T IGHMARK. NOTICE TO APPLICANT

West Virginia
An Independent Licensee of the Blue Cross and Blue Shield Association Regard’ng Replacem en t Of Medlcare
P.O. Box 1948 » Parkersburg, WV 26102 Supplement Insurance

Applicant and Agent should keep a copy of this form. Send original with Application.

If, according to your application, you intend to terminate existing Medicare supplement insurance and replace it
with a policy to be issued by Highmark Blue Cross Blue Shield West Virginia, you need to complete this form. Your
new policy will provide thirty (30) days within which you may decide whether you desire to keep the policy.

You should review this coverage carefully. Compare it with all accident and sickness coverage you now have.
Terminate your present policy only if, after due consideration, you find that the purchase of this Medicare
supplement coverage is a wise decision.

STATEMENT TO APPLICANT BY ISSUER, AGENT:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate your existing Medicare supplement coverage because you intend to
terminate your existing Medicare supplement coverage.

The replacement policy is being purchased for the following reason(s):

O Additional benefits.
0 No change in benefits, but lower premiums.
0 Fewer benefits and lower premiums.

O Other (please specify):

If you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and
completely answer all questions on the application concerning your medical and health history. Failure to include
all material medical information on an application may provide a basis for the company to deny any future claims
and to refund your premium as though your policy had never been in force. After the application has been
completed and before you sign it, review it carefully to be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

Signature of Agent* Applicant's Signature

Printed Name and Address of Agent Date

*Signature not required for direct response sales.
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TFNGHMARK.

West Virginia

An Independent Licensee of the Blue Cross and Blue Shield Association

Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. The Plan does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex. The Plan:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
« Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another way on

the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights
Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475,
email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also
file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

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

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-844-679-6930.

ATENCION: Si usted habla espafiol, servicios de asistencia lingliistica, de forma gratuita, estan disponibles
para usted. Llame al 1-844-679-6930.
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ATTENTION: Si vous parlez francais, les services d’assistance linguistique, gratuitement, sont a votre
disposition. Appelez au 1-844-679-6930.
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ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche Unterstlitzung kostenlos zur
Verfligung. Rufen Sie 1-844-679-6930.
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CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé trg ngdn ngl mién phi cho quy vi. Xin goi s6
1-844-679-6930.
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ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tumawag sa 1-844-679-6930.

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Chiamare I'1-844-679-6930.

Tilsans1u: mngaya Ine, Tuimssromaemunulinu laslilis 1410 Tns 1-844-679-6930
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BHUMAHWE: Ecnn Bbl roBOpUTE NO-PYCCKK, Bbl MOXKETE BOCMOMb30BaTbCA 6ecnnaTHbIMK yCyrammu A3bIKOBOM
nogaep>ku. 3soHunTe 1-844-679-6930.
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ATTENTION: Si c'est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le 1-844-679-6930.

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para
1-844-679-6930.

UWAGA: Dla os6b moéwigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon
1-844-679-6930.

BAA AKONINIZIN: Diné k’ehgo ydnitti'go, language assistance services, éi t'ad niik’eh, bee
nikd a’doowot, éi bee nd’ahdot'i’. Kojji' hodiilnin 1-844-679-6930.
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