Anthem Blue Cross Enrollment Form Anthem

Please return the completed enroliment form to your employer.

Effective date (MM/DD/YY) | Group no.

Purpose: [XINew enroliment [JRe-hire  [IPart-time to fulltime (] Open enroliment [ Family addition [JChange [JCOBRA []Cal-COBRA

S O

Medical
Anthem Blue Cross plans: Anthem Blue Cross Life and Health Insurance Company plans:
XIHmO! []Select HMD! CJPPO (Prudent Buyer) [ CareAdvocate PPO [ Consumer Driven Health Plans:
(I Preferred HMO ! CVivity HMO! CIEPO (Prudent Buyer Exclusive) [ Select PPO (select one of the following)
(] Advantage HMO* (I Clear Value [1POS (Blue Cross Plus)! [_IBC PPO (non-California resident) CIHSAZ  CIHRA
[ Priority Select HMO* [ Elements Choice (EQ) HMO! (] Elements Choice (EQ) PPO [1BC Exclusive (non-California resident) ~ CIH.LA. Plus
[IMedicare [IBC CareAdvocate PPO (I Elements Choice (EQ) HSA
[ 0ther: (non-California resident)

1 Indicate Medical Group/IPA no. in the Employee and family information section 3.
2 Anthem will facilitate the opening of a Health Savings Account in your name, if directed by your employer.

Flexible Spending Account (FSA) — More than one plan may be selected, depending on employer offerings.
[IHealthcare FSA - [ Limited-Purpose FSA (for members enrolled in HSA plans) (] Dependent Care FSA [ Commuter Transit (] Commuter Parking
Dental

Anthem Blue Cross plans: Anthem Blue Cross Life and Health Insurance Company plans:
K] Dental Net HMQ? (I Dental Consumer Choice (I Dental Consumer Choice Voluntary (I Dental Blug PPO
[IChoice Dental [ Dental Essential Choice [ Dental Essential Choice Voluntary [1PPO Dental
(select one of the following) (I Dental Prime [IVoluntary PPO Dental [INational Dental Blue PPO
(] Dental Net HM0? (I Dental Complete (I Dental Blue Complete Incentive (I National PPO Dental
[1PPO Dental [ Dental Prime Voluntary [ Dental Choice EPO [INational Voluntary PPO Dental
0 (] Dental Complete Voluntary [ Dental Choice EPO Voluntary
Other:

3 Indicate Dental Office no. in Employee and family information section 3.

Vision XIBlue View Vision (offered by Anthem Blue Cross Life and Health Insurance Company)

Life insurance

All the coverages listed may not be offered by your employer. To elect dependent coverage, the corresponding employee coverage |Annual salary
must be selected. List all life insurance beneficiaries in the Life insurance beneficiary designation information section. $

Elected benefit Benefit amount | Elected benefit Benefit amount Elected benefit Benefit amount
(XIBasic Life (AD&D) $ (I 0ptional Life - Employee $ ] 0ptional AD&D - Employee $
[IDependent Life - Spouse ~ $ [ Optional Dependent Life - Spouse ~ § [CJ0optional AD&D - Spouse $
[1Dependent Life - Child $ [ Optional Dependent Life - Child $ [ 0ptional AD&D - Child $
[ Short Term Disahility $ [Cvoluntary Short Term Disability — $
[ILong Term Disability $ [IVoluntary Long Term Disability ~ §
Language choice (optional) [JEnglisn [ISpanish  [IChinese [Korean [10ther — please specify:
Section 2: Applicant’s personal information Social Security no. required under CMS Regulations and by the IRS.
Last name First name M., |Marital status Social Security or ID no* (required)
CSingle  [IMarried
] Domestic Partner (DP)
Mailing address Apt. no.|No. of dependents including Spouse/DP Sacial Security or ID no*
spouse (required)
City State |ZIPcode Home phane no.
Hire date/Rehire date  |Employer name Job title Class Dept.no.  |Email address
Part-time to Full-time date
(MM/DD/YY)

To be eligible as a Domestic Partner, the Subscriber and Domestic Partner must have properly filed a Declaration of Domestic Partnership with the California Secretary of State pursuant
to the California Family Code, or have properly filed an equivalent document in accordance with the laws of another jurisdiction recognizing the creation of domestic partnerships.
4 Anthem is required by the Internal Revenue Service to collect this information.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association. Medical and Dental coverage provided by Anthem Blue Cross
and/or Anthem Blue Cross Life and Health Insurance Company. Vision, Life and Disability insurance plans offered by Anthem Blue Cross Life and Health Insurance Company. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.
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Social Security or ID no.! (required)

Section 3: Employee and family information — Please list yourself and all eligible family members to be enrolled. Attach additional sheets if necessary.

Social Security i HMO & POS ONLY Dental Net
Birthdate oriDno.t Fulltime If childrenare | pa/primary Care |Current|  ONLY
Sex [Last Name First Name M.l (MM/DD/YY) (required) student age 26 0rover | prysician code | MD? |  Office no.
Emoloves ! you must check
COm [P0y (f | the appropriate OYes
OF appl}lg?ble, hoxes below CINo
I | Spouse/P non-medical | IRS Qualified Llves
OF plans) Dependent CINo
CIm [Yes [Yes [Yes
LIF CINo [CINo CINo
CIm [Yes [Yes CYes
LIF CINo CINo CINo
CIm [Yes [Yes [ Yes
LIF CINo [CINo CINo
CIm [Yes [Yes CYes
LIF CINo CINo CINo

Section 4: Declination — Please complete if any coverage is declined or refused by an eligible employee and/or their eligible dependents.

A. Medical coverage declined for: Reason for declining coverage — check one
CImyself  [CISpouse/DP [ Child(ren) (I Covered by spouse’s group coverage

B. Dental coverage declined for: Insurer name and 1D no..

CiMyself ClSpouse/0P  LIChild(ren) (I Covered by Anthem Individual policy
(I Spouse covered by employer's group medical coverage

C. Vision coverage declined for: Insurer name:
CIMyself  [ISpouse/DP  [IChild(ren) | [JEnrolled in Tricare
D. Life insurance coverage declined for: [Enrolled in any other insurance plan
CIMyself  CJSpouse/DP L Child(ren) Insurer name:
[IMedicare
[ 0ther (Explain):

| acknowledge that the available coverages have been explained to me by my employer and | know that | have every right to apply for coverage. | have been given
the chance to apply for this coverage and | have decided not to enroll myself and/or my dependent(s), if any. | have made this decision voluntarily, and no one has
tried to influence me or put any pressure on me to decline coverage. BY DECLINING THIS GROUP MEDICAL COVERAGE (UNLESS EMPLOYEE AND/OR DEPENDENTS
HAVE GROUP MEDICAL COVERAGE ELSEWHERE) | ACKNOWLEDGE THAT MY DEPENDENTS AND | MAY HAVE TO WAIT UNTIL THE NEXT OPEN ENROLLMENT PERIOD
TO BE ENROLLED IN THIS GROUP MEDICAL AND/OR GROUP LIFE INSURANCE PLAN.

Signature if declining coverage for employee/dependent(s) Date (MM/DD/YY)
X

Section 5: COBRA/Cal-COBRA coverage information — Complete only if enrolling in COBRA/Cal-COBRA.
Reason for COBRA/Cal-COBRA coverage

Federal COBRA gualifying event date Federal COBRA coverage begin date Federal COBRA coverage end date

| | (MM/DD/YY) | | (MM/DD/YY) | | (MM/DD/YY)

Cal-COBRA qualifying event date Cal-COBRA coverage begin date Cal-COBRA coverage end date

| | (MM/DD/YY) | | (MM/DD/YY) | | (MM/DD/YY)

 Section: 0t covergefor el employes nddependens— Rl qestons mstbesnswers, |

A. Do any persons on this application intend to continue other group coverage if this application is accepted? [CIYes [INo
If yes, name of person(s):
Insurance company: Policy no. Phone no.

B. Does any person applying for coverage currently have health insurance coverage? Clves [INo
Has any person applying for coverage had health insurance coverage at any time in the past six months? Clves [INo

If yes, applicant/family member name(s):
Type of continuous coverage: [1Group [Jindividual []Other:
Insurance company: Policy no. Phone no.
Date coverage began:| | Date ended: | | (MM/DD/YY)

1 Anthem is required by the Internal Revenue Service to collect this information.
GC4050 Rev. 7/18 2



Section 6: Other coverage for all enrolling employees and dependents (Continued) — All questions must be answered.

C. Does any person applying for coverage currently have dental insurance coverage?
If yes, applicant/family member name(s):

Social Security or ID no.! (required)

CIYes [CINo

Name (last, first, M.l.)

Note: If you are eligible for Medicare, Anthem may not duplicate Medicare benefits.

Part A effective date
(MM/DD/YY)

Type of continuous coverage: [1Group [JIndividual []Other: Includes orthodontia? [1Yes [INo
Insurance company: Policy no. Phane no.
Date coverage began:| | Date ended: | | (MM/DD/YY)
D. Does any person applying for coverage currently have vision insurance coverage? Clves [INo
If yes, applicant/family member name(s):
Type of continuous coverage: [1Group [JIndividual [ Other:
Insurance company: Policy no. Phone no.
Date coverage hegan:| | Date ended: | | (MM/DD/YY)
E. Isany person applying for coverage eligible for Medicare or currently receiving Medicare benefits? Clves [INo

Part B effective date
(MM/DD/YY)

Section 7: Medicare — Complete if you, your spouse or dependent child(ren) have Medicare coverage. Attach additional sheets if necessary.

Medicare claim no.

Section 8: Prior coverage for PPO and dental plans only — Attach additional sheets if necessary.

Please fill out the following information to receive proper credit for previous coverage (if immediately prior to becoming eligible for this plan, you have

a dependent child(ren) over the age of 26 who cannot get a self-sustaining job due to a physical or mental condition and was covered under any public or
private health care coverage, including MediCal or individual coverage). Note: If this section is left blank, there may be delays in the processing of claims for
these dependents. If any coverage will remain in force once your dependent(s) enroll with Anthem, leave the end date blank.

Coverage Reason for
Type (check all Date (if applicable) |ending coverage
Name (last, first, M.I.) (check one) |that apply) Insurer name Insurer phone no.  |Policy ID no. (MM/DD/YY) (if applicable)
U Individual | Health Start:
[ Group [ Dental
[IMedicare  |[]Orthodontia End:
L0
ClIndividual | Health Start:
[ Group [ Dental
[IMedicare | Orthodontia End:
L0
Ul Individual | Health Start;
CGroup [IDental
[IMedicare | Orthodontia End:

Section 9: Life insurance beneficiary designation information

Note: Dependent Life payments are always paid to the employee.
Primary Beneficiary — First to receive payment (required) If two beneficiaries are named, enter a % for each. If no % is shown, equal shares are assumed.

Name Birthdate (MM/DD/YY) | Sacial Security no. Relationship %
Street address City State ZIP code
Name Birthdate (MM/DD/YY) | Sacial Security no. Relationship %
Street address City State ZIP code

1 Anthem is required by the Internal Revenue Service to collect this information.
GC4050 Rev. 7/18 3



Social Security or ID no.! (required)

Section 10: Electronic notice — Signature required to opt-in to electronic delivery.

Member email address:
| (primary applicant) agree to receive my plan-related communications for myself and any dependents, either by email or electronically. This may include
my certificate, evidence of coverage, explanation of benefits statements, required notices or helpful information to get the most out of my plan. | agree
to provide and update Anthem with my current email address. | know that at any time | can change my mind and request a copy of these materials (or any
specific materials) by mail, by contacting Anthem. | or my enrolled dependents will update our communication preferences by going to anthem.com/ca or
calling Member Services at 1-877-242-5639.

Member signature

X

Section 11: Please read carefully — Signature required.

| attest by signing below that | have reviewed the information provided on this application and to the best of my knowledge and belief, it is true and accurate
with no omissions or misstatements.
Deduction authorization: If applicable, | authorize my employer to deduct from my wages the required subscription charges/premiums.
Non-participating provider: | understand that | am responsible for a greater portion of my medical costs when | use a non-participating provider.
HIV testing prohibited: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining
health insurance.
Effective date: The effective date of coverage is subject to Anthem approval.
COBRA/Cal-COBRA Continuation Coverage
You may continue your health care coverage by: 1) completing the remainder of this form; 2) signing your name in the blank space below; 3) paying your
Total Monthly Continuation Payment; and 4) mailing this form to Anthem, no later than sixty (60) days after the date you receive this notice. If you fail to
choose COBRA Continuation Coverage within sixty (60) days after the date you receive this notice, your qualification for coverage will end. If you do choose
COBRA Continuation Coverage, your current coverage will be continued until the earliest of the following dates:
1 The date eligibility for COBRA Continuation Coverage ends, or
2 The date you fail to make timely payments of your premium for COBRA Continuation Coverage, or
3 The date your employer discontinues coverage with Anthem, or
4 The date you become entitled to Medicare on the basis of age (65 years), or the date thirty (30) months after you become entitled to Medicare
on the basis of end stage renal disease, or
5 The date you become covered under another group health plan as a result of employment, re-employment, remarriage, or otherwise.
If, at any time during the first sixty (60) days of your COBRA Continuation Coverage, you are determined under Title Il or XVI of the United States Social
Security Act to be disabled, you may be entitled to continue coverage while you are disabled for up to 29 months from the date you first qualified for
Continuation Coverage under COBRA. Contact the Health Plan Administrator at your previous employer for full information.
The Monthly Continuation Payment is the cost of continued coverage for the month beginning on the date after the Date of Loss of Coverage. If you do
not pay your initial monthly premium within 45 days after your election of COBRA Continuation Coverage, or if payment of succeeding premiums are not
received within the 30-day grace period thereafter, your coverage will end.
Note: If you do not elect available COBRA Continuation of Medical Coverage, you will lose certain rights under federal law (HIPAA) to guaranteed issue
individual coverage.
| certify each Social Security number listed on this application is correct.
REQUIREMENT FOR BINDING ARBITRATION (Not applicable to Life and Disability coverage)
ALL DISPUTES BETWEEN YOU AND ANTHEM BLUE CROSS AND/OR ANTHEM BLUE CROSS LIFE AND HEALTH INSURANCE COMPANY (ANTHEM), INCLUDING BUT
NOT LIMITED TO DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER THE PLAN/POLICY OR ANY OTHER ISSUES RELATED TO THE PLAN/POLICY AND CLAIMS
OF MEDICAL MALPRACTICE, MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT OF SMALL CLAIMS
COURT AND THE DISPUTE CAN BE SUBMITTED TO BINDING ARBITRATION UNDER APPLICABLE FEDERAL AND STATE LAW, INCLUDING BUT NOT LIMITED TO,
THE PATIENT PROTECTION AND AFFORDABLE CARE ACT. California Health and Safety Code Section 1363.1 and Insurance Code Section 10123.19 require
specified disclosures in this regard, including the following notice: It is understood that any dispute as to medical malpractice, that is as to whether
any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will
be determined by submission to arbitration as permitted and provided by federal and California law, including but not limited to, the Patient Protection
and Affordable Care Act, and not by a lawsuit or resort to court process except as California law provides for judicial review of arbitration proceedings.
Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before a jury,
and instead are accepting the use of arbitration. YOU AND ANTHEM AGREE TO BE BOUND BY THIS ARBITRATION PROVISION. YOU ACKNOWLEDGE THAT FOR
DISPUTES THAT ARE SUBJECT TO ARBITRATION UNDER STATE OR FEDERAL LAW THE RIGHT TO A JURY TRIAL, THE RIGHT TO A BENCH TRIAL UNDER CALIFORNIA
BUSINESS AND PROFESSIONS CODE SECTION 17200, AND/OR THE RIGHT TO ASSERT AND/OR PARTICIPATE IN A CLASS ACTION ARE ALL WAIVED BY YOU.
Enforcement of this arbitration clause, including the waiver of class actions, shall be determined under the Federal Arbitration Act (“FAA”), including
the FAA’s preemptive effect on state law. By providing your “handwritten or electronic” signature below, you acknowledge that such signature is valid
and binding.
Signature (Required)
Applicant Date (MM/DD/YY)

X

Date (MM/DD/YY)

1 Anthem is required by the Internal Revenue Service to collect this information.
GC4050 Rev. 7/18 4



Get help in your language = Anthem.gg

BlueCross

Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to
get this letter written in your language. For free help, please call right away at 1-888-254-2721. (TTY/TDD: 711)

Separate from our language assistance program, we make documents available in alternate formats for members
with visual impairments. If you need a copy of this document in an alternate format, please call the Member
Services telephone number on the back of your ID card.

Arabic
Al e laddl e e Jpemad) Uiyl i€y LS L) 8 e dlae bl Lo paddy AleinV1 Lia cadaiand ol 131 3L it 028 301 8 liSay (Ja tagen
ATY/TDD:711T) 1-888-254-2721,8 )14 1558 Jhat¥) s ) dilaall sacluall e (J geasd

Armenian

NhTUALNPESNRL. Yupnnubn 1wl bp plhplpgh] wyu tudwlyp: Gek ns, Ukip Jupnn kup npudwnpty his-np
Uklht, n Yoqlh Qbq Jupnuy wyl: Ywpnn kup tul wju budwlp 2bq gpunnp nwuppbpulny npudwnpb):
Uud&wp ogunipjntt uvnwbiwnt hwdwp Jupnn Ep wthwuywn quiuquhwnpt) 1-888-254-2721
htnwjunuwhwdwnpny: (TTY/TDD: 711)

Chinese

EECE Ve fﬁiiﬂ*mﬂ%‘?ﬁﬂ% CEANE  FMBESIHR ARG - EA s DUEELUEHEE S SRS
PR © ﬁufﬁ%%i’hm% ST HH5FT1-888-254-2721 = (TTY/TDD: 711)

Farsi
Wl ael ol adled e cneored S S8 Leds el ) failes 0 B eS8 e Lo 4 | caaded pudlel oo ety ced ST Saidlesu | ael ol sy oo il ke
ol Yl (pnet R, S il 5 (e S il s ling o 8 e e
(YITDD:711TT). 0, o5 _oles 1-888-254-2721

Hindi

HETEYIUT: HAT T UE IR UG Teha §7 IO A1F, a6 §F JTIh W Ugat H Feg el & A0 Hidl &l
ITETYT F TR 2| 3T g TG 310e smor 7 At 7 o gowwe g ga #) afee Agg & @fv, o
1-888-254-2721 WX i @il | (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm
cia Iwm tus pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom
lus thiab. Txog rau kev pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

BEE .COEBEHFHFIN?ELEHBIMEEICE. AREZERETILHORIEETRTENTEET . COEB[EFE
FTRIEECEVELDEAFTILLTEET, ROBEICVFTCEIELT, EBRHIIEEFR (T TS, 1-888-254-2721
(TTY/TDD: 711)

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
CA LEP SG APP 10/16



Khmer

NENS: HHSAHGHISUERS1IS? UNDSHIGS! WilHHAGEUSIMMEIRMSNySHS ™Y
HERRHGSSuUEASE mwmmmmmmﬁmumﬁeﬁmmwmwmauggmﬁsmﬁﬁﬁﬁdm
NH‘LH‘LO‘IS’JNI?’]S&“MHEIQIO‘?DJIE 1-888-254-27214 (TTY/TDD 711)

Korean
S2: 0| MAlZ ed = oLt gjod = gl B2 2232 8 AME0| A& CL %|o+7r Ar%6+=
A E =]

o102 MOIT HAS HOM +& UL 2
(TTY/TDD: 711)

Punjabi

HI32YTs: ot 3Ht feg U39 ug Aae 37 7 &df, 3wt fen 3 ugs e 3973t vee &t fan g 9@ rae gt 3t mfee U39 &
iyt g g fafim Ifon =€t YUz 99 Aae 31 He3 Hee e, faaur 99d €95 1-888-254-2721 3 & ad| (TTY/TDD:
711)

Russian

BAXKHO. MoxeTe nn Bbl NpounTaTb aHHOE NUCbMO? Ecnun HeT, Halw cneumanuct NOMOXET BaM B 3TOM. Bbl
TakKe MOXeTe NonyvnTb JaHHOE MMCbMO Ha BalleM s3blke. [nga nonyyeHusa 6ecnnaTHOM NOMOLLM 3BOHUTE MO
Homepy 1-888-254-2721. (TTY/TDD: 711)

Spanish
IMPORTANTE: ;Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También

puede recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721.
(TTY/TDD: 711)

Tagalog
MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa

pagbasa nito. Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa
libreng tulong, mangyaring tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

mNEmaEAY: vinuausaaiuaauunsaiuiviali vnavinulianansaauaauunaaiiud
wRnsadaERinNaulvvinudele vinudvanatvildwinihadauaavunaluasnuasvinudneis
mnsavnsaNuaudalaahifienldang Tdselnsfasanviunaiay 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khéng? Néu khong chung t6i co thé bd tri nguoi giup quy vi doc
thw nay. Quy vi ciing c6 thé nhan thu nay bang ngén ngir ctia quy vi. D& dwoc gitip d& mién phi, vui long goi
ngay so 1-888-254-2721. (TTY/TDD: 711)

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free
language assistance services through interpreters and other written languages. Interested in these services? Call
the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these
services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint,
also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with
the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW;
Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online 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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