
Anthem Blue Cross Enrollment Form tuIhs*'@
Please return the completed enrollment form to your employer.

Effective date (MM/DD/YY) 
| Group no.

Purpose:ENewenrollment ERe-hire EPart-timetofull-time E0penenrollment EFamilyaddition nCnange trC0BRA ECafCOgnR

5 Anthem is required by the lnternal Revenue Service t0 collect this information.

AilTHEM is a registered trademark 0fAnthem lmumnce Companies, lnc.

anthem.com/ca

GC4050 Rev.5/17 (effective date 10/17)

Medical

Anthem Blue Cross plans:

E HMO' E SEIECT HMOI

E Preferred HMO I nvivity ttut0'
EAdvantageHM0i EClearValue
n Priority Select HM0' E Elements Choice (E0) HM0l

E other:

1 lndicate Medical Group/lPA No. in the Employee and family informatlonsection
2 Anthem will facilitate the opening of a Health Savings Account in your name, if directed by your employer,

Anthem Blue Cross Life and Health lnsurance Company plans:

E PPO (Prudent Buyer) E CareAdvocate PPO

E EP0 (Prudent Buyer Exclusive) n Select PP0

n Pos (gtue Cross Plus)t n SC ppO (non-California resident)
E Elements Choice (EQ) PP0 n BC Exclusive (non-California resident)

E Consumer Driven Health Plans:
(select one of the followins)
L ] H.S.A.z L] H.R.A.

E H.t.l. ptus

E Elements Choice (E0) HSA

(non-California resident)

Dental

Anthem Elue Cross Life and Health lnsurance Company plans:

n Dental Consumer Choice E Dental Consumer Choice Voluntary

D Dental Essential Choice E Dental Essential Choice Voluntary

E Voluntarv PPO Dental

E Dental Biue Complete lncentive

Anthem Blue Cross plans:

E Dental Net HM03

E Choice Dental
(select one ofthe following)
E Dental Net HM03

E PPO Dental

Eother:

E Dental Prime

E Dental Complete

E Dental Prime Voluntary

E Dental Complete Voluntary

E Dental Blue PPO

!PPO Dental

n National Dental Blue PPO

E National PPO Dental

E National Voluntary PP0 Dental

3 lndicate Dental 0ffice No.in Employee and family informatron section 3.

I UurAccounr (Flexible Spending account)4 (lndicate payroll deductions)

I authorize payroll deductions as follows: n Health Care Account $_ E Dependent Care $_
4 Anthem PPO, drug and dental plan enrollees, will have out of-pocket expenses, automatically deducted from their Health Care FSA account. Automatic FSA processing is

not possible for HM0 enrollees and those with coverage through another health plan. Reminder: Automatic FSA processing is the equivalent 0f signing and submitting an

FSA claim form, which states that you are eligible for FSA reimbursement and that you will not claim FSA reimbursed expenses 0n your income tax return.

Blue View Vision (offered by Anthem Blue Cross Life and Health lnsurance Company)

All the coverages listed may not be offered by your employer. To elect dependent coverage, the corresponding employee coverage
must be selected. List all life insurance beneficiaries inlhe Life insurance beneficiary designation information section.

Elected benefit Benefit amount I Elected benefit
nBasicLife(AD&D) $- ltrOptionatLife-Employee
EDependentLife-Spouse $- | n0ptionatDependentLife-Spouse

E Snort Ierm Disability

E Long Term Disability

Benefit amount

$_
$_
$_
$_
U

Elected benefit

E 0ptional AD&D - Employee

n 0ptional AD&D - Spouse

E0ptionalAD&D-Child

E Voluntary Short Term Disability

E Voluntary Long Ierm Disability

Benefit amount

$_
$_
$_
$_
$

Languagechoice(optional) EEnglish Espanish EChinese DKorean Eottrer-pteasespecify;

Marital status
Esinsle EMarried
E Ooriestic Partner (DP)

Social Security or l0 no.5 (required)

Mailingaddress Apt. no.

Hire date/Rehire date
Part-time to Full-time date
(MM/DD/YY)

Section 1: Type of coverage - Select from only the coverages offered by your employer.

lAnnual 

salary

Section 2: Applicant's personal information Social Security no. required under GMS Regulations and by the tRS.

Last name First name vl.t.

No. of dependents including
sp0use

Spouse/DP Social Security or lD no.

lrequired)

City State ZIP code lome phone no.

Employer name Job title llass Dept. no, Email address



Social Security or lD no.1 (required)

Sex Last Name First Name MI
Birthdate

(MM/DD/YY)

Social Security
or lD no.1

(required)
Full-time

student
(if

applicable,
for

non-medical
plans)

lf children are

age 26 or over
you must check

the appropriate
boxes below

HMO & P(]S ONLY

IPA/Primary Care

Physician code

Cunenl

MD?

Dental Net

ONLY

0ffice no.

trM
trr

Employee
EYes
trru0

trrvr
trr

Spouse/DP
IRS Qualified
Dependent

EYes
EHo

!wr
trr

EYes
Et"to

flYes
Eruo

EYes
Et'to

nut
trr

Eyes
nruo

nYes
Et'to

nyes
Ettto

tru
trF

EYes
trttto

Eyes
Euo

Eyes
Elto

trrvr
trF

EYes
Ettto

Eyes
nruo

Eyes
trru0

A. Medical coverage declined for:
EMyself Espouse/DP EChild(ren)

B. Dental coverage declined for:
EMyself nspouse/DP Ecrrito(ren)

C. Vision coverage declined for:
EMyself Espouse/DP EChild(ren)

D. Life insurance coverage declined for:
nMyself Espouse/DP !Child(ren)

Reason for declining coverage - check one

E Covered by spouse's group coverage

Carrier name and lD no.:

E Covered by Anthem lndividual policy

n Spouse covered by employe/s group medical coverage

Carrier name:

EEnrolled inTricare

n Enrolled in any other insurance carrier plan

Carrier name:

E Medicare

E 0ther (Explain):

I acknowledge that the available coverages have been explained to me by my employer and I know thatl have every right to apply for coverage..l have been given

the chance to apply for this coverage anrl I have decided not to enroll myself and/or my dependent(s), if any. I have made this decision voluntarily, and no one has

tried to influence rire or put any pressure on me to decline coverage. BY DECLINING THIS GR0UP MEDICAI C0VERAGE (UNLESS EMPL0YEE AilD/0R DEPENDENTS

HAUE GROUP MEDICAL C()VERAGE ELSEWHERE) I ACKITIOWLEDGE THAT MY DEPENDETTTS AI{D I MAY HAVE T() WAIT UNTIL THE iIEXT OPEI{ EiIROLLMEI{T PERIOD

T0 BE ENR0LLED lN THIS GR0UP MEDICAL AND/0R GROUP tlFE |I'ISURAIIICE PLAN.

Signature if declining coverage for employee/dependent(s)

x
Date (MM/DD/YY)

Reason for C0BRA/CaFC0BRA coverage

Federal C0BRA qualifying event date Federal C0BRA coverage begin date Federal C0BRA coverage end date

Cal-C0BRA qualifying event date Cal-C0BRA coverage begin date Cal-C0BRA coverage end date

1 Anthem is required by the lnternal Revenue Service to collect this information.

GC4050 Rev.5/17 (effective date 10/17)

Section 3: Employee and family information - Please list yourself and all eligible family members to be enrolled. Attach additional sheets if necessary.

Section 4: Declination - Please complete if any coverage is declined or refused by an eligible employee and/or their eligible dependents.

Section 5: C0BRA/Ga!{OBRA covenge informdion - Gomplete only if enrolling in C0BM/CaI-C0BRA.



Social Security or l0 no.l (required)

A Dn anv ncrsons nn this annlinatinn intpnd tn enntinrre nther srnun nnverasp if this annlinatinn is aenentcrlT fl Ycs fl ltn

lf yes, name of person(s):

lnsurance company: Policy no. Phone no.

Has any person applying for coverage had health insurance coverage at any time in the past six months? Eves nto
lf yes, applicant/family member name(s):

Type of continuous coverage: EGroup Etndividuat Eother:

lnsurance company: Policy no. Phone no.

Date coverage negan: I I Date ended: I | (MM/DD/YY)

C. Does any person applying for coverage currently have dental insurance coverage? ...... lves n Ho

lf yes, applicant/family member name(s):

Type of continuous coverage: EGroup Etndividuat Eother: lncludes orthodontia? n Yes n Ho

Phone no.lnsurance company: Policy no.

Date coverage negan:l I Date ended:l | (MM/DD/YY)

D Dncs anv nprsnn annlving fnr envprasc nrrrrpntlv have vision insrrrancp cnvcrase? l-l Ype l-l trtn

lf yes, applicant/family member name(s):

Type of continuous coverage: EGroup ntndividual Eother:

lnsurance company: Policy no. Phone no.

Date coverage negan:l I Date ended:l | (MM/DD/YY)

E. ls anv oerson aoolving for coverase elisihle for Medicare or currentlv receivins Medicare benefits? [-l Yns l-l un

Note: lf you are eligible for Medicare, Anthem may not duplicate Medicare benefits.

Name (last, first, M.l.)
Part A effective date
(MM/DD/YY)

Part B effective date
(MM/DD/YY) Medicare claim no.

Please fill out the following information to receive proper credit for previous coverage (if immediately prior to becoming eligible for this plan, you have
a dependent child(ren) over the age of 26 who cannot get a self-sustainingjob due to a physical or mental condition and was covered under any public or
private health care coverage, including MediCal or individual coverage). Note: lf this section is left blank, there may be delays in the processing of claims for
these dependents. lf any coverage will remain in force once your dependent(s) enroll with Anthem, leave the end date blank.

Name (last, first, M.l.)
Type
(check one)

Coverage
(check all

that apply) Carrier name Carrier phone no. Policy lD no.

Date (if applicable)
(MM/DD/YY)

Reason for
ending coverage
(if applicable)

E tndividual

EGroup
EMedicare

EHealth
EDental
E0rtnodontia

Start:

End:

I

Etndividuat
EGroup
EMedicare

EHealth
EDental
Eorthodontia

Start:

I

End:

E tndividuat

E Group

EMedicare

!Health
E Oental

! orthodontia

Start:

End:

1 Anthem is required by the lnternal Revenue Service to collect this information.
GC4050 Rev.5/17 (effective date t0/17)

Section 6: 0ther coverage for all enrolling employees and dependents - All questions must be answered.

Section 7: Medicare - Complete if you, your spouse or dependent child(ren) have Medicare coverage. Attach additional sheets if necessary.

Section 8: Prior coverage for PPO and dental plans only - Attach additional sheets if necessary.

I



Social Security or lD no.1 (required)

Note: Dependent Life payments are always paid to the employee.
Primary Beneficiary - First to receive payment (required) lf two beneflciaries are named, enter a % for each. lf no % is shown, equal shares are assumed.

Birthdate (MM/DD/YY)

Birthdate (MNl/DD/YY)

I attest by signing below that I have reviewed the information provided on this application and to the best of my knowledge and belief, it is true and accurate
with no omissions or misstatements.
Deduction authorization: lf applicable, I authorize my employer to deduct from my wages the required subscription charges/premiums.

I{onlarticipating provider: I understand that I am responsible for a greater portion of my medical costs when I use a non-participating provider.

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

Effective date: The effective date of coverage is subject to Anthem approval.

G0BRA/CaFG08RA Continuation Coverage

You may continue your health care coverage by: 1) completing the remainder of this form; 2) signing your name in the blank space below; 3) paying your
Total Monthly Continuation Payment; and 4) mailing this form to Anthem, no later than sixty (60) days after the date you receive this notice. lf you fail to
choose C0BRA Continuation Coverage within sixty (60) days after the date you receive this notice, your qualification for coverage will end. lf you do choose
C0BRA Continuation Coverage, your current coverage will be continued until the earliest ofthe following dates:

1 The date eligibility for C0BRA Continuation Coverage ends, or
2 The date you fail to make timely payments of your premium for C0BRA Continuation Coverage, or

3 The date your employer discontinues coverage with Anthem, or
4 The date you become entitled to Medicare on the basis of age (65 years), or the date thirty (30) months after you become entitled to Medicare

on the basis of end stage renal disease, or
5 The date you become covered under another group health plan as a result of employment, re-employment, remarriage, or otherwise,

lf, at any time during the first sixty (60) days of your COBRA Continuation Coverage, you are determined under Title ll or XVI of the United States Social

Security Act to be disabled, you may be entitled to continue coverage while you are disabled for up to 29 months from the date you first qualified for
Continuation Coverage under C0BRA. Contact the Health Plan Administrator at your previous employer for full information.

The Monthly Continuation Payment is the cost of continued coverage for the month beginning on the date after the Date of Loss of Coverage. lf you do

not pay your initial monthly premium within 45 days after your election of C0BRA Continuation Coverage, or if payment of succeeding premiums are not
received within the 30-day grace period thereafter, your coverage will end.

Note: lf you do not elect available C0BRA Continuation of Medical Coverage, you will lose certain rights under federal law (HIPM) to guaranteed issue

individual coverage.
Electronic notice: By signing the field below labeled "Signature (Required)" l'm also consenting to get information about my benefits by email or

electronically. This may include my certificate or evidence of coverage, explanation of benefits statements, required notices and helpful or personalized

information to get the most out of my plan, so I will make sure Anthem has my most up to date email. These electronic communications may include specific

details about me and my plan. I know I can change my mind at any time or request a free copy of specific materials by mail. l'll just contact Anthem to
do either.

I certify each Social Security number listed on this application is correct.

REQUIREMENT F()R BINDING ARBITRATI0N (Not applicable to Life and Disability coverage)

ALt DISPUTES BETWEET{ Y(lU Al{D AITITHEM BLUE CR(}SS AI{D/OR AI{IHEM BLUE CROSS IIFE AI{D HEALTH IiISURAI{CE COMPANY (ANTHEM), INCLUDIIIIG BUT

iI()I LIMITED T() DISPUTES RETATIiIG T() THE OETIVERY ()I SERVICE UI{DER THE PTAI{/P(ILICY OR AilY OTHER ISSUES RETATTI) TO THE PI.AI{/POIICY AND CI.AIMS

()F MEDICAL MALPRACTICE, MUST BE RESOTVED BY BIiIDING ARBITRATI()N, IT THE AMOUNT IttI DISPUTE EXCEEI)S THE JURISDICTIOTTIAL LIMIT ()F SMALT CTAIMS

C(IURI AilD THE OISPUTE CAl{ BE SUBMITTED T() BIilDIt{G ARBITRATIOiI UilDER APPTICABTE TEDERAL AI{D STATE LAW, II{CLUDIilG BUT I{OT LIMITED TO,

THE pATlEl{T pRoTECTtoil Ail0 AFFoR0ABLE CARE ACT. California Health and safety code Section 1363.1 and lnsurance code Section 10123-19 require

specified disclosures in this regard, including the following notice: ,t is unde rstood. that any dispute as to medical malpnctice, that is.as to whether

Zhiiimiiiiincii ieniireiunder this cointract were u-nnecessary or unauthorized or were inproperly, negligently 9r lcompetgntly rendered, will

i; i;;i;;*i;;d iiiiniiiini u irnitiion as permitted and provided by fedenl and California law, in.cluding bit not limited to, the Patient Protection

ind Affordable Care Act, and not by a lawsuit 6r resort to coirt procesi except ag C3lifornp law provide.s foi iudicial review of arbitration p.roceedings'
-tiii iiiii u tnis coninit, oy ihte,i,rg i, o it, ?!:e 

gW lP-!i?,! !!!*!y1ir.11f^llglt !9!?.'!l ?!y..1!21.!!lt!tt dtcided in a court of taw-before a iur'
ii iiiiiii ire iccepting tiiise of artitntion. y0uiilo-AiiTHEM AGREE T0 BE BoUID BY THIS ARillTRATloir PR0vls101{. You AcKilowLEDGE THAT FoR

DISPUTES THAT ARE SUBJECT T() ARBITRAIIOiI UNDER STATE ()R FEDERAL I.AW THE RIGHT TO A JURY TRIAL, THE RIGHT TO A BEI{CH TRIAL UilDER CALIFORNIA

BUsr{Ess AilD pRoFEsslons cboi srcnoil 17200, AND/oR THE RtcHT T0 ASSERT AI,ID/oR PARTIOIPATE lt{ A cLAss AcTl0N ARE ALL wAlvED BY Y0u.

Enforcement of this arbitra[ii,irririi, inirroing ii'e wiiverofclass actions, shall be determined under the Federal Arbitration Act ("FM"), including.. 
.

ili;;iA;;-pil;iiirJe*ii.iiii ;tate iil. By piirioine fiui 
;rranowritten or'electronic" signature below, you acknowledge that such signature is valid

and binding.

Required)

Applicant

x

1 Anthem is required by the lnternal Revenue Service t0 c0llect thrs informatton.

GC4050 Rev.5/17 (effective date 10/u)

Section 9: Life insurance beneficiary designation information

Name Social Security no. Relationship
o/o

Street address 3ity State ZIP code

Name Social Security no. Relationship
Vo

Street address Sity State ZIP code

Section 10: Please read carefully - Signature required.

Date (MM/DD/YY)


