PREMERA |
Tobacco Use Certification

PO Box 21762
Eagan, MN 55121

Instructions

e Complete this form to maintain or pursue eligibility for a Tobacco Use Discount.

e Return the form to the address above.

e For further information please call Customer Service toll free 1-800-809-9361 TTY|711.

Tobacco Use Discount Rates are effective on the first billing period following receipt and approval of this
Certification by Premera Blue Cross Blue Shield of Alaska.

A. Subscriber or applicant information

First name and M.1. Last name Subscriber ID#

Street address (no PO box) Date of birth (mm-dd-yyyy)
City State Zip code
County Primary contact telephone
Email address Alternate contact telephone
Street address (no PO box) Date of birth (mm-dd-yyyy)
City State Zip code
County Primary contact telephone

B. Enrollment status

Select the option that applies to you:
m | am currently enrolled in an Individual Plan issued by Premera Blue Cross Blue Shield.
m | am currently enrolled in an Individual Plan issued by Premera Blue Cross Blue Shield, and wish to
add my spouse (please attach completed application).

m | am currently applying for coverage under an Individual Plan offered by Premera Blue Cross Blue
Shield.

Note: If you are a new applicant, or you are adding your spouse, your completed application must also be approved by
Premera Blue Cross Blue Shield.

C. Certification

| certify that neither | nor my spouse, for whom | have made application for coverage, have not used tobacco
products on average of four or more times per week within the last 6 months preceding the date of this
certification.

| understand that this entitles me to the discounted subscription charges applicable to non-tobacco users, for my
Premera Blue Cross Blue Shield Individual Plan.
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| understand that Premera Blue Cross Blue Shield may require me to re-certify my/our non-tobacco
user status in the future, but not more often than once every year.

| understand that | must inform the Membership and Billing Department at Premera Blue Cross Blue
Shield, at once, in writing, if | or my spouse begin or resume using tobacco products.

| understand that subscription charges will increase to the full undiscounted rate on the first of the month
following the month in which | or my spouse, begin or resume using tobacco products, notwithstanding any
provisions of my Individual Contract to the contrary.

| understand that if | fail to truthfully and accurately complete this certification, Premera Blue Cross Blue
Shield may adjust my subscription charges retroactively to the full, undiscounted rate. Upon written
notification, | must reimburse Premera Blue Cross Blue Shield any amounts reduced from my subscription
charges for the period for which | claimed eligibility for the “Tobacco Use Discount.” If reimbursement is not
made, such amounts will be deducted from future claims and from subscription charges already paid.

Sign and date the form

Applicant signature Print name
X Date signed — mm/dd/yyyy
Spouse’s signature (if covered or applying) Print name
X Date signed — mm/dd/yyyy

This certification, following receipt and approval by Premera Blue Cross Blue Shield becomes part of your contract.

Office use only
Approved Disapproved Date

029882 (02-15-2026) An Independent Licensee of the Blue Cross Blue Shield Association Page 2 of 2



Notice of availability and nondiscrimination  800-809-9361 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
Llame para obtener servicios gratuitos de asistencia linguistica, y ayudas y servicios auxiliares apropiados.
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Hu thov kev pab txhais lus pub dawb thiab lwm yam khoom pab dawb thiab kev pab cuam ua tsim nyog.
3BOHUTE A5 NOAyYeHMA 6ecnnaTHbIX YCAYT MO NepeBoay M APYrnx BCNOMOraTelbHbIX CPEACTB U YCAYT.
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Vala‘au mo auaunaga tau fesoasoani mo gagana e leai ni totogi ma fesoasoani fa‘aopo‘opo talafeagal ma auaunaga.
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BHEEXEY —EXLBEULHEBMRERVY—EREZEROHFZEL,
Tumawag para kadagiti libre a serbisio iti tulong iti pagsasao ken dagiti nakanada nga aid ken serbisio iti komunikasion.
Goi cho cac dich vu hé trg ngdn ngir mién phi va cac hé tre va dich vy phu tre thich hop.
3BepTanTech 3a 6@3KOLWTOBHO MOBHOI MiATPUMKOO Ta BI,D,I'IOBI,D,HVIMM O00AaTKOBUMM MOCAYramu.
fnsiowausn1sthuIndos U NENSoNANNTIBEDUAZUSNNTEU ¢ LN
Fordern Sie kostenlose Sprachunterstitzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Rele pou w jwenn sevis asistans lengwistik gratis ak ed epi sévis oksilye ki apwopriye.
Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili € i servizi ausiliari appropriati.
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Discrimination is against the law. Premera Blue Cross Blue Shield of Alaska (Premera) complies with applicable Federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex, including sex
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.
Premera provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services 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 assistance services to people
whose primary language is not English, which may include qualified interpreters and information written in other languages.
If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact our
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, TTY: 711, Fax: 425-918-5592,

Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, our 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.jsf, 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.
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