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Anthem Blue Cross Life and Health Insurance Company
Notice of Language Assistance

IMPORTANT: An interpreter can be provided for you to communicate with your doctor or health plan at no cost. To get an
interpreter or ask about written information in your language, please call the phone number listed on the back of your ID card
or contact your group administrator.

IMPORTANTE: Se le puede brindar sin costo los servicios de un intérprete para que pueda comunicarse con su médico o
plan de salud. Para obtener un intérprete o para solicitar informacion en su idioma, llame al nimero que figura en el reverso
de su tarjeta de identificacion o pongase en contacto con el administrador de su grupo. (Spanish)
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CHU Y QUAN TRONG: Quy vi c6 thé dugc thong dich vién gitip d& mién phi khi quy vi can tiép xtc voi bac si hodc nhan
vién trong chuong trinh bao hiém strc khoe ctia quy vi. P& duoc thong dich vién giup d& hodc duoc cip thong tin, vin ban
chuyén ngit sang ngdn ngit ctia quy vi, Xin quy vi vui 1ong goi s6 dién thoai ghi phia sau thé hoi vién ctia quy vi hodc lién lac
ban quan tri chuong trinh bao hiém. (Vietnamese)

MAHALAGA: Mai-alok ang tagapagsalin sa iyo nang libre upang makipag-usap ka sa iyong doktor o planong
pangkalusugan. Upang kumuha ng tagapagsalin o magtanong tungkol sa nakasulat na impurmasyon sa iyong lengguahe,paki-
tawagan ang numero ng telepono na nakalista sa likod ng iyong ID card o paki-usap ang tagapangasiwa ng iyong pangkat.
(Tagalog)
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Jupnn £ dwnwupupyb: Gwpgiwlhy unwlunt jud tip (qyny qpuynp mbntynipniGGtph dwuhG hwpg Gt
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Qtn fudpwjhl unwywpsh htin: (Armenian)

IIOMHMTE: /{15 00mieHus ¢ BalkMM BpauyoM HJIM TIPEACTABUTEIIEM IUIaHA MEJUI[MHCKOTO CTPAXOBAHHS BaM MOTYT
NIPEIOCTAaBUTh OECIIaTHBIE YCIIYyTH epeBounKa. J{ist Toro, 4To0bI MOIYYHUTh YCIYyTH EPEBOAYMKA HIIH IIOIPOCUTD O
MpeI0CTaBICHUH HHPOPMALIMK B TIMCHMEHHOM BH/IC Ha BallleM SI3bIKE, OKATYHCTa, TIO3BOHUTE 110 HOMEPY, KOTOPHIi
yKa3aH Ha 000pOTHOI CTOpoHe BaIei uaeHTuuKauonHon kaptel (ID card), mim cBsHXKHUTECH C aAMUHHUCTPATOPOM BamIen
MeauuuHCKo# rpymmbl. (Russian)
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TSEEM CEEB: Yeej nrhiav tau ib tug neeg pab txhais lus uas yuav pab koj nrog koj tus kws kho mob los sis pawg kho mob
tham pub dawb rau koj. Yog xav tau ib tug neeg txhais lus los sis xav tau cov ntawv hauv koj yam lus, thov hu mus rau tus
naj npawb xov tooj nram qab koj daim ID los sis hu mus rau tus neeg saib xyuas koj pawg hauj lwm. (Hmong)
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Language Assistance Notice

IMPORTANT: An interpreter can be provided for you to communicate with your doctor or health plan at no cost. To get an interpreter or
to ask about written information in your language, please contact your group administrator.

IMPORTANTE: Se le puede brindar sin costo los servicios de un intérprete para que pueda comunicarse con su médico o plan de salud.
Para obtener un intérprete o para solicitar informacion escrita en su idioma, comuniquese con el administrador de su grupo. (Spanish)
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MAHALAGA: Mai-alok ang tagapagsalin sa iyo nang libre upang makipag-usap ka sa iyong doktor o planong pangkalusugan. Upang

kumuha ng tagapagsalin o magtanong tungkol sa nakasulat na impurmasyon sa iyong lengguahe, paki-usap ang tagapangasiwa ng iyong
pangkat. (Tagalog)

CHU Y QUAN TRONG: Quy vi ¢6 thé dugc thong dich vién gitip d& mién phi khi quy vi cn tiép xtc v6i bac st hodc nhan vién trong
chuong trinh bdo hiém sirc khoe cta quy vi. D€ dugc thong dich vién gilip d& hodc dugce cép thong tin, vin ban chuyén ngir sang ngdn ngit
clia quy vi, xin quy vi vui long lién lac ban quan tri chuong trinh bao hiém. (Vietnamese)
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Employee Last Name (Print) First Name (Print) Member ID No.

Group Change Form

Please read carefully and provide all applicable information.

Type of Change: W Name M Address M Dependent Status M Medical/Dental Office M Life Insurance
NAME CHANGE ADDRESS CHANGE
el I ClEntire fam New Address
o e L]
City State | ZIP Code

New Name:

(] office Change*

New Phone No.

) A ) AL O HA

Dental Office No.:

* For medical office changes, please indicate below under the Anthem Blue Cross
HMO (CaliforniaCare) IPA Primary Care Physician Code section.

LIFE BENEFICIARY

Primary Name (first to receive payment) % Relationship Birthdate Social Security No.

FAMILY ADDITIONS

Complete the information below for all family and/or spouse additions or medical office selections and/or changes. Check the disabled box only if the condition prohibits the m
Complete the Prior Coverage section below, if applicable. For Anthem Blue Cross HMO and POS plans only, each person listed must choose a Medical Group or Independent Prac
contact Anthem Blue Cross at the number listed on your Membership ID Card or your health benefit officer.

To be eligible as a Domestic Partner, the Employee and Domestic Partner must have properly filed a Declaration of Domestic Partnership with the California Secretary of State |
domestic partnerships.

Birthdate
Relation Last Name First M. | Sex Mo/Day/Yr Age Social Security No.
Self Same as ahove Same as ahove ]| HEREEEE
[ ]Spouse LM
(I Domestic Partner LIF | | | | | | | | | | | | |
) LM
Child
! R HEREEEN
. LM
Child
! R HEREEEN
LM
Child
! P HEREEEN
LM

Child O
PRIOR COVERAGE

If, immediately prior to becoming eligible for this plan, you or your eligible dependents were covered under any public or private health care coverage, please complete the sec
According to Federal Law, your employer or former carrier must provide you with a certificate that shows evidence of your prior coverage. We reserve the right to request a co

Date Ended

Name Date Began Prior Carrier Name Reason for Ending Coverage

FOR OFFICE USE ONLY
Effective Date:

Employee Signature

X

WHITE - Anthem Blue Cross Membership YELLOW - Employer PINK - Employee



Group Medical No. Group Dental No. Life Group No.

M Declining Coverage

DEPENDENT STATUS CHANGE DECLINATION INFORMATION

. o I understand that if | terminate or decline coverage at this time, if | choose to apply
[_JAdd Domestic Partner - Date of registration: / / for enrollment at a later date, | may be excluded from coverage until the employer’s
next open enroliment, or 12 months from date of application, at which time | may
|| Add Spouse - Date of marriage: / / reapply for coverage.
(] Add Family Member - Effective date: / / In-addition, once re-enrolled, | understand that my coverage may be subject to a
Reason: six-month excluspn for pre-gmstmg cund|t|0ns_. ThIS exclusion also applies to any
) - - dependents on this declination. If you are declining coverage for yourself, your
Is family member currently being added on Medicare? [ JYes [INo spouse, domestic partner or your dependents because of other health insurance
Ifyes: [ JpartA [ JPartB [ IBoth coverage, you must tell us. You may enroll yourself or your dependents in this plan
Name of Medicare dependent:; provided you request enrollment within 31 days after your coverage ends. You may
also enroll following marriage (with your spouse), registration (with your domestic
(LI Remove Family Member(s) - Effective date: / / partner), childbirth or adoption (with your spouse and that child only) provided you
Name(s): Reason: request enrollment within 31 days after the marriage, registration, birth or adoption.

Secondary Name (second to receive payment) % Relationship Birthdate Sacial Security No.

ember from working or performing daily activities. Please indicate if family member is covered by another health insurance plan by checking the Other Health coverage box.
tice Assaciation (IPA) within their enrollment area. IF YOU SELECT AN IPA, YOU MUST INDICATE A PRIMARY CARE PHYSICIAN FROM WITHIN THAT IPA. If you need assistance,

pursuant to the California Family Code, or have properly filed an equivalent document in accordance with the laws of another jurisdiction recognizing the creation of

tion below to receive credit for that coverage.

py of this certificate.

Has other Anthem Blue Cross HMO IPA
health Medical Group/ Primary Care Is this your
. Totally Disabled Coverage coverage IPA Office No. Physician Code current doctor
If children are age 19 or over, " TMedical
you must check the L]y I Dental L]y Ly
i LIN e LIN LIN
appropriate hoxes helow [ vision | | | | | |
Qualifies as Full-time Iy H 'I‘)":r?t'gfl Y Ly
IRS Dependent | Student CIN Cvision CIN | | | | | | | CIN
ST T O | e oy oy
N N LN _Vision LN | I I LN
ST =T = RN T &
N N LN _Vision LN | I I LN
ST T O | e oy oy
- - N L Vision N || I N
Ty Ty Oy LI Medical Oy Oy

[ ] Dental
LN LN LIN [ 1Vision LIN LN

Name

Date Began

Date Ended

Prior Carrier Name Reason for Ending Coverage

Anthem @&

Blue Cross

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.
@ The Blue Cross name and symbol are registered marks of the Blue Cross Association.

Vision and Life Insurance coverage provided by Anthem Blue Cross Life and Health Insurance Company.
anthem.com/ca
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