oD Blue Cross and Blue Shield of Louisiana INDIVIDUAL CHANGE OF STATUS CARD
VAV HMO Louisiana

® ®
AGENT'S NAME AGENT'S NUMBER
SECTION A. SUBSCRIBER: PLEASE COMPLETE THIS SECTION (PLEASE PRINT)
LAST NAME FIRST NAME M. [CONTRACT NO.
ARE YOU OR ANY OF YOUR DEPENDENTS CURRENTLY RECEIVING DISABILITY/WORKERS' COMP. BENEFITS? O YES 0 NO SHADED AREAS FOR
OFFICE USE ONLY
SECTION B. PLEASE CHANGE MY CONTRACT TO THE FOLLOWING
0 SUBSCRIBER ONLY 0 SUBSCRIBER & SPOUSE 2 SUBSCRIBER & CHILD(REN) [ SUBSCRIBER, SPOUSE & CHILD(REN)
Change | EFFECTIVE DATE LAST NAME FIRST NAME M.
name to
Reason for
name change
Change | STREET ADDRESS 0 MAILING ADDRESS | E-MAIL ADDRESS
ggdress Q2 PHYSICAL ADDRESS
oIy STATE 1IP CODE DAYTIME PHONE NO.
SECTION C. PLEASE ADD THE FOLLOWING DEPENDENTS TO MY CONTRACT (MUST ALSO COMPLETE PAGE 2)
DEPENDENT’S FULL NAME* SOCIAL SECURITY | DATE OF BIRTH RELATIONSHIP Smoked i past 12 months?]  Date
NUMBER MO. DAY YR (including electronic) Depgeeleaerncy
SPOUSE CIHUSBAND Q1 WIFE QYes
DATE OF MARRIAGE Qno
CHILD O SON O STEPSON O OTHER (Specify) Q YES
O DAUGHTER O STEPDAUGHTER QN0
CHILD 0 SON O STEPSON Q' OTHER (Specify) QYES
O DAUGHTER O STEPDAUGHTER QNo
CHILD 0 SON O STEPSON O OTHER (Specify) QVES
O DAUGHTER O STEPDAUGHTER QN

APPLIES ONLY TO NON GRANDFATHERED AFFORDABLE CARE ACT PLANS:
*HAS ANY PERSON BEING ADDED HAD OTHER HEALTH COVERAGE WITHIN 60 DAYS? A YES LA NO IF YOU ARE APPLYING OUTSIDE OPEN
ENROLLMENT, PLEASE SUBMIT THE SPECIAL ENROLLMENT PERIOD FORM 01MK5660.

SECTION D. PLEASE REMOVE THE FOLLOWING DEPENDENTS FROM MY CONTRACT

F DROPPING THIS DEPENDENT LEAVES ONLY THE SUBSCRIBER TO BE COVERED, PLEASE CHECK THE “SUBSCRIBER ONLY" BLOCK IN THE "CHANGE MY CONTRACT™ SECTION ABOVE. ITIS A
DEPENDENT'S RESPONSIBILITY T0 APPLY FOR CONTINUOUS COVERAGE ON A SEPARATE CONTRACT WHEN ELIGIBILITY STOPS IN ACCORDANCE WITH THE TERMS OF THE CONTRACT.

GIVE FULL NAME EFFECTIVE DATE OF BIRTH REASON
DATE MO DAY YR

CHECK
RELATIONSHIP
U HUSBAND U WIFE

U SON U DAUGHTER

U SON U DAUGHTER

IMPORTANT! Any personal health information (PHI) obtained by Blue Cross and Blue Shield of Louisiana in connection with this application may be retained by Blue Cross
and Blue Shield of Louisiana and HMO Louisiana, Inc., and used or disclosed in connection with future underwriting or renewal efforts.

SECTION E. PLEASE CHANGE MY BENEFITS TO THE FOLLOWING

SECTION F. PLEASE TERMINATE MY CONTRACT
TERMINATION DATE

SECTION G. SUBSCRIBER: PLEASE SIGN [ 3

SUBSCRIBER'S SIGNATURE
X

NOTES

OFFICE
USE

EFF DATE UW INITIALS DATE

For a list of items and services that require prior authorization, please visit www.bcbsla.com/priorauth.

23XX0350 R01/24 Blue Cross and Blue Shield of Louisiana and its subsidiary, HMO Louisiana Inc., are independent licensees of the Blue Cross Blue Shield Association.



|SUBSCRIBER'S LAST NAME (PLEASE PRINT) |FIRST NAME

M.l |CUNTRACT NO.

ANSWER ALL QUESTIONS BELOW FOR ALL PERSONS INCLUDED IN THIS APPLICATION. FOR EACH YES RESPONSE, UNDERLINE THE APPROPRIATE CONDITION IF

APPLICABLE AND COMPLETE THE MEDICAL DETAILS BELOW.

SECTION H. VARIABLE INCOME PLAN (VIP) / GRANDFATHERED MEDICAL

1. Is anyone applying for coverage expecting a biological child within the next 9 months, undergoing
or expecting fertility treatments, or in the process of adopting (male or female)?

O Yes O No
If Yes, please complete the Medical Details section.

2. Has anyone applying for coverage ever been advised by a physician to receive treatment, undergo
a surgical operation that has not been performed or is currently hospitalized?

O Yes O No
If Yes, please complete the Medical Details section.

3. Has anyone applying for coverage ever been treated for cancer (excluding skin), blood disorder
(excluding iron deficiency anemia), hemophilia, stroke (TIA), circulatory, epilepsy (seizures), organ
transplant, heart trouble (excluding heart murmur), tuberculosis, lung problems (COPD/emphysema),
HIV, had known exposure to AIDS or HIV. received treatment for AIDS or ARC, hepatitis B or C/liver disorder,
kidney disease requiring dialysis, multiple sclerosis, Crohn’s Disease, ulcerative colitis, rheumatoid arthritis,
autoimmune disease (systemic lupus, scleroderma, etc), cystic fibrosis, muscular dystrophy,
Parkinson’s Disease, ALS (Lou Gehrig's Disease), or Gaucher Disease?

O Yes O No
If Yes, please complete the Medical Details section.

medication, or surgical consultation for diabetes, hypertension (high blood pressure), high cholesterol,
asthma, allergies requiring allergy injections, osteoarthritis, neurological condition, bodily deformities,
back/orthopedic conditions, muscular disease, nerve disease, tumor, cyst, kidney stones, prostate
disorders, endocrine disorder, hernia, migraines, irregular/excessive menstrual bleeding, breast diseases or
disorders, skin cancer, abnormal papsmear, heart murmur, abdominal pain, stomach or intestinal disorders,
alcohol/substance use disorder, or mental/nervous disorder (autism, eating disorder, etc.)?

4. Height and Weight Subscriber’s Name Height Weight
Spouse’s Name Height Weight

b. Does anyone applying for coverage take prescription drugs on a regular (daily or weekly) basis? U Yes O No

If yes, please list drug names(s) and reason why taken below. If none taken, indicate none.

Applicant Name Drug Name and Dosage Reason

Applicant Name Drug Name and Dosage Reason

Applicant Name Drug Name and Dosage Reason

Applicant Name Drug Name and Dosage Reason
6. Within the last b years have you or anyane listed on the application received treatment, advice, U Yes U No

If Yes, please complete the Medical Details section.

7. Do you or any of your dependent applicants 18 or older use any form of tobacco including electronic cigarettes?
Subscriber O 'Yes Ol No Spouse O Yes O No Child OYes T No

Has anyone applying for coverage ever had or presently have cancer, leukemia, encephalitis, spina,meningitis,
sickle cell anemia, tetanus, diphtheria, poliomyelitis, rabies, scarlet fever, smallpox, polio, or tularemia?

GIVE NUMBER OF OUESTION ABOVE | APPLICANT NAME
BEING ANSWER

CONDITION

Chitd QYes T No

SECTION I. CANCER AND SERIOUS DISEASE (CSD)

Child QYes T No

O Yes O No
If Yes, please complete the Medical Details section.

SECTION J. MEDICAL DETAILS: Please give the following information for each condition and any other pertinent information. If you run out of room,

submit another 2nd page of this form with Section J Medical Details completed and Section K signed and dated.

DATE DIAGNDSED TREATMENT RENDERED (INCLUDING MEDICATION) AND DATE

SURGERY RECOMMENDED SURGERY PERFORMED AND DATE PERFORMED DATE RELEASED FROM CARE

GIVE NUMBER OF (UESTION ABOVE | APPLICANT NAME CONDITION

BEING ANSWER

DATE DIAGNOSED TREATMENT RENDERED (INCLUDING MEDICATION) AND DATE

SURGERY RECOMMENDED SURGERY PERFORMED AND DATE PERFORMED DATE RELEASED FROM CARE

GIVE NUMBER OF QUESTION ABOVE | APPLICANT NAME CONDITION

BEING ANSWERED

DATE DIAGNOSED TREATMENT RENDERED (INCLUDING MEDICATION) AND DATE

SURGERY RECOMMENDED SURGERY PERFORMED AND DATE PERFORMED DATE RELEASED FROM CARE

GIVE NUMBER OF QUESTION ABOVE |APPLICANT NAME CONDITION

BEING ANSWERED

DATE DIAGNOSED TREATMENT RENDERED (INCLUDING MEDICATION) AND DATE

SURGERY RECOMMENDED SURGERY PERFORMED AND DATE PERFORMED DATE RELEASED FROM CARE
23XX0350 R01/24 Page 2 of 3




The information given herein is true and correct, to the best of my knowledge and belief. | understand that any coverage issued is based on all statements and answers to the questions contained
herein. | understand that the Contract will be terminated within three years of the original effective date of the Member's (Members') coverage and all fees, less claims paid, will be refunded if
an intentional misrepresentation of material fact as to that Member(s) exists in the application or any Change of Status Card. All of the above questions in the health history have been read by
or to me and the answers given are provided by the applicant and/or dependent(s), if any.

FRAUD STATEMENT
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an enrollment form
or application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

SUBSCRIBER'S SIGNATURE DATE
SECTION K. SUBSCRIBER: PLEASE SIGN 9 X

SECTION L. ETHNICITY RACE AND LANGUAGE (Supplying ethnicity, race, and language is voluntary, and not required.)
ENROLLEE’S FULL NAME*

Enthnicity: O Hispanic or Latino T Not Hispanic or Latino Q@ Unknown

Race: 1 American Indian and Alaska Native O Asian [ Black or African American (1 Native Hawaiian and Other Pacific Islander
1 Some Other Race {1 Two or More Races O White

Language: O English U Spanish U Vietnamese U Mandarin O Korean O Arabic 1 Other

SPOUSE’S FULL NAME* RELATIONSHIP
LI HUSBAND LD WIFE

Enthnicity: O Hispanic or Latino T Not Hispanic or Latino Q3 Unknown

Race: (1 American Indian and Alaska Native Q Asian 1 Black or African American [ Native Hawaiian and Other Pacific Islander
(1 Some Other Race (2 Two or More Races O White

Language: O English O Spanish U Vietnamese U Mandarin -~ L Korean U Arabic L Other

DEPENDENT'S FULL NAME* RELATIONSHIP
O SON O STEPSON O OTHER (Specify)
O DAUGHTER U STEPDAUGHTER

Enthnicity: O Hispanic or Latino T Not Hispanic or Latino @ Unknown

Race: [ American Indian and Alaska Native 1 Asian (3 Black or African American (1 Native Hawaiian and Other Pacific Islander
1 Some Other Race 1 Two or More Races O White

Language: O English U Spanish U Vietnamese U Mandarin L Korean U Arabic ~ Q Other

DEPENDENT'S FULL NAME* RELATIONSHIP
O SON O STEPSON O OTHER (Specify)
() DAUGHTER () STEPDAUGHTER

Enthnicity: U Hispanic or Latino T Not Hispanic or Latino Q@ Unknown

Race: 1 American Indian and Alaska Native O Asian (1 Black or African American 1 Native Hawaiian and Other Pacific Islander
1 Some Other Race 1 Two or More Races 1 White

Language: O English O Spanish O Vietnamese U Mandarin O Korean O Arabic 1 Other

DEPENDENT'S FULL NAME* RELATIONSHIP
0 SON QO STEPSON O OTHER (Specify)
O DAUGHTER O STEPDAUGHTER

Enthnicity: U Hispanic or Latino T Not Hispanic or Latino Q@ Unknown

Race: 1 American Indian and Alaska Native O Asian U Black or African American (1 Native Hawaiian and Other Pacific Islander
1 Some Other Race 1 Two or More Races 1 White

Language: O English U Spanish U Vietnamese U Mandarin O Korean O Arabic U1 Other

23XX0350 R01/24 Page 3 of 3






Blue Cross and Blue Shield of Louisiana

HMO Louisiana
VAQ Southern National Life

Nondiscrimination Notice
Discrimination is Against the Law

Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana, Inc. and Southern National Life
Insurance Company, Inc., does not exclude people or treat them differently on the basis of race, color, national
origin, age, disability or sex in its health programs or activities.

Blue Cross and Blue Shield of Louisiana and its subsidiaries:

- Provide free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (audio, accessible electronic formats)
- Provide free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, you can call the Customer Service number on the back of your ID card or email
MeaningfulAccessLanguageTranslation@bcbsla.com. If you are hearing impaired call 1-800-711-5519 (TTY 711).

If you believe that Blue Cross, one of its subsidiaries or your employer-insured health plan has failed to provide
these services or discriminated in another way on the basis of race, color, national origin, age, disability or sex, you
have the right to take the following steps;

1. If you are fully insured through Blue Cross, file a grievance with Blue Cross by mail, fax, or email.

Section 1557 Coordinator

P. 0. Box 98012

Baton Rouge, LA 70898-9012
225-298-7238 or 1-800-711-5519 (TTY 711)
Fax: 225-298-7240

Email: Section1557Coordinator@bcbsla.com

2. If your employer owns your health plan and Blue Cross administers the plan, contact your employer
or your company’s Human Resources Department. To determine if your plan is fully insured by Blue
Cross or owned by your employer, go to www.bcbsla.com/checkmyplan.

Whether Blue Cross or your employer owns your plan, you can file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Or
Electronically through the Office for Civil Rights Complaint Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

01MK6445 9/16 Blue Cross and Blue Shield of Louisiana is incorporated as Louisiana Health Service & Indemnity Company. HMO Louisiana, Inc.. and Southern National Life Insurance Company, Inc.,
are subsidiaries of Blue Cross and Blue Shield of Louisiana. All three companies are independent licensees of the Blue Cross and Blue Shield Association.



NOTICE

Free language services are available. If needed, please call the Customer Service number on the back of your ID card.
Hearing-impaired customers call 1-800-711-5519 (TTY 711).

Tiene a su disposicion servicios linglisticos gratuitos. De necesitarlos, por favor, Ilame al nimero del Servicio de
Atencidn al Cliente que aparece en el reverso de su tarjeta de identificacion. Clientes con dificultades auditivas,
llamen al 1-800-711-5519 (TTY 711).

Des services linguistiques gratuits sont disponibles. Si nécessaire, veuillez appeler le numéro du Service clientéle
figurant au verso de votre carte d’identification. Si vous souffrez d’une déficience auditive, veuillez appeler le
1-800-711-5519 (TTY 711).

C6 dich vy thong dich mién phi. Néu can, xin vui ldng goi cho Phuc Vu Khach Hang theo s6 & mit sau thé ID cla quy vi.
Khach hang nao bj suy gidm thinh Iyc h3y goi sé 1-800-711-5519 (TTY 711).

HATVIER MR EF RS . WA, HEE D REHNE RS 5. Ui gk
1-800-711-5519 (TTY 711)

Sl AalAl Cay gl d8day jeda e o saall o leal) dada ?3)4 Juaiy) ‘)A‘\J\ a8l 1Y) a L\AA Aalie 4 galll chlaasl)
(TTY 711) 1-800-711-5519 w1l JLai¥ o s oand) b Bl (e el i 13

Magagamit ang mga libreng serbisyo sa wika. Kung kinakailangan, pakitawagan ang numero ng Customer Service sa
likod ng iyong ID kard. Para sa mga may kapansanan sa pandinig tumawag sa 1-800-711-5519 (TTY 711).

P2 A MHIAE 0|2061A &= JUSLICH 2L B Ao ID ItE HHl IS Jqes D24 HHlA
HSE HSGIAID| BIELICH &2 HO0HDOF U= 2 1-800-711-5519 (TTY 711) & HSGHAAI L.

Oferecemos servicos linguisticos gratis. Caso necessario, ligue para o nimero de Atendimento ao Cliente indicado no
verso de seu cartdo de identificacdo. Caso tenha uma deficiéncia auditiva, ligue para 1-800-711-5519 (TTY 711).

wonSabdSnaucdwaza lomanus. mmnmsgmuuamuwu mam?mmﬂwuLmnuamuanmmuw?mzﬁg‘]
U]‘]ﬂU1f]285)UOU8‘-V‘]C']028f]Zﬂ‘11J mzm:uznuo st 1-800-711-5519 (TTY 711).

RO SFEY—E 2% ZFHET ET, HR7-0Dh— ROERICHHIN WL R— e Z—D
Eah R £ CIEKEL a3, BREEND DA 1E. 1-800-711-5519 (TTY 711) £ T IEKE < 7280,

(S ISy el (g e IS dgmse y Caly (SIS (3 Il a S0l e 5 g K1 Ol Gladd ke Blate s 0
-2 X JE 5 1-800-711-5519 (TTY 711) s M5 Sl ran

Kostenlose Sprachdienste stehen zur Verfligung. Falls Sie diese bendtigen, rufen Sie bitte die Kundendienstnummer auf
der Rickseite Ihrer ID-Karte an. Horbehinderte Kunden rufen bitte unter der Nummer 1-800-711-5519 (TTY 711) an.

8 el ol 00 750 (5 il ISy 0 48 ol e lead o jladi b Gl 5l oy s )l Gy 3 b3 080 clead
21,80 e 1-800-711-5519 (TTY 711) olad b 2y () i JSiia 4S 3 yida

Mpepgnaratotca becniatHble nepesBoayeckme ycayru. Mpu HeobxoaMMOCTH, NOXKaAyHCcTa, NO3BOHMTE Mo Homepy OTaena
06CNYKMBAHMA KNIMEHTOB, YKa3aHHOMY Ha 060POTHOM cTopoHe Bawen naeHTMOUKaLMOHHOM KapTbl. KaneHTbI ¢
HapyLEeHUAMM CNyxa MOTYT NO3BOHUTbL No Homepy 1-800-711-5519 (TenedoH c TeKCTOBbIM Bbixogom: 711).

a a % ve v v % o a ] 1 a % ISI I o o o o I
fuAmafuns IHE 18w winsieanis TusalnsdnwiRasadanisiznisgnéaunanaiaafieg fnunaninsszandalssmauae i
AmFugnénfdiloywinienisléau Teatnsdwilufnaneias 1-800-711-5519 (TTY 711)
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