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BlueCross

Effective date

|. PERSONAL INFORMATION

Last name (print) First name (print) M.I. [Single
P P EFNIaleI | Maﬁied
emale | pivorced

Mailing address City State |ZIP code (5+4)

‘ N ‘ [
Phone no. Hire date/Date rehired| Employee no. Email address

II. PLAN OPTIONS — Indicate with a check mark.

TYPE OF COVERAGE: [INew enrollment [IPlan change '
[ open enrollment Backup documents (copies) _are RE[]UIRE.D for all
——— CTHMo [JBlue Card PPO dependents you enroll (marriage cert., birth cert.
: ue Car . , . )
CIpPo [ owens Valley PPO with parent’s full names, domestic partnership forms)
11l. EMPLOYEE AND FAMILY INFORMATION — Please list yourself and all eligible family members to be enrolled (attach additional sheets, if necessary).
) ) . . ; HMO IPA Primary care
Sex Last name First name M. Date of hirth Social Security no. (required) | Age physician code
Self
T T A I B R L]
[ Spouse CIm
[ Domestic partner |LIF I A B R L L[]
. CIm
Child
SF I AT I AR I MO B L L]
. M
Child
I L I I | | |
. CIm
Child
SF I AT I AR I MO B L L]
. M
Child
8; T T A I T B L 111 ]
CIm

child O

Areyouretired?  [JYes If “Yes,” for Medicare foryou? PartA []Yes [INo
[INo PartB [1Yes [INo

Do you or your Dependents have Medicare? [IYes If “Yes,” for your Dependent? ~ PartA [IYes [INo
o PartB [Yes [INo

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: [1Over 65 [Disabled [IESRD Effective date of Medicare: / /
Name:
HIB #: Entitlement reason: [10ver 65 [Disabled [JESRD Effective date of Medicare: / /
Name:

V. PLEASE READ CAREFULLY

| 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.
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I certify each Social Security number listed on this application is correct. Page 2 0of 2
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 [aw 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.

V1. SIGNATURE OF UNDERSTANDING

| 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.

Employee signature Date (MM/DD/YY)
X L

PLEASE RETAIN A PHOTOCOPY FOR YOUR RECORDS AND SUBMIT THIS FORM TO LOCAL 18 BENEFIT SERVICE CENTER, 9500 Topanga Canyon Blvd., Chatsworth, CA 91311.
Wet S I g natu re R eq u I red Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

MCAFRB127C Rev.4/22 ANTHEM s a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

EMPLOYEE NUMBER
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Wet Signature Required




