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Individual Portability Coverage 
Application

Eligibility Requirements for Individual Portability Coverage. Please verify that every individual applying for portability coverage (contract holder, 
spouse and any children) meets ALL of the criteria specified below. An adult can apply for dependent coverage for a spouse and any unmarried children 
under age 30, including a child for whom the adult is legal guardian. An adult who needs insurance only for his or her child or legal ward who is under age 
19 can apply for child-only coverage.

1.	 Was each individual’s most recent health coverage provided through a group health plan?  q yes    q no   
Anyone who answers “no” is not eligible for Individual Portability Coverage.  

2. 	 Does each individual have at least 18 months of prior health coverage? Keep in mind that the 18 months of prior coverage does not necessarily  have to 
be with the same insurance carrier, health plan or employer. The types of health coverage that can be considered over the past 18 months include any 
combination of the following: group health coverage provided by your employer (insured or self-insured), individual health coverage, Medicare,  
Medicaid, a federal or state public health plan (including, but not limited to, AHCCCS), and public health plans provided by a foreign government, 
Tricare, a health benefits risk pool, the Peace Corps, bonafide association, Indian Health Services or Federal Employee Health Benefits Plan (FEHBP), 
or the State Children’s Health Insurance Program (SCHIP).  q yes    q no   
Anyone who answers “no” is not eligible for Individual Portability Coverage.  

	 Note: The only exception for a dependent not having 18 months of prior health coverage is in the case of a newborn, newly adopted child or child placed  
for adoption. 

3.	 In the past 18 months, did you have a break in coverage that lasted more than 63 days? Insurance waiting periods required by your employer  
and application processing times are not counted toward the 63-day break in coverage.  q yes    q no   
Anyone who answers “yes” is not eligible for Individual Portability Coverage.

4. 	 Is any individual eligible for other group health insurance, Medicare or Medicaid (AHCCCS)?  q yes    q no   
Anyone who answers “yes” is not eligible for Individual Portability Coverage. 

5.  	 Is any individual covered under any other health insurance?  q yes    q no   
Anyone who answers “yes” is not eligible for Individual Portability Coverage.

6. 	 At the time that the individual’s last group health coverage was terminated, was the individual offered continuation of coverage under the group 
plan, most commonly referred to as COBRA? Or, state-mandated continuation coverage, most commonly referred to as mini-COBRA? Or, for federal 
employees, Temporary Continuation Coverage, commonly referred to as “TCC”?   q yes    q no 
Anyone who answers “no” should skip to # 7. 

	 6a.	 For individuals who answered “yes,” did the individual accept the applicable continuation coverage (COBRA, mini-COBRA, or TCC)?   q yes    q no  
		 Anyone who answers “no” is not eligible for Individual Portability Coverage. 

	 6b.	 Did the individual exhaust the available continuation coverage?  q yes    q no 
		� Anyone who answers “yes” has met this criteria. Also, anyone who answers “no” will also meet this criteria if the individual failed 

to exhaust continuation coverage because the individual moved outside the service area of the group health plan or if coverage was 
terminated for any reason other than misrepresentation or failure to pay premium. 					   

			�  Anyone who answers “no” because he/she chose to discontinue available continuation coverage (e.g. voluntarily cancel coverage, not 
pay premium), is not eligible for Individual Portability Coverage. 

 7.	 Is the individual currently a resident of Arizona, or will the individual be a resident of Arizona, when the individual applies for Individual Portability 
Coverage?   q yes    q no  
Anyone who answers “no” is not eligible for BCBSAZ Individual Portability Coverage, but may be eligible in his or her state of residence.
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Please complete the following application for individuals believed to meet the above criteria.  
During the application process, BCBSAZ will verify eligibility.



EFFECTIVE DATE - BCBSAZ DOES NOT ASSIGN EFFECTIVE DATES ON THE 29TH, 30TH OR 31ST OF THE MONTH. 				    PREMIUM BILLING DATE
APPLICATION APPROVALS MADE AFTER THE 26TH WILL HAVE AN EFFECTIVE DATE THE FIRST OF THE FOLLOWING MONTH.

   Earliest EFFECTIVE date

   Not before the following date (MM/DD/YYYY) 		                       (Use this option if you do not want the policy to be in effect before a certain date.)

IF MY APPLICATION IS APPROVED, PLEASE BILL ME AS FOLLOWS:

   Monthly Sure Pay/electronic bank draft (please complete a Sure Pay authorization)   Monthly paper bill      Quarterly paper bill

 Qualified applicant to be named as contract holder OR if applying for child-only coverage, name of parent or legal guardian:
LAST NAME 			                               FIRST NAME				          SUFFIX

MAILING ADDRESS	                          	       APT/UNIT NO.                               CITY 		

STATE           ZIP	                        E-MAIL ADDRESS			 

HOME PHONE	 WORK PHONE	 MOBILE PHONE	 FAX                        

SEX	 DATE OF BIRTH (MM/DD/YYYY)	         SOCIAL SECURITY NUMBER 		               MARITAL STATUS      COUNTY OF RESIDENCE

 If you would like your bill mailed to a different address, please indicate below:
IN CARE OF (IF APPLICABLE)		  BILLING ADDRESS

APT/UNIT NO.	                              CITY 			                                       STATE        ZIP 

 List all other qualified applicants below (spouse and unmarried dependent children):
      LAST NAME 						                        FIRST NAME		                               MI

      SEX	 DATE OF BIRTH (MM/DD/YYYY)	   SOCIAL SECURITY NUMBER		  RELATIONSHIP

      LAST NAME 						                        FIRST NAME		                              MI 

      SEX	 DATE OF BIRTH (MM/DD/YYYY)	   SOCIAL SECURITY NUMBER		  RELATIONSHIP		

      LAST NAME 						                        FIRST NAME		                              MI 

      SEX	 DATE OF BIRTH (MM/DD/YYYY)	   SOCIAL SECURITY NUMBER		  RELATIONSHIP
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Individual Portability Coverage Application
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NAME OF HEALTH INSURANCE CARRIER	 IDENTIFICATION NO.

GROUP NO.	 Effective Date of coverage (MM/DD/YYYY)   Termination date of coverage (MM/DD/YYYY)   PHONE NUMBER

NAME OF HEALTH INSURANCE CARRIER	 IDENTIFICATION NO.

GROUP NO.	 Effective Date of coverage (MM/DD/YYYY)   Termination date of coverage (MM/DD/YYYY)   PHONE NUMBER

 1st of the Month      15th of the month

To assist us in the quick processing of this form, please complete all the information by printing or typing in black ink. Fill in the boxes completely.  
Do not print in any shaded areas. Do not use commas, dashes, hypens or any other punctuation. Use only capital letters, print only one letter or 
number per square, and leave one blank space between words. For example: 

	 Indicate expiration date of your current group or COBRA coverage. (MM/DD/YYYY)

	 Do you have a Certificate(s) of Coverage that verifies each applicant’s 18 months of prior coverage?   q yes   q no  

	 If yes, please attach a copy of that certificate to this application. Failure to provide proof of prior coverage could result in a processing  
	 delay of your application. If you need assistance in obtaining a certificate, please contact your prior employer or BCBSAZ.

	 Please provide the following information so we can verify each applicant’s 18 months of prior coverage (only account for the past 18 months of coverage):

	 Indicate type of coverage you are applying for:    q Individual   q  Family   q Child-only

	 Indicate health plan for which you are applying (choose only one health plan):  BlueOptimum    q $250	         BlueValue   q $2,000   
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PLEASE READ CAREFULLY.  UPON ACCEPTANCE,  
THIS APPLICATION BECOMES PART OF YOUR CONTRACT. 

Acknowledgment

Please read the information below carefully. Upon acceptance, these acknowledgements become part of 
your contract. 

1.	 I have carefully read all of this application and understand that, if accepted for coverage, this application 
becomes part of my contract with Blue Cross Blue Shield of Arizona (BCBSAZ).  

2.	 I acknowledge and understand that coverage shall: 
    •  Become effective on the date assigned by BCBSAZ;  
    •  Be subject to its own limitations and other provisions, regardless of any prior coverage. 

3.	 I acknowledge and understand that the information provided on this application is material to BCBSAZ’s 
decision to offer health care coverage and that BCBSAZ will rely on the accuracy of such information 
to make a determination about each applicant’s eligibility for coverage. I have read the qualifications 
for portability coverage on this application, and to the best of my knowledge, each individual meets the 
qualifications for this coverage. If a material misrepresentation or omission is discovered after coverage 
has been issued, BCBSAZ may rescind the contract and declare it null and void as of the effective date 
of coverage. 

	 I understand that each individual must have 18 months of prior creditable coverage to be eligible for 
portability coverage. I also understand that BCBSAZ may rescind this coverage when BCBSAZ finds that 
prior creditable coverage issued to any individual applicant, by BCBSAZ or another health insurer, was 
terminated or rescinded for any reason (voluntarily or involuntarily) before or after the effective date of 
the individual’s portability coverage, if the termination/rescission negates the required 18 months of 
prior creditable coverage, thereby rendering the individual ineligible from portability coverage. 

	 I understand and acknowledge that I alone am responsible for any information stated or omitted on 
this application, regardless of whether any other person advised me or assisted me in filling out this 
application, or if the other individual filled out some or all of the application for me.

4.	 I authorize any physician, practitioner, hospital, clinic or other health related provider or facility to 
furnish my health information, including information related to drug use, alcoholism, mental illness, 
HIV, AIDS and genetic testing, to BCBSAZ and its representatives. I understand I am responsible for 
any costs associated with obtaining medical records. BCBSAZ may use this information, and any of my 
information already in its possession, to evaluate my application, determine eligibility and for claims 
processing. This information may, in certain circumstances, be disclosed to third parties without my 
permission and no longer protected by federal health information privacy laws. 

If you are applying for child-only coverage: 

5.	 On behalf of the named child(ren), I hereby apply for enrollment. I understand that if BCBSAZ accepts 
this application, I will be the contract holder on behalf of the child(ren) named on this application 
consistent with the terms above. I have read the qualifications for portability coverage listed above and 
represent, to the best of my knowledge, my dependents meet the qualifications for this coverage.

6.	 I understand that both parents are entitled to have equal access to medical and other records of a child 
directly from the custodian of the records, unless otherwise provided by court order or law, and a copy 
of such court order or law has been provided to BCBSAZ.  

Individual Portability Coverage Application
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			   Signature(s)						      Today’s Date (MM/DD/YYYY)

Contract holder	 X ___________________________________________	

	 X ___________________________________________	

	 X ___________________________________________	

	 X ___________________________________________	
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BROKER NAME	 BROKER PHONE NO.	  BROKER NO.
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SIGNATURES 

All persons named on this application age 18 or older MUST sign and date this form,  
acknowledging their understanding of and their agreement to the Acknowledgment.   
A copy of the Acknowledgment is available to you or your authorized representative  
upon request.

			   Child-only Coverage

	 X ___________________________________________	
		  (Parent or legal guardian designated as contract holder)

	 Relationship ___________________________________
			   							           

	 X ___________________________________________	
		  (Co-parent or legal guardian*)

	 If you are the legal guardian, please attach a copy of the guardianship papers.

* Co-parents or legal guardians who want authority to make changes to the child’s contract must sign the application.

Do not send a premium payment. Your premium will be billed after your contract has been issued. Once 
eligibility is verified, the effective date of coverage will be the date after your group or COBRA coverage 
terminates, as long as your application is received before that date. 

Individual Portability Coverage Application

Before you mail this application, please check the following.  

3	 Did all persons named on this application (age 18 or older) sign and date the application above?  (If applying  
	 for child-only coverage, did the parent(s) or legal guardian(s) sign and date application above?)  q yes    q no  

3	 Important:  Have all questions been answered?  q yes    q no  

3	 Did you include a Certificate of Coverage? q yes    q no  If not, your application may be delayed until  
	 BCBSAZ receives proof or verification of your prior creditable coverage.

3	 If you indicated you would like to make your monthly payment with Sure Pay (electronic bank draft), be 
	 sure to fill out the Sure Pay application. SurePay forms are available at azblue.com or by calling BCBSAZ. 	 
	 Don’t forget to attach a voided check.

  3	 Please return this application to:	 ATTN:  Membership Services Department MS — A102  
	 Blue Cross Blue Shield of Arizona • PO Box 13466 • Phoenix, AZ  85002-3466

DO NOT WRITE BELOW THIS LINE - FOR BROKER USE ONLY
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Today’s Date (MM/DD/YYYY)

Today’s Date (MM/DD/YYYY)

If you have any questions, call your broker or contact BCBSAZ at (602) 864-4899 or toll free at (877) 864-4899.

08
-1

07
7


