


SHORT TERM BLUE™

TEMPORARY HEALTH INSURANCE
COVERAGE FROM BLUE CROSS OF
IDAHO

Short Term Blue is tailored for the times in life when
you need temporary health insurance coverage.
Designed to cover typical, short term illnesses
or injuries that can occur when you're between
full benefit programs, it's coverage for you and
your eligible dependents which can begin almost
immediately.

Choose coverage for just one month, or up to 10
months. The number of months of coverage you
choose determines your monthly rate. The enclosed
rate card may help you decide the amount of
coverage that’s right for you.

How SHORT TERM BLUE
PRrROTECTS YOU

You pay a $500 deductible per person.

After meeting your deductible, you pay 20% for
eligible covered expenses.

After paying $2,500 in covered expenses per person,
you pay nothing for most expenses during the
remainder of your coverage. The $2,500 out-of-pocket
limit applies to your deductible and coinsurance
only.

Lifetime maximum benefits are limited to $1,000,000
per person.

Your benefit period is the number of months of
coverage you have chosen. Your enrolled, eligible
dependents will have coverage through the last day
of the benefit period until they are age 21 or 25 if a
full-time student.

You can reapply for new, separate Short Term Blue
coverage after you have had a break in coverage of
more than 63 days.

Health care coverage is most effective when

IT’S DESIGNED TO
FIT YOUR NEEDS.




Blue .~ N

SHORT TERM BLUE"
¥> Cross of Idaho ENROLLMENT APPLICATION

APPLICANT [NFORMATION (PLEASE COMPLETE EACH SECTION OF THIS APPLICATION IN INK)

Your Name (first, initial, last) Social Security Number Date of Birth (mm/dd/yy) Age 1 Male
/ / / / (1 Female
Mailing Address (street or route) City, State, Zip Code County
Name of Employer/Occupation Idaho Resident Business Phone Home Phone Marital [d Single  [d Married
dYes QO No Status: [ Divorced [d Widowed

List family members you wish to enroll including any unmarried child who is under age 25 and financially dependent upon you; or who is medically
certified as disabled and dependent upon you for support (copy of certification required).

Family Member's Name (first, initial, last) Relationship to Applicant Date of Birth (mm/dd/yy) Age  Male
(spouse, child, stepchild, etc.) / / O Female
Family Member's Name (first, initial, last) Date of Birth (mm/dd/yy) Age 1 Male
(1 Female
/ /
Benefit Period Desired: 1 1 mth 1 2mths O 3mths 1 4 mths O mths (maximum 10 mths) Total Payment $

Requested Effective Date
If this application is approved, coverage begins on the effective date specified below by Blue Cross of Idaho. Full payment for up to 4 months must be submitted with
this application. For payment beyond 4 months, you may choose to submit full payment or have payment for months 5-10 taken directly from your bank account. If you
choose this option, please fill out the Authorization for Prearranged Payments.

Please answer each question below. If any question is answered YES, you are not eligible for Short Term Blue coverage.
1. Have you or anyone named on this application ever been refused or issued restricted health insurance coverage

or been offered a program with a restrictive rider attached? 1 YES 1 NO
2. Do you or any person named on this application now have hospital, medical, Medicare or Medicaid coverage that

will remain in force beyond the requested effective date listed on this application?a 1 YES 1 NO
3. Are you, your spouse or any eligible dependent, whether or not listed on this application, now pregnant? 1 YES 1 NO
4. Are you or any person listed on this application currently admitted to any hospital or health care facility for any reason? 1 YES 1 NO

5. Have you or anyone else listed on this application had a short term policy within the past 63 days with
Blue Cross of Idaho? J YES J NO

SMOKER DESIGNATION AND CERTIFICATION

Has any person listed on this application used tobacco during the past twelve months? 1 YES [ NO

— FOR INDEPENDENT PRODUCER’S USE ONLY —
Independent Producer Certification
1. Who actually completed this application? [ Applicant [ Independent Producer 1 Other
If Independent Producer or Other, please explain:

2. Were you present at the time the application was filled out? 1 YES O NO
If NO, please explain:

| have explained the eligibility provisions to the applicant. | have not made any representations about benefits, conditions, or limitations of the policy except through
written material furnished by Blue Cross of Idaho. | hereby certify that the information supplied to me by the applicant has been completely and accurately recorded.

Independent Producer’s Printed Name Independent Producer’s Signature Date BCI No.

Type of Company Appointment 1 Personal 4 Agency

Name Business Phone

This application is approved by Blue Cross of Idaho. Benefit Period

[/ [/ [/

District Manager’s Signature Date Effective Date Expiration Date
(Dates assigned by District Manager)

Office Use Only

Identification No. Effective Date Reason

Doc. No.

Program No. Opt. Bill Opt.

$  Sign

Form No. 3-580 (01-08) Over =



REPLACEMENT OF EXISTING COVERAGE

Will this policy replace any other accident and sickness insurance presently in force? JYES ONO
If YES, please read, sign and date the following notice.

Notice to Applicant Regarding Replacement of Accident and Sickness Insurance
According to this application, you intend to allow to lapse or otherwise terminate existing accident and sickness insurance and replace it with a program to be issued by
Blue Cross of Idaho. For your own information and protection, you should be aware of and seriously consider certain factors which may affect the health care coverage
available to you under the new program.

1. Health conditions which you may presently have (preexisting conditions), may not be immediately or fully covered under the new program or the new program may
also require a waiting period for certain specified conditions. This could result in denial or delay of a claim for benefits under the new program, whereas a similar
claim might have been payable under your present program.

2. You may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of your present program. This is not only your right, but it is
also in your best interest to make sure you understand all the relevant factors involved in replacing your present coverage.

3. If, after due consideration, you still wish to terminate your present program and replace it with new coverage, please be certain to completely and accurately answer
all questions on this application. Failure to include all information on an application may provide a basis for the company to deny any future claims and to refund your
premiums as though your policy had never been in force. After the application has been completed and before you sign it, reread it carefully to be certain that all
information has been properly recorded.

| confirm that a copy of “Notice to Applicant Regarding Replacement of Accident and Sickness Insurance” was furnished to me.

X / /

Date

Applicant’s Signature
(Parent or Guardian’s signature if applicant is under age 18)

PARENTAL OR (GUARDIAN CONSENT TO APPLICATION

I, the undersigned, represent that the person listed as the applicant on this application is under 18 years of age and is making application for Blue Cross of Idaho health
coverage with my full knowledge and consent. | hereby accept full responsibility for the payment of premiums and for the answers and information provided in this
application.

X

Signature Date Print Name Relationship

AUTHORIZATION AGREEMENT FOR PREARRANGED PAYMENTS

| or we, meaning my spouse if applicable, Bank Name
authorize and request Blue Cross of ldaho
(hereafter called BCI) to affect payment for
premiums | or we owe to BCI as they become
due by initiating debit entries (hereafter called
deductions) to my or our account in the

financial institution named (hereafter called the

Bank Address (city, state)

Customer Bank Account No. Company |.D. No. 0000500005

bank). | or we authorize and request the bank | Signed Date

to accept any deductions initiated by BCI to my

or our account. BCI assumes full responsibility | Signed Date

for correctly informing the bank of the specific

amount of each deduction. | or we may 0 Checking Transit Routing No. Account Number
terminate this agreement at any time by

notifying BCI or the bank in writing. Termination | (3 Savings

will take effect after BCI or the bank has
received the written notice and had a
reasonable amount of time to act on it.

Transit ABA

Please attach voided check for automatic bank withdrawal.

STATEMENT OF [JNDERSTANDING

By signing this application, | represent that all my answers are complete and accurate, and that | .
understand and agree to the following conditions:

* No independent producer, agent, or employee of Blue Cross of Idaho can change any part of this
application or waive the requirement that | answer all questions completely and accurately, nor can any
such person change the terms of the policy, except by endorsement issued expressly for that purpose
over the signature or facsimile signature of the President of Blue Cross of Idaho.

* Blue Cross of Idaho may review this application and, at its discretion, request supplemental information
from me, any family member listed on this application, or any health care providers before deciding
whether to approve or reject the application.

This program does not cover services received for any Preexisting Conditions. Preexisting
Condition means any condition:

- that would cause an ordinarily prudent person to seek medical advice, diagnosis, care or treatment
within the six month period preceding the effective date; or

- for which medical advice, diagnosis, care or treatment was recommended by or received from a health
care provider within the six month period preceding the effective date; or

- a pregnancy existing on the effective date of coverage, except for involuntary complications of
pregnancy incurred after the effective date.

Blue Cross of Idaho may deny benefits or terminate or rescind my policy retroactive to its effective date
for any misrepresentation, omission, or concealment of fact by, concerning, or on behalf of any persons
listed on this application that was or would have been material to Blue Cross of Idaho’s acceptance of a
risk, extension of coverage, provision of benefits, or payment of any claim.

If this application is not approved for the program applied for, any payment submitted with this
application will be refunded. Upon the refund of the payment, Blue Cross of Idaho will have no further
obligations to me or any family member listed on this application.

If this application is approved, coverage for myself and any eligible family members named on this
application will begin on the date assigned by Blue Cross of Idaho.

| authorize any physician, hospital or other health care provider to furnish Blue Cross of Idaho
information regarding the history, diagnosis or treatment of any symptom, condition, disease, illness or
accidental injury of any person named on this application.

On behalf of myself and all enrolled family members, | authorize Blue Cross of Idaho to release
information to enrolled family members, health care providers, other insurers and government agencies
to the extent required to process claims, coordinate benefits, conduct utilization review, and perform
audits and fraud investigations.

* | acknowledge and understand my health plan may request or disclose health information about me or

my dependents (persons who are listed for benefits coverage on the enroliment form) from time to time
for the purpose of facilitating health care treatment, payment or for the purpose of business operations
necessary to administer health care benefits; or as required by law. For more information about such
uses and disclosures, including uses and disclosures required by law, please refer to the Blue Cross of
Idaho Notice of Privacy Practices that is available at www.bcidaho.com.

I affirm that | have reviewed all the answers given on this application and, regardless of whether
an independent producer or other person has filled out the answers for me and on my behalf,

I verify the answers accurately reflect all the information given by me. | understand that this
application will become part of any agreement or policy that Blue Cross of Idaho issues.

X /7

Applicant’s Signature Date

(Parent or Guardian’s signature if applicant is under age 18)

3000 E. Pine Ave. * Meridian, Idaho 83642 « (208) 345-4550
Mailing Address: P.O. Box 7408 ¢ Boise, ID 83707-1408
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WHAT SHORT TERM BLUE COVERS

Hospital services, both inpatient and outpatient, and
preadmission testing.

Surgical/medical services, including inpatient and
outpatient medical services.

Diagnostic services.

Therapy services, including radiation, chemotherapy, renal
dialysis, inpatient physical therapy, respiration therapy,
inpatient occupational therapy, inpatient speech therapy
and home intravenous therapy.

Outpatient physical therapy, you pay 20% up to $800 per
benefit period.

Ambulance transportation services.

Private duty skilled nursing services.

Skilled nursing facility services (limited to 30 days).
Dental services related to accidental injury.

Covered prescription drugs, after a separate $100
deductible, you pay 20% for covered prescriptions (90 day
supply).

Rental or purchase of durable medical equipment, with
prior approval and within policy guidelines.

Prosthetic appliances.
Orthotic devices.

Extended benefits for continued coverage if you're in the
hospital on the last day of your coverage. Coverage will
continue up to the number of days equal to the benefit
period of your expired coverage, until your maximum
benefits are reached, or until discharged from the
hospital, whichever comes first.

Outpatient diabetes education up to $500 per benefit
period.

PRIOR AUTHORIZATION

Prior authorization is a program designed to help curb the
high costs of health care without sacrificing the quality of
your treatment. Here are some of the elements of Preview
and how they work:

Preadmission Review — Prior to any planned hospital
admission, either you or your physician notifies the Blue
Cross of Idaho Preadmission Review staff. Working with
your doctor, the Blue Cross of Idaho Preadmission Review
staff explores treatment alternatives and determines if
inpatient treatment is appropriate.

Emergency Admission Review — Within 24 hours of an
emergency admission, contact Blue Cross of Idaho.
Admission Review will consult with your attending
physician to determine the appropriate length of your
hospital stay. Charges for the first night are always
covered.

How TO APPLY

Apply for Short Term Blue online at www.bcidaho.
com/short_term or complete and return the attached
application. Remember to enroll every family member you
want covered.

For months 1-4 of coverage, you are required to pay in
advance. When you apply online credit card payment is
required, with a paper application you can pay by check or
credit card.

When you choose more than four months of coverage, you
can pay the entire amount due at the time of application.
Or, pay for months 1-4 via credit card when applying
online or via check or credit card for paper applications. If
you choose not to pay in full, payment for the remaining
months of coverage will be withdrawn monthly from your
bank account.

Return your completed paper application and payment to
your local Blue Cross of Idaho district office.

EXCLUSIONS AND [LIMITATIONS

Blue Cross of Idaho’s Short Term Blue is coverage for
those under 65 years of age. No benefits will be provided
for any preexisting conditions. If Short Term Blue
coverage replaces any Blue Cross of Idaho coverage or
another insurer’s coverage, waiting periods and deductibles
will not be credited.

If additional Short Term Blue coverage is purchased after
you have had more than a 63 day break in coverage, any
waiting periods or deductibles accumulated under previous
Short Term Blue coverage will not be credited.

If you enroll in certain other individual coverage or an
employer’s group health plan within 63 days of terminating
from Short Term Blue, the time you were covered under
Short Term Blue will be credited toward waiting periods
for preexisting conditions. Any deductibles paid will not
carry over.

SHORT TERM BLUE DOES NOT COVER
SERVICES AND SUPPLIES THAT:

Are not prescribed by a licensed physician or other covered
provider.

Are not considered medically necessary.
Are investigational in nature.

Are received before your effective date, or are part of a
hospitalization that began before your effective date.

Are paid for or furnished by a government agency or entity,
unless required by law.

You are not legally obligated to pay.



SHORT TERM BLUE DOES NOT COVER
AN ILLNESS OR INJURY THAT:

Is employment-related and covered by Workers’
Compensation.

Is the result of any act of war.
Is covered by automobile or homeowner’s insurance.

SHORT TERM BLUE DOES NOT COVER:

Any preexisting condition.

Amounts greater than the maximum allowance for the
service or supply.

Custodial care, outpatient occupational therapy, outpatient
speech therapy, or acupuncture.

Hospitalization primarily for testing, diagnosis, evaluation,
environmental change, or for therapy that could have been
done in an outpatient setting, or when skilled nursing isn’t
required.

Mental or nervous conditions, alcoholism and substance
abuse, or pain rehabilitation.

Cosmetic surgery or complications from cosmetic surgery
to improve appearance, except to correct accidental
injuries, infection, or disease that occurred during the
benefit period, or congenital anomalies in a dependent
child continuously enrolled since birth.

Routine or periodic physical examinations.

Vision or hearing examinations or hearing aids; orthoptics,
eyeglasses, or contact lenses.

Dental procedures, including but not limited to
orthognathic surgery and treatment of temporomandibular
(jaw hinge) joint (TMJ) syndrome.

Radial keratotomy and similar procedures.
Personal services or convenience items.
Foot care, except certain surgeries.

Well-baby care (routine doctor visits).
Immunizations.

Pregnancy or elective abortions, except involuntary
complications of pregnancy affecting the enrollee or
enrolled eligible dependents.

Transplant services and artificial organs.
Any fertilization procedure.

Dental procedures performed in a hospital, except as listed
specifically in the policy.

Services provided by a nursing home, convalescent home,
or rest home.

Any sterilization procedure.
Chiropractic care.
Hospice home care.

Services for weight control or treatment of obesity or
morbid obesity, including but not limited to, surgery for
obesity, except when surgery for obesity is medically
necessary to control other medical conditions that

are eligible for covered services under the policy, and
nonsurgical methods have been unsuccessful in treating
the obesity.

Any condition resulting from an intentionally
self-inflicted injury.

Any condition incurred while committing an illegal act.
Any condition for which a third party is responsible.
Over-the-counter drugs other than insulin, even if
prescribed by a physician.

Contraceptive drugs or devices.

Prescription drugs that are legend vitamins, minerals,

or supplements prescribed to aid in the cessation of the
use of tobacco; prescribed to retard hair loss or aid in the

replacement of hair; or prescribed primarily for cosmetic
purposes.





