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Primary applicant’s initials _________

Part 7(a) - Applicant verification of accuracy
Please read the following carefully. Each applying family member age 18 and older is required to review the completed application and provide their own 
signature. Keep a copy of this application for your records.

I alone am responsible for the accuracy and completeness of the information provided on this application. I have personally reviewed all informa-
tion provided on this application, even if I did not fill out the application myself. To the best of my knowledge and belief, all information on this 
application, including all information provided in the medical history section of this application, is accurate, true and complete. If Blue Shield 
determines that information on this application is materially inaccurate, not true or incomplete, I understand that coverage may be cancelled or, if 
the inaccuracy, untruthfulness, or incompleteness was intentional, coverage may be rescinded. I further understand that I must provide Blue Shield 
with any new information that arises after the submission of this application but before my enrollment with Blue Shield begins.

For applicants with a language preference other than English: If I indicated in Part 1 that I have a language preference other than English  
and have completed the English-version of this application (or version other than in my language preference), I confirm that I understand  
the questions on this application.

Signature of applicant/parent or legal guardian Today’s date Print name (and relationship if applicant is a minor)

Signature of applicant’s spouse/domestic partner (if applying) Today’s date Print name

Signature of family member age 18 and over (if applying) Today’s date Print name

Continued on the next page
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Primary applicant’s initials _________

Part 7(b) – Authorizations, terms and conditions
Please read the following terms and conditions carefully. Each applicant age 18 and older Is required to review the completed application and provide their own 
authorization and signature. Keep a copy of this application for your records.

1.	� Application for coverage: It is important to know that Blue Shield of California or Blue Shield of California Life & Health Insurance Company (as applicable) has 
the right to decline your application for coverage. Note: I understand that Blue Shield may use any medical information in reviewing my application, including any 
medical condition which occurs after the signature and submission of the application, and before a decision by Blue Shield is communicated. I understand that I 
must provide Blue Shield with any new information that arises after the submission of this application but before my enrollment with Blue Shield begins.

2.	� First month’s dues/premiums: Blue Shield requires first month’s dues/premium at the time of application submission. Attach a personal check or money 
order to this application in an amount equal to one month’s dues/premiums; or to pay by credit card, complete Part 11. Find your estimated monthly dues/
premiums in the rate book provided to you. Failure to submit full payment of dues/premiums will delay processing and the effective date of coverage. Please 
note that processing of your payment does not constitute approval of your application with Blue Shield or Blue Shield Life. If your application is not approved,  
your check or automatic payment authorization for your credit card or checking account will be destroyed.

3.	� Dues/premiums: Dues/premiums are to be paid by the due date. Coverage will be terminated for failure to pay dues/premiums in a timely manner as set 
forth in the Health Service Agreement/Policy.

4.	� Effective date of coverage: If your application is approved, Blue Shield will notify you of your effective date of coverage. If Blue Shield cannot honor your 
requested effective date, or is unable to issue coverage before your requested date, coverage will begin as soon as possible. If additional dues/premiums 
are owed, payment must be received within the time specified in the notice from Blue Shield to avoid changing the effective date. Any charges incurred for 
services received prior to your effective date or after termination of coverage are not covered.

5.	� Acceptance of Application: You understand that only Blue Shield can accept your application and approve coverage. Your agent or broker cannot approve 
this application for coverage or change any terms or conditions of coverage.

6.	� Parents/guardians: If you are the parent or legal guardian of an applicant who is a minor, please sign on behalf of the applicant at the bottom of this 
Part 7. As the parent or legal guardian, you are identified as the person who may make inquiries and act on behalf of the applicant regarding this coverage 
(as allowed by law). In addition, you are agreeing to assume all responsibility for dues/premiums payments and for following the terms and conditions for 
coverage. If you are not the parent of the applicant, please attach the court documents that appoint you as the guardian of this minor. Mark one of the 
following boxes and identify the individual authorized to act on behalf of the minor (applicant):

	 c         Parent or legal guardian only: ____________________________________________________________________________________ (name) or,
	 c         My designee _____________________________________________________________________________ (include name and relationship) or, 
	 c         Qualified medical child support order designee ____________________________________________________ (include name and relationship).
	 c         Mark this box if Blue Shield is to only make changes to the contract upon written request by the person identified above.

7.	� Authorization for spouse/domestic partner to make changes: If you are an applicant whose spouse/domestic partner is also 
applying for coverage, please specify if you authorize your spouse/domestic partner to make changes to the contract/policy on your 
behalf. You may discontinue this authorization at any time by sending a written request to Blue Shield.

c Yes    c No

8.	� Authorization for your agent to provide/obtain information: Check here if you do not authorize your insurance agent, broker, or 
producer (referred to as “your agent”) to access all information on this application, including medical information. c

9.	� Process to authorize Blue Shield to release personal and health information to a third party: If you would like to authorize your spouse, domestic 
partner or a third party to access your personal health information, please complete the form titled Authorization for Blue Shield to Disclose Personal & Health 
Information to a Third Party. To obtain this form go to blueshieldca.com and click on the Privacy link at the bottom of the page, or call (800) 431-2809.

10.	�Response to requested information: You agree to cooperate with Blue Shield (or Blue Shield Life, as applicable) by providing, or by providing access to, 
documents and other information requested to corroborate information provided in this application for coverage. You acknowledge and agree that failure  
or refusal to provide these documents or information may be cause to rescind or cancel your coverage.

11.	� HIV or genetic testing prohibited: No genetic information, including family medical history, and no information related to HIV testing should be 
provided. California law prohibits an HIV test from being required or used by a health insurance company or health care service plan as a condition of 
obtaining health coverage.

I have reviewed all responses pertaining to me in this application. I have read the summary of benefits and the terms and conditions of coverage and 
authorizations set forth above. With my own signature below, I represent that the information provided in this application is complete and accurate  
to the best of my knowledge, and I understand and agree to the terms and conditions of coverage and the authorizations I have provided.  
(Important: Each adult applicant must provide their own signature.)

Signature of applicant/parent or legal guardian Today’s date Print name (and relationship if applicant is a minor)

Signature of applicant’s spouse/domestic partner (if applying) Today’s date Print name

Signature of family member age 18 and over (if applying) Today’s date Print name

Important: Return the application within 30 days of your date(s) and signature(s).
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Part 8 – Statement of Guaranteed Issue Eligibility if applying for a HIPAA guaranteed issue plan
If you do not qualify for an underwritten plan, Blue Shield offers an alternative that you may want to consider. 

The federal Health Insurance Portability and Accountability Act (HIPAA) makes it easier for people in certain instances to maintain coverage if they lose 
existing group health plan coverage. Depending on your responses to the statements below, you may be eligible for guaranteed issue in accordance with 
HIPAA, and Blue Shield will automatically accept your application for one of its HIPAA guaranteed issue plans without medical underwriting. Each person on 
the application must meet HIPAA eligibility requirements to qualify for a HIPAA guaranteed issue plan. Please note that HIPAA guaranteed issue rates may be 
higher than those of Blue Shield’s underwritten plans.

If you are applying individually for coverage on behalf of any dependents who are not eligible for a HIPAA guaranteed issue plan, their coverage will be subject 
to medical underwriting, except for children who were enrolled under any prior creditable coverage within 30 days of the birth or placement for adoption. A 
dependent child who is 25 years of age or younger or a dependent spouse applying for HIPAA guaranteed issue must complete a separate Statement of HIPAA 
Guaranteed Issue Eligibility (Blue Shield will accept copies of the Statement of Guaranteed Issue Eligibility). For additional applications or current HIPAA 
guaranteed issue plan rates, please contact your insurance agent, or call Blue Shield at (800) 431-2809. 

Note: Children under the age of 19 are only eligible for a HIPAA guaranteed issue plan if applying as a dependent for family coverage because they are 
otherwise eligible for guaranteed issue coverage under CA state law.

Statement of Guaranteed Issue Eligibility and checklist if applying for a HIPAA guaranteed issue plan

Name of applicant(s) requesting HIPAA guaranteed issue coverage:  ______________________    ______________________    ______________________  

Please complete the following questionnaire if you are interested in a HIPAA guaranteed issue policy so that your eligibility for HIPAA guaranteed issue coverage may 
be verified.

c Yes c No 1.	�I  have had a total of at least 18 months of healthcare coverage (including COBRA or Cal-COBRA, if applicable) without a lapse in 
coverage of more than 63 days (excluding employer-imposed waiting periods).

c Yes c No 2.	�M y most recent coverage was through an employer-sponsored health plan (COBRA and Cal-COBRA are considered  
employer-sponsored coverage).

c Yes c No 3.	�I  accepted and exhausted any available COBRA and/or Cal-COBRA coverage (if COBRA/Cal-COBRA were not available, check “yes”).

	COBR A/Cal-COBRA coverage dates ___/___/______ through ___/___/______

	COBR A administrator	 ____________________________________________	T elephone ______________________

	I nsurance carrier	 ____________________________________________	T elephone ______________________

	�I f your most recent coverage was employer-sponsored and you were not eligible for COBRA and/or Cal-COBRA coverage, please explain: 

	 ____________________________________________________________________________________________________________

c Yes c No 4.	�I  am currently eligible for coverage under a group or employer-sponsored health plan, Medicare, or Medicaid.

c Yes c No 5.	�M y most recent coverage terminated because of nonpayment of dues/premium or fraud. 

If your answers to statements 1, 2, and 3 are “yes,” and your answers to statements 4 and 5 are “no,” please complete the remaining sections below to apply for  
a HIPAA guaranteed issue plan. Note: Submit evidence of prior coverage, such as a certificate of creditable coverage from your previous health carrier and/or 
verification from your previous COBRA/CalCOBRA administrator.

HIPAA guaranteed issue coverage options (please select one)

A.	If you know that you will not qualify, or do not want to apply for an underwritten plan, check this box:
c Issue the HIPAA guaranteed issue plan only. Since I have chosen this option, I understand that I will not be considered for an underwritten plan.

B.	If you are applying for both HIPAA guaranteed issue and an underwritten plan, select one of the following:

c Issue the HIPAA guaranteed issue plan at the earliest effective date, so that I am covered during the underwriting process of the individual plan. 
(I understand that if my application for the underwritten plan is approved, I will automatically be transferred to the underwritten plan. If it is not 
approved, I will continue to receive HIPAA guaranteed issue coverage.) 

c Issue the HIPAA guaranteed issue plan only if I am not approved for the underwritten plan. (I understand that I will not have any individual  
Blue Shield coverage until my application for the underwritten plan is processed and either approved or declined.)

HIPAA guaranteed issue plan options (please select one)

c Access+ HMO package		  c Access+ Value HMO 
c Shield Savings 4000/8000*		  c Shield Spectrum PPO 5000* 
c Shield Spectrum PPO 5500 

By signing this statement, I verify that I have read and understood the eligibility conditions for HIPAA guaranteed issue listed above, and that all of the 
information I have provided is true and correct.

Signature of applicant or legal guardian Today’s date (required) Print name
*	 Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
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Part 9 – Producer information: to be completed by an authorized Blue Shield agent
A producer who assists an applicant or applicants in submitting an application to a health plan or insurer has a duty to assist the applicant(s) in providing answers  
to health questions accurately and completely. This attestation must be completed by the producer and submitted with each Blue Shield IFP application.

1.	Are you aware of any information not disclosed in this application, which may have a bearing on this risk?  c  Yes (if yes, attach explanation)  c  No

2.	Review and select one of the following: 
	 c  �I did not assist the applicant in any way in completing or submitting this application. All information was completed by the applicant with no assistance or 

advice of any kind from me.
	 c  �I assisted the applicant in submitting this application. All information in the health questionnaire was provided by them. I advised the applicant that they should 

answer all questions completely and truthfully and that no information requested on the application should be withheld. I explained that, if information is 
withheld, that could result in their coverage being cancelled later. The applicant indicated to me that they understood these instructions and warnings. To the 
best of my knowledge, the information on the application is complete and accurate. I understand that, if any portion of this statement by me is false, I may be 
subject to civil penalties of up to $10,000.

3.	Did you see any of the following applicants sign the application?  
	 a. Primary Applicant:  c Yes    c No 
	 b. Spouse/Domestic Partner:  c Yes    c No    c Not applying
	 c. Family member age 18 or above:  c Yes    c No    c Not applying
	 If no to (a), (b), or (c) above, provide details: _______________________________________________________________________________________________
	 _ ________________________________________________________________________________________________________________________________

4.	Do you want the health service agreement/policy sent directly to the subscriber?  c Yes  c No

Producer name

E-mail address c Update e-mail Producer number

Telephone number (          ) c Update phone Fax number (          ) c Update fax

Producer address

c Update address

City State ZIP code

Super producer name Super producer number

Producer signature (required) Today’s date (required) Print name

Producers: Please ensure each part of the application is complete. In the event of missing or incomplete information, Blue Shield may contact your applicant 
directly to obtain complete information. IFP applications can be faxed toll-free 24 hours a day, 7 days a week, to (888) 386-3420.

Part 10 – Billing and payment information
Calculate estimated monthly dues/premiums
•	 �Using the rate book provided to you, calculate your estimated rates or talk to your agent to get estimated rates. You may receive rates higher than your 

agent quoted you based on Underwriting determination.
•	 �First month’s dues/premium are required at the time of application submission. For the first month’s dues/premium, staple a personal check or money order 

to your application in an amount equal to the dues/premiums for one month, payable to Blue Shield. If paying first month’s dues/premium by credit card, 
please fill out the Automatic Payment Authorization Form.

Easy$Pay and credit card automatic payment options 
Subsequent dues/premiums must be paid in advance through one of the following options:
•	 �Easy$Pay monthly payment – monthly payments are handled automatically,  

via electronic transfer from your checking or savings account.
•	 �Credit card payment – monthly/quarterly payments are handled automatically,  

via charge to your credit card.

To sign up for automatic payments, complete the automatic payment authorization  
form on the next page and return it with your application. If you have selected  
Easy$Pay as your payment option, please staple a deposit slip or blank check  
marked “VOID” to your authorization form in addition to your first month’s estimated  
dues/premiums check. If you prefer not to attach a voided check or deposit slip,  
you must provide the routing/transit number of your financial institution.

Submit completed applications to:

PO Box 3008
Lodi, CA  95241-9969

C12900-RD (5/11) 	 Application for Blue Shield Individual and Family Health Plans      14 
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Part 11 – Automatic payment authorization form
Check all that apply:  �c Paying first month’s dues/premium by credit card      

c Enrolling in automatic payment for recurring payments      
c Changing current automatic payment authorization (processing may take up to 30 days)

Applicant information

Applicant name

Mailing address Apt. No.

City State ZIP code

Applicant’s daytime phone number (          )

Method of payment

Easy$Pay debit:  c Checking account    c Savings account

Payment date:  c 1st of month    c 15th of month    (Note: HMO and Dental HMO must use 1st of the month.)

Payment frequency:  Monthly

Bank routing/transfer number

Bank account number

Name(s) on bank account

Name of financial institution

Branch address

City State ZIP code

Branch telephone number (          )

Credit Card (Visa or MasterCard only)

Payment date:  1st of month

Payment frequency: c  Monthly    c  Quarterly

Cardholder name

Cardholder billing address Apt. No.

City State ZIP code

Credit card number

Card type:  c Visa   c MasterCard Expiration date (mm/yyyy) ___/_______

If paying first month’s dues/premium by credit card, the estimated first month’s payment is:*  $ ________
*	� This is only an estimate of monthly dues/premium. Blue Shield will provide notice of actual monthly dues/premium if my application for coverage is accepted. All dues/

premium must be received prior to the original effective date for coverage to be in effect.
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Authorization and Signature(s)

Automatic Payment by debit from checking/savings account:
I authorize my plan, Blue Shield of California or Blue Shield of California Life & Health Insurance Company (“Blue Shield”), to initiate debits (and/or make 
corrections to previous debits, as necessary) to the bank account identified on this form on the payment date (or within 1 to 2 days before or after the 
payment date) and with the frequency set forth above for the purpose of payment of the monthly dues/premium owed for myself and any family members 
covered by Blue Shield. I also authorize my financial institution to reduce the balance of my account by the amount of such debits (and/or corrections to 
previous debits). I will maintain sufficient collected funds in my account for the full amount of each payment. If the automatic debit transaction ever fails (e.g., 
no funds are available), Blue Shield will mail a bill to me at my address on record and I will be responsible for making my payment by check or money order, 
along with a return item service charge. 

Automatic Payment by credit card:
I authorize my plan, Blue Shield of California or Blue Shield of California Life & Health Insurance Company (“Blue Shield”), to charge (and/or apply credits, if 
correcting errors to previous charges) the credit card identified on this form on the payment date (or within 1 to 2 days before or after the payment date) and 
with the frequency set forth above for the purpose of payment of the monthly dues/premium owed for myself and any family members covered by Blue Shield. 
If the credit card transaction ever fails (e.g., over limit, expired), Blue Shield will mail a bill to me to my address on record and I will be responsible for making 
my payment by check or money order.

Additional information if paying first month’s dues/premium only by credit card: 
If only the first month’s dues/premium box is checked, this authorization is only valid to charge the first month’s dues/premium owed to Blue Shield. I under-
stand my credit card will be charged for the estimated first month’s dues/premium immediately upon receipt of my application; however, this payment does 
not constitute approval of my application, and if my application is accepted, a different rate may apply. If I am accepted at a different rate, the difference in 
dues/premium must be paid prior to the original effective date of coverage. Blue Shield will not automatically charge the difference in rate owed to the credit 
card without a separate authorization from the applicant.

Notice to Change/Cancel Required:
I will continue to be debited/charged the amount of dues/premium owed until I cancel this Automatic Payment authorization upon at least 10 calendar days 
notice before a debit/charge is to occur. To cancel this automatic payment authorization, or if there are changes to my account being debited/charged, I must 
contact Customer Service at (800) 431-2809. Blue Shield may cancel this authorization at any time upon notice to me.

By signing below, I agree to the terms and conditions of this authorization form (if the bank account is a joint account, all accountholders must sign) and I acknowledge 
that I have received a copy of this form. I acknowledge that all payment transactions must comply with the provisions of U.S. law. I will make payments by check or 
money order until my automatic payment service has been activated.

Signature Print Name

_____   _____   _____   –   _____   _____   –   _____   _____   _____   _____ ______/______/___________
Social Security number Date

Signature Print Name

_____   _____   _____   –   _____   _____   –   _____   _____   _____   _____ ______/______/___________
Social Security number Date
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Part 11 – Automatic payment authorization form KEEP THIS COPY FOR YOUR RECORDS
Check all that apply:  �c Paying first month’s dues/premium by credit card      

c Enrolling in automatic payment for recurring payments      
c Changing current automatic payment authorization (processing may take up to 30 days)

Applicant information

Applicant name

Mailing address Apt. No.

City State ZIP code

Applicant’s daytime phone number (          )

Method of payment

Easy$Pay debit:  c Checking account    c Savings account

Payment date:  c 1st of month    c 15th of month    (Note: HMO and Dental HMO must use 1st of the month.)

Payment frequency:  Monthly

Bank routing/transfer number

Bank account number

Name(s) on bank account

Name of financial institution

Branch address

City State ZIP code

Branch telephone number (          )

Credit Card (Visa or MasterCard only)

Payment date:  1st of month

Payment frequency: c  Monthly    c  Quarterly

Cardholder name

Cardholder billing address Apt. No.

City State ZIP code

Credit card number

Card type:  c Visa   c MasterCard Expiration date (mm/yyyy) ___/_______

If paying first month’s dues/premium by credit card, the estimated first month’s payment is:*  $ ________
*	� This is only an estimate of monthly dues/premium. Blue Shield will provide notice of actual monthly dues/premium if my application for coverage is accepted. All dues/

premium must be received prior to the original effective date for coverage to be in effect.

C12900-RD (5/11) 	 Application for Blue Shield Individual and Family Health Plans      19 



C
12

90
0

-R
D

-P
R 

(1
0/

11
)

Authorization and Signature(s)

Automatic Payment by debit from checking/savings account:
I authorize my plan, Blue Shield of California or Blue Shield of California Life & Health Insurance Company (“Blue Shield”), to initiate debits (and/or make 
corrections to previous debits, as necessary) to the bank account identified on this form on the payment date (or within 1 to 2 days before or after the 
payment date) and with the frequency set forth above for the purpose of payment of the monthly dues/premium owed for myself and any family members 
covered by Blue Shield. I also authorize my financial institution to reduce the balance of my account by the amount of such debits (and/or corrections to 
previous debits). I will maintain sufficient collected funds in my account for the full amount of each payment. If the automatic debit transaction ever fails (e.g., 
no funds are available), Blue Shield will mail a bill to me at my address on record and I will be responsible for making my payment by check or money order, 
along with a return item service charge. 

Automatic Payment by credit card:
I authorize my plan, Blue Shield of California or Blue Shield of California Life & Health Insurance Company (“Blue Shield”), to charge (and/or apply credits, if 
correcting errors to previous charges) the credit card identified on this form on the payment date (or within 1 to 2 days before or after the payment date) and 
with the frequency set forth above for the purpose of payment of the monthly dues/premium owed for myself and any family members covered by Blue Shield. 
If the credit card transaction ever fails (e.g., over limit, expired), Blue Shield will mail a bill to me to my address on record and I will be responsible for making 
my payment by check or money order.

Additional information if paying first month’s dues/premium only by credit card: 
If only the first month’s dues/premium box is checked, this authorization is only valid to charge the first month’s dues/premium owed to Blue Shield. I under-
stand my credit card will be charged for the estimated first month’s dues/premium immediately upon receipt of my application; however, this payment does 
not constitute approval of my application, and if my application is accepted, a different rate may apply. If I am accepted at a different rate, the difference in 
dues/premium must be paid prior to the original effective date of coverage. Blue Shield will not automatically charge the difference in rate owed to the credit 
card without a separate authorization from the applicant.

Notice to Change/Cancel Required:
I will continue to be debited/charged the amount of dues/premium owed until I cancel this Automatic Payment authorization upon at least 10 calendar days 
notice before a debit/charge is to occur. To cancel this automatic payment authorization, or if there are changes to my account being debited/charged, I must 
contact Customer Service at (800) 431-2809. Blue Shield may cancel this authorization at any time upon notice to me.

By signing below, I agree to the terms and conditions of this authorization form (if the bank account is a joint account, all accountholders must sign) and I acknowledge 
that I have received a copy of this form. I acknowledge that all payment transactions must comply with the provisions of U.S. law. I will make payments by check or 
money order until my automatic payment service has been activated.

Signature Print Name

_____   _____   _____   –   _____   _____   –   _____   _____   _____   _____ ______/______/___________
Social Security number Date

Signature Print Name

_____   _____   _____   –   _____   _____   –   _____   _____   _____   _____ ______/______/___________
Social Security number Date
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