
Health Plan Application Checklist
Incomplete applications may take longer to process. Please use the checklist below. 

Page Please review these items. Yes

All Enter your name and Social Security number at the top of every page, even pages you 
don’t otherwise need to fill out (for example, if you do not have dependents). 

3
If you’re signing up during a Special Enrollment Period, have you added:
•	 Proof of the qualifying life event? (See the application for a partial list of qualifying life events.)
•	 Date of the qualifying life event?

4-5

Have you:
•	 Filled in the street address, phone number and email address for the person who is applying?
•	 If adding a spouse or dependent to an existing policy, did you include all family members you 

want to cover (even those already on your policy)?
•	 Filled in the gender and date of birth for each person to be covered?
•	 Answered all tobacco use questions?
•	 �Noted how each person on the application (spouse, partner, son or daughter, etc.) is related to 

the person who is applying? 
•	 If you are applying for an HMO plan, have you provided the Primary Care Provider information for 

each member to be covered? 
•	 �Provided Social Security number for the primary applicant and each person to be covered?

6 Have you chosen only one health plan?

7

If you haven’t chosen a dental plan, have you signed the pediatric dental attestation 
(Option 3)?
If you don’t choose a dental plan and don’t sign the waiver, by law we must assign a dental plan for 
any persons under age 19. A premium for the plan will be charged.

8

Have you made your first payment by:
•	 Filling in Electronic Funds Transfer (EFT or Auto Bill Pay)* information
	 or
•	 Including a personal or bank check, money order or credit card (first payment only)?
Please note, we are unable to enroll you for coverage, or send ID cards, benefit booklets or bills, if 
the first month’s premium payment is not included.

8 Have you chosen an option for your monthly payment (invoice by mail, email, EFT)?

12 Have you signed and dated the application?

12 If this is a child only policy, has a legal guardian or representative signed for any 
applicants under the age of 18? 

All
Are you sending all pages of the application?
We need all pages to process your application. Include pages with only your name and Social 
Security number at the top (for example, if you have no dependents).

* �Valid email required to pay by EFT (Auto Bill Pay). Your first month’s premium will be taken when your application is processed. From that point forward, EFTs are on the last day of each month.  
If the payment date falls on a non-business day or a holiday, the premium payment will be deducted from your account on the prior business day.
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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@hcsc.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 bcbsok.com/legal-and-privacy/non-discrimination-notice
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