California Employee Waiver Form .
For Small Groups Anthem.

Health care plans offered by Anthem Blue Cross and Insurance plans offered by Anthem Blue Cross Life and Health Insurance Company.

Instructions: Please complete and return to your Group Administrator. You, the employee, must complete this application. You are solely responsible for
its accuracy and completeness. To avoid the possibility of delay, please answer all questions and be sure to sign and date your application.

Please complete in black ink only.

Group/Case no. (if known)

Section 1: Employee Information

Last name First name M.I. Social Security no.

Home address — (P.0. Box not acceptable unless rural address) City State ZIP code
Employment status (required) Hire date (required) (MM/DD/YYYY) Requested effective date

[ Full-time [ Part-time

Employer name

Do you read and write English? [JYes []No If no, the translator must sign and submit a Statement of Accountability/Translator’s Statement.

Section 2: Waiver/Declining coverage —
Complete only if any coverage is declined or refused by you and/or your eligible dependents. Proof of coverage may be required.

Reason for declining/refusing coverage:
Type of coverage/Declined for: Select all that apply Select all that apply

[C1Employee [JMedical ~ [IDental  [Vision LINo coverage .
] Covered by Spouse’s/Domestic Partner’s group coverage

(1 Spouse/Domestic Partner covered by their employer’s

] Spouse/Domestic Partner [JMedical  [JDental  [Vision group coverage
[ Enrolled in individual coverage
[ Dependent(s) [(OMedical ~ [JDental [ Vision (] Medicare/Medi-Cal/VA
List name of dependents to be waived: [ Enrolled in other Insurance — Please provide company

name and plan:

(1 Other — please explain:

| acknowledge that the available coverages have been explained to me by my employer and | know that | have every right to apply for coverage. | have
been given the chance to apply for this coverage and | have decided not to enroll myself and/or my dependent(s), if any. | have made this decision
voluntarily, and no one, including but not limited to my employer or agent, has tried to influence me or put any pressure on me to waive coverage.
BY WAIVING THIS GROUP MEDICAL, DENTAL, AND VISION COVERAGE (UNLESS EMPLOYEE AND/OR DEPENDENTS HAVE GROUP MEDICAL,
DENTAL, AND VISION COVERAGE ELSEWHERE) | ACKNOWLEDGE THAT MY DEPENDENTS AND | MAY HAVE TO WAIT UNTIL THE NEXT OPEN
ENROLLMENT TO BE ENROLLED IN THIS GROUP’S MEDICAL, DENTAL, AND VISION INSURANCE PLAN UNLESS | QUALIFY FOR A SPECIAL OPEN
ENROLLMENT. Please note Spouse/Domestic Partner and Dependent coverage will not be available if the Employee has waived/declined.

Special Open Enroliment

If you declined enrollment for yourself or your dependent(s) (including a spouse/domestic partner), you may be able to enroll yourself or your
dependent(s) in this health benefit plan or change health benefit plans as a result of certain triggering events, including: (1) you or your dependent

loses minimum essential coverage; (2) you gain or become a dependent; (3) you are mandated to be covered as a dependent pursuant to a valid state or
federal court order; (4) you have been released from incarceration; (5) your health coverage issuer substantially violated a material provision of the health
coverage contract; (6) you gain access to new health benefit plans as a result of a permanent move; (7) you were receiving services from a contracting
provider under another health benefit plan, for one of the conditions described in Section 1373.96(c) of the Health and Safety Code and that provider is
no longer participating in the health benefit plan; (8) you are a member of the reserve forces of the United States military or a member of the California
National Guard, and returning from active duty service; or (9) you demonstrate to the California Department of Managed Health Care that you did not
enroll in a health benefit plan during the immediately preceding enrollment period because you were misinformed that you were covered under minimum
essential coverage. You must request special enrollment within 60 days from the date of the triggering event to be able to enroll yourself or your
dependent(s) in this health benefit plan or change health benefit plans as a result of a qualifying triggering event.

Signature of applicant if declining coverage for yourself or dependents Date (MM/DD/YYYY)
X |1

1 Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.
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 of Anthem Insurance Companies, Inc.
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Get help in your language

Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
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 free help, please
call right away at 1-888-254-2721. (TTY/TDD:711)

Separate from our language assistance program, we make
documents available in alternative formats for members with
visual impairments. If you need a copy of this document in an
alternate format, please call the customer service telephone
number on the back of your ID card.

Spanish

IMPORTANTE: ¢ Puede leer esta carta? Si no, podemos pedirle a alguien que le ayude
a leerla. También es posible que pueda solicitar que le enviemos esta carta escrita

en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721
(TTY/TDD: 711).

Arabic
OS2 Lgte) B 8 cliaclue La (adid (ge calhai (o LiSay oIS 581 (S5 ol 13) $A3L 1 038 3e) 8 aukiias o 1ala
A e sl e Juai¥) ooy cduilae saclue o Jgeanll @il G g€ ALl oda e Jgeandl (e Lad
1-888-254-2721. (TTY/TDD: 711)
Armenian
NhTUNARESNRL. Yupnnuitn 1l kp Yuppuy wyu tudwlp: Gph ny, Wkip Jupng
klp wnwewnlyk) nplit Wklh oqumpnilip dkq hwdwp wyb Jupnupne hutwp: dmp
Juwpny bp twl wju twdwlp wvinwbw dbp 1Eqyny: Uuddwp oqunipjutt hwdwp
hutypoud up widhgwybu quiiquihwipty 1-888-254-2721. (TTY/TDD: 711)

Chinese
HY L TREBILEYS ? R R - RIS ABEEE - LETLEEERIEES B
B0F - WFECEED > FHIrBIEE 1-888-254-2721. (TTY/TDD:711)
Farsi

IS S L 4o O Gl 53 )2 sl i aadid Sl il ie e il gicai ) Sl sy | ) 4l ol il 55 e U sagea.
Ll (8l S il 5 5y S il 33 G2 gA Jh) s 5 (S Sy saa 4 | 4l Ol il s Gl (San i

1-888-254-2721 s jui LT, (TTY/TDD: 711) 2,5 pilas,

Hindi
FGCAYUT: FIT 37T Ig IF UG Heohd 82 ITG oTel, Al 8 39 gt 3 fahdll I Agg o dahcd B
IE I 3T 3791 1797 3 811 forerar Henel 81 fol:Q[eeh gl & T, o ok
1-888-254-2721 W Hic Y | (EIEATS/EETET:711)
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Hmong

TSEEM CEEB: Koj puas nyeem tau daim ntawv no? Yog tias tsis tau, peb muaj gee
tus neeg pab nyeem nws rau koj. Koj los kuj yuav tau txais ib daim ntawv sau ua kom
yam lus. Rau kev pab dawb, thov hu tam sim ntawm 1-888-254-2721. (TTY/TDD: 711)

Japanese

HE . COXEEZRODIENTEET N 2RI ENTERVWEGA, XETHZE
NARETT, £7-. BARECIHRIN-ZOXELERMTZITWMAZENTEET,
HERL D LR A THLEOBE . 1-888-254-2721 (TTY/TDD:711) 12 ZHEHKE L 72 &0,

Khmner

NS IS HAINGHSUUEIIS:TNSIS? 1I0HMS IDRMGESHAS WS
HEAHGS S U SURTISIIIIiMMaIUIHAR IR iEnUS Swisnty
seAnily yugiiguREmuImuIuiue 1-888-254-2721. (TTY/TDD: 711)

Korean

SR:0| HIE AOA £ QOAIIR? LK 224 HBR, 012 424 = UEE
Ol E=0HZE & HXE RELZ 80tEA =&
|

C50| ERotdl B2, 1-888-254-2721H 2 2 Hi =2

Punjabi

it FH fog faat ug Aee I? Aad &1, 3T AT ferd ugs 99 3973t Hee o AaR IF
A for I3t & wiuet s 99 < B AR I He3 Hee &4, fagur d9d 393 ’er '3
IS I 1-888-254-27211 (TTY/TDD: 711)

Russian

BAXKHAA MHOOPMALUA: MoxeTe nu Bbl npovnTaTth JaHHOE NUCbMO? Ecnu Her,
HaLl cneumanucTt NOMOXeT BaM B 3TOM. Bbl Takke MoxeTe nonyy4nTs JaHHOE NUCbMO
Ha Bawem A3blke. [nga nonyyeHus 6ecnnaTtHON NOMOLLM 3BOHUTE MO HOMEpPY
1-888-254-2721. (TTY/TDD: 711)

Tagalog

MAHALAGA: Mababasa mo ba ang sulat na ito? Kung hindi, mayroon kaming
makakatulong sa iyo na basahin ito. Maaari mo ring makuha ang sulat na ito nang
nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
1-888-254-2721. (TTY/TDD: 711)

Thai

ddy: Adunsaa uIanueil lausalt winaaauaavnil le saunsavalu
lasdnauanoanainls andisasavsasauusifidaulunimuasno otz
wnaadn1sANsmdaLuy finnleans TsaTnsust laviufif 1-888-254-2721.
(TTY/TDD: 711)
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Viethamese

QUAN TRONG: Quy vi c6 doc duoc la thw nay khdng? Néu khoéng, chang téi co thé
nho ai dé gitp quy vi doc. Quy vi cling co thé yéu cau thw nay viét bang ngén ngir
clia quy vi. D& dworc tro gidp mién phi, hay goi ngay dén sb 1-888-254-2721.
(TTY/TDD: 711)

It’s important we treat you fairly

We follow federal civil rights laws in our health programs and activities. Members can
get reasonable modifications as well as free auxiliary aids and services if you have a
disability. We don’t discriminate, on the basis of race, color, national origin, ancestry,
religion, sex, marital status, gender, gender identity, sexual orientation, age or disability.
For people whose primary language isn’t English (or have limited proficiency), we offer
free language assistance services like interpreters and other written languages.
Interested in these services? Call the Member Services number on your ID card for help
(TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more
about grievance procedures, you can mail a complaint to: Compliance Coordinator,

P.O. Box 27401, Richmond, VA 23279, or directly to the U.S. Department of Health

and Human Services, Office for Civil Rights at 200 Independence Avenue, SW;

Room 509F, HHH Building; Washington, D.C. 20201. You can also call 1-800- 368-1019
(TDD: 1-800-537-7697) or visit https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.
ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.
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