Retail Platform — Applying for Plans

Apply and Payment - For Brokers and Agents.

Independence



Job Aid Topics

« Applying for plans
» Enrollment Selection — SEP or OEP
» Application Checklist
* Application Process
» Personal Information —
« primary and spouse/dependents
» Authorized Representatives
« HSADplans
» PCP selection for HMO plans
* Provider Search
» Submission Types
* Submission Type- email
 Make a Payment
« Making binder payments via ePay
» Confirmation
« Child Only Applications
« Shop and apply for child only plans



Start Application

Review Proposal for Jane Doe

Creaied Omn: 07162020 | Last Modified O 07162020

Once all plans have been selected and the member STp—— (

L

is ready to apply, select the radio button next to the gt

plan the member wants to apply for.
Select Plans ® e

Total Premium

The premium amount will display in the Total
Premium field. If it shows $0, a plan has not been G 6 $333,u10

selected E_—
T

Click Apply Now to start the application. Health Plans -
*Refer tO the PrOpOSG|S jOb ald fOI' hOW tO ShOp fOf' p|anS Ol "c\!!'_.‘l-'s_:_ rl\'.l"l.".'l-af'?ad\'..'. urcierveriting and are avalabls io amy indvidusl regandes of age. When
& 2020 Plors
Plan Mama Metal Lovels o Actions

Personal Choioe FPO Broros Broree $HilM Aomove
} rnystiorm HC) Sdver Sbenr $30188  Aeroe

o Heysiore MO Siver Proaclive Sitwer $38238 Reroe




Open Enrollment for 2020 is available at this time. Applications

E nro I I me nt S e I e Ctl on may still be submitted under qualified, Special Enrollment

scenarios.
On the Enrollment Selection page, please select
the Enrollment Period you wish to apply for. Screens ﬁ M
will vary depending on the time of year. During OEP, S—
there will be a choice of Open Enroliment or Special Onen Rerolienent Soeckil Bnrclment
Enrollment for the previous year. During SEP ooy pstanest ol gt s gl e R e LV G N A
timeframe, only the Special Enrollment option is i et e | IS O S

available.

quEstions about your qualitying event

Continue With Open Enroilmant
Cortnue With Special Enrodiment

Special Enroliment
» Continue Special Enroliment, this button will link

you to the Special Enrollment Selection (SEP) Open Enroliment for 2020 is not available at

this time. However, you may qualify for a

page. ]
2020 Special Enroliment.

* 9

Click either Continue With Open Enrollment or M

Continue With Special Enrollment to proceed.
Special Enroliment

Spacial Enrolimant The Spacial Enralment Period i & parod of time outside of e Opan Enrolimant parod during which you may De aligibhe to apply for an individual
or family health plan. If you experence & Ouwalifying L= Evenl, such as gefing marm=d_ hawing or adopling a baby, losing your coverage, or moving inbo & new
ServViGE area, you may qualty Tor SEF

*This page only appears when a Health Product is selected.

Tio confinm your aligibilily. chck the bublon balow o answer a few guestions aboul your gualifying evenl

Cooivllaniss Wilh Special Eni ollivssil




Special Enroliment Selection

On the Special Enrollment Selection
page, please select the qualifying event you
wish to apply for.

« Choose an SEP reason radio button
 Once the reason is selected, the
reason description appears.

 Enter the event date in accordance with
the rules for the SEP reason.

« Click Continue to proceed to the
Application.

*This page only appears when a Health Product is selected.

Please tell us which qualifying event applies
to you

Important Note: You must enroll within 60 days of your qualifying
event to be eligible for Special Enrolilment unless otherwise noted.

@ Loss of Coverage Recent or approaching loss of minimal essential coverage includes, but is not limited

3 Birth fo, the loss of coverage due to:

O Marriage

» legal separation or divorce

O Permanent Move . losing dependent eligibility

O Adoption . death

O Court order « termination of employment

« reduction in the number of employment hours
« refirement

« exhausting COBRA coverage

« becoming Medicare eligible

Important Note: Loss of minimum essential coverage does not include loss due to
gross misconduct, failure to pay premiums, fraud or misrepresentation.

*¥ou have 60 days before and after your loss of minimal essenfial coverage to apply.

Please enter the date of your gualifying event:

* Event Date: mm/ddfyyyy




Effective Date Confirmation

This page calculates the projected effective date
based on the normal effective date rules according to
the SEP reason chosen.

*This page only appears when a Health Product is selected.

Your Effective Date of Coverage will be
08/01/2020.




Confirm Your Plan Selection | confirm Your Pian selection

Application Information

Total Premium

. 310.57
After choosing Open Enrollment or an SEP Nome  Relsionsip Gomder DSSf  Te  C . T Ew,ﬁ.m:

Code

Plesrse review your plan seleciion details below. Afler you have confirmed your plan seledion, you can begin the
application process. You may change your selected planis) by cicking Edit Your Plan

reason on the previous page, you are now e | et | Forme | cooviss | a0 | s | e
able to review product selections before ——

. . . Your Selected Products
beginning the application.

Health Plan

A Enrolimant Pariod Special Enallment
Pian Year 2020

« |f any changes need to be made, the =T e
agent can select the Edit Your Plan |
button to return to the Review Proposal , e

Page and make any adjustments. e | s

Once everything has been reviewed by the Non-Qualified Dental Plan
agent and client, Click START APP- -
ENGLISH w— i

Product Rates are Subject to Change: The premium quoled sbove indudes any e modificstion|s) applied 1o
your current policy. This quoled rabe is subject 1o change based on demagraphics and olher faciors.

Vision Plan

Plan Year 2020
Adul |BC Vision Care 100 s1a
SubTodal: 32

Product Rates are Subject to Chanpge: The premium quoled sbove indudes any e modificstion|s) applied 1o
your current policy. This quoled rabe is subject o change based on demographics and olher faciors




Application Checklist

On the Application Checklist page, review
the information to make sure the following
information is available.

1. The progress menu on the left side of
the page informs the agent of the steps n
in completing the application and can be

revisited once completed. m Application Checklist

2. The Finish Later button will route the o Personal Information Have the following infermation at hand for a faster application:
agent back to the My Prospects page © i viomsion © Bith Date for all Applicants
with the application saved.

Addresses lor all Apphcants

Social Security Number or Individual Tax 1D Mumber (ITIN) for all Applicants

3. The Cancel Application button will
route the agent back to the My
Prospects page with the application
cancelled (this action cannot be

™y
Cancel Application
undone ) . 3 Deocumentation showing the date of the event that qualifies you for Special Enroliment (if applicable).

o
ﬂ nformabon on current and past health insurance plans {if applicable)
]

Payment information: for credit card payments, we accept Visa and MasterCard; For automatic bank withdrawal, please
hawve your bank account number and bank routing number.

4. Click CONTINUE.

*Content may vary between product lines




HSA information

For plans that offer an HSA (Health Savings Account) option,
there will be additional marketing content on the Application
Checklist page.

Review this information with the Consumer so they are aware

of next steps if they would like to opt-in to this type of account.

No preference will be collected as part of the application.

Application Checklist

Hawe the following information at hand for a faster application
& Birth Diate for all Applicants
@ Addresses tor all Appheants
@ Social Security Number or Individual Tax 1D Mumber (ITIN} for all Applicants
@ Informeation on current and past health insurance plans (if applicable)

@ Payment information’ for credit cand payments, we accep! Visa and MasterCand, For autemabs Bank withdrawal, please
have your bank accourt number and bank routing number

@ Documentation showing the date of the event that qualifies you for Special Enrcliment (if applicable)

Health Savings Account (HSA) - Qualified Plan

Since you are enrolling in an HSA-qualified plan, you may be eligible to open an H5A

an HEA provides tax-advantaged funcs that you can use ho pay for copays, deduchbles, comsurances and maore And you
don'l nessd to worny about using all of yowr HSA dollars during the plan year. Any leflover money rolls over each year lo pay
fior future qualified medical expenses, even if you change coverage.

Although you can work with any HSA custedian, Independence offers a PHNG HSA that includes enhanced integrabon and no
rmonthly acoount lee

To open an HSA, register at ib.com/login after your coverage starts.

Learn more
Fefer o RS Publication 989 for more informabon aboul HSA eligibility

Independence does not provide tax or legal advice. Please consult with your own tax or legal advisor regarding the tax and
legal implications of @ Health Savings Acoount




Personal Details for Jane

Personal Information DUNSIWES Personal Detalls 1

© oo iarraion Personal Details
Q oo Firttome: |t
On the Personal Details page, provide the ©Q i e w —
necessary information regarding the Applicant’s Q o mttre: [
demographics. (( cocareiion ) Suffe py[—
Date of Birth: | 000111208 [Ty
*Note: There are questions included for state S Scurty N TN

residency, citizenship and Medicare eligibility that i To 9 M o rdy b ey o sl o Sl Sy N
contribute to the applicant’s ability to qualify for T
enroliment.

(Gender. Fermoake
Used Tobacon in the Past?. Hewnr
Marital Svus: o Mamied O Single

Are you 8 permanen] Penreyheania O Yes O Mo

The Applicant may also choose to designate an
Authorized Representative, if Yes is selected, you will e
proceed to the Authorized Representative page to e o o bereide | © Yo © N

Miediczare: Part A or ennalled under
Medicare Part B7?

Com p I ete th i S SeleCti on - Note: IF you armwered yes, you are nol sigisle o apply for this plan.

*The Authorized Representative option is only available for Health

applications. Authorized Representative

You can choose an authonzed representstive. You con give a inusted persan permission o Gk about this application with us.

c I H k SAVE AN D C 0 N TI N U E mee your informrtion, and act for you on matters refated (o this application, induding gelting information about your application
Ic L] and signing your applicaiion on your behalf. This person is called an authonized representative. IF you ever need io change your

*Content may Vary between product |ineS authorized representaiive. contact Independence Blue Cross.

2 202 Independence Blue Cross
Independence Blue Cross i an independent liosrsees of the Blue Cross and Blue Shisld Association, sering e health insuranoe
needs of Philadelphin and southessstesn Pennsylvania. 1 0




Authorized Representative

@D Authorized Representative Jane

st conieed Isdrporion Buo Caxs

If Add an authorized representative is selected,
on the Authorized Representative page,
provide the necessary information regarding
the Representative’s demographics. T

Contact Details

oo0c00OO

Lot~

Lol M

Complete the Signature section to complete the Y i
Authorized Representative designation. e

Click SAVE AND CONTINUE.

Signature

sayuig, o, JE alow this porsoen pevson o ek et $is doocaon wil Lo, 3o v iskerration, arvd ot for wou oh
o R ik il e wtiar) e il T L Ty




Address for Primary Applicant

Address for Jane

On the Address page, please provide the necessary

. . . . y o Persanal Information
information regarding Applicant's Home address. ° Home Address
Addianal Intarmstion
« Address Verification services will check the © o e ?
address entered and either suggest an alternate © Fiirevien (ne .0 bees pease )
address if a partial match is found or allow for the O cove it SRR
agent to select to continue with the entered 7o coce: [vamm e

i ™y
Cancal A i
I___‘ Cancel Applicabion ]

address if it is not able to be verified.

Click SAVE AND CONTINUE. -

*Content may vary between product lines

MOTE: We found a partial match based on the address entered. Please select an address from the suggesied
lis! or select (he aplion o use he address a5 you orginsally entered il Yoo can sl oo back and edil yow
address above if needad.

3100 Main St Pottsville, PA 17501

v 100 main st, bucks, P&, 18039

NOTE: We were unable to locate a match based on the address entered. Please check your entry above and
edit if necessary or select the option below to use the address as you originally entered it.

3 100 main st, philly, PA 18039

12



Personal Information - Spouse/Domestic Partner

On the Personal Details for Spouse/Domestic
Partner page, please provide the necessary
demographic and address information.

« If address is different than the Primary Applicant,
the Consumer can answer Yes and input their
address information.

» Address Verification services will check the
address entered and either suggest an alternate
address if a partial match is found or allow for the
agent to select to continue with the entered
address if it is not able to be verified.

*Note: There are questions included for state
residency, citizenship and Medicare eligibility that
contribute to the applicant’s ability to qualify for
enrollment.

Click SAVE AND CONTINUE.

*Content may vary between product lines

Fimizh Later
o Personal Infomation

o Addilicnal Informaion

o Sinature

Cancel Application ]

Personal Details for
Spouse/Domestic Partner

Fusl Flams: jan
M
Laat Mame: | Dos
Suffie: - | sotionan
Date of Birth: | poa02/935 e

Social Saciprity Munsbar i ITIM:

{ingendual Tax ID Humb=r may anly be used if you do nod qualsy for a Sooal Securty Numbsr

Re-enter Social Secwnty Munsher [ITIR:

Gender. | Maks
e 5 L)
Used Tobacoo on the Past Hawer
Ralationatep 1o Applcanl | Spouse
A you 3 parmanand Perneykeania O Yes D Mo
resident?
Areyou a US Clzen? O Yes O Ho

Are you epdiied o benefits under (0 Yes O Mo
Medicare Parl & or snrolied undes
Madicare Par B7

Mote: H you answered yes, you anes not shigisls to apply for this plan

Address

Same addisss &3 Pimary Applcant? O ves O Mo

e '*-_ -
(_ Back ) | Save and Conlinue ]




Personal Information -Dependent
Personal Details for Dependent

On the Personal Details for Dependent page, © Fersonioeamaton
please provide the necessary demographic and
address information.

Frst Hame kid

€@ 2sdisonsl information
M1 fophonall

© oo e T
- If address is different than the Primary Applicant, Q romrerer s 5 [T
the Consumer can answer Yes and input their B conyics i = s s
address information. ( cancelappicato )
« Address Verification services will check the T
address entered and either suggest an alternate L A -
address if a partial match is found or allow for the . A
agent to select to continue with the entered ——
address if it is not able to be verified. Relationship 1o Agpicant | Spiac
Are you a permanent Peansylvania O Yes O Mo
*Note: There are questions included for state el
residency, citizenship and Medicare eligibility that Ase you eniited to benefts under O ves O o
. . , - . Medicare Part & or enrolied under
contribute to the applicant’s ability to qualify for Medicare Par B7

Note: If you answered yes, wou are not eligible fo apply for this plan

enrollment.

Click SAVE AND CONTINUE.

. Address
*Content may vary between product lines
Same address as Pimary Applicant? O Yes O Mo
- % P —————————
| Back | Save and Conlinuse
\ S

I —




CO nta Ct I nfo 'm at| on Contact Information for Jane

Frromal oo

Acklonal Infoesabon

Contact Details

W By presvidig rry phoee rusiber and! o el adovess, | sulthorles Indeperdence Bie Cross, LG and s subsidares and
T afiiyins (coficiey Tnonpendence’ |, ans my pmpioyer i Conkec e v e, Jsiorroied b and'or phors il | urdensar
el vy conment e nal & condtion of any bonefl or pecos. Messge and daia miss ray apphy

Sgrans

On the Contact Information page, please provide
the necessary information regarding Applicant’s ——
phone number, best time to call, email address and T e N
communication preferences. T

Comrpiet . .
Prirsmry Paone Murmiae Seed T

Vit &Ml BOORESS 5 resuber BECESE vOU R ADAAND OPTine. We ey el pou aboul youl Epcetion. I you prefer o
i an mend adcrecs, phmsey ol 1-B-LTS-E008 (FTY 11 o pesk 1o icawmeed sgers: 10 apgly orver thes phor

Click SAVE AND CONTINUE. ko s v

*Content may vary between product lines I TE—

Preferences

O | presler e (EFMTUAGTONS

By chesriong e Bo, you aushoe e rrisgencenen B Crsee communees sth you slectmmesly @ B sl sdorses g
proaedod ctxva. Thiz mmy inchetin documris misied o o applesion, orrolime, Bling bonclits, hoth sstorenis, legal
decsnents o prosy SabeTesis. Mo donrmers. wil be seslabie drough wour onfine Memiber soonrst. hoe Pet sol Sl
Jaomenis 3E v bipee BheCiorscHy, Wou ey S rECEYeE SOME doDJTeTTs I (Re e

¥l v o g i mlop o darrmeres sleckorcily @ any brm Yo oy s reoues @ P e ooy of any
et s by callng 1. Joal leg on 1o your oriine Mosber acoari of el s

Tame of e rTorremen s s i oy Ty e Proteciec el informarion [T uer e Heal insuance Poriala iy and
Acmursabiity Ak (HIPWATL By croceng ssrons commurnension

= Wi aliew s i sl PHE 1S pou deoierically, Rokeding by oral ond s imesage.

& Vo sree Fud pou are sulely resporRE For e meaurdy of the ool o ond phore numtes you provido. e oty o
e coFELng device: uand 1o wew P aoiTuroiion. ardl o ks of doclieie coreahic o

4 Yoo ureiersiorsd S vou should e e el addes and ool e Lo o seoee el formaon o preves
deivery of P 8 et ed seom e

a  "Wou hawe srided @ worling ood priveie el addnes aedien ool nursber.

s Vo corfe by e ntormiet acczss:, o-curmond web browess, ard oom o POF Flos sang Adobe Aorcbat Rooder o B
=TI 0]

O | pfes ho v SMAS glerts arel cormamunicalions

By providing my ool phone rumber and’ o el addess, | ashories ndepesdenoe Blue Cross, i subsitiaies and sfilaes
colinciyay Trepmderon | i OGS M v arna], Seiorsed il arcior oml phone il | undencoind B ey oo sl

awrdition of ey bendli o punchams ord Sal | oe o ol oy B emm an cola rree TRy Ry




PCP Selection

If the member is applying for a plan that requires a PCP, the
Doctor Selection screen will appear. It is not required to
select a PCP at this time.

Click Select Doctor/Facility to select a PCP, or click
Continue to leave blank.

» Select the PCP for each member of the application, one
at a time.

» The user will be presented with a list of providers within
the default radius (10 mi) of the applicant’s zip code.

» The user can then refine the results by selecting the
advanced filters link to search by additional parameters.

» Only doctors within the accepted network and search
parameters will be shown in the search results.

» The user can attest if the Provider is their current PCP
(optional if provider is accepting new patients, required is
provider is only accepting current patients).

* Select the desired PCP and proceed to repeat this
process for all members on the application.

Select a Primary Care Doctor

o Ferzonal Infemation
a Addrional Infermatsan
© o

o Final Reviaw

o Comglets

Caaroe] Applicalion

Doctor Selection

Flease selecl a Pimary Care Physician (PCP) for mach person who will ke covered by the plan. Remember io call your PGP
first whizn wou need care. They'll kelp crardinate pricr atharations or referals if you nesd them

_ Important Mote: You will nat be requiresd fo make 3 PCP selection at this time bt el be asied = 3 later dste in
chorse your PGP

Mame Date of Birth Docter/Facility Detalls

lest One Jar19re

Eeeaa DiicionF acalily

* By checking this bow, | autharize Personal Heakh Information to be shared with this doctor bo validate that edher | ar my
gapendent amdts & cument patient, and to assign me or my Sapendent b Mmis docion,

16




Provider Search

If the consumer is in need of searching a provider, there is a
Provider Directory link located in the header.

Select the Helpful Resources dropdown and there will be a
label for ‘Provider Directory’.

Select the ‘Provider Directory’ label and the user will be
redirected to the website to search providers

For Dental/Vision products, the provider directory link is
located on the Plan Detail and Plan Compare Pages.

Adult
PrEfEfrEd Plan Information
Dental W nis PR Demial plans, cHenng comprehensres coverage.

T Ty

Home

Individual & Family

Create Proposal -

Subsidy Calculator

SEP Eligibility

My Prospects Dashboard Helpful Resources -

Quick Links
> Product Materials ?

> Benefit Summaries p

Provider Directory >

Wi sz bagy o
el Lea.lpmubalan Frsop e, v SEES

iy s adn= OGS e loorken i s st mee Lews ot Slmd a Nente desndseg mon aesl e opan F
Lezcnphon Corpsa e e E e Tel i e, (e o s SR e Al s H ekl s e arnae bebind innea 1L ced,
ECX L B
Pian Feahures = Al
wl
» AR
fHE g pyLosken B e Hame
Additional . ud
B B R oty il e lursmla i 10wl = =
Links

| B
Syrmary ol Beneris and Cossrape Aaul eral Fretesced and Adul enkl Prem | Q Gily S Slaba IFT o Ackbnea

o =

eI

Find dorctnrs and hnspitals

Find a doctor

BT TRk G ren ron ke Ll B e Eramaghly vk T a el re: ool poven gl pe imma e andylly dald soy
JETHIE 35 O ik B el

Providers

Frd dectons, fespitals, Ll Care Wision caie
medeal eguipment, and Sxumh k@ galcpving oe v by rars, Laxuls @ Danitw Wiaian @roesder ©
SpeCaally SEryices AR, 0 S T
Lzaxt kx aparie paing prroce oy narw,
B, W T, B Ik (e

\ 7 “ o
| wesmmoem 3 ) | Lammom ¥ | L Lmmmen 3 |
R® -~ RS r %, <
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Effective Date

On the Effective Date page, Agents will need
to review the effective date information.

Click CONTINUE. Signature

° Personal Information

Effective Date

° Additional Information

o Signature If you submit thiz application today and it is approved by Independence Blue Cross, your effective date of coverage will be

0d/01r2020
o Final Review

o Cnn]plete

( Cancel Application )




Submission Type

The following submission types will display based on the
Agent’s agency type. There is a description that displays
under each submission type for reference when selected.

- Telesales Agents will have all submission

types displayed.

- Brokers/Retail agents will have only have In-
person and Email submission types displayed.

* In-Person (Face to face interaction with the consumer)

* Email (Phone interaction where agent fills in the application and
sends to the consumer to sign and submit payment)

» Web Conferencing (Interaction via web conferencing
software to share screens with consumer and collect information
over the phone)

» Enter Vender Name and Call Session ID
* Voice Signature (Recorded phone interaction to collect
information from consumer over the phone)
» Call Session ID (copied from CRM or Screen
when entering recording software)
*  Outbound Call Default

* In-Person and Email selections require no additional
information to be supplied on this page.

Click CONTINUE

Signature

o Personal Informabon

° Additional Information

Submission Type

o Signalune
o Final Review . = .
..5 - | )
o Complele
In-Persan Wieb Conferencing Voice Sgnature
( Cancel Application
. B!
| Back |
. A
22 C% a’
n-Persan Email Wioie Signatune
Web Conferencing
Liza s sybmismor hpe whan some iom of ee conlerercng softe ate 15 usad o tackiae the cenmemeahon behtesen Sgsnt
ard Applicant
Seasion I
- ) 4
2:’ Verdos Name

Voice Signature

Use fis submission iype In Telesales when theee i5 2 recanded call and f2e Apenl Is both seling ard campleting e snralrent

wilh hie Agplcant

Segshon IO

Dulbound Coll Delaul O

19



Submission Type - Emailil

This submission type is
used when the agent
needs to collect responses
over the phone and emails
a link for the consumer to
review, sign and submit the
application along with
payment.

o Persanal Information

Agent chooses the Email

submission type, (

Cancel Application

completes the Agent
Acknowledgement
questions and adds any
remarks if needed.

Click CONTINUE.

'ﬂ Perasnal Indoiraien

'n Aadimndl Infumasan

Signature

Submission Type

Signature

Agent
Agreements/Acknowledgements

Wimss Primt Apolication (FDF

Are you reiated (o the applican(? O Yes @ Mo

CurmenlAgent Emmil:  pujithe rayaiibcbesfl.com
Apglicont Email:  amenda, pedgettiSguidevesioonnect com

| hereby ooty el | hoee =poken with the applicat ower the Iseephone 1o record all of his or her answers (o the questions induded

in thi= applicafion. | further oerify that | havwe explained the key benefits of the health plan for which they ane apphying

| cortify thal | hane reviewed e applicant's digibdity criteria for o spedial enrclment period. | will retain a oopy of their
docurmeniztion and undersiand #hat | will be reguined 1o foreard this dooesmentation o independenoe: Blue Cross spon reques).

| herve exmpizined the: application acknowledgement process and payment oplions 1o the appican.

LagenlBCOng @ Agree O Disages

Stale Lioense Mumber: AAL1
Dale: 07162020
Agenoylfigent Code: 21132113
Agency Code: Zi13

Agency Ermail:

idd Yiur Remarks

Phezae ghiek on 2 SUBMES0S lp: Bolew b2 Seizad L and pesvige the neseriany delils 1o submil a sgrakie

Bea B Agenl coriplelcd he applcalos op W B Afe il At e wicd penecils and ihes scada the

wia ervail lo fnish el acknowkeegements and pay (f aspicabiel

20



Submission Type - Emailil

Agent receiv nfirmation with all th lication Parcrs st - -
ge.t ecelves a co ato_ page thallt ©app catio ° Agent Confirmation
details. Alink is available to view/print the application @ oo virmaien
output. 0 e e o st s
o Final Remview - i I B -
Agent returns to the Prospects to view the application © e Application Information
status. An email is simultaneously sent to the consumerto D
review and complete the application. e i Ao

Requesied Efective Dol 08012000
Pian Mame:  Keysione HMO Siver

Agent needs to inform the consumer of the ‘Passcode’

listed on this page so they can access their application. Telephonic Information
Once the Consumer reviews the application and confirms Oomores L st e st
its accuracy, the Consumer completes the initial payment T ———————

and submits the application. The Prospect record details

will be updated with the Application status. o ]
Eligible Applicant(s):

. . . . . . Hame e e
The agent will receive an email communication if the ’ ’
Consumer requests any changes after reviewing the : ‘ :
. . . . jon Dae WM Spouse Hlerver £370.43
application details. The agent can then revise the o s
application and send back to the Consumer for review R .

again.

Agent/Agency Information

Click RETURN TO MY PROSPECTS.

Agent agentlBC One
Agent Phane:
Agent Emal:  pujitha raaya @bt oo

Agency:  GuideWell Cormed
HAgency Phane:

Agency Ermail:




Agent ACknOWIGdgementS (All submission types)

Complete the Agent Acknowledgements
page.

« Agent relationship question is included on
this page.

* Review the agent information displayed
and click Agree or Disagree.
* *Note: If the agent disagrees, the
application will not proceed.

*Note: Each submission type has varied
language/acknowledgements.

Click CONTINUE.

Finish Later

° Personal Informafion

° Additional Information

o Signature
° Final Review
e Complete

C

Cancel Application

Signature

Agent
Agreements/Acknowledgements View/Print Application (PDF)

Are you related fo the applicant? O Yes O Mo

| hereby cerfify that | have spoken with the applicant in person to record all of his or her answers to the questions included in this
application. | further cerlify that | have explained the key benefits of the health plan for which they are applying.

| cerify that | have reviewed the applicant's eligibility criteria for a special enrollment period, if applicable, and verified that the
information provided is accurate and complete. | will retain a copy of the documentation in accordance with the record retention
requirements of applicable law and regulation, and understand that | will be required to forward this documentation to
Independence Blue Cross upon request.

| have explained the application acknowledgement process and payment eplions to the applicant.

I, agentlBC One O Agree O Disagree

State License Mumber: AALY
Date: 07162020
Agency/Agent Code: Z113-Z2113
Agency Code: Z113
Agency Email:

Add Your Remarks
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Consumer Acknowledgements

Explain the Consumer Acknowledgments page to the applicant.

Ask the applicantto review the Consent to Electronic Contract and
acknowledge the information is displayed.

Only the Primary Applicant is required to e-sign the application:

» Enter Date of Birth

» Click Agree or Disagree.
*Note: If the consumer disagrees, the application
will not proceed.

The checkboxes and content on this page may differ depending on the
product type that was selected.

Click CONTINUE.

Note: For Voice Signature submission type, TeleSales agents will need
to read the entire Consent to Electronic Contract, checkboxes and

content on the page directly to the applicant.
*Content may vary between product lines

ﬂ [ L pa——
ﬂ Acriman ielamanse
n Firme Joaew
a Erarpions
I_.
L

Signature
Consumer Acknowledgements

Application Information

P rvwmn the licwing Teme and Eondions ang sslect ‘igree’ o onine. Pease moie w2 ol escione of i cie am

b o Catern Torm-

Consumer Acknowledgements

e
Consent 1o Eleciroasc Contract - Applicanon F
Hy gt g b Boysers Hoalh Plas bt o QUL [semamnce | ooty 1T comgupios” s By coveige By syt
rd i Scperabonts st on e spplcabon | endorabd s g s ellaws
e wll b e 1 diny of cach o
g A B e il e SO Bt By B SoRaRH Witk 43 FERTIVE s oF
e p e g as] ad juy Fuir vy reweiind
sk cand debar mrd Py TR, 30 scoepRahie for e FimT manit's pEsTIE poyrron onky. Bre el
e L T e (e T e ity PayTIeR -
-

O By cheding the b, | (W) acceed e Declerslions: srd Conciions of Errolimond

Summary of BarefRa and Coversge Acknoslsigemen

O By oheking the bo. | indiceis dhal Seswrary oF Benelis ard Coverage POF & provided by e mediosl oovsrage seletisd oe
i aepleaion. I you neml orofies aotsy, vl e ol




Final Review i i
Final Review
B Application Information

Additional Informalion

On the Final Review page, you can review all
Application Information and View/Print the
application for the consumer.

Please review your apglicalion by clicking on the ViewPrinl Applcation (PDF) nk above. Pla kK the back bulton to retum 1o

Signalure he pravious page to submil wour agplication

Final Review Enroliment Period:
Eftective Date of Coverage
04 ) 8950558

Comglete
Sacandary B it
Click PAY AND SUBMIT APPLICATION i e
Ic [ ( Cancel Application County: BUCKS
Home Address: 100 main st | bucks, PA 18035
Personal Details
*Content may vary between product lines Mo s ll s o s s el s sl
I Imbermation
i Eligible Applicants
. Drie of Helmonahq g -
MO MR SRR R Mame Relationship  Gender Age Smoker
Laat Humies he Pasi™
paw L Jana Do Salt Farmala 20 Hever
3N O0ONDED  kiae Sl N1 e
o GETR
jon Doe Spouse Male 20 Hever
" Haw: o Listed & 080000 produedl on SR I0U OF mond TS [ weeR wilhen e post &
Tt man for 0 v LT
Applicant Detads - pay @rror *Habe: Tolal premiurn rate includes all applicants lisbed above.
L ¥
Qewai S L M- E -
-5 Payment Information
e e
W - [ “hobe: Your Inftial Faymend Must e made bafore the efeciive date of your coverage. Pleasa subomit your application and confinue
to Make A Fayment
b=l o
Mote: I yoe acasered Fes. yOU S1e not slgitis I apphy hor f. plan
-
(TR T, St '\ Back :I
i i Pe ¥ ¥
Arm e 1 - -
e i ¥ = matt d
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Make a Payment

On the Make a Payment page, you can _
review the initial amount due to submit the

app“Catlon ° Personal Information y

You sfill need fo rnal-ce your binder pa','ment: T.he ﬁrgt month's premium, otherwise
o Addifional Informafion knu\le..rn :—S ;D;JI’ blnde:.pat:._'menﬁl must !:IE palg_ln f'LI||tI-II'I order lt:C pruces;;;:-ur t
. application. Your application will remain pending uniil you make your binder payment.
CI|Ck MAKE A PAYMENT ( Return to My Prospecis )
° Signature

Agent will be redirected to the Epay payment © Finaireven
vendor to complete the binder payment. O comoee

( Cancel Application )

Initial Amount Due:

$740.86

Pleaze note that by clicking the Make a Payment button, you will be taken to our ePay site to complete your binder payment.

Make a Payment |
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Make a Payment — Payment Options

The Payment Options screen displays.

Select a payment option from the dropdown.

Click Next.

Payment Options Selected Coverage

Complete the following to pay for your first month of coverage,

HEALTH
o o e Personal Choice EPO £1280.29
Silver Reserve

How would you like to pay for your coverage?
Your Monthly Rate

Secuny & prieey $1280.29

We value your security and privacy. During this application process, all of your personal and financial information is kept secure with
industry-standard certificates and information privacy standards.

e . Select one..
Bark Account Need help?
Prepaid Debit Card
Debit Card Contact a licensed agent
Credit Cord 1- 888 - 475 - 6206
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Make a Payment — Payment Information

Enter the information for the type of payment
selected. Bank account was selected for this Payment Options
example.

Complete the following to pay for your first month of coverage.

Click Verify.

Payment Information: Bank Account

Account Holder First Name
Account Holder Last Mame

Account Type

Routing Mumbser

Account Mumber

Account Mumber Confirmation
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Make a Payment — Payment Information Verification

You will be required to scroll and read the

terms and conditions text in order to Account Holder Name .
continue.

Click the Acknowledge check box, and click B Checking
Submit. Routing Number 062001186

Please read the document below in its entirety and check the consent checkbox to enable the submit button and proceed.

HELD UNENFORCEABLE OR INAPPLICABLE, YOU AGREE THAT YOUR HEALTH PLAN AND ITS AFFILIATES' AGGREGATE LIABILITY SHALL NCT
EXCEED ONE HUNDRED ($100) DOLLARS. THE MATERIALS, INFORMATION, AND EBILL SERVICES ARE PROVIDED 'AS IS' WITHOUT
WARRANTY OF ANY KIND, EITHER EXPRESS CR IMPLIED, INCLUDING, BUT NOT LIMITED TO, THE IMPLIED WARRANTIES OF
MERCHANTABILITY AND FITNESS FOR A PARTICULAR PURPOSE.

Indemnification

Upon a request by your Health Plan, you agree to defend, indemnify, and hold harmless your Health Plan and its affiliates, and their
employees, contractors, leadership team, and directors, from all liabilities, claims, and expenses, including attorneys' fees and disbursements,
that arise from your use or misuse of the eBill Services. Your Health Plan reserves the right, at its own expense, to assume the exclusive
defense and control of any matter otherwise subject to indemnification by you, in which event you will cooperate with your Health Plan in
asserting any available defenses.

| acknowledge that coverage does not begin until the effective date of the application and the premium for the first month of coverage

is received. | authorize this payment.
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Make a Payment — Payment Information Verification

You will be required to scroll and read the

terms and conditions text in order to Account Holder Name .
continue.

Click the Acknowledge check box, and click B Checking
Submit. Routing Number 062001186

Please read the document below in its entirety and check the consent checkbox to enable the submit button and proceed.

HELD UNENFORCEABLE OR INAPPLICABLE, YOU AGREE THAT YOUR HEALTH PLAN AND ITS AFFILIATES' AGGREGATE LIABILITY SHALL NCT
EXCEED ONE HUNDRED ($100) DOLLARS. THE MATERIALS, INFORMATION, AND EBILL SERVICES ARE PROVIDED 'AS IS' WITHOUT
WARRANTY OF ANY KIND, EITHER EXPRESS CR IMPLIED, INCLUDING, BUT NOT LIMITED TO, THE IMPLIED WARRANTIES OF
MERCHANTABILITY AND FITNESS FOR A PARTICULAR PURPOSE.

Indemnification

Upon a request by your Health Plan, you agree to defend, indemnify, and hold harmless your Health Plan and its affiliates, and their
employees, contractors, leadership team, and directors, from all liabilities, claims, and expenses, including attorneys' fees and disbursements,
that arise from your use or misuse of the eBill Services. Your Health Plan reserves the right, at its own expense, to assume the exclusive
defense and control of any matter otherwise subject to indemnification by you, in which event you will cooperate with your Health Plan in
asserting any available defenses.

| acknowledge that coverage does not begin until the effective date of the application and the premium for the first month of coverage

is received. | authorize this payment.
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Confirmation

On the Confirmation page, you can View and/or Print the
application for the consumer.

Click RETURN TO MY PROSPECTS
*If Consumer also purchased Dental or Vision, you can
continue to the next application.

After submission, you can view the Prospect’s details from
the My Prospects page:

* Prospect name

* Primary phone number

* Secondary phone number

« Email Address

* Application Submission Date

* Application ID

* Primary Applicant Name

*  Premium Amount

* Product/ Plan Name

* Application Status / Enrollment Status

08/16/2020 $292.15
App B 1BA-0EPARITAD

@ 1 I
Tyles ‘e PUIF

Apiicstion Subrmited

Confirmation

Application Information View/Print Applicaton {PDF)

Please review your application by dicking on the Vies/Print Application (POF) link anove. | you do nat print a
capy af yaur application now, you will need 1o coract 1-B00-x00 -0 1o ablain a capy.

Application 100 Q1012020
Application Submit Dste: tesiFtest com
Hame Address: 1234 Somewhens Or, Philadelphia, P 19019

Eligible Applicants

Mame Rilatigraship Ganider Age
John Doa Salf Male ar
Jane Do Spouse/Damestic Pariner Female iz
Jil Doa Diexpenokant Famale 1

Payment Information

Thank you. We've recsived your payment and your application is being processed. If you hase any questions,
prheise call 180000 w0

Initial Payment Infermation
Amaunt Paid

$351.00

ACH

r"Elyl'l'ﬂl'IE Transacton 10 1234
Accor] Mumbsar; " 67Ta5

Prayrant Sulbmitled Data; 021112020
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Confirmation — Error Messages

If there are errors in capturing the payment from Epay, an Payment Information
error message will display on the Confirmation page.

Connectivity Errerl We are unable to acoept payment at this time due to connectivity issues. Your application has been submitted
and will be processad. You will not get chargad at this tims and will receive an invoice in the mail.

« If there is a connection error and the paymentis not able
to be communicated, a Connectivity Error message will
appear and the application will be submitted and payment
will be invoiced.

.'{. -
| Raturn to My Frospecis :I
LY y

Connectivity Error! We are unable to accept

« *If the error is on the Epay server, the message will payment at this time due to connectivity
appear while in Epay, if the error is on the issues. L‘?;{Lﬂ“ﬂfﬂ;ﬁ:Jf?;ﬂﬁ?, f]“ﬂ'i“;ﬁ"’d

charged at this time and will receive an

SalesConnect server, the error will appear on the
Confirmation page.

invoice in the mail.

» Ifthere is an issue with submitting the proper payment
details after three tries, Epay will redirect the agent to the
Confirmation page and display the Payment Error
message. The application will be submitted and payment
will be invoiced.

Payment Information

Payrnent Errorl We are not able to acoept vour payment at this time, Your application has been submitted and will be processed
Yau will rat gat charged at this time and will receive an invoica in the mail,

ra ™
| Retum to My Prospacts |
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Child Only Shop and Apply

The sales tool has business rules in place that allow for child
only applicants to purchase available plans that meet this Ressonanip Gewser Dot
criteria. The system automatically checks the age of the Aovican R T
primary applicant and presents the applicable plans to be R R i
displayed on the View/Add plans page. e

Individuals on this Proposal

Shopping works as normal for these types of plans, if a
Health plan is chosen during SEP, an SEP reason will be

required.
View / Add 2020 Health Plans

My Favorite 2020 Plans Faverte plans help
Favorite — — - % Annual Maximum o Metal 4 Monthly
Plans Select Plan Name CSR Annual Deductible Out of Pocket L Is Premium

Tier 1: 50 Tier 1: 50

O Keystone HMO Silver Proactive Select 01 Tier 2: 56,000 Tier 2: 56,000 = Silver $244.49
Tier 3: 56,000 Tier 3: 56,000
Tier 1: 50 Tier 1: 50

O Keystone HMO Silver Proactive 01 Tier 2: 56,000 Tier 2: 56,000  Silver $292.50
Tier 3: 36,000 Tier 3: 56,000
Tier 1: 50 Tier 1: 50

O Keystone HMO Gold Proactive 01 Tier 2: 50 Tier 2: 50 | Gold $327.89
Tier 3: 50 Tier 3: 50

(] Keystone HMO Gold 01 30 50  Gold $388.79
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Child Only Shop and Apply cont.

Parent or Legal Guardian

Child-only applications will list the child as the primary
subscriber and will also include a Parent/Legal Guardian page
to complete in the application flow. The rest of the application
follows the normal workflow.

*Authorized Representative will not show as an option for Child-only applications as
the Parent/Legal Guardian services this purpose.

Information

Relationship to child

First Mame

ML

Last Name:

Suffix:

Social secunty Mumber [ ITIM :

Father

2 Mother

) Legal Guardian

(optional)

(optional)

{Individual Tax ID Mumber may only be used if you do not gqualify for a Social Secunty Mumber)

Re-enter Social Security Mumber 7 ITIN :

Date of Barth:

Is the address of the Parent or Legal
Guardian the same as the home
address?

T
L Back __.-'I

|"I'I1 mfn'd.‘ _r':r fr'_!f'-;'

O Yes (2 No

Save and Confinue
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