
Please attach a Creditable Coverage Certificate for the individual applying for coverage on this application.
List any health insurance plans that you have had or that have accepted you for coverage in the past 18 months.

1. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

2. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

If you or your spouse are currently employed, does the employer offer group health coverage? Ç Yes     Ç No    If yes, why are you
not enrolled in this employer based plan?________________________________________________________________________________

Are you currently receiving Medicaid health care benefits? Ç Yes Ç No

Are you currently receiving both Medicare Part A and Part B benefits due to disability? Ç Yes Ç No

If so, list date of eligibility for Part A*______________ Part B* _______________ *Please refer to your Medicare card

CERTIFICATIONS AND LIMITATIONS
PRE-EXISTING CONDITIONS -- This program conforms to all Federal and State requirements regarding pre-existing condition exclusion periods including the definition of pre-existing
conditions and the portability of pre-existing condition exclusion periods.  Benefits will not be provided for pre-existing conditions for a period of twelve (12) months following the mem-
ber’s date of enrollment.  Pre-existing conditions are those conditions for which medical advice, diagnosis, care or treatment was recommended or received in the six (6) months imme-
diately preceding the enrollment date of coverage.  Pregnancy existing on the enrollment date of coverage is considered a pre-existing condition.

In determining whether this pre-existing condition exclusion period applies to an eligible member, the Wyoming Health Insurance Pool will credit the time a member was previously cov-
ered by creditable coverage, provided there was not a significant break in coverage (90 days) from the previous creditable coverage.  Waiting periods applicable under this individual
health benefit plan shall not be considered in determining if a significant break in coverage has occurred, and will be credited toward any pre-existing condition exclusion period under
this Agreement.

A. I understand upon acceptance of my application my coverage will become effective on the date established by the Wyoming Health Insurance Pool and that the Master Agreement,
together with this application and attachments, if any, shall constitute my entire agreement with the Wyoming Health Insurance Pool.

B. I CERTIFY THAT THE STATEMENTS MADE ON THE APPLICATION ARE TRUE.
C. I REALIZE THAT ANY MISREPRESENTATION, FAILURE TO REVEAL MATERIAL INFORMATION ASKED FOR ON THIS APPLICATION, OR INCORRECT INFORMATION WILL

RENDER THE CONTRACT NULL AND VOID, OR SUBJECT TO CANCELLATION, OR TO THE DISALLOWANCE OF COVERAGE FOR THE CONDITION OR THE PERSON
ABOUT WHICH THE MISREPRESENTATION, OMISSION, OR INCORRECT INFORMATION OCCURRED AT THE SOLE DISCRETION OF THE WYOMING HEALTH INSURANCE
POOL.

D. I hereby certify that I am not eligible for or enrolled in employer group health coverage under penalty of law.
E. I hereby apply for coverage with the Wyoming Health Insurance Pool under the terms and conditions stated in the Master Agreement, including the coordination of benefits provi-

sion.

THE FOREGOING HAS BEEN EXPLAINED AND I UNDERSTAND THE BENEFITS, LIMITATIONS AND EXCLUSIONS OF THE WYOMING HEALTH INSURANCE POOL, INCLUD-
ING THE PRE-ADMISSION AUTHORIZATION REQUIREMENTS.

Sign Here: _______________________________________________________________________________ Date: ________________________________________________
DO NOT PRINT Applicant’s Signature (or Custodial Parent’s)
_________________________________________________________________________________________________________________________________________________

FOR AGENT’S USE ONLY_________________________________________________________________________________________________________________________________________________

You must attach a copy of your Wyoming Insurance license to receive referral fee.

Agent Name ___________________________________________________________ Agent Signature __________________________________________________________

Tax ID # ______________________________________________________________ Agent Phone Number ______________________________________________________

Agent Address _____________________________________________________________________________________________________________________________________

Date ___________________________________________________

A State of Wyoming program administered by Blue Cross Blue Shield of Wyoming W04/2006

INDEMNIFICATION AGREEMENT
TO: The Bank Named on the Reverse Side.

In consideration of your participation in a plan which Blue Cross Blue Shield of Wyoming has put into effect by which amounts due on Wyoming Health Insurance Pool agreements
are collected by checks drawn by Blue Cross Blue Shield of Wyoming on the accounts of persons who are responsible for these payments.  BLUE CROSS BLUE SHIELD OF
WYOMING DOES HEREBY AGREE THAT:
(1) It will indemnify and hold you harmless from any liability to any person having an account with you arising out of the payment by you of any check drawn by Blue Cross Blue

Shield of Wyoming on the account of such person, or arising out of the dishonor by you, whether with or without cause of intentionally or inadvertently, of any such check
drawn by Blue Cross Blue Shield of Wyoming, whether or not such claim or liability asserted against you be based upon the forfeiture, or alleged forfeiture, of a Wyoming
Health Insurance Pool contract the dues on which is sought to be collected by Blue Cross Blue Shield of Wyoming by any such check; and

(2) It will refund to you any amount erroneously paid by you on any such check if claim for the amount of such erroneous payments is made by you within twelve (12) months
from the date of the check on which such erroneous payment was made.

BLUE CROSS BLUE SHIELD OF WYOMING

By:  Tim J. Crilly, President and Chief Executive Officer

Affiliated Physician Program
Blue Cross Blue Shield of Wyoming is committed to
finding ways to keep health care costs at an afford-
able level.  That’s why they are working with a
growing number of dedicated Wyoming physicians
to provide the most affordable and highest quality
health care possible.

As participants in the Affiliated Physician Program,
all member physicians have agreed to send your
claims directly to Blue Cross Blue Shield of
Wyoming, who will see that payment is made direct-
ly to the physician.  This significantly reduces your
involvement in the time-consuming claims process.

Through Blue Cross Blue Shield of Wyoming, the

today.

If you use non-affiliated physicians, you may have
to submit your claims yourself.  Always be sure to
ask. All claims should be sent to:  Blue Cross
Blue Shield of Wyoming; PO Box 2266;
Cheyenne, WY 82003.

The BlueCard®
More than 85% of all hospitals and physicians
throughout the United States contract with independ-
ent Blue Cross Blue Shield organizations.  Your
identification card -- The BlueCard® -- links these
health care providers to an electronic data system
that quickly delivers your benefit information any-
where in the country.

Just show your identification card to any Blue Cross
Blue Shield participating hospital or physician
across the USA and receive the same special treat-
ment you’re accustomed to receiving right here in
Wyoming.

Sunset
The Wyoming Health Insurance Pool is a State of
Wyoming program and its continuance will be sub-
ject to legislative approval.  Without legislative
approval, this program will end on June 30, 2011.

Certificate of Creditable
Coverage
When coverage under the WHIP is terminated, Blue
Cross Blue Shield of Wyoming will, within a reason-
able period of time, issue a Certificate of Creditable

.

the Wyoming Health Insurance Pool.

Reasonable & Customary
(R&C)

Blue Cross Blue Shield of Wyoming, is justified in
the special circumstances of the particular case in
question.  “Customary” is the range of fees charged
for individual procedures by Wyoming providers as
represented in files maintained by Blue Cross Blue
Shield of Wyoming.  Benefits are paid according to
the Reasonable and Customary fees in the state of
Wyoming.

Federally Eligible Individual
A

a) Who has had at least 18 months of creditable cov-
erage as of the date the individual seeks coverage
under the Pool; and

b) Whose most recent prior creditable coverage was

plan; and
c) Who is not eligible for coverage under a group

health plan, Part A or Part B of Title XVIII of the
Social Security Act, or Medicaid, and who does
not have other health insurance coverage; and

d) Whose most recent creditable coverage was not
terminated based on nonpayment of premiums or
fraud; and

e) Who, if offered, elected continuation coverage
under a COBRA continuation provision or under a
similar state program and exhausted such continu-
ation coverage.

to
 WHIP members .  We encourage you to
Affiliated Physician Program is a benefit

choose
 an Affiliated Physician and start saving time

Coverage to the affected member Certificates
 of Creditable Coverage may also be obtained
 from Blue Cross Blue Shield of Wyoming upon
 request within 24 months after coverage is terminated.
 Certificates of Creditable Coverage will only
 reflect continuous coverage provided through

“ ”Federally eligible individual means an individual:

under a group private, public health benefit, or
church

“Reasonable” is the fee which, in the opinion  of

W7/09

W7/09

4000 House Avenue
PO Box 2419
Cheyenne, WY  82003-2419
1.888.557.2519
www.WHIPCoverage.com





Please attach a Creditable Coverage Certificate for the individual applying for coverage on this application.
List any health insurance plans that you have had or that have accepted you for coverage in the past 18 months.

1. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

2. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

If you or your spouse are currently employed, does the employer offer group health coverage? Ç Yes     Ç No    If yes, why are you
not enrolled in this employer based plan?________________________________________________________________________________

Are you currently receiving Medicaid health care benefits? Ç Yes Ç No

Are you currently receiving both Medicare Part A and Part B benefits due to disability? Ç Yes Ç No

If so, list date of eligibility for Part A*______________ Part B* _______________ *Please refer to your Medicare card

CERTIFICATIONS AND LIMITATIONS
PRE-EXISTING CONDITIONS -- This program conforms to all Federal and State requirements regarding pre-existing condition exclusion periods including the definition of pre-existing
conditions and the portability of pre-existing condition exclusion periods.  Benefits will not be provided for pre-existing conditions for a period of twelve (12) months following the mem-
ber’s date of enrollment.  Pre-existing conditions are those conditions for which medical advice, diagnosis, care or treatment was recommended or received in the six (6) months imme-
diately preceding the enrollment date of coverage.  Pregnancy existing on the enrollment date of coverage is considered a pre-existing condition.

In determining whether this pre-existing condition exclusion period applies to an eligible member, the Wyoming Health Insurance Pool will credit the time a member was previously cov-
ered by creditable coverage, provided there was not a significant break in coverage (90 days) from the previous creditable coverage.  Waiting periods applicable under this individual
health benefit plan shall not be considered in determining if a significant break in coverage has occurred, and will be credited toward any pre-existing condition exclusion period under
this Agreement.

A. I understand upon acceptance of my application my coverage will become effective on the date established by the Wyoming Health Insurance Pool and that the Master Agreement,
together with this application and attachments, if any, shall constitute my entire agreement with the Wyoming Health Insurance Pool.

B. I CERTIFY THAT THE STATEMENTS MADE ON THE APPLICATION ARE TRUE.
C. I REALIZE THAT ANY MISREPRESENTATION, FAILURE TO REVEAL MATERIAL INFORMATION ASKED FOR ON THIS APPLICATION, OR INCORRECT INFORMATION WILL

RENDER THE CONTRACT NULL AND VOID, OR SUBJECT TO CANCELLATION, OR TO THE DISALLOWANCE OF COVERAGE FOR THE CONDITION OR THE PERSON
ABOUT WHICH THE MISREPRESENTATION, OMISSION, OR INCORRECT INFORMATION OCCURRED AT THE SOLE DISCRETION OF THE WYOMING HEALTH INSURANCE
POOL.

D. I hereby certify that I am not eligible for or enrolled in employer group health coverage under penalty of law.
E. I hereby apply for coverage with the Wyoming Health Insurance Pool under the terms and conditions stated in the Master Agreement, including the coordination of benefits provi-

sion.

THE FOREGOING HAS BEEN EXPLAINED AND I UNDERSTAND THE BENEFITS, LIMITATIONS AND EXCLUSIONS OF THE WYOMING HEALTH INSURANCE POOL, INCLUD-
ING THE PRE-ADMISSION AUTHORIZATION REQUIREMENTS.

Sign Here: _______________________________________________________________________________ Date: ________________________________________________
DO NOT PRINT Applicant’s Signature (or Custodial Parent’s)
_________________________________________________________________________________________________________________________________________________

FOR AGENT’S USE ONLY_________________________________________________________________________________________________________________________________________________

You must attach a copy of your Wyoming Insurance license to receive referral fee.

Agent Name ___________________________________________________________ Agent Signature __________________________________________________________

Tax ID # ______________________________________________________________ Agent Phone Number ______________________________________________________

Agent Address _____________________________________________________________________________________________________________________________________

Date ___________________________________________________

A State of Wyoming program administered by Blue Cross Blue Shield of Wyoming W04/2006

INDEMNIFICATION AGREEMENT
TO: The Bank Named on the Reverse Side.

In consideration of your participation in a plan which Blue Cross Blue Shield of Wyoming has put into effect by which amounts due on Wyoming Health Insurance Pool agreements
are collected by checks drawn by Blue Cross Blue Shield of Wyoming on the accounts of persons who are responsible for these payments.  BLUE CROSS BLUE SHIELD OF
WYOMING DOES HEREBY AGREE THAT:
(1) It will indemnify and hold you harmless from any liability to any person having an account with you arising out of the payment by you of any check drawn by Blue Cross Blue

Shield of Wyoming on the account of such person, or arising out of the dishonor by you, whether with or without cause of intentionally or inadvertently, of any such check
drawn by Blue Cross Blue Shield of Wyoming, whether or not such claim or liability asserted against you be based upon the forfeiture, or alleged forfeiture, of a Wyoming
Health Insurance Pool contract the dues on which is sought to be collected by Blue Cross Blue Shield of Wyoming by any such check; and

(2) It will refund to you any amount erroneously paid by you on any such check if claim for the amount of such erroneous payments is made by you within twelve (12) months
from the date of the check on which such erroneous payment was made.

BLUE CROSS BLUE SHIELD OF WYOMING

By:  Tim J. Crilly, President and Chief Executive Officer

Affiliated Physician Program
Blue Cross Blue Shield of Wyoming is committed to
finding ways to keep health care costs at an afford-
able level.  That’s why they are working with a
growing number of dedicated Wyoming physicians
to provide the most affordable and highest quality
health care possible.

As participants in the Affiliated Physician Program,
all member physicians have agreed to send your
claims directly to Blue Cross Blue Shield of
Wyoming, who will see that payment is made direct-
ly to the physician.  This significantly reduces your
involvement in the time-consuming claims process.

Through Blue Cross Blue Shield of Wyoming, the

today.

If you use non-affiliated physicians, you may have
to submit your claims yourself.  Always be sure to
ask. All claims should be sent to:  Blue Cross
Blue Shield of Wyoming; PO Box 2266;
Cheyenne, WY 82003.

The BlueCard®
More than 85% of all hospitals and physicians
throughout the United States contract with independ-
ent Blue Cross Blue Shield organizations.  Your
identification card -- The BlueCard® -- links these
health care providers to an electronic data system
that quickly delivers your benefit information any-
where in the country.

Just show your identification card to any Blue Cross
Blue Shield participating hospital or physician
across the USA and receive the same special treat-
ment you’re accustomed to receiving right here in
Wyoming.

Sunset
The Wyoming Health Insurance Pool is a State of
Wyoming program and its continuance will be sub-
ject to legislative approval.  Without legislative
approval, this program will end on June 30, 2011.

Certificate of Creditable
Coverage
When coverage under the WHIP is terminated, Blue
Cross Blue Shield of Wyoming will, within a reason-
able period of time, issue a Certificate of Creditable

.

the Wyoming Health Insurance Pool.

Reasonable & Customary
(R&C)

Blue Cross Blue Shield of Wyoming, is justified in
the special circumstances of the particular case in
question.  “Customary” is the range of fees charged
for individual procedures by Wyoming providers as
represented in files maintained by Blue Cross Blue
Shield of Wyoming.  Benefits are paid according to
the Reasonable and Customary fees in the state of
Wyoming.

Federally Eligible Individual
A

a) Who has had at least 18 months of creditable cov-
erage as of the date the individual seeks coverage
under the Pool; and

b) Whose most recent prior creditable coverage was

plan; and
c) Who is not eligible for coverage under a group

health plan, Part A or Part B of Title XVIII of the
Social Security Act, or Medicaid, and who does
not have other health insurance coverage; and

d) Whose most recent creditable coverage was not
terminated based on nonpayment of premiums or
fraud; and

e) Who, if offered, elected continuation coverage
under a COBRA continuation provision or under a
similar state program and exhausted such continu-
ation coverage.

to
 WHIP members .  We encourage you to
Affiliated Physician Program is a benefit

choose
 an Affiliated Physician and start saving time

Coverage to the affected member Certificates
 of Creditable Coverage may also be obtained
 from Blue Cross Blue Shield of Wyoming upon
 request within 24 months after coverage is terminated.
 Certificates of Creditable Coverage will only
 reflect continuous coverage provided through

“ ”Federally eligible individual means an individual:

under a group private, public health benefit, or
church

“Reasonable” is the fee which, in the opinion  of
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Please attach a Creditable Coverage Certificate for the individual applying for coverage on this application.
List any health insurance plans that you have had or that have accepted you for coverage in the past 18 months.

1. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

2. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

If you or your spouse are currently employed, does the employer offer group health coverage? Ç Yes     Ç No    If yes, why are you
not enrolled in this employer based plan?________________________________________________________________________________

Are you currently receiving Medicaid health care benefits? Ç Yes Ç No

Are you currently receiving both Medicare Part A and Part B benefits due to disability? Ç Yes Ç No

If so, list date of eligibility for Part A*______________ Part B* _______________ *Please refer to your Medicare card

CERTIFICATIONS AND LIMITATIONS
PRE-EXISTING CONDITIONS -- This program conforms to all Federal and State requirements regarding pre-existing condition exclusion periods including the definition of pre-existing
conditions and the portability of pre-existing condition exclusion periods.  Benefits will not be provided for pre-existing conditions for a period of twelve (12) months following the mem-
ber’s date of enrollment.  Pre-existing conditions are those conditions for which medical advice, diagnosis, care or treatment was recommended or received in the six (6) months imme-
diately preceding the enrollment date of coverage.  Pregnancy existing on the enrollment date of coverage is considered a pre-existing condition.

In determining whether this pre-existing condition exclusion period applies to an eligible member, the Wyoming Health Insurance Pool will credit the time a member was previously cov-
ered by creditable coverage, provided there was not a significant break in coverage (90 days) from the previous creditable coverage.  Waiting periods applicable under this individual
health benefit plan shall not be considered in determining if a significant break in coverage has occurred, and will be credited toward any pre-existing condition exclusion period under
this Agreement.

A. I understand upon acceptance of my application my coverage will become effective on the date established by the Wyoming Health Insurance Pool and that the Master Agreement,
together with this application and attachments, if any, shall constitute my entire agreement with the Wyoming Health Insurance Pool.

B. I CERTIFY THAT THE STATEMENTS MADE ON THE APPLICATION ARE TRUE.
C. I REALIZE THAT ANY MISREPRESENTATION, FAILURE TO REVEAL MATERIAL INFORMATION ASKED FOR ON THIS APPLICATION, OR INCORRECT INFORMATION WILL

RENDER THE CONTRACT NULL AND VOID, OR SUBJECT TO CANCELLATION, OR TO THE DISALLOWANCE OF COVERAGE FOR THE CONDITION OR THE PERSON
ABOUT WHICH THE MISREPRESENTATION, OMISSION, OR INCORRECT INFORMATION OCCURRED AT THE SOLE DISCRETION OF THE WYOMING HEALTH INSURANCE
POOL.

D. I hereby certify that I am not eligible for or enrolled in employer group health coverage under penalty of law.
E. I hereby apply for coverage with the Wyoming Health Insurance Pool under the terms and conditions stated in the Master Agreement, including the coordination of benefits provi-

sion.

THE FOREGOING HAS BEEN EXPLAINED AND I UNDERSTAND THE BENEFITS, LIMITATIONS AND EXCLUSIONS OF THE WYOMING HEALTH INSURANCE POOL, INCLUD-
ING THE PRE-ADMISSION AUTHORIZATION REQUIREMENTS.

Sign Here: _______________________________________________________________________________ Date: ________________________________________________
DO NOT PRINT Applicant’s Signature (or Custodial Parent’s)
_________________________________________________________________________________________________________________________________________________

FOR AGENT’S USE ONLY_________________________________________________________________________________________________________________________________________________

You must attach a copy of your Wyoming Insurance license to receive referral fee.

Agent Name ___________________________________________________________ Agent Signature __________________________________________________________

Tax ID # ______________________________________________________________ Agent Phone Number ______________________________________________________

Agent Address _____________________________________________________________________________________________________________________________________

Date ___________________________________________________

A State of Wyoming program administered by Blue Cross Blue Shield of Wyoming W04/2006

INDEMNIFICATION AGREEMENT
TO: The Bank Named on the Reverse Side.

In consideration of your participation in a plan which Blue Cross Blue Shield of Wyoming has put into effect by which amounts due on Wyoming Health Insurance Pool agreements
are collected by checks drawn by Blue Cross Blue Shield of Wyoming on the accounts of persons who are responsible for these payments.  BLUE CROSS BLUE SHIELD OF
WYOMING DOES HEREBY AGREE THAT:
(1) It will indemnify and hold you harmless from any liability to any person having an account with you arising out of the payment by you of any check drawn by Blue Cross Blue

Shield of Wyoming on the account of such person, or arising out of the dishonor by you, whether with or without cause of intentionally or inadvertently, of any such check
drawn by Blue Cross Blue Shield of Wyoming, whether or not such claim or liability asserted against you be based upon the forfeiture, or alleged forfeiture, of a Wyoming
Health Insurance Pool contract the dues on which is sought to be collected by Blue Cross Blue Shield of Wyoming by any such check; and

(2) It will refund to you any amount erroneously paid by you on any such check if claim for the amount of such erroneous payments is made by you within twelve (12) months
from the date of the check on which such erroneous payment was made.

BLUE CROSS BLUE SHIELD OF WYOMING

By:  Tim J. Crilly, President and Chief Executive Officer

Affiliated Physician Program
Blue Cross Blue Shield of Wyoming is committed to
finding ways to keep health care costs at an afford-
able level.  That’s why they are working with a
growing number of dedicated Wyoming physicians
to provide the most affordable and highest quality
health care possible.

As participants in the Affiliated Physician Program,
all member physicians have agreed to send your
claims directly to Blue Cross Blue Shield of
Wyoming, who will see that payment is made direct-
ly to the physician.  This significantly reduces your
involvement in the time-consuming claims process.

Through Blue Cross Blue Shield of Wyoming, the

today.

If you use non-affiliated physicians, you may have
to submit your claims yourself.  Always be sure to
ask. All claims should be sent to:  Blue Cross
Blue Shield of Wyoming; PO Box 2266;
Cheyenne, WY 82003.

The BlueCard®
More than 85% of all hospitals and physicians
throughout the United States contract with independ-
ent Blue Cross Blue Shield organizations.  Your
identification card -- The BlueCard® -- links these
health care providers to an electronic data system
that quickly delivers your benefit information any-
where in the country.

Just show your identification card to any Blue Cross
Blue Shield participating hospital or physician
across the USA and receive the same special treat-
ment you’re accustomed to receiving right here in
Wyoming.

Sunset
The Wyoming Health Insurance Pool is a State of
Wyoming program and its continuance will be sub-
ject to legislative approval.  Without legislative
approval, this program will end on June 30, 2011.

Certificate of Creditable
Coverage
When coverage under the WHIP is terminated, Blue
Cross Blue Shield of Wyoming will, within a reason-
able period of time, issue a Certificate of Creditable

.

the Wyoming Health Insurance Pool.

Reasonable & Customary
(R&C)

Blue Cross Blue Shield of Wyoming, is justified in
the special circumstances of the particular case in
question.  “Customary” is the range of fees charged
for individual procedures by Wyoming providers as
represented in files maintained by Blue Cross Blue
Shield of Wyoming.  Benefits are paid according to
the Reasonable and Customary fees in the state of
Wyoming.

Federally Eligible Individual
A

a) Who has had at least 18 months of creditable cov-
erage as of the date the individual seeks coverage
under the Pool; and

b) Whose most recent prior creditable coverage was

plan; and
c) Who is not eligible for coverage under a group

health plan, Part A or Part B of Title XVIII of the
Social Security Act, or Medicaid, and who does
not have other health insurance coverage; and

d) Whose most recent creditable coverage was not
terminated based on nonpayment of premiums or
fraud; and

e) Who, if offered, elected continuation coverage
under a COBRA continuation provision or under a
similar state program and exhausted such continu-
ation coverage.

to
 WHIP members .  We encourage you to
Affiliated Physician Program is a benefit

choose
 an Affiliated Physician and start saving time

Coverage to the affected member Certificates
 of Creditable Coverage may also be obtained
 from Blue Cross Blue Shield of Wyoming upon
 request within 24 months after coverage is terminated.
 Certificates of Creditable Coverage will only
 reflect continuous coverage provided through

“ ”Federally eligible individual means an individual:

under a group private, public health benefit, or
church

“Reasonable” is the fee which, in the opinion  of

W7/09
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4000 House Avenue
PO Box 2419
Cheyenne, WY  82003-2419
1.888.557.2519
www.WHIPCoverage.com



Please attach a Creditable Coverage Certificate for the individual applying for coverage on this application.
List any health insurance plans that you have had or that have accepted you for coverage in the past 18 months.

1. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

2. Company name_____________________________________________________ Policy #___________________________________
Effective date _______/_______/_______ (MM/DD/YYYY) Cancellation date _______/_______/_______ (MM/DD/YYYY)
Was this coverage Ç Group Ç Individual Was this coverage provided through your employer? Ç Yes Ç No

If you or your spouse are currently employed, does the employer offer group health coverage? Ç Yes     Ç No    If yes, why are you
not enrolled in this employer based plan?________________________________________________________________________________

Are you currently receiving Medicaid health care benefits? Ç Yes Ç No

Are you currently receiving both Medicare Part A and Part B benefits due to disability? Ç Yes Ç No

If so, list date of eligibility for Part A*______________ Part B* _______________ *Please refer to your Medicare card

CERTIFICATIONS AND LIMITATIONS
PRE-EXISTING CONDITIONS -- This program conforms to all Federal and State requirements regarding pre-existing condition exclusion periods including the definition of pre-existing
conditions and the portability of pre-existing condition exclusion periods.  Benefits will not be provided for pre-existing conditions for a period of twelve (12) months following the mem-
ber’s date of enrollment.  Pre-existing conditions are those conditions for which medical advice, diagnosis, care or treatment was recommended or received in the six (6) months imme-
diately preceding the enrollment date of coverage.  Pregnancy existing on the enrollment date of coverage is considered a pre-existing condition.

In determining whether this pre-existing condition exclusion period applies to an eligible member, the Wyoming Health Insurance Pool will credit the time a member was previously cov-
ered by creditable coverage, provided there was not a significant break in coverage (90 days) from the previous creditable coverage.  Waiting periods applicable under this individual
health benefit plan shall not be considered in determining if a significant break in coverage has occurred, and will be credited toward any pre-existing condition exclusion period under
this Agreement.

A. I understand upon acceptance of my application my coverage will become effective on the date established by the Wyoming Health Insurance Pool and that the Master Agreement,
together with this application and attachments, if any, shall constitute my entire agreement with the Wyoming Health Insurance Pool.

B. I CERTIFY THAT THE STATEMENTS MADE ON THE APPLICATION ARE TRUE.
C. I REALIZE THAT ANY MISREPRESENTATION, FAILURE TO REVEAL MATERIAL INFORMATION ASKED FOR ON THIS APPLICATION, OR INCORRECT INFORMATION WILL

RENDER THE CONTRACT NULL AND VOID, OR SUBJECT TO CANCELLATION, OR TO THE DISALLOWANCE OF COVERAGE FOR THE CONDITION OR THE PERSON
ABOUT WHICH THE MISREPRESENTATION, OMISSION, OR INCORRECT INFORMATION OCCURRED AT THE SOLE DISCRETION OF THE WYOMING HEALTH INSURANCE
POOL.

D. I hereby certify that I am not eligible for or enrolled in employer group health coverage under penalty of law.
E. I hereby apply for coverage with the Wyoming Health Insurance Pool under the terms and conditions stated in the Master Agreement, including the coordination of benefits provi-

sion.

THE FOREGOING HAS BEEN EXPLAINED AND I UNDERSTAND THE BENEFITS, LIMITATIONS AND EXCLUSIONS OF THE WYOMING HEALTH INSURANCE POOL, INCLUD-
ING THE PRE-ADMISSION AUTHORIZATION REQUIREMENTS.

Sign Here: _______________________________________________________________________________ Date: ________________________________________________
DO NOT PRINT Applicant’s Signature (or Custodial Parent’s)
_________________________________________________________________________________________________________________________________________________

FOR AGENT’S USE ONLY_________________________________________________________________________________________________________________________________________________

You must attach a copy of your Wyoming Insurance license to receive referral fee.

Agent Name ___________________________________________________________ Agent Signature __________________________________________________________

Tax ID # ______________________________________________________________ Agent Phone Number ______________________________________________________

Agent Address _____________________________________________________________________________________________________________________________________

Date ___________________________________________________

A State of Wyoming program administered by Blue Cross Blue Shield of Wyoming W04/2006

INDEMNIFICATION AGREEMENT
TO: The Bank Named on the Reverse Side.

In consideration of your participation in a plan which Blue Cross Blue Shield of Wyoming has put into effect by which amounts due on Wyoming Health Insurance Pool agreements
are collected by checks drawn by Blue Cross Blue Shield of Wyoming on the accounts of persons who are responsible for these payments.  BLUE CROSS BLUE SHIELD OF
WYOMING DOES HEREBY AGREE THAT:
(1) It will indemnify and hold you harmless from any liability to any person having an account with you arising out of the payment by you of any check drawn by Blue Cross Blue

Shield of Wyoming on the account of such person, or arising out of the dishonor by you, whether with or without cause of intentionally or inadvertently, of any such check
drawn by Blue Cross Blue Shield of Wyoming, whether or not such claim or liability asserted against you be based upon the forfeiture, or alleged forfeiture, of a Wyoming
Health Insurance Pool contract the dues on which is sought to be collected by Blue Cross Blue Shield of Wyoming by any such check; and

(2) It will refund to you any amount erroneously paid by you on any such check if claim for the amount of such erroneous payments is made by you within twelve (12) months
from the date of the check on which such erroneous payment was made.

BLUE CROSS BLUE SHIELD OF WYOMING

By:  Tim J. Crilly, President and Chief Executive Officer

Affiliated Physician Program
Blue Cross Blue Shield of Wyoming is committed to
finding ways to keep health care costs at an afford-
able level.  That’s why they are working with a
growing number of dedicated Wyoming physicians
to provide the most affordable and highest quality
health care possible.

As participants in the Affiliated Physician Program,
all member physicians have agreed to send your
claims directly to Blue Cross Blue Shield of
Wyoming, who will see that payment is made direct-
ly to the physician.  This significantly reduces your
involvement in the time-consuming claims process.

Through Blue Cross Blue Shield of Wyoming, the

today.

If you use non-affiliated physicians, you may have
to submit your claims yourself.  Always be sure to
ask. All claims should be sent to:  Blue Cross
Blue Shield of Wyoming; PO Box 2266;
Cheyenne, WY 82003.

The BlueCard®
More than 85% of all hospitals and physicians
throughout the United States contract with independ-
ent Blue Cross Blue Shield organizations.  Your
identification card -- The BlueCard® -- links these
health care providers to an electronic data system
that quickly delivers your benefit information any-
where in the country.

Just show your identification card to any Blue Cross
Blue Shield participating hospital or physician
across the USA and receive the same special treat-
ment you’re accustomed to receiving right here in
Wyoming.

Sunset
The Wyoming Health Insurance Pool is a State of
Wyoming program and its continuance will be sub-
ject to legislative approval.  Without legislative
approval, this program will end on June 30, 2011.

Certificate of Creditable
Coverage
When coverage under the WHIP is terminated, Blue
Cross Blue Shield of Wyoming will, within a reason-
able period of time, issue a Certificate of Creditable

.

the Wyoming Health Insurance Pool.

Reasonable & Customary
(R&C)

Blue Cross Blue Shield of Wyoming, is justified in
the special circumstances of the particular case in
question.  “Customary” is the range of fees charged
for individual procedures by Wyoming providers as
represented in files maintained by Blue Cross Blue
Shield of Wyoming.  Benefits are paid according to
the Reasonable and Customary fees in the state of
Wyoming.

Federally Eligible Individual
A

a) Who has had at least 18 months of creditable cov-
erage as of the date the individual seeks coverage
under the Pool; and

b) Whose most recent prior creditable coverage was

plan; and
c) Who is not eligible for coverage under a group

health plan, Part A or Part B of Title XVIII of the
Social Security Act, or Medicaid, and who does
not have other health insurance coverage; and

d) Whose most recent creditable coverage was not
terminated based on nonpayment of premiums or
fraud; and

e) Who, if offered, elected continuation coverage
under a COBRA continuation provision or under a
similar state program and exhausted such continu-
ation coverage.

to
 WHIP members .  We encourage you to
Affiliated Physician Program is a benefit

choose
 an Affiliated Physician and start saving time

Coverage to the affected member Certificates
 of Creditable Coverage may also be obtained
 from Blue Cross Blue Shield of Wyoming upon
 request within 24 months after coverage is terminated.
 Certificates of Creditable Coverage will only
 reflect continuous coverage provided through

“ ”Federally eligible individual means an individual:

under a group private, public health benefit, or
church

“Reasonable” is the fee which, in the opinion  of

W7/09

W7/09

4000 House Avenue
PO Box 2419
Cheyenne, WY  82003-2419
1.888.557.2519
www.WHIPCoverage.com


