Questions? Call us at CDA Insurance LLC:

1-800-884-2343 or 541-434-9613

Regence Application

Tips for completing the application :

1. Please read everything carefully and answer all questions honestly. This
document becomes part of your health insurance contract.

2. Please complete all sections to the best of your ability. Please pay
special attention to Section 5. By including the specific details to questions
you answered 'yes" to, the processing of your application will be expedited.
Be sure to include:

* The specific name and date of the diagnosis or condition and correct
spelling.

* The treatment(s) that were done, including the last time you visited the
doctor for this condition and medications that were prescribed and
medications that are currently being taken.

* Final result refers to the status of the condition. If it has been treated and
your doctor has not requested any follow-ups, please state so. If you are
still seeing the doctor, please state so.

* Complete name, address and phone number of the doctor .

Prior Insurance?

Yes:

Please make a photocopy of your health insurance card(s) or contact your
insurance carrier and request a "Certificate of Credible Coverage.” Include
this with your application.

No:

If your application is approved, when the policy is sent to you, there will be
a form that will need to be signed and returned to us stating that you
understand there is a 6 month waiting period on pre-existing conditions
before you will be covered for conditions that you been diagnosed with or
seen a doctor for before the policy is effective.

Payment:

The payment options are monthly or quarterly.

Monthly:

Please complete Authorization section carefully and attach a voided check.
(deposit slip does not work!) If you wish to be billed monthly Simply check
that box instead.

Quarterly:

Simply check the corresponding box and you are done.

Final check list before mailing:

- All sections completed?

- Copy of Insurance Card or Certificate of Credible Coverage

- Signed and Dated

- Voided check if selecting the automated monthly withdrawal

Send Completed Application to:

CDA Insurance, LLC, PO Box 26540, Eugene, Oregon 97402
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Date prescribed

I SECTION 5 - OREGON STANDARD HEALTH STATEMENT (continued)

54. List all medications currently being taken by any person on this application:
N Medicati Prescribed by
ame edications {name/addressitelephone number)

Please provide specific details below to each question answered “yes" on pages 3 - 5. include insured/applicant's
name; the number of the question to which you answered "yes"; the condition, treatment and date; the result of treatment,
including any medications; and the name, address and telephone number of the attending physician, other health care

provider, or clinic/hospital.

Final resuit

. . . Attending physician/health
Question| Start fo end Condition Treatment including | Ongoing or care provider or hospital

Name medications Resolved
Please check

(] Ongeing
[[] Resolved

[] Ongoing
(7] Resolved

{1 Ongeing
[ Resolved

1 Ongoing
[} Resolved

™1 Ongoing
["1 Resolved

[ Ongoing
[C1 Resolved

[ Ongoing

[ Resolved
Attach additional pages if necessary. [] | have attached ___ page(s).

Name, address, and telephone number of medical provider(s) with current medical record/history:

Number dates (name/address/telephone)

SECTION 6 - PRODUCER CERTIFICATION
If you have a producer, that producer may receive bonuses, commissions, administrative service fees, or other
compensation, including non-cash compensation, from Regence BlueCross BlueShield of Oregon. incentives may be
based on any of several factors, including the products you buy, your producers volume of business with Regence
BlueCross BlueShield of Oregon, and the other services your producer provides you. These incentives may have an
indirect impact on your rates. For more information, pl ntact your producer

I, {the producer) certify | have explained the eligibility provisions to the applicant. | have not made any statements about
benefits, conditions or limitations of the contract except through written material furnished by Regence BlueCross
BlueShield of Oregon. | have informed the applicant that the effective date of coverage is assigned only by Regence
BlueCross BlueShield of Oregon and provided the Oregon Disclosure Information required.

| certify that the information supplied to me by the applicant has been truly and accurately recorded here.

Producer Name (please print or type Regence Producer Number
Dann Loewenthal 3989-003

Producer's Signature (Required) Date (Required)

X

Producer: COLLECT NO PREMIUM WITH APPLICATION
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Dann
Text Box
Dann Loewenthal      

Dann
Text Box
3989-003


I SECTION 7 - CERTIFICATION, AUTHORIZATION AND SIGNATURE l

Be sure to sign and date the application below. Spouse/Domestic Partner and/or dependent's (age 18 - 23)
signature is required, if applicable. Signature applies to both "Certification of Completeness and Correctness”
and "Authorization for Use and E)|sclosure of Protected Heaith lnformatton :

I affirm that the answers gwen in thls apphcatlon are frue, complete, and correct b am providing these answers as
part of the application procedure required by Regence BlueCross BlueShield of Oregon to enroll in their coverage. |
understand that Regence BlueCross BlueShield of Oregon will rely on each answer in making coverage and rating
determinations. For the protection of all our members, fraud or misrepresentation of material fact by me for the purposes
of defrauding Regence BlueCross BlueShield of Oregon may resuit in Regence BlueCross BiueShield of Oregon faking
any action allowed by law or contract, including termination or rescission of coverage, denial of benefits, and/or pursuit of
criminal charges and penalties. If coverage is rescinded for fraud or intentionally misleading statements, Regence
BlueCross BlueShield of Oregon will reimburse premium less any claims paid and will pursue reimbursement for claims
paid exceeding any premium. | will promptly inform Regence BlueCross BlueShield of Oregon in writing if anything
happens before my coverage takes effect that makes this application incomplete or incorrect. | understand and agree that
no coverage shall be in force until approved by Regence BiueCross BlueShield of Oregon. Regence BlueCross BlueShield
of Oregon may phone me to clarify answers on this application. As the applicant, | understand | have the right to inspect
the information in my file. | further affirm that | received a disclosure statement from Regence BiueCross BlueShield
of Oregon or its authorized insurance producer describing the individual contract.

I 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 application 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.*
Health information requested or disclosed may be related to treatment or services performed by:

+ a physician, dentist, pharmacist or other physical or behavioral health care practitioner;

+ a clinic, hospital, long-term care or other medical facility,

+ any other institution providing care, treatment, consultation, pharmaceuticals or supplies, or;

+ an insurance carrier or heaith plan,
Health information requested or disclosed may include, but is not limited to: claims records, correspondence, medical
records, billing statements, diagnostic imaging reporis, laboratory reports, dental records, or hospital records (including
nursing records and progress notes). A separate authorization will be required for psychotherapy notes.
| understand that if this application contains any material misstatements or omissions, Regence BlueCross BlueShield of
Oregon may‘deny coverage, modify or cancel coverage and/or take any other legal action available to us by law.
*For more information about such uses and disciosures, including uses and disclosures required by law, piease refer to the
Regence Consumer Privacy Notice. A copy is available on our Web site at www.or.regence.com or by telephone request
at 1 (800) 365-3155.
THIS AUTHORIZATION MAY NOT BE USED FOR PSYCHOTHERAFPY NOTES
{Notes recorded and separately maintained by a mental heaith professional documenting or analyzing the contents of a
cenversation during a counseling session.)

mSignature of epplicant, parent or legal guardian if applicant is under 18 years of age or legally incompetent” | Refationship Date
X
Signature of applicant’s legal spouse or eligible demestic pariner” Date
X
Signature of dependent(s) between 18 and 23 years of age” Date
X
Signature of dependent(s) between 18 and 23 years of age* Date
X

*If signature by a personal representative of the member/enroliee please complete the following:

Personal Representative's Name (please print)

Relationship to Individual {Attach legal documentation if other than
parent of a minor child)

i additionatl heaith information is required to qualify you or a family member for coverage, we may send you a separate

authorization form for the purpose of obtaining medical information.
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I SECTION § ~ REMIUM BILLING OPTIONS (if application is approved) I

BILLING ADDRESS {complete only if billing should be sent to an address other than the Residence Street Address listed

on the front of the application.)
Name Relaticnship to Applicant

Address City, State, ZIP Code

[_IYes[_INo Is your employer reimbursing or paying for any portion of this policy's premium? Individua! benefit plans are
not intended for sale as an employer-sponsored health benefit plan for employees.
Please indicate which billing option you want to use. {If billing option is left blank, your policy will automaticaily
default to Monthly Biliing).
[C] Monthly Bifling
[ FHIAP ID# {please attach a copy of the signed FHIAP Certificate of Eligibility listing all
[[] Quarterly Billing eligible parties, to this application).
[[] SurePay (monthly automatic bank deduction)

Note: If selecting SurePay, please fill out the information below.

SUREPAY is a simple and convenient way to keep your health coverage in force. If you select the SUREPAY option of
paying for your Regence BlueCross BlueShield of Oregon health insurance the payment will be deducted automatically on
the draft date you choose below. This will provide several advantages to you:

+ Your payment will always be made on time (if funds are available in your account).
You won't have to worry about your coverage accidentally lapsing due to overlooked payments.
Your monthly bank statement wili show a withdrawal notation. This will serve as receipt of payment.
Claims will be paid promptly due to your policy always being paid current.

* ¢+ &

GETTING STARTED IS EASY by mail or phone:
1. Complete, date and sign the SurePay Authorization information below.

2. Write "void” on one of your checks and return your "voided" check with this application (not a deposit slip). For
savings account please provide proof of ownership of the account.

[C1 5th of the month - will pay the current month's charges
(L] 15th of the month - will pre-pay the next month's charges
[_] 25th of the month - will pre-pay the next month's charges

AUTHORIZATION TO MY BANK
L] Checking Account [} Savings Account

As a convenience and on behalf of the Account Holder identified below, l/we hereby request and authorize you to pay and
charge to the account identified below, checks or electronic debits drawn on the account by and payable to the order of
Regence BlueCross BlueShield of Oregon, Portland, OR. lwe agree that your rights to each such check or electronic debit
shall be the same as if it were an actual check drawn on you and signed by me/us. This authority is to remain in effect until
revoked by me/us in writing, and until you actually receive such notice, I/we agree that you shall be fully protected in
honoring any such check, l/we further agree that if any checks or electronic debits be dishonored, whether with or without
cause and whether intentionally or inadvertently, you shall be under no liability whatsoever even though such dishonor
results in forfeiture of insurance. A photocopy of this executed authorization shall be as valid as the original.

Account Helder's Name (please print)

Account Holder's Authorized Signature(s) - as it appears on bank records Date
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