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RELEASE * | acknowledge and agree that by signing this enrollment form and subsequently accepting services, { and everyone else who is covered under the confract or certificate you issue is bound by the terms and
conditions of the contract or certificate applicable to my coverage. This includes, without limitation, the terms and conditions regarding the receipt and release of medical records and information. | make this acknowledgement
and agreement on behalf of myself and each other person who now or in the future accept coverage under the terms of the contract applicable to my coverage (who may include, for example, my spouse and my eligible family
dependents). | hereby accept responsibility for payment of any portion of the premium and authorize my employer to make the required deductions. « | understand that any claim by me or one of my eligible family members
may be denied and my coverage canceled upon one month’s written notice, if | have knowingly included false information. | understand that the OnPoint coverage is comprised of the POS in-network product and the BlueCross
BlueShield out-of-network product and that | have applied for coverage under both. | understand that the in-network benefit provides the highest level of coverage.

DESCRIBE ADD/CHANGE:

RELEASE - You must sign and date this form to be eligible for insurance.
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false
information, or conceals for the purpose of misleading, information conceming any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty not to exceed $5,000 and the stated value of the claim for each such violation. | have thoroughly read, understand and agree to comply with the terms of the Release on the back.
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