Notice to Applicant Regarding PREMERA |

Replacement of Medicare Supplement PO. Box 327
or Medicare Advantage Coverage Seattle, WA 98111-0327
Applicant last name First name Subscriber ID number

Save this notice! It may be important to you in the future!

According to your application, you intend to terminate existing Medicare Supplement or Medicare Advantage insurance and
replace it with a contract to be issued by Premera Blue Cross. Your new contract will provide thirty (30) days within which
you may decide, without cost, whether you desire to keep the contract.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If, after
due consideration, you find that purchase of this Medicare Supplement coverage is a wise decision, you should terminate
your present Medicare Supplement or Medicare Advantage coverage. You should evaluate the need for other disability
coverage you have that may duplicate this contract.

Statement to applicant by issuer, producer or other representative

We have reviewed your current medical or health insurance coverage. To the best of our knowledge, this Medicare
Supplement contract will not duplicate your existing Medicare Supplement or, if applicable, Medicare Advantage coverage
because you intend to terminate your existing Medicare Supplement coverage or leave your Medicare Advantage plan.

The replacement contract is being purchased for the following reason(s):

[]Additional benefits [IFewer benefits and lower premiums
[ No change in benefits, but lower premiums [IPlan has outpatient prescription drug coverage and
[ Disenrollment from a Medicare Advantage Plan. you are enrolling in Part D
Please explain reason for disenrollment:
] Other (please specify):

1. If you have had your current Medicare Supplement policy less than three months, health conditions which you may
presently have (pre-existing conditions) may not be immediately or fully covered under the new contract. This could
result in denial or delay of a claim for benefits under the new contract, whereas a similar claim might have been payable
under your present policy.

2. State law provides that your replacement contract or certificate may not contain new pre-existing conditions, waiting
periods, elimination periods or probationary periods. Premera Blue Cross will waive any time periods applicable to pre-
existing conditions, waiting periods, elimination periods, or probationary periods in the new contract to the extent such
time was spent (depleted) under original policy.

3. If you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and
completely answer all questions on the application concerning your medical and health history. Failure to include all
material medical information on an application may provide a basis for the company to deny any future claims and to
refund your subscription charges as though your contract had never been in force.

After the application has been completed and before you sign it, review it carefully to be certain that all
information has been properly recorded.

Do not cancel your present policy until you have received your new contract and are sure that you want to keep
it. If you have any questions, please call us at 1-800-752-6663 or contact your producer.

Signature of producer or representative Printed name of producer or representative
(signature not required for direct response sales)

X

Applicant’s signature Date

X
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PREMERA |

Discrimination is Against the Law
Premera Blue Cross (Premera) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Premera does not exclude people or treat them differently because of race, color, national
origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats). Premera provides free language services to people whose primary language is
not English, such as qualified interpreters and information written in other languages. If you need these services, contact the Civil
Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals,
PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, TTY: 711, Email AppealsDepartmentinquiries@Premera.com.
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is
available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.sf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building,
Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de a3|sten0|a lingUistica. Llame al 800-722-1471 (TTY: 711).
AR UIREERERS T WAL B IESEE S RIS - 5EEE 800-722-1471 (TTY 2 711) -
CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd tro ngdn ngr mién phi danh cho ban. Goi s 800-722-1471 (TTY: 711).
T St E AIE0tAlE B2, 90 X3 AMHIAE 22 0/Z6ta &= JUSLICH 800-722-1471
TTY:T11) Ho g2 Hetol = AIL.
BHUMAHWE: Ecru Bl roBopuTE Ha pycckoM A3bike, TO BaM AOCTYMHbI Gecnnathble yenyru nepesoga. 3soHuTe 800-722-1471
(Tenetain: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 800-722-1471 (TTY: 711).
YBATA! AKWLO BM pO3MOBAAETE YKPAIHCbKOK MOBOO, BU MOXKETE 3BEPHYTUCA A0 HE3KOLTOBHOI CNyHKOM

MOBHOI NiATPUMKK. TenedoHyite 3a Homepom 800-722-1471 (TE!]ETaVII'I 711)
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z‘—ﬁmrji:ﬂsanUNHﬁﬂ act] Qmm 800-722- 1471 (TTY 711)
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800-722-1471 (et A-+aGFo- 711).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
(711 250 5 anall Caila a8 ) 800-722-1471 a8 Jasil aally @l i) 65 4 galll ac Lusal) cilands (8 sl SH i i 13 Al gale
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer 800 722- 1471 (TTY 711) .

?Uog‘m 1 ‘)0 T MO IWITI 290, MU "2 Mg om0 mwez, losu” ¢z de 9,

cew wo W sulm v . tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis d pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: Jezeli mbwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-722-1471 (TTY: 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero

800-722-1471 (TTY: 711).
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