Employee Waiver Form Anthem. R

. ! A

Waiver for CA 1-100 Small Groups BlueCross ;

California

Health care plans offered by Anthem Blue Cross. Anthem Blue Cross Small Gf;gp ;er\éiggg
. .0. Box

Insurance plans offered by Anthem Blue Cross Life and Health Insurance Company. Oxnard, CA 930319082

INSTRUCTIONS: anthem.com/ca

Please complete and return to your Group Administrator. You, the employee, must complete .

this application. You are solely responsible for its accuracy and completeness. To avoid the Group/Case no. (if known)

possibility of delay, please answer all questions and be sure to sign and date your application.

Section 1: Employee information

Last name First name M.I. Social Security no.
Street address (PO box naot acceptable unless rural PO box) City State ZIP code
Email address Employment status (required)

[IPart-time [ Full-time
Marital status [ Single No. of dependents Spouse/DP's Sacial Security no. Home phone no.
[CIMarried ] Domestic Partner (DP) |including spouse/DP
Employer name Hire date (required) (MM/DD/YYYY) Occupation/job title (required) Business phone no.

Language choice (optional)
[IEnglish (ENG) [1Spanish (SPA)  [IKorean (KOR)  [1Chinese (ZHOX) (C/M) [ Vietnamese (VIE) [1Tagalog (TGL) [_10ther (W09):
Do you read and write English? [ JYes [ INo If no, the translator must sign and submit a Statement of Accountability/Translator's Statement.

Section 2: Waiver/Declining Coverage — Complete only if any coverage is declined or refused by you and/or your eligible dependents.

Type of coverage/Declined for Reason for declining or refusing coverage — Proof of coverage will be required
Medical coverage declined for — check all that apply: (I Covered by Spouse’s/Domestic Partner's group coverage
[Imyself  [1Spouse/Domestic Partner  []Dependent(s) [IEnrolled in other Insurance — Please provide company name and plan:
Dental coverage (if offered) declined for — check all that apply: [ Enrolled in Individual coverage
CIMyself  L1Spouse/Domestic Partner L] Dependent(s) [ Spouse/Domestic Partner covered by employer’s group medical coverage
Vision coverage (if offered) declined for — check all that apply: [ Medicare/Medicaid/VA

CIMyself [ Spouse/Domestic Partner [ Dependent(s) [ Other — please explain:

Life/AD&D coverage ™ (if offered) declined for — check all that apply:

CIMyself [ Spouse/Domestic Partner [ Dependent(s) CINo coverage

List names of dependents to be waived:

[IShort Term Disability coverage declined for [ Myself

[ILong Term Disability coverage declined for LI Myself

| acknowledge that the available coverages have been explained to me by my employer and | know that | have every right to apply for coverage. | have been given the chance to apply for this coverage

and | have decided not to enroll myself and/or my dependent(s), if any. | have made this decision voluntarily, and na one has tried to influence me or put any pressure on me to waive coverage. BY WAIVING
THIS GROUP MEDICAL, DENTAL, VISION, DISABILITY AND/OR LIFE COVERAGE (UNLESS EMPLOYEE AND/OR DEPENDENTS HAVE GROUP MEDICAL, DENTAL, VISION, DISABILITY AND/OR LIFE COVERAGE ELSEWHERE)

| ACKNOWLEDGE THAT MY DEPENDENTS AND | MAY HAVE TO WAIT UNTIL THE NEXT OPEN ENROLLMENT TO BE ENROLLED IN THIS GROUP'S MEDICAL, DENTAL, VISION, DISABILITY AND/OR GROUP LIFE INSURANCE
PLAN UNLESS I QUALIFY FOR A SPECIAL OPEN ENROLLMENT.

Special Open Enroliment

If you declined enrallment for yourself or your dependent(s) (including a spouse/domestic partner), you may be able to enroll yourself or your dependent(s) in this health benefit plan or change health benefit
plans as a result of certain triggering events, including: (1) you or your dependent loses minimum essential coverage; (2) you gain or become a dependent; (3) you are mandated to be covered as a dependent
pursuant to a valid state or federal court order; (4) you have been released from incarceration; (5) your health coverage issuer substantially violated a material provision of the health coverage contract;

(6) you gain access to new health benefit plans as a result of a permanent move; (7) you were receiving services from a contracting provider under another health benefit plan, for one of the conditions
described in Section 1373.96(c) of the Health and Safety Code and that provider is no longer participating in the health benefit plan; (8) you are a member of the reserve forces of the United States

military or a member of the California National Guard, and returning from active duty service; or (9) you demonstrate to the department that you did not enroll in a health benefit plan during the immediately
preceding enroliment period because you were misinformed that you were covered under minimum essential coverage. You must request special enrollment within 60 days from the date of the triggering
event to be able to enroll yourself or your dependent(s) in this health benefit plan or change health benefit plans as a result of a qualifying triggering event.

“I'hereby certify that | have been given the opportunity to apply for the available group life benefits offered by my employer, the benefits have been explained to me, and | and/or my dependent(s) decline to
participate. Neither I nor my dependent(s) were induced or pressured by my employer, agent, or life carrier, into declining this coverage, but elected of my (our) own accord to decling coverage. | understand
that if I wish to apply for such coverage in the future, | may be required to provide evidence of insurability at my expense. Please examine your options carefully before waiving this coverage.

Signature of applicant if declining coverage for yourself or dependents Date (MM/DD/YYYY)
X

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association.
ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symhol are registered marks of the Blue Cross Association.
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Social Security no.

Anthem Blue Cross
Language Assistance Notice

IMPORTANT: An interpreter can be provided for you to communicate with your doctor or health plan at no cost. To get an interpreter or
to ask about written information in your language, please contact your group administrator.

IMPORTANTE: Se le puede brindar sin costo los servicios de un intérprete para que pueda comunicarse con su médico o plan de salud.
Para obtener un intérprete o para solicitar informacion escrita en su idioma, comuniquese con el administrador de su grupo. (Spanish)

HEGUR: IR B R R AR - RIS RS - AIECGEIEE SIRHE R, B E P T E
Bl - FEBHEERYERET TECA & ¢ (Cantonese or Mandarin)
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MAHALAGA: Mai-alok ang tagapagsalin sa iyo nang libre upang makipag-usap ka sa iyong doktor o planong pangkalusugan. Upang
kumuha ng tagapagsalin o magtanong tungkol sa nakasulat na impurmasyon sa iyong lengguahe, paki-usap ang tagapangasiwa ng iyong
pangkat. (Tagalog)

CHU Y QUAN TRONG: Quy vi c6 thé duogc thong dich vién gitip & mién phi khi quy Vi can tiép xuc v6i bac sT hodc nhan vién trong
chuong trinh bao hiém strc khoe cua quy vi. D& dugc théng dich vién glup d& hodc duge cip théng tin, van ban chuyén ngir sang ngdn ngit
clia quy vi, xin quy vi vui long lién lac ban quan tri chuong trinh bao hiém. (Vietnamese)

Anthem Blue Cross Life and Health Insurance Company
Notice of Language Assistance

IMPORTANT: An interpreter can be provided for you to communicate with your doctor or health plan at no cost. To get an

interpreter or ask about written information in your language, please call the phone number listed on the back of your ID card
or contact your group administrator.

IMPORTANTE: Se le puede brindar sin costo los servicios de un intérprete para que pueda comunicarse con su médico o
plan de salud. Para obtener un intérprete o para solicitar informacion en su idioma, llame al nimero que figura en el reverso
de su tarjeta de identificacion o pongase en contacto con el administrador de su grupo. (Spanish)

i%i‘%ﬁ‘ T EL A B SR A SRR - IR LIRR IR - AIAGE R BRI IR, &P &
Kt SR TR T RIAVFEATSRHS - SRS EHYEIRETECA R © (Chinese)
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Social Security no.

CHU Y QUAN TRONG: Quy vi c6 thé dugc thong dich vién gitip d& mién phi khi quy vi can tiép xuc voi bac si hodc nhan
vién trong chuong trinh bao hiém stic khoe ciia quy vi. Dé dugc thong dich vién gitip d& hodc dugc cap thong tin, vin ban
chuyén ngir sang ngdn ngir clia quy vi, xin quy vi vui long goi so dién thoai ghi phia sau thé hdi vién cua quy vi hodc lién lac
ban quan trj chuong trinh bao hiém. (Vietnamese)

MAHALAGA: Mai-alok ang tagapagsalin sa iyo nang libre upang makipag-usap ka sa iyong doktor o planong
pangkalusugan. Upang kumuha ng tagapagsalin o magtanong tungkol sa nakasulat na impurmasyon sa iyong lengguahe,paki-
tawagan ang numero ng telepono na nakalista sa likod ng iyong ID card o paki-usap ang tagapangasiwa ng iyong pangkat.
(Tagalog)

SR O = ALY AR ANASE lot0 SAHAE P 01Eotd 5 A&ULL sA0IU
0 HYE AHS 2otAIM JI2IXIE 0l ID 91 W A= Mt Sietot AL ]S =2 XH0I
EotAlJI HiE UL (Korean)

o

qUOGd AL, Qtp pdoyh ud wnnnowwwhwlwb opwgph htim hwnnpnuygytint hwiwp' Ytiq wbGydwn pwpgiwbhy
Jupnn £ dwnwlwpwpyt): Owpgiwihy uvnwluwin jud tp 1kqyny qpuiynp mtntynipyniGGtph dwuhl hwpglbnt
hwdwn fulinpymud £ quGquhwnty Qtip hGplnipjwl pwpunh tm§h Jwund gpjwd hinwfunuh hwiwnpny Jud juuwytp
Qtn fudpwjhl yunwywpsh htin: (Armenian)

INOMHMTE: {5151 o01eHust ¢ BallldM BPauoM WJIM MIPEACTaBUTEEM IIaHa MEIUIIUHCKOTO CTPAXOBaHHsI BaM MOTYT
MIPEAOCTaBUTh OCCIUIATHBIC YCIYTH TepeBOIMKa. /1t TOTO, YTOOBI OMYYUTh YCIYTU MIEPEBOYMKA HIIH HOMPOCHTH O
MPEAOCTABICHUI HH(POPMAIIMK B MMCBMEHHOM BUJIC HA BAIlIEM sI3bIKE, MIOXKATYHCTA, TIO3BOHUTE 110 HOMEPY, KOTOPBIi
yKa3aH Ha 000POTHOM CTOPOHE Bamiell HaeHTUPHKAUOHHOI KapThl (ID card), wiu cBSHKUTECH C aIMHHUCTPATOPOM Balleit
MeIuIMHCKO# rpymmbl. (Russian)

BEEFH: Eff. BEUPANLRTIVIELELOBRBERICE, BREFICEHBRT—EREEBHTRZITHIEAH
KFET BREY—ER, FE HAAETERTEMEXEICLDEREEFET HICE. HEF-DIDA—F
DRBIEHEIN-BHEESICEZET 0. T HLEEORT I N—TDT7RENAF—ITERE LTS
LY, (Japanese)

Hgdl FU6T. 3T ST 5% A IBH UBG I9 IBTS FI6 BT 3TG TIHE (MgTER) T AT Hes et AT Aat 31 gITHM
Bz wet 7 fous Aeardt YAt fe'T YU 596 58 fagur a9 niuE vt S a9s @ fu'd i3 399 3 S5 a9 A niu@ dey
YHux § AU &1 (Punjabi)

anizedans : iimuRRiEATA UG SHMNTRARI mmijmnmnu’}mamsﬂmmfj Uinhaiemn
iadin 1 s gEnun g ﬁgmnmnmsmmmnmmmmmm ajigininiglinisiinims st
ghEiAIIMANTANItAER FOREIRRATEIEUAER 1 (Khmer)

~

il slae llal 5l (5558 an i e Jsanll dilEe (s Lnall bt (a suady 5l oy Galall Cuulal) e Joal sill ol (5 ) 58 Jia 5 LSy 2ol
(Arabic) Ae sanall Jyguar doail o) 4y gumall Ay Hela e 3 ga gall Cailel) o8 ) e Juat¥) ela celinly A€

TSEEM CEEB: Yeej nrhiav tau ib tug neeg pab txhais lus uas yuav pab koj nrog koj tus kws kho mob los sis pawg kho mob
tham pub dawb rau koj. Yog xav tau ib tug neeg txhais lus los sis xav tau cov ntawv hauv koj yam lus, thov hu mus rau tus
naj npawb xov tooj nram qab koj daim ID los sis hu mus rau tus neeg saib xyuas koj pawg hauj lwm. (Hmong)
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