
Enrollment Form

Effective date Group no.

I. PERSONAL INFORMATION

Last name (print) First name (print) M.I.  Male 
 Female

 Single 
 Married 
 Divorced

Mailing address City State ZIP code (5+4)

Phone no. Employer Hire date/Date rehired Employee no. Email address

II. PLAN OPTIONS — Indicate with a check mark.

TYPE OF COVERAGE:  New enrollment  Plan change 
 Open enrollment

MEDICAL PLAN:  HMO  Blue Card PPO 
 PPO  Owens Valley PPO

Backup documents (copies) are REQUIRED for all 

dependents you enroll (marriage cert., birth cert. 

with parent’s full names, domestic partnership forms)

III. EMPLOYEE AND FAMILY INFORMATION — Please list yourself and all eligible family members to be enrolled (attach additional sheets, if necessary).

Sex Last name First name M.I. Date of birth Age
HMO IPA Primary care 

physician code

Self

 Spouse 
 Domestic partner

 M 
 F

Child
 M 
 F

Child
 M 
 F

Child
 M 
 F

Child
 M 
 F

Child
 M 
 F

IV. MEDICARE

Are you retired?  Yes If “Yes,” for Medicare for you? Part A  Yes  No 
 No  Part B  Yes  No

Do you or your Dependents have Medicare?  Yes If “Yes,” for your Dependent? Part A  Yes  No 
 No Part B  Yes  No

Name(s) of Medicare Dependent(s): __________________________________________________________________________________________

Name(s) of Medicare Dependent(s): __________________________________________________________________________________________

Name(s) of Medicare Dependent(s): __________________________________________________________________________________________

If “Yes,” for Medicare for you and/or your Dependent(s) please provide your and/or their HIB number and indicate the entitlement reason and Medicare eligibility date for 
yourself and/or your Dependent(s).

HIB #: ________________________________ Entitlement reason:  Over 65  Disabled  ESRD  Effective date of Medicare: ____/____/____

Name: _____________________________________________________________________________________________________________

HIB #: ________________________________ Entitlement reason:  Over 65  Disabled  ESRD  Effective date of Medicare: ____/____/____

Name: _____________________________________________________________________________________________________________

V. PLEASE READ CAREFULLY

Social Security no. (required)
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I attest by signing below that I 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.

Employee signature

X
Date (MM/DD/YY)

PLEASE RETAIN A PHOTOCOPY FOR YOUR RECORDS AND SUBMIT THIS FORM TO LOCAL 18 BENEFIT SERVICE CENTER, 9500 Topanga Canyon Blvd., Chatsworth, CA 91311.

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.MCAFR6127C Rev. 

VI.  IGNATURE OF UNDERSTANDING
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EMPLOYEE NUMBER _________________
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Wet Signature Required




