Small Business Employee Enrolilment Form

Blue Shield of California and

blue

california ~°

Blue Shield of California Life & Health Insurance Company

Effective January 1, 2019

Subscriber information — Please note: Missing information may delay processing.

Additional subscriber information is located in Section 2.

Subscriber’s last name

| First name M

Social Security number

Reason for application — Please indicate the reason for your enroliment below:

New group enroliment
Group effective date:

New hire/rehire
Date of hire/rehire:

Open enrollment
Renewal date:

COBRA/Cal-COBRA enrollment

New spouse/dependent
Date of marriage/birth/adoption:

Other qualifying event (specify):
Qualifying event date:

Section 1a - Health plan selection — Select one health plan from the package offered by your employer.

Blue Shield of California Off-Exchange Package for Small Business

PPO plans — Full PPO Network
Platinum Full PPO 0/10 OffEx
Platinum Full PPO 250/15 OffEx
Gold Full PPO 0/20 OffEx

Gold Full PPO 500/30 OffEx
Gold Full PPO 750/30 OffEx
Gold Full PPO 1200/35 OffEx
Silver Full PPO 1700/55 OffEx
Silver Full PPO 2000/45 OffEx
Bronze Full PPO 4000/70 OffEx
Bronze Full PPO 6000/65 OffEx
Bronze Full PPO 6500/50% OffEx

HSA-compatible HDHP plans — Full PPO Network
Silver Full PPO Savings 2000/20% OffEx

Bronze Full PPO Savings 5300/40% OffEx

Bronze Full PPO Savings 6650 OffEx

HSA-compatible HDHP plans — Tandem PPO Network
Silver Tandem PPO Savings 2000/20% OffEx

Tandem PPO plans — Tandem PPO Network
Platinum Tandem PPO 0/10 OffEx

Platinum Tandem PPO 250/15 OffEx

Gold Tandem PPO 750/30 OffEx

Silver Tandem PPQ 1700/55 OffEx

Silver Tandem PPQ 2000/45 OffEx

Bronze Tandem PPO 4000/70 OffEx

Bronze Tandem PPO 6500/50% OffEx

Access+ HMO plans — Access+ HMO Network
Platinum Access+ HMO® 0/20 OffEx

Platinum Access+ HMO® 0/25 OffEx

Platinum Access+ HMO® 0/30 OffEx

Gold Access+ HMO® 0/30 OffEx

Gold Access+ HMQ® 500/35 OffEx

Gold Access+ HMO® 1500/35 OffEx

Silver Access+ HMQ® 1975/55 OffEx

Local Access+ HMO plans — Local Access+ HMO Network
Platinum Local Access+ HMO® 0/20 OffEx

Platinum Local Access+ HMQ® 0/25 OffEx

Platinum Local Access+ HMO® 0/30 OffEx

Gold Local Access+ HMO® 0/30 OffEx

Gold Local Access+ HMO® 500/35 OffEx

Gold Local Access+ HMQ® 1500/35 OffEx

Silver Local Access+ HMQ® 1975/55 OffEx

Trio HMO plans - Trio ACO HMO Network
Platinum Trio HMO 0/20 OffEx

Platinum Trio HMOQ 0/25 OffEx

Platinum Trio HMOQ 0/30 OffEx

Gold Trio HMO 0/30 OffEx

Gold Trio HMO 500/35 OffEx

Gold Trio HMO 1500/35 OffEx

Silver Trio HMO 1975/55 OffEx

Blue Shield of California Mirror Package for Small Business

Blue Shield Trio Platinum 90 HMO 0/15 + Child Dental
Blue Shield Platinum 90 PPO 0/15 + Child Dental

Blue Shield Trio Gold 80 HMO 0/30 + Child Dental
Blue Shield Gold 80 PPO 0/30 + Child Dental

Blue Shield Trio Silver 70 HMO 2000/45 + Child Dental
Blue Shield Silver 70 PPO 2000/45 + Child Dental
Blue Shield Bronze 60 PPO 6300/75 + Child Dental
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Subscriber's last name First name

Social Security number

Section 1b - Specialty Benefits — Dental,* Vision,* and Life Insurance* plan selection

Select specialty plan(s) from the package offered by your employer.

If your employer offers specialty benefits, please complete the attached Specialty Benefits Employee Benefit Selection Form to select specialty benefits coverage.

Section SB1 - Dental benefits

Dental HMO plans

57 DHMO Basic | B 0HMO Plus

| E0HMO Deluee

| DHMO Voluntary

Dental PPO plans

Ultimate Dental PPO for Small Business 50/2000
Ultimate Dental Plus PPO for Small Business 50/2000
Smile*™ Deluxe 2000 50/2000/No Ortho/MAC
Smile*™ Deluxe Plus 2000 50/2000/0rtho/MAC
Smile*™ Deluxe 50/1500/0rtho/MAC

Smile*™ 50/1500/No Ortho/MAC
Smile*™ Plus 50/1500/0rtho/MAC
Smile*™ Value 50/1500/No Ortho/MAC
Smile*™ Plus Gold 50/1500/0rtho/U85
Smile™ Basic 75/1000/No Ortho/MAC

SmileS™ Deluxe Gold 50/1500/0rtho/U85

Smile™ Basic Voluntary 75/1000/No Ortho/MAC

Dental In-Network Only (INO) plans* (only available for groups enrolled in these p

lans prior to 12/31/2018)

Smiles™ INO Dental Plan 50/1500/Endo-Perio 80%/0rtho
Smile*™ INO Dental Plan 50/1500/Endo-Perio 80%/No Ortho

Smile*™ INO Dental Plan 50/2500/Endo-Perio 80%/0rtho
Smile*™ INO Dental Plan 50/2500/Endo-Perio 80%/No Ortho

Smile*™ INO Dental Voluntary Plan 50/1500/Endo-Perio 50%/0rtho’
SmileS™ INO Dental Voluntary Plan 50/1500/Endo-Perio 50%/No Ortho'

Smile*™ INO Dental Voluntary Plan 50/2500/Endo-Perio 50%/0rtho’
Smile™ INO Dental Voluntary Plan 50/2500/Endo-Perio 50%/No Ortho'

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).

T Voluntary dental plans require a minimum of one (1) enrolling, eligible employee.

Section SB2 - Vision coverage

Vision coverage*

Ultimate Vision for Small Business (12-12-12)
Ultimate Vision Plus 0/0/150/120

Ultimate Vision 0/0/150

Ultimate Vision Plus 10/25/150/120

Ultimate Vision 10/25/150

Ultimate Vision 0/0/120

Ultimate Vision 10/25/120

Ultimate Vision Voluntary 10/25/150'

Preferred Vision for Small Business (12-12-24)
Preferred Vision Plus 0/0/150/120

Preferred Vision 0/0/150

Preferred Vision Plus 10/25/150/120

Preferred Vision 10/25/150

Preferred Vision 0/0/120

Preferred Vision 10/25/120

Preferred Vision Voluntary 10/25/120

Basic Vision for Small Business (12-24-24)
Basic Vision Plus 0/0/150/120

Basic Vision 0/0/150

Basic Vision Plus 10/25/150/120

Basic Vision 10/25/150

Basic Vision 0/0/120

Basic Vision 10/25/120

Basic Vision Voluntary 10/25/120'

Other (please specify)

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).

1 Voluntary vision plans require a minimum of one (1) enrolling, eligible employee.

Section SB3 - Life/AD&D insurance

Group term life insurance®

Employee information

Full-time employment date

Average hours worked per week

Rehire date Job class/occupation

Earnings $
(excluding overtime, bonuses, etc.)

[C]Hour []Week []Month [ Year

Designation of beneficiary

Community property laws — If you are married or in a domestic partnership, reside in a community property state (Arizona, California, Idaho, Louisiana, Nevada, New Mexico,
Texas, Washington, or Wisconsin), and name someone other than your spouse/domestic partner as beneficiary, it is possible that payment of benefits will be delayed or disputed
unless your spouse/domestic partner also signs the beneficiary designation.

| agree to the stated beneficiary designation(s).

Spouse/domestic partner signature:

Date:

Spouse/domestic partner name (please print)
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Subscriber’s last name First name Mi Social Security number

Primary beneficiary — Blue Shield Life will pay the life insurance benefits to the primary beneficiary/beneficiaries identified. An employee may designate more than one primary
beneficiary. Please show percentages for each primary beneficiary in the “% of benefits” column to total 100% of benefits. If the percentage is not defined, the benefits will be
distributed equally to those primary beneficiaries who survive the employee. To designate more than two primary beneficiaries, please provide on a separate sheet of paper, which
is signed and dated by the employee, and attach to this form.

First name Ml Last name Social Security number Relationship Date of birth % of benefits
Address City State ZIP code
First name M Last name Social Security number Relationship Date of birth % of benefits
Address City State ZIP code

Contingent beneficiary — Proceeds will be paid to a contingent beneficiary only if no designated primary beneficiary survives the insured.

First name M Last name Social Security number Relationship Date of birth % of benefits

Address City State ZIP code

Information on benefit amounts

Please contact your benefits administrator for more information regarding your group life insurance coverage. Coverage granted to individuals listed in this enrollment
form shall be subject to all provisions and limitations stated in the Blue Shield of California Life & Health Insurance Company group life insurance policy.

Number of eligible dependents: Basic Dependent Life Insurance: [] Yes No

Employee Basic Life and AD&D Insurance amount: $ Amount of coverage requested for dependent(s): $

(Minimum amount of coverage is $1,000; maximum is $5,000)

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
A46897

Section 2 - Subscriber information

Note: Social Security numbers are required per CMS.

Social Security number Employer (group) name Blue Shield Group ID

Last name First name Mi

Home (physical) address (no P.0. Box addresses) City State ZIP code

Mailing address (if different from home address) City State ZIP code

Work phone number: Home phone number: Language preference:
English [] Spanish [Z] Chinese [ Vietnamese [ Other

Email address (required) How would you prefer we contact you? Blue Shield will use your preferred method when possible.
Email [] Standard mail [Z] Telephone: [Z] Work [Z] Home

Date of birth: | Gender: [C] Male [C] Female | Marital Status: [Z]] Single [=] Married [Z] Domestic partner

Date of hire: Job title:

(Full time or part time as noted below. If orientation period is applied, the date - -

of hire is the first day after completion of the orientation period.) Job classification:

Do you have any eligible dependent children under the age of 26? [£] Yes []No How many? How many are enrolling?

Employment status: Mark one option

I am a full-time employee actively working 30 hours or more per week for this employer. [Z] Yes [Z] No

| am a part-time employee actively working between 20-29 hours per week for this employer. [C] Yes No

I am an existing COBRA participant or enrolling due to a COBRA qualifying event. [Z] Yes [Z]No If yes, complete section 7 (required).
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Subscriber’s last name First name Mi Social Security number

Section 3 - HMO primary care physician/Dental HMO provider assignment

This section is only required if you selected an HMO plan. If you selected a PPQ plan, please proceed to Section 4.

HMO plan primary care physician selection

Would you like for Blue Shield to designate a primary care physician for you and your dependents who is located near your home or work?

[ Yes, | would like Blue Shield to designate a primary care physician and/or Dental HMO provider for me and my dependents.

No, I would like to request a specific primary care physician and/or Dental HMO provider for myself and my dependents (please specify below).

* Please note: If Blue Shield is unable to assign the primary care physician and/or Dental HMO provider you requested, Blue Shield will designate a provider. HMO primary
care physicians can be changed by visiting blueshieldca.com after enroliment.

HMO primary care physician name Provider number IPA/MG name Existing patient?
Yes [ No

Dental HMO provider name Provider number Dental Group name Existing patient?
Yes [C]No

Section 4 - Dependent information

Please note: If the employee, spouse/domestic partner, or child dependent(s) are refusing coverage for any product offered by the group, the employee must complete and sign a
Refusal of Personal Coverage form at the end of this application instead of completing the section below. Blue Shield will enroll dependents under all plans that the employee is also
enrolled/enrolling in unless indicated otherwise.

Dependent type: Gender: Social Security number (required) Enrolling in all products selected by subscriber?

Spouse ElMale =] Yes [C]No

Domestic partner 7] Female If no, Refusal of Coverage attached? [] Yes [Z] No

First name M Last name Suffix

Date of birth Address (if different from employee)

HMO primary care physician name Provider number IPA name Existing patient?
Yes [C]No

Dental HMO provider name Provider number Dental Group name Existing patient?
Yes [ No

Dependent type: Gender: Social Security number (required) Enrolling in all products selected by subscriber?

Dependent child Male =] Yes [Z]No

Other dependent child: | [£] Female If no, Refusal of Coverage attached? [£] Yes [=] No

legal guardianship

First name M Last name Suffix

Date of birth Address (if different from employee)

HMO primary care physician name Provider number IPA name Existing patient?
Yes 2] No

Dental HMO provider name Provider number Dental Group name Existing patient?
Yes []No

Dependent type: Gender: Social Security number (required) Enrolling in all products selected by subscriber?

7] Dependent child Z]Male =] Yes ] No

[ Other dependent child: | =] Female If no, Refusal of Coverage attached? [7] Yes [=]No

legal guardianship

First name M Last name Suffix

Date of birth Address (if different from employee)

HMO primary care physician name Provider number IPA name Existing patient?
Yes []No

Dental HMO provider name Provider number Dental Group name Existing patient?
=] Yes 2] No

C12914 (1/19) Employee Application 4 of 8



Subscriber's last name

First name

Social Security number

Dependent type:

=] Dependent child

Other dependent child:
legal guardianship

Gender:
Male
Female

Social Security number (required)

[]Yes [C]No

Enrolling in all products selected by subscriber?

If no, Refusal of Coverage attached? [ Yes [] No

First name

M

Last name

Suffix

Date of birth

Address (if different from employee)

HMO primary care physician name

Provider number

IPA name

Existing patient?
[ Yes [E]No

Dental HMO provider name

Provider number

Dental Group name

Existing patient?
Yes []No

Dependent type:

Dependent child

Other dependent child:
legal guardianship

Gender:
Male
Female

Social Security number (required)

[ Yes [ No

Enrolling in all products selected by subscriber?

If no, Refusal of Coverage attached? [] Yes [ No

First name

M

Last name

Suffix

Date of birth

Address (if different from employee)

HMO primary care physician name

Provider number

IPA name

Existing patient?
Yes [ No

Dental HMO provider name

Provider number

Dental Group name

Existing patient?
Yes [ No

Dependent type:

Dependent child

[ Other dependent child:
legal guardianship

Gender:

[T Male
[~] Female

Social Security number (required)

[ Yes & No

Enrolling in all products selected by subscriber?

If no, Refusal of Coverage attached? [7] Yes [=] No

First name

Mi

Last name

Suffix

Date of birth

Address (if different from employee)

HMO primary care physician name

Provider number

IPA name

Existing patient?
Yes [ No

Dental HMO provider name

Provider number

Dental Group name

Existing patient?
Yes [Z]No

Dependent type:

=] Dependent child

Other dependent child:
legal guardianship

Gender:
Male
Female

Social Security number (required)

[ Yes [Z]No

Enrolling in all products selected by subscriber?

If no, Refusal of Coverage attached? [] Yes [=] No

First name

M

Last name

Suffix

Date of birth

Address (if different from employee)

HMO primary care physician name

Provider number

IPA name

Existing patient?
Yes [Z]No

Dental HMO provider name

Provider number

Dental Group name

Existing patient?
Yes [C]No
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Subscriber’s last name First name Mi Social Security number

Dependent type: Gender: Social Security number (required) Enrolling in all products selected by subscriber?

Dependent child Male Yes [Z]No

Other dependent child: Female If no, Refusal of Coverage attached? [] Yes [Z] No

legal guardianship

First name Ml Last name Suffix

Date of birth Address (if different from employee)

HMO primary care physician name Provider number IPA name Existing patient?
Yes [Z]No

Dental HMO provider name Provider number Dental Group name Existing patient?
Yes [Z]No

Dependent type: Gender: Social Security number (required) Enrolling in all products selected by subscriber?

Dependent child Male Yes [Z]No

Other dependent child: Female If no, Refusal of Coverage attached? [] Yes [] No

legal guardianship

First name Ml Last name Suffix

Date of birth Address (if different from employee)

HMO primary care physician name Provider number IPA name Existing patient?
Yes []No

Dental HMO provider name Provider number Dental Group name Existing patient?
Yes []No

Section 5 — Other health plan information — If enrolling due to a loss of coverage under a prior health plan

and/or to receive credit foward any employer waiting period, documentation is required to verify the date of the
qualifying event.

Does any person applying for coverage currently have health coverage or previously had health coverage at any time in the pastsix (6) months? [T Yes [C] No
If yes, specify carrier:

Type of coverage: [C] Group [ Individual Medicare Covered California/State Health Insurance Exchange [ Other (specify):

Policy/ID number Date coverage began: Date ended (if coverage is active, please leave blank):
Please list all subscriber and dependent member names currently or previously enrolled in the health coverage identified above: Documentation attached?
Yes []No

Section 6 - Medicare information
Are you or any of your dependents currently covered by Medicare? Yes [] No
Please attach a copy of your Medicare card(s) and/or enter the type of coverage here:
Part A: Effective date: (mm/dd/yyyy) Part B: Effective date: (mm/dd/yyyy)
Is Medicare eligibility due to end-stage renal disease (ESRD)? Yes [Z]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 (mm/dd/yyyy)

Type: [Z] Hemo Self-dialysis (peritoneal)
b) If you had a kidney transplant, what was the date of the transplant: (mmy/dd/yyyy)
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Subscriber’s last name First name Mi Social Security number

Section 7 — COBRA/Cal-COBRA group continuation coverage

Please complete this section only if enrolling for COBRA or Cal-COBRA group continuation coverage. Those individuals already enrolled in COBRA or Cal-COBRA coverage from a prior
carrier are eligible to continue that coverage with Blue Shield for the remaining duration of time allowed through COBRA and/or Cal-COBRA (as applicable). Proof of enroliment as a
COBRA/Cal-COBRA participant is required.

Please provide the name of the employee through whom group coverage was obtained prior to the qualifying event, in order to beeligible for COBRA/Cal-COBRA continuation coverage.

Employee last name Employee first name Mi

Employee's/subscriber’s Blue Shield ID (if applicable) Original qualifying event date

Qualifying event reason:

[C7] Termination or reduction in hours (last day worked) [C1] Attainment of maximum age for a dependent child
[] Termination or reduction in hours due to disability Death of covered employee
Divorce or legal separation [] Termination of domestic partnership

Entitlement to Medicare by covered employee

Section 8 - Disclosure of personal and health information

At Blue Shield of California, we understand the importance of keeping your personal information private, and we take our obligation to do so very seriously. Blue Shield protects the
privacy and security of the personal information that we maintain, use, and disclose for purposes of administering your Blue Shield coverage.

Blue Shield obtains personal information about you and/or your covered dependents, including health and/or financial information, from you, at your direction, and/or with your
permission. We are also permitted by federal and state law to obtain your personal information from other sources, including, for example, from your healthcare provider, insurer,
insurance support organization, health plan, or insurance agent. We use and disclose your personal information to administer your Blue Shield coverage and as otherwise permitted or
required by law. In doing so, we may disclose your personal information to others including, for example, a healthcare provider, insurer, insurance support organization, health plan, or
your insurance agent. Blue Shield will not disclose your personal information without your authorization except as permitted or required by law.

Blue Shield is required to provide you with a Notice of Privacy Practices (“Notice”) that describes your privacy rights, our obligations to protect your privacy, and how we use and
disclose your personal information with and without your specific authorization. When we use or disclose your personal information, we are bound by the terms of the Notice,
which applies to all records that we create, obtain, and/or maintain that contain your personal information. You will receive our Notice when you enroll for Blue Shield 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/
documents/about-blue-shield/privacy.

Acknowledgement and signature

I acknowledge and agree: All information | have provided on this enrollment 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
enrollment within 24 months of issuance, Blue Shield may pursue one of the following remedies: coverage may be cancelled, or the applicable premium may be adjusted, or, following
notice, coverage may be rescinded. | further authorize my employer to deduct from my earnings the contribution (if any) required toward the cost of this plan.

I understand that coverage does not become effective until this and my employer’s application have been approved by Blue Shield of California.

Signature of employee Date

Print employee name

All pages of this form are necessary to process your enroliment.

Missing information may delay processing.
If submitting for an existing Blue Shield plan, go to blueshieldca.com.
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Refusal of Coverage form

Complete this form if you, your spouse, domestic partner, or child dependent(s) are refusing this group health, dental, vision, and/or life insurance coverage offered through the
employer. (The employer must retain a copy of this form to provide to Blue Shield upon request.) Please type or print. Use black ink. *Note: The employee’s Social Security number
is required for all eligible employees and dependents.

Employee name Social Security number Date of birth
Employer (Group) name Hire date State of residence
Marital status Married [ Yes [£] No Job title

Domestic partnership [] Yes [ No

Is the employee a full-time employee, working at least 30 hours per week for this employer? [Z] Yes [C]No Or
Is the employee a part-time employee, working at least 20 hours per week for this employer? [ Yes [Z] No

Declining coverage for: Reason for declining coverage

E‘e‘;\'/'l”e *l‘fea“g pl'lag overage for: OTHER EMPLOYER HEALTH COVERAGE
0 Myse an /3 eptgn enrts. | [] Enrolling as a dependent or an employee on this group health plan
¥ Spouse/domestic partner only [] Covered by this employer’s other health plan (through another carrier)

[] My children only Oc ) )
. . overed by another employer's health plan (e.g., through your spouse/domestic partner)
[ My spouse/domestic partner and children only Carrier name

[] The following dependents only: D number
[] Covered by TRICARE

If dental plan offered, | decline dental plan coverage for: OTHER NON-EMPLOYER HEALTH COVERAGE

[ Myself and all dependents. C 4 by an individual heal
i th plan.
[] My spouse/domestic partner O Cg:’s:; na;/nzn ndividuat health plan

[ My children

. ) ID number
0 M\V s].cpﬂuse/dognestlcdpartnerlarld children [] Covered California or other State Health Exchange
L] The following dependents only: ] Medicare, Medi-Cal, Healthy Families Program
[] Other
If vision plan offered, | decline vision plan coverage for: OTHER DENTAL COVERAGE
(] Myself and all dependents ] Enrolling as a dependent on this group dental plan
[ My spouse/domestic partner ] Covered by another employer’s dental plan (e.g., through your spouse/domestic partner)
L] My children Carrier name
[ My spouse/domestic partner and children 1D number
[] The following dependents only: [] Other
o - OTHER VISION COVERAGE
If life insurance plan offered, | decline life plan coverage for: [] Enrolling as a dependent on this group vision plan
1 Myself

] Covered by another employer’s vision plan (e.g., through your spouse/domestic partner)
Carrier name
ID number

[] Other

OTHER LIFE INSURANCE COVERAGE

[] Covered by another employer's life insurance coverage (e.g., through your spouse/
domestic partner)
Carrier name
ID number

[] Other

I acknowledge that the coverage available to me has been explained to me by my employer and | know that | have every right to enroll in this coverage and | have decided not to enroll
myself and/or my dependent(s), if any. | now decline to enroll myself, my spouse/domestic partner, and/or my child dependent(s) in my employer’s group health plan. | have made this
decision voluntarily, and no one has tried to influence me or put any pressure on me to decline coverage.

If 1 am declining enrollment for myself or my dependents because of other health coverage or because the employer stops contributing toward this coverage, | acknowledge that | may
be able to enroll myself and my dependents in this plan if | request enrollment within 60 days after my or my dependents’ other coverage ends or after the employer stops contributing
toward the other coverage.

In addition, if | acquire a new dependent as the result of marriage/domestic partnership, birth, adoption or placement for adoption, | acknowledge that I, and my dependents, may request
enrollment in my employer’s health plan by applying for that coverage within 60 days of the marriage/domestic partnership, birth, adoption, or placement for adoption. | also acknowledge
that if I, or my dependents, become eligible for the Healthy Families or the Medi-Cal Premium Assistance programs, | or my dependents may request enrollment in my employer's health plan
by applying for coverage within 60 days of the notice of eligibility for these premium assistance programs.

If I have indicated above that the reason for declining coverage for myself or my dependent(s) is coverage under another employer health benefit plan, | acknowledge that if | or my
dependent(s) involuntarily lose coverage under the other employer health benefit plan, | must request enrollment for myself and/or my dependent(s) in my employer health benefit plan
within 60 days. Otherwise, | understand | may not enroll myself and/or my dependents in my employer’s health plan until the earlier of the end of my employer's next open enroliment
period or 12 months.

Signature of employee Date

Print name
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Blue Shield of California
50 Beale Street, San Francisco, CA 94105 california

Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California 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 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 of California:

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

- Qualified sign language interpreters

- Written 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 of California Civil Rights Coordinator.

If you believe that Blue Shield of California 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

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

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 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.

blue
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Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it.

You may also be able to get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ¢ Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

EEEH : CEEEEHEN ? MR A8 - RAUUBAZREE - EHEMIL ATMENESES
MBRZED - BUBNRITE5ERBIBlue Shield IDFEE LK E85/FFREER - SUEETT
B (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc Ia thw nay khéng? Neu khong, chung t6i c6 thé nhe _nguwoi gidp quy
vi doc thw. Quy vi cling cd thé nhan 14 thw nay dwoc viét bang ngdn ngiy cla quy Vvi. Pé dworc hé tro
mién phi, vui long goi ngay dén Ban Dich vu Héi vién/Khach hang theo sb & mét sau thé ID Blue Shield
cla quy vi ho&c theo sb (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
O (866) 346-7198. (Tagaloq)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg6o éi, naaltsoos nich’y’
yiidoottahigii fa’ nihee hol¢. Dii naaltsoos aldd’ t’aa Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’ adoowot ninizingé nihich’i’ béésh bee hodiilnih d66 namboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)

+= 4%, L2 £ F A= AHEO| JASLC EBHCOHE
M Zo i 2O A|2{H Blue Shield ID 7t SIHO
§I%J/17—”. MH|A M3HHS = (866) 346-71982 K| 2 NS 2. (Korean)

YUCGINC k. Ywpnqubnd &p Jupnuy wyju twdwlp: Bph ns, wyw Ukip Joqubklp dkq: dnip whunp k
twl jupnyuwbwp vnwbtw)] wju twdwlp dkp (Eqyny: Cwnwynipiniut wtdwn b vugpnd Gup
wilhpwy tu quuquhwpl) Zwdwhinpyutph vywuwpuw pudih hipwhinuwhwdwpny, npp tpdws &
Atp Blue Shield ID pupwuj twnnlith dwunid, jud (866) 346-7198 hwdwpny: (Armenian)

BAXHO: He moxeTe npoyYecTb AQHHOE NMUCbMOS Mbl MOMOXEM BAM, ECAM HEOBXOAMMO. Bbl TAKXKE MOXETE
MOAYYUTb BTO MMCbMO HAMUCAHHOE HA BALLIEM POAHOM A3blke. [103BOHUTE B CAY>XKOY KAMEHTCKOM/YAEHCKOM
NOAAEPXKKM MPIMO CEMHAC MO TEAETPOHY, YKA3AHHOMY C3AAM MAEHTUAOUKALMOHHOM KapThl Blue Shield, namn
no TenedoHy (866) 346-7198, 1 BOM MOMOTIYT COBEpPLLIEHHO BecnAaTHO. (Russian)

E%:jﬁ%ﬁ% CIOFMEFRLZENTEEIN? b LRI ENTEXRWVWES, BN, BEMH
Y R—MT D2 NWEFRNZLET, £, BEROREGECEINLEFREBED T2 L7
RETY, ROV R—FE2RLEIN5841E. Blue Shield IDV— FOEFICEH EIN TWHIEE/BE
Y — b A0 EJRE S, 7215, (866) 346-7198IC B EiE 2 BT < &V, (Japanese)
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el IS Caly 534S il ol Bl 5l iy g g Tl 81 CSS Cdll 53 (sl anS il (823 gl 4 1 4l ol s
(Persian) xS (e (s jifio/linc| cilasa L (866) 346-7198 ol o el 31k 51 L 5 <aud i 7,2 (3 Blue Shield

HIZYIS: ot IH fer U39 § ug Aele I7 A &t 3T fer § ugs feg Hee &E wirl foan fonerst e ysiu a9
A I | AT fog U39 wrust g feg S Ifenr & YUz 59 Aa J1 He3 R Hee Yu3 396 &4 3973
Blue Shield ID a3 © fifg &3 Hag/areHa Aafer 28Ida 859 3, A (866) 346-7198 3 'S aJ| (Punjabi)

wFIRES: 1ISEAMGIHSMS: chsiziygis? 1IUBSIMGIS RGNS WHSSRAMIFIMSH
E/IS ARG SUTSIHEMISINMUNIUNUHARRIEN EUSSWEnusSsSSSig
WEIUTgINMuIiIsimSiueginiunueSs/HSSNSTR U SISTUT2RUMNIENU Blue Shield
TUIHM UrMUiw:iue (866) 346-71989 (Khmer)

138 o J sl L)l zliag 88 el 8 8 laclind e padd jliaa LSy cle) 8 adaiad ol o)f Staall 138 50 58 audaiss Jaz ageall
A Calall e 5 saall eliac V1 aad/e Sleall et e a8 e V1 JLad¥) s A3 () sy sacbusal) e J saal] elizly 1 €6 ldal)
(Arabic).(866) 346-7198 #i,ll e i Blue Shield 4. sel) 48y (1

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug
neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev pab
txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab nraum nrob
gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (HmonQ)

drdny: anusuaarineaduil lanie li vnnlils Tusawemnushoanndowls

AN ldsuaamnuatuilifunuvssan mndesnisanuthomde Ias liden Tdans
TusefnsiernuusmMsand/aundnvnaues Insdwi lutnsusza1sh Blue Shield wasna niolns
(866) 346-7198 (Thai)

AgcaquT: T 37T $H T 1 UG Hehd o2 TS o161, ol §H 38 UGl H 3T Heg o olv Tehdll cafer ol Jeier &t
Hehel § | 3T $H U T 37911 19T H 8 UTeT & Fehd & | T:3[eh Hee TIed &l & oIt 3191 Blue Shield ID &rS
& NS U I HIR/FECHT TTAH TP e, AT (866) 346-7198 T dhiel Y| (Hindi)

Sf)S')E)D mwsamoewaowwvlou’? T]‘)S‘)DUlO h)O)’)CS‘)ﬁ‘)J.)‘)O(ZU)U‘)‘)E)DQOE)S‘)D?U)ID‘)DM‘_)zO
U)‘)‘).)E)ﬂ5‘)JJ‘)OZ?U)CCUGDOUD‘)E)DCUD&)‘)%‘)QSQ&O‘)DIO 3?QUQO?DQOE)CU78CCUUUC5€)§)‘) D’)“’O‘U‘)
YmtmcU?m283cd‘)e)Uanvzumqn/onm?nmnmcuimQuzuemvmguomma:ﬂ Blue Shield 20919D,
M lumcD(866) 346-7198. (Laotian)
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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 espafiol. Para obtener ayuda, llAmenos al niumero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener méas ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

B TES IRE. Wﬁé%%%mf“”féﬂ&a’%o A DL SCHE TS A TS, A SO P SCARIRRAS, ] DAHESE BT
PR, BREUE BN, FEEEEORR TSI E YRS, jz%xﬂ 1-866-346-7198 ELEAM ks, ARESHAth
#Bh, FEECE 1-800-927-4357 HLANM LR REES, Chinese

Céc Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu thong dich. Quy vi cé thé duoc
ngudi khac doc gilip cac tai liéu va nhan mot s6 tai liéu bang tiéng Viét. Bé duoc gitp d&, hay goi cho ching toi
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

TR SYMHA S =0l SH MHAE o d £ 2 A= Z MFE ESHF= MEAER2H +
UL LICH =20 WQBEIAl & Hﬁ 5}: 1-866-346-7198H2 = 2 O[5H =Y A| 2. 2 CF ApM| B

= TIot2| ID 7HE0f| LietlE 2t
At g oI5t 22 A2 Z Lot F B =, QY H %} 1-800-927-4357H 2 2 G2 T4 A| 2. Korean

Walang Gastos ha 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 SwnwjnLpjncbutp: Hnwp Ywnpnn Gp pwpquwu é6np pGpt) W thwuwnwenrebpp
purtngt| tnwy 46q hwdwn hwjGptu |Gayny: Ogunipjwl hwdwn Utq quugwhwntp dGn hupuniejwl (ID) tnnduh
Ynpw Logwd Yud 1-866-346-7198 hwdwnny: Lpwgnighs ogunipjwl hwdwn 1-800-927-4357 hwdwpny
quuqwhwptp Ywhdnpuhwih Uwwhnjwgnnipjwl FwdwldnLup: Armenian

BbecAnaTHbIe YCAYTU NepPEeBOAd. Bbl MOXETE BOCMNOAB3OBATLCA YCAYTAMM MNEPEBOAYMKA, 1 BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM 43blke. ECAM BOM TPEBYETCH MOMOLLLB, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HA BALLIEN MAEHTUAOUKALLMOHHOM KapTE, MAM 1-866-346-7198. ECAM BOM
TpebyeTCcs AONOAHUTEABHAS MOMOLLLB, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LLTATA KAAMADOPHMS
(Department of Insurance), no teaedoHy 1-800-927-4357. Russian

BHDERY—ER BABTHERZIREML. EEZEHALET, Y—EXRZEZZHEDAIE. 1DH—
REZEDE S F1-(%1-866-346-7198F THREILVEHLEL &Y, BEHLEBULNEDLEIX. hY) THIIL=T M
RB&EFT. 1-800-927-4357F T Z&#E#K < f2& LY, Japanese

() .20 5 03] 52 (Ll 5 asjl L) 4 Sl 2 Ky g i€ saliin) Lalid aa e G Gladd )l g (Ol g dage el Clead
) S lai 1- 8663467198bJLA_\ZQ.\\L‘)&m\aﬁ;ﬁ@@bﬁui&)kidjjﬁuiéﬁb)w@)bj\L«hcd.ai&\éhja
Persian. xS (813 1-800-927-4357 »_jled 43 (Liad\S 4w o )la)CA Dept. of Insurance 4 ¢ yidin <SS il j
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HE3 I AT 3H TITHIE T ATl ITHS dd AdR J W3 TA3TRH § Unmd f[<9 7 Ao J1 99 TA3<d
g Ul {9 37 71 HaR I | Hew B8 3073 »irElEt (D) 193 3 €3 99 3 Hi 1-866-346-7198 3 WG 26
3| TUS Hew Bl FEtaIam fsurgene »ig fesion & 1-800-927-4357 3 @6 | Punjabi

HINREMANBHARIGY HAMGSSUTSHAUMUMAN SHMSAMMINSHAN MaNig! 4 i uUSSw
wysinyMiiReMuiusiz s SUMMUTamM U8 SIUIHA Yius 1-866-346-7198
UENURSWUTSYIS)S g SIgISiHdm N UiNg mIIGUiim suiug 1-800-927-4357 Khmer

Jeail caaelaall e J geanll Ty jall 2l ol G150 361 8 5 ansia o Jgeanll i€y RIS ¢y g3y dan i el
(o sladll (e 3350l e Jgeasll 1-866-346-7198 a8l o f ey sume dilday o cpuall 80 e Uy
Arabic .1-800-927-4357 adll e Lo, sallS 43 ¢ el 5 laly Juc

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

vamsvumued lidoan lddne ananinsasuuamsannau nudis it wmihiewenans Tia s
wiadwenansua i lumuvssnalumanld nasesmsmnushomas

nsaun InsdwvionuminplaviisyatdundninsUsandvoinm wis fivanuiaw 1-866-346-7198
windasmsanuthuwmdowingn Tuse lnsuni nsumsusAudouiaasgueanasilufivanoias 1-800-927-4357 Thai

e 1T AT | M1 Qe GUIRT o6 Tell T R Tl &1 310 ATl b1 Ugell ob G Thd & AR FG bl 37eHT
TS H ¥ad & FieTar gahd %I eIl & oy, 304 ID TS TR fT 7T FaR W, T 1-866-346-7198 TR &H I H1 |
3P TeTIdT & forT Heipif-ar AT faHNT (CA Dept. of Insurance) @1 1-800-927-4357 TR T &3 | Hind

Doo baah ilinigé saad bee yat’i’ bee anda’awo’. Dii sha ata’halne’dooigi hol¢edoo ninizingo éi biighah. Naaltsoos
naanindhéjeehigi shich’{’ yiidooltah éi doodagd ta’ shich’i’ adoolniit ninizingo biighah. Shika a’doowot ninizingo
nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii ninaaltsoos dootl‘izhigi bee néiho’dilzinigi bine’dé¢’ bikaa’ éi doodago
¢i (866)346-7198ji’ hodiilnih. Hozh¢ shika anaa’doowot ninizingo éi dii béeso ach’aah naa’nil bit haz’aaji’
1-800-927-4357j1’ hodiilnih. Navajo

UOT)‘)DCCUL.)‘)S‘)?OE)UCSE)E)‘) moummoacamcwwﬁmlo VIVIIVI0LMBIVCONE S‘)D?U)U)‘)Dwg
CC° 53C8ﬂw5‘)DU‘)3€5‘)3mCUDw‘)25‘)2831!)‘)1) 25‘)QU€)O?DQOE)CU)8 ?m’?mm‘)womsvm‘wcuimz 21UU)J_)
?DUOU“@‘)C’)OQ?‘_)U)’)D t}_) LMD 1-866-346-7198. 3‘>Quaowgoecg_)acwucmuimm WECCLN U 3’)1)21.«)28‘_‘)
50@‘)51;5(:1)&)261?)(:81-800-927-4357. Laotian
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