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Enclose_\d is the PacifiCare PPO application you requested. To avoid unnecessary
delays in the underwriting process, please be sure to complete the application in full.
The following tips may help you:

1.

Read and Sign the enclosed “Health Insurance Application Disclosure
Statement/Acknowledgement”.  This document must be included with your
application to ensure prompt processing.

On the Enroliment Application Form please complete all applicant, plan and payment
information, choosing PPO Plan 1, Plan 2, Plan 3 or the new SDHP. Complete
pages 3 and 4, answering all health questions and giving details to any questions
you answered “yes” to.

Please sign and date at the bottom of page 5.
You may choose make your monthly premium payments using their EZ Pay
Program. The authorization form is included and will require a voided check for the

checking account you authorize.

Please also submit the first month’s premium, payable to “Pacificare”, by check or
money order or complete the credit card payment authorization.

Once your application is received, the review process normally takes 4 to 6 weeks. |f
medical records are requested, the review process will be slightly longer. Rates are
subject to change, based on review of Pacificare’s underwriting guidelines

Please mail the application, along with your first month’s premium, to our address as
listed below or use the postage paid envelope that has been included. If you have
made your initial payment by credit card, you can fax your application to 201.1326.
Please give us a call at 686.6010 with any questions.

One E Liberty, 6t Reno, NV 89504 e (775) 686.6010 e Fax (775) 201.1326
www.nevadabenefits.com e Nevada License # 6266

® Copyright 2004 Nevada Benefits Corp. All rights reserved Reproduction in any form without express written consent is strictly prohibited



PacifiCare SignatureFreedom* a fully insured self directed
health plan for those who want real freedom of choice.

PacifiCare Signaturckreedom™ Self Direcled Health Plan The Self Directed Account gives today’s health
(SDHP) is a simple plan design, similar 1o a traditional PPO - care consumers real freedom
participants pay an annual deductible before the plan covers ]

their health carc expenses. The key difference is that covered With Pac'ﬁc_‘m‘ Signarurelireedom, plan parlicipants can go
persons reecive a Self Directed Account (SDA)Y, which provides to any prowcleir for scrvices covered by the SDA. If they
first-dollar coverage for a select set of services. choose a provider [rom IFacifiCare’s extensive plan provider

nerwork, they often pay lower, PacifiCare-negotiated rates.

PacifiCare SignatureFreedom™ Plan Design Sample’ Here are just a few examples of the services included (but

: ; not limited) o the SDA:
Self Directed Account (SDA)

= Physician office visits

$250/ - . $500/
Calendar Quarter Calendar Quarter
Individuat only Family

= Covered diagnosric X-ray and lab services

® Preventive care for children with immuanizations
(through age L®)

= Mammeography screening

® Breast and pelvic exams

= Prostate cancer screening

= Periodic health evaluations

services not covered by the SDA include (and are not
limited to) such expenses as hospitalizalion and ourpatient
surgery, prescription drug benefits, emergency room
services, and nontraditional medical expenses including
acupuncture and infertility services.

Unused portions of the SDA can be rolled over,
quarter after quarter.

The 8DA's rollover feature allows covered persons Lo “save”
the unused SDA halance by rolling it over to the next
PacifiCare SignatureFreedom plans are underwritten by quarter. And they can continue to roll over the remaining
PacifiCare Life Assurance Company. balance, gquarter after quarter. This allows them to save
funds for health care expenses while encouraging them to
make smarter choices about their care. The unused SDA

Choice with added security. Perfect for today’
Y day’s balance is forfeited only il the policy is terminared.

health care consumer.
Il a participant depletes his or her SDA, the PacifiCare
SignuaturcFreedom plan defaults to a high-deducrible PPO
plan. A portion of the yearly deductible for their PO plan
may have already been satisficd through their SDA.

If a participant requires services that are not covered by
the SDA (such as inpatienl surgery or CImergency room
services), he or she will need o meel the applicable PPO
deductible.

Once the remaining portion of the deductible not covered
by the SDA is satistied, a participant can take advantage of
the coverage afforded by the coinsurance portion of the
plan. Even if the PPO deductible has been met, there may
be funds available in their SDA for SDA-eligible coinsurance
expenses.

*This is merely a summmary, and the Pelicy and Sehedule of Benefits need o
be relerenced lor specilic detulls of conditions, lunitticns and exclusious.
Premium will vary depending on the age and gender of cthe enrollee.




Questions & Answers about the
PacifiCare SignatureFreedom™ Plan?

What is the Self Directed Account (SDA)?

The SDA can be used to pay for specified eligible medical plan
expenses {rom the beginning of your coverage. The SDA is
available (o satisfy part of the annual PPO deductible. The
amount of the SDA is disclosci in the Scbedule of Benefits.

What are the PPO benefits under the PacifiCare
SignatureFreedom plan?
PacitiCare PPO benefits work just like those of any other PPO
plan. The covered person can see any physician or specialist
but may enjoy greater benefits by sceing participating
providers who have contracted with PacifiCare to provide
services at prencgotiated rates.

What are the Prescription Drug benefits under

this plan?
The covered person must satisfy a $250 deductible, but then
has prescription coverage at the following copayment
amounts: $15 gencric, $40 brand and $60 non-Formulary.

What will the covered person have to pay for?

Here are a few scenarios where a covered person will pay
for services:

1. The SDA bas not beernt used, covered berson bas not
met the plan year deductible, and the covered person
is visiting his or ber physiciar for a routine check-up.
In this scenario, the covered person would not be
responsible for paying as long as the cost of the office
visit does not exceed the amount of the SDA balance.
The cost of the visit will be deducted from the SDA,
and the same amount would be subtracred from the
Deductible.

2. the covered person bas used all the funds available
in the SDA (the balance of the SDA is zeru) and bas
not met the plan year deductible. In this scenario,
the covered person would be responsible for paying
the difference between the amount of the annual
deducrible and the amount already satisfied by the
SDA. ‘T'he annual deductible must be met before the
coinsurance would apply.

3. The SDA balance is zero and the covered person bas
met the plan year deductible. In this scenario, the
covered person would be responsible for paying his
or her share of the coinsurance as specified in the
PacifiCare PPO Schedule of Benefits.

4. The SDA has not been used, the covered person bas
not met the plan year deductible, and the covered
person is bospitalized for surgery. In this scenario, the
covered person would pay up to the annual deductible

amouni beeause hospitalization is not covered by the
SDA. The plan then begins paying a percentage of the
covered expensc under the PacifiCare PPO benefits.
The funds in the SDA are still available 1o the insured
for eligible expenscs.

How does the SignatureFreedom plan pay claims
for health care services?

Once the covered person has received health care from a
participating or non-participating provider, the health carc
provider bills the plan for the cost of services. Once the bill
is received by the plan and the SDA is revicwed, the claim
will be paid as follows:

1. If the service iy covered by the SDA and the covered
person bas enough funds in the SDA to cuver the bill,
it is paid in full by the SDA for in-network services and
100% of usual and customary/limited fee schedule for
out-of-network services. The covered person will owe
nothing for in-network services; they are responsible
for amounts above usual and customary/limited fee
schedule for out-of-network services.

2. If the service is covered by the SDA but the covered
Derson doesn’t bave enough funds in the SDA ro cover
the Bill, the plan pays up to the amount left in the
SDA. At this point, the covered person is responsible
for the rest of the health care expenses until his or
her portion of the annual deductible is met.

3. If the service is not covered by the SDA, the covered
person is responsible for the health care expenses
until he or she satisfies the annual deductible.

Once the PPO annual deductible has been satisfied, the bill
will he paid at the PPO coinsurance level.

1. If the covered person still bas funds avatlable in their
SDA after the annual deductible has been met, the SDA
will pay the covered person’s share of the coinsurance
for the specified eligible medical expenses until the
SDA is exhausted.

2. If the covered person does not bave furds available in
the SDA, he or she pays a share of the PacifiCare PPO
coinsurance up to the annual coinsurance maximum.

Will a member ever have to pay out-of-pocket for
services that are applicable to the SDA?

It is possible that a provider may require a participant to pay
out-of-pocket for services that gualify for SDA funds. If this
occurs, the participant should save his or her receipr and
contact customer service for retmbursement.

Administration of self-funded and insured Self Directed Health Plans are provided by PacifiCare Health Plan Administrators, Inc.
and Synertech Health Systems Solutions, LLC. *The PacifiCarc SignarureFreedom Plan is an accident and siclaiess insurance policy.
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Self Directed Account (SDA) Covered Services Summary

The following, is a summary of SDA covered and non- refers a participant to a [acility or hospital for SDA-eligible
covered services. Please note, this is not a complete list. Refer  radiology, laboratory, pathology or diagnostic tests, the
o the Schedule of Benefiss and Certificate for addirional plan scrvices will be covered by the SDA. Fligible services covered
information, including exclusions and limitations. by the SDA apply to the deductible. Participants and
SDA covered services are made up of a compilation of providers may call Customer Setvice to determine if a
services commonly performed during a routine office visir, specific service code iy payable under the SIDA or if ic is
subject to a proprictary medical coding table. If a physician  subject to deductible and coinsurance.
SDA Covered Services
» Annual physical exams = Office pathology and laboratory
= Immunizations and injections (excluding allergy s Office radiology, including, but noet Limited to:
injections) - Mammograms
» Office-hased diagnoslic procedures, including, but - X-rays
not limited to: s Physician consultations
- Ambul_atory blooc! pressure monitoring, w Physician home visits
recording, analysis = Physician office visits
- Electrocardiograms = Well-Baby
- Eye retractions and exams _ = Well-Child
- Metabolic panel, basic and comprehensive x Well-Woman

- Muscic and range-of-motion testing
- Pacemaker analysis

- Pap smears

- Prostate exams

- Sigmoidoscopy

- Vascular and breathing analysis

Nan-Covered Services Under the SDA

= Allergy injections s Maternity care
» Allergy testing [skin, eye, nose, lood, etc.) = Mental health-related visits
« Ambulance = Oxygen
= Antigen therapy and immunothcrapy services » Physician services [other than physician
s Chemical dependency visits office visits)
= Chiropractic services = Prosthetic devices
» Colenoscopy [except for qualified individuals as part » Rehabilitative services
of a Calorectal Cancer Screening] = Sterilization
» Durable medical equipment = Surgical procedures
= Electroencephalogram [EEG) = Therapeutic services
= Emergency room m Transplants
» Haospital and facility services » Urgent care facility services

Indemnity insurance products (including PPO products) offered in California are underwritten by PacifiCare Life and Health Insurance
Compuny. [ndemnity insurance products (including PPO products) offered in Arizona, Colorade, Nevada, Washingron, Oregon, Texas
and Oklahoma are underwritten by PacifiCare Life Assurance Company.

Customer Service:
PacifiCare Health Plan Administrators 866-867-0700 ©2004 by PacifiCare Health Systems, Inc.
PO. Box 69312 B66-867-0701 (TDHI) CM-904-70094 30
Harrisburg, PA 17106 www.pacificare.com PEW1252-003 Rev. 5/04



NEVADA

PacifiCare

SignatureFreedom*
Self directed pbysician cboice and price

InpivipuaL Pran SDHP Rares (2004 SERIES)

ErrecTIvE — 1/1/2006

HD P
1%-50% 000 and $ 0/$60 R
ega Reno Othe

Age Group Male Female Male Female Male Female
00-01 $142 $142 $179 $179 $223 $223
02-17 $59 $59 $74 $74 $94 $94
18-24 $72 $101 $92 $129 $114 $160
25-29 $78 $145 $99 $182 $124 $229
30-34 $88 $149 $111 $189 $138 $237
35-39 $107 $152 $135 $192 $169 $240
4044 $137 $177 $173 $222 $217 $279
45-49 $166 $199 $208 $252 $262 $315
50-54 $230 $253 $290 $319 $363 $400
55-59 $320 $324 $404 $408 $507 $511
60-64 $411 $383 $519 $483 $650 $604

Note: PacifiCare may rate up to 150% of the customary rates based on health status of the individual.

PacifiCare Health Plan
Administrators

P.O. Box 69312
Harrisburg, PA 17106

Lo oup e
2\ uduc b({) K//%

Juns 1 @t
540 BN

Customer Service:

866-867-0700

866-867-0701 (TDHI) ©?2005 by PacifiCare Health Systems, Inc.
www.pacificare.com PNV180549-000




NEVADA

PacifiCare-

How 10 Arriy ror PaciriCare INDIVIDUAL PrLANS

Terms and Conditions

1.

4.

.

1 understand that all health care services under the 1TTMO
Coverage options must be provided or arranged for by
PacifiCare, except for Emergency or Urgently Needed
Services.

I certity rhat the answers in any part of this application
are true and complete. [ acknowledge that the discovery
of facts known and not disclosed may resule in the
rescission of my PacifiCare Individual Plan Agreement. 1
alone am responsible far the accuracy and completeness
of the applicarion and related documents. T understand
that neither 1, nor my Dependents, will be eligible for
benefits if any known marerial information is false or
incomplete, and that coverage may be rescinded based
on such a finding. If rescinded, the contract will be
deemed to never have existed and 1 will be (inancially
responsible for any cost incurred while under the plan.

1 understand that if T choose o ¢nroll in a FPO health
plan there will be u twelve (12)-month waiting period
before coverage for pre-existing medical conditions will
begin, for either myself, and/or my dependents who have
these medical conditions, cven if T am or my Dependents
are on another PacifiCare plan, unless Guaranteed
Availability is applied for and approved.

I understand that there is no coverage unless an
application is approved by either PacifiCare of Nevada,
Inc. or PacifiCare Life Assurance Company Underwriting
Department. PacifiCare and PacifiCare Life Assurance
Company are not Hable for bills incurred before the
effective date of coverage. PacifiCare and PacifiCare Life
Assurance Company are not liable for the cost in
obaining medical records or the cost of special tests
such as, but not limfted to, X-rays, EKGs, or
mammaograms that may be required to determine
cligibility.

if this application is approved, the date coverage begins
will be provided to me by the PacifiCare or PLAC
Underwriting Drepartment.

‘the agent selling PacifiCare health coverage docs not
have the authority to approve my application and cannot
change any terms of the PacifiCare Individual Plan
Agreement or wiaive any requirements.

1 understand chat [ am responsible for reporting to
PacifiCare or PacifiCare Life Assurance Company any

changes in the health status, which ocour belore the
etfective date of the PacifiCare Individual Plan
Agreement. This applies to every person listed on the
application.

I understand that any applicant listed hercin may be
required 1o undergo a basic physical andsor basic
laboratory testing as part of the application process,

Authorization for disclosure of personal information

9.

[ hereby authorize any health care facility. Physician or
surgean, or any other health care professional to
disclose to PacifiCare of Nevada, [nc, or any of its
parcnts, subsidiaries, or affiliates, their agent or
einployees, all information from my medical records
pertaining to any past or furure examination or
treatmend, including weatment for substance abuse and
mental or emotional disorders furnished to me or my
Dependents who are also applying for this coverage,
and w any illness, injury or condition that 1 or these
Dependents have had at any dimc in the past or in the
future, up untl the expiration of this authorization. 1
understand that this information is collecred in
connection with the evaluation and processing of an
application for coverage, to determine continuing
eligibility for benefits and to process claims. This
authorization also includes PacifiCare or PacifiCare Life
Assurance Company disclosing any medical informarion
that they my have in their files to the saume entities in
connection with the advance consideration of providing
services or subsequeni payment for such services, This
authorization is valid for eighteen (18) months from the
date inserted below A photocopy or other reprcduciion
of this authorization is as valid as the original My
authorized representative or [ am entitled to receive 4
copy of this form. 1 understand that | may revoke this
autharization at any time before | become a PacitiCare
Member, except for instances that PacifiCarc has already
taken action based on the authorization, by mailing my
written revocation £o:

PacifiCare Individual Plans

Individual Underwriting

M/S # CY38-224

PO. Box 3069

Cypress, CA 90630-9962

HMO Questions? Call the Customer Service Department at 1-800-347-85600D.

PPO Questions? Call the Customer Service Department at 1-866-316-9776.
SDHP Questions? Call the Customer Service Department at 1-866-867-0700.



You Are Now Ready to Apply

ITere are the steps to follow to ensure your application s processed as quickly as possible.

1.

Complete the Enrollment Application

Be surc 1o answor all questions completely and provide
all the requested information. Incomplete information
may result in a processing delay.

» Print ciearly using black ink. Please don’t type on
vour form. You, as the applicant, must complete the
application in your own handwriting.

w Select the date you wish coverage to hecome

effective, PaciliCare allows effective dates beginning
on the 1st or the 15th of the month. Please submit
your application by the 20th of the month to be
considered for the 1st of the following month, or by
the Sth to be considered for the 15th of the same
month. Actual effecrive dates arc determined by the
Company. Do not cancel any existing coverage until
you are notified by PacifiCare or PacifiCare Life
Assurance Company that you have been accepted.

» Select your method of payment for your first monib

and recurring montbly payments. Deermine the
amount of your initial premium by referring to the
Rate Card encloscd with this form.

— ¥ vou and your Spouse are both applying, price
yourselves individually and then add the two premiurms
together. Please add uny Depeadents, it applicable.

- Select the premium payment option for your initial
premium - either check or eredit card.

- Be sure to include your first premium payment check
or credit card authorization with this application.

— Dietermine your recurring payment option — either
monthly hill or 137 Pay automatic deduction.

= Complete the Primary Applicanl Information

section. Please list yourself as the Primary Applicanit
and, if married, include your Spouse as a Dependent

(if the Spouse is also applying). if the parent/guardian is
applving for a child-only plan, list the child’s name as the
Primary Applicant. If applying for coverage of multipic
children, list the youngest child as the Primary Applicant.
Dependent children age 19 or older who are not {uil-
time students must apply for their own policy.

= Complete the Fnrollment Information section

and list each family Member applying.

All PacifiCare SignatareValue {HMO) applicants must
select a Primary Care Physician trom the PacifiCare
SignatureValue (1TVIO} Provider Directory or
www.pacificare.com.

2. Complete the Health Questionnaire

Answer every question in full. Otherwise, your
application may be returned to you, resulting in a
delay in pracessing.

n Be sure o disclose all bealth bistory on the
Health Questionnaire for all family members
listed on the application. Tven if your application
is approved, any omissions or false statements may
result in future claims being denied and/or
termination of your coverage.

n Include all requested detalls and explanations.
If you need to include additional information or
explanations, simply artach an extra sheer.

s If you do not meet the standard PacifiCare
underwriting requirements for the plan you have
applicd for, you may be offered a different option
You ure under no obligation to enroll

3. Send Your Completed Enrollment Application
to PacifiCare

w Review your application to be sure it is comfpilete.

» Sign and date your application, You, your Spouse
(if applying) and any listed dependent age 18 or over,
must sign and date the application.

» Mail your application to:

PacifiCare Individuaal Plans
Individual Underwriting
M8 # CY38-224

2O, Box 3069

Cypress, Ca 90630-9962

Before sealing the envelope, be sure 1o enclose:
~ Your completed Enrollment Application

- Your first premium check or credit card payment
authorization form

Please note: Coverage does not become gffective
under any circumstances until an application by
been underwritien and approved by PacifiCare of
Nevada, brc. for HMO plans, and PacifiCare Life
Assurance Company for PPQ and SDHP plans. All plun
documents are avdilable for inspection prior to
enrollment upon request.

HMO Questions? Catl the Customer Service Department at 1-800-347-8400.
PPO Questions? Cali the Custamer Service Department at 1-864-316-9776. [Zl
SDHP Quastions? Call the Customer Service Department at 1-866-867-0700.



NEVADA PacifiCare-
ENROLLMENT APPLICATION

“Requested Effective Date:

i For Office Use Gnly

iSubject to Appreval Date

Type or print with a black ball-point pen, Incomplete information will delay processing. f:roup N{;Jﬁl‘;‘lbcg‘“__“___ EffceriveDate
Application must be signed te be valid. pprovedDenied ___ Approved by

1. Application, Plan and Payment Information

Applieation for: L1 New Individual Plan Membership Existing PacifiCare Individual Plan Mcmber - adding Dependem
C New Child{ren)-only Plan T Current PaciliCare Menmber applying for Individual Plan
[ Guaranteed Availability (FITPAA) or child(ren) anly

Note: ApplicantsiDependents who are eligible jor Medicare Benefils (ur over age Gi) are nol cligible for
ndividua! Plan. FPlease subriit Cevtificates of Creditable Coverage if avaflable with application.

* Plan Options: [choose onel HIPAA Eligidle

1 PacifiCare SighatureValue™ (HMO) HIPAA Basic $25/8500 per day
] PacifiCare Signaturevalue™ (1160} LITPAA Standard $10/8100 per day

o1 PacifiCare SignatureOptions (PPO) HIPAA Basic $20770-50/$1,500
i | PacifiCare SignamurcOptions (PPO) HIPAA Standard $10/80-60/8500

_i PacifiCare SignatureVatuc™ (HMO) Plan 5 — $25/$50/8200 per day
C PacilfiCare SignatureQptions™ (PPCY Plan 1 — $30/80-30/81,500
[~ PacifiCare SignatureOplions™ {(PPO)Y Plan 2 — $20/80-50/$500
L pacifiCare SignatureOptions™ (PPO) Plan 3 ~ $30/70-50/$2,000
[ PaciliCare SignatureFreedom™ (SDIIP) Plan 1 - 70-30/83,000
i Payment Options First Manth Payment (pledse select one option)
i Choosc your payment method (o | I Check enclosed: amountof §_ | Credit card payment iy not available [or recarring
1. First month payment; aned [ Credit card (for this payment method you | monthly payments)
2. Recurring monthly must enclose your completed Credit Card | [] Monthly Bill

Payment Authorization Form ~ payment will | ] Monthly FZ Pay {(For this payment method, you
! he deducted only If application is approved) must enclose your completed GZ Pay form)

Recurring Monthly Payment {please select one aption. ‘

_ 2. Primary Applicant Infoermation _ B
Important: Indicate yourseif as the Primary Applicant and it married, include your Spouse uas a Dependent (if the Spouse is also applying for covirage).

If the parentiguardian is applying for a child-only plan, list the child's nume as the Primary Applicant. If covering multiple children, list youngest child

as Primary Applicant.

Primary Applicant’s Name T

— T Marricd | Single
Ltaw [arse Ml

Home Address e e

F.0. Bus nwt acceptable Stroet Apt.ibuile B ity Gounty Slale £re

Work Address

. Sirent Apndoule # Cily “c;un;f
Mailing Address

1] tor Premium  for Medical Infarmation (] for Both
t different Tom
home address

Gty Al

Sireat AptiSule it L‘lly"
Work Phone

Crale Fle
Home Phone

Applicant’s Occupation Spouse’s Occupation

3. Enroliment Information (Attach a separate piece of paper for additional information)

List yourself and all eligible family members applying for coverage. Each applicant applying for TIMO plan must sclect a Primary Care
Physician. You may choose (he same or a different Primary Care Fhiysician for each family membcer, using the number shown in the

petwork pages of the Provider Directory. if covering multiple children, tist youngest child as Primary Applicant.

Primry Cawe Physician PacifiCare Nenwork
Relationship Last First MY [Gended  Social trelghe | weigh | Birth Dt (PCEY Nanie Provider # {‘i’:\'ﬂr::;
Namw Name SeCUrity Maplyve HMO HMO
Number only only
Primiry L m
Applicant aF
o Cm
Spouse CF
: M
Child I\ F
' M
Child T E
' ' M
Child o
Do all applying family membees resice: with applicant? |1 Yes 71 Na  If no, please indicate iaune ancl mailing address of Dependent(s) helow:

Nate: Until you bave received written approval of this appication, do not cancel any insurance you may have. EI



Please note: If the Subscriber is not applying for coverage for his or her elipible Dependents, all future applicants, including newborns who
are not enrofled within 31 days of birth, will be required 1o submit Evidence ol lusurability, which is subject to approval by PacitiCare.

Important Notice: pacifiCare or PacifiCare Life Assurance Company wiff use te information provided in this application to make its
derermination about coverage for ail persons namced on the application. Read the application and the instructions very carefully. IT any material
information about any applicant’s medical background is misstated or omitted, it may result in rescission of the contract. f your

coniract is rescinded, it will be deemced never to iave been in etfect. A rescinded application will result in the applicant being hilled
for any expenses incurred while vnder the Plan.

4. Health Questionnaire

You must disclose any and all medical infunmation regarding any ol the general cawegories listed beluw. Il you are not sure whether the information
is relevant, include it so PactfiCare or PacifiCare Life Assurance Company can make a determination. The information you provide will not necessarily
cause a denial, but underwriting may depend on the items nored and medical information submitted by your doctor(s). Note: Any illncss,
condltion or change in health status of any applicant that may occur or be discavered between the date of this application and (he
eflfective date of coverage mnst he reported. Please notify any changes in writing to the PacifiCare Individual Plans Individual
Underwriting, Mail Stop CY38-224, PO. Box 3069, Cypress, CA Y0630-9962, An unrepurted illness, condition or chiange will be treated ay
a nondisclosure and may result in rescission of coverage.

Check “Yes™ or “No” for eacl: category below. Do not write N/A or leave any blanks, You must check "Yes” i any person named on this
application has heen aware of or has bren evaluated, diagnoscd, treated or received advice related to the folluwing vategorics from any
rype of health care professional within the kast ten (20} years prior (o this application.

A. General Health Questions 29, High Blood Cholesterol and/or Triglycerides. . ..t Yes |7 No
IF yes, lust reading
1. Aleoholism, Alcohol Abuse, DUFDIWT ..o I"+Yes I: No 30. Hormonal/Endocrine ( Thyroid, Pituitary) I)lsmrirr o T Yes T Ny
Aliergics, Asthma, Bronchitis . ... M Yes MNO 39 [llicic Drug Use/buse. ... ... ... ... ... o T Yes v Nay
3. arthrits, Gout, Bone/oint Condition, 32. [mmune System Disorder, AIDS/HIV 4.
TMI, Bliewmatism . ... .. .. o e dY¥es JINo ALDS Related Gomplex (ARC), LUpUS ... .. ... ..., ..
4. Anorexia, Bulimin, Fuing Disorders .. ... .. ... ......[1Yes O No 34 intestinal/Stomach, Colitis, Crohn's Discase
5. Ancntion Deficit Disorder (AM)/ADOD 0.0 M ¥es [ No 34, Kaposi's SATCOTIA . - . .\ oer oo
6. Autism and other pervasive developiental diserders .. [ Yes ™ Na 35. Kidney/Urinary ‘Traci/Bladder (Stanes/Infectians) . . . . .. M Yes [ No
7. Back, Neck. Spinc. Disc Discase ... ... L iYes LINO 36, Liver Conditions. . ..o oo . Yes [ No
% Bicth/Physical Defect, Deformity, Long(,mml Disurdcr, LU Yes LiNo 37. Lung Conditions, Chronle Obstructive
D, Biood Disease, Blood Coadition (past 10 years), Pulmonary Disease, Emplysema ... . ... ... .TiYes T No
Leukemiz, Anemia ... .. Ceeeeee el Yes LENG 38, Male Sex Organs, Prostate, Impotence ... . L1 Yes "I Nn
10. Blood Vessel/Circulation Dl.sord(.r .................. L Yes L No 39, Nervous Systemn Conditions,
11. Breast Discase, Implants {Silicone or Saliney . ... .. .. [CYes 12 No Multiple Sclerosis, Pacalysis .. .. ... ... ... L. ~ Yes L No
12. Broken Bones, Bone Disease nr Infections. . ... ... LiYes L No 40. Mental/Nervous, Anxiely, Depression,
13, CANCET. ... ... e CiYes T No Psychiatric Counseling . ... ..... ... ... . ... 0. LiYes . No
14. Colon, Rectal or Bowel Condition. . ... ..., ... 1Y O No 41. Schizoaffective Dhsacder, Bipelar Disorder,
15. Concussion, Head Injury .. ... . . .0 oo Major Depressive Disorder, Panic Disorder,
16, TRABEIES . o e e - Obsessive-Compulsive Disorcder. . ..o oo ™ Yes
17. Eur, Nose, Throat (Diseases, Infeetions) .. ... ... ..o LS 42, Migraines/Headaches ... . Yk
18. Epilepsy, Seizure Disorder, Convulsions ........... .. i Ye 43, Muscle/Tendon DMsorder ... I R (]
19, Eves {Cataructs, Glaucoma, Strabismus, Crossed Eyes) U +44. Non-llodgkin's Lymphoma . ... ... ... . . T Yes
20. Female Organs, Abnormal Pap, 4% Phlehitis or Bloed Clow, ... o000 0o oo ool Yes !
Menstmual Disorder, Ilvsterectomy ... ... L ™ Yes [T Ne 46, Prosthetic Implants, Artificial Limb 00000000 . Yeen
21, Fibromyalgia. .. ... Lo [ ves ) No A7, Reconstructive/Cosmetic Surgery. ... C Y
22, Gallbiadder. . .. e iYes 1 No 44, Sexually Transmitted Diseascs . ... 0 S (R
2%, Heartburn/Gastroesophageal Reflux Disease (GERD). . L Yes | No 49 Skin Disorders, Lesions, Cancer ... oo ©OYuon
24 Teart Condidons of Any Kind .. ... ... . . oo 0 D Yes Lo No 30, Stervid Use (Anabobic, Prednisone) . .. ... ..o Y
25. Hemorchoids ..o oo e 51. Stroke/Itunsient 1schemic Attacks (UlA)y .. ... ... LiYes
26, Hepatitis (4, B, C or other), Liver Disarder. . ... 52. Stomach or Abdominal Condition .. . ... ... L [1Yes .
BT HETRIA . o o e e T Yes D No 5%. Thyroid Condition . ... ... ... .. ... ... ... LYes
28 High Blood Pressure .. ..o 1" Yes C No 54, Tumors, Cysts, Polyps, Growths, ... ... CYus i
1f ves, last reading 55. Ulcers, Digestive Disorders ... ... ..o L Yes T
' ' 56, Weight PrOBIemS. . . ... T Yes _ No

B. Give details for ALL “YES” ANSWERS indicated above in Section A. Il you need mare space for explanation, please attach a separate picee
of paper.

. . —
N i Tl Fisd Late of [Duraticsn © Preammenydedicati o
Conil it . . . Condition nosed | M 1‘1: . 2f rrarment Medu..auon - Name, Address & Phone # of Physician
- - Faguly, Member Name Diese fipicon [dgno: oyt Recent [y Tonomme Tiae Decominoed ™ r
- | Dosenp apdior Treared b D Visit | .Conditien yooMame | Dae Discontinu

Note: [inttl you bave received written approval of this application, do not carcel wrty insnrance you na) bate.



C. Has any applicant listed on this applicatien seen a Physician, for any reason, in the past twa (2] years? - yes | No
If yes, please provide details below:

Applicant(s} Nune Physivin Mane 4 Address/lelephone Dare

HeasenResult and TreatmentReeommenshanan

D Has any applu:ant recewed any alternatwe camplementary, thIStIC or natural therapies within the last twelve [12) months? Examples
include acupuncture, ayurveda, biofeedback, chelation therapy, chirepractic, herbal medicines, homeopathy, imagery, reiki, shiatsu and
Lo Yes L Noo M yes, please explain:

- Applicang{s} Mime Physicidn Name . Address Telephone Thate’ Reason/Besult and TreatmentReconumendation

E. Please complete the fotlowing for ALL applicants listed on this application,
If you need more space for explanation, pleasce attach a separate picee of paper.

1. ln the event one or more applicant(s) listed on this application 10. Is any applicant currently receiving any type of physical or
is denied coverage, should PacifiCare or PacifiCure Life Assurance mental disability insurance benefits? ..., ... DG Yes [ No
Company conl‘ltilnut'. the lmdr.r\yriting anc<d enrollment process If yes, stute pame(s) and explain:
fur the remaining eligible family members? ... [ Yes Ui No

2. Has surgery (major/minor, inpatient/outpatient) been performed MNAME NAIURE OF DISABILINY Iszecriy body pardl o UF UISAGITY
for any applicant within the fast ten (B0 years? ... " Yes | | No o
If yes, ])lC?l!'jf-: cxplain: NiME MNATURF OF SARLLITY [spenily body parl W OF DISARLITY

11. Has any apptication for a policy ol life or ealth insurance on any
applicant been declined, postponed, modificd o reguired an

3. Has surgery (major/minor, inpatient/outpatient) been cxtra premium within the lase wn (10} yeurs? .0 Yes 0 No
advised but nat performed tor any applicant within
the last ten (10) years? ... ... ... ... ......_ Yes [INo AME T T NS IRANCL

If ves, please explain:

e LATE INSLRAMCE CARRIER REASUN

- . Will this coverage for which you are applyi
4. Has any applicant heen awarc of, evaluated, diagnosed, 12, Will this coverage for which you are applying

treated ar advised regacding any other conditions or replace any other caverage you have? ... ot Yes g No
injuries not listed within the last ten (10) years? 1} Yes [] No — p _
If ves, please state individual’s nanee(s) and explain (include date): TYPL OF INSURANCE NAFF INSURANCE CARRIER
EAPIRATIGN DAIE REASON
3, Have vou or any person applying used tohacco products
within the last ten () years?. .. .. .. ... ... ... dyes _ No 13, Do you or any ather person applying have or
If yes, please provide the following information: ever had PacifiCare coverage?. .. ... ... .. .. T oYes [T

If ves: 4. You should understand that th]:, s not A CONYCrsiom or

M oy pachs per day? P Aay yrars o T e
HAME ] T Pt e oy famet extension of that coverape. . CYes, T understind.
..... Seigarames | Sigas | pipe ] uther: h. You should undcrstand that Lhcrc may bl.' a lapse m caverage,
Hos the persealsl qui? L] Yos | Mo IF yus, when? new wiiting periods, new copiyments and each listed member

6. Does any applicant listed on this application may be accepted or dented. ... ..., D Yes, L understonl,

presently consume alcohiolic beverages? . .. .. .. “tYes [ No FEMALES ONLY [including Spouse and Dependents)
If yes, please provide the following information; 14. Is any family member currently pregnant?. . . .. J¥es i No
If yes, expected date of delivery:
NAME 0 - ks per sy ] 2= 3 orinks por day L] L= drinks per day 15. List the name of cach female applicant and the date of their
. last menstrual period.
MAME [1u-1 drinke per day l_' ? - A drinks per day [ dor ejuuies perday . L
7. DNoes any applicant listed on diis application use narcotics, HAME MONIH b rial

hallucinagenics, ampheamines, barbiturates. or other illegal

. . MAME MONTH 0y TEAR
drugs, or has used drugs other than in accordance with the "
instructions or prescription for use within the lase ten (10) years? 16. List the name of cach female applicant and twe date of their
_Iyes [ No ol yes, state name(s) and explain tast Pap smear and the: results:

(include date and duration):

17. Has any femalc applicant listed on this application
been rreated in the lase ten (10) years tor infertility

8. Doues any applicant listed on this application or any other female disorder?. ... ... M Yes . No
currently take prescription drugs? 7 Yes . No  Ifyes, list If yes, state applicant’s naumne(s) and explain
applicant’s name(s). drug name(s), dosage and dae started: (include date and duration):
NAME NRUG DOSAGE/DATF STARTED
: i i o nts
NAME LHLG DOSAGE/DAIL 5| ARTLE MALES ONLY [mcludlrllguSp Hse and E:E_P?nd'lz. . ]
9. Flas any applicant listed on this application been hospitalized, 18. Is any male applicant listed on this application
been seen in an emergency room or been in therapy/counseling an expectant father, even if the mother is not listed .
{mental, ph\;bl(“ii or emotional) within the fast ten (10} years? wn Lhis application? ... ... e ] Yes i No

TUNe I yes, state applicant’s nameds) and explain If yes, state applicant’s namne:
(mclude date and duration):

Note: Until you bave recetved written approval of this application, do not cancel dny instrance you may bave, IE



If you are applymg for Guaranteed Availability, please complete this section.

Heatlth Insurance Portability and Accountahlllty Act [HIPAAL Questionnaire

1. Have you had at least 18 months If yes, did you apply for COBRA? ..., . ... ... “Yes _ Nn

of Creditable Caverage? .. .. ... ... . .. ... .[TYes | Nu (1 yes, which vnie?) R ’

b

. Was your most recent coverage under a Clheck one):

was _ What was your Qualilving Evend? (check one)
i | Geoup Plan || Government Plan ¢ Church Plan

. Voluntary termination .. ... ... ! Involuntary termination
cduction of hours . ... L .. Leath of empioyec
i Emiployee’s Medicare entitlenment

| Divoree or legal separation

! i Dependent child ceasing to be a Dependent

3. Are you eligible for any other coverage,
including group, Medicare, Medicaid, ew.? .. .. T Yes [ No
Il yes, please explain;

-

Pravide the dates of coverage under CORBRA: T
4. Was your previous coverage terminated ) . . o
for nonpayment of premium or fraud? . ... ... “1¥Yes ] Nu Did you remain on COBRA uatil it .
was no fooger available® .. ... 0L CiYes o No
3. Was Federal COBRA or Stare mini-COBRA ) )
an available option? .. ...................._  Yes || No If no, please provide details:

(If yes. which one?) 6. Hus there been a gap in coverage

of more than 63 days? . ... ... ..o oL ¥es T No

This questionaaire will be used by PacifiCare of Nevada, Ine, or PacifiCare Life Assurance Company in evaluating the applicant’s eligihility
for guaranteed individuat health insurance. it does not constitute an offer of coverage. If you would like detailed information concerning
budl’dlllt'l.d dvnhh)hty and renewahility of individual ancragc plt:a% contact your insurance broker,

agtnr Numlm %b \ J u ‘
T Ll i @ NC ERCATEE W [PEOTTEZE|

Note: Until you have received written approval of this application, do not cancel any insurance you may have.
5. Signature Reguired on Arbitration Disclosure - READ:CAREFULLY

By signing below, T acknowledge thar 1 have read, understand and agree w the Terms i Conditions and Rinding Arbitration on all the pages of this form.

T AGRET AND UNDERSTAND THAY ANY AND ALL DISPUTES, INCLUDING CLAIMS RELATING T THE DELIVERY OF SERVICES UNDER
THE PLAN AND CTAIMS OF MEDICAL MALPRACIICE (THAT IS AS TO WHETHER ANY MEDICAT SERVICES RENDERED UNDER THE
HEALTH PLAN WERE UNNECESSARY OR UNAITHORIZED OR WERE IMPROPERLY, NEGLIGENTLY OR INCOMPETENTIY RENDEREL),
BETWITN MYSELF AND MY DEPENDENTS ENROLLED IN THE PLAN (INCLIDING ANY HEIRS OR ASSIGNS) AND PACIFICARE OF
NEVADA, INC. OR ANY OF ITS PARENTS, SUBSIDIARIES OR AFFILIATES SHALL BE DETFRMINTE} HY SUBMISSION TO BINDING
ARBITRAITON. ANY SUCH DISPUTE W‘I‘[] NOT BE RESOIVED BY A LAWSUIT OR RESORI TO COURT PROCESS, EXCEFT AS TIIE FEDERAL
ARBITRATION ACT PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. ALL PARFIES TO THIS AGREEMENT ARE GIVING
UP THEIR CONSTITUTIONAL RIGHT T0 HAVE ANY SUCH DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY, AND INSTEAD ARE
ACCEPTING THE USE OF BINDING ARBITRATION. RIGHTS AFFORDED UNDER THE INTERNAL APPFALS PROCISS AND INDEPENDENT
FNTERNAL REVIEW ARE NOT AFFECTED BY THIS PROVISION. DISPUTES NOT FULLY RESOIVED THROUGH THE INDEPENDENT
EXTERNAL REVIEW PROCESS ARE SUBJECT TO THIS PROVISION.

| SIGNATURE OF APPLIGANT GR _FGA: GLARTIAN jroquird! TODAY'S DATE frequived SGNATURE OF SPPICANT'S SPLUSE freguired if applyig! TODAY'S DATE frequired]
SIGNATURE OF APPLICANT & NFPENDENT AGE 2 OF OVER freywreal | TODAY'S DATE frequireol SIRMATVRE GF APPIIGANT'S DEPENDIENT AGE 18 LR IVER Jrequred] TODAY'S DATE frequired]
SIGRATURE OF PCASORAL REFRESENTATIVE OR CUSTODIAN I ulicatiel | TODAY'S DATE irequired] [WNT NEMF 7 PFASONAT RFPRESENTATIVE OR CUSTACIAN il appicablel

' ' * 4. Sign and Date Application

SIENAT URE UF AFPLICANT J17 LEGAL GHARIIAM frequired! TODAY'S DATE [requrres] SIGNATLIRE (0F APPLICAMT S SPAUSE frequued if aupiving! . TOEAY'S DATE jroquiredy

SIGN.AI URE UF &PPLICANT S DEPENNFNT AGF 18 OR GVER freyuyed) ’ TODAY'S DATE /required] SIGNATURE {IF APPLICANT'S DEPENUENI ASE 18 LR OVER frequired] TODAY'S DATE freuiren
SIGKATURE UF PERSURAL RCPRCSENTATIVE QR CLUSTONIAN T appliatisl TODAY'S DATE jreguired! ‘WNT NAME OF PERSOMAL REPRESEN IAI IVE UR CUSTOLEAN [if applicanle)

Note: Until you bave received written approval of this application, do not varicel any insurance you Mnay bave,

PacifiCare Individual Plans

Individual Underwriting Individual Sales: ©2004 by PacifiCare Healte Systers. i e,
M/S CY38-224 §00-577-0001 LM 304 61597
BO. Box 3069 800-442-8833 (TDHI) PNY1013-002 Rev 3/04
Cypress, CA 90630 www.pacificare.com Form Number; 2004-NV-IPLAN APP

PacifiCare SignatureQptions (PPO) and PacifiCare SignatureFreedom {SDHP) are Underwritten by
PacifiCare Lifc Assurance Company, PacifiCare SignatureValue (HMQO) is offered by PacifiCare of Nevada, Inc.



NEVADA

PacifiCare-

CREDIT CARD PAYMENT AUTHORIZATION
Only for first month’s premium

Applicant’s Information

Applicant’s First Name

Applicant’s Middle Name Applicant’s Last Name

Cardholder’s Information

Cardholderss First Name (as it appears on card)

Cardholder’s Middle Initial | Cardholder's Last Namc iCardholder's Phone #

“Cardholder's Billing Address . ’ Ciry

State 7IP

Card Information

Card Trpe. 7 Visa 1 Masrer Card Account Number (note: American Express = 15 digits)
; | Discover . | American Express J J | | | ] | | |

LCxp. Date {mmayyyy)

Verification Conle:

[or Visa, Master Card, or
Discover, the verification code
can be found an the back of your
credit card. This 3-digit code is
usually the last theee digits
located in the signature panal.

For American Express, you may
lind your & digil vard verificalion
number on the front of your
credit card above your credit card
numhber on either the right or the
left side of your credit card.

Determine your verification code and enter it here:

$

Amount 10 Be Charged o Credir Card

As a convenience, | request and authorize PacifiCare of Nevada, Inc. or PacifiCare Life Assurance Company (PaciliCare) to
charge my credit card account identified above for the payment of the applicant’s initial heaith plan premium. I agree that
PacifiCarc shall be fully protected in honoring this one-time credit card transaction. 1 further agree that should this card
pavment be dishonored, whether with or without cause and whether intentionally or inadvertently, PacifiCare shall be under
no liahility whatsoever, including any [ees imposed by the card issuer, should my card be rejected even though such
dishonor may result in [orfeilure of coverage.

Signature of Creedit Card Account Tlolder (as it appears on the credic card) T Darte

For PacifiCare Office Use Only

Authorization Date

Transaction #

Return this form to:

PacifiCare Individual Plans

Individual Underwriting

M/S CY38-224 ©2004 by PacifiCare Heallh Systerns, lac.
PO. Box 3069 CM-304-62122.15
Cypress, CA 90630-9962 PNVD&T?



PacifiCare EZ Pay Program Authorization

Desert Region

The PacifiCare EZ Pay Program allows you 1o have your monthly PacifiCare premium conveniently deducted from your checking
account. To participate in this program. all you have io do is {ill out chis form, sign where indicared and retuen ta PacifiCare at the
addresses listed below.

It applying for PPO/SDHP: Individual Plans, P.O. Box 6006, Mail Srop (TY24-5493, Cypress, CA 90630. Fax: 1. 866- 220-0855
If applying for HMO: Individual Plans, PO, Box 32078, Mail Stop A7.74-142, Thaenix, A7, 85072-2078. l'ax: (480} 303 7500
® The monthly premium will be deducted on or after the Gth of the month for the coverage month.

® Be sure all areas of the form are compleied and he authorization is signed by an authorized signer on the account.

m Please rype or print the information in ink.

® You may be subject to a 8235 administrative fee by PacifiCare for each return payinent from your bank,

Check one: _ TTMO new set-up _ PPO/STIIP new set-up — Bank Account change (for current Subscribers/nsureds only)
Subscriber/Insured Number:

Subscriber/Insured information

Last Namg First Name . |Phone

Street Address S City Statc ZIr

Bank Draft Authoriz’_atipn '

Account Iolder

Rnuting;’l“ransif # (9 Digits) (Required) [Account # (chdircd) (include all zeroes and omit spacesspecial charactersy | Check # {Required)

Determining Your Routing Number -
10 determine your routing number, refer to your personal check. The routing nnmber is ALWAYS 9 digits long and it is
enclused by colens. The location of the routing number and account number on your personal check varies depending on

your bank, for example:

Bank 1 Bank 2 Bank 3

. o P N
§ VOURHAME @ § TOURNAME 3301 YIUR NAME [oje!if]

- “ 1 e JE—— ;
'QUR iﬂNK ¥OUR DANK TVUH BANK
e I o . i .. e

I;1234RATESL 9‘3"“65/3 1 (—S Pl224060T82 LA 0301 5432 130 1 R3LRRTAGL A76513233

Routing # Actounl # Check # Routing #  Check # Account # Check #  Routing # Account #

3

If you are unsure what the routing number/transit number is, your bank can assist you. If you desire, you may also cnclosc
your voided check with this form to avoid any confusion.

Payment Autho'ri_zati"c_m (this section must be _complétad in full)

1 authorize PacifiCare to initiate dehit entrics to the banking account number listed ahove. For applications submitted clectronically,
e applicant and the account holder must be the same person. If not, this form will have 10 he printed, signed by cach party and
mnailed o the address listed.

’T‘i.ignatur{: of Primary Applicant/Parent ur Legal Guardian . Late

L _ . - e
“Signature of Account Holder Date

‘This authorization is to remain in full foree and cffect until PacifiCare bas received written norice thirty (30) calendar days in advance
of your intended cancellarion darcc of this agreemens.



HEALTH INSURANCE APPLICATION
DISCLOSURE STATEMENT/ACKNOWLEDGEMENT

I understand that | must complete, sign and return this Statement/Acknowledgement to Nevada
Benefits prior to the start of the insurance application process.

| understand that as an application for health insurance coverage, it may take from four to six weeks
(or longer), from the date | have completed and returned my application to Nevada Benefits until |
am notified as to whether | have been approved for the coverage for which | apply.

| acknowledge that neither Nevada Benefits nor anyone else employed by or affiliated with Nevada
Benefits has advised me or even suggested that | cancel or replace any existing insurance policy.
Moreover, by executing this Statement/Acknowledgement | am affirmatively stating that 1 will not
cancel any existing insurance coverage, which the policy | am applying for may replace, prior io
receiving my approved policy from Nevada Benefits and determining that such policy is
satisfactory for my individual needs.

| further agree and understand that should | cancel or replace any existing policy prior to being
approved for the policy from Nevada Benefits, that | will be without insurance coverage if the policy
for which | have applied is not approved. Nevada Benefits does not make underwriting decisions.
The insurance company makes all underwriting decisions.

While | have made payment on the policy for which | have applied, | understand that said payment
provides conditional coverage only. | also acknowledge that said payment in no way guarantees
that my application will be approved. | further acknowledge that even though | have made a
payment, | am prohibited by this Statement/Acknowledgement from canceling any existing
insurance coverage the Nevada Benefits’ policy might be replacing until | have first received my
approved policy from Nevada Benefits and have determined that such policy is satisfactory for my
individual needs.

| have read and | understand the pre-existing clause of the policy | have applied for.

Finally, ! understand that any person who omits factual information or includes any false or
misleading information on an application for insurance will void any insurance coverage, which
would otherwise be afforded to me, and | agree to hold Nevada Benefits harmless from any claim
(including any damages or cause of action) related to any denial of benefits because of any omitted,
false, or misleading information, and ! acknowledge that | will be responsible to pay all costs
{including attorneys' fees) reasonably incurred by Nevada Benefits to defend against any such
claim or to otherwise enforce the provisions of this document.

Applicant's Name:

Applicant’s Sighature:

Legal Guardian's Name:

Legal Guardian’s Signature:

Date:

THIS DISCLOSURE FORM MUST BE SIGNED AND RETURNED WITH THE ENCLOSED APPLICATION.





