
Blue Cross and Blue Shield of Louisiana
HMO Louisiana 

SPECIAL ENROLLMENT FORM
Individual Off-Exchange

This form is to be completed and submitted with the individual application when applying within 60 days of a qualifying event.
This form is not needed if applying during the annual open enrollment period.

01MK5660 R01/20          Blue Cross and Blue Shield of Louisiana is incorporated as Louisiana Health Service & Indemnity Company.  HMO Louisiana, Inc. is a subsidiary of Blue Cross and Blue Shield of Louisiana.
        Both companies are independent licensees of the Blue Cross and Blue Shield Association. 

Please note:  All individual policies renew on January 1st of each year.

Complete the following information:

   SECTION A:  Individual Applying for Coverage:
 NAME: TELEPHONE:

ADDRESS:

CITY: STATE: ZIP:

   SECTION B:  Qualifying Events (Select the applicable event)

In order to buy an insurance plan outside of the annual open enrollment period, you must have a qualifying life event.  Application must be received by BCBSLA within 60 days of the 
qualifying event. Qualifying life events that create a special enrollment period include:

□ Marriage (Attach copy of marriage certifi cate and certifi cate of coverage from prior carrier)      Date of Marriage:  

□ Date of Birth: (Attach copy of birth certifi cate or correspondence from hospital confi rming date of birth)

□ Adoption, Placement for Adoption or Provisional Custody (attach Legal Papers)   Date of Adoption, Placement for Adoption or Provisional Custody:  

□ Individual plan renewing outside open enrollment (Grandfathered policies only) 

 Policy Number  Insurance Company  Renewal Date

□ Loss of Minimum Essential Coverage on another health plan* (Attach certifi cate of coverage from prior carrier)
□ Death □ Divorce (attach legal papers) □ Loss of dependent status
□ Loss of dependent status due to age 26 □ Incarceration Release
□ Moved to a different selling area (attach proof of previous address)
□ Health plan stopped offering benefi ts

 Insurance Company  Term Date Policy Number

Other reason for losing coverage (Required)

□ Loss of affordable employer-sponsored coverage** (Attach certifi cate of coverage from prior carrier)

 Insurance Company  Term Date Policy Number

Other reason for losing coverage (Required)

 Date of Event

*No special enrollment period is available if loss of coverage is due to: termination of employment due to gross misconduct, failure to pay premiums on a timely basis, failure
to pay COBRA premiums once COBRA is elected, or voluntary withdrawal from minimum essential health coverage.

**If your employer terminates employer contributions or coverage no longer meets the affordability requirements of federal law.

– Over –
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□      Exhaustion of COBRA Continuation Coverage*** (Attach COBRA termination/exhaustion letter)

 Insurance Company  COBRA Term Date Policy Number

Reason for losing coverage (Required)

 COBRA Effective Date

□      Other  

 Insurance Company  Term Date Policy Number

***If COBRA was elected

If you have not experienced one of the qualifying life events listed on this special enrollment form, you must wait until the next annual open enrollment period to 
purchase insurance.  You may also contact the Healthcare Marketplace at 800/318-2596 to determine eligibility for coverage on the federal healthcare exchange.

I have had full opportunity to read and consider the contents of this form.  By signing this form, I am attesting that the statements I’ve made are true to the best of my knowledge and 
that I am making a request for a special enrollment based on the circumstances described above.

- Fraud Statement -
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefi t or knowingly presents false information in an application for insurance is guilty of a 
crime and may be subject to fi nes and confi nement in prison.

 Relationship   Date Name



   Blue Cross and Blue Shield of Louisiana is incorporated as Louisiana Health Service & Indemnity Company. HMO Louisiana, Inc., and Southern National Life Insurance Company, Inc.,  
are subsidiaries of Blue Cross and Blue Shield of Louisiana. All three companies are independent licensees of the Blue Cross and Blue Shield Association.

Nondiscrimination Notice
Discrimination is Against the Law

Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana, Inc. and Southern National Life 
Insurance Company, Inc., does not exclude people or treat them differently on the basis of race, color, national 
origin, age, disability or sex in its health programs or activities.

Blue Cross and Blue Shield of Louisiana and its subsidiaries:  

• Provide free aids and services to people with disabilities to communicate effectively with us, such as: 
 – Qualified sign language interpreters 
 – Written information in other formats (audio, accessible electronic formats)
• Provide free language services to people whose primary language is not English, such as: 
 – Qualified interpreters 
 – Information written in other languages

If you need these services, you can call the Customer Service number on the back of your ID card or email 
MeaningfulAccessLanguageTranslation@bcbsla.com.  If you are hearing impaired call 1-800-711-5519 (TTY 711). 

If you believe that Blue Cross, one of its subsidiaries or your employer-insured health plan has failed to provide 
these services or discriminated in another way on the basis of race, color, national origin, age, disability or sex, you 
have the right to take the following steps; 

1.  If you are fully insured through Blue Cross, file a grievance with Blue Cross by mail, fax, or email.  
 
 Section 1557 Coordinator      
 P. O. Box 98012     
 Baton Rouge, LA 70898-9012   
 225-298-7238  or 1-800-711-5519 (TTY 711)  

 Fax: 225-298-7240 
 Email: Section1557Coordinator@bcbsla.com   

 2.   If your employer owns your health plan and Blue Cross administers the plan, contact your employer  
or your company’s Human Resources Department.  To determine if your plan is fully insured by Blue  
Cross or owned by your employer, go to www.bcbsla.com/checkmyplan.

Whether Blue Cross or your employer owns your plan, you can file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for Civil Rights 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) 

 Or

 Electronically through the Office for Civil Rights Complaint Portal, available at  
 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.  Complaint forms are available at  
 http://www.hhs.gov/ocr/office/file/index.html.
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Blue Cross and Blue Shield of Louisiana
HMO Louisiana  
Southern National Life



NOTICE




