Master Group Application (For groups of 101 and above)

Blue Shield of California and
Blue Shield of California Life & Health Insurance Company (Blue Shield Life)

Section 1 - Company information

1

Full legal business name of group

Requested effective date of coverage
(month/day/year):

blue

®

california

Doing business as (DBA), if applicable:

County location of physical address

Billing street address (if providing P.O. Box, also complete #3 below)

City

State

ZIP code

Physical address (if different from above)

City

State

ZIP code

Legal entity type: []S-Corporation [ C-Corporation [ Partnership [ Sole proprietorship  []LLC [ Nonprofit

[] Other (specify)

Federal Employer Tax Identification (TID) number

Is the group subject to ERISA? [ Yes [ No

Is the group intending to offer Blue Shield alongside another carrier’s plan? [ Yes [ No

Ofther carrier initial effective date of coverage (month/day/year):

Does the group have any subsidiary or affiliated companies? [ Yes [ No

If yes, please provide the following:

Tax ID number

Include in coverage?

Legal name 1

[TYes [INo

Legal name 2

[TYes [INo

Legal name 3

[Tyes [INo

Are all employees covered by workers’ compensation to the extent required by law?

[lyes cCarrier name:

[[INo Ifno, please explain:
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Group contact for:

Overall group contact
(primary)

. Group contact name

oo

. Job title

. Phone number

D. Email address (required)

Online administrator
contact

. Group contact name

los]

. Job title

. Phone number

D. Email address (required)

Billing contact

. Group contact name

os]

. Job title

C. Phone number D. Email address (required)
Evidence of Coverage/ A. Group confact name B. Job title
Certificate of Insurance
(EOC/COQI) contact

C. Phone number D. Email address (required)
Legal contact A. Group contact name B. Job title

(accountable for binding
legal commitments on
behalf of employer group)

. Phone number

D. Email address (required)

Account Based Health Plan
(ABHP) contact

A.

Group contact name

[o~]

. Job title

. Phone number

D. Email address (required)

COBRA administrator
contact

. Group contact name

los]

. Job title

C. Phone number D. Email address (required)
Enrollment Discrepancy A. Group contact name B. Job title
Report contact
(if utilizing EDI for
electronic enro”menf) C. Phone number D. Email address (reqUired)
Additional contact A. Group contact name B. Job title

. Phone number

D. Email address (required)

Additional contact

. Group contact name

B. Job title

. Phone number

D. Email address (required)

C14939-CORE-REV-FF (1/22)
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Section 2 - Eligibility

7

Will you be utilizing an EDI electronic file for your ongoing enroliment? [[] Yes []No
If yes, will your COBRA members be included on that file? [ Yes [ No

Employment-based affiliation and waiting periods — An employer may impose a bona fide employment-based orientation
(affiliation) period for new employees which cannot exceed 30 days. A waiting period may also be imposed before coverage
becomes effective, beginning the first day after any orientation period and not to exceed a combined total of 90 days.

Please note: An employee’s “date of hire” is the first day employment begins. However, if the employer imposes an orientation
or waiting period, the “effective date of coverage” is the first day after completion of any orientation/waiting period.

7a. Employer waiting period — The group may select one or more of the following options.
Coverage for eligible employees will become effective following completion of the waiting period on the day specified.
If there are multiple waiting period options based on employment classification, please indicate at the option selected:
[l No waiting period (effective date of hire)
[] All employees
[[] Other (please describe)
[] Effective first of the month FOLLOWING DATE OF HIRE

a. [ If hired on the 1st of the month, coverage effective 1st of following month.
Example: employee hired 12/1/2019 = effective 1/1/2020

[[] All employees
[] Other (please describe)

b. [ If hired on the 1st of the month, coverage effective on date of hire.
Example: employee hired 12/1/2019 = effective 12/1/2019

[[] All employees

[] Other (please describe)
[] Effective first of the month FOLLOWING 30 DAYS FROM DATE OF HIRE XSS

[1 All employees

[71 Other (please describe)
[0 Effective first of the month FOLLOWING 60 DAYS FROM DATE OF HIRE ISl

Example: employee hired 12/15/2019 add 60 days= effective 3/1/2020

[] Allemployees

[1 Other (please describe)
[1 Effective on the 91st DAY FOLLOWING DATE OF HIRE

7b. Will the waiting period be waived:

[Yes [INo For current, actively at-work employees enrolling during the initial transition to Blue Shield.

[[1Yes [INo For part-time employees upon attaining full-time status.

[Tyes [INo If “Yes", the waiting period should be waived for employees rehired within:
[11 month [190days [13months [[]6months [[]12months [[]13 weeks []Anytime, effective date of rehire
[] Anytime, effective first of month following date of rehire

Please note: If using EDI electronic file for ongoing enrollment and eligibility, the member effective dates are calculated by the
dates on the EDI files and the applicable waiting period(s).
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8 | Employee count

Blue Shield asks the group to read these definitions of “employee” and provide the information requested using the definitions
provided below. We rely upon the information provided by the group in determining group and employee eligibility for coverage.

1. All employees — Any individual employed by the group including full-time and part-time employees, (29 USC 1002 (4)).

2. Full-time employee (FTE) and FTE Equivalent — FTE and FTE Equivalent is defined in Section 4980H(c)(2) of the Internal
Revenue Code.
An FTE is an employee who has on average at least 30 hours of service per week, or at least 130 hours of service fotal, during a
calendar month.
The number of FTE Equivalents is determined by combining the number of hours of service of all non-FTEs for the month, but no
more than 120 hours of service per employee, then dividing the fotal number by 120.

3. Eligible employee - This definifion is used to determine which employees are eligible fo enroll, and remain enrolled, in coverage.
An eligible employee is an individual who:
* |s an individual engaged on a full-time basis in the conduct of the business of the employer, whose normal work week is at

least 30 hours, and whose duties in such employment are performed at the employer’s regular places of business; or

Is a sole proprietor or partner of a partnership engaged on a full-time basis, at least 30 hours per week, in the employer’s

business and who is included as an employee under a healthcare plan contract of the employer.

An eligible employee does not include individuals working on a part-time, temporary, or substitute basis.

8a.

Total # of employees:

8 b.

Total # of eligible full-time employees:

8c.

Total # of eligible employees enrolling in Blue Shield coverage (complete to the best of your knowledge):

8d.

Total # of eligible employees declining Blue Shield coverage (complete to the best of your knowledge):

8e.

Total # of FTE and FTE Equivalents:

8f.

Do you plan to offer Blue Shield coverage to out-of-state employees? [Jyes [INo

If yes, how many out-of-state employees do you have?

Employer is responsible for collecting and retaining Refusal of Coverage forms, as well as providing the forms to Blue Shield upon
request. If no Blue Shield medical plan is offered (e.g., dental, vision, or life insurance only), Refusal of Coverage forms are not required.

9 | ?a. Are all full-time eligible employees being offered health coverage? [ Yes [ No
9b. If the response to 9a is no, please explain:
9c. Are all full-time eligible employees being offered health coverage actively working at least [ yes [ No
30 hours per week?
9d. If the response to 9c is no, please explain:
9e. Are retirees eligible for benefits? Note: Retfiree coverage option requires prior underwriting approval. [ Yes [T No
9f.  If the response to 9e is yes, please check any that apply:
L] Early retirees under age 65 [ Retirees age 65 and over
Will the group contribute to retiree coverage? [1Yes [[TNo
9g. Do you require your retiree coverage fo be billed separately from your active employee populatfion? [Yes [T No
If yes, provide the contact information and address to which the monthly bill should be sent for retiree coverage.
Billing address
City State ZIP code
Contact name Email address
C14939-CORE-REV-FF (1/22) Page 4 of 10



Section 3 - COBRA/Cal-COBRA continuation coverage information

10 [ Your group is subject fo federal COBRA if you employed 20 or more employees during at least 50% of the working days in the
previous calendar year. The group is solely responsible for all aspects of the administration of Title X of the Consolidated Omnibus
Budget Reconciliation Act (COBRA).

10a. How many existing COBRA participants do you have?

10b. Employees or COBRA/Cal-COBRA participants are required to complete a Disability Addendum (form C11248) if they are

disabled or hospitalized.
Name of COBRA administrator:

COBRA member billing should be sent to the: [ Group [] COBRA administrator

Please provide COBRA administrator address:

Billing address

City

11 | Trio HMO plans

Section 4a - Blue Shield of California health plan selection

State ZIP code

Select first plan

Select second plan

Select third plan

Select fourth plan

Access+ HMO® plans

Select first plan

Select second plan

Select third plan

Select fourth plan

Trio HMO Savings plans*

Select first plan

Select second plan

* Only available in the San Diego and Sacramento regions.

Access+ HMO® SaveNet plans’

Select first plan

Select second plan

San Diego counties.

1 Access+ HMO SaveNet products are only available alongside our Access+ HMO products in designated counties: Kern, Marin, Orange, Sacramento, San Francisco,
San Luis Obispo, San Mateo, Santa Clara, Santa Cruz, Sonoma, Stanislaus, Ventura, Yolo, and portions of Contra Costa, Los Angeles, Riverside, San Bernardino, and

Local Access+ HMO® plans?

Select first plan

Select second plan

2 Local Access+ HMO products are only available in designated counties: Marin, Orange, San Francisco, San Luis Obispo, Santa Clara, Santa Cruz, Sonoma, Stanislaus,
and Yolo, and portions of Contra Costa, Kern, Los Angeles, Riverside, Sacramento, San Bernardino, San Diego, San Mateo, and Ventura counties.

Added Advantage POS™ plans

Select first plan

Select second plan

Full PPO/EPO plans

Select first plan

Select second plan

Select third plan

Select fourth plan

PPO Savings plans

Select first plan

Select second plan

Select third plan

Select fourth plan

Tandem PPO/EPO plans

Select first plan

Select second plan

Select third plan

Select fourth plan

Active Choice® Plus/Active Choice® Classic plans

Select first plan

Select second plan

C14939-CORE-REV-FF (1/22)
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11

Blue Shield 45 Plus*™ plans

cont'd

[] Custom plan (attach custom Summary of Benefits)

12

Required employer contribution for Blue Shield health plans
Enter percentage of dues/premium paid by the group for employees and dependents. If the group confributes 100%, then all
eligible employees must enroll.

Indicate medical plan employer contribution amount here:

For employees %o
For retirees (if applicable)

For dependents

Yo

% For retirees’ dependents (if applicable)

%

13

14

Blue Shield account-based health plans (ABHP)

Indicate if you are offering any of the following account options (check all that apply) and provide the name of the administrator

of each program. Also indicate any amount to be funded by employer contribution.

Account type Account administrator Employer Employer
contribution contribution
amount amount
INDIVIDUAL FAMILY
coverage coverage

[1 Health savings [ 1 HealthEquity (integrated model - Blue Shield shares $ $

account (HSA) eligibility and claims)
* Mandatory with medical enroliment: [] Yes [ No
[] Other administrator (non-integrated option)
[] Health reimbursement [] HealthEquity (integrated model - Blue Shield shares $ $
arrangement (HRA) eligibility and claims)
» Mandatory with medical enroliment: [ | Yes [ No
[] Other administrator (non-integrated option)
[ Health incentive [] HealthEquity (integrated model - Blue Shield shares $ $
account (HIA) eligibility and claims)
« Mandatory with medical enroliment: [] Yes [ No
[] Other administrator (non-integrated option)
[ Limited purpose flexible [1 HealthEquity (integrated model - Blue Shield shares $ $
spending account eligibility and claims)
(LPFSA — Dental and Vision) « Mandatory with medical enroliment: [] Yes [ No
with HSA only [] Other administrator (non-integrated option)

[ Flexible spending [] HealthEquity (integrated model - Blue Shield shares $ $

account (FSA) eligibility and claims)

] Medical FSA  Mandatory with medical enroliment: [ Yes [ No

[J Dependent care FSA [ Ceridian (manual feed)

[] Other administrator (non-integrated option)

* Cannot be purchased without a medical plan.

» For Dual Choice packages, the same optional benefits must be purchased for all the plans selected.
¢ The rider product type must match the medical plan product type — only HMO to HMO, etc.

Blue Shield of California optional benefits selection

Infertility rider — select plan type:

Select plan option:

Select plan type

Select plan option

Chiropractic and acupuncture riders - select plan type:

Hearing aid rider - select plan option:

Select plan option

Select plan option

Blue Shield of California outpatient prescription drug plan options (available for HMO/POS)

Choose the Rx drug plan (Basic Rx) that applies:'

Select option 1

Select option 2

Select option 3

Select option 4

Choose the Rx drug plan (Enhanced Rx or Premier Rx) that applies:!'

Select option 1

Select option 2

Select option 3

Select option 4

Choose the Rx drug plan (Rx Spectrum) that applies:’

Select option 1

Select option 2

Select option 3

Select option 4

1 Tier 4 Drugs, including Specialty Drugs, 20% up to a $250 maximum.

C14939-CORE-REV-FF (1/22)
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14

cont'd

Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and
Active Choice* Classic and Active Choice- Plus plans)

Choose the Rx drug plan (Enhanced Rx or Premier Rx) that applies:'

Select option 1

Select option 2

Select option 3

Select option 4

Choose the Rx drug plan (Rx Spectrum) that applies:’

Select option 1

Select option 2

Select option 3

Select option 4

1 Tier 4 Drugs, including Specialty Drugs, 30% up to $250 maximum.

Section 4b - Blue Shield Life health plan* and outpatient prescription drug plan* options

Check all boxes that apply:

Active Choice* plans

Select option 1

Select option 2

[s0 per person [J$150 per person

Choose one calendar-year pharmacy deductible option below:
[[] $250 per person

Choose an Rx drug plan option below:

Select option 1

Select option 2

1 Tier 4 Drugs, including Specialty Drugs, 30% up to a $250 maximum.

C17607-ML-MED

Blue Shield Life Health plan* optional riders

Hearing aid:

Would the group like to add a hearing aid rider? [ Yes

[ No

Infertility

Choose one of the infertility riders:

Select plan option

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).

Section SB1 - Blue Shield of California dental plan options:

The group may select from one of the following plan options:

15

[ single Dental Plan Option

[l Dual Choice Dental Plan Options

e 1 DPPO +1DHMO e« 2DHMOs e« 2 DPPOs

Dental HMO

Select option 1

Select option 2

Dental PPO

Select option 1

Select option 2

Required employer contribution for dental plans

16

Enter percentage of dues/premium paid by the group for employees and dependents. For dental coverage, the employer must
contribute at least 50% of the employee’s premium (except voluntary). If 100% is paid, all eligible employees must enroll.

Indicate dental plan employer contribution amount here:

For employees %
For retirees (if applicable) %

For dependents %
For retirees’ dependents (if applicable)

%

Section SB2 - Vision coverage*

17

Select option 1

Select option 2

Vision Voluntary®

Vision Standard Voluntary 15/25/120

Select option 2

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
1 A voluntary vision plan requires a minimum of 10 enrolling employees with Blue Shield Life medical coverage or 25% of eligible employees if without Blue Shield Life medical coverage.

C17607-ML-SB
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18

Required employer contribution for vision plans
Enter percentage of premium paid by the group for employees and dependents. For vision coverage, the employer must contribute
a minimum of 25% of the total employee’s premium (except voluntary). If 100% is paid, all eligible employees must enroll.

Indicate vision plan employer contribution amount here:

For employees % For dependents A
For retirees (if applicable) % For retirees’ dependents (if applicable) %

Section SB3 - Life/AD&D insurance*

19 | Eligibility — All full-time employees
Employee life/AD&D insurance:
[] Flat amount $
[ Multiple of salary times salary, maximum $
Benefit amounts established by salary are rounded to the next highest $1,000.
[ Graded: 1. Class description amount $
2. Class description amount $
3. Class description amount $
4. Class description amount $
[] Dependent life insurance: Select amount
The dependent coverage amount listed is per dependent, and coverage is only available for employees who also elect life
insurance. Dependent benefit may not be more than 50% of the employee’s benefit. Benefits for children ages 14 days to
6 months are 10% of dependent benefit.
20 | Required employer contribution for life insurance
Enter percenfage of premium paid by the group for employees and dependents. For life insurance coverage, the employer must
contribute a minimum of 25% of the total employee’s premium. If 100% is paid by the employer (non-contributory), all eligible
employees must enroll.
Indicate life insurance contribution amount here:
For employees % For dependents %
For retirees (if applicable) % For retirees’ dependents (if applicable) %
21 | Group Supplemental Life and Supplemental AD&D insurance*: Coverage is subject to participation levels and Evidence of Insurability.

Section 5 - Employer distribution of member Evidence of Coverage/Certificate of Insurance (EOC/COI)

22

Employee Supplemental Life and Supplemental AD&D insurance (check all that apply):
[] supplemental Life insurance []Supplemental AD&D insurance

Eligible class(es) ] “All Eligible Employees” or [] Other
[ Increments of $ L] Multiple(s) of salary: fimes salary
Maximum of $ Guaranteed issue of $

Spouse/domestic partner Supplemental Life and Supplemental AD&D insurance. Only available if employee also elects
Supplemental Life insurance and cannot exceed 50% of the employee benefit amount. (Check all that apply):

] Supplemental Life insurance [] Supplemental AD&D insurance
Increments of $ to a maximum of $ Guaranteed issue of $

Child(ren) Supplemental Life and Supplemental AD&D insurance. Only available if employee also purchases Supplemental Life and
Supplemental AD&D insurance and cannot exceed 50% of employee benefit amount.

Increments of $ to a maximum of $

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life). C17607-ML-SB

You are responsible for the distribution of the EOC/COI booklets to your covered employees.

Electronic versions will be distributed via the Blue Shield employer website. Blue Shield will notify the individual responsible
for EOC/COI distribution, identified in Section 1, #6 above, by email when the EOC/COI is ready for distribution. Employer

is responsible for distributing these documents using one of the following methods: (1) posting on the company infranet for
employee access, (2) emailing these documents directly fo their employees, or (3) providing employees with instructions from
Blue Shield about how fo electronically retrieve the documents from the Blue Shield website.

Note: You can log in fo blueshieldca.com/policies and download a Summary of Benefits & Coverage (SBC) for each plan you
are considering. Once you purchase a plan(s), you will be asked to complete an attestation confirming you have downloaded
the SBC(s) for those plans and will issue them to enrollees and prospective enrollees as required by law.
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Payment (deposit check - this amount will be applied to the first month’s premium)
23

Ag
24

25

Avuthorization and signature

The group herewith agrees to tender an initial deposit based on expected Blue Shield enrollment and, in consideration of approval
of the application it will make and in event of such approval, promises to pay this company as appropriate any balance necessary
fo constitute the full initial payment for the group benefits herein identified on this form. It is understood that coverage will not
commence until the application has been approved and the conditions of coverage are accepted by the employer.

Please note that depositing the group’s check does not constitute approval of the group’s application. Blue Shield of California
will refund the full deposit to the group if the group application is declined.

reement

The group hereby applies for the group products selected on this application, as those benefit plans are outlined in the benefit
summary(ies), with the understanding and agreement that:

1. Group benefits will not become effective, unless:
a. Blue Shield receives and approves the application; and
b. The group meets Blue Shield’s underwriting requirements, including minimum participation and contribution requirements.
(Participation and contribution requirements are required only upon renewal.)

2. The group agrees to pay the required monthly premium/dues to Blue Shield in a timely manner.

3. The group agrees to:
a. Enroll all employees as they become eligible, if the Health Service Contract/Group Policy is issued on a non-contributory basis; or
b. Give all eligible employees an opportunity to apply for such group benefits, if the Health Service Contract/Group Policy is
issued on a contributory basis.

4. No waiver or requested change in coverage will become effective unless agreed to and signed by an officer of Blue Shield.

5. For life insurance/AD&D products only: enrolling employees must be actively at work or meet the active employment provisions
for coverage before coverage may become effective. Coverage for any person not meeting these provisions on the effective
date of the Group Policy, or any increase in coverage for any person not meeting these provisions on the effective date of such
increase in coverage, will be deferred until the person returns to work or active employment.

6. The group consents fo and authorizes Blue Shield to send all business correspondence through electronic communications.
Blue Shield will notify the group contact, identified in Section 1, #6 above, by email. Other forms of contact will only be made
upon direct request. Employers requesting mail correspondence may incur an additional cost.

It is understood that the group agrees to receiving electronic communications from Blue Shield.

The following authorization section must be signed by the primary group representative/contact.

This is an application for coverage. The group understands that no contract for coverage will exist until Blue Shield has completed
its review and communicated to the applicant or the applicant’s producer that the application has been accepted and a group
health service contract has been issued. The group representative certifies, to the best of his or her knowledge and belief, all of
the responses provided in this application are true, correct, and complete. The group understands that if it has committed fraud
or made an intentional misrepresentation of any material fact in conjunction with this application, Blue Shield of California may
pursue one of the following remedies within the first 24 months of coverage: group coverage may be cancelled, or the applicable
premium/dues may be adjusted, or following notice, the Health Service Contract/Group Policy may be rescinded.

| certify to the best of my knowledge and belief that all responses given above are true and correct and complete.

Authorized group representative signature Name and title (please print) Date
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Producer information (To be completed by producer or general agent. All information is required.)
26

Primary producer company name

Primary producer contact name

Primary producer contact phone number

Primary producer office address

City

State ZIP code

Primary producer contact email

Primary producer Tax ID number

Primary producer contact Department of Insurance license number

Secondary producer company name

Secondary producer contfact name

Secondary producer contact phone number

Secondary producer office address

City

State ZIP code

Secondary producer contact email

Secondary producer Tax ID number

Secondary producer contact Department of Insurance license number

Today's date (required)

Primary producer signature (required)

Print producer name

Today's date (required)

Secondary producer signature (when applicable)

Print producer name

27

General agency Tax ID number

General agency name

Today's date (required)

General agent authorized signature (required)

Print general agent contact name

C14939-CORE-REV-FF (1/22)
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Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California:

e Provides aids and services at nocost to people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Wiritten information in other formats (including large print, audio, accessible electronic
formats, and other formats)

* Provides language services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in otherlanguages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.himl.

Blue Shield of California b | U e

601 12t Street, Oakland CA 94607 california

Blue Shield of California is an independent member of the Blue Shield Association  A20275 (12/19)



Notice of the Availability of Language Assistance Services
Blue Shield of California

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 help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ;Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

BEEEA : LecEEEHENR ? MRAE - HPILUBAECRRE - EE0 L BEHRENRESER
MFTRZFEER - FUBIEFTEHELERBlue Shield IDFEE LK BE/EFRIBEAERRE - SiERETT
& 5E (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc Ia thw nay khéng? Néu khéng, ching téi cé thé nhé nguwdi gidp quy
vi doc thw. Quy vi cling c6 thé nhan la thw nay dwoc viét bang ngdn ngir clia quy vi. Dé dwoc hé tro
mién phi, vui 1dng goi ngay dén Ban Dich vu Héi vién/Khach hang theo sé & mét sau thé ID Blue Shield
clia quy vi hoac theo sb (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na itog Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
O (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg66 éi, naaltsoos nich’y’
yiidooltahigii ta’ nihee ho6lg. Dii naaltsoos atdd’ t’aa Diné k’ehji adoolniil ninizingo biighah. Doo baah ilinigo
shikd’ adoowol ninizingé nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)
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Ea' = U= AEO| JASLICH EDHOHE
0| MAIS Hro Al 4to A|2{® Blue Shield ID 7} 513 O]
o7/ MH|A HMotHs e (866) 346-7198Z X| & '|§._F3H1|8 (Korean)

YUrEINL B Yupnquinid &'p jupnu) wiu budwlp: Bpk ny, wuu dkip Joqkip dkq: dmp whwp k
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BAXHO: He moxeTe npoyectb AQHHOE MUCbMO?2S Mbl MOMOXEM BAM, ECAM HEODXOAMMO. Bbl TAKXKE MoXeTe
MOAYHYUTb 3TO MMUCbMO HAMUCAHHOE HA BALLEM POAHOM a3bIKe. [103BOHMTE B CAYXOY KAMEHTCKOM/YAEHCKOM
MNOAAEPXKM MPIMO CEMHAC MO TEAEADOHY, YKAZAHHOMY C3AAM MAEHTUADMKALLMOHHOM KapThl Blue Shield, nan
no TeAedoHy (866) 346-7198, 1 BOM MOMOTYT COBEpPLLEHHO BecnAaTHO. (Russian)
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TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug
neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev pab
txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab nraum nrob
gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (Hmong)
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Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

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
1-866-346-7198. For more help call the CA Dept. of Insurance at 1-800-927-4357. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le
envien algunos en espanol. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener mds ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

REFESIG, GRS ORI, LU T SCHE ST B, A S ST, ] DHTE LR
fraFfales, ARG, S5 BRI JFF)WJE’J SRRy, BT 1-866-346-7198 BAFRAMIHS, ARESHADL
w8, FEECE 1-800-927-4357 BLANIN IR RGBS, Chinese

Céc Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu théng dich. Quy vi cé thé duoc
ngudi khac doc gilp céc tai liéu va nhan mot sd tai liéu bang tiéng Viét. Dé dwoc giip d&, hiy goi cho ching toi
tai s6 dién thoai ghi trén thé héi vién cla quy vi hodc 1-866-346-7198. Dé duwoc tro gitip thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

22 EYQ MHA SI=E T Y MH|AE BIOM £ QO St 02 B E ST = AMH|A
AELICL =20 LQdtrl 22 82| ID 7+E0f| LHEfM_ LY M3} 1-866-346-7198HC 2 22
AtetS BOISHa 22 2| L0t & B =, Ot M3} 1-800-927-4357H O 2 A2t T4 A| 2. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at
maipababasa mo sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan kami sa
numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa karagdagang tulong, tfawagan
ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uuyswp LEquywl SwnwjniLpynilubn: nwp Ywpnn tp puwpgdwl dtnp ptnpt W thwuwnwenrtnp
purbngt) twy 46q hwdwn hwjtnptu |Gayny: OgqunLejwl hwdwn Utq quuquhwnptp 66n hupluntejwl (ID) tnnduh
ynpw Logwd Ywd 1-866-346-7198 hwdwpny: Lpwgnighy oquntejwl hwdwn 1-800-927-4357 hwdwpny
quuquwhwptp Ywhdnpuhwih Uwywhnjwgnpnipjwl FwdwldnLup: Armenian

BecAnaTHble YCAYrU NepeBoAd. Bbl MOXETE BOCMOAB3OBATLCS YCAYTAMM NEPEBOAYMKA, M BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM a3blke. ECAM BOM TPEDBYETCH MOMOLLLD, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HO BALLEN MAEHTUAOUKALMOHHOM KAPTE, MAM 1-866-346-7198. ECAM BOM
TpebyeTcs AOMOAHUTEABHASN MOMOLLLb, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LUTATA KAAMAOOPHMS
(Department of Insurance), no TfeaedoHry 1-800-927-4357. Russian

EHOEEY—ER BABETEREZIRE#EL. EEz2EHEALFT, Y—EXZCHFLOAIF. 1DH—
RECEDE S E1=(X1-866-346-7198F THRINEHLEL 3, BHLIEMULEHLEIX, )T+ IL=T
RERIT. 1-800-927-4357F T ZE#& < & LY, Japanese
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377§ U} {9 37 71 HAR I | Hew B8 3073 »iElst (ID) 9193 3 93 &9 3 i 1-866-346-7198 3 ' HIG @6
31 TU3 Hew Bl dETaga i fsurgeic »ig fesidn & 1-800-927-4357 '3 @6 93| Punjabi

HINRYMMNBHARIGY HRMGSSUCSHAUMTUMAN SHMSAMMINSHAN MaNig! 1 ujEnus St
wysIiNygMIUDRSMuINsSIi2ueSUMMIIUUTMAIEUIESSIUNITHA Y 1-866-346-7198 4
NENUSSWUITSYIS]s wyusinnisimudm S Uig mIGUlinm suiug 1-800-927-4357 Khmer

Joail 3o bl e ) ganll G jall Zallly Gl 3305 ) 56l 8 5 o jie e J sanll oli€ey 4RI ) g4y dan 5 cilard
(o slaall (e 3330l e Jgaanll [1-866-346-7198  ad 0 e i oy sme dilday e cpall 850 e Uy
arabic . 1-800-927-4357 i) e i) sl 43Y o Gaalill 3ok Jusil

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom
neeg nyeem cov ntawyv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob
hauv koj daim yuaq;j ID los sis 1-866-346-7198. Yog xav tau kev pab nixiv hu rau CA lub Caj Meem Fai
Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

vsmsvnamuaing lidsen T3y aaanansasuuamsannan udsiiidwiindswenans e
wiaduonasusd i Tunmsnvasan lumanls vindasmsanuehowae

ngaun InsdwvionuminolaviissyatdundniasUsandvoinn vie fivanoiaw 1-866-346-7198
mndasmsanuthowmdoiuidn 1Use lusunii nsunmsussiudsuianassundnosifiufivenuay 1-800-927-4357 Thai

f:[eh LTS TaTd | 31T T gHTTRT Bt AT T & el & | 3HTY GXATdST Bl Ugdl & YA Tdhd § 3R $S PI T
U1 & W9 1 fHSTaT gobd &1 TeTadl & g, 309 ID $1e R U T HaR W, U7 1-866-346-7198 TR §H BIF &I |
3ifh eIl & foIu eI AT fAHTT (CA Dept. of Insurance) &1 1-800-927-4357 TR TIH &3 | Hindi

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi hol¢edoo ninizingo éi biighah. Naaltsoos
naanindhdjeehigi shich’y’ yiidooltah éi doodagd ta’ shich’t’ ddoolniit ninizingo biighah. Shika a’doowot ninizingo
nihich’{” béésh bee hodiilnih d66 ndmboo éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’ bikaa’ éi doodagd
€1 (866)346-7198)1” hodiilnih. H6zh¢ shika anad’doowot ninizingo ¢éi dii béeso ach’aah naa’nil bit haz’4aji’
1-800-927-4357;1" hodiilnih. Navajo
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blue

blueshieldca.com california



	Reset Button: 
	Group’s full legal business name: 
	Requested effective date of coverage (month/day/year): 
	Doing business as (DBA), if applicable:: 
	County location of physical address: 
	Billing address: 
	Billing address - city: 
	Billing address - state: 
	Billing address - ZIP code: 
	Physical address (if different from above): 
	Physical address - city: 
	Physical address - state: 
	Physical address - ZIP code: 
	Legal entity type: S-Corporation: Off
	Legal entity type: C-Corporation: Off
	Legal entity type: Partnership: Off
	Legal entity type: Sole proprietorship: Off
	Legal entity type: LLC: Off
	Legal entity type: Non-profit: Off
	Legal entity type: Other: Off
	Legal entity type: other: 
	Federal employer tax ID number: 
	Is the group subject to ERISA?: Off
	Is the group intending to offer Blue Shield alongside another carrier’s plan?: Off
	Carrier name - Initial effective date of coverage (month/day/year): 
	Does the group have any subsidiary or affiliated companies?: Off
	Subsidiary or affiliated company name 1: 
	Subsidiary or affiliated company tax ID number 1: 
	Subsidiary or affiliated company name 1 - include in coverage?: Off
	Subsidiary or affiliated company name 2: 
	Subsidiary or affiliated company tax ID number 2: 
	Subsidiary or affiliated company name 2 - include in coverage?: Off
	Subsidiary or affiliated company name 3: 
	Subsidiary or affiliated company tax ID number 3: 
	Subsidiary or affiliated company name 3 - include in coverage?: Off
	Are all employees covered by workers’ compensation to the extent required by law? - Carrier name: 
	Are all employees covered by workers’ compensation to the extent required by law?: Off
	Are all employees covered by workers’ compensation to the extent required by law? - If “no,” please explain: 
	Overall group contact name: 
	Overall group contact job title: 
	Overall group contact phone number: 
	Overall group contact email address: 
	Online administrator contact name: 
	Online administrator contact job title: 
	Online administrator contact phone number: 
	Online administrator contact email address: 
	Billing contact name: 
	Billing contact job title: 
	Billing contact phone number: 
	Billing contact email address: 
	EOC/COI contact name: 
	EOC/COI contact job title: 
	EOC/COI contact phone number: 
	EOC/COI contact email address: 
	Legal contact name: 
	Legal contact job title: 
	Legal contact phone number: 
	Legal contact email address: 
	AHBP contact contact name: 
	AHBP contact contact job title: 
	AHBP contact contact phone number: 
	AHBP contact contact email address: 
	COBRA/Cal-COBRA contact name: 
	COBRA/Cal-COBRA contact job title: 
	COBRA/Cal-COBRA contact phone number: 
	COBRA/Cal-COBRA contact email address: 
	Additional contact 1 name: 
	Additional contact 1 job title: 
	Additional contact 1 phone number: 
	Additional contact 1 email address: 
	Additional contact 2 name: 
	Additional contact 2 job title: 
	Additional contact 2 phone number: 
	Additional contact 2 email address: 
	Additional contact 3 name: 
	Additional contact 3 job title: 
	Additional contact 3 phone number: 
	Additional contact 3 email address: 
	Will you be utilizing an EDI electronic file for your ongoing enrollment?: Off
	If yes, will your COBRA members be included on the file?: Off
	Clear section 7 yes or no questions: 
	No waiting period (effective date of hire) main: Off
	Clear No waiting period (effective date of hire): 
	Coverage effective on the 91st day following date of hire or completion of orientation period - Other description: 
	Coverage effective on the first of the month from date of hire or completion of orientation period: 
	 (If hired on the first of the month, coverage will be effective the first of the following month: 
	): Off


	Clear Effective first of the month FOLLOWING DATE OF HIRE - a: 
	Effective first of the month FOLLOWING DATE OF HIRE - a: Off
	a: 
	 Coverage effective on the first day of the month following 30 days of employment description: 

	Effective first of the month FOLLOWING DATE OF HIRE - b: Off
	Clear Effective first of the month FOLLOWING DATE OF HIRE - b: 
	b: 
	 Coverage effective on the first day of the month following 30 days of employment description: 

	Clear Effective first of the month FOLLOWING 30 DAYS FROM DATE OF HIRE: 
	Coverage effective on the first of the month following 30 days from date of hire or completion of orientation period: Off
	Effective first of the month FOLLOWING 30 DAYS FROM DATE OF HIRE: Off
	Coverage effective on the first of the month following 30 days from date of hire or completion of orientation period description: 
	Clear Effective first of the month FOLLOWING 60 DAYS FROM DATE OF HIRE: 
	Coverage effective on the first of the month following 60 days from date of hire or completion of orientation period: 
	 (Example: Employee hired 12/15/17, add 60 days and effective date is 3/1/18: 
	): Off
	) description: 


	Effective first of the month FOLLOWING 60 DAYS FROM DATE OF HIRE: Off
	Coverage effective on the 91st day following date of hire or completion of orientation period: Off
	No waiting period (effective date of hire): Off
	Will the waiting period be waived: For current, actively at-work employees: Off
	Will the waiting period be waived: For part-time employees upon attaining full-time status: Off
	Will the waiting period be waived: For employees rehired within: Off
	For employees rehired within:: Off
	Total # of employees enrolling in Blue Shield coverage:: 
	Total # of eligible full-time employees:: 
	Total # of eligible employees enrolling in Blue Shield coverage:: 
	Total # of eligible employees declining Blue Shield coverage:: 
	Total number of FTE and FTE Equivalents: 
	Do you plan to offer Blue Shield coverage to out-of-state employees?: Off
	How many out-of-state employees do you have?: 
	Are all full-time eligible employees being offered health coverage?: Off
	Are all full-time eligible employees being offered health coverage? If No, please explain: 
	Are all full-time eligible employees being offered health coverage actively working at least 30 hours per week?: Off
	Are all full-time eligible employees being offered health coverage actively working at least 30 hours per week? If no, please explain:: 
	Are retirees eligible for benefits? Note: Retiree coverage option requires prior underwriting approval: Off
	If Yes, please check any that apply: Early retirees under age 65: Off
	If Yes, please check any that apply: Retirees 65 years and over: Off
	Will you contribute to retiree coverage?: Off
	Will the group offer Medicare Part D options?: Off
	Section 9 Billing address: 
	Section 9 Billing address - city: 
	Section 9 Billing address - state: 
	Section 9 Billing address - ZIP code: 
	Section 9 Billing address - contact name: 
	Section 9 Billing address - email address: 
	COBRA member billing be sent to the: Off
	Blue Shield 65 PlusSM plans - Custom plan (attach custom Summary of Benefits): Off
	medical plan employer contribution amount - for employees: 
	medical plan employer contribution amount - for retirees: 
	medical plan employer contribution amount - for dependents: 
	medical plan employer contribution amount - for retirees’ dependents (if applicable): 
	Account type: Health Savings Account (HSA): Off
	Account administrator: Health Savings Account (HSA) - HealthEquity: Off
	HSA - Mandatory with medical enrollment:: Off
	Account administrator: Health Savings Account (HSA) - Other administrator: Off
	HSA - Employer contribution amount individual coverage: 
	HSA - Employer contribution amount family coverage: 
	Account type: Health Reimbursement Arrangement (HRA): Off
	Account administrator: Health Reimbursement Arrangement (HRA) - HealthEquity: Off
	HRA - Mandatory with medical enrollment:: Off
	Account administrator: Health Reimbursement Arrangement (HRA) - Other administrator: Off
	HRA - Employer contribution amount individual coverage: 
	HRA - Employer contribution amount family coverage: 
	Account type: Health Incentive Account (HIA) – add Wellverse Wellness Program – minimum 50 participants: Off
	Account administrator: Health Incentive Account (HIA) – add Wellverse Wellness Program – minimum 50 participants - Other administrator: Off
	HIA - Mandatory with medical enrollment:: Off
	Account administrator: Health Incentive Account (HIA) – other administratorWellness Program – minimum 50 participants - Other administrator: Off
	HIA - Employer contribution amount individual coverage: 
	HIA - Employer contribution amount family coverage: 
	Account type: Limited Purpose Flexible Spending Account (LFSA – Dental & Vision) with HSA only: Off
	Account administrator: Health Incentive Account (HIA) – add Wellverse Wellness Program – minimum 50 participants - HealthEquity: Off
	Account administrator: Limited Purpose Flexible Spending Account (LFSA – Dental & Vision) with HSA only - Other administrator: Off
	LPFSA - Employer contribution amount individual coverage: 
	LPFSA - Employer contribution amount family coverage: 
	LPFSA - Mandatory with medical enrollment:: Off
	Account type: Flexible Spending Account (FSA): Off
	Account type: Medical FSA: Off
	Account type: Dependent Care FSA: Off
	Account administrator: Flexible Spending Account (FSA) - HealthEquity: Off
	Account administrator: Flexible Spending Account (FSA) - Ceridian: Off
	FSA - Mandatory with medical enrollment:: Off
	Account administrator: Flexible Spending Account (FSA) - Other administrator: Off
	FSA - Employer contribution amount individual coverage: 
	FSA - Employer contribution amount family coverage: 
	Infertility Dropdown - plan type: [Select plan type]
	Infertility Dropdown - plan option: [Select plan option]
	Chiropractic and acupuncture riders – select plan type: [Select plan option]
	Hearing aid Dropdown: [Select plan option]
	Employee life insurance: Off
	Authorization and Signature - Name and title (please print): 
	Authorization and Signature - date: 
	Primary producer tax ID number: 
	Primary producer Department of Inusrance license number: 
	Secondary producer tax ID number: 
	Secondary producer Department of Inusrance license number: 
	Primary producer Today's date: 
	Primary producer Print name: 
	Secondary producer Today's date: 
	Secondary producer Print name: 
	General agent tax ID number: 
	General agent name: 
	General agent Today's date: 
	General agent Print name: 
	Primary producer company name: 
	Primary producer contact name: 
	Primary producer contact phone number: 
	Primary producer office address: 
	Primary producer office address: City: 
	Primary producer office address: State: 
	Primary producer office address: ZIP: 
	Primary producer contact e-mail: 
	Secondary producer contact e-mail: 
	Secondary producer office address: 
	Secondary producer office address: City: 
	Secondary producer office address: State: 
	Secondary producer office address: ZIP: 
	Secondary producer contact phone number: 
	Secondary producer contact name: 
	Secondary producer company name: 
	How many existing Cobra participants do you have?: 
	Name of COBRA administrator:: 
	COBRA administrator address: 
	If yes, please provide COBRA administrator billing address - street: 
	If yes, please provide COBRA administrator billing address - city: 
	If yes, please provide COBRA administrator billing address - state: 
	If yes, please provide COBRA administrator billing address - ZIP code: 
	Trio HMO plans Dropdown - option 1: [Select first plan]
	Trio HMO plans Dropdown - option 2: [Select second plan]
	Trio HMO plans Dropdown - option 3: [Select third plan]
	Trio HMO plans Dropdown - option 4: [Select fourth plan]
	Access+ HMO plans Dropdown - option 1: [Select first plan]
	Access+ HMO plans Dropdown - option 2: [Select second plan]
	Access+ HMO plans Dropdown - option 3: [Select third plan]
	Access+ HMO plans Dropdown - option 4: [Select fourth plan]
	Trio HMO Savings plans * Dropdown - option 1: [Select first plan]
	Trio HMO Savings plans * Dropdown - option 2: [Select second plan]
	Access+ HMO SaveNet plans Dropdown - option 1: [Select first plan]
	Access+ HMO SaveNet plans Dropdown - option 2: [Select second plan]
	Local Access+ HMO plans Dropdown - option 1: [Select first plan]
	Local Access+ HMO plans Dropdown - option 2: [Select second plan]
	Added Advantage POS plans Dropdown - option 1: [Select first plan]
	Added Advantage POS plans Dropdown - option 2: [Select second plan]
	Full PPO plans Dropdown - option 1: [Select first plan]
	Full PPO plans Dropdown - option 2: [Select second plan]
	Full PPO plans Dropdown - option 3: [Select third plan]
	Full PPO plans Dropdown - option 4: [Select fourth plan]
	Full PPO Savings plans Dropdown - option 1: [Select first plan]
	Full PPO Savings plans Dropdown - option 2: [Select second plan]
	Full PPO Savings plans Dropdown - option 3: [Select third plan]
	Full PPO Savings plans Dropdown - option 4: [Select fourth plan]
	Tandem PPO plans Dropdown - option 1: [Select first plan]
	Tandem PPO plans Dropdown - option 2: [Select second plan]
	Tandem PPO plans Dropdown - option 3: [Select third plan]
	Tandem PPO plans Dropdown - option 4: [Select fourth plan]
	Active Choice Plus/Active Choice Classic plans option 1: [Select first plan]
	Active Choice Plus/Active Choice Classic plans option 2: [Select second plan]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Basic Rx) option 1: [Select option 1]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Basic Rx) option 2: [Select option 2]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Basic Rx) option 3: [Select option 3]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Basic Rx) option 4: [Select option 4]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Enhanced Rx or Premier Rx) option 1: [Select option 1]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Enhanced Rx or Premier Rx) option 2: [Select option 2]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Enhanced Rx or Premier Rx) option 3: [Select option 3]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Enhanced Rx or Premier Rx) option 4: [Select option 4]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Rx Spectrum) option 1: [Select option 1]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Rx Spectrum) option 2: [Select option 2]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Rx Spectrum) option 3: [Select option 3]
	Blue Shield of California outpatient prescription drug plan options (available for HMO/POS) (Rx Spectrum) option 4: [Select option 4]
	Choose one calendar-year brand-name deductible option 2: Off
	Would the group like to add a hearing aid rider?: Off
	Choose Dental plan option: Off
	vision plan employer contribution amount - for employees: 
	vision plan employer contribution amount - for retirees: 
	vision plan employer contribution amount - for dependents: 
	vision plan employer contribution amount - for retirees’ dependents (if applicable): 
	Clear Employee life insurance: 
	Flat amount: 
	Multiple of salary: 
	Multiple of salary maximum amount: 
	Graded amount 1 Class description: 
	Graded amount 1: 
	Graded amount 2 Class description: 
	Graded amount 2: 
	Graded amount 3 Class description: 
	Graded amount 3: 
	Graded amount 4 Class description: 
	Graded amount 4: 
	Dependent life insurance: Off
	Dependent life insurance amount: [Select amount]
	life insurance plan employer contribution amount - for employees: 
	life insurance plan employer contribution amount - for retirees: 
	life insurance plan employer contribution amount - for dependents: 
	life insurance plan employer contribution amount - for retirees’ dependents (if applicable): 
	Employee supplemental life and Supplemental AD&D insurance: Supplemental life insurance: Off
	Employee supplemental life and Supplemental AD&D insurance: Supplemental AD&D insurance: Off
	Employee supplemental life and Supplemental AD&D insurance: Eligible class(es): 
	Employee supplemental life and Supplemental AD&D insurance: All Eligible Employees: Off
	Employee supplemental life and Supplemental AD&D insurance: Other: Off
	Employee supplemental life and Supplemental AD&D insurance: Other description: 
	Employee supplemental life and Supplemental AD&D insurance: Increments: Off
	Employee supplemental life and Supplemental AD&D insurance: amount of increments: 
	Employee supplemental life and Supplemental AD&D insurance: Multiple(s) of salary: Off
	Employee supplemental life and Supplemental AD&D insurance: Multiple(s) of salary amount: 
	Employee supplemental life and Supplemental AD&D insurance: maximum amount: 
	Employee supplemental life and Supplemental AD&D insurance: Guaranteed issue amount: 
	Spouse/domestic partner supplemental life and Supplemental AD&D insurance: Supplemental life insurance: Off
	Spouse/domestic partner supplemental life and Supplemental AD&D insurance: Supplemental AD&D insurance: Off
	Spouse/domestic partner supplemental life and Supplemental AD&D insurance: amount of increments: 
	Spouse/domestic partner supplemental life and Supplemental AD&D insurance: maximum amount: 
	Spouse/domestic partner supplemental life and Supplemental AD&D insurance: Guaranteed issue amount: 
	Child(ren) supplemental life and Supplemental AD&D insurance: amount of increments: 
	Child(ren) supplemental life and Supplemental AD&D insurance: maximum amount: 
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) option 1: [Select option 1]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) option 2: [Select option 2]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) option 3: [Select option 3]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) option 4: [Select option 4]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) (Rx Spectrum) option 1: [Select option 1]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) (Rx Spectrum) option 2: [Select option 2]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) (Rx Spectrum) option 3: [Select option 3]
	Blue Shield of California outpatient prescription drug plan options (available for PPO, EPO and Active Choice Classic and Active Choice Plus plans) (Enhanced Rx or Premier Rx) (Rx Spectrum) option 4: [Select option 4]
	Blue Shield Life health plan* and outpatient prescription drug plan* Active Choice option 1: [Select option 1]
	Blue Shield Life health plan* and outpatient prescription drug plan* Active Choice option 2: [Select option 2]
	Clear Choose one calendar-year brand-name deductible option 2: 
	Blue Shield Life health plan* and outpatient prescription drug plan* option 1: [Select option 1]
	Blue Shield Life health plan* and outpatient prescription drug plan* option 2: [Select option 2]
	BSCLH Infertility Dropdown - plan option: [Select plan option]
	Dental HMO option 1: [Select option 1]
	Dental HMO option 2: [Select option 2]
	Dental PPO option 1: [Select option 1]
	Dental PPO option 2: [Select option 2]
	dental plan employer contribution amount - for employees: 
	dental plan employer contribution amount - for retirees: 
	dental plan employer contribution amount - for dependents: 
	dental plan employer contribution amount - for retirees’ dependents (if applicable): 
	Vision option 1: [Select option 1]
	Vision option 2: [Select option 2]
	Vision Voluntary option 1: [Vision Standard Voluntary 15/25/120]
	Vision Voluntary option 2: [Select option 2]


