Wellmark. Automatic Withdrawal Authorization Form

(for Medicare Supplement and Individual Health Insurance Plans)

Policyholder Name Effective Date / /
Policyholder SSN or Wellmark ID Policyholder Date of Birth / /
[ ]New Enroliment []Update to an existing policy
[JAutomatic account withdrawal from policyholder's account
[[]Automatic account withdrawal from account other than 2400
the policyholder’s - TETTUE- ]
Select a payment frequency*: T 5
[OMonthly [JQuarterly []SemiAnnually [ ]Annually
*COBRA premiums will be set as monthly even if another frequency L.
is selected.

Select the day of the month:
[JFirst of the month [C]Fifth of the month

Ghe2 05278 GTILI0DIOEA* 2LOO0#

Select Bank Account Type:

[]Checking Z N

[]Savings

Provide your Routing and Account Numbers here:

9-Digit Bank Routing Number Bank Account Number

AUTOMATIC WITHDRAWAL AUTHORIZATION

| authorize Wellmark to initiate electronic debits to my bank account. | understand this authorization will apply to all products selected on
any Wellmark application form. | understand that, depending on the timing of when my application is received and processed, Wellmark
reserves the right to withdraw the appropriate amount necessary (including multiple months of payments) to bring my account current with
the next regularly scheduled automatic payment. If at any time the policyholder’s account falls behind in payments, Wellmark reserves the
right to withdraw any amount necessary, including fees to bring the account current with the next regularly scheduled automatic payment.
Wellmark will not withdraw any amount above that which is due at the time of withdrawals. Notice may not be provided to me prior to this
withdrawal. | understand and agree that | will not receive a paper billing statement but that | have the option to view my bill on Wellmark.
com prior to my chosen withdrawal date, and | can also choose to subscribe to receive an email notification when a new billing statement is
available which will include my withdrawal amount.

| further understand and agree that the automatic withdrawal amount will change periodically to correspond with the applicable premium
and fees. My authorization for automatic withdrawals shall include authorization for automatic withdrawal of any changed amount unless

| call or provide my bank with written notice not less than three (3) business days before a scheduled withdrawal to stop the payment. If|
call my bank to stop payment, | may be required to provide a written request within fourteen (14) days after my call. | will be responsible for
any fee assessed by my bank for stop-payment orders that | make. | may also be charged a returned payment fee of $25 for any automatic
withdrawal that is not honored by my bank.

I understand that | can cancel automatic payment or provide updated banking information any time by notifying Wellmark in writing or
by calling the number on the Wellmark ID card by the 10th of the month prior to the next scheduled withdrawal. A bank account holder
other than the policyholder must provide written notification by the 10th of the month prior to the next scheduled withdrawal in order to
cancel automatic payment or provide updated banking information. If the request is not received by the 10th of the month prior to the
next scheduled withdrawal, the request may not be processed before next withdrawal. The policyholder or bank account holder will be
responsible for any fee assessed by the bank for insufficient funds or stop payment orders made.

Wellmark does not accept premium payment from anyone other than the primary policyholder unless made by (1) a parent, Power of
Attorney or legal guardian paying for a policy covering only a dependent(s); (2) Indian tribes, tribal organizations, urban Indian organizations;
or (3) state or federal government programs or grantees. Additional supporting documentation may be requested. State and federal law
prohibits an employer from contributing to the payment of an employee’s premiums for this plan unless the applicant is the sole proprietor
or owner of a sole proprietorship or the premium is being paid by the employer through after tax wage adjustment or payroll deduction.

Bank Account Holder's Name (as it appears on the account)

Authorized Signature of Bank Account Holder

Date of signature / /

Submit to: Wellmark Blue Cross Blue Shield of lowa
PO Box 9232 Station 4W688
Des Moines, IA 50306-9232
OR
Fax: 515-376-9063

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue
Cross and Blue Shield Association.
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Wellmark.

Wellmark Blue Cross and Blue Shield of lowa, Wellmark
Health Plan of lowa, Inc. and Wellmark Blue Cross and
Blue Shield of South Dakota are independent licensees
of the Blue Cross and Blue Shield Association.

Wellmark Language Assistance

Discrimination is against the law

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. Wellmark does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

Wellmark

» Provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as:

» Provides free language assistance services to people whose
primary language is not English, which may include:

- Qualified interpreters

- Qualified sign language interpreters - Information written in other languages

- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 800-524-9242.

If you believe that Wellmark has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand Avenue, Station 3E417, Des Moines, IA
50309-2901, 515-376-6500, TTY 888-781-4262, Fax 515-376-9055, Email CRC@Wellmark.com. You can file a grievance in person or

by mail, fax, or email. If you need help filing a grievance, the Wellmark Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,

available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 0 al (TTY: 888-781-4262).

AR NREHTBEE, RMTRENCREESMEIRS. BRI
800-524-9242 5 (WTfE% 4k : 888-781-4262),

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro ngdn ngir mién phi c6
sén cho quy vi. Xin hay lién hé 800-524-9242 hoac (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe oSteéena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfigung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

Il Jaail Ailaall oy galll aclisall hlodd Sl 53 Ll Jy jall A21l) Caaas i€ 1) s
(YTYEDAV-AAA 1 aill Cailedl daad) 5 YEYA_EYoLuA

89000890408, WIF9290 7NIVD: WoNSITOHFNIWOIVZOHOGIVWII NIV
Yoodcavds § 800-524-9242 Godd. (TTY: 888-781-4262.)

Fo|: 3tZ0{ E AI85tAlE 4R, F& o X[ MHIAE 0|85t
% Ql&5LICH 800-524-92428 EE= (TTY: 888-781-4262)8H 0 2 042H3|
FAAI2.

ST T 3T AT AT9T fBeal €, T e forg s srgrrar e, 9+
ITeTed §1 800-524-9242 T HUF ¢ AT (TTY: 888-781-4262)|

ATTENTION: Si vous parlez francais, des services d’assistance
dans votre langue sont a votre disposition gratuitement. Appelez le
800 524 9242 (ou la ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.
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Tsansu: wanaaa Ing 1fivnnsmumadasunidmsuautaglida
Alaane finma 800-524-9242 w3a (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

oo?:f:q)f;pj—§@5mo?:nm&g(Y%S.O%SmﬁmommﬁL's:ooﬁmmwﬁ.(\no«:mﬁ(\)ﬁxf:&.ﬁﬁmw.§8?<81.ab:ﬁ$]:ag
ooo—gJ9—@Jc;J@mgﬁ(TTYZomo—?m—gﬁj)mr@ﬁ.
BHVMAHMWE! Ecnu Ball pogHoii s13blk pycCKUi, Bam MOryT BbITb

npegocTasneHbl 6ecnnatHble nepesogyeckme ycnyru. Obpallantech
800-524-9242 (tenetaiin: 888-781-4262).

AT FTE TUTE AITAT Frodges; WA, TUTSHT AT (7907 STqT AT qEradar
TATEE ST e+ | 800-524-9242 =T (TTY: 888-781-4262) AT AV
TR |
O9AANS: hO9CE R09G74. LY 8Lk A7H h7A70F7F: NN&S 19: 878 v
1 800-524-9242 Q9P (NTTY: 888-781-4262) S.00-\ - 8474 h::

HEETINA To a wolwa Fulfulde laabi wallinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin
(TTY: 888-781-4262) quunnamaa.

YBATA! AkLio B pO3MOBASiETE YKPAIHCHKOKO MOBOIO, AN BaC 4OCTYIMHI
6e3KOoLTOBHI MOCNyr1n MOBHOI NiATPMMKKU. 3aTenedoHyinTe 3a HOMEPOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge’: Diné k'ehji yanitti‘go nika bizaad bee aka’ adoowot, t'aa jiik’é,
naholg. Koji’ héine’ 800-524-9242 doodaii’ (TTY: 888-781-4262)
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