


7 AGREEMENT AND SIGNATURES (READ, SIGN AND DATE)

There is a Preexisting Condition limitation on the coverages available from the Plan (except for
Dental coverage). A Preexisting Condition is a condition (whether physical or mental), regardless of
the cause of the condition, for which medical advice, diagnosis, care or treatment was recommended
or received within the six-month period ending on the enrollment date. A Preexisting Condition will
not apply to pregnancy or to a newborn or adopted child under age 18, provided the child becomes
covered under the Contract/Agreement within 31 days of birth or adoption. The length of the
Preexisting Condition limitation period is 12 months after the enrollment date for Timely and Special
Enrollees, and 18 months for Late Enrollees. The Preexisting Condition limitation waiting period may
be reduced by the number of days you (and/or your spouse, and/or dependents) were covered under a
prior health insurance plan(s) should there be no more than a 65 day break in coverage, excluding
your waiting period, if any. To do this you may request a Certificate of Coverage form from the prior
health plan(s) or issuer and send it to our Enrollment Services Department. After the amount of prior
creditable coverage has been determined, we will notify you of Preexisting Condition credit based on
your prior coverage. Please attach your Certificate of Coverage, if you currently have one.

I, on behalf of myself and any persons whose names appear on this application, hereby apply for cov-
erage from Blue Cross and Blue Shield of Oklahoma (called “the Plan”) as stated in this application. I
agree that if my application is accepted, coverage will be effective on the effective date assigned by
the Plan. I further agree that any changes in my coverage will not become effective until approved by
the Plan. I understand that this is an application only, and I should not cancel any existing coverage
until I am notified of acceptance, in writing, by the Plan. If I have selected Blue Cross and Blue Shield
of Oklahoma coverage, | appoint the Board of Directors of Blue Cross and Blue Shield of Oklahoma my
true and lawful attorney to represent me at any and all meetings of the members of Blue Cross and
Blue Shield of Oklahoma and to vote in my name upon any matters arising at said meetings. However,
I retain the right to vote at any and all meetings of the members.

I have read all statements and notices on this application and represent that those items are true and
complete to the best of my knowledge and belief. I know that any material misstatements or omissions
of information that are made on this application may be the basis for later withdrawal of insurance
coverage or denial of a loss incurred during my or my dependent’s coverage. Any insurance agent,
examining physician, or other person who knowingly or willfully makes a false or fraudulent state-
ment or representation in or relative to an application for insurance, or who makes any such state-
ment to obtain a fee, commission, money, or benefit shall be guilty of a misdemeanor according to
TITLE 36, SECTION 1204 of the Oklahoma State Statutes.

I authorize my employer, as my agent, to deduct the amount of charges from my wages or salary for
the purpose of paying my membership charges to the Plan.

I understand that if my application is being handled through a broker or agent, I authorize that bro-
ker or agent to receive and review my application, which may contain medical information about me
or other family members listed on this application.






