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CLEAR DATA
Plan150" Cancer Only Plan

Hospital Indemnity Plan (HIP)

FOR OFFICE USE ONLY

LTS or Group No. Rep No.

Effective Date

Name
Date of Birth ) Male [_) Female
Residential Address
City State Zip
Phone No. Social Security No.
@ Do you and all family members enrolling have health insurance
coverage as an individual or through an employer? JYes (JNo

If no, please include person’s name without coverage

@) Are you presently covered by Blue Cross and Blue Shield of Kansas? () Yes
If yes, please give your ID number

Group Number (if applicable)

) No

€ 1 am applying for: () Plan

or have had any cancer in the
If yes, include person’s name

150 O HIP O Both (double protection and good value)

IF APPLYING FOR PLAN150 COMPLETE THIS SECTION:
Do you or any family member enrolling have cancer now,

past in any form?

O Yes O No

@ | want to enroll in:
) Individual (under age 65)

() Individual/Children

") Individual/Spouse

) Individual/Spouse/Children

_J Individual (over age 65)

SPOUSE FULL NAME O Male DATE OF BIRTH SOCIAL SECURITY NO.
(MM/DD/YYYY)

MARRIAGE DATE (MM/DD/YYYY) () Female
LIST DEPENDENT CHILDREN (if Applying) check DATE OF BIRTH SOCIAL SECURITY N0,
First Middle Last (If Not The Same) RELATIONSHIP (MM/DD/YYYY)

O Daughter

O Son

O Daughter

O Son

O Daughter

O Son

TURN PAGE AND SIGN ON BACK

5-14/105A 03/15 An independent licensee of the Blue Cross Blue Shield Association.
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Please read and sign below:

Important information to
represent your application

e | hereby authorize any licensed physician,
practitioner, hospital, clinic, or other medical
facility, insurance company, or any other
organization, association or person who has or
obtains information or knowledge of any person
covered by this application, or of our health
to give it to Blue Cross and Blue Shield of
Kansas (BCBSKS). A photographic copy of this
authorization should be as valid as the original.
Your authorization for medical release is only
valid for a period up to, but not extending
beyond, 24 months. (Applicable to Plan150
applicants ONLY)

e Any contract issued to you as a result of this
APPLICATION will be issued in reliance on
information you provide on this form. If you
intentionally or unintentionally fail to provide
complete, accurate and correct information,
the contract shall be rescinded with all
premiums refunded to you, less amounts paid
for benefits under the contract.

e No representative of BCBSKS or any other
entity has the authority to waive any of the
information required on this form to bind
BCBSKS to coverage of the applicants, or to
waive, alter or amend any provision of any
contract which may be issued to you.

e | understand coverage is subject to the health
of all applicants on this application remaining
unchanged to the effective date of coverage.
If any change in health occurs before the
effective date of coverage, | understand | must
notify the BCBSKS underwriting department at
1-800-432-0216.

X

Signature of Applicant Date

Important notice regarding Plan150
and HIP coverage:

This is a supplement to health
insurance and is not a substitute for
major medical coverage. Lack of major
medical coverage (or other minimum
essential coverage) may result in an
additional payment with your taxes.

Proxy (Optional)

| hereby appoint the board of directors
(“Board”) of Blue Cross and Blue Shield

of Kansas, Inc., (“Company”) as my proxy

to act on my behalf at all annual meetings

of the policyholders of the Company. This
appointment shall include such persons as
the Board may designate by resolution to act
on its behalf. This proxy gives the Board, or
its designee, full power to vote for me on all
matters that may be voted upon at any annual
meeting. This proxy, unless revoked, shall
remain in effect during my membership in the
Company. | may revoke this proxy in writing by
aavising the Company of such at least five (5)
days prior to any meeting. | may also revoke
my proxy by attending and voting in person at
any annual meeting.

X

Signature of Applicant Date
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An independent licensee of the Blue Cross Blue Shield Association.
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