Health Plan Employee Enrollment Application

Blue Shield plans for 101+ employees

Blue Shield of California and Blue Shield

blue

california ~°

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

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

Reason for application:

[] New hire [ Loss of coverage date [] Late enrollment

[ Rehire date [ Open enrollment  Effective Date__ | [7] Qther qualifying event type
Date above event occurred

Section 1 - Important enroliment guidelines for Specialty Benefits coverage

N/A

Section 2 - Plan(s) select and fill in plan name(s) as appropriate.

Select a Medical Plan

I:l Access + HMO 15/100 (High HMO)
[ tri0 Aco HMO 15/100 (Low HMO)
(] custom Full PPo 250/750 (High PPO)

[__] custom Full PPO HDHP/HSA 2800/5200 (Low PPO)

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
1t Full PPO Savings plans are HSA-eligible high-deductible health plans.

1 Must be paired with an HSA plan only

Note: Blue Shield does not offer tax advice, nor do we offer HSAs, HRAs, HIAs, FSAs, or LPFSAs.

Internal use only. Do not write in this section and skip to Section 3.

Department code Group ID Subgroup ID

Class ID Effective date

Section 3 - Employee information

Social Security number . Employer (group) name
i City of Vernon

Last name . First name

Employment status: 5
[TFulltime [ Parttime  [JRetiree . Date of hire:

Job title/classification

Home address (street, city, state, ZIP code)

Mailing address (if different from home address)

Home phone number Email address

How would you prefer we contact you? [ Email [ Standard mail [ Telephone
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Date of birth

. Gender[]Male

[IFemale Marital status[ ] Single ["IMarried [_] Domestic partner

Language preference: [_|English [ _]Spanish [ Chinese [_]Vietnamese [ _]Other

Are you enrolling your spouse/domestic partner and/or child dependents

[ Yes

["TNo 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):

Provider number:

IPA/medical group name:

* IPA/medical group number:

Existing patient? ] Yes [] No

] ]

Section 4 - Dependent spouse/domestic partner/children information If you, your spouse/domestic partner, or your
dependents are refusing coverage, please complete and sign the Refusal of Coverage form.

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

“~lling spouse/domestic
sartner information

Enroll in
(please check
all that apply)

Medical Provider Information

Medical Provider Address

[] Spouse [] Domestic partner

Doctor's name

[] Male [ Female ‘
First Address
First M Last
[ 1 Medical City, State, and Zip Code
- Provider number
Last
IPA/medical group name
Social Security number
IPA/medical group number
Date of birth (mm/dd/yyyy) Existing patient? [ Yes [ No Existing patient? [ ] Yes ["] No
Enroll in

Enrolling dependent child(ren)
information

(please check
all that apply)

Medical Provider Information

Medical Provider Address

C Male [ Female

First Ml

Doctor's name

First

Last

Address

City, State, and Zip Code

Last [ Medical Provider number

Social Security number IPA/medical group name

Date of birth [mmydd/yyyy] IPA/medical group number

Disabled? [~ Yes [ No Existing patient? [ Yes [ No Existing patient? [ Yes [ No
Enroll in

Enrolling dependent child(ren)
information

(please check
all that apply)

Medical Provider Information

Medical Provider Address

[l Male [ Female

First Ml

Last

Social Security number

Date of birth (mm/dd/yyyy)

Disabled? [] Yes [ No

] Medical

Doctor's name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

[ Yes [ No

Existing patient?

Address

City, State, and Zip Code

[1Yes []No

Existing patient?
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Section 4 - Dependent spouse/domestic partner/children information (confinued)

; . Enroll in . . .
Enrolling _depende_nt child(ren) (please check Medical Provider Information Medical Provider Address
information
all that apply)
[T Male [T] Female Doctor's name
First Address
First Ml
Last
. City, State, and Zip Code
Last g Medical Provider number
Social Security number o IPA/medical group name
- IPA/medical group number
Date of birth (mm/dd/yyyy)
Disabled? [ Yes [] No Existing patient? [ Yes [ No Existing patient? [ Yes [] No

Section 5 - Medicare information

1. Are you or any of your dependents currently covered by Medicare? [] Yes [ No
If “yes,” please attach a copy of your Medicare card(s) and/or select the type of coverage below:
Part A: [] Effective date: (mm/dd/yyyy)
Part B: [_] Effective date: (mm/dd/yyyy)
2. Is Medicare eligibility due to end-stage renal disease (ESRD)? ] Yes [~ No
If “yes,” please answer the following questions:
a) What was the first date of dialysis treatment, and what type of dialysis are you receiving?

Date
Type: "] Hemo [ Self-dialysis (peritoneal)
b) If you have had a kidney transplant, what was the date of the transplant: (mm/dd/yyyy)

Section é - Authorization

The following authorization section is to be signed by all employees applying for coverage with Blue Shield of California or
Blue Shield of California Life & Health Insurance Company (“Blue Shield Life"”). This enrollment cannot be processed without
your signed authorization.

I agree: All information on this form is correct and true 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

Blue Shield of California/Blue Shield Life may pursue one of the following remedies within the first 24 months of coverage: my coverage may be canceled, or
following 30-day notice, rescinded. | 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

| further authorize my employer to deduct from my earnings the contribution (if any) required toward the cost of this plan.

Signature of employee Date

Print employee name

Disclosure of personal and health information

At Blue Shield of California/Blue Shield Life, we understand the importance of keeping your personal information private, and we take our obligation to do so very
seriously. We are required by law to maintain the privacy and security of your personal information in whatever format it is held — paper, electronic, or oral. This
statement applies to personal information that Blue Shield obtains, creates, and/or maintains about you and your covered dependents.

In the course of administering your Blue Shield coverage, we collect, use, and disclose information about you and your covered dependents, and we create records
about you, your medical treatment, and the services we provide to you. The information in these records is called protected health information (“PHI”) and includes
individually identifiable personal information such as your name, address, telephone number, and Social Security number, as well as your health information, such
as healthcare diagnosis or claim information.

\We obtain PHI about you and/or your covered dependents from you, at your direction, and/or with your permission. We also obtain your PHI from other sources
as permitted by law, including, for example, from your healthcare provider, insurer, insurance support organization, health information exchange, health plan,

or insurance agent. We use and disclose your PHI to administer your Blue Shield coverage and as otherwise permitted or required by law. In doing so, we may
disclose your PHI to others including, for example, a healthcare provider, insurer, insurance support organization, health information exchange, health plan, or your
insurance agent.
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Blue Shield maintains a Notice of Privacy Practices (“Notice”) that describes your privacy rights, our obligations to protect your privacy, and how we use your
PHI with and without your specific authorization. When we use or disclose your PHI, we are bound by the terms of the Notice, which applies to all records
that we create, obtain, and/or maintain that contain your PHI. You will receive our Notice when you enroll for Blue Shield insurance coverage. You may

also obtain a copy of our Notice by calling the customer service number on your Blue Shield member ID card or by visiting our website at:
blueshieldca.com/bsca/about-blue-shield/privacy/confidentiality.sp.

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.

Agent/Broker Attestation

Attestation of Agent/Broker assisting in the submission of this application: (1) to the best of my knowledge, the information on the application is complete and
accurate; and (2) | have explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and the applicant
understood the explanation.

Signature of Agent/Broker Date

If an Agent/Broker willfully states as true any material fact he or she knows to be false, that person shall, in addition to any applicable penalties or remedies available
under current law, be subject to a civil penalty of up to ten thousand dollars ($10,000). Any public prosecutor may bring a civil action to impose that civil penalty. These
penalties shall be paid to the Insurance Fund.
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Blue Shield of California Life & Health Insurance Company

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California Life & Health Insurance
Company complies with applicable state

laws and federal civil rights laws, and does not
discriminate on the basis of race, color, national
origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age,
or disability. Blue Shield of California Life & Health
Insurance Company does not exclude people
or treat them differently because of race, color,
national origin, ancestry, religion, sex, marital
status, gender, gender identity, sexual orientation,
age, or disability.

Blue Shield Life:

* Provides aids and services at no cost to people
with disabilities to communicate effectively with
us such as:

- Qualified sign language interpreters

- Wiritten information in other formats
(including large print, audio, accessible
electronic formats, and other formats)

* Provides language services at no cost to people
whose primary language is not English such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact the Blue Shield
Life Civil Rights Coordinator.

If you believe that Blue Shield Life has failed to
provide these services or discriminated in another
way on the basis of race, color, national origin,
ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age, or
disability, you can file a grievance with:

Blue Shield of California Life & Health Insurance
Company Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)

Fax: (844) 696-6070

Email: BlueShieldCivilRightsCoordinator@
blueshieldca.com

Blue Shield of California Life & Health Insurance Company
50 Beale Street, San Francisco, CA 94105

You can file a grievance in person or by mail, fax,
or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you.

You may also contact the California Department
of Insurance if you believe that Blue Shield of
California Life & Health Insurance Company has
failed to provide these services or discriminated in
another way on the basis of race, color, national
origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age,
or disability. You can file a grievance with:

California Department of Insurance
Consumer Communications Bureau
300 S. Spring Street, South Tower

Los Angeles, CA 90013

Phone: 1-800-927-HELP (4357) or TDD 1-800-482-4833

Complaint forms are available at
www.insurance.ca.gov/01-consumers/101-help

If you believe that you have not been provided
these services or discriminated in another way
on the basis of race, color, national origin,
age, disability, or sex, you can also file a civil
rights complaint with the U.S. Department of
Health and Human Services, Office for Civil
Rights electronically through the Office for
Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building
Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at
www.hhs.gov/ocr/office/file/index.html.
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Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

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
1-866-346-7198. 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 espanol. Para obtener ayuda, llimenos al nimero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener mds ayuda, llame al Deparfamento de Seguros de
CA al 1-800-927-4357. Spanish

REFESIRE., GG ORI, WL PSSR A, AU T SCAORRA, AT DS 2L ST

PR, RSB, FEEEEORER - FATSIMERRNE, ST 1-866-346-7198 BLFRAMERE, AkEUSHIh
#Bh, FEEE 1-800-927-4357 BLANM LEEHELH#%, Chinese

Céc Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi cé thé duoc nhan dich vu thdng dich. Quy vi cé thé duoc
ngudi khac doc gitip cac tai liéu va nhan mot s6 tai liéu bang tiéng Viét. Dé dwoc gitp d&, hay goi cho ching t6i

tai s dién thoai ghi trén thé hoi vién cla quy vi hodc 1-866-346-7198. P& duwoc tro gilip thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

FESHAMHA FOtE =0 S ME|AE B2 d # A2 =02 MRS dEoiF= ME|~
UELICEL =0 st 22 73t ID 7H=0]| Lt2

M E Zolote 22 22| ZL o = 2=, ol Mo

=2 HFO Al A
— =2 C—2 T
U= Ot T3} 1-866-346-7198H O 2 E O8] FAA| Q. &
1-800-927-4357H O 2 HES| =4 A| 2. Korean

C} XA 3

t o
t

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at
maipababasa mo sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan kami sa

numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa karagdagang tulong, tawagan
ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uuyswp LEqulwl SwnwynLpjncbutp: Hnwp Ywnnn Gp pwpqdwu é6np pGpt W thwuwnwenrebpp
purtngt) tnw| d6g hwdwn hwtptu Ggyny: Oguniejwl hwdwp Utg quugwhwnptp d6n hupluncpjwl (ID) tnnduh
ynw bogwd Ywd 1-866-346-7198 hwdwnny: Lpwgnighy oqunigjwl hwdwn 1-800-927-4357 hwdwpny
quugwhwptp Ywhdnpuhwih Uwywhnyjwagpnipjwl FwdwudnLup: Armenian

BecAnaTHble YCAYTM NepeBoAd. Bbl MOXETE BOCMOAb3OBATLCS YCAYTAMM NEPEBOAYMKA, M BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM 43blke. ECAM BOM TPEBYETCH MOMOLLLB, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HA BALLEN MAEHTUAOMKALIMOHHOM KAPTE, MAM 1-866-346-7198. ECAM BOM
TpebyeTcs AOMOAHUTEABHAS MOMOLLLb, 3BOHUTE B AEMNAPTAMEHT CTPRAXOBAHMS LLITATA KAAMADOPHMS
(Department of Insurance), no teaedoHy 1-800-927-4357. Russian

BMEOEREY—ERX BAZTERZIRML. EHEREALET. Y—EXRZTHEDAIX., 1DH—
FEREDE S F1=(X1-866-346-7198F THREILVEHEL L\, BLALSEMULELEIX, A THIIL=T M
RIRT. 1-800-927-4357F T ZE#K K =& LY, Japanese

(51 .0 s il s Ll s sl L) 40 Sl 25 8K 5 i€ ealdid alad s jie S Ciledd il g Ol A g s Al cilasd
)2 80 il 1-866-346-7198 o_led (ol b 5 Cansd 023 2 Laid lulids IS (55548 il o jladi sl ) Le LSS il 5o
Persian.2sS (4% 1-800-927-4357 » ket 43 (LiallS 4an o )lA)CA Dept. of Insurance 4 ¢ yidy <SS il jo
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HE3 I AT 3H TIHIE i ATl ITHS dd AdR J W3 TA3TRH ¢ UAre f[<d A Aaw J1 99 TA3<H
3T Ul {39 37 71 AR I | Hew B8 303 »irelst (ID) 3193 3 3 99 3 Hi 1-866-346-7198 3 ' HIG 26
31 U3 Hew Bl AETaga M fsurgeic »ig fesian & 1-800-927-4357 '3 @6 F3 | Punjabi

HINREMANSHARIGY HRMGSSUTSHAUMTUMAN SHMSARMINSHAN MANTg1 1 iEnuUSSw
wYSINUMIDHSMUINSIZ e SUMMMIIUTMAIENUS SIUNIHRA Yiug 1-866-346-7198 4
UENUS SWUTSYIS]S yySiinisimudm N UIg mMIGULIND suiug 1-800-927-4357 Khmer

Joail Baclusall e Jgemnll 2y jall Zallly Gl 5306 gl 56 B 5 an e e Jgeanll Uiy ABISH 0 94 dan 5 cilasd
(e slaall o 330l e Jpanll 1-866-346-7198 4l Lo ol ey s &8y e faaall o801 e Ly
arabic .1-800-927-4357 i) e i) sl 43¥ o Gaalill 3 ol Jusil

Cov Kev Pab Txhais Lus Tsis Them Nqi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom
neeg nyeem cov ntawv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob
hauv koj daim yuaj ID los sis 1-866-346-7198. Yog xav tau kev pab ntxiv hu rau CA lub Caj Meem Fai
Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

vsmamemues lidodn ldde ananansasuusmsannau nudsiiidmihiiswenans Tir s
wiaawenasuau lunmwvssnalumanld nadesmemnushomae

Asaun Insdwvinuminelawisyashunduinsadvoinm wie finanuiaw 1-866-346-7198
WnFpINNSANNTNLMADIRNAN 1UsA WSl nsumsUssAusuuisnasguaanasiiluivanoian 1-800-927-4357 Thai

f3:X[eeh U TATE | 3T Teh G Bt JaT Ut &R Tabvel g | SATT AT BT UGal &b G Thd & 3R $S Pl 30T
YT & T4 ol FUSTaT Gohd & | TeTadl & g, 319 ID $1e WR foU T 9aR WR, T 1-866-346-7198 TR §H B B |
3ifYe TERIAT & foru hefiwif=ar AT faHRT (CA Dept. of Insurance) @Y 1-800-927-4357 TR T &3 | Hindi

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi h6l9odoo ninizingo éi biighah. Naaltsoos
naanindhajeehigi shich’{’ yiidooltah éi doodagd ta’ shich’i’ 4doolniit ninizingo biighah. Shika a’doowot ninizingo
nihich’{’ béésh bee hodiilnih d66 namboo ¢éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’ bikaad’ éi doodagd
¢i (866)346-7198ji’ hodiilnih. Hozh¢ shika anaa’doowot ninizingo éi dii béeso ach’aah naa’nil bit haz’4aji’
1-800-927-4357ji" hodiilnih. Navajo

U:amvcch')s')?oe)UCSE)a‘) WIVTIVINLCBITCUWIFTNG. mwmmoa?mafmcan»:ﬁ‘m‘lmm‘mwg
CCA% 53C83’) 3‘)DU‘)3€5‘)3WCUDM‘)S‘)28§W‘)D 5?QU@O?DQO€)CU)8 (ZU)’QU)U’)‘)MOD')CS‘)C'WJJCUEU)Q"SUU)D
2DUOUv®?OO??3m?D 0 EU)UWCLM 866-346-7198. 3‘70U€)O‘)UQOE)C@8CM.UCC)D2WU)‘) WrCCLN U 3'7')..)2&.)283
50693WcLOLOUCD 1-800-927-4357. Laotian
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