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(if different) (mm-dd-yy) 
  

–                –

–                –

–                –

I wish to be billed:
 

If chosen, complete the following  
 information and include voided check.

 

CHAND TAARA
Membership Application

Please type or print in  
black ink. Press firmly.

1.  APPLICANT’S INFORMATION

                                                

  
 

                                              

–                     –

Sex 
        M             F –                – –                –

Birth Date (mm-dd-yy)Requested Effective Date (mm-dd-yy)

2.  SPOUSE/DEPENDENT INFORMATION (Use extra paper if necessary)

–

–

Date You Became a
North Dakota Resident

3.  ELIGIBILITY

(mm-dd-yy)

Signature                                                 Date

–           –

(please attach a copy of your Health Coverage Tax Credit (HCTC) 
candidate letter)

(please attach Certificate(s) of Coverage or other 
documentation from your previous health insurance company)

5.  PREMIUM PAYMENT

5B. Payment Method  

City

      
I hereby authorize my financial institution to deduct the current 
premium from my checking or savings account and remit the same to 
CHAND. This authorization is to continue in effect until revoked by 
me in writing. A 30-day notice is needed when cancelling an automatic 
withdrawal authorization. CHAND is not responsible for overdrafts 
and fees due to insufficient funds in my account.

Signature  

Please see the back of this application for important 
billing and payment information.

This application will not be accepted without the necessary written evidence noted above.

GROUP ROLL  ________________

BPN ____________________________

DCN

29306538                           Rev. 8-09 

4.  COVERAGE INFORMATION

I am applying for:

    Yes       No      

If you choose bill direct or automatic payment withdrawal, your 
application will not be processed unless full initial premium 

has been submitted with the application.

Make check payable to CHAND. 
Mail your application and premium to: 

Comprehensive Health Association of North Dakota 
PO Box 6005, Fargo, ND 58108-9952 

5A. Initial Premium



(first, m.i., last name) (mm-dd-yy)

(mm-dd-yy)            
 

  Yes No

Other Health Benefit Plan

  Yes No 
(first, m.i., last name) (mm-dd-yy)

(mm-dd-yy)            
 

Prior Comprehensive Health Association of North Dakota Coverage (CHAND)

  Yes No If yes, when?  

8.  SIGNATURE(S) (This form must be signed and dated)

X  X  
                    Parent’s Signature (if Applicant is under age 18)            Date SignedApplicant’s Signature                                          Date Signed                   

Previous Health Benefit Plan (You may not complete this application if it has been more than 63 days since your qualifying previous 
                    health insurance coverage terminated.)

–             –

Workers’ Compensation/No-Fault

–                  –

7.  OTHER COVERAGE INFORMATION (Attach Certificate(s) of Coverage or other documentation from your previous health   

insurance company. Failure to provide documentation may affect your ability to qualify as an eligible CHAND TAARA individual.)

    Yes        No  
    Yes        No

(mm-dd-yy)                     

(mm-dd-yy)            
–        –

(mm-dd-yy)            
–        –

Medical Assistance - State of North Dakota (Medicaid)
     Yes        No If yes, STOP! You are not eligible to complete a  
   CHAND application while you are enrolled in the state of North Dakota’s Medical Assistance Program.
 Yes No

 (10 digits) (mm-dd-yy) (if different)
 
Medicare
     Yes       No If yes, STOP! You are not eligible to complete a CHAND TAARA application while you are   
 covered by Medicare.

–        – –        –

–        –

–        –

–        –

–        –

6.  TAARA QUALIFIED INDIVIDUAL (If applicant is not the qualified individual.)

(if different) (mm-dd-yy)

–            ––          –

ORIGINAL - Lead Carrier                                                                                                  COPY - Agent and Applicant                                                                                                     

.$–            –  
(please print)

–            –  



If you have questions or require assistance when completing this 
application, please contact any licensed agent who sells health 

insurance in North Dakota or our office listed below:

Comprehensive Health Association of North Dakota
4510 13th Ave. S. 
Fargo, ND 58121 

Phone: (701) 277-2271

CHAND Service 
Center Toll-Free 
(800) 737-0016

EFFECTIVE DATE
Your effective date may be:

 

IMPORTANT INFORMATION ABOUT BILLING AND PAYMENT
1.  HCTC Processing Center: 

 If you choose this option, you are responsible for sending the HCTC Processing Center 
the initial billing statement from CHAND and making timely payment to the HCTC 
Processing Center. If CHAND does not receive the full premium amount from the 
HCTC Processing Center, you may lose your coverage.

2.  Contacting the HCTC Processing Center. 

3. Rates. 

4.  Rate increases. 
immediately

 
If CHAND does not receive the full premium amount from the HCTC Processing Center, 
you may lose your coverage.

5.  Paying CHAND directly. 

If the premiums are not paid in full within 31 days after the due date, your coverage will end.


