Employee Change Form Anthem. €S
For 1-100 Employee Small Groups BlueCross Bl

California

Instructions:

If you are cancelling coverage for a dependent or changing a name, please provide a reason in the designated sections. Complete electronically or in black ink
and return to your employer. Please use extra sheets of paper if necessary.

Note: Anthem Blue Cross (Anthem) is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) to collect Social Security numbers.
Submit application to your employer.

Section A: General Information

Employer name Group/Case no. (if known)
Employee last name Employee first name M.I. Employee Social Security no.*
(required)

Language choice (optional): [1English [ISpanish [IChinese [IKorean [Vietnamese [1Tagalog [10ther— please specify:
Do you read and write English? [1Yes [INo  If no, the translator must sign and submit a Statement of Accountability/Translator's Statement.

Section B: Employee Information — Required
Reason for change — Required. Check all that apply.

[ Address change ] Add spouse/Domestic Partner or dependent L Enroliment in Medicare (Fill in Section E) [ICancel coverage
[IName change (I Cancel spouse/Domestic Partner or dependent [ 1COBRA
[IBenefit change (I Change Primary Care Physician (PCP) (1Cal-COBRA C10ther:

Event reason — Required.  Select one: [JAdd [IChange [ICancel (Complete Section F)

If you select Add or Change, please select one event reason.
(1 0pen enroliment (not applicable for Life)  [IMarriage [IBirth of child (] Adoption of child [ Divorce or legal separation [ Death

CInvoluntary loss of coverage — please explain (required): (] 0ther — please explain (required):
Qualifying event date — Required: | | (MM/DD/YYYY)
Home address — Street and PO Box if applicable City State
7IP code Birthdate (MM/DD/YYYY) Sex Marital status Number of dependents
[(IMale [IFemale |[JSingle [IMarried [JDomestic Partner (DP)
Phone no. Email address Occupation
Primary Care Physician name (PCP) (if selecting an HMO plan) PCP ID no. (HMO only) Existing patient

\ CIves CINo

Section C: Family Information — Spouse/Domestic Partner and dependents to be added/changed/cancelled. Attach a separate sheet if necessary.
Event reason — Required. ~ Selectone: [JAdd [JChange [Cancel (Complete Section F)

If you select Add or Change, please select ane event reason.
(1 0pen enroliment (not applicable for Life) [IMarriage [IBirthofchild [JAdoption of child  [IDivorce or legal separation  [1Death

CInvoluntary loss of coverage — please explain (required): (] 0ther — please explain (required):
Qualifying event date — Required: | | (MM/DD/YYYY)
Spouse/Domestic Partner last name First name M.I. Social Security no.* (required)
IS:e|x |D:|isah|6d? Birthdate (MM/DD/YYYY) Relationship to applicant
Male Yes (I Spouse I Domestic Partner
CIfemale  |CINo P
PCP name (if selecting an HMO plan) PCP ID no. (HMO anly) Existing patient

\ CIves CINo

Does the Spouse/Domestic Partner have a different address? [1Ves [INo If yes, provide full address and ZIP code below.

*Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.

Life and Disability products underwritten by Anthem Blue Cross Life and Health Insurance Company. 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 Assaciation.
ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Employee name Social Security no.*

Section C: Family Information — Continued

Event reason — Required. ~ Select one: [JAdd [IChange [ICancel (Complete Section F)

If you select Add or Change, please select one event reason.
(1 0pen enroliment (not applicable for Life) [IMarriage  [IBirthofchild [JAdoption of child  [IDivorce or legal separation  [1Death

CInvoluntary loss of coverage — please explain (required): [10ther — please explain (required):
Qualifying event date — Required: | | (MM/DD/YYYY)
Dependent last name First name M.I. Social Security no.” (required)
IS:elXM | ID]iS?(hlm Birthdate (MM/DD/YYYY) Relationship to applicant
ale es . . b
Clremde | CIne CIchild CT0ther  If other, what is relationship?
PCP name (if selecting an HMO plan) PCP ID no. (HMO anly) Existing patient

Clyes CINo

Does this dependent have a different address? []Yes [INo If yes, provide full address and ZIP code below.

Event reason — Required. ~ Select one: [JAdd [IChange [ICancel (Complete Section F)

If you select Add or Change, please select one event reason.
(] 0pen enrollment (not applicable for Life) [IMarriage  [IBirthofchild [ Adoption of child  [Divorce or legal separation  [1Death

[ Involuntary loss of coverage — please explain (required): (1 0ther — please explain (required):
Qualifying event date — Required: | | (MM/DDIYYYY)
Dependent last name First name M.l Social Security no.* (required)
IS:elxM | leis;a{bled Birthdate (MM/DD/YYYY) Relationship to applicant
ale es . . o hito
Clremae | CINo CIchild [J0ther  If other, what is relationship?
PCP name (if selecting an HMO plan) PCP ID no. (HMO only) Existing patient

ClYes [CINo

Does this dependent have a different address? [1Yes [INo If yes, provide full address and ZIP code below.

Event reason — Required. ~ Select one: [JAdd [IChange [ICancel (Complete Section F)

If you select Add or Change, please select one event reason.
(1 0pen enroliment (not applicable for Life) [IMarriage  [IBirthofchild [JAdoption of child  [IDivorce or legal separation  [1Death

CInvoluntary loss of coverage — please explain (required): (] 0ther — please explain (required):
Qualifying event date — Required: | | (MM/DD/YYYY)
Dependent last name First name M.I. Social Security no.* (required)
IS:elXM | I[1:'i3§1(h|8l1 Birthdate (MM/DD/YYYY) Relationship to applicant
ale es . . . in?
Clremde | CIne CIchild CT0ther  If other, what is relationship?
PCP name (if selecting an HMO plan) PCP ID no. (HMO anly) Existing patient

Clyes CINo

Does this dependent have a different address? []Yes [INo If yes, provide full address and ZIP code below.

*Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.
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Employee name Social Security no.*

Section D: Plan/Type of Coverage

1. Medical Coverage — Select from only the coverages offered by your employer.
Medical plans offered by Anthem Blue Cross.

Please note: All health plans include the required coverage for the dental and vision pediatric essential health benefits.

Enter network name, product plan name and contract code selected:

Network name Product plan name Contract code, if known

Member medical coverage — select one:
[IEmployee only [_1Employee + Spouse/Domestic Partner []Employee + child(ren) [1Family

2. Dental Coverage — Select from only the coverages offered by your employer.

Dental PPO plans are offered by Anthem Blue Cross Life and Health Insurance Company. Dental HMO plans are offered by Anthem Blue Cross.

Product plan name For all Dental HMO plans, you must enter your Contract code, if known
Dental office no. ;

Member dental coverage — select one:
[1Employee only [1Employee + Spouse/Domestic Partner []Employee + child(ren) [1Family

Optional dental plans do not include coverage for dental pediatric essential health benefits.

3. Vision Coverage — Select from only the coverages offered by your employer.
offered by Anthem Blue Cross Life and Health Insurance Company.

Product plan name Contract code, if known

Member vision coverage — select one:
[1Employee only [1Employee + Spouse/Domestic Partner []Employee + child(ren) [1Family

Optional vision plans do not include coverage for vision pediatric essential health benefits.

4. Life and Disability Coverage — Select from only the coverages offered by your employer.
oOffered by Anthem Blue Cross Life and Health Insurance Company.

[ Basic Life and AD&D (] Short Term Disability

[ Basic Dependent Life [ILong Term Disability

(] Optional Supplemental/Voluntary Life and AD&D $ (employee amount) (I Voluntary Short Term Disability

(] optional Supplemental/Voluntary Dependent Life Spouse $ (spouse amount) [IVoluntary Long Term Disability

(] Optional Supplemental/Voluntary Dependent Life Child ~ § (child amount)

Current annual income Occupation Life and Disability class no.

$

Primary Beneficiary — Attach a separate sheet if necessary

Last name First name M.I. | Relationship Sacial Security no. Percentage
Last name First name M.l. | Relationship Sacial Security no. Percentage
Last name First name M.I. | Relationship Sacial Security no. Percentage

Contingent Beneficiary — Attach a separate sheet if necessary

Last name First name M.I. | Relationship Sacial Security no. Percentage
Last name First name M.l. | Relationship Sacial Security no. Percentage
Last name First name M.I. | Relationship Sacial Security no. Percentage

Total percentages must add up to 100%.
If no percentages are indicated, the proceeds will be divided equally. If no primary beneficiary survives, the proceeds will be paid to the contingent
beneficiary(ies) listed above. Beneficiaries may be changed by the insured’s written notice to his or her employer.

*Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.
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Employee name

Social Security no.*

4. Life and Disability Coverage — Continued

Spousal Consent for Community Property States Only (Note: The insurance company is not responsible for the validity of a spouse’s consent for
designation.) If you live in a community property state (AZ, CA, ID, LA, NM, NV, TX, WA and WI), your state may require you to obtain the signature of your
spouse if your spouse will not be named as a primary beneficiary for 50% or more of your benefit amount. Please have your spouse read and sign the
following. | am aware that my spouse, the Employee/Retiree named above, has designated someone other than me to be the beneficiary of group life insurance
under the above policy. | hereby consent to such designation and waive any rights | may have to the proceeds of such insurance under applicable community
property laws. | understand that this consent and waiver supersedes any prior spousal consent or waiver under this plan.

Spouse signature

X

Spouse name

Date

Section E: Prior and Other Coverage

1. Are you or anyone applying for coverage currently eligible for Medicare? [1Ves [1No

If yes, give name:

Medicare 1D no. Part A effective date Part B effective date Medicare eligibility reason (check all that apply)
Clage [ Disability CJESRD: Onset date: |

Medicare Part D ID no. Medicare Part D carrier Part D effective date
2. Does anyone on this application intend to continue other coverage if this application is accepted? CIves CINo
3. Is anyone applying for coverage covered by other health, dental, or vision coverage? (IYes CINo
4. On the day your coverage begins, will you or a family member be covered by other dental coverage? Clves [CINo
If yes to any of these questions, please provide the following:

Coverage
Name of person covered Type (check all Carrier Palicy holder Dates
(Last name, first, M.1.) (check one) |thatapply)| Carrier name phone no. Policy ID no. name (if applicable)

[individual | CIHealth

Start:| |
[ Group [ Dental
CIMedicare | [ Vision End:| |
[(individual | Health Start:| |
[ Group [ Dental '
I Medicare | [Vision End: | |

*Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.
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Employee name Social Security no.*

Section F: Waiver/Declining Coverage — Proof of coverage will be required

Medical coverage declined for — check all that apply: CIMyself [ Spouse/Domestic Partner  [1Dependent(s)
Dental coverage declined for — check all that apply: CIMyself [ Spouse/Domestic Partner  [1Dependent(s)
Vision coverage declined for — check all that apply: CIMyself [ Spouse/Domestic Partner  [1Dependent(s)
*Life/AD&D coverage declined for: CIMyself [ Spouse/Domestic Partner  [1Dependent(s)
Dependent Life coverage declined for: (] Spouse/Domestic Partner (] Dependents

Short Term Disability coverage declined for: LI Myself

Long Term Disability coverage declined for: LI Myself

Optional Supplemental/Voluntary coverage declined for: LI Myself

Optional Supplemental/Voluntary Dependent Life coverage declined for: [] Spouse/Domestic Partner and Dependents

Voluntary Short Term Disability coverage declined for: LI Myself

Voluntary Long Term Disability coverage declined for: LI Myself

Reason for declining coverage — check all that apply: (I Covered by Spouse’s/Domestic Partner's group coverage

CIEnrolled in other Insurance — Please provide company name and plan:

CIEnrolled in Individual coverage

(I Spouse/Domestic Partner covered by employer's group medical coverage
I Medicare/Medicaid/VA

] 0ther — please explain:

[INo coverage
List names of dependents to be waived:

| acknowledge that the available coverage’s have been explained to me by my employer and | know that I 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 has tried to influence me or put any pressure on me to waive coverage. BY WAIVING THIS GROUP MEDICAL, DENTAL, VISION, DISABILITY AND/OR
GROUP LIFE COVERAGE (UNLESS EMPLOYEE AND/OR DEPENDENTS HAVE GROUP MEDICAL, DENTAL, VISION, DISABILITY AND/OR GROUP LIFE 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, VISION,
DISABILITY AND/OR GROUP LIFE INSURANCE PLAN UNLESS I QUALIFY FOR A SPECIAL OPEN ENROLLMENT.

Special Open Enrollment (Not applicable to Life or Disability.)

If you declined enroliment 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 department 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 enroliment 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.

*I hereby certify that | have been given the opportunity to apply for the available group life and/or disability benefits offered by my employer, the benefits
have been explained to me, and | and/or my dependent(s) decline to participate. Neither | nor my dependent(s) were induced or pressured by my employer,
agent, or life carrier, into declining this coverage, but elected of my (our) own accord to decline coverage. | understand that if | wish to apply for such coverage
in the future, | may be required to provide evidence of insurability at my expense. Please examine your options carefully before waiving this coverage.

Sign here only if you are declining coverage for yourself or dependents.
Signature of applicant Printed name Date (MM/DD/YYYY)
X

*Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.
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Employee name Social Security no.*

Section G: Terms, Conditions and Authorizations

Please read this section carefully before signing the application.

As an eligible employee, | am requesting coverage for myself and all eligible dependents listed and authorize my employer to deduct any required
contributions for this insurance from my earnings. All statements and answers | have given are true and complete. | understand it is a crime to make or
cause to be made a knowingly false or fraudulent material statement or material representation to an insurance company for the purpose of defrauding the
company. Penalties may include imprisonment, fines or a denial of insurance benefits. | understand all benefits are subject to conditions stated in the Group
Contract and coverage document.

In signing this application | represent that:

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

I have read or have had read to me the completed application, and | realize any acts of fraud or intentional misrepresentation of material fact in the
application may result in loss of coverage within 24 months following the issuance of the coverage.

| understand that | may not assign any payment under my Anthem Blue Cross (Anthem) program. | agree to have money taken from my wages, if necessary,
to cover the premium cost for the coverage applied for.

| am asking for the coverage | chose on this form. If | made choices that are not available to me, | agree that my choices may be changed to those on the
employer’s application or sold case coverage documents.

| understand that, to the extent allowed by law, Anthem reserves the right to accept or decline this application for coverage (and that Anthem Blue Cross
Life and Health Insurance Company may accept only certain people or terms for coverage), and that no right is created by my application for coverage.

| also understand that | may not be covered for pre-existing conditions for Long Term Disability and Short Term Disability, if applicable. (See the policy/
certificate for important information).

| agree that | will let my employer know right away of any changes that would make me or any dependent(s) ineligible for this coverage.

| understand that coverages will become effective on the date established by the provisions of the group policy, contract and certificates issued thereunder.
By signing this application, | agree to the taping or monitoring of any phone calls between Anthem and myself.

By signing below, | (primary applicant) agree to receive my plan-related communications either by email or electronically. This may include my certificate,
evidence of coverage, explanation of benefits statements, required notices or helpful information to get the most out of my plan. | agree to provide and
update Anthem with my current email address. | know that at any time | can change my mind and request a copy of these materials (or any specific materials)
by mail, by contacting Anthem.

For Health Savings Account enrollees: Except as otherwise provided in any agreement between me and the financial custodian, the custodian of my Health
Savings Account (HSA), | understand that my authorization is required before the financial custodian may provide Anthem with information regarding my HSA.
| hereby authorize the financial custodian to provide Anthem with information about my HSA, including account number, account balance and information
regarding account activity. | also understand that | may provide Anthem with a written request to revoke my authorization at any time.

I applying for Life and/or Disability insurance, | represent that | have read and agree to the terms in the Life and Disability Coverage in Section 4, above.

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

Read carefully — Signature required
REQUIREMENT FOR BINDING ARBITRATION (Not applicable to Life and Disability coverage.)

ALL DISPUTES BETWEEN YOU AND ANTHEM BLUE CROSS AND/OR ANTHEM BLUE CROSS LIFE AND HEALTH INSURANCE COMPANY, INCLUDING BUT NOT
LIMITED TO DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER THE PLAN/POLICY OR ANY OTHER ISSUES RELATED TO THE PLAN/POLICY AND CLAIMS OF
MEDICAL MALPRACTICE, MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT OF SMALL CLAIMS
COURT AND THE DISPUTE CAN BE SUBMITTED TO BINDING ARBITRATION UNDER APPLICABLE FEDERAL AND STATE LAW, INCLUDING BUT NOT LIMITED TO,

THE PATIENT PROTECTION AND AFFORDABLE CARE ACT. California Health and Safety Code Section 1363.1 and Insurance Code Section 10123.19 require
specified disclosures in this regard, including the following notice: It is understood that any dispute as to medical malpractice, that is as to whether
any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will
be determined by submission to arbitration as permitted and provided by federal and California law, including but not limited to, the Patient Protection
and Affordable Care Act, and not by a lawsuit or resort to court process except as California law provides for judicial review of arbitration proceedings.
Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before
ajury, and instead are accepting the use of arbitration. YOU AND ANTHEM BLUE CROSS AND/OR ANTHEM BLUE CROSS LIFE AND HEALTH INSURANCE
COMPANY AGREE TO BE BOUND BY THIS ARBITRATION PROVISION. YOU ACKNOWLEDGE THAT FOR DISPUTES THAT ARE SUBJECT TO ARBITRATION UNDER
STATE OR FEDERAL LAW THE RIGHT TO A JURY TRIAL, THE RIGHT TO A BENCH TRIAL UNDER CALIFORNIA BUSINESS AND PROFESSIONS CODE SECTION 17200,
AND/OR THE RIGHT TO ASSERT AND/OR PARTICIPATE IN A CLASS ACTION ARE ALL WAIVED BY YOU. Enforcement of this arbitration clause, including the
waiver of class actions, shall be determined under the Federal Arbitration Act (“FAA”), including the FAA’s preemptive effect on state law. By signing,
writing or typing your name below you agree to the terms of this agreement and acknowledge that your signed, written or typed name is a valid and
hinding signature.

Sign Applicant signature Date (MM/DD/YYYY)
here P4

*Anthem is required by the Internal Revenue Service and Centers for Medicare & Medicaid (CMS) regulations to collect this information.
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Get help in your language Anthem. o=

: . )
Notice of Language Assistance BlueCross °

Curious to know what all this says? We would be too. Here’s the English version:

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 1-888-254-2721. For more help call
the CA Dept. of Insurance at 1-800-927-4357. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate 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

Servicios lingiisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos
puede recibirlos en su idioma. Para obtener ayuda, llamenos al nimero que figura en su tarjeta de identificacion
0 al 1-888-254-2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-
927-4357. (TTY/TDD: 711)

Arabic
Gacluall o Jpanll @lialy Lgcany Juo i ol 5 colatiosal) ey ol 158 ol Allaall $li€ay5 o yiay Ailain) li€ey Jilie 50 Aall) ciladd i o5y
.1-888-254-2721 231l e i ol Lalal) cay jail) Aty e 3 ga gal) 850 e Uy Joai)
(TTY/TDD: 711) .1-800-927-4357 aé_ll (e Cpalill L) sl 5 jlals Juai¥) (oa i cdrelual) o 3 o Jsaasll

Armenian

Pupquutyuljut widdup Swunwynipniuibp: Ukup upnn Gup 2kq pupgluiish swnwjnipniuibp wowewpliby
Yupny Gup npudwnpb) htus-np dkhh, nd thwunwpnpebpp jluppu 2Ekq hwdwp b Yniquplh npuip kp
1Eqny: Oqunipmit unwbwnt hwdwp quiquhwpbp dkq 2kq ID pupunh ypu tpqus hinpwpinuwhwdwpny jud
1-888-254-2721 hwndwpny: Lpwgnighs ogunipjut hwdwp quuquhwuptp Ywihdnnuhwh wywhnjugpnipu
twwpupnpyntt htnlyu hkpwinuwhwdwpny' 1-800-927-4357: (TTY/TDD: 711)

Chinese

RELESI - CRESRENGER - CEERRF DUCHEE S NS - aE &R DUGHEE = 1 R AYEL S
o WIFRAE)  SEREFTERY 1D R LAYSRHE B 1-888-254-27 21 s P - AIFREE 1) » 55$%F11-800-927-4357 sk
CA Dept. of Insurance - (TTY/TDD: 711)

Farsi
sloo 1y 2Ll e leny Sl g Sn cdg a8 alid prpie SO il aboe Sl oLl oleus
Ol eSS ol sl woed Jleyl ULl 0 g3 glo)y 4o o sl (Sun g Ll sy Lad
1-888-254-2721 Goxb 3 Lo g LS mlelid oylsS o odd Gwyed oylad Goyb
oo bed o Lidpsa JLS awny oplal Lo pdny sleSas by sl s oSy wlad Lo Lo
(TTY/TDD:711) . 4 ysSs wlas 1-800-927-4357

Hindi

TS emere Y sToT War¥| 3T G gITd X Hehd 81 T GEAAS Uedl Fehd & IR TS A IR
AT T H ST ST Fehol &1 Fe & [T, §H 30l ID 1S W FaAldg A W AT 1-888-254-2721 T el
HY| 38 A & AT 1-800-927-4357 GX CA AT fIHWT FIhiel &I (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered
trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj
peev xwm tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus
tuaj rau koj. Txog rau kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-
254-2721. Txog rau kev pab ntxiv, hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-
4357. (TTY/TDD: 711)

Japanese

WU EREY A BRY-E2AZZToNFT , FEITIERBCXEEZHH LITED XEZTEDIY—EALAEETT, XiE"
Z(13IC(E. IDH— RICEEFHINEBES. Tl 1-888-254-2721 [CHBEECRE S, XEDFEMZ. DUTAINZT7MRER (1-
800-927-4357) [CBEEECZELY, (TTY/TDD: 711)

Khmer

swnmansnfinigs grmseguERTAiIMAY gRInsepRmenRannogeEn Smfanangeanmmaniuaiind el wuwm giipumdumueitumentneiidin ID swesun yiwe 1-
g1 4 A IR Hay g Hed il gaumgn ny gieg il 4

888-254-2721+4 sijegritigmwuigy sgusumgiaigsed CA Dept. of Insurance muwe 1-800-927-4357=1(TTY/TDD 711)

Korean

F2 A0 MH|A HAALE O| 85t = M'ﬁ LICE #3te| 202 53&[0 2dE EME 2OotEY = JAS L CH

CE2E2 H9OoAHH ID 7IE0Q 7| A=l HS EE= 1-888-254-2721 2 M3oIAMA| Q. CHE E20| Z R 35FA|H 1-800-
ALA

927-43572 23 CA 20| 29| =AIA|Q. (TTY/TDD: 711)

Punjabi

fast fan &9z € I Aee| 3t fEd g9 Yus 93 Ade J1 det 3078 TA3eH U3 d HeT HaeT J W3 I3 3J731 9T feg
3T78 I AT HIE I&| HEE B, HS 3973 »Etst 993 § 3 HYley 389 A 1-888-254-2721 3 I8 J3| frmireT Hee s, Hig
fsurgeiic vie feaHdn & 1-800-927-4357 3 I J31(TTY/TDD: 711)

Russian

BecnnaTHble A3blkoBbIE YCnyru. Bel MoXxeTe Nony4uTb YCryrn yCTHOro nepesog4vvka. Bam moryt npoyntath
OOKYMEHTbI UMK HanpaBuUTb HEKOTOPbIE U3 HUX Ha BalwleM A3blke. s nonyyYeHus NOMOLLM 3BOHUTE HaMm Mo
TenedoHy, ykazaHHOMY Ha Ballel naeHTUOUKaLNOHHONM KapTe, unu rno Homepy 1-888-254-2721. [ins nonyyeHus
OOMOMNHUTENbHOW NOMOLLM 3BOHUTE B [lenapTaMeHT cTpaxoBaHus wtata KanndgopHusa no Homepy 1-800-927-
4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga
dokumento at ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa
numerong nakalista sa inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357. (TTY/TDD: 711)

Thai

”'LaJﬁv»im‘%mnﬁmﬁummI‘vhummmila‘t?.i”u‘%msaim"m”
vihushunsazatviidminfnauanasldvnuluazianaisuvativazdeiivvinulaaldnmuasviny
wingavnsANuhada TusaTnsmisaumnaauissyaguuinslssinduasvinuwianivunaiay 1-888-254-2721
wineagnIsANNILLUAaLinLdy TUsaTnsdiaauwnun CA Dept. of Insurance Mviunaway 1-800-927-4357
(TTY/TDD: 711)

Vietnamese

Cac Dich Vu Ngon Ngt» M|en Phi. Quy vi c6 thé c6 thong dich vién. Quy vi c6 thé yéu cau doc tai liéu cho quy vi
nghe va yéu ciu glri mot sb tai liéu bang ngdn ngtr ctia quy vi cho quy vi. D& dwoc tro gidp, hay goi cho so duoc
ghi trén thé ID cla quy vi hodc s 1-888-254-2721. Bé dwoc gilip d& thém, hay goi cho S& Bao Hiém California
(California Department of Insurance) theo sé 1-800-927-4357. (TTY/TDD: 711)



Get help in your language Anthem. vv

Language Assistance Services BlueCross

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 alternate 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? De lo contrario, podemos hacer que alguien lo ayude a leerla. También

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

Arabic
ialy U i€ oladll 13 e J guanll Wyl oli€ay LS Lol e dlac b Lo oy Ailain) Wi ¢adaiad o 13) mu)x\m se) B ey b taga
(TTY/TDD:711) 1-888-254-27218 ). | 58 JLAM >0 dailaall aebuall e J paall
Armenian

NPTUALNPEBNRL. Yupnnuin 1w kp nuptpgt] wju twdwlp: Geh ny, Ukup Jupnn tup npudwnnpt) hus-np
Uklht, n Yoquh Qbq Jupnuy wyb: Ywpnn bup bub wyu budwlp 2bq gpun]np nwppbpulny wpudunpt:
Uuddwp ogunipinit utnwbiwnt hwdwp jupnn Ep wthwwywn quiquhwpt) 1-888-254-2721
htpwinuwhwdwnpny: (TTY/TDD: 711)

Chinese
EHEEIE - TREEEEE(EN ? WREEARE » RMBESIRAGEE - A s o VBRI S MENAE
BR e WIEE e b o 5L EI#EFT1-888-254-2721 - (TTY/TDD: 711)

Farsi
or Lad 40 |y pakd a5l g S0 cdnl oS e 381 Sunl gk |y 4wl ool aal g5 0 Lol g
Oygw 4 |y 40l ool w3l g5 0 gadres oS SaS Ty Lad 40l Gl a3y LS aadS
opbed Lo Yo Guas (LS ) SaS obloyy sl po cdaiS adlogy olSogs glo) 4o oS
(TTY/TDD:711). 4 )58 wlos 1-888-254-2721

Hindi

FgcaqoT: FAT AT IE U UG Hehel 872 3R &1, al §H IS 3H Uga H HaG ¥l & folv fRdr o 3uersyr
T TRl &1 AT Tg IF 9 o1 A fr@ara # o @erH g whdl &1 fo:gew Aee & fAw, Huar 1-888-
254-2721 W T Hier Y| (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm
cia lwm tus pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom
lus thiab. Txog rau kev pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

BEE . COEFHEHEHETN?2ELENEBIMEEICE. AREERTILNOIIEEZTEENTEET, Fh. COEHEFE
FTRIEECEVELDEAFTILETEET, ROBEICVFICEE LT, BHETIEEZ(TTESL, 1-888-254-2721
(TTY/TDD: 711)

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. The Blue Cross name and symbol are registered marks of the Blue Cross
Association.
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Khmer
Rods Banmenedinene ¢ 1EsMEe IHMNGEBIAMMANENLHAY HAfNGe UTEmMEMmATAIMMANITREAEIN iEesuismandnis muwmenmeniehue 1-888-254-
il L Pht LR 1 il ELE ERRCALEIALI

2721+ (TTY/TDD: 711)

Korean

TR0l MUE ol & AL gjod = Q12 8*
QU2 MOPT Ml S Hod = QST 7 :
(TTY/TDD: 711)

=58 E2 AE0| [AE UL Tt AA&ot=
(@)

A|B{® ZA| 1-888-254-2721 2 M3}SHAA| 2.

Punjabi

HJ32yas: o 3HT feg U39 Uz Aae 37 A &df, 3wt fem g ugs &9 3973t Hee =t fan & g& Aaer 7f 3t mifte Usd &
mruet g fg fghtmm Ifen ==t YUz 99 AaE J1 He3 Hee &, faauT 999 395 1-888-254-2721 3 918 |
(TTY/TDD: 711)

Russian

BAXXHO. MoxeTe 1 Bbl MpoynTaTh AAHHOE NMCbMO? Ecnu HET, Hal cneumanmcT NOMOXET BaMm B 3TOM. Bbl
Takke MoXeTe Nofy4YnTb JaHHOE NMMCbMO Ha BalleM s3blke. [ns nonyyeHuns 6ecnnaTtHon NoMoLLy 3BOHUTE MO
Homepy 1-888-254-2721. (TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa
pagbasa nito. Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa
libreng tulong, mangyaring tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

NUNELUARIAY: virugnsaauasnugatuinia’ly wnvinuligisaaruaavugaiudl
dsadanItI i a I ulvinule'le vinudvaraltdnminndardauaanunaluauasvinudnsie
wnsasAsanuandalagiialdaneg Tusalnsdacaninunaiay 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong chung t6i c6 thé bd tri ngwoi gitp quy vi doc
thw nay. Quy vi cling ¢ thé nhan thw nay bang ngdn ngir ctia quy vi. D& dwoc gitip d& mién phi, vui long goi
ngay so 1-888-254-2721. (TTY/TDD: 711)
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