Department of Employee Trust Funds

Local Annuitant Health Program Application

Wis. Stat. § 40.51 (10)

Health insurance under the Local Annuitant Health Program is available to local government annuitants including their spouses or dependents and eligible beneficiaries who are receiving a monthly annuity or at the time a lump sum annuity is taken from the Wisconsin Retirement System.  For further information consult the brochure entitled Local Annuitant Health Programs (ET‑2156).

I. IMPORTANT INFORMATION, PLEASE READ!

1. You do not need more than one Medicare Supplement policy.

2. If you are 65 or older, you may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.

3. The benefits and premiums under your Medicare Supplement policy will be suspended during your entitlement to benefits under Medicaid for 24 months.  You must request this suspension within 90 days of becoming eligible for Medicaid.  If you are no longer entitled to Medicaid, your policy will be reinstituted if requested within 90 days of losing Medicaid eligibility.

4. Counseling services are available to provide advice concerning your purchase of Medicare Supplement insurance and concerning Medicaid.  See the booklet Wisconsin Guide to Health Insurance for People With Medicare for further information.  If you do not have a copy, it is available from Office of the Commissioner of Insurance, P.O. Box 7873, Madison, WI 53707‑7873, http://oci.wi.gov.

II. REQUIRED INFORMATION.  To avoid delays in coverage, answer all questions on this application completely.  There are three sections.

1. Applicant Information section (original and two copies):  Write only on the page marked ‘Carrier Copy.’  Use a ball‑point pen and press hard.  Do not insert carbon paper.  Sign and date the bottom of the application.

If you answer “yes” to question 12, attach a copy of the Medicare ID card(s) to the application.

2. Health Questions section:  Answer all questions in this section unless you are applying during your open enrollment period, which means the Department of Employee Trust Funds will receive this application and your annuity application within 60 days of the date you terminated local government employment or in the ten month period, including the three months prior to, the month of and the six months following your enrollment in Medicare Part B (medical).  The health questions apply to you and all family members to be insured as your dependents.

3. Authorization/Acceptance section:  Read both sides of this page.  Sign and date the back of the last page.  By signing you agree:

a. to release your medical and insurance records to Blue Cross Blue Shield of Wisconsin (BCBSWI) and the Wisconsin Department of Employee Trust Funds;

b. to accept this insurance, if approved, on the effective date assigned;

c. to pay the premiums through deduction from your annuity check; or, if your annuity is insufficient to cover the premium, to pay BCBSWI directly.

III. EFFECTIVE DATE:  You may apply for this insurance at any time.  Unless you designate a later date, your effective date will be:

1. For open enrollments, the first day of the calendar month following receipt of your health insurance application by Employee Trust Funds, provided your annuity application is on file and you have retired by that date, see Section II.2. for open enrollment.

2. For disability annuitants, the first day of the calendar month following the first disability annuity check, provided your health insurance application is on file, and your evidence of insurability has been accepted by BCBSWI if you applied more than 60 days after your termination date.

3. For all others, the first day of the calendar month following approval of your application by BCBSWI.

Do not detach any page from this application.  Return the entire application to:

Department of Employee Trust Funds

P.O. Box 7931

Madison, WI  53707-7931


Department of Employee Trust Funds

LOCAL ANNUITANT HEALTH INSURANCE APPLICATION

Wis. Stat. § 40.51 (10)

All questions must be answered fully and truthfully.  False statements or incomplete statements may void coverage.


1.  APPLICANT’S NAME          LAST


FIRST


MIDDLE

     (Print)
7. OTHER COVERAGE – Do you or anyone listed on this application have another Medicare supplement policy or certificate?  (If yes, list below.  If none, write NONE.)

Company Name ______________________   Effective Date ______________

Insured’s Name _______________________   Policy Number _____________

7a.
Do you have any other health insurance policies, including group or individual health policies, Medicaid, health care service contracts or health maintenance organization contracts that provide benefits which this LAHP policy would duplicate?  (If yes, list below.  If none, write NONE.)

Company Name ______________________   Effective Date ______________

Insured’s Name _______________________   Policy Number _____________

7b.
If the answer to questions 9. or 9a. above is yes, do you intend to replace these medical or health policies with this policy?


 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

2.  ADDRESS
STREET AND NUMBER

CITY

STATE

ZIP CODE


3.  Retiree’s Local Govt. Employer _______________________________________ Termination Date ___________________










          (last day paid)              (MM/DD/CCYY)


4.  MARITAL STATUS



              Date

 FORMCHECKBOX 
 (01) Single

 FORMCHECKBOX 
 Widowed ____________

 FORMCHECKBOX 
 Divorced ____________

 FORMCHECKBOX 
 (02) Married _________
5.  REASON FOR SUBMITTING BCBSWI (A6)


APPLICATION


 FORMCHECKBOX 
  Initial Enrollment (02)


 FORMCHECKBOX 
  Change to Single Coverage (44, 45)


 FORMCHECKBOX 
  Change to Family Coverage (43)


 FORMCHECKBOX 
  Other: ______________________________


  
    ______________________________


 
    ______________________________
6. ANNUITY TYPE


 FORMCHECKBOX 
  Retirement (07)


 FORMCHECKBOX 
  Disability


 FORMCHECKBOX 
  Beneficiary (08)


Deceased Spouse:


Name:


____________________________


S.S.# _______________________


8. Requested Delayed Effective Date (Optional).  The first of ____________________________ (Month)

(Must be after your termination date and within 90 days of the date ETF receives this application or your termination date, whichever is later.  BCBSWI approval may be required.)


9. PERSONS TO BE INSURED
10.
MEDICARE INFORMATION
11.  COVERAGE DESIRED






    
MED.
EFFECTIVE DATES
LAHP

Copay
IF MEDICARE

CLASSIC BLUE

SUPPLEMENT

PLEASE PRINT
Social Security
BIRTHDATE
SEX


ELIG.
Medicare Part A
Medicare Part B



Last Name
First

Middle I.
Number
MM
DD
CCYY
M/F
Ht.
Wt.
Y/N
(Hospital)
(Medical)



Applicant










 FORMCHECKBOX 

 FORMCHECKBOX 


Spouse










 FORMCHECKBOX 

 FORMCHECKBOX 


Dependent Children*
Full-Time Student

   FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No










 FORMCHECKBOX 

NA

*
Children include:  those who are unmarried, dependent upon you and/or the other parent for their support, and are your natural children, legal wards who became your wards prior to the age of 19, adopted 
children, stepchildren, or child of your dependent child who is under age 18.  If over age 19, they must also be a full‑time student and age 25 or younger or be disabled so as to be incapable of self support.

** IF ENROLLED IN MEDICARE, PLEASE ATTACH A COPY OF YOUR MEDICARE ID CARD.
12.
Is any person proposed for coverage totally disabled or on sick leave, medical leave or hospitalized?      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

13.
Is any child proposed for coverage (age 19 or over) incapable of self support due to a physical or mental condition, unmarried, and chiefly dependent (over 50%) for support and maintenance from you and/or the other parent?      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No     If yes to either question, attach a sheet and indicate names, dates and conditions.

FOR OFFICE USE ONLY

Group Number
Enrollment Type
Employee Type
Coverage Type Code
Carrier Suffix

GN
SN
ED
PL
CC

Applicant Signature
Date Signed (MM/DD/CCYY)
Home Telephone Number

(          )
Daytime Telephone Number

(         )

HEALTH QUESTIONS – COMPLETE THIS SECTION ONLY IF SUBJECT TO HEALTH UNDERWRITING (EVIDENCE OF INSURABILITY).  DO NOT INCLUDE ANY AIDS VIRUS ANTIBODY TEST.

If you answer “Yes” to any of the following questions, provide full details under question 7.

1. Has any person proposed for coverage WITHIN THE LAST FIVE YEARS:

a.
Had an application for life or health insurance declined, modified or cancelled?  If yes, list reason……………….…..
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

b.
Had a checkup, consultation, counseling, illness, injury or surgery?………………………………………………….…...
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

c.
Been advised to have diagnostic test(s), hospitalization, dental service, or surgery which were not completed?………………………………………………………………………………………………………………..………
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

d.
Had an electrocardiogram, x‑ray, other diagnostic test?…………………………………………………………………….
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

e.
Been a patient in a hospital, clinic, sanitarium or other medical facility?…………………………………………..………
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


f.
Used sedatives, tranquilizers, cocaine or other hallucinogenic or narcotic drugs?………………………………..……..
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

g.
Used alcohol to excess (more than two drinks daily, or more than 20 drinks per week)?……………………….………
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

h.
Smoked or used chewing tobacco?  If yes, explain who, type (cigarettes, etc.), how many per day, 
and for how many years?……………………………………………………………………………………………….………
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

2.
Is any person proposed for coverage currently taking medication prescribed by a physician for any reason?  
If yes, list name of drug and reason for use under question 7  .………………………………………………………...……..
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

3.
Is any person proposed for coverage pregnant?…………………………………………………………………………..…….
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

4.
For any pregnancies, were there any newborn complications that resulted in ongoing problems?…………………………
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

5.
Has any person named in this application ever had, now have or been diagnosed by a medical professional 
as having Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC)?  
(AIDS test results received at alternate test sites need not be disclosed.)……………………………………..…………….
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

6. The following questions must be answered Yes or No.  Has any person proposed for coverage EVER HAD, 
NOW HAVE SYMPTOMS OF OR BEEN DIAGNOSED WITH OR TREATED FOR (IF YOU ANSWER “YES,” 
CIRCLE the condition.):


Yes  No

Yes  No

a.
The lungs or respiratory system including: hayfever or 
other allergies, sinus infections, asthma, bronchitis, 
tuberculosis, cystic fibrosis, pneumonia, or emphysema?.…
 FORMCHECKBOX 
    FORMCHECKBOX 

i.
The genito‑urinary system including: any kidney disorder,
kidney stones, cystitis, prostatitis, bladder infections, infertility,
impotence, or sexually transmitted disease?……………………….
 FORMCHECKBOX 
    FORMCHECKBOX 


b.
The heart or circulatory system including: high blood
pressure, heart attack, heart murmur, chest pain, irregular
heartbeat, arteriosclerosis, varicose veins, or phlebitis?……
 FORMCHECKBOX 
    FORMCHECKBOX 

j.
Diabetes, high or low blood sugar, lymph node enlargement,
or any disorder of the thyroid or pituitary gland, breast or
other glandular or metabolic disorder?………………………….…..
 FORMCHECKBOX 
    FORMCHECKBOX 


c.
The digestive system including: ulcer, gastritis, intestinal or
rectal disorder, colitis, hemorrhoids, hernia, hepatitis, per-
sistent diarrhea, or disorder of the esophagus, gall bladder,
pancreas, liver or spleen?……………………………………..
 FORMCHECKBOX 
    FORMCHECKBOX 

k.
Any disorder of the reproductive organs, irregular 
menstruation, or complications of pregnancy including 
ectopic pregnancy, miscarriage, incompetent cervix, or 
Cesarean Section delivery?…………………………………………..
 FORMCHECKBOX 
    FORMCHECKBOX 



d.
Mental disease, nervous or behavior disorder including:
emotional problems, stress, anxiety, depression, alcohol or
drug abuse or dependency, eating disorders, anorexia, 
bulimia, or psychiatric treatment or counseling?…………….
 FORMCHECKBOX 
    FORMCHECKBOX 

l.
The muscular or skeletal system including: arthritis; rheumatoid
arthritis; gout; rheumatism; lupus erythematosus; knee, jaw, back
or spine disorder or treatment; connective tissue disorder; or any
muscular or neuromuscular disorder?……………………………….
 FORMCHECKBOX 
    FORMCHECKBOX 


e.
The nervous system including: epilepsy, seizures, 
convulsions, headaches, paralysis, or stroke?………………
 FORMCHECKBOX 
    FORMCHECKBOX 

m.
Any blood disorder including: anemia, hemophilia, or 
leukemia?……………………………………………………………….
 FORMCHECKBOX 
    FORMCHECKBOX 


f.
Cancer, tumor, neoplasm, polyp, cyst or growth of any 
kind, or abnormal Pap test?……………………………………
 FORMCHECKBOX 
    FORMCHECKBOX 

n.
Any skin disorder including: dermatitis, eczema, psoriasis, 
or acne?………………………………………………………………….
 FORMCHECKBOX 
    FORMCHECKBOX 


g.
Any disorder of the eyes, ears, larynx, pharynx, adenoids
or tonsils?………………………………………………………..
 FORMCHECKBOX 
    FORMCHECKBOX 

o.
Any other medical, dental or psychiatric counseling, treatment,
surgery or hospitalization?……………………………………………..
 FORMCHECKBOX 
    FORMCHECKBOX 


h.
Deformity, anomaly, amputation, or prosthesis?…………….
 FORMCHECKBOX 
    FORMCHECKBOX 



7. Write full details (excluding any AIDS virus antibody tests) applicable to Questions 1 through 6 which are answered “Yes” in this section or the form may be returned for completion.  Attach another sheet for details, if necessary.

Question

Number/Letter
Family Member

Name
Dates of

Treatment
Give full details for each question answered “Yes.”

Identify the condition, it’s duration, and degree of recovery.
Name and address of

attending physician



From
To










8. Name and address of family or personal physician(s) who has your family’s medical records on file:


_____________________________________________________________________________________________________

9. Please list any name other than those listed in Sections 1. And 11. on the previous page under which medical records can be


found; for example, a maiden name. _______________________________________________________________________

Conditioned Authorization for Enrollment or Eligibility in the Local Annuitant Health Insurance Program

45 C.F.R. § 164.508 (b) (4) (ii)

Purpose of this Authorization:  Use this form to authorize the Wisconsin Department of Employee Trust Funds (DETF) and Blue Cross Blue Shield of Wisconsin (BCBSWI) to receive, use, or disclose protected health information for pre-enrollment underwriting, to evaluate and audit claims, to conduct risk-rating, and for the evaluation or determination of eligibility for enrollment in, or benefits under, the Local Annuitant Health Insurance Program.  This form may not be used to authorize use or disclosure of psychotherapy notes.

PLEASE READ THIS FORM CAREFULLY AND PRINT THE REQUIRED INFORMATION
ECTION A: The individual authorizing the use or disclosure

Subscriber’s Name:
____________________________________________________________________________

Names of All Other Persons to be Insured: 

____________________________________________________________________________

Address: ____________________________________________________________________

Telephone:_______________   Subscriber’s Social Security Number:__________________

Effect of Declining this Authorization:  This authorization is a condition of enrollment in, or eligibility for benefits under, the Local Annuitant Health Insurance Program.  If you decide not to sign this authorization, we will decline to enroll you or to give you the benefits.
Effect of Granting this Authorization:  (Federal privacy law requires that we place the following statement in this authorization.)  The protected health information described below may be disclosed to and/or received by persons or organizations that are not subject to federal health information privacy laws.  These persons or organizations may further disclose the protected health information, and it may no longer be protected by federal health information privacy laws.

Information to be Disclosed:  This authorization permits disclosure of the following information: hospital records, physician records, medical history, insurance records, lab results, test results (excluding any AIDS virus antibody test, but including x-rays), alcohol and drug abuse records, and mental health records (excluding psychotherapy notes).

Entities Authorized to Disclose:  The DETF, BCBSWI, as well as any physician, medical practitioner, hospital, clinic, medical lab, medically-related facility, mental health treatment provider, any insurance or reinsurance company, service or prepaid benefit plan, plan administrator, consumer reporting agency, employer or personal or business associate, are authorized to disclose the protected health information for the purposes described above.

Entities Authorized to Receive and Use: The DETF and BCBSWI are the organizations you authorize to receive and use your protected health information for the purposes described above.

Expiration of this Authorization: This authorization will expire thirty months from the date signed.

Right to Revoke this Authorization: You may revoke this authorization at any time by giving written notice of revocation to a Privacy Contact at Blue Cross Blue Shield of Wisconsin.  You can only revoke your own authorization, authorizations for your minor children, or authorizations for other individuals you legally represent.  Revocation of this authorization will not affect any action the DETF or BCBSWI took in reliance on this authorization before receiving your written notice of revocation.  Revocation of this authorization also means that we may disenroll you from the health plan or end your eligibility for benefits.

Signature: This form must be signed by each adult person seeking coverage, including all adult dependent children. Parents should sign as a representative for their minor children. Please note that your application will not be processed without a signature for each person seeking coverage.  We appreciate your cooperation in helping us protect the privacy rights provided to you through state and federal privacy laws.

I have had full opportunity to read and consider the contents of this authorization.  I understand that, by signing this form, I confirm my authorization of the use and/or disclosure of the protected health information, as described in this form.  I understand that I may only revoke authorization for myself, my minor children, or for other individuals I legally represent.

D: I

Adult Applicant Signature: ___________________________ Date: ________________

Adult Applicant Signature: ___________________________ Date: ________________

Adult Applicant Signature: ___________________________ Date: ________________

Authorized Representative 

If this authorization is signed by an authorized representative on behalf of an individual, complete the following and provide a copy of the authorizing document(s), if applicable:

Representative’s Name:

_______________________________________________________________________

Relationship to Individual: 

· Parent of minor

· Legal representative of minor (e.g., legal guardian – attach guardianship papers)

· Power of attorney (attach power of attorney document for health and financial))

· Legal representative of incompetent (attach guardianship or other documents)

· Other: __________________________________________ (attach documents)

Representative’s Signature: ___________________________  Date: ________________
ACCEPTANCE

I hereby apply for type of plan and coverage indicated under the Local Annuitant Health Program, if issued by BCBSWI to the Wisconsin Group Insurance Board subject to this application, including the authorization above, and the terms, conditions and provisions of the policy.  I agree that the Board’s application, if approved by BCBSWI, shall determine all coverages I may apply for under the policy.  I agree that no coverage is effective on any person proposed for coverage unless this application and that person are first approved by BCBSWI at its Milwaukee Office and, if approved, coverage will be effective only on the effective date assigned by BCBSWI.  I understand that any approved coverage is not effective if I’m not currently receiving a non‑State WRS annuity on the assigned effective date.  Such coverage will first become effective however, on the first day of the calendar month following the latest of: receipt of my annuity application, receipt of this health insurance application, the effective date of the annuity, or BCBSWI’s approval of the application.

I authorize the Department of Employee Trust Funds (ETF) to obtain information from the Social Security Administration regarding eligibility for an effective date of coverage under both Medicare Parts “A” and “B.”

I authorize the ETF to deduct from my annuity an amount sufficient to provide for regular premium payments and to send the premium on my behalf to BCBSWI.  If my annuity is insufficient, I agree to pay in advance the current premium for this insurance directly to BCBSWI.

I understand that the ETF represents me, my spouse and dependents, and the ETF acts as our sole agent for any and all purposes arising out of this application for coverage under the Local Annuitant Health Program and such program’s administration.  I understand that any insurance agent, broker or ETF cannot modify, waive or change in any way this application, any requirement imposed by BCBSWI, nor bind coverage or guarantee approval of this application.  I further understand and agree that BCBSWI, its directors, officers, employes and agents, jointly or severally, shall not be liable for any injury, damage or expense (including attorney’s fees), I, my spouse, or any dependent suffers as a result of any improper advice, action or omission on the part of any health care provider.

I certify that I am eligible for this health insurance because (check one):

 FORMCHECKBOX 

I am receiving or have applied for a WRS annuity deriving partly or wholly from my own local government employment.

 FORMCHECKBOX 

I am receiving or have applied for a WRS annuity as the beneficiary of a deceased WRS local government annuitant or employe and my relationship to him/her is:

 FORMCHECKBOX 

surviving spouse.

 FORMCHECKBOX 

surviving dependent child.

To the best of my knowledge and belief, I represent that I have read this Authorization and Acceptance Section and that all statements and answers I made in this application are complete and true.

APPLICANT’S NAME (Print)

APPLICANT’S SIGNATURE
DATE SIGNED

SPOUSE’S SIGNATURE (if applying for coverage)
DATE SIGNED

Date Received by ETF�
�
Effective Date of Coverage�
�






Social Security No.�
�









ET-2330 (REV 08/2004)


