Employee application blue @ of california

Blue Shield of California and Blue Shield
of California Life & Health Insurance Company

Employee application (for 2 to 50 employees) Do not write in shaded area

O New group.enrollmem . [] New hire B/U 0ED RSN s [Toc NP PKG
[ Family addition []Re-hire []Late enroliment : : . :

[J Snecial enroliment pariod

1 Employee information (please type or print clearly, and use black ink) ir you. your spouse. or

your dependent{s] are refusing coverage, please complete and sign the Refusal of Coverage form at the end of this application.

Social Security numhber Employer {(group) name Group number

Last name First name MI
Home address Apt

City State ZIpP

Mailing address (same as home address h Apt

City State ZIpP

?Nork phon)e g—lome phor}e E-mail address

Full-time hire date (Mo./Day/Yr) | Job title Life/AD&L insurance amount

How would you prefer we contact you? Select one of the following: [ ] Email [] Standardmail Telephone: [] Home [] Waork
Blue Shield will use your preferred method when possible.

Are you a full-time employee, actively working at least 30 hours per week for this employer? [ Yes [ ] No
Are you a part-time employee working at least 20 hours per week for this employer? [] Yes [] No I no, please explain.

Date of birth Sex Marital status: [ ] Single [] Married [] Domestic partner

I\/Ionthé Day Year [ Male Language preference [] English [] Spanish [] Chinese [] Vietnamese
: § § ] Female [ Other:

Height Weight Check yes if additional sheet(s) is attached to this application [] Yes

Do you have eligible dependents? [| Yes [ ] No Howmany? _ How many are enrolling?

Are any eligible dependents not enrolling on this plan covered by any form of health insurance? [] Yes [] No
Please complete the Refusal of Coverage form included in this application for eligible dependents that are not enrolling.

2 Plan Selection

Medical benefit plans Optional benefits
Access+ HMO (15 710 (715 [J20 [J20Value [130 (125 [ 140 Local Access+ HMO (5 [10 Eneak planisFand filinnames=as Sppropriate
015 (120 [J 20Velue (130 (125 [J40 Shield Spectrum PPG [Zerc Decuctble (1750 Premier L) DentalPPOplan __
(1250 Standard []500 Premier []500 Standard  [11000 []500 Value [ 750 Value* [3000 O Dental HMOplen
(11000 Value * [J1500 Value'® [12000 Valug “* Shield Savings? []1800/3600# [J2000/4000 4 [ Vision plan
(1225074500 []0S 200074000 [13000/6000° [(J2500° [J4800° [J0S3000/6000 [0S 4300 L Life/AD&D Insuranee®
Base PPO™ []30 140 [150 Added Advantage POS [] Active Choice' [ 1750 []1500 ] Dependent Life Insurance/Amt.
Access Baja HMO (5 10 [ Other {max §5,000)

[] Other
HMO/POS Personal Physician name Pravider number IPA/MG No. Existing patient?

: ] Yes [] Mo
Dental HMO Provider name Dental Provider number (Do not use offica numbar)

Underwritten by Blue Shield of California Life & Health Insurance Company.

Shield Savings® plans are HSA-eligible high-deductible health plans.

Group term life insurance for groups of 2 to 2 eligible employees is administered and underwritten through a small group employer frust.

Shield $pectrum PPO Plan 750 Yalue, Shield Spectrum PPO Plan 1000 Yalue, Shield Spectrum PPO Plan 1500 Yalue, Shield Spectrum PPO Plan 2000 value,
Base PPO 30, Base PPO 40, Base PPO 50, Shield Savings™ 1800/3400 and Shisld Savings* 2000/4000 are pending regulatory appraval.

5 Prescription drug coverage for this plan only provides coverage for generic drugs and specifically excludes coverage for brand name prescriptions
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Applicant’s full name

Social Security number

3  Dependent Information: Access+ HMO, Local Access+ HMO, and Added Advantage POS applicants must select a Personal Physician in the
Blue Shield Access+ HML Physician and Hospital Directory. Dental HMO applicants must select a dental provider listed in the dental HMO
provider directory. You may choose a different Access+ HMO or Local Access+ HMO Personal Physician for each family member. Be sure to
include each physician’s provider number and IPA number, as well as each dental provider number. For Access Baja HMO, please see Page 1.

Dependent’s name and address if different from employee

[CJspouse [ | Domestic partner [_|Male [ _|Female

Date of marriage/domestic partnership

Social Security number Date of blrth (mm/dd/yyﬁ) Haight Weight Disabled?
: : ’ ‘ 0 : : [JYes [INo
Bt 0 . Last name MI
Enroll in: [_]Heatth plan [ ] Dental plan [_]Vision plan [ ] Life insurance
HMO/PQS Personal Physician name Provider number IPA/MG No.  Existing patient?
{ : ¢ [ Yes [INo
Dental HMO Provider name Provider number [do not use office number}
[Json []Daughter
Social Security number Date of birth {mm/dd/yyyy) Height Waight Disabled?
: ‘ ‘ L : : [J¥es [INo
First name Last name MI
Enroll in: [_]Heatth plan [ ] Dental plan [_]Vision plan [ ] Life insurance
HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?
[JYes [ JNo
Dental HMO Provider name Provider number {do not use office number)
[Json []Daughter
Social Security number Date of hirth {mm/dd/yyyy) Height Waight Disabled?
: : ’ ‘ ¥ ¥ : : : [yes [JNo
First name o énl'.ast name MI
Enroll in: [_]Heslth plan [] Dental plan [ ] Vision plan [_]Life insurance
HMQ/POS Personal Physician name Provider number IPA/MG No. xisting patient?
: : [OYes [INo
Dental HMO Provider name Provider number [do not use office number}
[Json []Daughter
Social Security number Date of birth {mm/dd/yyyy) Height Waight Disabled?
: ‘ ‘ P : : [JYes [INo
First name Last name MI
Enroll in: [_]Heatth plan [ ] Dental plan [_]Vision plan [ _]Life insurance
HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?

[JYes [ No

Dental HMQO Provider name

Provider number Ido not use office number)
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