Employee Change Fom e ASe DAY AnthemLite BT

INSTRUCTIONS:

Please complets this form ONLY if you are making changes to your existing coverage. If you are APPLYING for coverage or ADDING a dependent(s),
completa the Anthem “Enroliment Application” instead of this form.

If you are cancelling coverage for a dependant or changing a name, please provide a reason in the designated sections, Camplete electronically, or in blue or
black ink and retum to your employer. Please use extra sheets of paper if necessary. NOTE: Some changes may be made by accessing anthem.com.
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Employer name

Group no. Emplayee np./Department nama

CF0ther:
3 Enroliment in Medicara (Fill in Section 7)
[IWaiving coverage (Flin Section 10)

U Add dependent {] Change Life beneficiary
[ Cancel dependent [ Change Life classificaticn
O conversion

Medical Type of coverage

1f muttiple medical plans ars available, please indicate the plan type below and write plan number in the space provided. ] 2

CIHMo [JAnthem Essential™ ppa (It umenos® HIA PPO [JEmployee only
COros (Jiumenos® HSA PPD* [CJLumenos® Health Incentive Account Plus PG (I employee+spouse (DF)
Orpo CJLumenos® HRA PPO ClLumenos® ileductible First HRA PPO CJemployee+chid(ren)
if multiple Medical Plans are available, write plan number: Szznlmarage
“Anthem will facitate the opening of a Health Savings Account (HSA) in your name, if directed by your Empioyer.

Dental — To apply for BUY-UP coverage, check PPO and writs in the plan number  [Vislon Life

on the line provided,

CIprD: Type of coverape Typa of coverage Clufe

O Traditional O employee only Clemployee+spose  |L] Employes only [ employee+spouse (OPY  {Fill in Section B)

L] Dental Biue®100/200/300 ] Employeeschildiren) ClFamily coverage O employee+-childiren)  [J Family coverage
[ nental Blue® 100 OINocoverage I No coverage

SECTION 4: EMPLOYEE INFORMATION -~ Required
First name M.l |Date of birth Social Security no.* {required)

Sex CIM [CJsinge CIMarried [Height |Weight|Home phane Email address Howrs workad per week
3¢ |Onivorced

City County

SECTION 5 FAMILY INFORMATION — Spouse and dependents to be changed/cancelled. attach a separate sheet if necessary.
Please read the Genetic Information Non-discrimination Act {GINA) information in Section B, Significant Terms, prior to answering the questions in Section 5.
Fi0add Olchange  LClCancel Reason for change

] Last name First name Ml |Social Security no.” (required)

-4 Date of birth Sex Relationship to employee If spouse/DP address is different than empioyee, provide full address
Owm OOfF  |Cspouse T Comestic Partner

“Anthem is required by the Internal Revenue Service to collect this information.
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Social Security ng.

Reason for change

First name MI. Social Security no." (required)
Sex Relationship to employee [ Child |If dependent address is different than employee, provide fud address
(Ox OF [ other
F_| Cladd Elchange Clcancel Reason for change
I

First rame M1

Social Security Ao, * {required)

SECTION 62 LIFE AND DISABILITY INSURANCE

Current income § Clhowr  Clweek  Olonth [l vear Currently actively stwork? CYes [INo  If o, reason:
(pasic Life (J supplemental Life xannual earnings [ Basic ADRD [ short-Term Disability:
[Jpependent Life RS [ Opticnal AD&D [ Long Term Disability:

Anthem ByDesign Buy-Up. Check appropriate box and writs in the percentage next to the benefit selected. Compiats separate election form.

[ Short-Term Disability: % {ZJ Long-Term Disabiity: % {Basic Life

Primary beneficiary

Last name First name M. |Social Security no. Relationship to employee  |Age
Contingent beneficlary

Last name First name M. }Social Security ro. Relationship to employee  |Age

SECTIUN 7: OTHER HEALTH COMERAGE

Do you and/or your dependents have other health coverage? [IYes [INo  If yes, complete below.
On the day your coverage begins, st family members, including yourself, wha will be covered by any other heatth coverage

Provide name, phone rumber and address of the HMO or inurance company Policyfcertificate no. Effective date
Policy/fcertificata holder name Sorial Security no. Date of hirth Relationship to employee
Are you andfor your dependents enrolled in Medicare or Medicaid? [l Yes I:[!dqq? if yes, complete below.

Enroflee name Medicare/Medicaid 1D nc. Medicare Part A effective date |Medicare Part B effective date |ESRD onsel date

Ensollee name Medicare/Medicaid 10 ne. Medicare Part A effective date [Medicare Part B effective date |ESRD onsel date

Medicare Part D carries Medicare Part 0 10 no Medicare Part D effective date |Medicare Part D term date

Reason for Medicare entitiement: (JAge [ODisability [JESRD& Disability [ End Stage Renal Disease (ESRD)
SECTION 8 SIGNIFICANT TERMS, CONDITIONS AND AUTHORIZATIONS (TERMS! — Please read this section carefully before signing the application.

Genetic Information Non-discrimination Act {GINA): When answering questions abiout 2 person on this form, only give answers shout that persan, aad do not incluge
any genetic information. Genetic information inctudes family health history, genetic testing, genetic services, genetic counseling, or genetic diseases for which the persen
may be at risk. All respenses about a person will nly be censidered and used for that person.

Health Savings Account Natice: | authorize the financial custodian of my Health Savings Account (HSA) to give Anthem Blue Cross and Biue Shield facts about my HSA,

including account rumber, account balance and account activity. | understand that | may take back my authorization by written request to Anthem Blue Cross and Blue Shield
at any time.

*Anthem is required by the Internal Revenue Service to coliect this information.
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Name Sacial Security no.

SECTION B SIGKIFICANT TERMS, CONDITIONS AND AUTHORIZATIONS {TERMS} — Please read this section carefully before sigining the application,
1. lunderstand that | may not assign any payment under my Anthem Blua Cross 4. 1understand that, to the extent allowed by law, Anthem reserves the right to
and Blue Shield program unless atiowable by law. accept or decline this application for coverage (and that Anthem Life Instrance
2. | agree to have maney taken from my wages/pension, if necessary, to cover B_ump_any may accept only certain ?neaple or terms for coverage), and that no
the premium cast for the coverage applied for. right iscreated by my agplication for coverage.
3. I'am asking for the coverage | chose on this form. )f 1 made choices thal are 5. 1 agree that “"'Bm mz ETF'O.“":‘“"IW ;:]ghlhgway of any changes that would
not available tome, | gree that my chnices may be changed to those on the make me or any dependent(s) inelighle for this coverage.
employer’s appication. 6. By signing this application, ) agree to the taping or monitering of any phone calls
between Anthem and myself,

| cartify each Soeial Security number listed on this application is correct,

| have read and accept the Significant Terms, Conditions and Authorizatians as 2 condition of caverage, My answers to a¥ questions are true to the best of my knowledge, and
| wnderstand that Anthem refies on these answers in accepting this application. | understand that any untue answers or failure to report new medical information before my
effective date may cause @ material change in coveraga or premium rates. Any material misrepresentation or significant omission found ln this application may resttt in denial
of benefits. rescission or cancellation of coverage. | agree to these terms for myselfand on behalf of any dependents covered by the Plan. ) am acting as their agent and
representative.

SECTION 8 SIGNATURE -- Required, if you are applying for coverage. Please review your application for errers or omissians.

Read Saction 8 carefully before signing.
I have read and understand the language in the TERMS section of this application and agree to all of its terms.

Employee signature

fate

SECTION 18: WAIVER OF COVERAGE — Camiplete for yourself and/or any eligible dependents. Gheck all that apply.

Type af coveraga |  Walved for Name Reason for waiving (already protected by coverage)

(Jself Cianthem Certificate/policy no. or Carrier name and iD no.
ClMedical  |[JSpouse/op (2 Bther camier
(3 chid(ren) I No coverage

[self [ Anthem Certificate/policy no. or Carrier name and D no.
Cloental {7 Spouse/0P [ 0ther carier
L3 chadiren) LN coverage

3self [ Anthem Certificate/paticy no. or Carrier name and il no.
DOlvision L 1Spouse/DP {1 0ther camier
LIchild(ren) LMo coverage

O seif {JAnthem Certificate/policy no. or Carrier name and ID no,
OLife CJSpouse/op L] Other carrier
£ Chidiren) CJNo coverage

Oseif CAnthem Certifieate/palicy no. or Carrier name ang I0 no.
Can (] spouse/pp (] Other carrier
L chid(ren) (] No coverage

Chack &l that apply:

£ Ihave been given a chance to apply for Anthem Bue Cross and Biue Shieid coverage, and after careful thought, | have decided not to take this offer. If | want to
apply for coverage at a later date, ) can, based on established methods. If | have decided not to take this offer of coverage for mysedf or my dependents {including
my spouse) because of ather health insurance coverage, | may be able to enroll mysedf or my dependents tater, as long as | ask 1o signep within 31 days after other
coverage ends. Alsn, if | have a dependent as a result of marriage, birth, adoption or placement for adaption,  may be abie to enroll myself and my dependents if
| request enrollment within 31 days after the marriage, birth, adeption or placement of adoption.

| also understand that my dependents and | may Sign up under two mare circumslances:

o Either my or my dependents Medicaid or Chikdren's Health Insurance Program (CHIP) coverage is terminated as a result of loss of eligibility; or

o My dependents or | hecome eligidle for a subsidy (state premium aid program).

In these cases, | may be able ta enroll myse!f and my dependents if { request earoliment within 60 days of the lass of Medicaid/CHIP or of the elighitity determination.

(1 1 have been given a chance to apply for the group life benefits offered by my employer/group. The benefils have baen explained to me. | and/or my dependent(s} have
decided not to join. My dependent(s) or | were not pressured by my employer/group, agent or fife camier, to say no to this covesage, hut instead we chose to say no of
our own accord. | agree that if 1 want to ask for coverage in the future, | may be asked to give proaf of insurability at my own cost.

O other:

SIGNATURE — Required, if you want to wawe coverage for yourself and your dependents.
Employee signature
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