AnthemuZ1§  Anthemilife

Enroument App"cation BlueCross BlueShield
Group size 51+ eligible employees

INSTRUCTIONS:

Please read carefully, complete in blue or black ink, all the required sections

and return to your employer. Use extra sheets of paper if necessary. All information given should apply
to this employer. Anthem's Primary Care Physician (PCP) listings for HM0/POS plans can be obtained

through www.anthem.com

SECTION 1: EMPLOYER/GROUP USE - Required
Employer name

Employer address

Employee no./Dept. name

Group no. Sub-group no./ Life division no. |Requested effective date Life classification

SECTION 2: REASON FOR APPLICATION - Required

[ INew enroliment [JCOBRA
{33 Annual open enroliment (N/A to Life) Qualifying event event date
[CJWaiver (To decline ALL coverage skip to Section 12)

SECTION 3: STATUS BHANGEIEVENT - Required, if you checked “Add dependent” option in Section 2.
Event date [CIMarriage {[1Adoption (Attach lega! documentation) [J1oss of coverage (reason)

| g o Clgirth  |JLegal guardianship (Attach legal documentation) |1 Other

SECTIDN 4: PLANITYPE DF CD\!ERAGE Requxred To declme a plan type, check “No coverage” lf you are waiving all coverage, gu to Sectmn 12, )

[1Add dependent
(Fili in Section 3)

[ ITermed
employment

Dental - L
To apply for BUY-UP coverage, check PPO and write in the plan number on the Jine provided.
| Type of coverage
0
_ I:l DentaCare (HMO)* ' L Emplovee ony .
[ Freestanding (DentalBlug)] [ Family coverage

1INo coverage
SECTION 5: EMPLOYEE INFORMATION - Required

Last name First name ' A ML : Dat of irth V - Age |Social security no. (required)
! ’ : ! [ [ I i l |
Sex CIM ([ Single CMarried |Height |Weight| Home phone Business phong Email address
[JF | bivorced
Address City State |ZIPcode County
Retired Disabled Hospitalized | Occupation . Full-time hire date Hours warking per week] Income reported by [Jw?2
OYes KON Oves Oe [3Yes DiNe b 31089 [dother

*|complete Primary Care Physician (PCP) information for HMO or POS plans only. B R S
Anthem PCP name and address Anthem PCP ID no. New patient
Oves [No

ife and disabiity products undervritien by Anthem Life Insurance company Blue Cross Blus Skield of Wisconsin ("BLBSWI") undenwrites or administers the PPO and indemnity palicies; 257BOWTHENABS 5112
1of4

Compeare Realth Services tnsurance C " Comprare” the MO policies; and Compoare and BCBSW collectively underwrite or administer the POS poficies.
Indzpendent ficensees of the Biue Gross and Blue Shigld ASSOC!a!)On ] ANTHEM is 3 registered trademark of Anthem nsurance Comganies, nc. The Blue Cross and Blue Shield names and symbols
are registered marks of the Blue Cross and Biue Shigld Association.

AWLB2 Rev.1/12




Employee name

Social security no,

] T in ormatlon‘on page 3 of the applicatlnn,
- Conditions and Authoriza ions, prior to aniSwering the guestions in Section B; - L

Last name First name Social security no. (required)
!
b1 L1
| Date of birth Helght |Weight [Sex Relationship to employee Currently hospitalized or disabled [ IYes [No
Chol O CIm OJF |CISpouse [ Domestic Partner {f yes, give reason)

At A

f spouse/DP address is different than employee, please provide full address

==¢ Anthsm PCP name and address (for HMO or POS plans only) Anthem PGP 1D no. New patient
2 Dves CIfo
=21 | ast name First name M.l Social security no. Full-time student
ol Cves CINo
= Date of birth Height | Weight | Sex Relationship to employee Currently hospitalized or disabled  [Yes [INo
i ‘ | ] L CIw OOF|Cehile Tother {If yes, give reason)

Court ordered health care coverage
Oves ClNe {If yes,attach legal documentation)

If dependent address is different than employee, please provide full address

Anthem PGP name and address (for HMO or PDS plans only) Anthem PCP iD no. New patient
Dlves CINo
=l Last name First name ML |Social security no. Full-time student
V co b by [Hves Do
Date of birth Height [ Weight | Sex Relationship to employee Currently hospitalized or disabled [ JYes [INo
, ! | l D CIw OFCchid Dother (If yes, give reason)

5| Court ordered health care coverage
[Ives CINo tfyes, attach legal documentation)

If dependent address is different than employee, please provide full address

Anthem PCP name and address (for HMO or POS plans only) Anthem PCP 1D no, New patient
[OYes [No
Last name First name M.l |Social security no. Full-time student
. TR Clves DCINo
Date of birth Height | Weight [ Sex Refationship to employee Currently hDSpltallZEd or dlsabled Oves [INo
| [ ! L CIM CIFiehiid Oother {If yes, give reason)

= Court ordered health care coverage
{CIves Mo dif yes, attach Iegal documentation)

If dependent address is different than employee, please provide full address

Anthem PCP name and address (for HMO or POS plans only)

Anthem PCP 1D ne.

New patient
[ves Clo

DN G: O i UVERA H
Da you and/or yoiir dependents have other heaith coverage?  [1Ves [INo If yes, complets below,. = = ..
On the day your coverage begins, list family members, including yourself, who will be covered by any other health coverage
Provide name, phone number and address of the HMO or insurance company Policy/certificate no. Effective date ‘
A AR
Policy/certificate holder name Sogial security no. Dateof birth Relationship to employee
— _ _ - _ _ . [ ; i ; [ i } i ] [
Aré you and/or your dependents enrolled in Medicare or Medicaid? [Jves [INo If yes, comiplete below. - ' SO
Enrollee name Medicare/Medicaid ID no. Medicaye Part A effective date Memcare Part B effect:ve date ESRD onset datg
] i1 I i b I i
Enroliee name Medicare/Medicaid 1D no. Medicare Part A effective date |Medicare Part B effective date |ESRD onset date
R I i i i[ ‘ Voo ! l : [
Medicare Part D ID no. Medicare Part D Carrier Medicare Part D effective date |Medicare Part D term date
i i i ;
[ R B L L
Reason for Medicare entitlement: ClAge [ Disability [JESRD & Disability [ End Stage Renal Disease (ESRD)
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Employee name Social security no.

ECTIDN 8: PRIOR HEALTH COVERAGE - Required

Have yi r you d prior hea fag [£1No. - If yes, cornp!

Have you been covered by Anthem within the past two (2) years Policy/certificate no,

Cves [INo :

Group name/ID no. Date policy in effect Date policy termed
H i

ey

Have you and/or your dependents had prior coverage with another carrier(s) within the past two (2) years  [I¥es [INo
List prior carrier(s) Date policy in effect Date policy termed
! z

fSilné?l;!ttl

Please check the type of prior coverage

[Employes {J Employee+Spouse/DP [ Employee+Child(ren) [ Employee-+Spouse/DP+Child(ren)
Termination reason;

(I Divorce/legal separation 1 Employment terminated [ Employer/group contribution ceased [1Dther

[JDeath of spouse/DP [1c0BRA coverage exhausted {71 Broup plan terminated

SECTION 10: SIGNIFICANT TERMS, CONDITIONS AND AUTHORIZATIQNS (TERMS) - Please read this section carefully before signing the application.

Genetic Information Non-discrimination Act (GINA): When answering questions about a person on this form, only give answers about that person, and do not include
any genetic information. Genetic information includes family health history, genetic testing, genetic services, genetic counsefing, or genetic diseases for which the person
may be at risk. All responses ahout a person will only be considered and used for that person.

Health Savings Account Notice: | authorize the financial custodian of my Health Savings Account (HSA) to give Anthem Blue Cross and Blue Shield facts about my HSA,
including account number, 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.

1. [ understand that | may not assign any payment under my 4, lunderstand that, to the extent allowed by law, Anthem reserves the right to accept
Anthem Blue Cross and Blue Shigld program. or decline to this application for coverage (and that Anthem Life Insurance Company
L may accept only certain people or terms for coverage), and that no right is created
2. | agree {0 have money taken from my wages/ pension, if necessary, by my application for coverage. | also understand that | may not be covered
to cover the premium cost for the coverage applied for. for pre-existing conditions

3. 1.am asking for the coverage | chose on this form. If | made choices 5 : :
. . . | agree that | will let my employer know right away of any changes that would make me
that are not available to me, } agree that my choices may be orgny dependent(s) ingligibple ¥orthis covérage. yotany chang

changed to those on the employer’s application.
B. By signing this application, | agree to the taping or monitoring of any phone calls

between Anthem and myself.

I have read and accept the Significant Terms, Conditions and Authorizations as a condition of coverage. My answers to all questions are true to the best of my knowledge,
and funderstand that Anthem relies on these answers in accepting this application. | understand that any untrue answers or failure to report new medical information

before my effective date may cause a material change in coverage or premium rates. Any material misrepresentation or significant omission found in this application may
result in denial of benefits, rescission or canceliation of coverage. | agree to these terms for myself and on behalf of any dependents covered by the Plan, | am acting

as their agent and representative,
Thank you for choosing Anthem Blue Cross and Blue Shield.

SECTION 11: SIGNATURE - Required, if you are applying for covekage. Please review your application for errors or pmissions.

Read Section 10 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 Date
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Employee name

Social security no,

O gen‘ O Anthém Ceftiﬁcaté/policy no. or Carrier name and 1D no.
[OMedical |1 Spouse/DP {3 Other carrier

[ Child(ren) 1Mo coverage

[self O Anthem Certificate/policy no. or Carrier name and ID no.
[ Dental [J Spouse/DP {1 Other carrier '

[ child(ren) [INo coverage

I 8eif [ Anthem Certificate/policy no. or Carrier name and ID no,
vision [ Spouse/op [ other carrier

T Child{ren) [JINo coverage

[ seif [JAnthem Certificate/policy no. or Carrier name and 1D no.
CILife [ Spouse/DP [10ther carrier

[Ichild(ren) [ No coverage

CJseif [ Anthem
Cai [ Spouse/DP [ 0ther carrier

[CIChild(ren) (I No coverage

Check all that apply:

0 1 have been given an opportunity to apply for Anthem Biue Cross and Blue Shield coverage and after careful consideration, have decided not to
take advantage of this offer, If | want to apply for such coverage at a later date, | may do so, subject to established procedures. If | am declining enroliment
for myself or my dependents (including my spouse or domestic partner) hecause of other health insurance coverage, | may in the future be able to enroll
myself or my dependents in this plan, provided that enrollment is requested within 31 days after other coverage ends. My dependent(s) or | may be subject
to pre-existing condition restrictions or waiting periods specified in the group certificate, if a dependent or | are late enroliess. The pre-existing exclusion
may not apply to a dependent who is enrolled in the plan prior to his or her 19th birthday. In addition, if | have a dependent as a result of marriage, birth,
adoption or placement for adoption, | may he able to enroll myself and my dependents provided that | request enroliment within 31 days after the marriage,
birth, adoption or placement of adoption.

| also understand that my dependents and | may enroll under two additional circumstances:
o Fither my or my dependents’ Medicaid or Children’s Health Insurance Program (CHIP) coverage is terminated as a result of loss of eligibility; or
o My dependents or | become eligible for a subsidy (state premium assistance program).

In these cases, | may be able to enroll myself and my dependents provided that | request enrollment within 60 days of the loss of Medicaid/CHIP or of
the eligibility determination.

[T I have heen given an opportunity to apply for the available group fife benefits offered by my emplayer/group. The benefits have been explained
to me, and | and/or my dependent(s} decline to participate. My dependent(s) or | were not induced or pressured by my empioyer/group, agent or life carrier,
into declining this coverage, but elected of my (our) own accord to decfine coverage. [ understand that if { wish to apply for coverage in the future,

i may be required to provide evidence of insurability at my expense

Please ‘check if any of the folluwmg apply

3 1am covered or will be covered under another plan that is not spunsored by my employer. | am not enrolled for coverage under Health Insurance Risk
Sharing Program (HIRSP).

[0 My dependents are covered or will be covered under another plan that is not sponsored by my employer. My dependents are not enrolled for coverage
under Health Insurance Risk Sharing Program (HIRSP).

[ oOther;

SIGNATURE - Required, if you want to waive coverage for yourself and your dependents, -
Employee signature
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