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PLEASE TYPE or PRINT CLEARLY Medica Prelude®™
USING BLUE OR BLACK INK APPLICATION FORM

A. APPLICANT INFORMATION

1) Applicant’s Name (Last, First, Middle) 2) Applicant’s Birth Date 3) Sex 4) Marital Status
Q Male O Single U Married
0 Female | Q Widowed U Divorced 1 Separated

Parent/guardian (only if applying on bebalf of a minor) Email address (by providing you agree that Medica may send you e-mails)
5) Applicant's Home Address — Street City State ZIP County

6) Applicant’s Social Security Number 7) Home Telephone Number | 8) Work/Cellular Telephone Number
RN w0 I I (O N

9) Reason for Application (complete one):
O Iam a new applicant. QO Iam reapplying for Medica Prelude coverage.
[ am currently covered under I.D. number . ... . ... [ I I T I O O

B. DEPENDENT INFORMATION

1) List each family member for whom application is being made. (Attach additional sheets if needed.)

Social Relationship Birth Date
Full Name Security Number to Applicant Sex mo/day/yr

M F

C. BENEFIT SELECTION AND PAYMENT

1) Policy Term (check one): 2) Deductible Amount (check one): 3) Amount paid with application
(Full imyment
0 30 days 0 60 days 090 days| O $1,000 4 $1,500 Q4 $2,000 Q $2,500 must be submitted or policy will not be issued.)
4) Requested Effective Date (mo/daylyr): (Medica will notify you as to the effective date. The effective date is the day we receive

the application in our office, or the requested effective date, whichever is later provided the effective date is no more than 60 days beyond the signature date.)

D. ELIGIBILITY QUESTIONS

1) Will any person to be insured have other health care insurance coverage in force during the period for which coverage

I TeqUESTEA? . o oot dYes O No
2) Has any person applying for coverage ever been declined for insurance by any health carrier? ................... ... dYes U No
3) Is any person applying for coverage currently pregnant? .. ...... ... ... OYes U No
4) Does any person applying for coverage anticipate the addition of dependents through birth or adoption? ............. UYes O No
5) Is any person applying for coverage currently confined to or in any health care facilicy? ......... ... ... . ... ... OYes O No
6) Has any person applying for coverage been a resident and citizen of the United States for less than two years? ......... UYes U No
7) Does any person applying for coverage plan to reside outside of South Dakota for the duration of coverage? ........... UYes U No

8) Within the past 10 years, has any person applying for coverage ever had any diagnosis of, received treatment for, or

consulted with a medical provider concerning any heart disorders, kidney disorders, liver disorders, lung disorders,

stroke, cancer, diabetes, alcoholism or abuse, or chemical dependency orabuse? .......... ... .. .. .o L dYes O No
9) Within the past 10 years, has any person applying for coverage had any diagnosis of or received treatment for any

immune deficiency disorder by a medical provider? ....... ... .. OYes U No

IF YOU ANSWER “YES” TO ANY QUESTIONS IN SECTION D, THE POLICY WILL NOT BE ISSUED.
IFB6258-10611



E. AUTHORIZATION & REPRESENTATION - Read this section, date and sign the application.
TO BE SIGNED BY APPLICANTS:

I represent that the information provided herein is true and complete to the best of my knowledge and belief. I understand that Medica may rescind coverage
back to the effective date of coverage for fraud and intentional material misrepresentation.

[ authorize any hospital, clinic, institution, physician, insurance company, Intelliscript or other organization, institution or person to give Medica or any of its
designees any and all records of information pertaining to medical history or services rendered to Us including, but not limited to, information relating to any
Medica records or medical insurance claims, consultations or treatments; outpatient or inpatient hospital services; prescription information and lab work.

[ understand that:
1. This information will be used for enrollment or eligibility for benefits;
2. Medica may re-disclose the information without authorization as permitted by law, which means it may no longer be protected by privacy rules;

3. I may revoke this authorization in writing. Revocation will not affect any actions taken by Medica prior to Medicas receipt of the revocation. Unless revoked,
this authorization will remain in effect for the term of my coverage;

4. T have the right to see and correct my personal information in accordance with the law;
5.1 have the right to review Medica’s Privacy Notice before signing this application and to request a copy at any time.

6. I authorize Medica to release information related to my Medica enrollment (including information from my medical records) to my insurance broker should
I choose to name one. This includes information related to any applicant listed within this application.

7. For individuals, if approved for coverage, a pre-existing condition limitation will apply.

Please keep a copy of your completed application for your records. If you are approved for coverage, this copy will become a part of your contract.

Signature of Applicant Date Signature of Spouse or Other Insured Date
(If proposed to be insured)

Please provide signature below if the Primary
Signature(s) of Other Dependents 18 or Over Date Applicant is under age 18:
(If proposed to be insured)

Signature of Guarantor, Parent Date
or Legal Guardian

F. AGENTS

Application was completed by U applicant 1 agent. I certify that I have reviewed this application. If this application was completed by agent,
agent certifies that he/she personally completed this application, that each question was asked separately, that the answers recorded in this application
are complete and accurate as given.

X ( )
Agent’s Signature Print Agent’s Name & Number Agent’s Phone Number Date

G. FOR OFFICE USE ONLY
Date Received Plan Code Effective Date Term Date Payment ID Amount

A person who submits an application or files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.



MEDICA.

Mail Route CP312
PO Box 9310, Minneapolis, MN 55440-9310

© 2011 Medica. Medica® is a registered service mark of Medica Health Plans. “Medica” refers to the
family of health plan businesses that includes Medica Health Plans, Medica Health Plans of Wisconsin,
Medica Insurance Company, Medica Self-Insured, and Medica Health Management, LLC.

Medica Prelude™ is a service mark of Medica Health Plans.
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