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Lovelace iPlan Enroliment Application :

ENROLLMENT APPLICATION

» This Application is a legal document and becomes part of the Contract. Be sure to answer each question completely
and thoroughly.

+ All legal-age Applicants, and a parent/legal guardian of any minor child Applicant(s), must personally sign and date this
Application. Questions must be answered with complete details given for any “yes” answers, where indicated. If
applying for child coverage only, provide the child’s information in the “Primary Applicant” section of this Application,
and provide the parent/legal guardian’s information in the “Individual Plan for Children Only” section.

» This Application must be completed with black or blue ink only. Please print legibly. lllegible or incomplete Applications,
or Applications completed in pencil or erasable ink will be returned. Changes or corrections to this Application must be
made by striking out the change/mistake with a single line, then writing the correction nearby and initialing the change.
Applications containing correction tape or fluid will be returned.

Any person who knowingly presents false information in an application for insurance is guilty of a crime and may
be subject to civil fines and criminal penalties. In signing this application, | understand and agree that Lovelace
Insurance Company may rescind coverage or terminate a member for any type of fraudulent activity, such as
material misrepresentation of medical history or of eligibility for coverage.

SECTION I. PERSONS APPLYING FOR COVERAGE

All Applicants listed on this Application must reside at the same residential address listed below. Any Applicant with a
different residential address must complete a separate Application. If applying for child coverage only, please list the
child(ren)’s information in this section and your information in the “Individual Plan for Children Only” section.

Are you age 65 or older? [JYes[INo

Have you previously applied for the Lovelace Individual Plan? [] Yes[INo If so, when?

NOTE: Applicants who are age 65 or older are not eligible to enroll in the Lovelace Individual Plan, however, you may be
eligible to enroll in the Lovelace Senior Plan. Please call 505.727.5300 or 800.262.3757 to obtain enrollment information.

PRIMARY APPLICANT

Last Name First Name MI Date of Birth (mo/day/yr)

Social Security # Gender(JM[JF Height (ft., in.) Weight (Ibs.)

Marital Status: [Married [single CIbivorced [ Legally Separated

Physical Address: Apt.#

City: County: State: Zip Code:

EMail: | [ [ [0ttt ittt gy
Mailing Address (if different from Physical Address): Apt.#

City: County: State: Zip Code:

Home Telephone #: (__) Business Telephone #: (__) Cellular Telephone #: (__)
Requested Effective Date (Please note, actual effective date may be different)

Lovelace coverage is only effective the 1st or 15th of the month following approval. The applicant should not cancel
current coverage until notification has been received that coverage has been accepted.

Please indicate how you would like to receive your quote: [0 E-Mail (preferred) [ Mail @ Fax (__)
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ELIGIBILITY REQUIREMENTS

Are you a United States citizen? O Yes O No If no, are you a lawful resident of the state of New Mexico? OYes ONo

Are you a permanent resident of the state of New Mexico? O Yes [ONo
Have you been a permanent resident of New Mexico for at least six (6) months? O YesOd No
Are any applicants citizens of a country other than the United States? O Yes[ONo

Employer Sponsored Coverage

The Lovelace iPlan provides a coverage option for individuals. It is not employer-sponsored group coverage or meant to
be a replacement for employer-sponsored group coverage. Premiums for the Lovelace iPlan are the full responsibility of
the applicant/insured. An employer may not contribute any portion of the premium for Lovelace iPlan coverage directly to
Lovelace Insurance Company.

Coverage for Primary Applicant and/or Dependents

Legal dependent(s) who are also students out-of-state may apply for and retain coverage as long as New Mexico remains
their state of residency. Applicant must live in the State of New Mexico, and must have lived in the State of New Mexico
for at least six months to be eligible to apply for coverage. Please be aware that claims for out-of-state student
Dependents may be paid at a reduced benefit level (e.g., out of network).

OTHER APPLICANTS YOU WISH TO COVER

Complete the following information for each of your family members applying for coverage. If applicable, court-ordered
legal guardianship papers must be provided at the time of application.

Relationship
Last Name, First Name, Ml to Primary Date of Birth Gender Social Security # Height | Weight
Applicant

INDIVIDUAL PLAN FOR CHILDREN ONLY - If applying for child-only coverage (no adult application), the Application
must be completed by the child’s Legal Parent or Legal Guardian.

NOTE: Lovelace Insurance Company holds an annual open enrollment period for children under age 19 during the month of July for
an August, September or October effective date of coverage. We will only accept applications for children under age 19 during that
time.

| am the child’s: [JLegal Parent[ Legal Guardian (Please attach copies of guardianship documents with submission of Application)

Legal Parent/Legal Guardian

Last Name First Name MI:

Home Telephone #: (_) Business Telephone #: (_) Cellular Telephone #: (__)

Mailing Address: Apt. #_
City: State: Zip Code:

S 1 I I e . I I
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ADDITIONAL INFORMATION

What is your occupation? Employer:

Time with Employer years months

Are you currently receiving Social Security Disability, Medicare, Medicaid or other government program benefits, or
unable to work due to disability or receiving Workers’ Compensation or disability income benefits due to sickness or
injury?

OOYesd No If yes, provide details:

Are you currently covered by any health insurance carrier? O YesONo

If yes, do you intend to keep this coverage if accepted for this plan? O YesO No
If yes, Please complete the following:

Person covered: Carrier Name:
Type of Coverage (i.e. Individual, Group, Conversion, COBRA, Medicare, Medicaid, NMMIP, NMHIA):

Have you or any family members listed on this Application ever been denied, charged an extra premium for, rescinded,
cancelled, or had an exclusionary rider applied to health insurance? O Yes[No

If “yes”, please provide name of insurance carrier and explain:

Where did you hear about the Lovelace Individual Plan?
[0 TV O Radio [ Billboard [ Newspaper O Direct Mail (0 Broker [J Doctor [ Other

Are you currently working with a broker? (1 Yes[ONo  If yes, who?
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SECTION II: HEALTH QUESTIONNAIRE — must be completed for each individual applying for coverage.

Pre-Existing Condition Limitations apply to this plan for applicants age 19 and older. Both disclosed and non-disclosed
preexisting conditions will be denied for the first 6 months of coverage after issue, unless the applicant has prior creditable
coverage.

PLEASE NOTE: In addition to completing the questions below, we may require a telephone interview. Please indicate the
best time to contact an adult applicant for the interview. 08-10 am O 10am-12pm O 12-2pm [0 2-4pm
Phone Number: ()

Do you speak English? Se habla Ingles? [J Yes [ No If not, please indicate language preference:

The information provided in this Health Questionnaire is used to evaluate the medical risk of each individual Applicant and
is used in accordance with Lovelace Insurance Company’s Underwriting Guidelines. Omissions of medical information
and/or misstatements of medical information, which is material to the underwriting decision, may result in rescission of
your coverage.

Acceptance or denial of an Application is based on each individual. This Health Questionnaire shall become part of the
contract between each member and Lovelace Insurance Company. If one individual is denied, other members of the
family may still be accepted.

DIRECTIONS: Please check YES or NO for each condition. If you answer YES to any condition on this page,
please provide complete details in the Details of Medical History section. In the past ten years, have YOU, your
SPOUSE, or any DEPENDENT that you are enrolling on the plan been treated for, diagnosed as having, been
hospitalized, had surgery for, been recommended for future surgery, received diagnostic testing or medical
treatment for any of the following conditions:

CONDITION YES NO CONDITION YES NO CONDITION YES NO
Acid Reflux O O Bipolar disorder O O Chest pains O O
Acne O O Blindness O 0 Chiropractic O O
AIDS Related manipulation therapy
Complex (ARC) = O Blood clot = = Chronic diarrhea O O
; Blood disord i~ fati
powen 3D pmEm DL gmemee oo
Allergies O O system or neurological - - Chronic Obstructive O O
Anemia O O disorder Pulmonary Disease
Aneurvsm O O Breast nodule or cyst ] O (COPD)
Y Bronchitis Circulatory disease O O
Angioplasty O O O O . .
Buni Cirrhosis O O
Anxiety oo e 0O Colitis o O
Any other disorder of 0 Bursitis O O . _
the genital or Bypass O O Congenital abnormality [ |
reproductive system o Connective tissue O =
Apnea O Cancer (In lifetime) O | disorder
Aquired Immune m S;nrgracl)ggnel O O Counseling O 0
Deficiency Syndrome _ ;
(AIDS) Cataracts O O Cystic fibrosis O O
Arrhythmia O O Central or peripheral 0 O Cystocele 0 0
. nervous system Degenerative disc 0 O
Arthritis O O disorder disorder
Asthma O O g?g'?:'chlfcﬂlas'a O O Depression O O
Attention deficit o i :
\ O O dysplasia, circle type and Deviated septum
disorder indicate the date of your ) U -
Autism spectrum 0 O last normal Pap Diabetes O O
disorder test_ Digestive or O m
Autoimmune disorder [ O * Atypical Squamous gastrointestinal system
) * Squamous, low disorder
Back pain O O grade . Disease of the 0
Barrett’s disease = O * Squamous, high esophagus
) grade Disease or disorder of 0
Basal cell carcinoma [ O * Glandular the pancreas, liver or O
Behavioral disorder 0 0O Chemical imbalance O O gallbladder
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CONDITION
Disorder of the breast

Diverticular disease
Downs Syndrome
Drug use

Eating disorder

Elevated blood sugar
Elevated liver function
tests

Elevated prostate
specific antigen (PSA)
Emotional disorder
Emphysema

Endocrine, pituitary,
growth, metabolic or
adrenal disorder

Endometriosis

Enlarged lymph
node(s)

Epilepsy or seizure
disorder

Erectile dysfunction

Eye, ear, nose or
throat disorder
Fibrocystic breast
disease

Fibroid or uterine
tumor

Fibromyalgia
Fixation device

Gall Stones

Gastric or weight loss
surgery
Gastroesophageal
reflux (GERD)

Genital warts
Glaucoma

Glucose intolerance
Goiter

Gout

Graves’ disease
Growth or polyp

Gynecomastia
Head injury or
concussion
Headaches

Hearing loss

Heart attack

Heart disease (In
lifetime)

Heart murmur

YES

o000 o ooooooao

0 o000 ooooobobooQ0 Oooooo oo oo o oao

zZ
O

o000 o ooooooao

0 o000 ooooobobooQ0 Oooooo oo oo o oao

CONDITION
Hemangioma
Hemophilia
Hemorrhoids
Hepatitis
Hernia

Herniated, bulged,
ruptured, protruded or
slipped disc

Herpes

High cholesterol and/or

triglycerides

If yes, provide the date
and results of the most
recent testing

*HDL

* Triglycerides

* Total Cholesterol

Hormone Replacement

Therapy

Human
Immunodefiency Virus
(HIV)

Human Papillomavirus
(HPV)

Hypertension (High
blood pressure)

If yes, provide 3 readings
and their dates within the
last year

Hyperthyroidism
Hypothyroidism
Immune System
Disorder

Infection or disorder of
the urinary tract,
bladder, kidneys or
prostate

Infertility,
endometriosis

Injury to the knees,
shoulders, jaw,
muscles or joints

Injury, disease or
disorder of the back,
neck or spine

Insulin resistance
Irregular heartbeat
Joint replacement
Keratoconus
Keratosis

Kidney stones

Leukemia

YES

O Ooo0oo0oooao

|

|

|

|

Oo0oo0ooooao

Ooo0ooooao

o O

a

a

Oo0oo0ooooao

CONDITION
Lung disorder

Lesions of the skin or
mouth

Lupus

Macular degeneration
Malignant melanoma
Marital therapy
Mental disorder
Mental retardation
Migraines

Mitral valve prolapse
Multiple sclerosis
Neurofibromatosis

Neuropathy

Organ, tissue or bone
marrow transplant

Osteoarthritis

Osteoporosis,
osteopenia

Ovarian cyst
Pacemaker
Palpitations
Pancreatitis

Paralysis

Pervasive development

disorder

Physical therapy
Pinched nerve
Pneumonia
Prostate disorder

Prosthesis

Prosthetic device
(including but not limited
to pins, plates, screws,
rods, wires, joint
replacement, or implants,
including breast implants)

Psoriasis
Psoriatic arthritis
Rectal disorder
Rectocele

Respiratory disease

Respiratory or lung
disorders

Rheumatoid arthritis

Sexually transmitted
disease

Shortness of breath

YES

OO0 0O Obbobooooooooo oo

O0Oo0Oo0oagaod Ooo0oooao

Ooooooao

o d

O0o0ooogad Ooooooao DDDDDDDDDDDDDDDD%

Ooooooao

o ad
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CONDITION YES NO CONDITION YES NO CONDITION YES NO
Shl{m or monitoring 0O 0O Systemic disease(s) [ 0O Tumor or cyst O O
evice
L Temporomandibular O O Ulcer O O

Sinustts - - joint dysfunction Ulcerative colitis

Skin disorder O O (TMJ) = =

Speech disorder 0 0 Thyroid disorder, O O Urinary incontinence O O
including nodules .

Spider veins 0 0 Urinary reflux 0 0

) . Tobacco products use [ O Valve replacement

Spinal disorder O | in the past 24 months P u .

Stent 0 0 (any form) Varicose veins 0 0

Stroke 0 0 Transient Ischemic 0O 0O Varicosities 0 0
Attack (TIA)

Substance Abuse O O .
Tuberculosis O O

Is any applicant currently pregnant or an expectant parent, or in the process of adopting a child? OYes ONo

If yes, who?: Due date, if pregnant:

Were previous pregnancies, if any, complicated or high risk? OYes ONo

Is any female applicant currently using any form of birth control? OYes ONo

If yes, what form of birth control?

Has any applicant been prescribed or taken any prescription medications in the last 12 months for an illness other than
the common cold or flu, or to prevent pregnhancy, that has not been otherwise indicated on this application?  OYes CONo

Has any applicant had or been advised to have an operation, surgical procedure or additional tests performed, or been
advised to have counseling or therapy in the future? OYes ONo

Has anyone applying for coverage been seen by or consulted by a doctor, or any other person providing health care
services or had any sign of any physical or mental disorder, symptoms, disease or defect or any other condition, injury, or

problems not listed on this application? OYes OONo

If yes, please provide details:
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SECTION llI: DETAILS OF MEDICAL HISTORY

If you answered “Yes” to ANY of the questions asked in the Health Questionnaire, please provide details using the

space below. Please use example below, as a guide. Attach and label another page if necessary.

Applicant Name | Condition or Date of Onset Date of Was recovery Testing, results, Date of last Testing/treating
Diagnosis Recovery (if complete? treatment, advice | treatment (if physician
applicable) given and applicable)
medications
prescribed
Use of inhaler Dr. Smith,
Check up daily; Advair Internal
Trudy Asthma 3/2000 9/2010 Yes 10mg twice 8/2010 Medicine®
per day Albuquerque
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SECTION IV: AUTHORIZATION AGREEMENT FOR PRE-ARRANCGED PAYMENTS

Payment for All Applicants listed on this Application must be drawn from the same account. Any Applicant wishing to use
a different routing or account number must complete a separate Application. This information will be necessary at the time of
rate offer and acceptance.

SECTION V: REPRESENTATIONS, ACKNOWLEDGEMENTS, AND AUTHORIZATIONS

| hereby consent, to the extent permitted by applicable law, to the release of or use of my Individually Identifiable Health
Information (“Confidential Health Information”) by any person or entity including, without limitation, practitioners,
pharmacies or pharmacy benefit managers, providers, and insurance companies to Lovelace Insurance Company or its
designees for any permitted purpose, including but not limited to insurance eligibility, quality assurance, utilization review,
processing of claims, financial audits or other purposes related to the treatment, payment or healthcare operations
activities of Lovelace Insurance Company. | understand that it may be necessary for the parties administering the plan in
which | am enrolling to obtain and/or provide to others my Confidential Health Information. Therefore:

1. | authorize any person or entity having my Confidential Health Information to provide any such Confidential Health
Information upon request to Lovelace and its participating providers, or any entity performing a service for the purpose
of eligibility determination under the plan, the administration of the plan, the performance of any Lovelace program or
operation or assessing of health care services and supplies.

2. | authorize Lovelace to disclose any Confidential Health Information to any person, company or entity when it
determines that such disclosure is necessary or appropriate for the administration of the Plan, the performance of
Lovelace programs or operations, assessing quality and accessibility of health care services and supplies, or reporting
to third parties involved in plan administration.

3. lunderstand that authorizing this disclosure of this Confidential Health Information is voluntary. | can refuse to sign this
authorization, however, | understand that in not doing so may delay or inhibit the processing of this Application.

4. | am making this authorization for myself and/or as a legal guardian of a minor child(ren). | understand that this
authorization will remain in effect until | send a written notice revoking authorization to Lovelace. This authorization
may be relied upon by Lovelace and other parties until revoked or expired after twenty-four (24) months from the date
this Application was received by Lovelace. | understand that any revocation will not be effective for any information
disclosed upon previous release of this authorization.

5. I understand that any information that is disclosed pursuant to this authorization may no longer be covered by federal
rules governing privacy and confidentiality of health information.

6. | understand and acknowledge that an agent for the Company has no authority to waive any requirements set out in
this application. | am not entitled to rely upon any representation or statements that contradict any wording found in this
application.

Applicants may revoke this authorization by writing to:

Lovelace Insurance Company
HIPAA Privacy Officer

4101 Indian School Rd, NE
Albuquerque, NM 87110

“Confidential Health Information” includes, with respect to me and/or a covered dependent/minor child, any medical,
dental, mental health, substance abuse, communicable disease, Acquired Immune Deficiency Syndrome (AIDS) and
Human Immunodeficiency Virus (HIV) related information and disability or employment related information.

“Lovelace” means Lovelace Insurance Company, its affiliates and subsidiaries, and other entities with whom Lovelace
Insurance Company has contracted to administer the coverage applied for herein.

| agree: By signing this Application, | understand and agree that | have read this Application thoroughly and have verified
the accuracy of all information contained herein, whether entered by me, my legal spouse or by my parent or legal
guardian.
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| hereby warrant and represent my current and continuing authority to act on behalf of myself and/or my legal dependent
child(ren) under age 18 with respect to every provision of the Agreement. All information on this Application is correct and
true. | understand that this information is the basis on which coverage is issued under the plan. | understand that if | or
any of my dependent(s) experience a change in health status after | complete this form or before my coverage
becomes effective, it is my responsibility to advise Lovelace Insurance Company prior to the effective date of
coverage. | understand that if approved, | will receive my Lovelace Individual Plan Evidence of Coverage and Summary
of Benefits, which contains the benefits, limitations and exclusions applicable to my health care plan. | further understand
that if approved, | will also receive my Member Agreement that will provide written confirmation of my membership in the
Individual Plan, details regarding my benefits, my effective date and anniversary date, the amount of my automatic
monthly premium deductions and other information.

| agree that | have read and understood all questions included on this application By signing below, | certify that the
answers provided are correct, complete and wholly true to the best of my knowledge and belief. | understand the
Company may reform or rescind the policy if the issuance thereof was based upon my misrepresentation to any
application question, including use of tobacco. | understand that | am entitled to a copy of this signed Application and may
contact Lovelace to obtain a copy. By completing this Application, | understand that | warrant and represent my current
and continuing authority to act on behalf of myself, my legal spouse and all legal dependent child(ren) under age 18 listed
above. Coverage is subject to preexisting condition exclusions, waiting periods, creditable coverage periods, and
affiliation periods as allowed by New Mexico law. Premium, price or charge differentials because of gender or age based
on objective, valid, and up-to-date statistical and actuarial data are not prohibited.

| certify that my employer is not paying for any portion of this premium now nor in the future, should coverage be offered.

This Application must be signed and dated within 90 days of requested effective date by all adult applicants including
yourself and your legal spouse and/or any dependent child(ren) age 18 or over. The parent/legal guardian must sign and
date the Application on behalf of any legally dependent child(ren) under age 18. Dependent adults age 19 and over must
submit a separate application.

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT
OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND
MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

Date:
Primary Applicant’s Signature
(and/or Parent /Legal Guardian for dependent child-under age 18)

Date:
Spouse Signature (required, if applicable)

Date:

Additional Applicants (18 year old dependent)
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To be completed by Broker who is licensed and appointed with Lovelace Insurance Company. Broker also must complete
Lovelace iPlan appointment paperwork.

Broker Name: Agency Name: Pay Broker Pay Agency
Broker Signature: Date:

BROKER ATTESTATION:

Have you reviewed this application to ensure that all required items have been completed? OYes ONo

To the best of your knowledge, are you aware of any information that would adversely affect any proposed insured’s

eligibility, acceptability or insurability that is not disclosed on this application? OYes [OONo
If yes, please explain.

Could all applicants read and understand the application written in English? If no, please explain. If a translator was used,
please provide the name of the translator.

| attest that this application is complete and accurate to the best of my knowledge. | have not advised the applicant to
withhold any information regarding their health status or diagnoses, and | have advised the applicant of the repercussions
of providing inaccurate or fraudulent information on this application. | am aware that if | have willfully represented material
to be true when | know it to be false, | may be subject to penalties or remedies as applicable under current law.

Broker Signature: Date:

RECEIVING YOUR QUOTE

Please indicate how you would like to receive your quote:

Broker E-mail (confirm e-mail address):

Broker Fax (list fax number):
Broker Address:

SUBMISSION OF THE APPLICATION
If using an insurance broker, please return this Application to your broker.

If not using an insurance broker, please mail, fax, or email this Application to:
Lovelace Insurance Company

Individual Plan Sales

4101 Indian School Road NE

Albuquerque, NM 87110

LHS.Underwriting@lovelace.com
Fax: 505.727.9522

For assistance, please call your broker or call Lovelace Insurance Company Individual Sales at 505.727.5482 or 877.232.1982.




Lovelace Questionnaire for Preferred Rating Status 1

Applicant Name: Date of Birth:
(Please print)

Spouse Name: Spouse Date of Birth:
(Please print)

Children are not eligible. Adult applicants who are tobacco users or whose medical history results in a premium surcharge are not eligible.
The answers to these questions will not in and of themselves automatically entitle the applicant to the preferred rates.

EVERY ADULT APPLYING FOR PREFERRED COVERAGE MUST COMPLETE THIS FORM.

Question Primary Spouse

1. Has the applicant had a complete physical exam within the last two years? Yes | No | Yes | No

2. Is the Applicant’s current weight below the minimum or above the maximum weight for their height in the
appropriate Build Chart below?

3. In the last two years, has the applicant used tobacco products in any form, or participated in the use of illegal
drugs?

4. In the last two years, has the applicant been treated for elevated blood pressure or had a blood pressure reading
in excess of 140/90?

5. In the last two years, has the applicant been treated for elevated lipids or had a cholesterol reading above 220 or
a cholesterol/HDL ratio above 3.5?

6. In the last 12 months, has the applicant taken or been prescribed prescription medication for the treatment of an
ongoing medical condition?

7. In the last two years, has the applicant had any drug, DUI or reckless driving convictions?

8. In the last two years, has the applicant participated in hazardous activities such as, but not limited to, organized
motor vehicle racing, skydiving, hang gliding, base jumping, rock climbing or rodeo participating (amateur or
recreational)? If yes, what activity?

FEMALE* MALE*
HEIGHT Minimum Weight |Maximum Weight [HEIGHT | Minimum Weight | Maximum Weight

_ _ 410 90 129 411" 99 139
Applicant Signature Date

411" 94 134 50 102 143

50 97 138 51 106 148

Applicant Driver’s License Number State 51" 100 143 50 109 153

52" 103 148 53 113 158

OR, No license O 53 107 152 54 116 163

54 110 157 55" 120 168

55" 114 162 56" 123 173

Spouse Signature Date 56" 17 167 57 127 179

57" 121 172 58" 130 184

Spouse Driver’s License Number State 58 125 7 59 135 189

59 128 183 510" 139 195

OR, No license O 510" 132 188 511" 143 200

511" 136 193 60 147 206

60" 140 199 61 151 212

- - 61" 144 204 62 155 218
Licensed Agent Signature Date

62" 148 210 63 160 224

63" 152 216 64" 164 230

64" 156 222 65 168 236

66" 173 242

67 177 248

68" 182 254
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