Health Plan Employee Enroliment Application blue § of california
Blue Shield plans for 51+ employees

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

Piease note: Failure to complete this enroliment application legibly and completely may result in a delay in the enroliment process.

Reason for applicafion:

[ New hire [ tossofcoveragedate __ /[ [ Late enrollment
] Rehire date L1 Open envoliment [] Other quafifying event type
A Date above event occurred / /

Section 1 -~ Important enroliment guidelines for Specialty Benefits coverage

Dental and vision insurance — An employee may enrolf in a dental and/or vision plan without enrolfing i a health plan. In ordar for a dependent to enroll in a dental or
vision plan, the employee must be enrolled in the same dental or visicn plan.

Section 2 - Plan{s) select and fill in pian name{s) as appropricte.

Plans for 51+ employees ! Medical henefits with ABHP (account-based @ Specialty Benefits
Medical benetits without ABHP (account-  Nealth plan) plan options: . [ Dental 7P0
based health plan) plan options: Access+HMO: T HRa (O HIA O rsa . [ Dental INO
[T Accass+ HMO - Local Access+ HMO: (1] HRA [ HIA [ FsA % \[;iesri];?ll HMO
L] Accesst HMO SaveNet _______ spiig ppo: [ HAA [ Hia [ Fon O other
[ Local Access+ HMO i .
[ Added Advantage PGS Shield PO Savings Plus: [] HRA [ HIA
[ Active Choice’ ‘[ rsa [ Hsa [ Lrsa
[] Shield PPO . 51-160 small group transition plans:
(] Shield Spectrum PPO () Hvo T pro [ PO for HSA
. . ; :
% g?;il:j PPQ Savings Plus ¢ ABHP benefit options for above plans:
For HMO: L3 HRA L1 HiA L1 Fsa |1 Shield PO Savings Plus are HSA-eligible high-deductibla
~ForPPO: (] HRA [ HIA [ FSA . health plans.
" For Shieid PPO Savings Plus for HSA: Note: Blue Shield does not offer tax advice, nor do we offer HSAs,
71 HRA [ HIA L HSA [ LFSA HRAs, HiAs , and FSAs,
Internal use only. Do notwrite in this section and skip to Section 3.
Department code " Group number BU Effective date
: : / /
Section 3 - Employee information
Social Security number " Employer (group) name
Last name First name Ml
Employment status: : - Job title/classification
O Full time [ Parttime ] Retiree | Date of hire: / / A
Home address {street, city, state, ZIP)
Mailing address {if different from homs address)
Home phone number Email address . How would you prefer we contact you?
O Email [ Standerdmail  [] Telephone
Date of birth / / - Gender[] Male (] Female ~ Marital status (] Single [] Maried {] Domestic partner

Language preference: [_1 English [] Spanish [_] Chirese [] Vietnamese [ Other
Are you enrolling your spouse/domestic partner and/or child dependents L[] Yes [] No If yes, complete Section 4 of application.

HMO provider information: Blue Shield of California directory website: blueshieldca.com/fap/app/search.html

Name of primary care physician (PCP): . e e . e e e e
Providsr number: : iPA/medical group number: - | Existing patient? [ Yes I:lNu -
Name of dental provider:  Dental provider number: : Existing patient? (3 Yes [ No
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Section 4 - Dependent spouse/domestic partner/children information 1§ you, your spouse/domestic partner, or
your dependents are refusing coverage, please compiete and sign the Refusal of Personal Coverage form.

Dependent's address, if different from employee’s address — please indicate which dependent{s) this applies to:

Enrolling spousef/domestic
partner information

Enrollin
{please check
all that apply)

Access+ HMO and Added Advantage
PGS only — name of Personal Physician

Dental HMO only — dental provider

(] Spouse [ Domestic partner

: Doctor's name

. Dental provider name

[ Male [ female ‘
+ First : First
First MI
D Medical Last : Last
Last [ Dental :
‘] vision Provider number . Dental provider number
Social Security number
IPAfmedical group rumber
Date of birth {mmy/ddAyyyyt Lo ) E .
 Existing patient? [] Yes [] Mo  Existing patient? [ Yes [ No
Enrolling dependent children) | omroll i | Access+ HMO and Added Advantage Dental HMO onl - dental orovid
information P POS only - name of Personat Physician ¥ provicer
all that apply}
(1 mate 7] Female * Dactor's name  Dental provider name
Firat v First First
. Last Last
Last 1 Medical : :
L] Dental : :
Social Security number is‘_’"] Vision : Provider number - Dental provider number
Date of birth imm/dd/yyyy) : . PAJmadicat group numbar
Disabled? [J Yes [] No . Existing patient? [ Yes [ No  Existing patient? [] Yes [ No
(3 Male [ Female Doctor's name Dental provider name
o I First First
: . Last Last
Last [ Medical i
:[C] Dental : i
Sacial Security number D Vision Provider number Dental provider number
Date of birth {mmydd/vyyy) ‘ IPAfmedical group number
Disabled? [] Yes [ No - Existing patient? [ Yes [ No { Existing patient? [J Yes [ No
ale emale actor's name ental provider name
O Male (3 Femal . Doct Dental provid
T v First First
Last Last
tast % Medical
Dental !
Social Security number D Vision Provider number Dental provider number
Date of birth {mm/dd/yyyy} IPA/medical group number
Disabled? [ Yes [ No ! Existing patient? £ Yes [ No  Existing patient? [J Yes [ No
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COMMUNITY PRGPERTY LAWS - If you are marsied or in a domestic partnership, reside in a community property state (Arizona, Cafiforia, Idaho,
Louisiana, Nevada, New Mexice, Texas, Washington, or Wiscansin), and name someone ather than your spouse/domestic partner as beneficiary, it is
possible that payment of benefits wili be delayed or disputed unless your spouse/domestic partner also signs the beneficiary designation.

| agree to the above-stated beneficiary designation.

Prirt spousa/domestic pariner name:
Spouse/domestic partner signature: Date:

Secfion 5 - Medicare information

Are you or any of your dependents currently covered by Mecicare? [ No £ Yes. Please attach a copy of your Medicare card(s) and/or enter the type of
coverage here: Part A: ] Effective date: /4 {mm/dd/yyyy) Part B: [ Effective date: / /__{mm/dd/yyyy)
Is Medicare eligibility due to end-stage renal disease (ESRDY? [ Yes No
If yes, please answer the following questions:
a)  What was the first date of dialysis treatment, znd what type of dialysis are you receiving?
Date, Type: £ Heme [ Self-dialyss (peritongal)
b} Ifyou have had a kidney transpiant, what was the date of the transplant: / /___{mm/dd/Ayyy)

Section é - Authorization

The following authorization section is to be signed by gll employees applying for coverage with Biue Shield of Catifornia

or Blue Shigld of California Life & Health Insurance Company (“Blue Shield Life”). This enrollment cgnnot roces without
your signed authorization.

1 agree: All information on this form is correst and trug to the best of my knowledge and belief, | understand that it is the basis on which coverage may
be issued under the plan. | understand that if | have committed fraud or made an intentional misrepresentation of any material fact in conjunction with this
application within the first 24 months of coverage, my coverage may be canceled, or rescinded. | further authorize my employer to deduct from my earings
the contribution (if any} required toward the cost of this pian.

| understand that coverage does not become effective until this and my employer's application have been approved by Blue Shield of California/Blue Shield Life.

Signature of employee Date

Print employee name

Disclosure of personal and health information

Blue Shietd of California or Blue Shigld of Caiifornia Life & Health Insurance Company {collectively, “Biue Shield”) understands the importance of keeping
your and your dependants’ persenal and health information privata. Blue Shiald protects this information in elactronic, written, and aral forms when ssed
throughout our company.

Blue Shield will not disclose his information without your authorization except as permitted by law.

For the purpose of administering your Blue Shield coverage, Blug Shield is permitted by state and fedsral law to ebtain your and your dependents’ health
information from & healthcare provider, insurer, insurance supgort organization, health plan, or your insurance agent. Also, by state and federal law,

Blue Shield is permitted to disclose your and your dependents” health information to & healthcare provider, insurer, insurance supgort organizaticn,
health plan, or your insurance agent.

A complete explanation of Biue Shield’s policies and procedures {"Notice of Confidentiality and Privacy Fractices”} for preserving the confidentiality of

your personal and heaith infermation is available and will be furnished to you upon request by calling the Customer Service Department or by accessing
Blue Shield’s website.
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