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Employee Enroliment Application Aunthem,,

Employeetlect for 1-50 Employee Small Groups - Phactass ;
California

Health care plans affarad iy Anthem Blue Crass. Instrance [dans offared hy Antham Blue Cross kife and Health lnsurance Conpany.
You, the emplayos, must sompiate this application. You are solely rasponsibie for its acourasy and compistenass, T avaid the possitility of delay,
answer all quastions and be sure to sign and date your anplication,
Nots: Social Securily Mumbers are requirad under Contars for Medicare & Medicaid (6MS) reguiations.
Submit application to:  Small Group Servines
Antham Blue Crass
P0 Bex 9062
Oxnard, CA 93031-0062 =
antham.comles Broup na. {If kiawi)
3,4,0/2,6,7

acl inks anl

Please complate in biug ot bl

Eniplay

First nams 'Ml Social Socurly no." {required)
T T T T T I Y O I

lome address — Street and 70 Box If applicable

I S T Y N N s O O S s O [ O B T OO [ I
| Gity Stats | ZIP gode

N A S S N Y Y S O O | S T W Y ! O [ | [ |
Marlial status Primaty phong na. Number of dapendents

ISingle  [ttarried  [JDomestic Partnor _ | . ] o .

P N T S U O O T O O

Tmployae email addvess

A T Y O A A S (N O e O A e s s S O I

A Employer name
IR\ E\R S 1\DyE) (PIEIRISIOININE Ly (8 BRIV

{Empiuyer slieel address

3(619;0;) (GIENT AL AVIEYNUIE) ¢ ¥12)050) 4 v g g b gl
iy State | ZiP code
(RUGVIERS UDIE oy g bt 1 1SAI%i21598
Employment status Oceupatian Hire date (MM/DD/YYYY) Na. of hours wotled per vieek
gl time  Clparttime (] Disabled b b e

Language choice {aptional); C1english  ISpanish  Clchinese IKorean [lVisinamess [JTegalog  [l0ther ~ pleass specliy:

Do yau jead and write English?
Yes T3 110, the translator must slgn and submit a Staterment of Accolimtaniiity

Section.B: “Application Typé .

Salect onz

Salect quailfying avent

W Naw enrollment
Clieft amaloyinent

1 Redyction in houes

[T opan ensollmant

[Tramily aoditlon  Pventdate: | o | [ 1 | [Loss of depondent child status {Iblveroe or legal separation
(] coBRa [ tevered empioyes's Madicare shiftlement (D neaih

[Jgal-c08RA

Cal-COBRA aplicants must subinif first month's pramiun,

flote: For Bal-BOBRA/CORIA annfisants; Effective date of qualifying avant: | [

*Anthern Blue Gross is roquired by the internal Revenus Serviog to golloct ihis information.

Tio etz anda aritiua mi[m B3 Bress Ltz and Hashi lnsurercs Rampasy. Snither Qe Cross e Ut rstanzsie of s Uit ol 5B1cin'a, sathznciia Cews, Jahem Bz G Miaeod lisdih Baten Cagganyaad
anlhn L Fstsasce Rosaany 91 i peaisatiscsetz of tho Fea frass Asseolriion, ANELs aregistened b ok of Al etance Curepai'as, In. [la B Goss pera 23 kol 2reregilarzil wans ol I &z oz Ascoshillza
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Social Security i,
HEEEENE

Section & ‘Gthier Grawp Covetage -

Are yau or anyoue applving far coverage currantly eligible for Medicars?  [Yes Clo

i T e
if yas, gl name:

Medicare Il no, Part A effestive date | Peit 8 sifective dalz Madicare eligitility reason (checic all hat apply)
b b o b [Ehee Doisaviliy CIEsRo:Onsetdare
Medicare Part R [0 no, Medicare Pari D Carrier Part D effective date
[ i
Y Y A O

Is anyane applying far novarags cavered by alher health, desital, or vision coverage? [lves [vo
It yas ta any of thesa questions, pleass provide the follawing:

. Caverage
Naiie of person covered Type (cheelc all _ Dates
(Last name, first, f.L) (checkone) | thatapply) | Carrlername | Carrler phone no.|  Policy I no. (if applicable)
Elitvidual | ClHealth St 1 4 1

Caroup CJ0eatal

Cliedicare | Visian 2111 I RO

Llindwidyal | Heaith Stirt: [
1 Giaup [ Gental — B

L Madicare | ClVision 51K I S

Seetion F: Waiver/DecHning Coverage = Prodf of Gaverage Wil be raquired . -

Medical coverage daclined for - check all thatapply: ~ ClMyself U Spouse/Damestic Partner (] Dependentés)
Benta) coverage declingd for - chack all that apply: [Myself [ Spouse/Damestic Pariner [ Dependent(s)
Vislen coverage deciined for - checle all that apply: Clniyseld  TISpouse/Damestic Pertner [Tl Dependent(s)
“Life coverage doclinad for Cndyselt

fason 1oy declining coverage — check all that apply: 1 Covered by Spause’s/Nomestic Pariner's group coverage
Clenralled in other insurance —
Flease provids company name and plan:
[IEnrailed in Individual coverage
L1 8potise/Domestic Partner covered by smployer's group medical Coverage
U Medicareedicaid/VA
Ll other —please explaii:
[INo coverags

Gt of dependents ta he waived:

 acknawledge that the available caverages have beeq explainad ta e by my employer and [ know that } have every right to apply for coverage. | have baen
given the chanca to apply for this coverage and | have decided nat to eiroll myself and/or ny dependent(s), If any, | have made this decisfon voluntarily,

and no ane has tried to influence me or put any presstire an s o waive coverage. BY WAIVING THIS GROUP MIEDICAL COVERAGE (UNLESS EMPLOYEE AND/0R
DEPENBENTS HAVE GROUP MEDICAL COVERAGE FLSEWHERE) | ACKNOWLEDSE TIAT MY DEPENDENTS AND [ MAY HAVE TQ WAIT UP TO TWELVE (12) MONTHS TO8E
ENROLLED INTHIS GROUP'S MEDICAL AND/OR GROUP LIFE INSURANCE PLAN UNLESS | QUALIFY FOR A SPRGIAL OPEM ENROLLMEAT,

Spesial Open Encollment

i you declined anraliment far yourseif or your dependent(s) (neluding a spouse/donesti partner), you may be able to enrall yourse!f or your depeiident(s)in
this health henefit plan or change hiealth henedl plats as & result of certain triggoring evants, ineluding: (1) you or your depandant loses mininum essential
coverags; {2) you gain or hacome a dependent; (3) you era mandated to be coverad as a dependent pursuant to a valid state or federal court ordar; (1) you have
heex veleased from incarceration; () yuur heaith coverage issuer substantially violated a matarial provision of the hoalth coverage contract; {6) vou galts acesss
ta niew health benefit plansas a result of a permanent move; (7) you were receiving services fom a centracting provider under anather fiealth banefit plan,

for ong of the coiitfons described in Section 1373.96(c) of the Heelth and Sefety Code and that provider is ne longer participating in the health heuofit plan;
{8) yau are & memher of the rasorve foress of tha United Siates wilitary or a member of the Callfarnia National Guard, and reiurning from active dutyservice;
ar (9) you demionsteate to Uie depariment that you did nat envoll in a lizalth henefit plan during the immediately preceding enraliment pariod besause you wers
misinforied that yaa were covered under ninfmum essential covarage. You nust request special enrolimant within 60 days from the date of the triggering
evant to bo able to onvoll yourself or your dependent{s) in this health haneiil nlan or change heaith beneit plans as a vesult of a gualifying triggering event,

“F hereby certiiy that | have been given the appartunity to apply for the avaitable group lifc benaflts offerad by my amplayer, the benefits have been
explaived to nie, and | andfar my dependent(s) deciine to participate. Weither | nar iny depanani(s were induced or prassured by my employer, ageit,
or life carrler, into daclining this covarage, but olected o tuy {our) awr: accuitl to decfhie coverage, | undsrstand that if | wish to apply fer such coverags
in thie future, | may be required to provid evidense of insirability at my expense. Pleasa examlie your optons carefully befors waiving this covarage.

Sign hera anly if you are declining covarage, 7 )
Saatere of el st e b (IO
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