BlueLincs HMO is a Wholly Crwmed Subsidary of Blue Cross and Blue Shield of Oklahoma, a Member of the Blue Cross and Blue Shield Association,

BlueLincs B3EQUESTEOR CONTINUATION COVERAGE

Blue Cross and Blue Shield of Oklahoma an Association of Independent Blue Cross and Blue Shicld Plans MAIL TO: BlueLincs HMO - COBRA Enroliment
PART 1. TO BE COMPLETED BY THE EMPLOYER _(PRINT N INK OR TvPE) Tutsa, OK 741211128
TGROUP NUMBER

PART 2. TO BE COMPLETED BY THE APPLICANT REQUESTING COVERAGE (EMPLOYEE, SPOUSE, CHILD)

NAME Last First Middie SOCIAL SECURITY NUMBER TOTAL NUMBER OF PERSONS TO BE
COVERED UNDER THIS POLICY

ADDRESS ' Streat or Box No. City ~ Stae Zip Code RESIDENCE TELEPHONE
DATE OF BIRTH SEX | ﬁAﬁ]ﬁL STATE!S 0 RELATIONSHIP TO EMPLOYEE
Married Divorced Widowed
E| |£| [Csingle [)Separated [self [Jspouse [CJEx-spouse [J child [] Other
NUMBER OF QUALIFYING EVENT FOR COVERAGE | DATE OF QUALIFYING EVENT | NAME OF EMPLOYEE COVERAGE IS CURRENTLY UNDER | SOCIAL SECURITY NO. OF EMPLOYEE

(See list below)

ARE THERE ANY DEPENDENTS THAT YOU WISH TO COVER THAT ARE ELIGIBLE FOR CONTINUATION? [ ] YES [CIno
If YES, Please complete Part 3 below.
If NO, skip to Part

PART 3. LIST ALL CURRENTLY ENROLLED MEMBERS TO BE COVERED UNDER THIS POLICY, INCLUDING SELF (Attach second form, if needed)

NAME (First, Middle, Last) | RELATIONSHIP TO EMPLOYEE | DATE OF BIRTH SOCIAL SECURITY NUMBER
“NAME (First, Middle, Last) ) T ' RELATIONSHIP TO EMPLOYEE| DATE OF BIRTH SOCIAL SECURITY NUMBER
NAME (First, Middle, Last) = == T RELATIONSHIP TO EMPLOYEE| DATE OF BIRTH | SOCIAL SECURITY NUMBER
| |
" NAME (First, Middle, Last) RELATIONSHIP TO EMPLOYEE| DATE OF BIRTH SOCIAL SECURITY NUMBER
"~ NAME (First, Middle, Last) - [ RELATIONSHIP TO EMPLOYEE _ DATE OF BIRTH SOCIAL SECURITY NUMBER

PART 4. APPLICANT SIGNATURE _
ARE YOU, OR ANY MEMBER APPLYING FOR COBRA, COVERED BY ANY OTHER GROUP HEALTH INSURANCE OR MEDICARE? CJves [Ino
If YES, list below member(s) covered along with name of insurance company.

Member Name | Insurance Company . i Policy Number Member Name Insurance Company Policy Number
Member Name Insurance _Cémpany - Palicy Number Member Name Insurance éompany o _I_JoTcy_Numbef o
AUTHORIZATION TO RELEASE AND FURNISH MEDICAL RECORDS CONVERSION OPTION

Physicians, practitioners, hospitals and other providers are hereby authorized to have m and my You andlor your eligible dependents may apply for conversion coverage following
dependent's consent to release, disclose and furnish to BlueLincs HMO for its review retenton termination of your group coverage or continuation coverage, provided you exercise your
in connection with our health benefits coverage, any and all information, records or copies of conversion privilege wilﬁin 31 days of the date your coverage terminated and your
records relating to our medical history and conditions, past, present and future, including, but not employer's group contract is still in force.
limited to diagnosis, treatment, care, surgery, and the dates thereof.

" Tcertify that all statements made on this form are complete and true to the best of my knowledge.
K APPLICANT'S SIGNATURE TODAY'S DATE

*a parent or guardian MUST sign for a dependent under 18 years of age.
_LIST OF QUALIFYING EVENTS
For Employee 1. Termination of employment Coverage may continue for a period not to exceed

2. Reduction in number of hours worked 18 months from the date of the qualifying event**
A second qualifying event that takes place during this period may extend coverage to a maximum of 36 months forg‘erwns who were covered at the date of the qualifying event. Additionally, coverage
may be extended up to 28 months for persons determined to be disabled by the Social Security Administration. %

For Dependent 3. Death of employee Coverage may continue for a period not to exceed
4. Divorce or legal separation from the employee 36 months from the date of the qualifying event ¥ ¥
5. Employee's entitlement to Medicare
6. Dependent ceases to meet the group contract definition of "dependent”

e However, if one of the following events occurs, the 18, 29 or 36 month limit will not apply and coverage will end on the earliest of the
following dates:
1. the date the plan sponsor ceases to provide any employee group health plan; or

2. the last date of the grace period for which monthly premium is due; or
3. the date you become covered under another group health plan that does not contain any exclusion or limitation with respect

to a preexisting condition applicable to you (or the date you satisfy the preexisting condition exclusion period under that

plan); or
4. the date you become entitled to benefits under Medicare.
i nversion option above|
ISFGQNR% '\QMEant my group coverage continued. (See co P ) TobATe DR
GROUP ADMINISTRATOR'S SIGNATURE ) ) TODAY'S DATE

® Reglstered Marks Blue Cross Blue Shield Association HMO 3914 (2/99)



