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.

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? [] Yes [] 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
[JEmployee [IMedical  [IDental  [JVision [INo coverage

] Covered by Spouse’s/Domestic Partner’s group coverage
[J Spouse/Domestic Partner OMedical  [Dental [ Vision [ Spouse/Domestic Partner covered by their employer's

group coverage
[ Enrolled in individual coverage
(] Dependent(s) [IMedical  [1Dental  [Vision (L] Medicare/Medi-Cal/VA

List name of dependents to be waived: [ Enrolled in other Insurance — Please provide company
name and plan:

(] 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 Enrollment

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 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 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 I

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 Anthem

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 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
il Ui alaall 138 e J seand) Wyl eliSey LS Lggel 8 e @laclund Lo (adidy Aileiu V) LiSagd cadain ol 13) $0La ) 03 3¢) 8 GliSay J tage
(711 -TTD/TTY) .1-888-254-27218 L 15 58 Jeai¥) (a1 cdailaall s bl e J poasll

Armenian

NhTUANPE3NPL. Yupnnubn il kp plphpgh] wyu tudwlp: Gpk ny, Ukip jupny kip npudwngpty his-np
Utlhis, n Yoquih Qkq Yupnu) wyt: Yupnn kup twl wyu btwdwlp kq gpudnp nwpplpulng npudwnpby:
Ugdwp ogunipnit utnwtiwnt hwdwp Jupnn bp wthwwwn quuquhwpty 1-888-254-2721
htpwinuwhwdwnpny: (TTY/TDD: 711)

Chinese
EHEIE  TREEEEEHERE ? MREENE > RMESR ARG - B RE T LUES ISR EES MENAE
bR o WIFR WD - S5 1L R1#£$T1-888-254-2721 - (TTY/TDD: 711)

Farsi
A8 i 1-888-254-2721 o_jad L Vs (et (80l SaS il 53 (6l L 28S il 33 Gl ga (L) 42 sie D) ey | 4dls
(711 :TTD/TTY)
Hindi
FEcaquT: FAT AT g T UG Hhd 87 IR g1, AT §H IS 3H ool H HAGG ot & v fondll &t 3qesy
T Fehd 1 3T Tg T 370el o197 A i@l 7 off @efd g dohd &1 oo #Heg & fav, Huar
1-888-254-2721 WX Tl it | (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

EE.COEHESEHEITN ?2LUENENGEICE. AREERTILHDIIEEZTEENTEET T, COEHEHFE
FRIEBCEIVELDEAFTIEETEFT, ROBBICVFICEFEL T, BEIIEFZ (TS, 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.
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RGE8aIs srhwasitegithmanivssgAnn it ilgje grut Swradalg
yBIUT gieS My 1§08 1-888-254-27217 (TTY/TDD: 711)

Korean
52: 0 MAS god = AU YoM & g8 Ze
QIO|2 MOITI AAIS WOM £ ULt 7 2
(TTY/TDD: 711

=58 E2 A0l JASHEL Tt AA&ot=
(@)

Al2{™ ZA| 1-888-254-2721 2 THS}SIAMA| L.

~

Punjabi

HI32YTs: off 3T fog U33 Uz Ao 37 7 odf, 3t it fem 5 uzs &9 3973t Hee &t fan & g% Ager 7 It mfee Usd &
nryet g g feftr Ifen =t yuz 99 Aae J1 He3 Hee SEt, fagur 99d 295 1-888-254-2721 3 I3 d3|
(TTY/TDD: 711)

Russian

BAXXHO. MoxeTe 1 Bbl MpounTaTh AaHHOE NMCbMO? Ecnn HET, Hal cneumanmcT NOMOXET BaMm B 3TOM. Bbl
TaKke MoXeTe NOoMNy4YnTb JaHHOE NMMCbMO Ha BalleMm a3blke. [na nonyyeHns 6ecnnaTtHon NomMoLLy 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

RUNELLUARIAY: vinugnsaauasnungatuinia’ly wnvihulugisaaruaevugadiudl
IFNIsatan AN a ulvivinule e vinudvaralvitanminnadiedauasvunaluaiyuasvinuanee
wneasnsanuendalaeifianldang Tusainsfasannunaay 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 giup quy vi doc
thw nay. Quy vi ciing cd thé nhan thw nay bang ngén ngir ctia quy vi. D& dwoc gitip d& mién phi, vui long goi
ngay so 1-888-254-2721. (TTY/TDD: 711)

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free
language assistance services through interpreters and other written languages. Interested in these services? Call
the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these
services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint,
also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with
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 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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