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Plaesa mail orfuielard 4ppliration to:
+F€$€h€ +lefiAh
F.e.E#r3O€8S
Raleigh, NC 27622

Florth Garoffna Health fnsuranc€ Risk Facl, lrrc-
db* EnektEiveHdtt!

Appfuaeo* fior Covsags

Flw ffi.k kfrffif sWrc pee t* ffi A** effia *ffi** c# fta aats#eed rc # roq*r* F#6#F
hasbeanracei!€4" Youlnrgusb*sJearb&pi+}kg4*@**,effi.,4S:ary*rsdgh*s€*q*Sbe@b$e@iR"$1u*cha*
qlxtims wtrih* mmffitirE tfe Wffiimt. @rc d ffiffie?1?- A*ffi ftE @-

htl{+ss 
-Fir$l{arne:$oc"&l $er*r*ly#: @ssinh: 6er#r: CI **ae Cl Fe.rnah

FbrF
CiU: State: ZwCrde:.

Horrspfl*rrc* CeSSmr€ EffirSes*
*far*af Sta*rlr; (3gnsrle Ef*xanieo fiWmrcC lSryarateo EJ$\lorced
Dde: {Prwt e Date ulren witlorved, s4arard or dvor@d.

EqrsdAfu: f€#AnnES thr*t*S tncsne {rytbet}:
Haefhe =frfimrtueedaa'ytnb*r'r'r.predueis,tnfteicl-12mtr$Hl {3Ves, EtU
Fbce€fhnic €tackgrouad:{@isnd se|d}
Eg&aeb!-t*E@ [fMln**ear*reriffie Ekm**xg*r# flesaee fl.q*searw*gisr**me Clr,I#lett*we**id*frrxF.ae&r

F epd*mnt i* a n#wor is bga$lf irffiffiterf, s{'df tls fdbwirg; A*srWs#wuill hsst*b tte MLegEl guardian

ParenULqal Guardaa Name: Pare*tftegat Guardian Social Security #:

F*e**llegat emdiar A&ess {if diferefi ihan *a*ei:

'''.

1. Are lisj a retffi sf the ste ot Fbrth esq*ina? il tre, k th$ S eJFsl Ilt**,rworetlwrtrlda3rs) **ro
Please provide a ptlotoFpy ol anrrent driyers lisrse or stab lD ard ona ol tle tollosirlg; cur]€nt rent ar mortgqle Fynsrt
re4,vof regftilrdimcatr4 sr*tsExTrEtaE&nqWe3lyal€riFsrdililybiE trrff,fill.arltisamirs,tlErcr*Ehgd
gssdfa$ wtE lF6d b $pdy ttrls i*forlttdbn)

2. Oo you hane tegal rcsid€nt status in the United States? fl Yes E No

Fhase paltddea phdscryyour Sodaf Securfty card, ldr{rs$fieae, passpofrq nauralizAn*A&erstrip€sdifrce, unexpired
\44a, unary*:C FS+ as gr gr€en ca*. F grunr erf ls p:n@ 1ur # nad F srypff * pebto;ry: # fnr ffi
AuthorEalior? Iloeumont (€AB) ad Advance Parole {tempomry tray€il document}.

3. Are you a Federa$y ElQlble HIPAA lrdividual? fl Ves B no
You raay quallfy as a Federally El€lble HIPAA irdividual,
tf lau heve lost health c,r$lerage or $tt so'on toee€OBRAcoverage qg state con$nuation covgragc {rriF*{OEiRA} , aTd alt o{ lhelollorrtinq
staierpnts are bue. lrnr may qg+Ery as a Federally Eli'ide HlPAAindtuktual. lf yw dilt have COBRAaT stale contilwatiut coverry (mini-
CWA| it must b etdw,t# bebre yanr lndusie lleadft mrcrqe,ffiI #rt;
. Your rno€t recent cs\rerage u*as not lerminated a$a resu& af non-palrrRent of premiu+aoc ked.;
. lf ofbred, you have ebcled ard exhausted any continuallm coverage with the rnost recent coverage under GOBRA or state

cmtinuatiur ooverq€ (mini{OBnA) or a similar $gte or fedeml pogram;
. Youddndmrollin an.*:r&ridnd insnarce poliey or rec€Samnversion poflry ol limited duralion dter losing your grcup coverage;
. Y€u are rBt crrrenfiy efufuietor tdedcse cr ttk*Scaid cr any ot'er ern@fremf;,rckt€d gfs{pt+afthcn*erage cr granryftenth

insrance plan;
. You hae 18 npnlhs of recent creditabb eoverage urder a heaffir plan, wi*r your wp$ reces* correra€e undar an ernpbyer spon€or€d,

gCIrrefirmsrrt union or6h$ft*r pbn;
. You have no more than a 63 day break in cwerage since yrur lasi coverage teffiinated.

You must eubmit a Gertlllcate ol Cr€dibble Goverage sfiming 18 montha d coritinufls coverageuithout a brcak in coverage d
morethan63daysftom your pdor carrbL tryouareunalbto o$dn a CertFfie&d Credflabte Cwerage, pleace aee Section Vffi,
Requircme,nts Cfurctristlar cilf,ter forms cf atc€$We pod.
ilCHtRF-{FS,:ilrA0m gel of 8
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4. Are you and any of your legd deparers$ eligible for the fbdr C,rysage Tax Credit (HCTC) urder the Trade Adjustment Assir*aneefTAA)
fieform Act of 2662 or reeivirg pension paym€nfs frsrn the Fensrar Aanelfi Guaraniy Soryorafion? fJ yes [J wo

Yw are HGTC elkJibb ilw Wtywrit*&retolheefrertr.dintenal*tnaltue aN are Dqp.attnefiof t^aFe/rtiffi:
' F. or €dain TradaAdlusFnent Assistarm ffAA) ar AffemdireT.mdaAdiusfrnnt Assisiance {ATAA} program bseftts
. Fcr tnr*e peaple *tho receie benefttetrss the Pensicn Ben€*it Guaranty Cxrporation srd are at {'east 55 years dd

5. Are pr digibb for or receivirq gemium reimburcenent fior heatlh ooverage under any gnrvemillent-sporsared program or by arry
govemrFr*agerEyorheatticarepmv*der?{Thismludesfiel?adeAdlrslrsrtAssistancePrugranr{TAA}, Atterna@Trae
AdiustmentAssisfiance {ATA{!, alxt Pensiion Beneftt Guaranty Corporatton (PBGC} pqname.; fl Ves EI *o

6" Have yur terminated lrxdusive Health covemge within *p last 12 rprtrs? {fhis quesfron does not apply ta you il ycx.r anflered Ys" to
questbn 3 or 4)t D Yes D No

7. Are yau an hrnats orresidenl of a$ublic instittdi$ntE yes El t*o
8. fue you etigible for or enrolted in either Mediare Part A or Part B? fl Ves El No

9. Are you eligibka for or enrolled in the Shte MedbalAssistarrce Plan or hnedbaid? El yes E t'to

ll you aneueed '!tb" to quetione t anrt 4b indieate that yas ave Jd in tte etigibffi categoryfora Federalty Elittible HtPA/t
indivldual, and arc not in the eligibility cotegory for HCTC, TAA, ATAA, or PBGC qualilied indlviduals, you may still qualify for
coverag€ under lncr*sive H€6lth in one of tte digibility categori€€ bdw. lf you ansrered oYe$" to guestion 3 or { srdp to
Sectlon lH belorr.

10. Please check the eligibility calegory Urat applies lo you. I am e{rgible because ot one of lhe tollowirqu

tl I rc reiected or relirsd corcage ior health rcasors by an imurer
I nutst attacfr aryyda Hterfmrna heath irerrersayirq$t€ywill not prwidecover4etoaewhich is datedrpnprethsn
srx manfhs prior fo fhe dafe of thts rypfrCafion.

tl I am unable to obtain coverage exspt ryith a sndilisral dderthat limits coverage tor ny high risfi condilion{s}
t rnust attar$ a cogy of ihe poliey irddirg $e rider limitatlqrswhi,ch i$ dded no rnore than six rsr$hs prbr b tte dab of this

ryticxttwr.
n Hy cunent ildividual heatth irsurance mvw4e is at a prermium rab exceedlqg tlc lrcftrsine llaltft Fernium rate

I nrust attach a copy of ttn prernium t*llirq stalernent fEt must be datd nq npre than &) da1re pkr to the &E of tfrb 4plication
n I tras re*used kxtivkhral coverqge by an insurer erceptata p€ffrium rate higft*than the ffiusivefleslHrprernism rate

I must attach a copy of the canierb letter of approrral with tte required prernium listed that must be dated no rmre than six
rnsnths prbr to th€ date of this ap$to:ation.

n lkvebeendiagaosed uilhapre*rrytircqudifylng nedicd condifion
I have been diagrtased with one of the redical conditkrns listed below ard am not required to appg for other i&surance cover{e.
Please cfrcck dl conditions that apdy. Yqr must indude a htter fram your phpician confirming lhe diagnosis date,

T] AIDST{IV
[] Ahhdr#slXseece
tr Amfprophicl-ffi|*tqoeb{t-drGefrig's Dise6se}
tr Aoeuryem
tr Angina Pectoris
g nngEo$ety
tI AffilrlodngSpond/i$s
tr Canstqcrytsktnlktcd orrtiagposcd fur pd 5 lrE s
tr Cardb*Vopdry
tr Cerebnl Pa*sy
t} CMcffinctryePulmonaryDisem
E ChronicRsralFaihne
B GirrhcdsdfteLiw
n Coag€d*velMFdklee
lJ Coronarylnsuffldency
[3 CoronaryOcclusion
E Gofur'sDisea*
tr C@Fibro{ds
13 Ernplryeena
tr Hemochrsnato*is
tr llemqfiilh
n HWaSlieC
[7 flodgein'sD*soase

tr Huntinglon's Chorea
tr l$rooephalrc
tr l-ed<emla
11 LupusEry{MwusDhsernirsfe
tr UaiorOrgfliTlryffi
tr Huldpborni*scedadedS*rq{*
tr llluscrlar0ystrofi
tr lryasth€nia Gravis
E ilyocanfal lrtarclio
tr FrgefsDie€as
B Para$egeaor0r$tplegi.
B Parkinson'slxsease
tr Fo@qpeda.tsdtkilddosa)
[l FsoriaticArtftrilis
E SpkolfcDfsease
fl kfmd'sffiese
t] BtsmabUArtrdlis
tr ScftLophleaia
tr MqcvA)
Il 9tacideAtHnS
ll lMogyofffi
tr Ulcerativecditis
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t . lrdicate your Empbyr€nt Statrs {fne question rflrrst b€ smpteFd b'y fie aplitnrrt- ff applk:ant is a mirsr chitd, *ip to Wes-ffir #2}
[J Er*SayeaFu$Igne tr rrpb]redParrTi$?e f] Ser-en1doyeA [3 uotempoyec fl Retirea E oisauleo

a. lf enqtoyed, pre*e comdae fhe infonrffir brdcru:
EtrpblprName:
EmpbyerAddress:
Enployercity, $are&@;
Emphycr Pfpnc lk$r$er:
Date of Hire:

Does your enployer offer health coverage to its ernployees?

fue ym enrolled lor coverqe under this plan?
flves flNo
Eves []t{o

tf no, indicate reason why:
Plaas$upplya @rfrom yo$r einployer vailying reason for ovsage not lreing availableto you.
lf ym, does this plan have a pre-exis*irq @rdition linftallm Snt apSbs lo ysr? [fVes Eltto
Fhse supplf a espf ef the preqriding sndilioh limildien and a le*!s ftorn arbr iffliedng $eurhe* it no longer
applies lo you.

b. tl rtdsndol€4 pteee sde*e tte in omslion bdw:
Dde of I Ast Empbyn€fit: From: --- To:

Did your fonrer Employer ofier group heaRh couerage?

Werepu errolled forconterage ur# thb dan?

Bves BNo
Elves f,ltrn

lf yes , rvere you otfered or eligibte for COBRA or mini{OBRA beneftK?Elfes tfruo
Are pu errnlled ina COBEAorrnin -CCBBASaT ttnougrh tl*serngoyer? f]yes Ego

lfys, wfatistheeffectivedateof COBRA/mini{OBRAcoverrye? From:_ To:

lf no, irdicde rewr wtry yctr # not # COBRA/minFC@RA coterage:

G. lf l?fire4 pEa*eor{pleieflE informf*m behrr:
Date€f BdirernerE:
Does your former Employer offer group health coverage to Betirees? Eyes Etto
lf yes, are you enrolled under this plan? flyes Eruo

lf no, uere you olfered COBflAor mini4OBRA benefits? EYes ffNo
Are ysr enrolled in this plan under COBRAoT mini-COBFIA? Eyas ElNo

lf yes, what is the eftec.tive date of COBRAlmini€OBEA coverage? From: _ To:

lf no, indicate reason wty you did not elect COBHAfrnini€OBRA cover€e:

d. lf disabl€4 plasecompleletheinilormation befory:
Phasa s€nd a copy of yonr Soclal SecurityArtwd k*hr
Do1mureeive$ocialfu$tyBenetts? Elyes EHo
tl yee, 'erhal date d'id your Socla{ Seeuity Berdits begln?

2. lrdi:ate )rnlf Spouse's or ttc Parsrfs gnwynst Stdrs (!f amli€nt b a n*nor cfiild, )nJ nrust supdy lfrc folkrrrirg infsnralbn for botfr
parents and any stegparen$)

II empOyeOFutlTime tr gmptryeOPartTirne t3 Sen-SrrppO fl nurernplry* El Rsirg tl O*s*eO
a lf etnploF4 phasecomphbthelnfo:rdon be|ow:

ErpSprName:
Enqployer Address:

EnpbyerCity, State & Zp:
Emgoyer Phone Nun$er:
Oate of Hire:

Does your spouse or parent's employer offer health soverage lo its employeesl Elyes ENo
Are 1nr enrolked lor correr4e under this plan? flves ffNo

lf no, indicate reason why:
Please supply a lctH from your enrployer verifflng n6son for coverage not being available to you-
tf 1re, &s thls phn have a pre-existirq cordition limitatbn that applies to yor? EYe$ nNo
Plws$Flyary d*epreetiselgeonditionlEmiba*ionand a blterfrogrwrix lnelie**rg thcrrtrcn it no longpr
applhslo yolr

{continued on next page}
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b. tf nclemffi, pleatsca:A**ethe inffiqr bdm
Dale of Lsl Erq@yme#: F,rsm: _.._.- To: ...-
Did yorr spouse or parenfs forrner Enpbyer offer grcp healfi ener4e? [f Yes fJilo
labre you arolbd for eoverqe urder f*B plan? lfVes f3tto

lf yes , were you o{fered or eligitde fsr COBRA or rnini-COBRAbenetttslffyes ffNo
Are you enrdled in a COtsRA s mini€OBHA ptrn ttuoagh thLe er{toyer? EIVm flruo

tf yes, utra* istu effeetivc dafie ef GABRAlmini€OBRAmver4c? Frorn:_
lf no, indicate reasrn why you did not elect COBRA/mini4OBRA coverage:

To:

c. tt rutu4 plea* com$# lln inlormafion behr:
Date of Retirernent:

Do* pr.rrspousc or parentk former Erpbyer oser group health mverage to Re{irees? .HVes flltlo
lf ym, are yor enrotled ur&r rffis plan? flVes EINo

lf no, were 1ruu olfered C@BA or m.ini{OBBA berrelite? Elyes Elto
Are ycu enrolled in this plan urder COBRA or mini4OBRA? f]yes ElNo

ll yes, what is lhe elfective date of COBfrA/mini-COBffAcoverage? From: 

-*-lf no, irdicate rffrsorr why you did nst dd COBRA/rnini€OBAAoover4e:

d. E drisde4 plme comBlc*etheinlormatonbeisvw
P@ srd a qy cf your Social Seanrity Artrd Hter
Do yur receive Sociat Sec*ity Benefits? flVes fltto
lf yes, ttffi daie dfd your Smral Secunsr flen#iis hgin ?.

3- Are yan eliEil{e lor or covered by any ottrer treallh ir*urarc? EYes nNo
lf yes" provkle the folla'fling infonnalion:
Nanea* P&anor Canier-.

Plan or Polic.y Nunbe:
Plan orCanbr Ptpne t*,trfibr:

4 Have ycu recently exhausrad COBRA ccver4e cr sfate cantinuatbn coverqe {rnini'COBRA} under e groqo heskh p}a*? IJVe EINg
lf yes, proviie date of coverqe: Elfective Date: Terminatign Date:
Pl€a€e Fovilea mpy of yolrtelT]lk}atkrn le*ler inAioatrqg rca$o*rtorter**nation.

lf you hadpr*iousMFrmrer4iie tffifirffitemirabdwfsrinff dqnscf affiiqgfortndtrsive Fb#r, thepirc;-exisring comfilbnwailirry perfrrd

sha$ be re€E eed$ lfiearnoumottimefhaf you hadiheptsriorlspolicy of uedilablecoverage- kdividuab wrm$ing in lrdusive lha$tr by
December 31, 2009 shall be subieci 1o a six month pre-exislirg condition waiting period. All other irdividuals enrolling in lnclusirre Health shall
be suk{ect io a twefue month tre.€xlstk}S mnCitbn wait;rg period.

Note thatpo ptqlexistirg rcnditbn exclusbn shall aNy to the follawing:
. A Federally Defined Eli$He lndividual {tf pr ansurerd "Ye" to qustion ll.3
'ATAA, ATAAaT PBGG d{lible indvidd {lf 1nu anawered "Yd to questien ll-4}

'A newborn, adopted or loster cfrib for 31 days lollowing the birth or plac€ment in the home as a dependent of an
lrrclusiw llealth eligible individual

Please lndude a copy ol your HIPAA cerfifi€te ol credibble everageulth this apgicaton.
1. Have you been diagnosed, treated or sougbt any medical advica or treatrnerii *.ffinS *€ last 12 rnoilthsp EYes Etto
2. Have you taken any prescription medication durirE lhe last 12 mornhs? Eves Dt*to

lf yes, pbase list the rnedkailbn, lte nredkxl @rdifion beir€ fieated, the date lrou started taking the nedicafton and ttle narne of the
prescribirE phtrsician-

NAME OF MEDICATIOiI M€DICAL CCB{DITION BE1N€ TFEATEO DAT€ YOU STAffTEO TAI(IIIG MEOICAT€N T{AME OF PftESCYIISING PHYSICIAN

NCHTRP{Xigf;il!zfitg pqe4 ot8 Iog:il!f206f



3- Have you had an operarion or been lpspitdized during ttle last 12 rnorntrs? EIYes EIlg
4. Io tfte best of y'our tcnowt@re or belbi have ynu had or sougrtrt freaffi€nt or dvise or faken any prescripfiofl drugs

within the last 12 month$ for any d tfle fdlorirg:
lffie thad dl q#ims must tu dtedrrd "Yes' or Ib" s qdialion vill & irwWete- Failurc ro disdose sndittons may resrlt in a delay of
dairn prsc€$ri{ts.

a Carrer, turno or grcxth {rnalignant or benign} """""""-'- Clves Ehb
b, Acqrird Fffrnrrre O*lctmrry gnr*orne or ltJm€n lrnnnnrogr*mey Vinrs pssiliw '"-"- EIVes Elt*c
c. Kidney stones, kidney or bladder conditior1 urlnary frequerrcy or hnning ' Elyes EINa

e. Co*er,tt!/ro&Jconditbn Eye EHo
f. Seizue disorder, cenhat nenrou.s syslem di.sorde4 multiple sderosis ------ flVes [fXo
S. Subsrance abuse (drug or ahohol dqer&rcy, abuse or diclbn) .--'-.----"---. EIVes Btto

i. Gall bladder mndition, hemia, stomach or intestinal conditbn, ulcers, hernonhoids, liver cordition Elyes Elwo

i. Gatardorothereyeconditbn fiyes Eltto
k. Chronkobstructive Pulnronarydisease{C0PD)'-"'"'-' ffyes Etrto

n" Arhlitis, cftronic mr.rscular pain, rtreunralism, extemal deformity, ampuktisn(s), back or spind trq&b, limb corditbn ElVe Eltto
o. Cor€estire Heart Failure FVes DNo
p. GoronarArtery Oisease{CADr"--"-.--"..".'- Eves EIwo

r. Otfer teart condition, hypobnsion{bw Hood pressure}, rfeunalh fevec cerebrovascular aecident{stroke} .--""".-"-.-- flVs flttto
s. lnqruhr ur €xcssive n€rstrud t*eedng, regro&tctive sy$rem &sorders, inlerlritty, tneast cundition -" ' f3Ves Efto
t, Prctate condilion, rcpro*.rciive slstems diso(&r$, infertilily flVs Etto

u Oupa{ier*courwe#ng,srryps}€h,iaP*sorpqnohonlryidc€fr$ris6$rlg,oranymenta}d*sorder """"""""'-tlVes [J*to

y- A&nctr{ral lab rsrtts suc{ as, chot€stero{, t{gtyreddes, PS& M srgar, P4 stear, manrnmgraptry- flVes Et{o

1 . Please choose one of the lndusive Health plan options (available 1 /1 /2010).

n PPorffi
n Ppozs)
tl PPosEm
tr HQh tledlctible Flealrh Plan 5@O

a" lf yur sd# High tleduc*ie Heaft Plan sqn, you rmst scb€i one of tle three optiors belaw:
tr t wftt be setting trp' a tfteaft'h SavfrEls Aooorrrii (f{SAi finowtr tire tncftrstue fieatth bankirE option"

*You must cor@€ile $e HSA Bank set-up fonn ard attacfi to tfn apdicalbn {avallabb a[ urvrv-ilrclusivef€alth.org
dr call866S6$.2111

ll t wilt be setting up atteat& Savirgs Accsrrt Unolgh my cna*n hnk
n I will b not be sefiir€ up a lkeaXfi SavirqrsAsmrr*

Begues*ed EfiecliYe Dale
Com$ete applications, induding all documentation and the first month's premium, reeived by the 15th ol ltm month can be elfective the first of
ttle following monlh. Reryes*ed €fMive dates rn{r$t ba the lir6t of fle rna{dh sith the ex@ion of indtuidt# who are erfraue*irE tt*eir COBRA
coverage or staie oonlnualion colrerage (mini-COBBA). These sfSicants rxay request an etfec*iv€ date olher than the lirst ol the monlh that
coincides with the last date of suctr cot€rage. A com#ded apflicalio*, induding aS do€xlmentation and the first rnonth's premium, must be
received 15 days prior to the effuclive dafe af m\r€rage"

Yourpremiumanountis$-(referlopreml0mratetab'eonourwebst]leatwww"incfusivaheaffh.orgorcaff{ffi}s65.a17'
The first monfi's prernium must be submitted in tre fonn of a persornl *freck or morey order nrith this apdicaffon
(tloea notapp$ toTAAorATAAindividuals wlto ansrer€d "Ye'" bqueslion ll.4) (continued on next page)
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Bankinglrforu€ffon
Tle orlyavanftableoption foryourrmodttly prertlfitm Flryrerf is vfaauGornatiowfthdtawrrFs tattendff€ctly frorfi yonr€fl irlgor
savings account commonly referred to as Elecfronic Funda Transfer {EFT}- Ph* complete the auilnrhatlon agreemeff bdou ard
submfi a voirled dteclc Your aubmatic deduction witl be ilade on tfte tast tusiness &y of emh rilonrl br lhe folbwiilg morilfi due. ln the
e$teff thatydlr ar$snafireuritr*aarde€{d,gcthffi€h,tfere bapibitity of adou& rffitrMra}trd incresnr*hbbrirqyorx Fre$$um
payments (rfirent, or lrqtr c(nretage may be termirded- We resene lhe rtllrt to d arry orreKhe am(runts to ttp rrext autornalb wiffirawal to
keep yrour ptBmium payil€nts GJne{*.

Automated Glearinghouse Authorizatlon Agreenent
lnclusive Health $ru4h its administrator, Cormource, is hereby authorized to deduct rny lrrdusive l-lealth premium payment due ltrem by
electronic debit entries to my checking or savirqs accot nt irxJiated below.
Name otAmsuntHolder:
Bank Name:

ArmmtTypc: ElCtrec*irq ElSavirygs Assun[*h
€IankAddress:

Routirg l.lo.:

Crty:

Signahlre ol Accourrt Holqsl: X
Acsunt t{dd€r(s} Uads} {Print}:
Signabeof Amuril llolder(s): X
Aceount ru*eer&l Flam{s} (Print}:

ATTACH A VOIDED CHECK OR SAVINGS ACCOUNT DEPOSIT SLIP HERE
How did ycl hear about lndusive Health?

ilNewspaper lfweosite Ehsurance Company
EIRadio,Tv flHeatthOrganizatbn lllnsuranceAgent

Elempnyer l3rreno
Elooctor Dottrer

lf a North Carolina licensed insurance agent infonned you about ttre insurane coverage provided by lnclusive Health, Inclusive Heafth will
reimburse the agent Inclusive approval olthe apflication and reei$ of the lirst premium payment.
Agrent Nane:
Agent Ucensel{o.
Busine$Agiency

Expiration date: ot

Oity:

Phone Nurnber: E-nailAddress:
Make check payable to :

Agent Signatre:
tt lndut*t e Hcd& does not have a cog d &e qenfs Ueense ard tiFg on trle, a copy mu$t be srhmittdd with tht* apgicailion,

By my signafure b€Nour, I agrce to lhe following stalaments:
1. The foregoirE s{alements ard an$wers are mnplete, aBurats and tn"re ts the b€st of ny krnrfl{edg€ and bellsf;
2. My coverage will not be elfective until the apdication and any reqrired documentation are receired and approved ard the full first mor*h's

premium has been received and pocessed. lf received by the 15th of the month, the first date thai coverage can becorne effedive is the first
day of the rnonth following approrral by lnc{usive Heall}r. lf I am exhausting COBRA or state continuation ooverage (mini-COBRA}, my
coverage wfll not be elfective unhl at teast t5 days afterthe date nry arylication and any reguired documentalion are rec€ived and aproved
and the full lrrst month's premium has been received and processed.

3. I understand that if I am no longer a resident of North Carolina, or il obtain other heallh insurance coverage, I must notify lnclusive Heahh and
my lnclusive Health coverage will end.

4. t understand tttai. any ftwcrupte, tahe, or tratd,rhnt rntsdatefi€nis may tead to reecission of caverage issued or premiurn rate ctrarged as ct
the onginal issile dde.

5' I authorize my medical probssional, horyital, mdicd or mediel related f*ilr'ty, pharmacy, govemncnt agerxy, insurance agency, health
insurance flan, other person orfirm, to release my health and eligibility information to lndusive Health and its administrator, Coresource,
lnc., or their agents, and to accept as valid a photocopy of this authorizalion and my signalure. This includes release of protec{ed health
information for claims paymont, lreatnent, ulilization review, disease or cass managernent seruices or qualtty impnrvernent purposes,

{continued on next page)
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6. I urderstandlM the infoernalion provided on fris Sication is wls*tered cwrlidentiat and is soHy tor the use of lndusiw Health, and
tts des{lnatsd representatives for the purposes of paymsnt, tr€atment, and health care operations {including care coordinalion and quality
assurarm). I urderland that infonnatbn obtaired will remain s{Ibjt}d to fhe protections of lhe Heallh lng.rance Portability and Accountability
Act's slardards ard practbes,

7. lunderstardltratt$sreleaseisvalidlorSlmontrstrcrnt?reffiot{;nature. lurdersffitratlanentrtedlorecehueawpycfithis
release ard fiat I may revrd<e lhis auttprization by prwiding ywitten rudics to lndusive hlealth or Coresoure, lnc. I urderstarxC lhat lf I
revoke this authorization, it may affect my enrcllrnent

Signature of Applicant:

$ignature of Parent or Legal Guardian:
(Minor or legally inompetent)

Date

lncluslve tlealth rccommends ttat you make a pholocryy ol your aFdication and dl s|lpplereiltal docunrcnts-lor yow r#a
1. ApplicaUon for Coverage:

a. Dd you comflete lhe enlire ap$ication? All required lields must be mmpeted-
b. Did you slgfi ard dab tle ap$balbn?
c. Ofd you complete a separate applicathn for eacfi person applytns for coverage?

2 Prarnium eryment ($effon Y):
a. Did you include your premium paymenl wilh your aplicalion?

(Do€$ rlot appfy toTAAor ATAAirdiy{duabufio ansv*ered Afes" to We$tioft$.4}.
b. Did yon conpHe the bank wthdrawal form and submit a voiH ched€
c, Did ycr make your check payabb to lrrclusive Healtb?

e koof of l$#lf! C*d8n BesftIencf:
a. Copy of annent drivers licerpe or staie lD, plus

b- Oneoffefc*loring:
. fl]Irent rent or morlgqe gayment reoeiFt
r wterregbfdioncard
. stateincomel4ratlm
. property tax receipt
. utility bill

* Please ruIte, the infonnatbn provided in Section I nrust mdcn $e informatbn on lhe proof of reiderxy doanments prwided. f *E
reflt/nortgage or util$ b:l[ is in a spexrse's or guarelian'e !]€une, a birth certificate or rnaniage certificde is ako recnrired-

t[. Proof of U S cilizensfilp or Lawful Permanenl Fesr'dent Affen
a. frte of the followirg:

. socialsecrrifyeard
r bifih cefiificate
. paspoft
. naturdization/citizenshipcedifcate
. greencard

b. Perd*6 grmn card {sr$dy two docurnenb}
. Ernp$6nentlullffiizat*:nDmment{EAD)
. AdvanceParole(terqoraryhveldoufien$

5- Proof ot feO*atty Eliglble HIPAA indh&*rd: (if you alffi 'Yee" to questftrn lL3)
a- Copy of a Cedi6cate ef CrecEaHe Coverage *reudng 18 nenlfs d co$tinusre sr€ragp frosn your pvior carrier
b" lt leur prior canier has not provided pu with a certificate, other examples of proof ol prior coverage can indude:

' Ex$anation ol benelits or other conespondence from a plan or issuer indicating coverage
r Pay s-ftrbs strowirE a paymfi deduction lor health coverage
. HGrlSr insurance itlentification card
. Cenficale ot ccverage tor grcrp healttr pdiey

(contirEledon next pqF)
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& Proof of crediBle cowrage to reduce pe*isffng wairiqg period: (if applieablel
a. Copy ol a Certificate of Creditaue Coverage showing the number of days of continuous coverage from your prior canier

b. tf ynur prior anier has not provided you wift a ceilificate, otter exam$es o{ proof of prior coverage can indude:
r Exdanation ol bereftts or dher correspondenoe lrorn a $an or issuer indicalir€ ccverage
. Pay s'ubs $howtr€ a payroll deduclion lorheallh coveralJe
. l-leallh insurance i@fiification card
. Certifcate of coveragefor $utp healh pdiq,

7. Ptoof of ff€dlt t'overage lax CrudE (TAA or A11iAI or Fens$on FenelTt Cuaranty Ccrporat$on: {tr you answered '-fes* fo qucsl$on S.4}

a Corpl*edsup$ementdTAAform
b. Copy of one of the tullowirg

r TAAGerliticatisn
. l-halgr Coverage Tax Credtt Certificafe
. Prof of Fem{on Bendit Guaranty Corpmation

8. Prsof Ef Eligthifry: $f you checked one of the responsea in gresdon lL10)

a. Leiler from an irdivklual healh in$Jrer fiar irdudes one of tte fdbwing:
. DeniaN or rsfrlctiffi lelier &e to a nredi.rld conditk'$ frorn hedth insurer
r lconditbnal riderfhat trrqild gtdude mrerage &r a rnedical erditian
. A premium rate thd exceeds the rae )nr would be cflaees {see "Flow rrxlch do6 it cosf at rrww-irrlusivehealthorg or call 1€6S

66F2117to confirmlhe rate) by lndusive Ffteal$t
. Letter from your physician conlirming diaginosis date tor eactr o*e of the rnedical conditions listed in question ll.10

9. oths docrrmentation: {if applicable)
a DisabilityAwardLetter

b- COBRA ar siate contirurati]ft cweragre {mini{OARA) iermindion letter including reason for terminatbn

c. Pre-existing mrdfrkrn wailir€ perkld lelter trom trcahh canier indrcaling when preerTstirE corxdili,on limttation no bnger applles to you

d. Health Savings Amount Bankirq Set-up turm, if using HSA Bar*ing option through lrrlusive Health Ptan

lllclur*ve ffaatrft rFumrnrsrd$ lhaf 1ou rnafte a pftotocopy of yslriffrbdion and aS s|pphrrerdd docuapnte tor your recorefi*.

ilail Application, paynunt and rcqllr€d documer$ation b:

lnclusive Health
P.O. Box 3fr,O9
Raleigh, NC 27622

Ilc you rd hdp with your premlum? Check out lne*usive Hmlth'a Subsidy Program. We can offer assistane to people who qualify
based on incorne and lamily size. Visft our rcbsfib ak wuw.indudneftalthorg or +dl (ffi) 66$2117 to l€m m{xe*

.*EffD OF APF'I-$CATIOIf *
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