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BENEFIT PLAN SELECTION FORM
	Employer Group No.(s):      
	Section No. (s):      
	Account No.(BlueSTAR):      

	Policy Effective Date:      
	Policy Anniversary Date:      

	Employer Name:      


CHOOSE AT LEAST ONE BUT NO MORE THAN THREE HEALTH PLANS FROM THE FOUR PRODUCT CATEGORIES BELOW
	CATEGORY 1 - - - - - Select Network Products - Choose A, B, C, D or none 
Plan No.                                                                                           Group No.                                                                    Section No.(s)      

	A.   BlueChoice SelectSM  Plan

	
	Deductible (in/out):
	 FORMCHECKBOX 
 $250 / 1,000
	 FORMCHECKBOX 
 $500 / 2,000
	 FORMCHECKBOX 
 $1,000 / 4,000
	 FORMCHECKBOX 
 $1,500 / 6,000
	 FORMCHECKBOX 
 $2,500 / 10,000

	
	Co-ins. (in/out) – OPX (in/out) – Office Visit Copayment:
	 FORMCHECKBOX 
 90/60% – $1,000 / 4,000 – $20
	 FORMCHECKBOX 
 80/50% – $2,000 / 8,000 – $30

	B.   BlueEdge SM Select HSA Plan
	Deductible (in/out) – OPX (in/out) – Co-Ins. (in/out):                 

	
	 FORMCHECKBOX 
 $1,050 / 4,000 – $2,000/ 8,000 – 100/70%
	 FORMCHECKBOX 
 $1,500 / 6,000 – $3,000 / 12,000 – 100/70%
	 FORMCHECKBOX 
 $2,500 / 10,000 – $5,000 / 20,000 – 100/70%

	
	 FORMCHECKBOX 
 $1,050 / 4,000 – $2,000/ 8,000 – 80/50%
	 FORMCHECKBOX 
 $1,500 / 6,000 – $3,000 / 12,000 – 80/50%
	 FORMCHECKBOX 
 $2,500 / 10,000 – $5,000 / 20,000 – 80/50%

	
	HSA Bank Integration:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	If Yes, check vendor:    FORMCHECKBOX 
 Mellon Bank  
	

	C.   BlueEdgeSM  Select HCA Plan (Available if shown on your BCBSI proposal)


	
	Health Care Account (HCA) – Combined Deductible (in & out) – OPX (in/out) – Co-ins. (in/out):

	
	 FORMCHECKBOX 
 $500 – $1,500 – $1,500 / 6,000 – 90/60%        
	 FORMCHECKBOX 
 $500 – $1,500 – $1,500 / 6,000 – 80/50%

	
	 FORMCHECKBOX 
 $750 – $1,500 – $0 / 4,000 – 100/70%
	 FORMCHECKBOX 
 $750 – $1,500 – $1,500 / 6,000 – 90/60%
	 FORMCHECKBOX 
 $750 – $1,500 - $1,500 / 6,000 - 80/50%

	
	 FORMCHECKBOX 
 $1,000 – $1,500 – $0 / 4,000 – 100/70%
	 FORMCHECKBOX 
 $1,000 – $1,500 – $1,500 / 6,000 – 90/60%
	 FORMCHECKBOX 
 $1,000 – $2,000 – $2,000 / 8,000 – 90/60%

	
	 FORMCHECKBOX 
 $1,000 – $2,000 – $2,000 / 8,000 – 80/50%
	
	

	D.   CPO Plan (Not available in all geographic areas)
	Co-ins. (CPO/PPO/out) for all plans:  90/80/60%

	
	Deductible (CPO) – OPX (CPO):   
	 FORMCHECKBOX 
  $0 – $500
	 FORMCHECKBOX 
  $250 – $1,500
	 FORMCHECKBOX 
  $500 –- $2,000

	
	Initial Enrollment by CPO Network:
	

	
	CO        No. of Ees.      
	CO        No. of Ees.      
	CO        No. of Ees.      
	CO        No. of Ees.      

	
	TOTAL NUMBER OF EMPLOYEES ENROLLED:        (Must equal total of enrollees per network)

	
	

	CATEGORY 2 - - - - - Consumer Value Products - Choose A, B, C, D, E or none  
Plan No.                                                                                           Group No.                                                                  Section No.(s):      

	A.   BlueEdge SM HSA Plan
	                                                                                                              

	
	Combined Deductible (in & out) – 
Combined OPX (in & out) – Co-Ins. (in/out)
	 FORMCHECKBOX 
 $1,050 – 
$2,000 – 100/80%
	 FORMCHECKBOX 
 $1,500 – 
$3,000 – 100/80 %
	 FORMCHECKBOX 
 $2,500 – 
$5,000 – 100/80%

	
	Deductible (in/out) – 
OPX (in/out) – Co-Ins. (in/out)
	 FORMCHECKBOX 
 $1,050 / 2,000 – 

$2,000 / 4,000 – 80/60 %
	 FORMCHECKBOX 
 $1,500 / 3,000 – 

$3,000 / 6,000 – 80/60 %
	 FORMCHECKBOX 
 $2,500 / 5,000 – 

$5,000 / 10,000 – 80/60%

	
	HSA Bank Integration:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No           
	If Yes, check vendor:    FORMCHECKBOX 
 Mellon Bank  

	B.   BlueEdgeSM  HCA Plan (Available if shown on your BCBSI proposal)

	
	Health Care Account (HCA) – Combined Deductible (in & out) – OPX (in/out) – Co-ins. (in/out):

	
	 FORMCHECKBOX 
 $500 – $1,500 – $1,500 / 3,000 – 90/70%
	 FORMCHECKBOX 
 $500 – $1,500 – $1,500 / 3,000 - 80/60%

	
	 FORMCHECKBOX 
 $750 – $1,500 – $0 / 1,000 – 100/80%
	 FORMCHECKBOX 
 $750 – $1,500 – $1,500 / 3,000 – 90/70%
	 FORMCHECKBOX 
 $750 –$1,500 – $1,500 / 3,000 – 80/60%

	
	 FORMCHECKBOX 
 $1,000 – $1,500 – $0 / 1,000 – 100/80%
	 FORMCHECKBOX 
 $1,000 – $1,500 – $1,500 / 3,000 – 90/70%
	 FORMCHECKBOX 
 $1,000 – $2,000 – $2,000 / 4,000 –- 90/70%

	
	 FORMCHECKBOX 
 $1,000 – $2,000 – $2,000 / 4,000 – 80/60%
	
	

	C.   PPO Value Choice Plan

	
	Deductible (in/out) – OPX (in/out) – Co-ins. (in/out):

	
	 FORMCHECKBOX 
 $2,500 / 5,000 – $2,500 / 5,000 –  80/60%
	 FORMCHECKBOX 
 $5,000 / 10,000 – $5,000 / 10,000 – 80/60%

	D.   CPO Value Choice Plan (Not available in all geographic areas)
	Plan Co-ins. (CPO/PPO/out) for all plans:  90/80/50%

	
	Deductible (CPO) – OPX (CPO):
	 FORMCHECKBOX 
 $1,000 – $1,000
	 FORMCHECKBOX 
 $2,500 – $2,500
	 FORMCHECKBOX 
 $5,000 – $5,000

	
	Initial Enrollment by CPO Network:
	
	

	
	CO        No. of Ees.      
	CO        No. of Ees.      
	CO        No. of Ees.      
	CO        No. of Ees.      

	
	TOTAL NUMBER OF EMPLOYEES ENROLLED:        (Must equal total of enrollees per network)

	E.   BlueDecision PPO Plan (Not available in all geographic areas – Available if shown on your BCBSI proposal)

	
	Deductible (in/out) – OPX (in/out):
	 FORMCHECKBOX 
 $100 / 500 – $1,000 / 3,000
	 FORMCHECKBOX 
 $250 / 500 – $1,000 / 3,000
	 FORMCHECKBOX 
 $250 / 500 – $2,000 / 4,000

	
	
	 FORMCHECKBOX 
 $500 / 1,000 – $1,000 / 3,000
	 FORMCHECKBOX 
 $500 / 1,000 – $2,000 / 4,000
	 FORMCHECKBOX 
 $1,000 / 2,000 –- $2,000 / 4,000


	CATEGORY 3 - - - - - HMO Products - Choose A or B or none 
Plan  No.                                                                                        Group No.                                                                    Section No.(s):      

	A.   BlueAdvantage®  HMO Plan

	
	Copayment Per Visit: Physician’s Office / Emergency Room – Hospital Confinement Deductible:
 FORMCHECKBOX 
  $10 / $50 – no deductible                     
 FORMCHECKBOX 
  $20 / $75 – no deductible                      FORMCHECKBOX 
  $20 / $75 – $100 per day for first 5 days of confinement per Calendar Year
 FORMCHECKBOX 
  $30 / $75 – no deductible                      FORMCHECKBOX 
  $30 / $75 – $250 per day for first 5 days of confinement per Calendar Year

	B.   BlueAdvantage®  HMO Value Choice Plan

	
	Copayment Per Visit: Physician’s Office / Wellness / Specialist  / Emergency Room – Hospital Confinement Deductible:
 FORMCHECKBOX 
  $40 / $15 / $60 / $250 – $500 per day for first 3 days of confinement per Calendar Year
 FORMCHECKBOX 
  $50 / $20 / $70 / $300 – $750 per day for first 3 days of confinement per Calendar Year


	CATEGORY 4 - - - - -  Participating Provider (PPO) Products - Choose A & B or none 
 Plan No.                                                                                          Group No.                                                                   Section No.(s)      

	A.   PPO Plan   Plan Co-ins. (in/out) – OPX (in/out) – Deductible (in/out) (* Available if shown on your BCBSI proposal)
	

	
	
	$0 / 200
	$250 /500
	$500 / 1,000
	$1.000 / 2,000
	$1,500 / 3,000
	$2,500 / 5,000
	

	
	 FORMCHECKBOX 
 100/80% – $0 / 1,000
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	 FORMCHECKBOX 
 90/70% – $500 / 1,500
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	
	
	

	
	 FORMCHECKBOX 
 90/70% – $1,000 / 2,000
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	

	
	 FORMCHECKBOX 
 90/70% – $2,000 / 4,000
	
	 FORMCHECKBOX 
  *
	 FORMCHECKBOX 
  *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	 FORMCHECKBOX 
 80/60% – $1,000 / 2,000
	
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	

	
	 FORMCHECKBOX 
 80/60% – $2,000 / 4,000
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	 FORMCHECKBOX 
 80/60% – $3,000 / 6,000
	
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	 FORMCHECKBOX 
 *
	

	 B. Copayment Per Visit
	Physician's Office / Emergency Room:

	
	 FORMCHECKBOX 
  $10 / $50 (Only available with 100/80% and 90/70% Plans)

	
	 FORMCHECKBOX 
  $20 / $75 (If BlueAdvantage Entrepreneur, only available with the 90/70% and 80/60% plans)

	
	 FORMCHECKBOX 
  $30 / $75 (Only available with 80/60% Plans)

	CHOOSE ONE OR MORE OF THE PLANS BELOW, SUBJECT TO RULES OF APPLICABILITY




	Outpatient Prescription Drug Card Options

	Not applicable to BlueEdge Select HSA, BlueEdge Select HCA, BlueEdge HSA, BlueEdge HCA, PPO Value Choice and CPO Value Choice

	 FORMCHECKBOX 
  $10 / $20 / $35 Copayment
	 FORMCHECKBOX 
  $15 / $30 / $50 Copayment

	 FORMCHECKBOX 
  $15 / 35% / 50% Copayment (Only available with HMO, BlueChoice Select , CPO, BlueDecision and 80/60% PPO Plans)


	BlueCare® Dental Plans

	May choose one Dental PPO Plan as a stand-alone option or combine one Dental PPO Plan with one Dental HMO Plan

	PPO Dental Group No.                          Section No.(s)      
	HMO Dental Group No.                        Section No.(s):      

	Dental PPO Plan:  Benefit Period Maximum – Deductible:       
 FORMCHECKBOX 
 Preferred Choice: 1500 – 50 Passive     FORMCHECKBOX 
 Preferred Choice: 1000 – 50 Passive       FORMCHECKBOX 
 Preferred Choice: 1250 – 50    FORMCHECKBOX 
 Preferred Choice: 1000 – 50   

	Dental HMO Plan: 
	 FORMCHECKBOX 
 BlueCare Dental HMO 730
	 FORMCHECKBOX 
 BlueCare Dental HMO 710


	Group Life, Accidental Death & Dismemberment (AD&D) Plans - (Note: AD&D is not available for retirees) 

	Term Life   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Dependent Life   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Choose a benefit:  Note - If benefits vary by class, complete chart below: 

 FORMCHECKBOX 
  $25,000 per Employee.
 FORMCHECKBOX 
  Flat Benefit of $      per Employee. 

 FORMCHECKBOX 
        times Basic Annual Salary (rounded to the next higher multiple of $1,000, if not already a multiple), up to a Maximum benefit of $      per Employee. 

 FORMCHECKBOX 
  Other (Please describe):         

Choose a Group Life and AD&D reduction: 
 FORMCHECKBOX 
  To 65% of the original amount at age 65 and to 50% of the original amount at age 70 (Standard Option), and applicable to groups with less than 10 employees.

 FORMCHECKBOX 
  To 50% of the original amount at age 70.
 FORMCHECKBOX 
  Other:      
Excess Amounts of Life Insurance:

Evidence of Insurability will be required for individual life insurance amounts in excess of $     . Such excess insurance amounts shall become effective on the date Evidence of Insurability is approved by Fort Dearborn Life Insurance Company. Waiver of Premium, in the event of total disability, will terminate at age 65 or when no longer disabled, whichever is earlier. Being Actively at Work is a requirement for coverage. If an employee is not Actively at Work on the day his coverage would otherwise be effective, the effective date of his coverage will be the date of his return to Active Work. If an employee does not return to Active Work, he will not be covered.
	
	 FORMCHECKBOX 
 Option 1
	 FORMCHECKBOX 
 Option 2
	 FORMCHECKBOX 
 Option 3

	
	Spouse
	$2,000
	$5,000
	$ ________

	
	Children birth to age 6 months
	$100
	$100
	$ ________

	
	Children, age 6 months to 19 years; student to 25 years
	$1,000
	$2,500
	$ ________

	
	Short Term Disability Plan   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

	
	Plan:     FORMCHECKBOX 
  1/8/13
 FORMCHECKBOX 
  1/8/26            FORMCHECKBOX 
  Other:      

	
	Choose a benefit (not to exceed 66 2/3% of basic weekly salary, payable for non-occupational disabilities only): Note - If benefits vary by class, complete the chart below

 FORMCHECKBOX 
  Flat  $      weekly (not to exceed $250) 
 FORMCHECKBOX 
  Salary-Based (Select one):  FORMCHECKBOX 
 50%    FORMCHECKBOX 
 60% or  FORMCHECKBOX 
 66 2/3% of Basic Weekly Salary up to a maximum of $     .
Note: Limits apply to the maximum benefits allowed.

	Life Insurance and Short Term Disability Plans:
	Group No.(s)       

	If Life, AD&D or Short Term Disability benefits vary by class, please complete the following:

	Class Description
	Life/AD&D 
	Short Term Disability 

	     
	     
	     

	     
	     
	     

	

	Additional Provisions (If retaining any plan(s) not shown above, please indicate here)   

	     

	     

	Employer/Authorized Purchaser   ___________________________________   Title ___________________________    Date ______________
Underwriter   _____________________________________________________Title ____________________________  Date _____________ 
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® A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

®’ Registered Service Mark of Fort Dearborn Life Insurance Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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