Thank you for choosing us to be your Blue Cross Blue Shield of Georgia
Agent of Record. Judy and I promise to take very good care of you!

Please complete the following ASAP so we may start the process. The
information must be based on the PRIMARY policyholder.

Watch for the Arrows and “X’’s!

Page 1 — Complete the first three lines, sign and date.
Page 2 — Complete the middle section only.

Page 3 — Sign and date.

If possible, make an enlarged copy of your ID card.
Fax back to 770-967-0372. No cover page needed.

S ol e

If any of this is too much trouble, just sign the two forms and fax
back. We can do the hard parts. I will be watching for the forms to be
returned.

Best regards,

g,a/f Brackets

Brackett Consultants Inc. dba
Brackett Insurance Consultants
Telephone 770-967-1111 4 Toll-free 1-877-967-4732 ¢ Fax 770-967-0372
Post Office Box 1105, Buford GA 30515
Info@ThePolicyHunters.com
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Agent of Record Change Request Form
For Blue Cross Blue Shield of GA Individual Health Plans

This form shall servé as a request by the Blue Cross Blue Shield of Georgia Individual Health Plan Policy
member, indicated below, to change from the current agent to the new agent named below for the
purpose of commissions payable on the policy and servicing duties to the policy holder,

Completed form (accompanied by signed “Authorization to Release PHI” Form) must be
received by BCBSGA by the 15™ of the month in order to be effective the first of the
following month.

By completing and submitting this AOR Change Request Form, the policy holder understands that this
agreement will terminate the commissions payable and the servicing duties of the original writing
agent, and further, that the terminated agent will receive notification from BCBSGA of termination of
his/her services as well as commissions payable on the policy holder’s contract as of the effective date
of this Agent of Record Change Request. The member's contract must be in force no less than 12
consecutive months, and AOR changes may only be made one time in a 12 month period.

The new agent agrees that he/she has been licensed with BCBSGA at least 12 consecutive months and
has had at least 50 new Individual BCBSGA contracts approved in the prior calendar year. Further, this
agent agrees that AOR contracts are paid at 5% commission, and contracts received via AOR change
do not apply to BCBSGA agent sales production or bonus incentives.,

Policy Holder completes the following:

Policy Holder Name:

Policy Holder SSN or Policy Number:

Policy Original Effective Date;

New Agent Name: 1€ P Ea ” S G Q_Lgﬁ =% __ BCBSGA Rep# ]DQJCH’

Reason for Termination of in-force agent:

1)
N LAD um%w SO TR
\_,(,\.%sz\‘ ToTa et
ignature of Policy holder: _ Date:

Signature of New Agentgm:% K_LQW Date:

Agent Email Address: Jevr&. '@ggxg inlnswrance ANy Phones: T 1O-Slp -4 135

Fax completed form with PHI form to:  Blue Cross Blue Shield of Georgia

Consumer Services
404-682-3233

{Internal Use Only below this line)



QO 1 Small CGrroup

. . - . 250 eonployees)
Authorization for Use or Disclosure (Z50 employees)

of Protected Health Information (PHI) Q2 lasge Growp
) {(More than 50 employees)

Plecise print clearly and use only black ink. Q3 ladividual Coverage

By completing this form, T anthorize Blue Cross and Blue Shield of Georgia (BCBSGA), its agents or subsidiaies, to use or disclose
my Proiecied Healih Information (PHT) {or the purposes stated on this Torm,

1 liave the right to revoke (his aurhorization at any Ume by giving wiitten notice of my tevocaton to BUBSGA,L Tunderstand thal

my revocation will wot affect any action faken before my written revocaton potice is received. Talso understand that PHUazed or
disclosed under the provisions of this authorization may be subject to re-disclosure by the recipient in which case w may no longer
be protected vnder the FITPAA Privacy Rule.

Part A: Please complere the tolowing information cxacdy as 1t appears on vouwr member Tdentitication (1) Card. 1T vou are 2 new

wermber and do vt et have a member 1D card, please complete as much informarion as possible, T nec
Emplovee Benefits Administeator, the Broker / Agrent servicing your policy, or o BCBSGA Customer Care As:

v, please cont
sociate for asstst

( Member Last Name | Member First Name Midille Suffix |
Initial
Member 1D Number Social Security Number Date of Birih Daytime
{From 1D Card) (mm/ddyyy Telephone
Street Address Clity State Zip
Emplover (roup Name Emplover Group Number Member Home Fax (Optional)

If you are covered under another BCBSGA Healtheare Policy, please complete the following blocks.

Other Employer Group Name

Ciher Emplover Group Number Member 1D Number
{From other Member 1D Card)

Part I: T anthorize the following persons, classes of persons or entities

w reccive my Protected Flealth Information (PHD. You should

check ondy those Blocks dhat apply to vour aeeds or situation, Please vefer to the instructons € you huve any questions.

A My Spouze (Hnter Name) " The Agent/ Broker or Insurance Agéney servicing my
policy : . i
Bradeu Tnsiur aice
G Ay Domesnic Paciner (Fnter Namd O My Bmplovee Benefits Administrator {applicable gnly if
you are covered by a Group Policy)
O My Adult Childeen (Finter Name(s)) O Other Authonzed Representative {Lintee Name)
I My Parents (f vou are over 18} (Linter Namicfs)) Q  Other Authonved Representative (Hnker Name)

Part G: Uauthosse e followiag Proteeted Health informarion to be used or disclosed on my brhalf. Please check all blocke thas apply.

Nevembor 2003 (01.0)

A Indepenelent 1 icensee of the Blre Cross Blye Skisld Assvdciation

Page 1 of 2




Member 1D Number

(lnter vour Social Security Number if you do oot have a member 11D Numbyr)

w Allinformation reparding my health coverage or O Benelits informaticn
"o

i

treatment reccived (e nitrucions)

Al cluims and payment information 0O Billing mformarion

o Appeals mfonmation Q Cheibdity and carollment formation

d 0 Psychotherapy notes (%

o fo the pate Biied belaw privr 1o 0 Orher (Lisg)
hovkelig Thiv I

* By law, an authorization w release prychotherapy notes cannot be combined with any other authorization, 11 this awthorization iz for
psvchotherapy notes, voun must complete a separate avthorization for any other type of PHI vou want releasad.

Part I): Porpoze of this anthorizaton. Plaw deok ONLY ONE
5

8 % This authenzation alloses BCRSGA 1o respond w all requests, questons of ransactions involviag sy healih coverage or status
veeciviad from the puesoss or entites designated in Dot B above

af the follewing blocks.

9 Thizautherizaton allows BCBSGA o respond 1o all requests, questions o tansactions involving my health coverage or stanes

received from the pegsons or emtities designated in Part B above for gy the following purpoacs (lis():

Part E;

Sxpiration 1ate. (See smsiesctions ).
This authorizaron will cxpice upon the end of iny coverage with Bhie Cross and Blue Shicld of Geargia gr on the dare specified below.

Thiz authorzation will expige on (v, o, yyyy)

Part F: ] have readd the contents of this authotzarion and nedesstand and agree to the use and disclosure of oy Protected Fealeh
Information as specified above. T also understand this authorization is voluntary and that it will not condidon my carollment in a healih
p];ln, digﬁl)i]ily lor benefits or payment ol chums.

Date:

{(Member Signature)

Designated Legal Representative / Guardian

LF this form iz signed by a legal representative / poardian on hehalf of the individual, please complete the following. & copy ofa Health
Care Power of Attomey, a court order or other documentation cstablishing custody or other legal documentation demonstrating the alality
of the legal representative to act on the individual’s behall, must be attached.

Pegal representative {print full namd):

Legal relasionship o individual:

Signatugc: Prate:

Your Completed Forms

Completed forms should be faxed or mailed fo the address showi below. Thix forsy caant b suleitted by BEALALL. Vasloee to provide all

nceeszary nfoematon will resubt in tle form boing retomed fo you 1f you require assistance, please contact BORSGA at the anmber
shown on your 11 cacd.

Pleage FAX to (104) 842-5040 or mail (o Blue Cross Blue Shicld of Georgia, NTTN: Membership & Billing Depactment (Mail Code
GO05023, O Box 4445, Atlanta, GA 30326

Phease Keep a Copy of this Authorization Form for your Records
A copy will b provided upon your request

TPaye 2ol 2



