Anthem.

The affordable coverage
you need. Just when
you need it most.
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At Anthem Blue Cross and Blue Shield, we're doing
everything we can to make all kinds of healthcare
coverage available to all kinds of people.

A comprehensive range of reliable and affordable
products is what you'd expect from Anthem Blue
Cross and Blue Shield, a company millions of people
have entrusted their healthcare coverage to for over
70 years.

Day in and day out, our most important goal is
treating you the way you deserve to be treated.
Fairly.

We look forward to making your experience with us
pleasant and rewarding.

Recent college graduates, people between jobs,
dependents, early retirees - anyone who needs
temporary protection until they secure more
permanent coverage. The Blue Short Term plan is
designed to protect you for one to six months.

No matter how healthy you are or how well you take
care of yourself, unexpected health issues can arise.
You don't want to get caught without healthcare
coverage. It's just not worth the risk.



Network Discounts: With Anthem, you have access
to one of the largest provider networks in the state.
These network (or participating) providers have
agreed to accept lower costs for their covered
services to Anthem members - similar to volume
discounts. These negotiated costs help reduce the
overall cost of covered medical services, including
your share of those costs.

This is true whether you are paying the entire cost
for covered services (such as while you are meeting
your deductible), or whether we are sharing the cost.
With over 9,800 doctors and specialists and over
100 hospitals and other facilities, chances are your
provider already participates. Just visit a network
provider to take advantage of the savings. Your costs
may be higher when using non-network providers
and facilities.

Premiums are the amount of money you pay to
your health coverage company to keep your health
benefit plan active. Your premium does not apply
toward your deductible.

Cost-Sharing: The costs of medical care today can
be staggering. Health care coverage from Anthem
can help protect you against these high costs. With
most health care coverage, you pay a premium,
then you share some of the cost of covered medical
care with the company that provides your health
care coverage. The level of cost-sharing you choose
directly impacts your premium amount. The more
you are willing to share in the costs, the lower your
premium. With Anthem, you can choose your level of
protection and the level of cost-sharing that works
best for your health care needs and budget.



Deductible is the amount you have to pay each
benefit period for covered services before

your health care plan starts paying. Usually,

the higher a plan’s deductible, the lower the
premium. In some cases, you may also have a
separate deductible for certain services such as
prescription drugs.

Coinsurance is the percentage of the cost of
covered services that you will be responsible
for, after your deductible is met. Coinsurance
does not apply to your deductible.

Out-Of-Pocket Maximum is the total amount
of money (not counting your premiums) you
have to pay for your health care coverage.
Your deductible and coinsurance for covered
services, except those for prescription drugs
and non-network Human Organ and Tissue
Transplant Services, count toward your out-of-
pocket maximum.

Lifetime Maximum is the lifetime benefit
amount that will be paid under the policy for
each member.

Prescription Drugs are medications that must
be authorized for use by your doctor.



Blue Short Term offers the same level of reliable
healthcare coverage you'd expect from the company
that's been protecting people for more than 70 years.

Covered Services:

- Office visits

- Prescription drugs - up to $500 per member

- Diagnostic services (lab and x-ray)

- Inpatient hospital and outpatient services

- Emergency room and urgent care

- Ambulance - up to $2,500

- Home healthcare - up to 60 visits

- Hospice

- Human organ and tissue transplant - up to $1,000,000

- Durable medical equipment - plan pays 50% of
covered services after deductible

Once your deductible has been reached, Blue Short
Term plan pays 80% of covered services. You pay the
remaining 20% until your total out-of-pocket expense
for covered services is met. Once that limit is reached,
the plan pays 100% for most covered services, up to
the $1 million maximum.

Deductible $250 Single  $500Single  $1,000 Single ~ $2,500 Single
Single/Family $500 Family $1,000 Family ~ $2,000 Family ~ $5,000 Family
Out-of-Pocket Limit $5,250 Single  $5,500 Single  $6,000 Single  $7,500 Single

Single/Family Maximum | $10,500 Family $11,000 Family $12,000 Family ~ $15,000 Family

Covered Services

Coinsurance 20% 20% 20% 20%
Rx Coinsurance 20%' 20%' 20%' 20%'
Office Visit Coinsurance | 20% 20% 20% 20%
Lifetime Maximum $1 Million $1 Million $1 Million $1 Million

*Separate $250 Rx deductible for prescription drugs. This does not go toward the out-of-pocket maximum. $500 Benefit
Maximum per member per benefit period.



With Blue Short Term plan, you get choices. Decide
for yourself what fits your needs. When do you want
your coverage to start? How long will you need
coverage - one, two, three, four, five, or six months?
Select the deductible that's right for you, from as low
as $250 all the way up to $2,500. And with that choice,
you can influence what your coverage will cost.

You even have a choice of payment options.
- Make your entire payment in advance by check
or credit card.
- For a $10 monthly administration fee, you can pay
monthly in two different ways:
- Pay the first month in advance by check/credit
card, then be billed monthly and pay by check.
- Pay the first month in advance by check/credit,
and allow monthly deductions from your
bank account.



With Blue Short Term, you can go to any doctor,
specialist or hospital of your choice. Of course,
this freedom comes with responsibility. If you
seek care from a non-contracted provider, you may
be responsible for submitting your own claims.
However, providers who are contracted with us will
normally submit claims on your behalf.

To find your doctor or local hospital, check our
Directory of Network Providers at anthem.com.

Thanks to our 34 million members, our pharmacy
benefits manager is able to negotiate significant
discounts on prescription medications. When your
doctor prescribes medications from our formulary -
the technical name for the comprehensive list of
prescription medications we cover - you save
money. To check out Anthem’s formulary, visit
anthem.com. Simply select Visitor, enter your state,
select Membership Features, and then select the
Anthem National Drug List/Formulary.



And now — some really important
legal information you should take
the time to read.

We want you to be satisfied.

If you aren’t satisfied with your Blue Short Term
coverage, you can cancel it within 10 days after
you receive your contract or certificate of coverage
or have access to it online, whichever is earlier. If
you haven't submitted any claims, you'll get a full
refund of the premium you paid when coverage

is cancelled within the first 10 days. You can view
your contract or certificate of coverage online or
receive a paper copy of it upon request as outlined
in your initial membership letter.

Renewability

This policy is issued for a specified term (Benefit
Period) for which you apply and are accepted. It
cannot be renewed under any circumstances;
however, if you are able to answer “no” to the
questions under Part E on each application, you
may purchase up to two Short Option policies in a
calendar year. If you purchase two 6 month policies,
you must have at least a 60 day break between the
two policies.

What'’s a preexisting condition?

Preexisting conditions are not covered under this
plan. A preexisting condition is a condition for which
medical advice, diagnosis, care or treatment was
recommended or received during the 24 months
right before you enrolled. Any condition that occurred
in any earlier plan benefit period will be a preexisting
condition under a subsequent plan benefit period.



Short Term plans don't provide benefits for services,
supplies or charges having to do with preexisting
conditions (see “What's a preexisting condition?”);
private duty nursing; maternity services (except
complications of pregnancy); mental health and
substance abuse; preventive care services; well child
care; experimental or investigative treatment; dental
and vision, except as spelled out in your contract;
charges greater than the maximum allowable amount
(charges exceeding the amount Anthem recognizes
for services); care provided by a member of your
family; treatment that's primarily intended to improve
your appearance; weight loss programs or treatment
of obesity; hearing aids; eyeglasses or contact lenses;
radial keratotomy or keratomileusis or excimer laser
photo; artificial insemination, fertilization, infertility
drugs or sterilization reversal; sex transformation
surgery; custodial care; contraceptives; artificial

and mechanical hearts; workers' compensation; and
services we determine aren't medically necessary.
These are some of the exclusions contained in the
plans. Check your contract or certificate of coverage
for a complete listing of benefits, exclusions and
maximum payment levels.

If we deny a claim or request for benefits completely
or partially, we will notify you in writing. The notice
will explain why we denied the claim/request and
describe the appeals process. You can appeal
decisions that deny or reduce benefits. We encourage
you to file appeals right away when you first get an
initial decision from us, but we require that you file
within six months of getting one. You should send
additional information that supports your appeal and
state all the reasons why you feel the appeal request



Please call customer service or check your contract

or certificate of coverage for more information on

our internal appeal and external review processes.

Unless our notice of decision includes a different
address, send requests for a review of appeal to:

Anthem Blue Cross and Blue Shield
Appeals Coordinator

P.0. Box 33200

Louisville, KY 40223-3200

should be granted. We will review your appeal and
let you know our decision in writing within 30 days of
receiving your first appeal.

If you are denied coverage based on medical
necessity or experimental/investigative exclusions,
you can request that a board-eligible or board-
certified specialist review your appeal. If we deny
coverage for reasons other than medical necessity
or experimental/investigative reasons, you can
also appeal.

If we uphold our decision throughout the appeals
process, you can request a review by the Kentucky
Office of Insurance. In addition to the appeals
processes we just described, Anthem has adopted
a confidentiality policy in Kentucky. This policy
includes guidelines regarding the protection of
confidential member information and a member's
right to access and change information in Anthem'’s




possession. The policy clearly points out when a
member needs to sign a release before Anthem

can disclose information to a member’s provider,
spouse, domestic partner or other family members.
includes guidelines regarding the protection of
confidential member information and a member’s
right to access and change information in Anthem’s
possession. The policy clearly points out when a
member needs to sign a release before Anthem can
disclose information to a member’s provider, spouse,
domestic partner or other family members.

If you aren't satisfied with your Blue Short Term
coverage, you can cancel it within 10 days after you
receive your contract or certificate of coverage or
have access to it online, whichever is earlier. If you
haven't submitted any claims, you'll get a full refund
of the premium you paid when coverage is cancelled
within the first 10 days. You can view your contract
or certificate of coverage online or receive a paper
copy of it upon request as outlined in your initial
membership letter.

This Blue Short Term Brochure is intended to be a brief outline of cover-
age and is not intended to be a legal contract. The entire provisions of
benefits and exclusions are contained in the contract or certificate of
coverage. In the event of a conflict between the contract or certificate
of coverage and this Blue Short Term Brochure, the terms of the
contract or certificate of coverage will prevail.
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Use the premium worksheet to determine your
total premium. For questions regarding premium
calculation, contact your agent.

1. Applicant’s Base Premium (the amount corresponding to your age, sex, and $
deductible from the table below)

2. Spouse/Domestic Partner’s Base Premium (if to be covered) (the amount $
corr ing to your spouse/d ic partner's age, sex, and deductible
from the table below)

3. Children’s Base Premium (the amount corresponding to your number of children $
to be covered and deductible from the table at right)

4. Subtotal (add lines 1 through 3) $
5. Area Factor (enter the area factor that corresponds with your county from the X
table at right)

6. Total Monthly Premium (multiply line 4 by line 5) $
7. Number of Months in Contract Term (enter 1, 2, 3,4, 5 or 6) X
8. Total Premium Due with Application (multiply line 6 by line 7)* $

For child(ren) only policies: Use the adult premium corresponding to the child’s gender and deductible.
Then use the Dependent Children premium table for each additional child.

<19 $81.85 $10661 = $66.16 $86.19 $52.80 $68.78 $4011 $52.24
1929 $85.92 $111.90 @ $6946 $9046 $5543  $72.19 $4211 $54.83
30-34 $101.63 $136.81 @ $82.16 $11060 K $65.56 $88.26 $49.80 $67.04
3539 $12217 $159.16 | $9876 $128.67 K $78.81 $102.68 $59.87 §$78.00
40-44 $14074 $17547 | $11377 $141.85 K $9079 $113.20 $68.97 $8599
45-49 $17351 $202.35 | $140.26 $163.58 | $111.93 $130.54 @ $8503 $99.16
50-54 $221.83 $23814 | $179.33 $192.51 & $143.11 $15363 | $10871 $116.70
55-59 $29704 $291.30 | $240.12 $23548 | $191.62 $18792 | $145.56 $14275

60+ $426.00 $382.05 | $344.37 $308.85 $274.81 $24647 | $20876 $187.22
Rates are effective April 1, 2010.

*Rates are for illustrative purposes only and subject to change. Some areas or age groups may have
higher or lower rates. Actual rates are also based on underwriting classification. Refer to the plan for a
complete list of coverage, conditions, restrictions, limitations and exclusions.
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Dependent Children Monthly Rate*

Deductible
NUMBER OF CHILDREN $ 250 $ 500 $ 1,000 $ 2,500
1 Child [ $70.52 $5701 $4549 $34.56
2 Children [ $141.04 $114.02 $90.98 $69.12
3 Children [ $211.56 $171.03 $13647 $103.68

Rates are effective April 1, 2010.

NOTE: If you need help with applying or obtaining a
quote, please contact your agent.

Check the counties listed below. If your

county is not included, you may need a
brochure for a different area.

AREA FACTOR COUNTY

1.0861 Ballard, Caldwell, Calloway, Carlisle, Crittenden, Fulton, Graves, Hickman, Livingston, Lyon,
Marshall, McCracken

0.9716 Christian, Daviess, Hancock, Henderson, Hopkins, McLean, Muhlenberg, Ohio, Trigg, Todd,
Union, Webster

1.0006 Breckinridge, Bullitt, Carroll, Grayson, Hardin, Henry, Jefferson, Larue, Marion, Meade, Nelson,
Oldham, Shelby, Spencer, Trimble, Washington

0.9865 Adair, Allen, Barren, Butler, Casey, Clinton, Cumberland, Edmonson, Green, Hart, Logan, McCreary,
Metcalfe, Monroe, Pulaski, Russell, Simpson, Taylor, Warren, Wayne

0.9647 Anderson, Bourhon, Boyle, Clark, Estill, Fayette, Franklin, Garrard, Harrison, Jackson, Jessamine,
Lincoln, Madison, Mercer, Montgomery, Nichols, Owen, Powell, Rockcastle, Scott, Woodford

1.0596 Boone, Campbell, Gallatin, Grant, Kenton, Pendleton

1.0628 Bath, Boyd, Bracken, Carter, Elliott, Fleming, Greenup, Lawrence, Lewis, Mason, Menifee,
Morgan, Robertson, Rowan

1.0466 Bell, Breathitt, Clay, Floyd, Harlan, Johnson, Knott, Knox, Laurel, Lee, Leslie, Letcher, Magoffin,

Martin, Owsley, Perry, Pike, Whitley, Wolfe

*Rates are for illustrative purposes only and subject to change. Some areas or age groups may have
higher or lower rates. Actual rates are also based on underwriting classification. Refer to the plan for a
complete list of coverage, conditions, restrictions, limitations and exclusions.
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Anthem Blue Cross and Blue Shield is the trade
name of Anthem Health Plans of Kentucky, Inc.
Independent licensees of the Blue Cross and

Blue Shield Association. ® Anthem is a registered

trademark of Anthem Insurance Companies,
Inc. The Blue Cross and Blue Shield names and
symbols are registered marks of the Blue Cross
and Blue Shield Association.




Blue Short Term*™ Individual Enrollment Application Anthem @

Section A Please print clearly in ink, or type
Last name of applicant First name Middle initial
Home address: Street City State ZIP code
County Home phone (include area code) Social Security Number
Date of birth Age Sex [ Male Height (Ft./In.) Weight Marital status [ ] Single
/ / [] Female [ ] Married
Are all persons applying for coverage legal residents of the United States and L] Yes
residents of the state in which you are applying for coverage? (1 No (Ifno, attach a copy of your green card or visa.)
Name of employer Work phone (include area code)
Section B Coverage Desired
Deductible level desired: Type of coverage desired Term (months)
(718250 [1$500 741,000 [1$2,500 [1Single [1Children []Parent/Children [] Couple []Family (J1 0J2 [0J3 [J4 [I5 [16
Check one:  Coverage paid in full options: Monthly payment options: ($10 monthly fee) Total premium due: (Make check payable to
__IPremium Check Enclosed LIVISA ] Automatic Bank Draft (Complete section F.) Premium will | Anthem Blue Cross and Blue Shield.)
(I MasterCard (] Discover be deducted on the same day of the month as your
L1 American Express assigned effective date. $
Credit Card no. [ Bill me monthly (One month’s premium must accompany Requested future effective date:
_ , this application.)
Expiration date:
(] Automatic Bank Draft (Complete section F.)

domestic partner's unmarried children (to the end of the calendar month in which they turn 25).
(List all dependents beginning with the eldest.)

Section C Dependent Information

Applicant information must be completed for all dependents (if any) for whom coverage is being requested. An eligible dependent may be your spouse, domestic partner, your unmarried children, or your spouse’s or

Middle Last name (if different Birthdate Sex Relationship
First name initial from applicant) Social Security Number Height Weight | Mo. | Day | Year | (MorF) to applicant

If there are additional dependents, please attach a separate page with all requested information.

Section D Other Coverage Information

Will this coverage replace a previous short-term L] Yes If Yes, previous identification number Policy expiration date
or temporary plan? L] No

Do you or any person to be covered now have an L] Yes If Yes, expiration date (This coverage cannot be issued while any other coverage is in force.)
active health coverage palicy? [J No

Have you or any other person to be covered ever been denied health coverage for health reasons? ] Yes [] No  If yes, who was denied?
Are you currently applying for any other coverage withus? [] Yes [J No

Did you or your eligible dependents have creditable coverage within the past 63 days? [1 Yes [ No
Section E Other Information

If Yes, who? (Dependents are eligible to the end of the calendar month in which they turn 25. When no longer eligible, dependents may
apply for their own temporary coverage.)

Are you, your spouse or domestic partner or any of your eligible dependents (whether or not named on this application) currently pregnant [IYes [JNo
or an expectant parent (including adoptions)? If Yes, who?

Are you, your spouse or domestic partner or any of your eligible dependents an insulin dependent diabetic? [JYes [INo
Is any person named on the application currently hospitalized or in a nursing home? [lYes [INo
If Yes, provide the name of each person.

Within the last five years, have you, your spouse or domestic partner or any dependent to be covered, consulted with a health care provider for, been diagnosed with, [IYes [JNo
or received treatment or medication for: heart or circulatory system disorder including heart attack or chest pain; stroke; diabetes;

cancer or tumor; alcoholism or alcohal abuse; drug abuse or chemical dependency?

If Yes, who? Specify condition(s):

Within the last five years, has any person to be covered ever tested positive for Acquired Immunodeficiency Syndrome (AIDS) or [JYes [INo
Human Immunodeficiency Virus (HIV) or other immune system disorder?

If Yes, who?

During the term of this plan, will you or any dependent turn age 65, or will any dependent turn age 25 or no longer be eligible for coverage? LIYes [JNo

Anthem Blue Cross and Blue Shield is the trade name of: In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Ohio: Community Insurance Company. Independent licensees
A0 (8/07) of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark. The Blue Cross and Blue Shield names and symbols are the registered marks of the Blue Cross and Blue Shield Association.
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Section F Automatic Bank Draft Authorization

If you completed Section B and selected Automatic Bank Draft, please complete this section.
Deduct premium from:[_J Checking account L1 Savings account

Deduct money from my/our account for (check one):
[J My first and ongoing payments

(Premium will be deducted on the same day of the manth as your assigned effective date.)

] My ongoing payments only (first payment made by other method)

You MUST attach a blank voided check for checking account deduction and premium will be deducted on the same day of the month as your assigned effective date. | authorize Anthem Blue Cross
and Blue Shield to initiate premium deductions from the account indicated and the designated financial institution to debit the same account. | understand that this
authorization is in effect until I notify Anthem in writing that I no longer desire this service, allowing them reasonable time to act upon my notification. | understand Anthem
and my financial institution have the right to discontinue the withdrawals if they wish to do so.

Account holder's name

Applicant’s Sacial Security Number

Account holder's signature (if ather than the applicant)

Section G Significant Terms, Conditions and Authorizations (TERMS)

I understand that it is mandatory that | notify Anthem, in writing, immediately if | (the applicant) or any
other person for whom coverage is sought receives medical treatment, advice, care or a diagnosis for
any illness, injury or condition after the date I sign this application but before my coverage approval
date. | understand that in this situation the new information will not be considered as a pre-existing
condition. However, Anthem has the right to review my application for coverage and, if approved, to
determine the appropriate premium rate.

1. I may not assign any payment under my Anthem Blue Cross and Blue Shield program.

N

. 1 am applying for the coverage selected on this application.

w

. lunderstand that, to the extent permitted by law, Anthem reserves the right to accept or decline this
application and that no right whatsoever is created by this application.

4. | understand that any premium quote provided is preliminary and review of my application by medical
underwriting may change the premium or result in a denial of coverage.

o

. lunderstand the pre-existing conditions in existence within 24 months immediately prior to my
enroliment, for which medical advice, diagnosis, care or treatment was recommended or received,
are not covered. Pregnancy is considered a pre-existing condition.

o

. 1 am responsible to timely notify Anthem of any change that would make me or any dependent ineligible
for coverage.

~

I understand Anthem may convert my payments by check to an electronic Automated Clearinghouse
(ACH) debit transaction. The debit transaction will appear on my bank statement although my check will
not be presented to my financial institution or returned to me. This ACH debit transaction will not enroll
me in any Anthem automatic debit process and will only occur each time | send a check to Anthem. Any
resubmissions due to insufficient funds may also occur electronically. | understand that all checking
transactions will remain secure, and my payment by check constitutes acceptance of these terms.

[==]

. By signing this application, | agree and consent to the recording and/or monitoring of any telephone
conversation between Anthem and myself.

[2-)

. lunderstand | am applying for individual health coverage which is not part of any employer-sponsored
plan. | certify that neither | nor any dependent is receiving any form of reimbursement or compensation
for this coverage from any employer. | understand that | am responsible for 100% of the premium
payment and | am also responsible to ensure that premiums are paid.

10. THIS PARAGRAPH APPLIES ONLY TO OHIO RESIDENTS, AND DOES NOT APPLY TO INDIANA OR KENTUCKY
RESIDENTS: | understand that Anthem may collect personal information about me from outside sources,
and that both personal and privileged information may only be disclosed to outside parties without my
authorization if such disclosure is permitted by both the HIPAA Privacy Regulations (45 C.F.R. Parts 160

and 164) and the Ohio Revised Cod § 3904.13. | also understand that under the HIPAA Privacy Regulations
and Ohio law, | have a right to see and correct personal information that Anthem collects about me, and that
I may receive a more detailed description of my rights under these laws by writing to Anthem.

11. lunderstand that my domestic partner, if applicable, is only eligible for coverage if: he or she has been my sole
domestic partner for 12 months or more; he or she is mentally competent; he or she is not related to me in any
way (including by blood or adoption) that would prohibit us from being married under state law; he or she is not
married to or separated from anyone else; and he or she is financially interdependent with me.

| acknowledge that | have read the Significant Terms, Conditions and Authorizations, and | accept such
provisions as a condition of coverage.

| represent that the answers given to all questions on this application are true and accurate to the best of
my knowledge and belief and | understand they are being relied on by Anthem in accepting this application.
Any material misrepresentation or omission found in this application may result in denial of benefits or
rescission or cancellation of my coverage(s).

In Kentucky: Any person who knowingly and with intent to defraud any insurance company, health
maintenance organization, self-insured plan, or other person, files an application for insurance containing
any materially false information or conceals, for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime.

In Ohio: Any person who, with the intent to defraud or knowing that he or she is facilitating a fraud against
an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of
insurance fraud.

Your health coverage will be provided by one of the following companies based upon the state where you
reside:

In Indiana: Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc.

In Kentucky: Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky,
Inc.

In Ohio: Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company.
1 give this authorization for and on behalf of any eligible dependents and myself if covered by Anthem. | am
acting as their agent and representative.

Thank you for choosing Anthem Blue Cross and Blue Shield.

Signature of Applicant (for applicants age 18 or older)

Date

Signature of Spouse or Domestic Partner (ifto be covered)

Date

Do not cancel your present health coverage until you receive written notification from Anthem Blue Cross and Blue Shield that your new coverage is in force.

Section H Agent Certification

I hereby certify that | have asked the applicant all questions set forth above, and that | have accurately recorded the answers supplied by the applicant. Any reporting form that is required due to a positive response to this
question has been completed and submitted with this application. | further certify that | have explained the exclusions and limitations of the policy.

Agent’s Name (please print) Agent’s Signature
Agent Number Agent Phone Number
Agent Fax Number Agent Email Address Date

IMPORTANT: No person, including an employee or agent of Anthem Blue- Cross and Blue Shield, has the authority to change or omit any of the questions or statements on this application.

Anthem Blue Cross and Blue Shield is the trade name of: In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Ohio: Community Insurance Company. Independent licensees

A0 (8/07)

of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark. The Blue Cross and Blue Shield names and symbols are the registered marks of the Blue Cross and Blue Shield Association.
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