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HIPAA APPLICATION CHECKLIST

The following is a checklist to assist you when submitting a HIPAA application. This form lists various
situations and the necessary documentation we require. Please feel free to submit this form along
with any additional information with your application.

The applicant needs to have completed a minimum of 18 months of continuous health
coverage, most recently under an employer-sponsored group health plan. Any of the following
will meet this requirement:

O Certificate of Creditable Coverage - This must reflect the applicant’s last 18 months of
continuous coverage and have an end date.

U A letter from the prior employer or insurance carrier reflecting their last 18 months of
continuous coverage. This letter needs to have a start and end date.

Has elected and exhausted continuation of coverage under COBRA or Cal-COBRA, if available.

If COBRA was exhausted, we will need one of the following:

O COBRA Expiration / Termination Letter - This document is usually sent 30-90 days prior to
the applicant's COBRA expiration and simply explains that their COBRA will be coming to
an end on a specific date.

O A letter from the prior employer or insurance carrier indicating COBRA was exhausted.
This letter also needs to list the specific end date.

If Cal-COBRA was offered, we will need:

O A letter from the applicant’s prior employer or insurance carrier indicating Cal-COBRA was
exhausted. This letter needs to list the specific end date.

If Cal-COBRA was not offered, we will need one of the following:
O Aletter from the applicant’s prior employer or insurance carrier indicating they are self-insured.

O Aletter from the applicant's prior employer or insurance carrier indicating they do not have
a contract in the state of California.

O Acopy of an Anthem Blue Cross ID card.

Miscellaneous Scenarios:

If the applicant’s prior group coverage ended and COBRA/Cal-COBRA was not
offered, we will need:

Q A letter from the employer indicating the reason they are no longer offering
group health benefits.

If the applicant’'s COBRA/Cal-COBRA ended and was not exhausted, we will need:

Q A letter from the prior employer indicating the reason why COBRA/Cal-COBRA
could not be exhausted.



KEEPING CALIFORNIANS COVERED

Anthem Blue Cross HIPAA plans can keep you What are your HIPAA plan choices?
covered when coverage through an employer- « HIPAA PPO Share 1500 (DL97)
sponsored plan ends. Coverage is guaranteed under Featuring a $1,500 annual deductible

one of our HIPAA plans for anyone who qualifies. - HIPAA PPO Share 2500 (DLSS)

Are you eligible? Featuring a $2,500 annual deductible

To qualify for a HIPAA plan, you must: * HIPAA PPO Share 5000 (DZ30)

* have completed a minimum of 18 months of Featuring a $5,000 annual deductible

continuous health coverage, most recently under * HIPAA Basic PP0 1000 (DL99)
an employer-sponsored group health plan; A limited plan featuring a $1,000 annual deductible

* have elected and exhausted continuation of
coverage under COBRA or Cal-COBRA, if available;

* have lost coverage within the last 63 days;* and

* not be eligible for Medi-Cal or Medicare, or have
any other medical coverage.

* For reasons other than fraud or non-payment of premiums.

Do you meet enroliment requirements?
To enroll, you must be a permanent legal resident
of California and one of the following:

* the applicant’s spouse or qualified Domestic
Partner who is not Medicare-eligible;

* the applicant’s children (under 19 years of age),
or the children (under 19 years of age) of the
enrolling applicant’s spouse or qualified
Domestic Partner;

* the applicant’s spouse’s or qualified Domestic
Partner's unmarried dependent child ages 19
through 22 (“dependent” as defined by the Internal
Revenue Service).

« the applicant’s child (of any age) who is incapable
of self-sustaining employment by reason of a
physically or mentally disabling injury, illness
or condition and chiefly dependent upon the
applicant for support and maintenance.
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HIPAA PLANS: OVERVIEW OF COVERAGE

... and your share of costs (after deductible)

HIPAA PPO Share 1500 HIPAA PPO Share 2500
(DL97) (DL98)
Your Plan Features Participating Provider Non-Participating Provider Participating Provider Non-Participating Provider
Lifetime Maximum $5,000,000 $5,000,000
Annual Out-of-Pocket Maximum® $6,000 per member $7,500 per member

Participating and non-participating
provider covered services combined

(Once 2 members each reach the maximum,
the maximum is satisfied for the entire family.)

(Once 2 members each reach the maximum,
the maximum is satisfied for the entire family.)

Annual Deductible
(applies to above
Out-of-Pocket Maximum)

$1,500 per member
(Once 2 members each reach the deductible,
the deductible is satisfied for the entire family.)

$2,500 per member
(Once 2 members each reach the deductible,
the deductible is satisfied for the entire family.)

Doctors’ Office Visits
30% of negotiated fee
(deductible waived)

50% of negotiated fee plus all excess

charges (deductible waived)

$35 copay
(deductible waived)

50% of negotiated fee plus excess
charges (deductible waived)

Professional Services

(X-ray, lab, anesthesia, 30% of negotiated fee 50% of negotiated fee 30% of negotiated fee 50% of negotiated fee
surgeon, etc.) plus all excess charges plus excess charges
All charges except All char

. . . . . , o 0 ) , ges except $650/day

Hospital Inpatient/Outpatient 30% of negotiated fee $650/day éﬂrt’:ztalt?zrtmt $380/day 30% of negotiated fee inpatient, $380/day outpatint
. 30% of customary & 30% of customary &
Emergency Room Services® 30% of negotiated fee reasonable fees plus all 30% of negotiated fee reasonable fee plus all
excess charges excess charges

Maternity 30% of negotiated fee 50% of negotiated fee 30% of negotiated fee 50% of negotiated fee

plus all excess charges

plus all excess charges

Annual physical exam(s): 30% of
negotiated fee® (deductible waived)
OR
HealthyChecks Centers; $25/$75
copay for basic/premium screening
(deductible waived)
Routine mammagram, Pap and PSA
testss: 30% of negotiated fee

Preventive Care

Well Baby and Well Child (through age 6):

40% of negotiated fee
(deductible waived)

Annual physical exam(s): 50% of
negotiated fee® plus all
excess charges
(deductible waived)
Routine mammogram, Pap and
PSA tests®:

50% of negotiated fee plus all
excess charges
Well Baby and Well Child
(through age 6):

50% of negotiated fee plus all
excess charges
(deductible waived)

Annual physical exam(s): 30% of
negotiated fee® (deductible waived)
OR HealthyChecks Centers::
$25/$75 copay for
basic/premium screening
(deductible waived)
Routine mammogram,

Pap and PSA testss:

30% of negotiated fee

Well Baby and Well Child (through age 6):

40% of negotiated fee
(deductible waived)

Annual physical exam(s): 50% of
negotiated fee® plus all
excess charges (deductible waived)
Routine mammogram,

Pap and PSA tests®:

50% of negotiated fee plus all
excess charges
Well Baby and Well Child
(through age 6):

50% of negotiated fee plus all
excess charges (deductible waived)

Prescription Drugs

(Anthem Blue Cross Formulary)®
Amounts shown are for each
30-day retail or in-network

mail order suppy

$10 copay generic; $30
copay brand-name* after
$250 brand-name presciption
drug deductible
(2-member maximum);
30% of negotiated fee for
self-administered
injectables, except insulin

50% of drug limited fee schedule
and all excess charges plus the
copay/coinsurance as stated for
in-network benefits; subject to the
annual $250 brand-name
prescription drug deductible

$10 copay generic; $30
copay brand-name* after
$500 brand-name presciption drug
deductible (2-member maximum);
30% of negotiated fee for
self-administered
injectables, except insulin

50% of drug limited-fee schedule
and all excess charges plus the copay/
coinsurance as stated for
in-network benefits; subject to the
annual $500 brand-name
prescription drug deductible

A more detailed listing of coverage can be found in the Evidence of Coverage/Certificate booklet. For a copy, call your agent or Anthem Blue Cross at 800-333-0912.




BC Life HIPAA PPO Share 5000

(DZ30)

Participating Provider

Non-Participating Provider

BC Life HIPAA Basic PPO 1000

(DL99)

Participating Provider

Non-Participating Provider

$5,000,000

$5,000,000

$7,500 per member
(Once 2 members each reach the maximum,
the maximum is satisfied for the entire family.)

$3,500 per member
(Once 2 members each reach the maximum,
the maximum is satisfied for the entire family.)

$5,000 per member
(Once 2 members each reach the deductible,
the deductible is satisfied for the entire family.)

$1,000 per member
(Once 2 members each reach the deductible,
the deductible is satisfied for the entire family.)

$40 copay 50% of negotiated fee No office visit benefit until out-of-pocket No office visit benefit until out-of-
(deductible waived) plus all excess charges maximum is met, then covered at pocket maximum is met, then you
(deductible waived) 100% of negotiated fee pay 50% of negotiated fee
plus all excess charges
20% of negotiated fee,
30% of negotiated fee 50% of negotiated fee inpatient or surgical 50% of negotiated fee
plus all excess charges procedures only. No office plus all excess charges for
visit benefits until covered inpatient or surgical
out-of-pocket maximum is met, procedures only
then plan pays 100% of
negotiated fee
. All charges except $650/day ) All charges except $650/day
0 2 0, 2
30% of negotiated fee inpatient, $380/day outpatient 20% of negotiated fee inpatient, $380/day outpatient
30% of customary & 20% of customary &
30% of negotiated fee reasonable fees plus all 20% of negotiated fee reasonable fees plus all excess
excess charges charges
30% of negotiated fee 50% of negotiated fee Not Covered Not Covered

plus all excess charges

Annual physical exam(s): 30% of
negotiated fee® (deductible waived)
OR HealthyCheck®™ Centers::
$25/$75 copay for basic/premium
screening (deductible waived)
Routine mammogram, Pap and
PSA tests®: 30% of negotiated fee
(deductible waived)

Well Baby and Well Child
(through age 6):

40% of negotiated fee

Annual physical exam(s): 50% of
negotiated fees plus all
excess charges (deductible waived)
Routine mammogram,

Pap and PSA testss:

50% of negotiated fee plus all
excess charges (deductible waived)
Well Baby and
Well Child (through age 6):
50% of negotiated fee plus all
excess charges

Routine mammogram, Pap,
and PSA tests®:
20% of negotiated fee
(deductible waived)

HealthyCheck™ Centers’:
$25/$75 copay for
basic/premium screening
(deductible waived)

Routine mammogram, Pap,
and PSA tests®: 50% of
negotiated fee plus
all excess charges
(deductible waived)

$10 copay generic; $35
copay brand-name* after
$750 deductible brand-name
presciption
drug deductible
(2-member maximum);
30% of negotiated fee for
self-administered
injectables, except insulin

50% of drug limited-fee schedule
and all excess charges plus the
copay/coinsurance as stated for
in-network benefits; subject to the
annual $750 brand-name
prescription drug deductible

Not Covered

Not Covered

! Excludes non-participating charges

in excess of the Anthem Blue Cross
negotiated fee and non-participating
charges in excess of customary and
reasonable fees for emergency care.
Copays/coinsurance to participating
and non-participating providers apply to
out-of-pocket maximum except where
specifically noted in the policy.
Additional $500 admission charge at
Participating Hospitals (no additional
charge for Preferred Participating
Hospitals) is for inpatient stays or

~

outpatient surgery or infusion therapy.
This charge is not required for Ambulatory
Surgical Centers or medical emergencies.

©

Additional $100 copay applies for each
emergency room visit (waived if admitted
as inpatient).

*If a member selects a brand-name drug
when a generic equivalent is available,
then he or she will pay the generic copay
plus the cost difference between the
brand-name and available generic
equivalent drug, even if the physician
writes “dispense as written” or “do not
substitute” on the prescription. The
amount paid does not apply to the
member’s brand-name deductible.

5 Non-Formulary Drugs: You pay 50% for

generic; 100% for brand-name up

to brand-name deductible amount.

After that you pay 50% for brand if no

generic is available or generic copay plus

the difference between the brand name
and available generic equivalent drug.

8 Maximum annual physical exam benefit is

$200 for members covered more than

6 months; $100 for members covered less

than 6 months.

One HealthyCheck visit at a HealthyCheck

Center only allowed for each 12-month

period. HealthyCheck applies only to

-~

adults and children age 7 and above.
® Tests ordered by a physician are covered,
including appropriate screening for

breast, cervical and ovarian cancer.



WHAT THE MEDICAL PLANS DO NOT COVER

Every health plan has exclusions and limitations that describe what the plans do not cover. General
exclusions and limitations are listed below for the health plans described in this brochure. Please
take a few moments to review these listings. We want you to understand what your coverage does
not include before you enroll. These listings are an overview only. Plan-specific Evidence of Coverage
and Disclosure Form/Certificate booklets contain a comprehensive list of each plan’s exclusions and
limitations. For a sample copy of an Evidence of Coverage and Disclosure Form/Certificate booklet, ask

your agent or contact us.

Exclusions and Limitations

- Conditions covered by workers’
compensation or similar law

- Experimental or investigative services

- Services provided by a local, state,
federal or foreign government, unless
you have to pay for them

- Services or supplies not specifically listed
as covered under the plan agreement

- Services received before your effective date
- Services received after coverage ends

- Services you wouldn't have to
pay for without insurance

- Services from relatives

- Any services received by Medicare benefits
without payment of additional premium

- Services or supplies that are
not medically necessary

- Routine physical exams, except for preventive
care services (e.g., physical exams for insurance,
employment, licenses or school are not covered)

- Any amounts in excess of the maximum
amounts listed in the Evidence of Coverage
and Disclosure Form/Certificate

- Sex changes

- Cosmetic surgery

- Services primarily for weight reduction except

medically necessary treatment of morbid obesity

- Dental care, dental implants or treatment to the

teeth, except as specifically stated in the Evidence
of Coverage and Disclosure Form/Certificate

- Hearing aids

- Contraceptive drugs and/or certain

contraceptive devices, except as specifically
stated in the Evidence of Coverage
and Disclosure Form/Certificate

- Infertility services
- Private duty nursing

- Eyeglasses or contact lenses, except as

specifically stated in the Evidence of
Coverage and Disclosure Form/Certificate

- Vision care including certain eye surgeries

to replace glasses, except as specifically
stated in the Evidence of Coverage
and Disclosure Form/Certificate

- Mental and nervous disorders and substance

abuse, except as specifically stated in the Evidence
of Coverage and Disclosure Form/Certificate

- Certain orthopedic shoes or shoe inserts,

except as specifically stated in the Evidence of
Coverage and Disclosure Form/Certificate

- Outdoor treatment programs

- Telephone or facsimile machine consultations

> continued on page 10



Enrollment Form for Coverage under HIPAA Anthem %

(Health Insurance Portability and Accountability Act) Blue Cross

HIPAA PPO Share 2500 and HIPAA PPO Share 1500 are offered by Anthem Blue Cross. HIPAA Basic PPO 1000 and HIPAA
PPO Share 5000 are offered by Anthem Blue Cross Life and Health Insurance Company.

1. Enrollee Information Please print in blue or black ink 2. Choice of Anthem Individual Coverage
Enrollee’s Last Name First Name M.I. Choose one plan per enroliment form.
O HIPAA Basic PPO 1000 (DL99)
Home Address (Must be complete: P.O. Box not acceptable) [ HIPAA PPO Share 5000 (DZ30)
: O HIPAA PPO Share 2500 (DL98)
City State ZIP Code O HIPAA PPO Share 1500 (DL97)
Billing Address (If different than above.) or PO.Box | Personal Mail Box (PMB) No. | Daytime Phone No. Fax Phone No.
( ) ( )
City / State / ZIP Code County (Required) Marital Status Applicant/Spouse Maiden Name
O Single O Married
E-mail Address If possible, do you want e-mail Has any person listed on this application resided outside the
notification? OYes [ONo U.S.for the past three (3) consecutive months? OYes [ No
Language Choice (Optional) O English [ Korean O Spanish O Chinese

3. Family Members Enrolling

Please list ALL eligible family members enrolling.
If a listed family member’s last name is different from your own, please explain on a separate sheet of paper.

Relation Last Name First Name M.I. |Social Security or ID No. | Date of Birth | Age

10 O Male
20 O Female

30 O Male
40 O Female

O Son
O Daughter

O Son
O Daughter

O Son
O Daughter

O Son
O Daughter

Dependent Information: Do you claim any child listed above who is between the ages of 19 through 22 as a dependent on your Federal IncomeTax? CYes CINo
If"Noany child between the ages of 19 through 22 who is not claimed on your Federal Income Tax is NOT eligible as a dependent but may apply individually.
*Spouse includes domestic partner (when applicable).

1. Have all enrollees had a minimum of 18 months of continuous health coverage most recently under an employer-sponsored
group health plan that ended within the last 63 days for a reason other than fraud or non-payment of premium? ....... OYes ONo

If yes, please attach the Certificate of Creditable Coverage provided by your former employer or carrier OR letter
from the employer giving us the start and end date of coverage.

Name of insurance carrier: Phone No. ( )
If no for any enrollee, then he or she is not eligible for this guarantee issue plan.

2. Were all enrollees eligible for COBRA or Cal-COBRA? . . . ...ttt et e O Yes O No
If yes, date coverage started (Mo/Day/Yr) Date coverage ended (Mo/Day/Yr)

If no, please explain:
If all available COBRA or Cal-COBRA is not exhausted for any enrollee, then he or she is not eligible for this coverage.

3. Is any enrollee currently covered by or eligible for Medicaid, Medicare or any other employer-sponsored
health insurance benefits or does any enrollee have other health coverage? ...t O Yes O No

If yes for any enrollee, then he or she is not eligible for this coverage.
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4. Conditions of Enrollment - IMPORTANT: It is important that you carefully read and fully understand the following:

Effective Date

O Irequest that Anthem Blue Cross assign an effective date if this
enrollment form is processed. The effective date will be
assigned as either the 1st or the 15th of the month following
the approval date of this enrollment form.

O If Anthem Blue Cross processes this enrollment form, please
assign an effective date of

Requested effective date must be within 63 days of prior
coverage termination date. Anthem Blue Cross will allow a
retroactive effective date to coincide with the prior coverage
termination date.

For HIPAA enrollees, coverage is based upon section
1399.805(b) and payment of premium.

Please allow a minimum of 30 days from the date of this
enroliment form for processing.

REQUESTING AN EFFECTIVE DATE DOES NOT GUARANTEE
PROCESSING TO BE COMPLETED BEFORE THE DATE REQUESTED.

Agreement
By requesting coverage, |, the undersigned, agree to the following:

1. Anthem Blue Cross may decline my enrollment form if | do not
qualify, and if so, | will not have any coverage. No coverage
comes into effect unless and until Anthem Blue Cross
processes this enrollment form and notifies me in writing.

2. Even if | pay money with this enrollment form, that money is
only a deposit against future premium if this enroliment form
is accepted. Cashing my check does not mean my enrollment

form is processed. If this enrollment form is declined, neither
Anthem Blue Cross nor any affiliated company shall have any
liability to me, except for the obligation to return the money
submitted with this enrollment form. If this enrollment form is
not accepted, | will not be entitled to benefits or coverage from
Anthem Blue Cross.

3. The selling agent has no authority to promise me coverage or
to modify Anthem Blue Cross underwriting policy or the terms
of any Anthem Blue Cross coverage.

Requirements for Binding Arbitration

If you are applying for coverage, please note that Anthem Blue
Cross requires binding arbitration to settle all disputes against
Anthem Blue Cross, including claims of medical malpractice.
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 provided by California law, 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 law before a jury, and instead are accepting the use of
arbitration.” Both parties also agree to give up any right to
pursue on a class basis any claim or controversy against the other.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL
ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL
Signatures (Required) - IMPORTANT: All applicants over age 18 must sign and date.

Enrollee / Parent or Legal Guardian Today’s Date Enrollee’s Spouse Today's Date
X X
Enrollee age 18 or over Today's Date Enrollee age 18 or over Today'’s Date
X X

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.

Bl IMPORTANT: All signatures MUST include today’s date W

158043 4/08 02




ATTACH BLANK, VOIDED CHECK FOR BANK DRAFT AUTHORIZATION, Applicant’s Social Security or ID No.
IF APPLICABLE, HERE. DO NOT TAPE. oL

5. Payment Method Premium payment required. First payment will be credited to approved applicants only. By sending
your check to us, you authorize Anthem Blue Cross to convert your check into an electronic fund transfer. If you are approved for
coverage, your bank account will be debited for the amount indicated on the check. If you do not qualify for coverage, your check will
not be submitted for a funds transfer. Please be aware that your check will not be returned to you.

5A. Credit Card Fax to: (800) 327-9255

O Initial premium (For new member’s Medical and Dental fees only)
O Monthly premiums

Monthly Credit Card Authorization — As a convenience to me, | request and authorize you to charge my card for monthly recurring
premiums approximately 10 days prior to each due date.| understand that the amount may vary as a result of changes | make, such as, but
not limited to, adding and deleting dependents, or moving to a new location. The amount may also change as outlined in my policy. This
authority is to remain in effect until revoked by me by providing you a 30-day written notice. | agree that you shall be fully protected in
honoring any such card payments.| further agree that if any such card payment be dishonored, whether with or without cause and whether
intentionally or inadvertently, you shall be under no liability whatsoever, including any fees imposed by my bank, should my card be
rejected even though such dishonor results in forfeiture of coverage.

CreditCard: OVISA [OMasterCard [ Discover

CardNo: Ll [ [ | 1 1 | @ 1 1] | Exp. Date:

Cardholder’s Name  PRINT Date Authorized Signature Date
(As it appears on the credit card) (As it appears on the credit card)

X X

5B. Checking Account Automatic Premium Payment
0 Monthly checking account deduction premium payments

Name of Bank or Financial Institution:

Account No.: I O Bank Routing No.: N T T A

Submit a blank check marked “VOID"” above where indicated (DEPOSIT SLIPS NOT ACCEPTABLE). If your application is approved, the
premium for all products selected, including dental and/or life, will be deducted from your checking account. Premiums may be prorated
in order to adjust the initial paid to date or in the event of membership changes.

Monthly Checking Account Automatic Premium Payment Authorization — As a convenience to me, | request and authorize you to
pay and charge to my account checks drawn on that account by and payable to the order of ANTHEM BLUE CROSS provided there are
sufficient collected funds in said account to pay the same upon presentation. | agree that your rights in respect to each such debit shall
be the same as if it were a check signed personally by me.l authorize Anthem Blue Cross to initiate debits (and/or corrections to previous
debits) from my account with the financial institution indicated for payment of my Anthem Blue Cross premiums. This authority is to
remain in effect until revoked by me by providing you a 30-day written notice. | agree that you shall be fully protected in honoring any
such debit. | further agree that if any such debit be dishonored, whether with or without cause and whether intentionally or
inadvertently, you shall be under no liability whatsoever even though such dishonor results in forfeiture of insurance. NOTE: Should your
withdrawal not be honored by your bank, you will automatically be removed from Monthly Checking Account Automatic Premium
Payment and be billed bi-monthly. You will incur a $25 service charge for any withdrawal not honored.

Cardholder’s Name PRINT (As it appears in the financial institution’s records) Date

X

5C. Billing (To be used if an automatic payment option is NOT selected from 5A or 5B above.)

O Bi-monthly (Submit 2 months premium) O Quarterly (Submit 3 months premium)
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6. Statement of Accountability - Complete when the enrollee cannot fill out the enroliment form for coverage under HIPAA.

l, , personally read and completed this enroliment form for the enrollee named
below because:

O Enrollee does not read English O Enrollee does not speak English O Enrollee does not write English
[ Other (explain):

| translated the contents of this form and to the best of my knowledge obtained and listed all the requested personal and medical history

disclosed by:

| also translated and fully explained the “Conditions of Enrollment.”

Signature of Translator (Required) Date

X

7. To the Anthem Blue Cross-Appointed Agent or Representative

1. Your client must personally read and complete this enrollment form. If your client does not read or write English, the
Statement of Accountability must be completed.

2. Did you see the proposed subscriber at the time this enroliment form was executed? ............ ...t OYes ONo
If no, please explain:

Name of Agent (Print name) Agent’s Street Address Suite No.
Health Coverage Insurance Services, Inc Po Box 9417

Agent |.D.No. . City / State / ZIP Code

DILINIFIJHIJR MY | | | | | Santa Rosa, CA 95405

Phone No. Fax No. Signature of Agent (Required) Date (Required)
( 800 )569-1156 ( 800 ) 376-4703 X

Mail Service Agreement to: O Broker/Agent O Subscriber

PLEASE NOTE: If neither box is checked, the Service Agreement will be mailed directly to the subscriber.

Mailing Address

Enrollee:
Please return this enrollment form to the agent.

Agent:
Please mail to:

Anthem Blue Cross
P.O.Box 9041
Oxnard, CA 93031-9041

Anthem &

Blue Cross

DO NOT WRITE IN THIS AREA

Health care plans provided by Anthem Blue Cross. Insurance plans provided by
Anthem Blue Cross Life and Health Insurance Company. Anthem Blue Cross is the
trade name of Blue Cross of California. Independent licensees of the Blue Cross
Association.® ANTHEM is a registered trademark. ® The Blue Cross name and

. I
m——— ‘ ‘II“" |”|‘| ‘I‘ ‘Im Ilm |||I| ““ I‘I| ” |‘I‘ ‘ H ‘” |||I‘ ‘l“ I‘|| I| I | I|
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WHAT THE MEDICAL PLANS DO NOT COVER

< continued from page 5
- Educational services except as specifically provided or arranged by Anthem Blue Cross
- Nutritional counseling

- Food or dietary supplements, except for formulas and special food products to prevent complications
of phenylketonuria (PKU)

- Care or treatment furnished in a non-contracting hospital, except as specifically stated in the Evidence of
Coverage and Disclosure Form/Certificate

- Personal comfort items
- Custodial care
- Certain genetic testing

- Outpatient speech therapy, except as specifically stated in the Evidence of Coverage and
Disclosure Form/Certificate

- Any amounts in excess of maximums stated in the Combined Evidence of Coverage and
Disclosure Form/Certificate

- Services or supplies supplied to any person not covered under the Agreement in connection
with a surrogate pregnancy

- Outpatient drugs, medications or other substances dispensed or administered in any outpatient setting
Additional Exclusions and Limitations for the HIPAA Basic PPO 1000 Only
. Maternity or pregnancy care

. Preventive benefits, except for Pap and PSA tests, and mammograms,
not specifically listed in the Certificate

. Outpatient prescription drugs
. Acupuncture/Acupressure
. Physician office visits and associated costs, except as specifically described in the Certificate

. Physical or occupational medicine or chiropractic services, except
those provided during an inpatient hospital confinement

. Eye glasses and eye examinations
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RIGHTS AND OBLIGATIONS

No-Obligation Review Period

After you enroll in an Anthem Blue Cross health plan, you will receive an Evidence of Coverage/
Certificate booklet that explains the exact terms and conditions of coverage, including the plan’s
exclusions and limitations. You have 10 full days to examine your plan’s features. During that
time, if you are not fully satisfied, you may decline by returning your Evidence of Coverage/
Certificate booklet along with a letter notifying us that you wish to discontinue coverage.
Evidence of Coverage/Certificate booklets are available for you to examine prior to enrolling. Ask
your agent or Anthem Blue Cross. Once you enroll in an Anthem Blue Cross HIPAA plan, you will
have 30 days from the date of enroliment to change to a different HIPAA plan. Your effective date
will be the same as the date of your original enroliment. No further changes will be allowed after
you have been enrolled for 30 days.

Incurred Medical Care Ratio

As required by law, we are advising you that Anthem Blue Cross’ incurred medical care loss ratio
for 2007 was 80.43 percent. This loss ratio was calculated after provider discounts were applied.



MONTHLY RATES

Rates for the Anthem Blue Cross HIPAA Plans are based upon the county in which you reside,
and your family status and age. For Subscriber & Spouse and Family, rates are based on the
age of the younger spouse. To determine your rate, find your county in the Rating Areas chart
below and the rate for your area and category on the rate tables. Rates are recalculated at
each billing period based on age and the residence address.

Rating Areas

Area 1. Alpine, Amador, Butte, Calaveras, Colusa, Del Norte, El Dorado, Glenn,
Humboldt, Inyo, Kings, Lake, Lassen, Mendocino, Modoc, Mono, Monterey,
Nevada, Placer, Plumas, San Benito, Shasta, Sierra, Siskiyou, Sutter, Tehama,
Trinity, Tulare, Tuolumne, Yolo, Yuba

Area 2: Fresno, Imperial, Kern, Madera, Mariposa, Merced, Napa, Sacramento,
San Joaquin, San Luis Obispo, Santa Cruz, Solano, Sonoma, Stanislaus

Area 3: Alameda, Contra Costa, Marin, San Francisco, San Mateo, Santa Clara
Area 4: Orange, Santa Barbara, Ventura
Area 5: Los Angeles

Area 6: Riverside, San Bernardino, San Diego

Payment Methods

You may choose one of the following payment methods:

= Monthly billing — available with Monthly Checking Account Automatic Premium
Payment Authorization only

- Bimonthly (2-month) billing
- Quarterly (3-month) billing

See the application for instructions regarding your first premium payment.
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MONTHLY RATES
Effective 1/1/09

HIPAA PPO Share 2500 (DL98) HIPAA PPO Share 1500 (DL97)

AgeRange | Areal Area2 Area3 Area4 Area5 Areab AgeRange | Areal Area2 Area3 Aread Areab5 Areab
Single <15 $250 $238 $240 $231 $232 $219 Single <15 $250 $238 $240 $231 $232 $219
15-29 $371 $330 $328 $333 $330 $311 15-29 $371 $330 $328 $333 $330 $311
30-34 $478 $413 $411 $413 $410 $389 30-34 $478 $413 $411 $413 $410 $389
35-39 $526 $452 $447 $444 $441 $429 35-39 $526 $452 $447 $444 $441 $429
40-44 $594 $507 $502 $502 $500 $481 40-44 $594 $507 $502 $502 $500 $481
45-49 $618 $537 $529 $532 $530 $515 45-49 $618 $537 $529 $532 $530 $515
50-54 $747 $644 $638 $644 $611 $592 50-54 $747 $644 $638 $644 $611 $592
55-59 $901 $766 $756 $767 $725 $698 55-59 $901 $766 $756 $767 $725 $698
60-64 $901 $766 $756 $767 $725 $698 60-64 $901 $766 $756 $767 $725 $698
Subscriber _ 15-29 $750 $679 $674 $664 $659 $631 Subscriber _ 15-29 $750 $679 $674 $664 $659 $631
&Spouse 3034 $843 $765 $763 $750 $748 $713 & Spouse  30-34 $843 $765 $763 $750 $748 $713
35-39 $905 $827 $825 $814 $814 $778 35-39 $905 $827 $825 $814 $814 $778
40-44 $988 $907 $904 $883 $874 $847 40-44 $988 $907 $904 $883 $874 $847
45-49 $1,060 | $965 $964 $952 $942 $899 45-49 $1,060 | $965 $964 $952 $942 $899
50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,064 50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,064
55-59 $1.481 | $1.326 | $1,319 | $1,313 | $1272 | $1.214 55-59 $1.481 | $1.326 | $1.319 | $1,313 | $1.272 | $1.214
60-64 $1,481 | $1,326 | $1,319 | $1,313 | $1,272 | $1,214 60-64 $1,481 | $1,326 | $1,319 | $1,313 | $1.272 | $1,214
Subscriber _ 15-29 $750 $679 $674 $664 $659 $631 Subscriber _ 15-29 $750 $679 $674 $664 $659 $631
& Child 30-34 $843 $765 $763 $750 $748 $713 & Child 30-34 $843 $765 $763 $750 $748 $713
35-39 $905 $827 $825 $814 $814 $778 35-39 $905 $827 $825 $814 $814 $778
40-44 $988 $907 $904 $883 $874 $847 40-44 $988 $907 $904 $883 $874 $847
45-49 $1,060 | $965 $964 $952 $942 $899 45-49 $1,060 | $965 $964 $952 $942 $899
50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,084 50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,084
55-59 $1,481 | $1,326 | $1319 | $1,313 | $1.272 | $1.214 55-59 $1.481 | $1,326 | $1,319 | $1,313 | $1.272 | $1214
60-64 $1481 | $1,326 | $1,319 | $1,313 | $1,272 | $1,214 60-64 $1,481 | $1,326 | $1,319 | $1,313 | $1.272 | $1,214
Family 15-29 $1,108 | $1,042 | $1,043 | $1,023 | $1,034 | $998 Family 15-29 $1,108 | $1,042 | $1,043 | $1,023 | $1,034 | $998
30-34 $1.243 | $1.200 | $1.201 | $1.155 | $1,154 | $1.107 30-34 $1,243 | $1.200 | $1.201 | $1,155 | $1,154 | $1.107
35-39 $1,322 | $1,247 | $1,245 | $1,179 | $1,194 | $1,142 35-39 $1,322 | $1,247 | $1.245 | $1,179 | $1,194 | $1,142
40-44 $1,429 | $1,319 | $1,319 | $1252 | $1,249 | $1,205 40-44 $1,429 | $1,319 | $1,319 | $1,252 | $1,249 | $1,205
45-49 $1,515 | $1,367 | $1,365 | $1,317 | $1,307 | $1,260 45-49 $1,515 | $1,367 | $1,365 | $1,317 | $1,307 | $1,260
50-54 $1,702 | $1,532 | $1525 | $1,499 | $1.481 | $1,389 50-54 $1,702 | $1,532 | $1,525 | $1,499 | $1.481 | $1,389
55-59 $1,911 | $1.660 | $1642 | $1,656 | $1,617 | $1,501 55-59 $1,911 | $1,660 | $1.642 | $1,656 | $1,617 | $1,501
60-64 $1,911 | $1660 | $1.642 | $1656 | $1,617 | $1,501 60-64 $1,911 | $1,660 | $1.642 | $1,656 | $1,617 | $1,501
Subscriber _ 15-29 $1,108 | $1,042 | $1,043 | $1,023 | $1,034 | $998 Subscriber _ 15-29 $1,08 | $1,042 | $1,043 | $1,023 | $1,034 | $998
&Children _ 30-34 $1,243 | $1,200 | $1,201 | $1,155 | $1,154 | $1,107 & Children _ 30-34 $1,243 | $1.200 | $1,201 | $1,155 | $1,154 | $1,107
35-39 $1,322 | $1,247 | $1,245 | $1,179 | $1,194 | $1,142 35-39 $1,322 | $1.247 | $1,245 | $1,179 | $1,194 | $1,142
40-44 $1,429 | $1,319 | $1,319 | $1252 | $1,249 | $1,205 40-44 $1,429 | $1319 | $1,319 | $1.252 | $1,249 | $1,205
45-49 $1,515 | $1,367 | $1.365 | $1,317 | $1,307 | $1,260 45-49 $1,515 | $1,367 | $1.365 | $1,317 | $1,307 | $1,260
50-54 $1,702 | $1,532 | $1525 | $1,499 | $1.481 | $1,389 50-54 $1,702 | $1,532 | $1,525 | $1,499 | $1,481 | $1,389
55-59 $1,911 | $1,660 | $1642 | $1,656 | $1,617 | $1501 55-59 $1,911 | $1,660 | $1.642 | $1656 | $1,617 | $1,501
60-64 $1,911 | $1,660 | $1,642 | $1,656 | $1,617 | $1,501 60-64 $1,911 | $1,660 | $1,642 | $1,656 | $1,617 | $1,501

The HIPAA PPO Share 2500 and HIPAA PPO Share 1500 are offered by Anthem Blue Cross.
Notes:

For Subscriber & Spouse and Family, rates are based on the age of the younger spouse.
For more information, call your agent or Anthem Blue Cross at 800-333-0912.
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MONTHLY RATES
Effective 1/1/09

HIPAA PPO Share 5000 (DZ30) HIPAA Basic PP0O 1000 (DL99)

AgeRange | Areal Area2 Area3 Aread Areab5 Areab AgeRange | Areal Area2 Area3 Aread Area5 Areab
Single <15 $223 $207 $206 $221 $219 $200 Single <15 $223 $207 $206 $221 $219 $200
15-29 $296 $281 $279 $283 $284 $260 15-29 $296 $281 $279 $283 $284 $260
30-34 $390 $360 $360 $363 $368 $333 30-34 $390 $360 $360 $363 $368 $333
35-39 $433 $396 $391 $403 $411 $371 35-39 $433 $396 $391 $403 $411 $371
40-44 $513 $457 $457 $468 $474 $422 40-44 $513 $457 $457 $468 $474 $422
45-49 $580 $514 $512 $529 $530 $471 45-49 $580 $514 $512 $529 $530 $471
50-54 $714 $621 $621 $639 $611 $574 50-54 $714 $621 $621 $639 $611 $574
55-59 $869 $746 $740 $767 $725 $689 55-59 $869 $746 $740 $767 $725 $689
60-64 $901 $766 $756 $767 $725 $698 60-64 $901 $766 $756 $767 $725 $698
Subscriber 1529 $750 $679 $674 $664 $659 $622 Subscriber _ 15-29 $750 $679 $674 $664 $659 $622
&Spouse 3034 $843 $765 $763 $750 $748 $713 &Spouse  30-34 $843 $765 $763 $750 $748 $713
35-39 $905 $827 $825 $814 $814 $778 35-39 $905 $827 $825 $814 $814 $778
40-44 $988 $907 $904 $883 $874 $847 40-44 $988 $907 $904 $883 $874 $847
45-49 $1,060 | $965 $964 $952 $942 $899 45-49 $1,060 | $965 $964 $952 $942 $899
50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,064 50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,064
55-59 $1,481 | $1326 | $1.319 | $1,313 | $1.272 | $1.214 55-59 $1.481 | $1,326 | $1.319 | $1.313 | $1.272 | $1.214
60-64 $1,481 | $1,326 | $1,319 | $1,313 | $1272 | $1,214 60-64 $1,481 | $1,326 | $1,319 | $1,313 | $1,272 | $1,214
Subscriber 1529 $750 $679 $674 $664 $659 $622 Subscriber _ 15-29 $750 $679 $674 $664 $659 $622
& Child 30-34 $843 $765 $763 $750 $748 $713 & Child 30-34 $843 $765 $763 $750 $748 $713
35-39 $905 $827 $825 $814 $814 $778 35-39 $905 $827 $825 $814 $814 $778
40-44 $988 $907 $904 $883 $874 $847 40-44 $988 $907 $904 $883 $874 $847
45-49 $1,060 | $965 $964 $952 $942 $899 45-49 $1,060 | $965 $964 $952 $942 $899
50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,084 50-54 $1,264 | $1,151 | $1,146 | $1,136 | $1,106 | $1,084
55-59 $1.481 | $1,326 | $1,319 | $1,313 | $1.272 | $1214 55-59 $1.481 | $1,326 | $1,319 | $1,313 | $1.272 | $1.214
60-64 $1,481 | $1,326 | $1,319 | $1,313 | $1.272 | $1,214 60-64 $1.481 | $1,326 | $1,319 | $1,313 | $1.272 | $1,214
Family 15-29 $1,088 | $1,012 | $1,005 | $1,023 | $1,034 | $992 Family 1529 $1,088 | $1,012 | $1,005 | $1,023 | $1,034 | $992
30-34 $1,243 | $1.194 | $1.188 | $1,155 | $1,154 | $1107 30-34 $1,243 | $1,194 | $1.188 | $1,155 | $1,154 | $1,107
35-39 $1,322 | $1.247 | $1.245 | $1,179 | $1.194 | $1142 35-39 $1,322 | $1.247 | $1.245 | $1,179 | $1,194 | $1142
40-44 $1,429 | $1,319 | $1,319 | $1,252 | $1,249 | $1,205 40-44 $1,429 | $1,319 | $1,319 | $1,252 | $1,249 | $1,205
45-49 $1,515 | $1,367 | $1,365 | $1,317 | $1,307 | $1,260 45-49 $1,515 | $1,367 | $1,365 | $1,317 | $1,307 | $1,260
50-54 $1,702 | $1,532 | $1,525 | $1,499 | $1.481 | $1,389 50-54 $1,702 | $1,532 | $1,525 | $1,499 | $1.481 | $1,389
55-59 $1,911 | $1,660 | $1.642 | $1656 | $1,617 | $1,501 55-59 $1,911 | $1,660 | $1.642 | $1,656 | $1,617 | $1,501
60-64 $1,911 | $1,660 | $1.642 | $1,656 | $1,617 | $1,501 60-64 $1,911 | $1660 | $1642 | $1656 | $1,617 | $1,501
Subscriber 1529 $1,088 | $1,012 | $1,005 | $1,023 | $1,034 | $992 Subscriber _ 15-29 $1,088 | $1,012 | $1,005 | $1,023 | $1,034 | $992
&Children 3034 $1,243 | $1,194 | $1,188 | $1,155 | $1,154 | $1,107 &Children _ 30-34 $1,243 | $1,194 | $1,188 | $1,155 | $1,154 | $1,107
35-39 $1,322 | $1.247 | $1.245 | $1,179 | $1,194 | $1,142 35-39 $1,322 | $1.247 | $1,245 | $1179 | $1,194 | $1,142
40-44 $1,429 | $1319 | $1,319 | $1.252 | $1,249 | $1,205 40-44 $1,429 | $1,319 | $1,319 | $1.252 | $1,249 | $1,205
45-49 $1,515 | $1,367 | $1.365 | $1,317 | $1,307 | $1,260 45-49 $1,515 | $1,367 | $1.365 | $1,317 | $1,307 | $1.260
50-54 $1,702 | $1,532 | $1,525 | $1,499 | $1,481 | $1,389 50-54 $1,702 | $1,532 | $1,525 | $1,499 | $1,481 | $1,389
55-59 $1,911 | $1,660 | $1.642 | $1656 | $1,617 | $1,501 55-59 $1,911 | $1,660 | $1,642 | $1656 | $1,617 | $1,501
60-64 $1,911 | $1,660 | $1,642 | $1,656 | $1,617 | $1,501 60-64 $1,911 | $1,660 | $1,642 | $1,656 | $1,617 | $1,501

The HIPAA PPO Share 5000 and HIPAA Basic PPO 1000 are offered by Anthem Blue Cross Life and
Health Insurance Company.

Notes:

For Subscriber & Spouse and Family, rates are based on the age of the younger spouse.
For more information, call your agent or Anthem Blue Cross at 800-333-0912.
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Anthem @&

Blue Cross
The HIPAA PPO Share 2500 and HIPAA PPO Share 1500 Plans are offered by Anthem Blue Cross. The HIPAA Basic PPO 1000 and the HIPAA PPO 5000 Share Plans are
offered by Anthem Blue Cross Life and Health Insurance Company.
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 symbol are registered marks of the Blue
Cross Association.

Rates and benefits effective 1/1/09



Anthem = | Why another questionnaire?

Blue Cross

This questionnaire asks you to provide information about your health. This is completely voluntary and your responses will be
protected along with your other protected health information as described in the Notice of Privacy Practices that was previ-
ously provided to you by Anthem Blue Cross. This information will help us recommend Anthem Blue Cross programs designed
to help you improve your health.

1. In general, my health is:
O Excellent O VeryGood O Good O Fair O Poor

2. My current height and weight. ‘- " Height (feet'/inches") Weight (pounds)

3. | have been told by my health care provider that | have the following health conditions.
Please check only the responses that apply to you.

Yes, diagnosed within a year Yes, diagnosed more than a year ago
O Hypertension (High Blood Pressure) [HTN] | O
O Coronary Artery Disease (Heart Disease) [CAD] O O
U Diabetes O O
O Kidney Disease [KD] O O
O Congestive Heart Failure [CHF] O O
O Asthma or Chronic Obstructive Pulmonary Disease [COPD] u

4. |visit my doctor regularly for any health conditions | may have
O Yes 0 No
Physician’s name:
Physician’s phone number:

5. I have instructions from my health care provider and know when to call my doctor if my health is worsening.
O Yes U No

6. |take medications as prescribed.
O Always O Sometimes O Never

7. Right now | am confident that | can follow all my doctor’s instructions.
O Iamvery confident O 1am somewhat confident O | am not confident

8. lam:
O Notasmoker [ Acurrentsmoker O Aformer smoker

Allinformation you provide will remain confidential.
MCASH2730C 12/08 over >>




9.

would like assistance with the following:

Quitting smoking

Following a healthy diet

Beginning an exercise plan (or modifying an existing one) to help me reach my goals
Building a support system to help manage my health

Working better together with my health care provider/physician

None of the above

OooOoOooao

10. Having a chronic condition can be very taxing. As part of our care management programs, we want to help you
identify possible signs of depression. Please remember that only a doctor can diagnose depression, and this
questionnaire may help you seek advice from your physician and may help us identify additional resources
Anthem Blue Cross can offer you.

O Over the past two weeks, | have found myself crying often and/or feeling down or hopeless.
O | have felt little interest or pleasure doing things | usually enjoy.

In order to work with you managing your health, please complete all of the information below.

Name Health Care ID or SSN
Address Phone
Email

I am currently enrolled in an Anthem Blue Cross plan.

O vYes O No
I am currently enrolled in Case Management or a Health Improvement Plan.
UYes O No

Please chose your preferred contact method:
O Email O Phone O Mail

Thank you for your time. We look forward to serving you better with your health needs.

Please remit your completed questionnaire to:
Anthem Blue Cross

P.0. Box 9041

Oxnard, CA 93031-9041

Allinformation you provide will remain confidential.

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 symbol are registered
marks of the Blue Cross Assaciation.



Anthem &

Blue Cross

Language Assistance Services

English

Can you read the attached document? If not, we can have somebody help you read it. You may also
be able to get this written in your language. For free help, please contact your agent.

Spanish

Puede usted leer este documento anexo? Si no, podemos asignarle alguien que le ayude. También
puede recibir esto escrito en su idioma. Para asistencia gratuita, por favor contacte a su agente.

Chinese (Traditional)

i TE e W LI, YR "Rl Sl ey -
g L0 © B e

Korean
AR AFE o 4 Y57 dA Eapalrhd goj=d Algkg 79
& JHUch @Fol MR E oA S JHUrh gL FRon T
o o] HEo| Al A3t Al Q.
Vietnamese
Quy vi doc duoc tai liéu dinh kém khong? Néu khéng, ching téi sé cho ngudi doc
giup quy vi. Ngoai ra, quy vi cling c6 thé dwoc cap tai liéu nay bang ngén ngir cla
quy vi. Vui ldng lién lac v&i nhan vién dai dién cta quy vi dé dwoc giup d& mién phi.
Tagalog

Kaya mo bang basahin ang nakakabit na dokumento? Kung hindi naman, maaaring patulungan ka
namin sa ibang tao sa pagbasa nito. Maaari mo ring makuha ito na nasusulat sa iyong lengguwahe.
Para sa libreng pagtulong, paki-kontakin ang iyong ahente.

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 names and symbols are registered marks of the Blue Cross Association.
MCASH6334CML 01/09



No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-866-249-4844. For more help call the CA Dept. of
Insurance at 1-800-927-4357. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le envien algunos en espafiol.
Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-866-249-4844. Para obtener mas
ayuda, llame al Departamento de Seguros de CA al 1-800-927-4357. Spanish

REES RS o BRI E IR - vTLIR P SOESCARRG RS - 5 26O Ha T SCRIRA - tom] DS 265043
FOIE o AHUS ) - FEECEEREE R ATV IATEESERNS - BB 1-866-249-4844 EHIRARAS - AXHUS HABRE) - &5
EEE 1-800-927-4357 EEIINEREEESHAE © Chinese

Cic Dich Vu Trg Gitp Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu thong dich. Quy vi c6 thé dugc ngudi khac
doc gitp cac tai liu va nhdn mdt so tai li€u bang tieng Viét. Bé dugc gitip do, hay goi cho ching t6i tai s6 dién thoai ghi trén
thé hdi vién cua quy vi hodc 1-866-249-4844 D¢ dugc trg giup thém, xin goi S¢ Bao Hiém California tai s6 1-800-927-4357.
Vietnamese

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin. Maaari mong ipabasa sa iyo ang mga
dokumento at maaari mong hingin na ipadala ang ilang mga dokumento sa iyo sa Tagalog. Para makakuha ng tulong, tawagan
kami sa numerong nakalista sa iyong ID card o sa 1-866-249-4844. Para sa karagdagang tulong, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357. Tagalog

8 59 AulA, Asts 59 AHAE oA 5 gl
gom gd=olg MgE ARE Wolr A i glFUth :

A3} 1-866-249-484411 0. 2 Ol &l) FAAI Q. BTk ARAISE 0] AFGE 2] Eufol £ Bl ohf 4135}
1-800-927-435771 0 2 A3l 7] A] 2. Korean

Ujdwp LEquijul Ownwym piniutkp: dnip fupnn bp pupguu dknp phpk) b thwuwnwpenpbpp puptpgt nug
&kq hwdwp huytipk (Eqyny: Oquntpjut hwdwn dkq quiuquhwnptp dtip hupum pjut (ID) mnduh Jpu wpdws ud
1-866-249-4844 huudwpny: Lpwugnighs oqunipjutt hwdwp 1-800-927-4357 hwdwpny quuquhwpbp Ywhdnpuhuygh
Uywhnjugpnipjutt fudwiidntip: Armenian

Becnaarnbie yeayrn nepeBoja. Bel MojkeTe BOCIIONB30BATHCS yCIyTraMy MEPEBOTYNKA, U BAIIN JIOKYMEHTBI IPOUTYT JUIS
Bac Ha pycckoM s3bIke. Eciim Bam TpeOyeTcst oMolilb, 3BOHUTE HaM [0 HOMEpY, YKa3aHHOMY Ha Ballled WIeHTH(HUKATMOHHON
Kapre, win 1-866-249-4844. Ecin Bam TpeOyeTcst JOMOIHUTENbHAs TOMOIIIb, 3BOHHUTE B JlemapTaMeHT cTpaxoBaHHs IITaTa
Kamgopuus (Department of Insurance) no reneony 1-800-927-4357. Russian

MRl 5l —E A OAGE CERZ CIRML. B2 BHALE T I —CAZCHED 5 1E, IDA—Rid#flOF X
72131-866-249-4844 X THRM W EDHELILE IV BAS BV E DX, AV T4V =7 MR,
1-800-927-4357 KT HifK <72 S, Japanese

(SaS il ) (sl 0 s ol s (U 1 8 L) 40 S lae 850 5 S saldind AL aa i SO ledd ) gl s Ol Ar dags e cilasd
4 ¢y S @il 50 6) a8 Ol 1-866-249-4844 5 e Gl b s ol oad 08 Ladi Alulid & IS (55548 il jlad By sk L
Persian .58 (4l1-800-927-4357 o jled 43 (Wad\S 4an o Jlal) CA Dept. of Insurance

HE3 I Aeret: 3T g9THIE &t Aee! IS 99 Aae J »3 BRI & UATH! 29 e A J| I3 eR3Ted 347% UdtH 2fg
3+ 7T HIE JI&| HEE S, 3973 metst (ID) 993 ‘3 ©f3 &89 3 A 1-866-249-4844 ‘3 H'S 25 dd| TUJ HEE BE JBIeaamr
sfurgeie nre feaidA § 1-800-927-4357 3 €5 dd| Punjabi

M Ansafg 1 Hﬁmi‘QQﬂiﬁSHﬁiiﬁiﬁmﬁﬂ ShsianigsEn MMAania 1 aipning ajugiaiy s
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Anthem %

Blue Cross

Addendum to Individual Applications

A new law became effective January 1, 2009 (AB 2569) which requires all agents/brokers to include
an attestation with each application submitted if that agent/broker assisted that applicant in
completing the application.

Applicant’s Social Security or ID No. Type or Print Name

Fax: (805)713-8829

Mail: Individual Services
P.O. Box 9041
Oxnard, CA 93031-9041

As the agent/broker, please check one of the following:

(] I'have not had any interactions whatsoever with this applicant either by phone, email or in person and
did not provide any information, advice or assist the applicant in any manner in providing answers or
responses to any questions in the application.

] I assisted the applicant in submitting this application. To the best of my knowledge, the information on
this application is complete and accurate. | explained to the applicant, in easy-to-understand language,
the risk to the applicant of providing inaccurate information and the applicant understood the
explanation.

NOTICE: If you state any material fact that you know to be false, you are subject to a civil penalty of up
to ten thousand dollars ($10,000), as authorized under California Health and Safety Code Section 1389.8(c)/
Insurance Code Section 10119.3.

Signature of Agent (required) Date

Type or Print Name Agent Number
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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 symbol are registered marks of the Blue
Cross Association.






