesn’t
have current coverage.

Birth:

Birth certificate or medical records from hospital or pediatrician which indicate the names of the
parents, the name of the baby, and date of birth. NOTE: For current Anthem members, a mother’s
delivery claim may be considered as supporting documentation.

Adoption/placement for adoption:
Adoption certificate or document establishing placement of a child with applicant for adoption.

Gain a dependent
through marriage or
domestic partnership

If you have existing coverage
and are adding one or more
dependents, you may add
the new dependent(s) to
your existing plan or apply
for another plan for the
dependent(s) that doesn’t
have current coverage.

Certificate of marriage or domestic partnership.

NOTE: At least one spouse or domestic partner must either demonstrate that they had
Minimum Essential Coverage or that they lived in a foreign country or US territory for one or
more days in the 60 days prior to the date of the marriage or domestic partnership.

Applicants moving to the
U.S. from a foreign country
or U.S. territory

o Documentation of the move (including date of move) which may be validated by a passport,
VISA, or airplane ticket, and

o Documentation of the new address which may be validated by any of the following:

— Signed residential lease, rental agreement/contract, mortgage

— A deed showing applicant ownership of property in the new service area

—If you are homeless or in transitional housing, you may submit a letter or statement from
another resident of the same state, stating that they know where you live and can verify
your residency. This person must prove their own residency by including one of the
documents listed above.

—If you are living in the home of another person, like a family member, friend or roommate,
a letter/statement from that person stating you are living with them. This person must
prove their own residency by including one of the documents listed above.

— Letter from a local non-profit social services provider, certified application counselor,
navigator, or federally qualified health center that can verify your address. If you are
homeless, you can provide a letter from a government entity or not-for-profit organization,
including shelters, verifying your address.
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Qualifying event

Description and examples of supporting documentation

o And one additional supporting document of new address which may be validated by one of
the following in the applicant’'s name:

— Recent utility bill (electric, water, phone, internet, cable)

— New driver’s license with new address in the service area

— Receipt of property tax paid

—Insurance documents, such as homeowner’s, renter’s, or life insurance policy or statement

— Mail from the Department of Motor Vehicles, such as a driver's license or
vehicle registration

— State ID

— Official school documents, including school enroliment, report cards, or housing
documentation

— Mail from a government agency to your address, such as a Social Security statement,
or a notice from TANF or SNAP agency

— Mail from a financial institution, such as a bank statement

— Pay stub showing address or letter/employment contract from employer
— Voter registration card showing name and address

— Moving company contract or receipt showing address

Release from incarceration

Papers from local, state or federal department of corrections or prisons showing the applicant’s
date of legal discharge

Death of a family member
enrolled under current
coverage

o Letter from employer on business letterhead or information from previous carrier
(recent billing statement, ID card) confirming coverage (date and individuals), and

o Copy of death certificate or obituary

An individual, who was
not previously a citizen,
a national, or a lawfully
present individual, gains
such status

Change in status validated by any of the following:

o Valid U.S. passport or passport card.

o Valid I-551, permanent resident card (issued by the Department of Homeland Security/
U.S. citizenship and immigration services). Non-expiring I-551 (issued 1977-1989) cards
are acceptable.

o U.S. Certificate of Naturalization (federal form N-550).

o Certificate of U.S. Citizenship (federal form N-560).

o Employment Authorization Document.

o Unexpired foreign passport with a valid unexpired U.S. visa affixed accompanied by the
approved I-94 form documenting the applicants most recent admittance into the U.S.

Current policy does not
renew on a calendar year
basis (renews on a date
other than January 1)

Information from previous carrier (recent billing statement, ID card, renewal letter) confirming
coverage (date and individuals) and renewal date of coverage.

Delay in Medicaid/FAMIS
eligibility determination

Letter from agency

Any other event or
circumstance as set
forth in the rules
established by applicable
state or federal law in
defining qualifying events

A letter from the applicant and an official form such as a letter or other supporting
documentation from the source (employer, state or federal agency, for example) confirming the
qualifying event occurred, the date the event happened, and the names of all applicants affected.
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