INDIVIDUAL HEALTH COVERAGE PROGRAM 11:20 App. EXH. G

During the past 6 months have you, or any dependent to be covered had, or been diagnosed as having:

Alcoholism, Drug Abuse
Arthritis
Blood Disorder
Back or Neck Disorder, Injury or Pain
Cancer or Tumors
Diabetes
Gastro or Intestinal Disorder
Heart Disorder or Condition or Chest Pain
High Blood Pressure
Kidney or Liver Disorder
Lung or Respiratory Disorder
Mental or Nervous Disorder
. Paralysis, Stroke or Epilepsy
Does Pregnancy Exist
Expected Due Date:
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2. During the past 6 months, have you or any dependent to be covered:

a. been examined or treated by a physician or other health care provider for
any condition, illness or injury, other than as stated above? _ -
b. been advised to have treatment or surgery or testing that has not been done?  ___ _
c. been admitted to a hospital or other health care facility as an inpatient? - —
d. taken prescribed medications?
Please give details for any “Yes” answers to any parts of questions 1 or 2. Attach a separate sheet 1f more space is needed for
answers. The separate sheet should be signed and dated.

Duration of Symptoms,

Question # Treatment Name and Address of
and Letter Name of Person Condition Degree of Recovery Date Hospitals, Practitioners
1
5.PROVIDER SECTION
FULL NAME OF PRIMARY
PRIMARY CARE CARE HEALTH
PHYSICIAN AND HEALTH CENTER* [GYNECOLOGIST ESTABLISHED PHYSICIAN CENTER
OFFICE ID NO (If applicable) OFFICE NO.] PATIENT CHANGE CHANGE
1 _Applicant [ ]1Yes []No ' [1] [1
2 Spouse [1Yes [ ]No [1] [ 1]
3 Child [ ]Yes []No [ [1_
4 Child []Yes []No [] []
5 Child [1Yes [ ]No [] []
[Statewide Physician Network [ ] Health Carrier [ ]}

* When sclecting Health Center option, plcase also select a Primary Care Physician from among the Health Center doctors.

[5.][6.] AUTHORIZATION AND CERTIFICATION
I hereby apply to (carrier) for coverage for any eligible dependents listed above and myself.
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11:20 App. EXH. G DEPT. OF INSURANCE

[I have been offered the opportunity to add the following coverage(s) to the New Jersey Individual Health Benefits Plan and 1
accept or reject, as shown below: Coverage for treatment of cancer by dose intensive chemotherapy/autologous bone marrow
transplants and peripheral blood stem cell transplants pursuant to New Jersey Assembly Bill 1997, P.L. 1995 c. 100. [ ] Accept
[ 1 Reject] '

I understand that for the 12 months following the effective date of this [policy] [contract], benefits are not provided for health care
services received for (a) conditions for which medical advice, diagnosis, care or treatment was recommended or received during the
last 6 months, (b) conditions for which during the last 6 months there were symptoms which would cause a prudent person to seek
medical advice, diagnosis, care, or treatment, or (c) pregnancy existing on the effective date of this [policy] [contract]. (Note: This
limitation may not apply if the eligible person transfers from another health benefits plan.)

[[Unless I request otherwise in writing,] I understand that by signing below when I file a claim, (carrier) may pay the health care
benefits directly to the provider instead of to me.]

I agree that: (a) any physician, hospital or other provider is authorized to provide to (carrier or its assignee) information about any
eligible person’s medical history; and (b) any company or person having information concerning other health care coverage in force,
or available to, any eligible person may give such information to (carrier or its assignee).

Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and
civil penalties.

I state that: (a) I am a resident of New Jersey [and reside within the (carrier) service area (if applicable)], (b) the information given
on this application is complete to the best of my knowledge and belief and (c) that (carrier) will rely on this information to
determine eligibility. I understand that if I omit or falsify any statement in this application (carrier) can cancel this contract as of the
original effective date.

Applicant’s Signature: Date Signed:
Spouse’ Signature: Date Signed:
Preparer’s Signature: DOI License # —___________ Date Signed:

NOTE TO ALL APPLICANTS: If we accept your application, a copy of the application will be sent to you. Attach the copy to
your [contract] [policy]. It becomes part of your contract with us.

[6.]17.] INCOME HOUSEHOLD

Completion of this section is optional. The information will be used for statistical purposes only, in a way that will not identify you
personally. This information will not affect your application, acceptance of coverage. '

[ ]under $20,000 [ ]$20-$29,999 [ ]$30-$39,999 [ ] $40-$49,999
[ 1$50-$59,999 [ ]$60,000 and above

For [Carrier] [Effective [Billing] [Coverage [Type] [Pre-Ex]  [Continuous [Transcode] [ ]
[Plan] Use Only Date] Code} Coverage]

Amended by R.1995 d.51, effective December 23, 1994 (operative Amended by R.1997 d.279, effective July 7, 1997 (operative September

January 1, 1995). 1, 1997).
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). See: 29 N.J.R. 1011(a), 29 N.J.R. 2854(a).
EXHIBIT H
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INDIVIDUAL HEALTH COVERAGE PROGRAM 11:20 App. EXH. H
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11:20 App. EXH. H

DEPT. OF INSURANCE

Name of Carrier ______ _NAIC #

Address
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EXHIBIT J

Loss Ratio Report Form New Jersey Individual

Health Coverage Program

Reporting Year 19____, for the Preceding

Calendar Year Ending December 31, ____

Carriers shall complete and file a separate Report Form for

each affiliate,

A.

B.

Net Earned Premium for Standard Health
Benefits Plans
Total Losses Incurred (1-2-3 + 4+ 5+ 6) =

1.

Claims paid during the preceding calendar year
regardless of the year incurred;

Supp. 8-18-97

$

Note: Read the corresponding regulation,
N.J.A.C. 11:20-7, before you complete this Report.

$

20-202

2. Residual reserve set on June 30 of the preceding
calendar year for claims incurred prior to January
1 of the preceding calendar year;

3. Claims paid from January 1 through June 30 of
the preceding calendar year for claims incurred
prior to January 1 of the preceding calendar year
as reported in the preceding calendar year’s loss
ratio report; )

4. Claims paid from January 1 through June 30 of
the reporting year for claims incurred prior to
January 1 of the reporting year;

5. Residual reserve for claims incurred prior to Jan-
uary 1 of the reporting year, not paid as of June
30 of the reporting year;

6. Pro rata share of the reimbursable net paid loss
assessment paid by the carrier during the preced-
ing calendar year pursuant to N.J.A.C. 11:20-2.17;
[i x (ii+iii)] =
i.  Total net paid loss assessment
ii. Net earned premium for standard health

benefits plans
ili. Net earned premiums for all health benefits
plans

Loss Ratio (B+A) =

out D and E below)

Amount entered on line B+.75 =

% (if less than 75%, fill




INDIVIDUAL HEALTH COVERAGE PROGRAM

11:20 App. EXH. L

E. Amount to be refunded to policy or contract holders
(A-D) =

If the amount entered on line C is less than 75%, you must
attach to this Report a refund plan that conforms with
N.J.A.C. 11:20-7.5. Please submit this form and a refund
plan to the address listed in N.J.A.C. 11:20-2.1(h).

I certify that the above information is accurate, complete
and has been prepared in accordance with N.J.S.A.
17B:27A-9¢(1) and (2) and N.J.A.C. 11:20-7.

Actuary’s Signature

Actuary’s Name (Please print clearly)

Title Date

Telephone Number

Amended by R.1996 d.193, effective April 15, 1996.
See: 27 N.J.R. 4493(a), 28 N.LR. 2008(a).

EXHIBIT K

New Jersey Individual Health Coverage Program
Carrier Market Share and Net Paid Loss Report

This Report must be completed in accordance with the provisions of N.J.A.C.
11:20-8, and certificd to by the Chicf Financial Officer or other duly authorized
officcr of the Carricr. In 1993, Reports must be completed and returned on or
before Junc 28, 1993. Thereafter, Reports must be completed and returned on
or beforc March 1 annually. Completed Reports must be returned to the
Exccutive Director at the address listed in N.JLA.C. 11:20-2.1(h).

Part A. Carricr Information
1. Carrier’s Name:
2. Carricr’'s NAIC Number (including Group):
3. Is the specifically-named Carricr an affiliated Carrier?

—Yecs —No.
a. If Yes, is this Report the combined Report for all Affiliated Carricrs,
or for the specifically-named Carrier?

—All Affiliated Carriers’ combined Report
—Specifically-named Carricr’s scparatc Report

b. If for all Affiliated Carricrs, indicatc thc number of spccifically-named
Carrier Reports attached to this combincd Rcport.

Part B. Pecrsonal Respondent Information
1. Namc:

2. Title:
3. Telephonc No:

Facsimile No:

Part C. Calendar Ycar Information for
(ycar)
1. Net earned premium for all group and individual hcalth bene-
fits plans:

2. Number of non-group persons cnrolled by the Carrier:

a. Community rated and modificd community ratcd
persons

Community rated conversion policy persons

Medicarc cost and risk pcrsons

Mecdicaid recipients

HealthStart Plus recipients

can o

1

Non-group Total
3. Net paid loss report for Individual Health Bencfits Plans:

a. PREMIUM EARNED
Community rated and modificd com-
munity rated $

b. CLAIMS PAID (-)
Community rated and modified com-
munity rated $
c. EXPENSES (-)
Community rated and modificd com-
munity rated $
d. SUBSIDIES (+)
(BCBSNJ only; 1992 only)

¢. NET INVESTMENT INCOME (+)
Community rated and modified com-
munity ratcd $
f. NET PAID GAIN/(LOSS)
Community rated and modificd com-
munity rated o
g. REIMBURSEMENT SOUGHT $

(For 1992: Limited to the Lesser of $10,000,000 or 50% of thc Net
Paid Loss)

Part D. Certification

1 certify that the information provided in this Report is accurate and complete,
and has been prepared in accordance with the provision of NJA.C. 11:20-8.

Signature Title Datc

EXHIBIT L

Part 1

20-203
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DEPT. OF INSURANCE
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