
Last Name First Middle Birth Date (MM/DD/YYYY)     

Home Address — No. and Street Address City STATE ZIP

NAME OF EMPLOYER

SOCIAL SECURITY NO. SEX
MALE FEMALE

NEW PATIENT 
YES NO  

Dependent’s Name  husband  wife Dependent’s PCP Name (hmo only)   
New Patient?

YES  no

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Dependent’s Name  son/stepson  daughter/stepdaughter 
Other ______________

Dependent’s PCP Name (hmo only)     
New Patient?

YES  no

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Is this dependent a natural child, stepchild,  
or adopted child?      YES  no 
if no, attach copy of signed court decree

if not your natural child, stepchild or adopted child, are you (or 
your spouse) legally and financially responsible for this dependent? 

YES   
no

is dependent 
married?  

YES  no

Dependent’s Name  son/stepson  daughter/stepdaughter 
Other ______________

Dependent’s PCP Name (hmo only) 
New Patient?

YES  no

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Is this dependent a natural child, stepchild,  
or adopted child?      YES  no 
if no, attach copy of signed court decree

if not your natural child, stepchild or adopted child, are you (or 
your spouse) legally and financially responsible for this dependent? 

YES   
no

is dependent 
married?  

YES  no

Dependent’s Name  son/stepson  daughter/stepdaughter 
Other ______________

Dependent’s PCP Name (hmo only)  
New Patient?

YES  no

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Is this dependent a natural child, stepchild, or  
adopted child?      YES  no      
if no, attach copy of signed court decree

if not your natural child, stepchild or adopted child, are you (or 
your spouse) legally and financially responsible for this dependent? 

YES   
no

is dependent 
married?  

YES  no

/      /

/      /

/      /

/      /

Enrollees (select one) 	 Employee Only	  
	 Employee/Spouse
	 Employee/unmarried Child(ren) 
	 employee/spouse/unmarried child(ren)

SECTION 3 — SELECT YOUR COVERAGE
Coverage (select one)	�  BlueLincs HMO	 BluePreferred®    

BlueChoice®   	 BlueTraditional®         
BlueOptions®   	 HSA Blue   

PLEASE CHECK ALL THAT APPLYSECTION 1 — ENROLLMENT EVENTS

SECTION 2 — PLEASE TELL US ABOUT YOURSELF

70368.0708

SELECT A PRIMARY CARE PHYSICIAN (HMO ONLY / BLUE SHADED SECTIONS)

do you work 24 or more  
hours per week?   YES  NO

HOME PHONE NO.

WORK PHONE NO.

PCP No.Applicant’s PCP name (HMO Only)

SECTION 4 — TELL US ABOUT YOUR DEPENDENTS

small business application/ 
Request for Change in membership

Deductible  
option $
(if more than one  
is available)

Employment Date (MM/DD/YYYY)

/      /

/      /

PCP No. (HMO Only)

PCP No. (HMO Only)

PCP No. (HMO Only)

PCP No. (HMO Only)

Category

Social Security Number 	 Group #	 Section #	 Dept #	

Social Security Number and Group #* are required to process application

(*If assigned)

New Enrollee        Add Dependent       Change Primary Care Physician (PCP)		   

Other change(s): indicate change(s) in appropriate section below Change Address/Name

Are you applying as a result of a Special Enrollment Event?   no   yes, Event Date:  ____ / ____ / ____

Event: Marriage     Birth      

Adoption or placement for Adoption (SEE INSTRUCTIONS)      

Court Order (See Instructions)      

Loss of coverage (provide certificate of creditable coverage) 

INSURE OKLAHOMA (o-epic) 

Other (See Instructions) Explain: _____________________________________________

Cancel Enrollee     Cancel Dependent

List names of those canceling in section 4 below

Event: Divorce    Death 
Terminated Employment 
Other

Indicate Event Date:  ____ / ____ / ____

Declination of Coverage (refer to section 9)
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Name of disabled dependent Nature of disability

Has disability been diagnosed as permanent?   Yes   No
If temporary, how long is dependent expected to remain disabled?

Is dependent unable to work due to the disability?   Yes   No
is dependent deemed disabled by social security administration  yes  no 

IF YES, PLEASE PROVIDE COPY OF THE social security DETERMINATION

SECTION 8 — DISABLED DEPENDENT

I have been offered the coverage for a Blue Cross and Blue Shield of Oklahoma or BlueLincs HMO plan and have elected to decline coverage under 
either benefit option. My completion of section 9 documents my decision and may permit me to enroll in the program as a Special Enrollee in the 
future in accordance with federal regulations. Completion of this section is also required under the Oklahoma Small Employer Health Insurance 
legislation.  Please read section 11, Notice, Agreements & Signatures which explains Timely and Special Enrollee and provide your signature and date.

SECTION 9 — DECLINATION OF HEALTH COVERAGE

Name   Employee Reason for declining:   I am not enrolled in any Health insurance plan, but do not want this coverage   

 Other Group Coverage    Medicare    Medicaid    Other, explain: 

Name   Spouse Reason for declining:   I am not enrolled in any Health insurance plan, but do not want this coverage   

 Other Group Coverage    Medicare    Medicaid    Other, explain: 

Name   Child Reason for declining:   I am not enrolled in any Health insurance plan, but do not want this coverage   

 Other Group Coverage    Medicare    Medicaid    Other, explain: 

Name   Child Reason for declining:   I am not enrolled in any Health insurance plan, but do not want this coverage   

 Other Group Coverage    Medicare    Medicaid    Other, explain: 

Name   Child Reason for declining:   I am not enrolled in any Health insurance plan, but do not want this coverage   

 Other Group Coverage    Medicare    Medicaid    Other, explain: 

70368.0708

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

SECTION 5 — STUDENTS OVER AGE 19
Please complete this section for all dependents listed above and applying for coverage that are over age 19 and under age 23 (or other age limit as specified in 
your contract) and are full-time students at an accredited school, college or university.

PREVIOUS COVERAGE POLICYHOLDER NAME BIRTH DATE (MM/DD/YYYY)
 

GROUP No. or Policy/ID NO.

EMPLOYER’S NAME EMPLOYMENT DATE (MM/DD/YYYY)  EFFECTIVE DATE (MM/DD/YYYY)

NAME AND ADDRESS OF OTHER INSURANCE COMPANY, TPA, HMO

LIST ALL THOSE COVERED BY PREVIOUS/OTHER CARRIER

TYPE OF COVERAGE 
HEALTH  DENTAL  EMPLOYER SPONSORED  
INDIVIDUAL PURCHASE

TYPE OF POLICY 
n SELF  n FAMILY  n EMPLOYEE/SPOUSE    
n EMPLOYEE/CHILD

In order to receive credit for preexisting condition waiting periods information must be provided for the last 12 months of coverage (18 months for late enrollees) for 
you and any dependents listed. If you have a certificate of prior creditable coverage, please attach a copy to this enrollment application.  If more than one plan was 
in effect, or if information is different for dependents, attach additional pages. (Exception: preexisting information is not required for HMO enrollees). Current cover-
age information is needed for coordination of benefits purposes if you have other coverage that is not being replaced by this coverage, if approved. If covered by 
Medicare, please complete Section 7.

SECTION 6 — PREVIOUS/other COVERAGE INFORMATION

WILL COVERAGE BE CONTINUED? YES   NO 

IF NO, EXPECTED CANCEL DATE

Name of person covered:  Medicare A (Hospital) Effective Date:          /       /   Medicare No. (From Medicare Card)

Name of person covered:  Medicare A (Hospital) Effective Date:          /       /   Medicare No. (From Medicare Card)

Please indicate reason for Medicare Eligibility   Entitled Age     Entitled Disability     End-Stage Renal Disease    Disability and Current Renal Disease

 Medicare B (medical) Effective Date:          /       /

 Medicare B (medical) Effective Date:          /       /

SECTION 7 — MEDICARE COVERAGE INFORMATION

/      /

/      / /      //      /

SEX
MALE   FEMALE

RELATIONSHIP TO  
APPLICANT
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SECTION 10 — Statement of health
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Applicant �Exact height: Feet ____ inches ____ 
Exact weight: Pounds______

Spouse �Exact height: Feet ____ inches ____ 
Exact weight: Pounds______

MEDICAL QUESTIONNAIRE Answer these health questions (below) for each person applying for health coverage
Directions: Please check  YES or  NO. If any box is checked “ YES,” circle the condition, e.g. STROKE and give details in “DETAILS OF MEDICAL HISTORY” section below. 

1. have you or any family member applying for coverage had a claim of $5000 or more in the last 12 months? □ YES  □ NO

2. Have you or any family member applying for coverage been advised to have surgery or medical treatment in  
the last 6 months that has not yet been performed, or been hospitalized or had surgery in the past 3 years?

□ YES  □ NO

3. Have you or any family member applying for coverage been advised, diagnosed or treated in the  
last five years for:

A. 
  �

Stroke, Circulatory Disease or Disorder, High Blood Pressure, Heart Disease or Disorder,  
Vascular Disease or Disorder

□ YES  □ NO

b. Cancer, Leukemia, Chronic Skin Condition, Tumors, Lupus, Any other Systemic Disease □ YES  □ NO

�����c. 
 �

Multiple Sclerosis, Osteoarthritis, Joint Disorders, Muscle Disorders, Paralysis, Other Severe Arthritis,  
Back Disorders, Bone Disorders

□ YES  □ NO

d. Asthma, Respiratory and Lung Disorders, Emphysema □ YES  □ NO

e. Diabetes, Growth Disorders, Pancreas, Endocrine Disorder □ YES  □ NO

f. AIDS, Immune System Disorders, Tested Positive for HIV, Blood Disorders □ YES  □ NO

g. � Hepatitis, Digestive System Disease or Disorder, Kidney Disorder, Reproductive Organs Disorder,  
Urinary Tract Disorder, Liver Disorder, Colon Disorder, Prostate Disorder, Infertility

□ YES  □ NO

h. � Nervous System/Brain/Seizure Disorders, Alcohol/Drug/Substance Abuse or Dependency,  
Mental/Emotional Disorders

□ YES  □ NO

i. Organ Transplant, Bone Marrow Transplant □ YES  □ NO

j. Pregnancy □ YES  □ NO

k. Other □ YES  □ NO

4. are you or any family member applying for coverage currently pregnant? □ YES  □ NO

DETAILS OF MEDICAL HISTORY
If you have answered “YES” to any of the questions above, please provide details below for each person with the condition. If more than one person has the condition, add a separate entry 
for each person. See example in the first line. Attach additional sheet if necessary.

Name of Person with 
Condition (Optional) Age Gender

relation to 
insured condition/diagnosis details treatment/medication details date(s) treated current status

John Doe 12 M Child Appendicitis Surgery to remove appendix 01/01/99 to 
01/05/99 Full recovery
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SECTION 11 — Notice, Agreements and Signatures

Notice: You are considered a Timely Enrollee if your application is received by the Plan within 31 days of your eligibility 
period (when any group initially enrolls or as a new hire upon completion of a waiting period, if any, as specified in the 
group contract). If you are declining enrollment for your spouse or your dependent(s) because of other health insurance 
coverage, you may in the future be able to enroll your spouse or your dependent(s) in this plan provided you request 
Special Enrollment within 31 days after the other coverage ends. Qualifying events for this Special Enrollment include 
termination of employment, reduction of work hours, legal separation, divorce, death, employer contributions toward 
the other coverage have terminated, or COBRA or state continuation of coverage has been exhausted. If you have a 
new dependent as a result of marriage, birth, adoption or placement of adoption, you may be able to enroll yourself, 
your spouse, and your dependent(s), provided you request Special Enrollment within 31 days of the event and provide 
documentation showing the date of the event. If you do not enroll upon the initial offering of this coverage (Timely Enrollee) 
or do not enroll as a Special Enrollee, you, your spouse and/or your dependent(s) may apply during the Open Enrollment 
period (31 days prior to your group’s renewal date) as a Late Enrollee.

There is a Preexisting Condition limitation on the coverage available from the Plan (except BlueLincs HMO coverage). 
A Preexisting Condition is a condition (whether physical or mental), regardless of the cause of the condition, for which 
medical advice, diagnosis, care or treatment was recommended or received within the six-month period ending on the 
enrollment date. A Preexisting Condition will not apply to pregnancy or to a newborn or adopted child under age 18, 
provided the child becomes covered under the Contract/Agreement within 31 days of birth or adoption. The length of 
the Preexisting Condition limitation period is 12 months after the enrollment date for Timely and Special Enrollees, and 
18 months for Late Enrollees. The Preexisting Condition limitation waiting period may be reduced by the number of days 
you (and/or your spouse, and/or dependents) were covered under a prior health insurance plan(s) should there be no 
more than a 63-day break in coverage, excluding your waiting period, if any. To do this you may request a Certificate of 
Coverage form from the prior health plan(s) or issuer and send it to Blue Cross and Blue Shield of Oklahoma, P.O. Box 
3283, Tulsa, OK 74102-3283. After the amount of prior creditable coverage has been determined, we will notify you 
of Preexisting Condition credit based on your prior coverage. Please attach your Certificate of Coverage, if you currently 
have one.

I, on behalf of myself and any persons whose names appear on this application, hereby apply for coverage from Blue 
Cross and Blue Shield of Oklahoma or BlueLincs HMO (herein called the “Plan”) as stated in this application. I agree that 
if my application is accepted, coverage will be effective on the effective date assigned by the Plan. I further agree that 
any changes in my coverage will not become effective until approved by the Plan. I understand that this is an application 
only, and I should not cancel any existing coverage until I am notified of acceptance, in writing, by the Plan. 

I have read all the statements and notices on this application and represent that those items are true and complete to 
the best of my knowledge and belief. I know that any material misstatements or omissions of information that are made 
on this application may be the basis for later withdrawal of insurance coverage or denial of a loss incurred during my 
or my dependent’s coverage. Any insurance agent, examining physician, or other person who knowingly or willfully 
makes a false or fraudulent statement or representation in or relative to an application for insurance, or who makes any 
such statement to obtain a fee, commission, money, or benefit shall be guilty of a misdemeanor according to TITLE 36, 
SECTION 1204, of the Oklahoma State Statutes.

I authorize my employer, as my agent, to deduct the amount of charges from my wages or salary for the purpose of 
paying my membership charges to the Plan.

I understand that if my application is being handled through a broker or agent, I authorize that broker or agent to receive 
and review my application, which may contain medical information about me or other family members listed on this 
application.

warning: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for 
the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

signature of applicant (employee) 
I agree to all the terms of this application

date signed signature of spouse 
I agree to all the terms of this application

date signed

X X/      / /      /
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