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Wellmarke +.' 
Wellmark Blue Cross Blue Shield of lov,a 
Wellmark Health Plan of Iowa, Inc. 

Independent Licensees of the Blue Cross and 

Self-Funded Group Employee 
Application for 

Health Coverage 

Wellmark Blue Cross and Blue 
Shield of Iowa 

PO Box9232 - MS 3W294 
Des Moines, IA 50306-9232 

Fax (515)376-9047 

Blue Shield Associa tion Alliance Select PPO Blue Access HMO ---- - - --
Please initial enrollment option 

Failure to f ill out this application comp letely may result In a delay of coverage. 

I Q Open Enrollment Period QNewly Eligible 0Late Enrollee 0 Special Enrollee Q Change 

A. Employer Informat ion (Completed by Employer) 

Group/Billing Unit No.: XA117 Effective Date _ _ _)____/ __ _ 

Employer Name: WOODBURY COUNTY 

Employer Address Line 1 (St reet Address or Suite#): 620 DOUGLAS ST., ROOM 701 

Employer Ad.dress Line 2 (PO Box, Street Address):-- ------------------ ---- --

City: SIOUX CITY State: _IA ______ ZIP Code: _5_1_10_1 ___ _ 
Employee Classifica t ion: _________________________ _ _________ _ 

I B. Employee Information 

First Name Ml Last Name ---
Address Line 1 (Street Add ress or Apt/Suite#) 

Address Line 2 (PO Box, St reet Address) 

City State Zip Code 

Home Phone Number ( __ ) _ _ _ - Work Phone Number (__J ___ - Ext. 

Email address (optional) 

Date of Birth _ _J__J_ _ __ (mm/dd/yyyyl Soci al Security Number/Tax Identification Number _ _ _ -___ -
(Social Security Number(SSNl or Tax Identification Number (TIN) must be provided.) 

Gender D M OF Status D Married l:] Single 0 Common Law 

Date of Hire (required) _ _} _ _} (mm/dd/yyyy) 
Employment Status CJ Ful l-Time D Part-Time CJ COBRA 0 Retiree D Seasonal 

Health: D Employee D Employee/Spouse D Employee/Child(ren) D Employee/Spouse/Child(ren) 

Health Plan Code: Deductible Amount: _ 

I The Summary of Benefits and Coverage you have received or will be receiving includes important information about the Well mark 
coverage available to you. In addition, there is important information available to you atWellmark.com/lnform that addresses a number of 
topics such as Wellmark's guidelines on invest igational and experimental procedures, the methodologies Wellmark uses to compensate 
providers, and information on how to access Wellmark's internal claims appeal and external review process. You can also obtain this 
information by calling the Customer Service number on the back your Well mark identificat ion card. 

I C. Enrollment Reason or Event 

Speci al Enrollment Event Reason: 

0Birth Q Legal guardianship 

D Marriage/common law 0Foster chi ld placement 

0 Divorce D Involuntary loss of creditable coverage 

0 Adoption or placement for adoption 0Permanent move to Iowa 

Qcourt-ordered coverage D Returning from military service 

O other: 

List date of special enro ll ment event ____j _ _ ; __ (mm/dd/yyyy) (or last day of coverage) 
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Employee Name (First, Last) I Social Security Number 

D. Members/Enrollees Covered If you need to fist more than four dependents, please write all necessarr, Information on a separate sheet of paper and 
attach to this application. Your employer determines eligibility for coverage. Please confirm with your emp ayer that the dependent types listed below are 
eligible. 

Date of Birth 
Social Security Number/Tax FT 

Name (First, Ml, Last) (mm/dd/yyyyl 
Identification Gender 

Student?2 
Disab(ed?2 

Number1 

0Spouse a.Bf/TIN Id 
b. _j Does not have an SSN/TIN DMDF NIA 0Yes c. · 1 refuse to provide the. 

__/__/ __ SSN/TIN 

0Dependent a.tt/TIN [j 
b. _ Does not have an SSNfflN 

CJMDF 0Yes 0Yes c. . I refuse to provide the 
__J__J __ SSN/TIN 

0Dependent a, SSN/TIN LI 
b.8Does not have an SSN/TIN OMDF 0Yes 0Yes c. _..:_ I refuse to provide the 

__J__J __ SSN/TIN 

0Dependent a.SSN/TIN LI b.El Does not have an SSN/TIN OMD!F OYes 0Yes c. __ ; I refuse to provide the 
__/__J __ SSN/TIN 

0Dependent a. SSN{flN LI b,B Does not have an SSN/TIN 
OMOF c. · I refuse to provide the OYes 0Yes 

__/__/ __ SSN/TIN · 

1 The IRS requires Well mark to collect SSNs/TINs for federal reporting purposes. Wellmark will follow up with you to collect this Information If you do not complete a., b., or c. for 
each person listed. Failure to provide the SSN/TIN Information may result In a $50 penally, per violation, assessed lo you by the IRS. 

2oependent(s) age 26 or older must be unmarried and efther a full-time student or a disabled dependent (disability Information requested In Section El. 

E. Medicare Coverage (Required.) 

QYes 0No Are you and/or anyone listed in Section D Social Security disabled? 

If yes, list names: 

QYes 0No Are you and/or anyone listed in Section D enrolled in Medicare? 

If yes, complete following as appropriate: 

Employee Name (as it appears on Medicare card): Medicare ID (HIC) No.: 

Effective Date (Part A):___)__/ ___ Effective Date (Part Bl:__)__/ ___ 

Spouse Name (as it appears on Medicare card): Medicare ID (HIC) No.: 

Effective Date (Part A):___)__/ ___ Effective Date (Part 8): ___)___/ ___ 

Dependent Name (as it appears on Medicare card): Medicare ID (HIC) No.: 

Effective Date (Part A): ___J__j ___ Effective Date (Part Bl : __J__j ___ 
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Employee Name (First, Last) i I Social Security Number 

F. Other Carrier Information (Required.) 

OYesONo Will you, your spouse, or your dependents keep other health coverage in addition to this 
Wellmark, Inc. coverage? 

If yes, please complete the following: 
Policyholder Name (First, Last): Date of Birth: I 

Please list those covered by other health plan(s): 

Policy No.: Effective Date: I 

Employer Name (if coverage is through employer group): 
' 

Insurance Company/HMO Name: 

Address Line 1 (Street Address or Suite#}: 

Address Line 2 (PO Box, Street Address}: 

City: State: ZIP Code: 

Phone Number: ( ) 

0Yes0No Is there a divorce decree/court order that requires one parent to provide health insurance coverage for any 
dependent? If yes, please complete the following: 

List dependent(s): 

List name of person required to provide health insurance: 

List name of person who has primary physical custody: 

G. Waiver of Enrollment (Please complete if you are waiving health benefits.) 

D I waive health coverage for my dependents and myself. Please indicate one of the following reasons: 

DI (We) have coverage under another health care benefit plan. 

Qi (We) do not wish to enroll in the health plan. 

Please see Section H: Important Information Regarding Waiver of Enrollment. 

H. Important Information Regarding Waiver of Enrollment 

If you are declining enrollment for yourself or your birth, adoption, or placement of adoption. Additionally, you 
dependents (including your spouse) because of other health must enroll within the time specified by your employer after 
insurance or group health plan coverage, you may be able to you lose eligibility for coverage under Medicaid or CHIP or 
enroll yourself or your dependents in this plan if you or your become eligible for Medicaid or CHIP premium assistance. 
dependents lose eligibility for that other coverage (or if the Please note that if you or your dependents are not covered 
employer stops contributing toward your or your dependents' by minimum essential coverage, you may be responsible for 
other coverage). However, you must request enrollment within individual shared responsibility payments when filing your 
a period of time specified by your employer after your or your federal income tax return. Also, by declining the coverage 
dependents' other coverage ends (or after the employer stops offered by your employer, you or your dependents may not be 
contributing toward the other coverage). In addition, if you eligible for Marketplace coverage subsidies. 
have a new dependent as a result of marriage, birth, adoption To request special enroffment or obtain more information, 
or placement for adoption, you may be able to enroll yourself refer to your Summary Plan Description (SPD), coverage 
and your dependents. However, you must request enrollment manual, other benefit documents, or contact your employer. 
within the time specified by your employer after the marriage, 
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Employee Name (First, Last) I Social Security Number 

I. Authorization and Certification 

I certify that I am legally authorized to apply for coverage Service number on your ID card. If you do not provide the 

for myself and all other persons named in this appllcation. Social Security number or taxpayer identification numbers 

I understand that I am making application for the coverage to Wellmark for this purpose, you will be subject to a $50 

sponsored by my employer or group sponsor and offered by penalty per violation imposed by the Internal Revenue Service. 

Wellmark, Inc., doing business as Wellmark Blue Cross and HSA Coverage 

Blue Shield of Iowa, or Wellmark Health Plan of Iowa, Inc. In the event I have selected a High Deductible Health Plan, I 

(referenced herein as "Wellmark"). understand that enrolling in such coverage does not guarantee 

I certify that, after this application was completed, I that I am or will be eligible to make contributions to an HSA or 

carefully and fully read it, that the statements and answers set that contributions can be made to an HSA on my behalf. 

forth are full, true, and correct to the best of my knowledge Release of Medical Information 

and belief, and that no information required to be given, either I authorize any health care provider, including but not 

expressly or by implication, has been knowingly withheld. I limited to; surgeon, physician, psychologist, nurse, social 

understand that my employer or group sponsor will rely on worker, or health care facility to release to Wellmark all 

the completeness and truthfulness of the information given health and mental health records, Including those records 

and the statements made, and that if I have made any false protected by Federal or State law relating to AIDS or AIDS 

statements or misrepresentations, or have failed to disclose or related complex, mental health and substance abuse, the 

concealed any material fact, my employer or group sponsor is past, present, or future treatments or conditions for myself 

entitled to declare the contracts applied for void and to refuse or for my dependents eligible for health care coverage. 

allowance on benefits to any person thereunder. I understand I understand that I have the right to revoke this authorization 

and grant authorization for my employer, group sponsor, in writing at any time by delivering such written notification to 

consultant, or Wellmark agent to electronically submit the the requester. I understand that a revocation Is not effective 

information provided by me on this signed application for until received by the requestor. I further understand that any 

enrollment purposes. revocation is not effective to the extent that Wellmark or the 

l acknowledge I have received or have been advised and Provider have relied on it in the use or disclosure of protected 

understand I will receive from my employer the Summary of health information. 

Benefits and Coverage (SBC). This form does not authorize the redisclosure of medical 

Providing Social Security Numbers or Tax Identification information. Federal and State regulations do not allow further 

Numbers disclosure of mental health, substance abuse and AIDS/HIV 

In order for Wellmark to report my coverage status to the related information. Wellmark maintains the confidentiality 

federal government, I understand I must provide to Wellmark of fill information received and it will not be released to any 

my Social Security number or tax identification number and person or facility. 

the Social Security numbers or tax identification numbers The protected health information described above may be 

of all members covered under your coverage. I understand disclosed to and/or received by persons or organizations that 

the IRS requires Wellmark to report this information using are not health plans, covered health care providers or health 

the Social Security number or tax identification number of care clearinghouses subject to federal health information 

the plan member and each dependent. If Wellmark does privacy laws. They may further disclose the protected health 

n~t have Social Security or tax identification numbers, we information, and it may no longer be protected by federal 

will be unable to report and send the information needed health information privacy laws. 

to complete federal tax returns. If you have not previously I understand that I have the right to refuse to sign this 

provided your Social Security number or tax identification authorization, but that Wellmark will then have the right to 

number to Wellmark for all members covered under your condition eligibility determination and enrollment on the 

coverage, you should contact us by calling the Customer 
receipt of this signed authorization. 

I hav: read ':'"nd understand the Important Information Regarding Waiver of Enrollment and Authorization and Certification language 
on this apphcatlon and acknowledge receipt of a fully completed copy of this application. 

Employee Signature. __________________________ _ Date_______/_______/~~-
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Required Federal Accessibility and 
Nondiscrimination Notice 

Discrimination is against the law 

Wellmark complies with applicable federal civil rights laws and 
does not discriminate on the basis of race, color, national origin, 
age, disability or sex. Well mark does not exclude people or treat 
them differently because of their race, color, national origin, age, 
disability or sex. 

Wellmark provides: 

Free aids and services to people with disabilities so they may 
communicate effectively with us, such as: 

Qualified sign language interpreters 

• Written information in other formats (large print, audio, 
accessible electronic formats, other formats) 

Free language services to people whose primary language is 
not English, such as: 

• Qualified Interpreters 

• Information written in other languages 

If you need these services, call 800-524-9242. 

ATENCION: Si habla espafiol, los serviclos de asistencla de ldiomas 
se encuenlran disponibles gratuitamente para usted. Cornuniquese 
al 800-524-9242 o al (TTY: 888-781-4262). 

~~: ~a~i&l.·Ul.'ffii!~, :Jll{fliiJ~«::J;J~:1£-{Jtl!~MJ.MH&:lh iWJ.:lt=l'T 
800-524-9242 :.JG ( PJr~'!f~: 888-781 -4262 ) o 

CHU Y: Nflu quy vi n61 tl~ng Vi~!, cac djch vv hli trQ' ngon ngiY rniein phf c6 
slln cho quy vj. Xin hay lien h$ BOQ..524-9242 ho~c (TTY: 888-781-4262). 

NAPOMENA: Ako govorite hrvatski, dostupna Varn Je besplatna 
podrska na Vasern j ezlku. Kontaktirajte B00-524-9242 iii (tekstualni 
telefon za osobe ostecena sluha: 888-781-4262). 

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose 
sprachliche Assistenzdlenste zur VerfOgung. Rufnurnrner: 800-524-9242 
oder (TTY: 888-781-4262). 

,1fa. J,...li -~~\ ,'4._,;..lll ,.i.oWI ct...,;. .;JI J.1l\.1~ ,~y.ll l.illl ~ alS ll) :"# 
.(888-781-4262 : .,,.....ill u"i+JI t...,.;_)) 800-524-9242 

~~oouce'lht~. W'l~'l.i'lo l)'lm'llld'h won.cI'loo;lm1mo'll.J~omfilsci'lllW'l 
:i'l~tnm'lllfovuc:mo'l 1n 500-524.9242 t1ci6m. (TTY: 888-781-4262.J 

~gj: t!"-5l-o~ fi A~§.'i~.>-le ?34'-, -'¥-E ~o~ xi~ .>-11:JI~~ ol~.'i~1;! 
? 2,!~Ljc~. 800-524-9242\!::l ~e (TTY: 888-781-4262)\t!.£.£. 'i:!sltE\l 
?~Al.2.. 

ewrw: 3{1K~~~t. mairf.l;~~~~. f<l",'!rl> 
~t, 800-524-9242 'RWf<l°;-RlIT (TTY: 888-781-4262)1 

ATTENTION : si vous parlez fram;:ais. des services d'asslstance 
dans votre langue sont a votre disposition gratuitement. Appelez le 
BOO 524 9242 (ou la ligneATS au 888 781 4262). 

Wellmark. +"-
If you believe that Wellmark has failed to provide these services or 
discriminated in another way on the basis of race, color, national 
origin, age, disability or sex, you can file a grievance with: Wellmark 
Civil Rights Coordinator, 1331 Grand Avenue, Station 5W189, 
Des Moines, IA50309-2901, 515-376-4500, TfY 888-781-4262, 
Fax 515-376-9073, Email CRC@WeUmark com. You can file a 
grievance In person, by mail, fax or email . If you need help filing 
a grievance, the Wellmark Civil Rights Coordinator is available to 
help you. You can also file a civil rights complaint with the U.S. 
Department of Health and Human Services Office for Civil Rights 
electronically through the Office for Civil Rights Complaint Portal 
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail, 
phone or fax at; U.S. Department of Health and Human Services, 
200 Independence Avenue S.W., Room 509F, HHH Building, 
Washington DC 20201, 800-368-1019, 800-537-7697 (TDD). 

Complaint forms are available at http://www,hhs.gov/ocr/office/file/ 
index.html. 

Geb Acht: Wann du Deitsch schwetze duscht. kannscht du Hilf in dei 
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (lTY: 
888-781-4262) uff. 

ii.l~f!Vl'l.,1/.J: 1-11nl')nl1jlil '\viu 111ilu'lnwii1mw.inii1u1111:11f11"1-1//UF]lllililu'\i.i 
t'iGWl1'\'li:;i1U li'ilillilll 800-524-9242 \.I% (TTY: 888-781-4262) 

PAG-UKULAN NG PANS IN: Kung Tagalog ang wikang ginagarnit mo, 
may makukuha kang mga serbisyong tulong sa wika na walang bayed. 
Makipag-ugnayan sa B00-524-9242 o (TTY: 888-781-4262). 

0>lf'"??~l-tyfo~,ro~"1P•oiro:>lu,onmlu,o,\u,o,up,.,,,m,,p"',6"2'<'>,.'lp=t~I~-... 
'°'0i!'"l""o-~.19-c.J<iJ~"'91(TTY:••<>-1.•,,...9fi Jht 

BH!IIMAHIIIEI Ecrrn aaw POI\HOii il3b\K pyccK11H, BaM MOryT 6b\Tb 
npeAocraaneHbl 6ecnnaTHb\e nepeBO,!\<iecK11e ycnyrn. Ot5pa~aiiTecb 
B00-524-9242 (rnnerniln: 888-781-4262). 

~:"'lft~~~~.~.mi'tf.f:'!ro~mt.r~ 
~~~ I 800-524-9242 <IT(TIY: 888-781-4262) "!IT~~ I 

O'll'IMU:- hU17(7; 'I.U9.'i7t.. hlf\: 'l.~1~ ?.71-1 h7/;\'?l\o'f-"f: hll'l'.5' \q: 
5'7?;lr:: 0 800-524-9242 w~gu (nTIY: 888-781-4262) !l..CD-/\CD- 5'\J'?t;.1:: 

HEETINA To a wolwa Fulfulde laabl wallllnde dow wolde, naa e njobdl, ene 
ngaodi ngam rnaacfa. Hef>lr 800-524-9242 malla (TTY: 888-781-4262). 

FUULEFFANNM: Yo !sin Ororniffaa, kan dubbattan taatan, tajaajlloonni 
gargaarsa afaanii, kaffaltii malee, lslnllf ni jiru. 800-524-9242 yoakln (TTY: 
888-781-4262) quunnamaa. 

YBArAI flK~O Bl,I po3MOBI1SIE:T6 yKpa"iHCbKOIO MOBOIO, /\OSI Bae AOCT)lnHi 
6e3KOUITOBHI nocnyrn MOBHOY niATPl,IMKl,I. 3aTenecpOHYHT6 aa HOMepoM 
800-524-9242 a6o (renerniin: 888-781-4262). 

Ge': Dine k'ehj[ yiinf!tl'go nfka blzaad bee aka' adoowol, t'aii jllk'e, 
nah61Q. Koj[' h61ne' 800-524-9242 doodail' (TIY: 888-781-4262) 

Welknari< Blue Cros.s and BhJa Shield of Iowa. Wellmark Health Plan of lawa, lnc.1 Wolhlark Synergy Hee/th, Inc., Well mark Value. Heallh Plan, Inc. 
and Welms~ Brue Cro;s and Blua Shield of South Dakota :are Independent lfcenseas a( lhe Blue Cros:s and Blue Shiekf Association. 

M-2318376 08/16 A 


