
Questions? Call us at CDA Insurance LLC 1-800 762 8309 
 
 
Tips for completing the application: 
1. Please read everything carefully and answer all questions honestly. This 
document becomes part of your health insurance contract. 
2. Please complete all sections to the best of your ability. Remember to fill out 
the Washington Standard Health Statement. One statement per person 
applying for coverage. This may not be required, please refer to the 
Standard Health Questionnaire for who is exempt from completing the 
questionnaire. Please pay special attention to the Health History Section. 
 
Prior Insurance? 
Yes: 
Please make a photocopy of your health insurance card(s) or contact your 
insurance carrier and request a “Certificate of Credible Coverage.” Include 
this with your application. 
No: 
If your application is approved, when the policy is sent to you, there will be a 
form that will need to be a 9 month waiting period on pre-existing conditions. 
There is a 12 month waiting period for Transplants. 
 
Payment: 
The payment options are monthly bank draft or direct bill. 
Monthly Bank Draft: 
Please complete Authorization section carefully and attach a voided check. 
Direct Bill: 
Simply check the Direct Bill, and you are done. 
 
Final check list before mailing: 
- All sections completed? 
- Copy of Insurance Card or Certificate of Credible Coverage 
- Proof of Residency (Valid Washington Drivers License or ID card, Voter 
registration card or current utility bill in your name, including address 
- Signed and Dated 
- Voided check if selecting the automated monthly withdrawal 
 
Send Completed Application to: 
CDA Insurance LLC 
P0 Box 26540 
Eugene, 0regon 97402 
 
Premera Washington Application 
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Section  10 – PRIOR OR CURRENT COVERAGE

If you have prior creditable coverage, we will waive or credit the nine-month waiting period. To help us determine if you qualify for shortening the  
pre-existing condition waiting period, please complete the following. Application must be received within 63 days of prior coverage ending for consideration 
of waiting period credit.
Attach your Certificate of Coverage from your current or prior carrier. 
If you do not have a Certificate of Coverage, you may provide other documentation which demonstrates prior coverage beginning and ending dates. 
This documentation may be sent in separate from the application, but should be provided within 60 days of the effective date.
Name of carrier (insurance company): ___________________________________________________ Phone #: (_____)__________________________
Name of subscriber (contract holder) and ID#: ____________________________________________________________________________________
Names of all enrollees on prior coverage: _______________________________________________________________________________________
Date coverage began: _____________________________________________________________ Date coverage ended:_ ___________________ 
Deductible amount: $____________ per individual per year. Deductible amount: $____________ per family per year.

ÿ  Type of coverage:  r Individual       r Group       r Healthy Options       r Basic Health Plan       r WSHIP     
ÿ  Type of benefits (check all that apply):  r Medical      r Hospital Only      r Accident Only      r Prescription Drug      r Dental      r Vision

Do you intend to continue this other coverage if you are accepted by Premera?  r Yes  r No  (If no, remember to contact your insurance company to 
cancel, including our corporate affiliates.)

Section 11 – SIGNATURES

I hereby apply for enrollment with Premera for myself and family members listed on this application for coverage under the Individual Contract 
indicated on this form. I understand I will have the right to examine and return the Contract within 10 days of its delivery to me. I certify that:
a)	 I have read this form, and I have supplied all of the required information on this form.
b)	 I have received and read a product information packet containing plan summaries and understand that a complete list of 	
	 exclusions and limitations is detailed in the Contract. If there is a conflict, the terms of the Contract prevail.
c)	 I have read and agree to all the Basic Terms of Enrollment listed in Section 9.
d)	 I have read the Notice of Information Use and Disclosure.
e)	 In applying for enrollment as indicated on this application, I declare that to the best of my knowledge, all of the information on all 	
	 forms necessary for enrollment is true and complete, and that all of the persons for whom I am requesting enrollment are eligible for 	
	 coverage. I understand that if I have made intentionally false or misleading statements or answers on behalf of myself or any family 	
	 members, that all entitlements to benefits are void and this Contract may be cancelled or modified retroactively to its effective date. I  
	 further understand that it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the  
	 purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

If one or more family members is not accepted for coverage, I authorize Premera to enroll those who are eligible in the plan 

I have selected.            r Yes         r No 

X                                                                                                 /        /                     X                                                                     /        /
    Signature of Primary Applicant (Parent/Legal Guardian)           Date of Signature            Signature of Spouse                                   Date of Signature  

	 Approved applications postmarked or received by the 5th day of the month will be effective on the 15th of that month. A prorated 	
	 subscription charge will apply for the partial month of coverage. Approved applications postmarked or received by the 20th day of 	
	 the month will be effective on the first day of the following month.  

	 To select a later effective date, please indicate here (no more than 60 days after the receipt day, and must be the 1st or 15th of the 	
	 month):  ________________________.

DO NOT SEND PAYMENT WITH THIS APPLICATION.

Completion of this section BY THE AGENT is required if the agent wishes to be considered as agent of record for applicant. All agent 
information must be provided below to ensure credit/commission for the application.

Agency Name (If applicable):___________________________________________________________________________________

Agent Name (Please Print): ____________________________________________________________________________________

Agent Address: _ ___________________________________________________________________________________________

Agent Telephone Number: _ _________________________________  Agent e-mail Address: _ ________________________________

Agent Signature: _________________________________________  Premera Agent Number: ________________________________

Please Note: Agents who do not have a current appointment with Premera Blue Cross are not authorized to offer Premera Blue Cross products.

Dann Loewenthal

PO Box 26540, Eugene, OR 97402

1.800.762.8309                                                  dann@msawashington.com
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