Tell us about you. Applicant ame

SSN:
(PLEASE ANSWER FOR EVERY PERSON TO BE COVERED.)

DEPENDENT CHILD"? (Who else do you want your plan to cover?)

First Name Middle Initial | Last Name

Relationship Social Security Number Sex |Date of Birth

Do you prefer to speak a language Within the past six months, have you used tobacco?*

other than English? 4 or more times per week on average, excluding religious or ceremonial uses
If YES, what language? If YES, when did you last use tobacco?

Mailing Address* City State ZIP

What is the best phone number to reach you?*
] Mobile [ Landline

By providing your mobile phone number on this Application, you agree to receive automated, informational text messages
from BCBSMT, including from third-party vendors or providers directly contracted by BCBSMT, to answer questions and
provide additional information about health plan products, benefits and programs. You may also set your preferences at
mybam.bcbsmt.com. Standard mobile phone and/or text message charges may apply from your wireless provider. Messages
will be recurring. Frequency will vary. Consent is not a condition of purchase or enrollment.

Email Address*>

Primary Care Provider (FOR POS ONLY) 10-character PCP ID (FOR POS ONLY)

See FindADoctorMT.com to find a PCP. If you do not list a PCP above, BCBSMT will assign you a PCP based on your
plan service area. PCP assignment may delay arrival of your member ID card. You may be responsible for the cost of
care for a PCP that is not on your member ID card or for care from a provider not referred by your PCP. See note about
PCPs and OB-GYNs on page 6.

If a dependent (other than spouse) is 26 or older, does dependent have a medical disability?
If YES, a Disabled Dependent Authorization Form is required. You can find the form at bcbsmt.com/disabled-dependents.

OPTIONAL: If you are Hispanic/Latino, do you identify as any of the following? (check all that apply)
] Mexican ~ [] Mexican American  [] Chicano  [] PuertoRican ~ [] Cuban L[] Other
OPTIONAL: Are you or do you identify as any of the following? (check all that apply)

[ | White [ | Black or African American [ | American Indian or Alaska Native ~ [] Asian Indian [ ] Chinese
I Filipino [ Japanese ] Korean | Vietnamese [ Other Asian ] Native Hawaiian
(] Guamanian or Chamorro [ ] Samoan [ ] Other Pacific Islander [ ] Other

"If you are adding one or more dependents to your existing plan, please complete the Application for ALL dependents
AND the Primary Applicant. Proof of ineligibility for Medicare is required if you or your spouse are 65 or older.

2 Non-spouse dependents can be up to age 26, unless medically disabled and continuing coverage with BCBSMT.

3 Age 21 and older for tobacco use.

4 Age 18 and older for mail, phone and email (if different from the Primary Applicant).

>You must provide your email address if you want to get information electronically.
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BlueCross BlueShield of Montana

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge
and first language), age, disability, or sex (as understood in the applicable regulation). We provide
people with disabilities with reasonable modifications and free communication aids to allow for
effective communication with us. We also provide free language assistance services to people whose
first language is not English.

To receive reasonable modifications, communication aids or language assistance free of charge, please
call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, you can
file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services, Office for
Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsmt.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espafiol linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares

Spanish apropiados para proporcicnar informacién en formatos accesibles. Llame al 855-710-

6984 (TTY: 711) o hable con su proveedor.
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BlueCross BlueShield of Montana
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_ ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez

a votre fournisseur.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Deutsch Verfugung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 855-710-6984 (TTY:
711) an oder sprechen Sie mit Threm Provider.
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ltaliano ATTENZIONE: se parli ltaliano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre

Itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
atian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.
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Polski UWAGA: Osoby mdwiace po polsku moga skorzystac z bezptatnej pomocy jezykowe). Dodatkowe
Polish pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez dostepne bezptatnie.

olis Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawcg.

) BHMMAHWE: Ecnu Bbl roBOPUTE Ha PYCCKUM, BaM AOCTYNHbI BecnaaTHble YCAYTA A3bIKOBOA NOAAEPHKKM.
PYCCKUKM CooTBeTCTBYIOLME BCNOMOraTeNbHbIe CPEACTBA U YCAYMM NO NPeAocTaBAEHMIO MHbOPMaLUA B
Russian LOCTYNHEIX PopmMaTax TaKKe NpeaocTasnaoTcA 6ecnnatHo. Mo3soHUTe nNo TenepoHy 855-710-6984

(TTY: 711) nnun obpaTuTech K CBOEMY NOCTaBLUMKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
sa iyong provider.
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5 LUU Y: Néu ban néi tiéng Viet, chung t6i cung cap mién phi cac dich vu hé tro ngén ngir.
Viét Cac ho tre dich vu phu hgp dé cung cap théng tin theo cac dinh dang dé tiép can cling dwgc

Vietnamese | cung cap mién phi. Vui long goi theo s0 855-710-6984 (Nguwoi khuyét tat: 711) hodc trao déi
v&i ngwdi cung cap dich vu cla ban.
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