
Notice of Rights Under The
Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Waiver of Rights Under the Health Insurance Portability and Accountability Act of 1996
For A Personal Health Coverage Policy

met certain prior "creditable coverage" requirements. I
hereby acknowledge that the terms and conditions of such
other coverage have been offered to me and the person(s)
listed below and that, either based on the premium rates or
other reasons, I and the person(s) listed below have
declined such other coverage in order to apply for coverage
offered under this Contract.

Name: ___________________________________________ Date of Birth: ____________ / __________ / ___________

Spouse: __________________________________________ Date of Birth: ____________ / __________ / ___________

Child: ____________________________________________ Date of Birth: ____________ / __________ / ___________

Child: ____________________________________________ Date of Birth: ____________ / __________ / ___________

Child: ____________________________________________ Date of Birth: ____________ / __________ / ___________

APP-107 (10/00)

In applying for coverage under this Contract, I understand
and agree that BlueCross BlueShield of Tennessee, Inc.
makes available other policies of health coverage which do
not require medical underwriting and that do not contain
pre-existing condition limitations for individuals who have

A scanned, imaged or photocopied version of this completely executed document will have the same force and effect as the original document.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans

The Health Insurance Portability and Accountability Act of
1996 (HIPAA) limits the circumstances under which
coverage may be excluded for medical conditions present
before you enroll. If you or any person for whom you are
applying had at least 18 consecutive months of group,
COBRA, Federal Government, Association or Church
coverage, you may qualify for a waiver of medical

underwriting and pre-existing conditions exclusions. There
must not be a gap of more than 63 days from the date the
prior group coverage ended and the date we receive your
application for coverage under this contract. In addition, you
must not be enrolled in other medical coverage and you
must have exercised and exhausted any COBRA or other
State or Federal continuation coverage options.

801 Pine Street
Chattanooga, Tennessee 37402-2555



Please Read Carefully and Sign Below

— that any contract issued to me is directly between
BlueCross BlueShield of Tennessee, Inc. and me and
affirm that no third party is involved. My premiums will be
billed to me by BlueCross BlueShield of Tennessee, Inc.
and my premium payments will be sent directly to
BlueCross BlueShield of Tennessee, Inc.

— that I do not have coverage with BlueCross BlueShield of
Tennessee, Inc. until my application has been approved,
my initial premium payment has cleared my bank
account and BlueCross BlueShield of Tennessee, Inc.
has issued a policy to me.

I understand and agree
— that BlueCross BlueShield of Tennessee, Inc. is entitled

to rely solely on the statements made on both sides of
this application.

— that any contract which may be issued to me shall be
binding only if each statement included in this application
is complete and true.

— that any contract which may be issued to me will be
subject to all the terms and conditions of the contract
issued to me.

— that my signature on this application will authorize any
doctor, hospital, or other provider of treatment to furnish
to BlueCross BlueShield of Tennessee, Inc. any and all
medical records pertaining to any person who is to be
covered by the contract, and I am responsible for any fee
for these records.

Date: ______________________ Sign: X_________________________ Relationship to Applicant: _______________________

Application not acceptable unless completely filled out and signed by the applicant (parent or guardian, if the applicant is a
minor). If relationship is guardian, please provide copy of legal guardianship papers, finalized by court / agency.

I certify that I have truly and accurately recorded on this application the information supplied by the applicant.

Agent’s Name: _____________________________________________________________________________________

Agent’s Signature:___________________________________________________ Date: ___________________________

Agent’s Identification Number: _________________________________________________________________________

Arrangement Code:

(Please print clearly)

- - -


