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4646 West Lake Park Boulevard  Salt Lake City, UT 84120-8212  801-442-5038/800-538-5038  www.selecthealth.org

TransitionSM Plan Application Form

RFNAPPLICATIERTANUSEPLEASESPACENALITIANEEUFI  yo  d dd o  ,   o h  o  o m

Class#  Plan  Effective Date  Termination Date  

Agent/Broker  Agent/Broker# 

Rate Adjustment Percent  Monthly Payment $ PEC 
Notes

NSETHEAECTES l H l  U  O ly

Please note that all pre-existing conditions are excluded under the Transition plan. No pre-existing waiting period credit is given for 
previous coverage, regardless of whether or not there is a break in coverage. Pre-existing conditions are defined in the Transition 
plan Contract as follows:

A Pre-Existing Condition is any condition or symptom occurring within the two-year period preceding the effective date of 
coverage which would cause an ordinarily prudent person to seek diagnosis, care, or treatment; or a condition or symptom 
occurring in the two-year period preceding the effective date of coverage for which medical advice, care, or treatment was 
received from, or recommended by a physician; including but not limited to prescription and over-the-counter medication 
recommended by a provider.

CEOTONUSCONTONDNSTEREC. P - xi i g C i i  Ex l i  N i

PONSHATER l i i AMEN  
li(First, Middle nitial, ast)

TECURAOCS i l S i y# 
oi(For nternal Use nly)

ES x
FM( / )

RTHBOATED  f i  
yydd(MM/ / )

EAg

Self 

Spouse

Child

Child

Child

Child

Child

Child

Child

Child

1. y To be eligible for coverage, the applicant and all dependents must be younger than age 65. ou cannot select a termination date later than 
the end of the month in which the applicant will turn 65.

2. To be eligible for coverage, children must be younger than age 26, unmarried, and dependent upon you for 50 percent of their financial 
support. (Financial dependency is not required for court-ordered dependent coverage.) Any dependent not listed will not be considered for 

ycoverage. ou cannot select a termination date later than the end of the month in which a dependent turns 26.
3. Infants are eligible after they have had their first routine checkup (usually two weeks).
4. h once the application is accepted by Select ealth, you will not be able to add or remove dependents during the plan term.

EERACOCAMEDUNDERUDEDNCBETOMEMBERSAMEBEANDOURSESTOBEONSECTTHEiN  i  l w, li  y lf  ligi l  f ily    i l   i l v g .

ONORMATiNEPENDENTANDCANTPPB. A li   D  f i

Last Name  First Name m iddle Initial 

mailing Address  Unit# m arital Status  q Single  q married  q Separated  q d ivorced

City  State  ZIP

Street Address (if different) 

City  State  ZIP

oyour ccupation oy our Spouse’s ccupation 

E-mail Address h ome Ph#( )  Work Ph#( )

oPayment ption  (See Payment Selection Form, p. 4)          q Single Payment         q m onthly Payment

A. ONORMATiNCANTPPA li  f i  m( ust be oldest family member applying for coverage)

January

08

Legally
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hhCoverage is not in force until your application is approved and an effective date is determined by Select ealth/Select ealth Benefit 
Assurance Company (BAC). The minimum length of coverage is one full month. The maximum length of coverage is six months. 
Coverage can start on any day of the month but must end on the last day of a month. A partial first month of coverage will count as 
one full month for the purpose of determining maximum length of coverage.

The start date must be within one month of the date the application is signed and will be the later of:
h•  the day after the completed application is received by Select ealth, or

•  the effective date listed on the application.

Requested Effective Date     Requested End Date (Single payment option only)  
 

ATEEECTf. Eff iv  D

ONORMATiNEERAOORRH. P i  C v g  f i

Have you had health insurance coverage within the past 63 days?   q yes   q No

yIf “ es,” list carrier 

you can use any provider for covered services, but you are protected from a balance bill when you use providers who participate on 

ithe Select Care provider network. The logo that will appear on your D Card is:

mdmSelect a edical eductible and Coinsurance/ aximum Coinsurance amount below.

EBEDUCTCAEDM i l D i l NSURANCEOMUMANSURANCEOC i  & M xi  C i

q $250 Individual/$750 Family q m 80%/20% – aximum Coinsurance $1,000 per person

q $500 Individual/$1,500 Family q m 50%/50% – aximum Coinsurance $2,500 per person

q $1,000 Individual/$2,500 Family

q $2,500 Individual/$5,000 Family

ifilD. P AN N ORMAT ON

ONORMATiNgENERAg. l f i

q y es   q  d No o you, or any dependent to be covered, have any other health insurance coverage?
 
q y es   q   No  mAre you, or any dependent to be covered, currently eligible for edicare, or will you or any dependent become 

m  eligible for edicare during the term of coverage you are selecting?

q y es   q   No Are you, or any dependent to be covered, currently pregnant, or have reason to suspect you might be pregnant?

q y es   q     No Are you, or any dependent to be covered, financially responsible for an unborn child, anticipating adoption, 
  applying for, or have applied for adoption?
 
q y es   q  h No ave you, or any dependent to be covered, ever been declined for health insurance due to health reasons?

q y es   q    No In the past 12 months, have you, or any dependent to be covered, been recommended to have, or been scheduled 
  for, diagnostic testing, treatment, or surgery that has not been completed?

Instructions: Answer each question considering each individual applying for medical coverage. If the answer to any of these questions 
is “yes,” you will not be eligible for coverage on the Transition plan. 

ifilE. HEA TH N ORMAT ON

m( ust be last day of a month)

are you self-employed? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Y N 

1a. i f you are not self-employed, is any employer reimbursing or paying for any portion of this plan?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Y N

does any listed proposed member live, reside, work, or attend school outside of Utah at any time during the year? . . . . . . . . . .  Y N

Please explain “yes” answers to the above questions 

�.

�.
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MENTEDNOACANDONATUTHORi. A iz i   k wl g

isaststhe electHealth ransition plan is underwritten by electHealth B C, and administered by electHealth.  hereby apply to be enrolled with my 
aslisted dependents, if applicable, for coverage with electHealth B C. When incorporated with the Contract, this application and the Member 

iossPayment ummary (MP ) become part of the Contract. nce fully signed and executed, Plan and  agree to terms set forth in the Contract. 
iain connection with both this pplication and any Plan coverage that may be obtained,  am acting as agent and/or as natural guardian for my 
iassspouse and other dependents. Further, in dealing with electHealth/ electHealth B C,  agree to act on behalf of myself and my dependents. 

ii understand that coverage is dependent upon my satisfaction of applicable underwriting criteria.  also understand that no coverage will be 
assin force until each person listed above is approved by electHealth/ electHealth B C, that no benefits will be provided for any services which 

begin before the coverage is effective, and that except as expressly provided in the Contract, benefits will not extend beyond the termination of 
either my coverage or the Contract.

Consent at enrollment. i understand that no agent or Plan representative is allowed to permit me to answer any question inaccurately, 
iuntruthfully, or incompletely, and  represent that such did not occur.

i understand that the data obtained by the use of this authorization will only be used to determine eligibility for coverage and for future benefit 
iiadministration.  understand that my choice of healthcare providers whose services will be covered may be restricted by the Contract, and  

agree that any services which are obtained without or contrary to required preauthorization/precertification requirements in the Contract may 
iibe denied coverage.  understand the coverage for which  am applying may limit or exclude certain conditions and may exclude conditions for 

which a family member (including myself) has received any medical diagnosis or treatment or taken any medication or where symptoms were 
or should have been evident prior to his or her coverage effective date, according to the pre-existing conditions exclusion provisions of the 

iContract.  understand that this application will become part of the Contract.

Notice to applicant regarding replacement of accident and sickness insurance. a ccording to information furnished, you may intend to lapse or 
yassotherwise terminate existing accident and sickness insurance and replace it with a policy to be issued by electHealth/ electHealth B C. our 

tnew policy provides a ten-day examination period within which you may decide whether you desire to keep the plan. here is a processing fee 
of $20 if you decide during the examination period you will not keep the plan. For your own information and protection, you should be aware of 
and seriously consider certain factors, that may affect the insurance protection available to you under the new plan.

t 1. Health conditions which you may presently have (pre-existing conditions) will not be covered under the new plan. his could result in a 
denial of a claim for benefits under the new plan, whereas a similar claim might have been payable under your present policy or plan.

 y2. ou may wish to secure the advice of your present insurer or its agent regarding the proposed replacement of your present policy.  
this is not only your right, but it is also in your best interest to make sure you understand all the relevant factors involved in replacing  
your present coverage. 

 i3. f, after due consideration, 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 or health history.

 4. Failure to include all material medical information on an application may provide a basis for the Plan to deny any future claims and to  
arefund your premium as though your plan had never been in force. fter the application has been completed and before you sign it,  

re-read it carefully to be certain that all information has been properly recorded.

Pre-Existing Conditions. i understand that any pre-existing condition or service rendered for a pre-existing condition, as defined on the first 
tpage of this application and in the Contract, is not covered by the ransition plan.

i hereby declare that to the best of my knowledge and belief, the information given on this application, including the health information 
ion page two, is correctly recorded, true, and complete.  understand that material omissions or intentional misrepresentations regarding 

iinformation provided on this application could cause an otherwise covered service to be denied and/or could void any coverage issued. f 
ii subsequently become aware of information different from that provided in this application,  agree to provide that additional information 

promptly to SelectHealth/SelectHealth BAC.

nagent/Broker ame a   gency   Phone 

sagent ignature

iii understand and agree that by typing in my name and/or clicking on the button that says “  agree,”  am engaging in an electronic transaction and creating an electronic 
iiagreement that is legally binding upon me and those  represent in the same manner as if  had signed a paper document containing the same terms and conditions.

Please type your signature in the box below. Please verify your signature by typing it again. ate igned.s d  

N RE N ND S SEJ. Sig atu  of applica t a  pou

signature

iii understand and agree that by typing in my name and/or clicking on the button that says “  agree,”  am engaging in an electronic transaction and creating an electronic 
iiagreement that is legally binding upon me and those  represent in the same manner as if  had signed a paper document containing the same terms and conditions.

s d  ate igned.Please type your signature in the box below. Please verify your signature by typing it again.

s spouse’s ignature (Required if applying for coverage)
iii understand and agree that by typing in my name and/or clicking on the button that says “  agree,”  am engaging in an electronic transaction and creating an electronic 

iiagreement that is legally binding upon me and those  represent in the same manner as if  had signed a paper document containing the same terms and conditions.

Please type your signature in the box below. Please verify your signature by typing it again. ate igned.s d  

EaiENREEKERRENaK. g t/b o  ag m t ( f pplicabl )

date application received 
hat Select ealth, Inc.

i understand and agree that in acting as the agent/broker for this applicant:

the application was completed by the applicant;

i am in possession of a valid license issued by the state of Utah that authorizes me to sell and service 

health insurance contracts;

i have no authority to: a) make, alter, interpret, or discharge an application or Contract in the name of 

aselectHealth B C; or b) waive any of the terms or conditions of the Contract.

i have no authority to assign effective dates or to affect member changes.

asaCancellation of this Health Care greement by either the subscriber or electHealth B C will terminate  

this gency greement.

1.

2.

3.

4.

5.

aa
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Transition Plan Payment Selection Form

Applicant’s Name i Applicant’s Social Security# OR Subscriber D# 
 (internal use only)

ONECTEMENTAA. P y  S l i

Please select one of the two available methods of payment for your monthly premium. your employer cannot pay any portion of your 
premium, either directly or through reimbursement. Submit only personal account information.

q Single Payment – Complete section B below.
you select both the start and end date of coverage and pay for the entire plan term in advance.

q Monthly Payment – Complete section C below.
hyou select a start date and pay your first month’s premium in advance. Select ealth will automatically withdraw premium each month 

huntil: a) you notify Select ealth in writing you wish to terminate your coverage, or b) you reach the maximum six months of coverage.

 001099    124004941 1839401923

Check# Routing & Transit# Account#

q  Visa q masterCard

q  discover q American Express

Card# 

dExpiration ate 

Name on Card 

Billing Zip Code 

cElectronic heck

hAccount older’s Name 

hAccount older’s Zip Code 

Account# 

Financial Institution 

Routing & Transit Number 

c m N Y p Y EN o N. o thl  a m t ptio

NoENYpENb. Si gl  a m t ptio

you may pay your full premium using a credit/debit card or with an electronic check.

ccredit/Debit ard
select Card Type

iii understand and agree that by typing in my name and/or clicking on the button that says “  agree,”  am engaging in an electronic transaction and creating an electronic 
iiagreement that is legally binding upon me and those  represent in the same manner as if  had signed a paper document containing the same terms and conditions.

 Card Holder’s Signature (Credit/Debit Card Payment Option)
s d  Please verify your signature by typing it again. ate igned.Please type your signature in the box below.

Account Holder’s Signature (Electronic Check Payment Option)
s d  ate igned.Please type your signature in the box below. Please verify your signature by typing it again.

if you select this method of payment for your monthly premium, your payment will automatically be deducted from your checking/
savings account each month. Please complete the information below.

si (we) authorize electHealth to initiate debit entries to my (our):  q Checking Account  q Savings Account

Account Holder’s Name   Account# 

ifinancial nstitution   Routing & Transit Number 

i (we) understand that debit entries will be submitted to my (our) account on or about the tenth of each month, regardless of the 
ipolicy effective date.  (we) understand that a $25.00 service charge will be assessed if the premium amount cannot be deducted from 

my (our) account for any reason.

Account Holder’s Signature
iii understand and agree that by typing in my name and/or clicking on the button that says “  agree,”  am engaging in an electronic transaction and creating an electronic 

iiagreement that is legally binding upon me and those  represent in the same manner as if  had signed a paper document containing the same terms and conditions.

Please type your signature in the box below. Please verify your signature by typing it again. ate igned.s d  

MENTAONTHM ly P y

vAttach a oided Check Here

do not use a checking deposit slip for checking withdrawal.
Checking deposit slips do not always contain the necessary routing and transit information.
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