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REASON CODES:

B. Dependent Reached Age 23/24/25
€. Group Cancel - Open Enrollment
D. Deceased

G. Group Cancel - Mid-contract

. Transferring to Ancther Group

L. Layoff

M. Moved out of Area

N. Nonpayment

0. Member Cancel - Open Enrollment

. P, -Personal Beasens-- -+~ -~~~
R. Retired
T. Terminated Employment
U. Dependent Age Cut-off (age 19)
V. Medicare
W. Now Under Spouse's Plan
X. No Longer Eligible
Y. Dissatisfaction with the Plan

ELIGIBILITY FOR STUDENT COVERAGE

‘{applies only to thése members whose contract includes an age extension rider)

Your contract may require that a dependent age 19 or above maintain fuli-time student
status (a minimum of 12 crediit hours) at an accreditad coltege or university to remain
eligible as & dependent on your contract,

Please check the statement that best describes your child’s student status:

£1 Yes, my child is a full-time college student as dalined above.
Following is information that may bie verified:

Child Callege or University Student [D No.

|Addfess . Cily,Slate,ZipCode . . - .—ExpectedDale of Graduaton
Child College or University Student 1D No.
Address ’ City, State, Zip Code Expected Date of Graduation

(Please attach separale shest If you have additional children who are eligible Tull-time

siudents) ‘

O Yes, my child Is a full-time college student but is currently on medical teave.
Please attach a nots from your physician verifying your child’s condition.

O Mo, my child is not a full-time college student. Pleasa send me information on a

Z. Dependent Age Cut-off - Waiver Required |
direct pay policy. ] .

PRIOR HEALTH INSURANCE (CONTINUED)

HEALTH INSURANCE COMPANY D # COVERAGE FROM| COVERAGE TO
(include address and phone number of previous carrier) MONTH/YEAR MONTH/YEAR

CERTIFICATION & CONSENT

| certify that the information given on this application is current, true and correct to the best of my knowledge and | have
read and agree to this statement. This application cannot be processed if birth date(s) and Social Security Numbet(s) are
not completed. | understand that any person who knowirigly and with intent to defraud any insurance company or other
person files an application for insurance or statement of claim containing any materialiy false information, or conceals for the
purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a
crime, and shall be subject to a civil penality not to exceed $5,000 and the stated value of the claim for each such violation.

| understand that this application and my, my spouse or eligible dependent’s subsequent receipt of health care services are
subject to the terms of the applicable coverage documnent. | understand that if | enrolf in a health coverage product through
my employer, my employer is responsible for remitting premium paymenis on my behalf, or in the case of self-insured
employers, my employer is responsible for remitting claims payments to us,

| consent to any person of institution who shall have rendered healih services to me or to any member of my family under
the applicable coverage document to make available any photographs, records or information regarding such services to us.
Any information received or generated by us shall be kept confidential and secure as required by applicable law. | also
consent to you disclosing my heatth information or the health information of any member of my family, as permitied by
applicable faw, for your own or another provider, health plan, health care clearinghouse or other covered entity’s treatment,
payment or health care operations. This consent shall remain in effect unti! revoked by me in writing.

| acknowledge that if | am presently without coverage for longer than sixty-three (63) days, then a pre-existing condition
waiting period may apply. Pre-existing condition waiting periods apply to individuals with conditions diagnosed or
recommended for treatment within six (6) months prior to the enroliment date of new coverage and shall not exceed twelve
(12) months following this date. :

! The terms "You" and/or "Us” means Independent Health Association, Inc. of Independent Health Bensfits Corporation for members who enrollin & health
coverage product through their employers or individually, For members whose employers seli-insure their health coverage, the terms “You" andfor "Us”
means Independent Health Corporation, a third-party administration company.



