Jm_  EmployeeBect for 2-50 Member Small Groups
em VAYM  Health care plans offerad by Anthem Blue Cross
: Blue Gm; Insurance plans offered oy Anthem Blue Cross Life and
Health Insurance Company
Pleass complste using black ink/type, seal the inside pages for privacy and return to your Group Administrator. Yoy, the employes,

must complete tis application. You are solely respansible for its accuracy and completensss. To avoid the possibility of defay, Group e
Dlease answer all quiestions and be stire to sign and date your application.

anthem.com/ca

1a. Medical Coverage - please ask your employer which Medical options are available hefore checking your selection:

O3 Premier PPO $1.0 Copay® O Solution 2500 pro™ O3 Lumencs HSAZ000(100/707* T3 HMO $10100%" "3 Lumenos HSAT500 L0077 0 IF D, be sure to provide
O3 Premier PPO $20 Copay™ [ Solution 3500 PPO** O3 Lumenos HSA 300001004705 T3 HMO $25 100%* * 7 Advantage PPO $25 Copay™ physician rumber in section 3
O3 Premier PO $30 Copay* O Solution 5000 pPo* O3 Lumenos HSAROOD (10070 O3 Classic $20 HMOD* * O Saver PO
[ PPO $20 Copay™ O Elenents Hospital Preferred™* O3 Lmenos HSALS00CB0/A01 L Classic $30 HM0* * 1 Basic o0 ** “offered by Anthem Bl Gross
3 PO $30 Copay* [ Elements Hospital Aus* O3 Lumenos HSAZ500 (B0/50)* T Classic $40 HMO* 3 PP0 2400 (HSACompatible)* -
. - " : . - affered by Anthem Efue fross
3 PO $40 Copay [ Elements Hospital O MmenusHSASEDU (8007 O3 Saver §20 HMD 3 PP 3500 (HSACompatile) life and HESIIHJ:'HSUIEHEE Compary
O3 PP §25 Copay GenRy™ O3 Lumenog HIA Plus 750™* [ High Deducsible ER0* O3 Saver §30 HM0* 3 Lumenag HIA Plus 3000*
O3 PRO $35 Copay GenRy™ O Lumenog HIA Plus 500** O3 Saver §40 k0" " 3 Powier HealthFund 750"
O PPO §45 Copay GenRx™  fFdirected by your employer, Anthem Bue Cross Life and Healthwil £ Select 25 MO + O3 Power HealthFund 500** O Other:
facilitate the opening of & Health Savings Account In your name. O3 Select $35 HMO* + Plans may nothe available atrengwal or for new groups beginning in 2010,
1h. Dental Coverage - please ask your employer which Dental options are availahle hefore checking your selection:
[ Dental Blug Silver 100-80* 3 High Option PPO** O Dental Nat* O Other
3 Dental Blug Silver Plus 100-80* 3 Stendard Option PPO**
[ Dentdl Blua Gold 100-80* [ Basic Option PPO**
For ahove Dental Net plar, pou st
7 Dental Bue Gold Plus 100-80 St o T oo ‘I’:":“D“t"’ﬁ P”;}“ff" Coverige
7 Dental S Platinum 100-80** Al )
D37 Dental Bue Platinum Mus 10080 | O Dental Saver SelectiMO*- You must select a

Dental Office Number (o the feft)

*offered by Anthem Blue Cross  **offered by Anthem B Cross Life and Health Insurance Company

1c. Vision Coverage - please check with your employer to make sure these options are available before selecting:
O Blue View R O flue View Plug offered by Antheim Blus Cross Life and Health Instrance Company

1d. Life Coverage - please check with your employer to make sure these options are available before selecting:

Optional Dependent Lifa Insurance (only if offered by your emplayer) Supplemental Life Insurence {n addition to Term Ufe, iFitis offeredy O3 Yes O Mo
O3 $10,000/81,000 ($20. 004 spouse/chitt 8 marths-26 yrs; 81000 fess than 6 menths) Amount: CJ$15,000 D3 $25000 3850000 O3 §100,000
O3 $5,000/8500 155,600 spouse/ehitd 8 months-28 yrs; 8500 fess Ban 8 moplhs) offered by Anthem Blue Crass Life and Heatth Insurance Company
2. Please provide the following envaliment information (must be completed by the employee):
O3 New group enrollment O Newnire O COBRA GOBRA/CAHCOBRA Fifective Date:
I Family acdition O Change of coverage O Ca-COBRA |
O3 Late envoliment O Other: (CaHCOBRA appiicants must submit frst month’s premium)
Last Name First Name Ml Social Security or 1D No.
Home Adcress (P.0. Box ot acceptabie uniess rural P.0. Box) At No. | Marftal Status Spouse/0P Social Security or 10 No.

O single O Married
O Domestic Partner (OF)

Gty State | ZIP Code No. of Dependents Home Phane No.
including Spouse/DP ( )
Employer Name OccLpation/Jof Title Business Phone No.
{ )
Hire Date O Part tine salary (Required) # of Hours Worked per Week
O fulltine 4 O Hourly O Weekly OJ Monthly
Life Insurance Benaficiary - Zast Mame First M{ o |Relationship

. CASMEEAPP Rev. 10/10 MCAFR1167CEN 10/10 01




Social Security iJr D No, | Spouss/DP Somla\ Securitylor 1D No.
| | I [ [ | I [

3. Please tell us about yourself and your eligible envolling dependents:

Eligible dependents inclids an employee's [awful spouse, o domestic partner, and the envolled employee's, spause’s or domestic partner's natural child, stepchild, legelly adopted child, or child far whom the employee,
spause or domestic partner hes been appuinted permanent lagal guardien by a final court decres or order, up to the child's 261h birthday. Unmarried children aga 26 and aver may be covered, & specified by the plan
certificate or evicence of coverage. Written proof of refationship may be required for certain enrollments. For example, an existing subscriber whois initially enrolling a dependent spouse or domestic parter must provide
acapy of a Marriage Cartificate, Daclaration of Domastic Partnership or equivalent document. For enroliment of an adapted child, legal evidence of adoption (or intant to adapt}is required.
[T spouse's ast name s different than yours, is he/she 8 domestic partner? O Yes O Ko
FAMILY ADDITION:  Date of marriage or domestic partnership declaration: 1 | ¢ [ 4 | Dateofadoption: L1 | 1 | 1 |
£| i = PimayCare | = o
e Last Name First Name w2 2| B"g‘:at" ver | 3 Physician No. EE
= | = : y & or 3-ligit 28
Medical Group/IPA No.
O Male O ves O Yes
O Female O fo O
O Male O ves O Yes
O Female O o O Ho
O Sm O ves O Yes
O Daughter O o O Ho
O S O ves O Yes
O Daughter O o O Ho
O Sm O ves O Yes
O Daughter O o O Ho
O S O ves O Yes
O Daughter O o O Ho

Note: Any enrolling dependent(sh who do not live at the address listed in Saction 2 on previous pege, please provide thelr addresstes) on a separate piece of paper

4. Please complete if you want to decline coverage for yourself and/or any eligible dependents:

Type of Coverage: Declined for: Reason for declining:  (proof of coverage may be required)
Mecicl Osef O Childiren) O3 Covered by spouse's/domestic partner's spansored graup plan;
Gl O SpousesDP Carrier name: 0%
: Osef O Childiren) O Covered by Individual Policy,
Oental coverage (if offered) O Spouse/P Carler name: 04
y | Osef O ohitdren) 03 Covered by Tricere
Vision coverage (f offered) O Spuselp 1 Covered by Medicers 3 MeciCal
st Claien O3 Enrolled inany ather instrance plen;
; - B (idyren Carrier name: 0#:
Life coverage (if offered) O Spouse/0P O] oiter

| acknowladge that the available coverages have been explained tome by my employar and | know that | rave every right to apply for coverage. | have been given the chance to apply for this coverage and | have cecided not o enroll
myself andfor my dependentts), if any. | have made this deeision voluntarily, and no one hag tried to influence me o put any pressUre an me to deeline coverage, BY DECLINING THIS GROUP MEDICAL CONERAGE (INLESS EMPLOYEE
AND/OR DEPENCENTS HAVE GROUP MEDICAL COYERARE ELSEWHERE) | ACKNOWLEDGE THAT MY DEPENDENTS AND | MAY HAYE TOWAIT UPTO TWWELYE (12) MONTHS TO BE ENROLLED IN'THIS GROUP S MEDICAL AND/CR GROLP LIFE
NSUIRANCE PLAN, as well as a stemonth pre-esting condifion exclusion UNLESS ENTITLED T A SPECIAL ENROLLMENT PERIND DUE TO CERTAIN CHANGED CIRCUMSTANCES (EG., ACQUISITION OF & DEPENDENT OR LOSS OF OTHER
COVERAGE THROUGH A DEPENDENT. The twaive (12) month waiwill nat apply if: (1) | certify at the tima of initial enrallment that the coverage under anather empoyer health benefit plan, a stete child health instrance program, or @
stale Medicaid plan was the raason for dechining enraliment and | lose coverage under that employer hezlth bensfit plan, a state child haalth insurance program, or astate Medicaid plan; (2) my employer offers multiple health benafit
plans and | elected a different plan during an apen enrallment period; (3} & court orders that | provide coverage under this plan for a spouse or minor child or (41if I have & new dependent as & result of merriaga, birth, adopfion or
placement for adaption, they may be able to be errollad If enraliment is requested within 31 days after the marriage, birth, adoption or placement for adaption,

If 1 declined enrallment for myself andfor my dependentts) tineluding my spousesdomestic partrer) because of other healthinsurance o group health plan coverage except covarage nder a state child heglth insurerce progrem, or
state Medicaid plan, | must request enollment within 31 deys after the other coverage ends {or after the employer staps contributing towerd the other coverage)

If 1 declined! envallment for myself andfor my dependent(s) tincluding my spouse/domestic partner) bacause of coverage under a state child health insurance pragram, or a state Medicaid plan, | must reguest enrollment for this group
coverage within 60 days: (a) after the date my coverage Lnder any of these plans ends; or () after the date | become eligible for state premium assistance for group coverage

Please examing your options carefully before ceclining this coverage. You should be aware that companies selling individual health insurance typically require a review of your medical history that could result in
Date (Month/Bay/Year)

a higher premium or you could be denied coverage entirely. X
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Sacial Securtty or 10 No.

5. Health Questionnaire for Groups Enrolling 1-10 Employees - this confidential infermation will not be seen or given to your employer

Groups with 11-60 Enrolling Employses: Do not complete this section. Please skip to Section 54,

All questions must be answered “Yes” or “No'.
INCOMPLETE APPLICATIONS WILL BE RETURNED 70 YOU FOR COMPLETION WHICH MAY DELAY THE EFFECTIVE DATE OF YOUR COVERAGE

the following conditions?
1 Heart attack heart murmur, strake, chest pain, high blood presstre, anemia, varicose veins, or any ather disarder of the heart,

4 D\surderuf hekxdneys flaod or alumin, hyrmdg\ands diabetes, venereal disease or any related eyemsurders urmarysystems
male or female organs, or menstrual dysfunctian?..... e B
5. Tuberculusis, asthma, hay fever, adanoids, plaurisy or any other disorter of the lungs or respiratory system?,

[T epileptic, date of last seizure; / /

10, Has any person to be cavered hat or bean told that thay had animmune deficiency disorder, AIDS, or AID Svelated compley,

I7 yes, Due Date: / [

flond, bland vessels, NYDRMPRIIA OF AEHOSCIEIOSIST. ..ottt e e e e e e e
2. Ulear, coliis, gall stang, hernia or any other disorder of the stamach, intastings, rectum, Gal BIAGHEE, 0 VAT ..o s

6. Epilepsy, fainting spalls, mental or nervous condition, paralysis or any GIsorder of the Drain O NEVOUS SYSTEMY. . .ooo...voo oo

1. Bean treated for alcoholism or other drug ar substance abuse or been advised t0 seek reatment for TR SAMBY ..o o et
B Arthritis, meumatic Tever, back frouble, or any ather disorder of the oINS, MUSTIBS, OF DONEST ..o e oot e
9. Any physical deformity or defact? Any serfous bodily injury, fracture, concussion, burm, &ndfor CONGENTEET PIODIEMST ..o oo

11, Within the last 12 months, taken medicing s prescribed by a physician or ofer RN PRACTTIONAIT ..o oottt
B B e T —_—

0. Ifyou are a male listed on this application, are you expecting a child with anyone, even if the mather is not listed on this AERICAIONT ...
13, Does anyane listed on this applcation USE BDAECO PIOTUCTT. ..ov. oo e e et e e e e

Has any person listed on this application ever had, consulted for, sought treatment, had treatment recommended, received treatment, been surgically treated or been hospitalized for any of

O Yes O Ko
O Yes O Ko
. O Yes O Ko

e O Yes I o
. O Yes O Ko
O Yes O Ko

[ Yes O Ko
O Yes O Ko
O Yes O Ko

O Yes O Ko
O Yes O Ko
O Yes O Ko

[ Yes O Ko
O Yes O Ko

if you answer “Yes” to aff or part of above questions 1-12h, please complete the foflowing (Insert adaitional sheets if necessary):

Ouestion #  Name of patient
Condition treated

Dates of treatment: Start

End

Treatment rendered

check here if still under treatment O3

Medication and dosage taken

Question#  Name of patient
Condition treated

Dates of treatment: Start

End

Treatment rendered

check here if still under treatment O3

Medication and dosage taken

Dates taken: Start End Dates taken: Start End

check here if st taking O chack here if still teking O
Ouestion #  Name of patient Question#  Name of patient
Condition treated Condition treated

Dates of treatment; Start

End

Treatment rendered

check here if still under treatment O3

Medication and dosage taken

Dates taken: Start

End

check hare if stil taking O

Dates of treatment: Start

End

Treatment rendered

check here if still under treatment O3

Medication and dosage taken

Dates taken: Start

End

chack here if still teking O
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Social Security or 1D No.

3A. Health Questionnaire for Groups Enroliing 11-50 Employees - this confidential information will not be seen or given to your employer

Greups with 1-10 Enrolling Employees: Do not complete this section; you are emly required to complete the previous section.

Has any person listed on this application:

1. Everhad, consulted for, had treatment rendered, been advised to have treatment, or received treatment or been hospitalized for any
of the following conditions:

Carciovascular disease or heart attack; stroke; disorder of the kidney, stomach, intestines or liver; musculoskeletal conditions;
mental o nervous condition: central nervas system disarders; diabetes:; any disorder of the lungs or respiratory systen,

cancer or immune teficiency disorder, AIDS, or AIDS-related complex, not including the resuits of HIVEBSINGT e ] VB8 N
2. During the last 24 manths, had surgery ar been confined in any hospital, sanitarium, convalescent facility

or specialized care faclity or had medical expenses MAre A0 BT D00, .. oottt s st 1 125 N0
3 Within the [ast 12 months, taken medicine as prescribed by & physician or other Realth DIACTHIONETT .o ] 188 N
44 15 any Tamale T0 D8 COVETal CUTENLY DEBENANET ...t L 188 L N0

I7 yes, Due Date: / /

. If yau are a male listed on this application, are you expecting a child with anyane, even if the mather is not isted on this AIPHCATIONT oo 1 Y88 3 MO
5. Does anyane listed on his applicaion USE TONACCD PIOBUCLST oo s s 185 1 N0

ff you answer “Yes” to af or part of the above questions 1-4h, please complete the following tinsert additional sheefs if necessary:

Question#  Nama of patient (uestion#  Name of patient

Condition treated

Dates of reatment: Start

A

Treatment rendered

check here it still under freatment O

Metication and dosage taken

Dates taken: Start

A

check here if still taking O

Condition treated

lates of treatment: Start

End

Treatment rendered

check here if still under reatment O

Medication and dosage taken

Dates taken: Start

End

theck hera if till teking O

Question 4 Nama of patient

Condition treated

Dates of reatment: Start

A

Treatment rendered

check here it still under freatment O

Mecication and tosage faken

Dates taken: Start

End

check here If still taking O

(uestion# — Name of patient

Condition treated

Oates of treatment: Start

End

Treatment rendered

check here if still under reatment O

Medication and dosage taken

Dates taken: Start

End

check here if still taking O
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