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29. (Continued): 
In order to process your application, we may collect personal information regarding your health history and motor vehicle driving records
from persons other than you. The information collected by us or our agents may in certain circumstances be disclosed to third parties
without authorization. You have the right to see your personal records that are maintained by us and to correct personal information we
have collected about you. Upon your request, we will furnish a more detailed notice of our information practices. The sole purpose for
collecting this information is to underwrite your application for coverage. 

I hereby authorize and request any hospital, clinic, institution, physician, pharmacy and pharmacy related service organizations or other
person to furnish Blue Cross and Blue Shield of Minnesota full details of diagnosis, treatment, medical history, pharmaceutical records and
any other information and conclusions about me and any member of my family, and to accept as valid a photocopy of this authorization and
my signature. We need this information to process claims, conduct utilization review and quality improvement activities, and for other
health plan activities as permitted by law. We keep this information confidential, but may release it if you authorize release, or if State or
Federal law permits or requires release without authorization. For claims purposes, this release is valid while you are enrolled in this health
plan and until all claims are adjudicated following your termination of coverage. For purposes of obtaining information in connection with
this application, reinstatement, or change in policy benefits, this release is valid up to 26 months from the date you sign this application.
You are entitled to receive a copy of this release. This authorization excludes the release of information about bloodborne pathogen tests
that were administered to individuals described on page 3 of the application.

I have read the preceding statements and answers and declare them to be true and complete to the best of my knowledge and belief.
I understand and agree BCBSM will act in reliance upon the information I have provided in this application and that any false
information, omissions or misstatements in this application which materially affect either the acceptance of risk or hazard assumed by
BCBSM may result in the denial of a claim(s), rescission of the contract or the issuance of a contract amendment.  I also understand
and agree that payment of a claim does not preclude the right of the company to deny future claims or take any action it determines
appropriate. 

I agree to notify BCBSM immediately of any change in my (or my spouse's or children's) health condition between the date of this
application and the effective date of coverage.  Failure to notify BCBSM of any change in my (or spouse's or children's) health
condition may result in the denial of a claim(s), rescission of the contract or the issuance of a contract amendment. 

Upon request, I agree to furnish additional information needed concerning eligibility of any dependents.

_______________ _______________________________________ _______________ __________________________________
Date Applicant’s Signature Date Spouse’s Signature (if applying for coverage)

_______________ _______________________________________
Date Parent or Guarantor’s Signature (if applicant is a minor)

As Parent or Guarantor, I understand that: (1) The applicant is the contractholder; (2) I guarantee payment to Blue Cross and Blue Shield of Minnesota;
and (3) Any Blue Cross and Blue Shield of Minnesota issued payments will be made to the applicant or contractholder and not to me.
PLEASE ANSWER ALL QUESTIONS, OTHERWISE YOUR APPLICATION OR EFFECTIVE DATE MAY BE DELAYED. YOUR PAYMENT MUST ACCOMPANY THIS APPLICATION.

EXCEPTION FOR BUSINESS CHECKS OR OTHER FORMS OF PAYMENT FROM A BUSINESS

We do not accept business checks, Pay-O-Matic electronic payments, or any other form of payment from employers with two (2) or
more individuals working 20 hours or more per week.

The only exception is if the business does not have two (2) or more individuals working 20 hours or more per week. If this exception
applies to your application, you must sign and date the following statement:

I am paying for this coverage with a business check, Pay-O-Matic electronic payment, or any other form of payment from a
business. I confirm this business does not have two (2) or more individuals working 20 hours or more per week.

_____________________________________ _______________________________________________________________
Date Applicant’s Signature

IF APPLICATION COMPLETED BY AGENT, COMPLETE AND SIGN BELOW

If application was completed by agent, agent certifies that he/she personally completed this application, that each question was
asked separately, and the answers recorded in this application are complete and accurate as provided by the applicant.

X (       )___________________________________________________________ __________________ __________________________
Agent’s Signature Agent’s Phone Number Date



VOID CHECK

MAIL TO: Blue Cross and Blue Shield of Minnesota, P.O. Box 64560, St. Paul, MN 55164-0560

A U T H O R I Z A T I O N F O R M
Pay-O-Matic

I request and authorize Blue Cross and Blue Shield of Minnesota and Blue Plus to deduct my payment from
my      checking or       savings account shown below.

Name on bank account _____________________________________________________________________

Bank name ______________________________________________________________________________

Bank account number (attach a void check above) ____________________________________________________

Branch office address  ______________________________________________________________________

City  _______________________________________   State  ____________________   Zip ______________

FOR NEW CUSTOMERS: If you are sending this authorization along with an application for coverage, please enclose a check for one
month’s payment. If you are already a customer, do not send money.

Blue Cross or Blue Plus has the right to end this authorization by sending written notice to my current
address as shown in Blue Cross or Blue Plus records.

I understand that this authorization may be stopped by notifying Blue Cross or Blue Plus at least 15 days
before my account is to be charged for the next payment. I also understand that only the amount of the
payment deducted by Blue Cross or Blue Plus will be repaid to me by check after notification in accordance
with these instructions.

Name of applicant/member (please print) ______________________________________________________

Applicant/member’s social security number _____________________________________________________

X ____________________________________________________________ Date____________________
Signature of account holder

X ____________________________________________________________ Date____________________
Signature of account holder (if joint account)

Important information if using a business account ...

We do not accept Pay-O-Matic electronic payments from employers with two (2) or more individuals working 20 hours or more per
week. If your electronic payment will come from a business account, you must sign the following statement:

I am paying for this coverage with a Pay-O-Matic electronic payment from a business account. I confirm this business does not
have two (2) or more individuals working 20 hours or more per week.

Signature  ____________________________________________________   Date  _______________________

Pay-O-Matic is convenient!
You won’t need to write a single check or buy a stamp. And there’s no extra cost to you! Once a 
month, on your billing date, we’ll deduct your payment directly from your bank or credit union account.

1 Complete the Pay-O-Matic authorization form.

2 Attach a void check if using a checking account.
Attach a savings deposit slip if using a savings account.

3 Mail this form with your void check attached to the address shown.

You can choose to stop Pay-O-Matic withdrawals and switch back to quarterly paper billing any time. Just let us know
in writing at least 15 days before your next withdrawal date to allow for timely deactivation. 

Getting started
Attach a void check
here with tape

DO NOT STAPLE



Blue Cross and Blue Shield of Minnesota and Blue Plus

Looking for a simple way 
to make your monthly payment?

Questions?
Your Blue Cross or Blue Plus agent can help. Or call one of our licensed marketing 
representatives. We look forward to hearing from you.

Blue Cross plans that work with Medicare: (651) 662-5020 or 1-800-531-6686

All other Blue Cross plans: (651) 662-5050 or 1-800-262-0823
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worry-freeYour payment will be on time,every time.Once a month,on your 
usual billing date,we’ll deduct your payment directly from your bank or credit 
union account.

safeOnce we’ve received your completed form and a void check,we’ll send you a notice 
to confirm the amount and date ofyour monthly Pay-O-Matic withdrawal.The Pay-O-Matic
transaction will be listed on your bank statement each month for your records.

easyIt’s easy to start monthly Pay-O-Matic withdrawals.Just follow the steps on the
authorization form.

Pay-O-Matic is...

Pay-O-Matic




