Small Group Employee Change Form Anthem®

Consult the Certificate of Coverage for complete term and conditions. Complete electronically or in black ink and return to your employer.
Please use extra sheets of paper if necessary.

Section A: Employer and Employee Information

Employer name Employer tax ID no.

Employee home address — Street or P.0. Box if applicable City County State ZIP code
Retired? Primary phone no. Employee email address

[(IYes [INo

| am providing my email address because I, and my enrolled dependents, want to receive information about our henefits electronically.

These communications may include Identification (ID) Cards, Certificates of Coverage or Evidence of Coverage, grievance, appeals, and medical necessity
determination notifications, Explanation of Benefits, other required notices, and personalized information to help get the most out of the benefits. |
understand | need to register on anthembluecross.com or the Sydney Health mobile app to get the most out of my plan’s digital tools, and | will make
sure Anthem has my most up-to-date email address. |, and my enrolled dependents, understand that we can update our email addresses, change our
communication preferences, and request free copies of any materials at any time by going to anthembluecross.com or calling the Member Services
number on my ID Card.

You must fill out the following section: Would you like to be added to the Donate Life Registry?
CIYES or [ISKIP THIS QUESTION

Reason for change(s) — Select all that apply.
[JAddress change  []Cancel Spouse/Domestic Partner or dependent 1 Enrollment in Medicare (Fill in Section C)

[ Name change (] Change Primary Care Physician (PCP) ] Cancel all coverage
(1 Benefit change (1 Change Primary Care Dentist (PCD) (1 Cancel product(s)
(] Add Spouse/Domestic Partner or dependent [10ther:

Event reason — Select all that apply.
[10pen enroliment*  [1Birth of child [ Involuntary loss of coverage [ Termination of employment

[IMarriage ] Adoption of child []Other insurance [ Termination of other group plan
[ Divorce (1 Death I Court ordered coverage (1 Other?:
Eventdate: [/ / (MM/DD/YYYY) *Leave Event Date field blank.

Effective date is subject to terms of Certificate of Coverage. See “When Coverage Begins” under “Who is Covered.”

Section B: Employee and Dependent Type of Coverage and Coverage Information — Complete this section for you and
dependents to be covered. All fields required. Attach a separate sheet if necessary.

Enrollee Employee/Subscriber Spouse/Domestic Partner/Dependent* [1Add []Change [1Cancel
Social Security no.! - - - -
Birthdate (MM/DD/YYYY) I [
Last name
First name, Middle initial
Gender [IMale [JFemale [JGender X [IMale [JFemale [1Gender X
Check all that apply: [JSpouse []Domestic Partner []Dependent
*Enter dependent’s

address, if different:
Medical Coverage
Medical contract code

Primary Care Physician
(PCP) name?

PCP ID no.
Existing patient CIYes [INo [IYes [INo

1 Anthem Blue Cross (Anthem) is required by the Internal Revenue Service to collect this information.

2 See Certificate of Coverage description of “Special Enrollment Periods” under “Who is Covered” for other event reasons.

3 To select a PCP and/or PCD, visit our website at www.anthembluecross.com/find-care. If your Anthem benefit plan requires you to pick a PCP and/or PCD
and you do not select one, we will assign one to you. You will be able to change to another PCP and/or PCD by contacting us.

Anthem Blue Cross is the trade name of Anthem HealthChoice HMO, Inc. and Anthem HealthChoice Assurance, Inc.
Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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Employee name: Social Security no.: - -

Dental Coverage
Enrollee Employee/Subcriber Spouse/Domestic Partner/Dependent
Dental contract code

Primary Care Dentist
(PCD) name®

PCD ID no.
Existing patient ClYes [INo ClYes [INo
Vision Coverage
Vision contract code

Section C: Prior and Other Group Coverage — Attach a separate sheet if necessary.

Is anyone applying for coverage currently eligible for Medicare? [1Yes [INo If yes, give name:

Medicare ID no. Part A effective date Part B effective date Medicare eligibility reason (select all that apply)

(MM/DD/YYYY) (MM/DD/YYYY) [JAge [Disability
r L [ End-stage renal disease:
Onset date (MM/DD/YYYY) ___ [/
Medicare Part D ID no. Medicare Part D Carrier Part D effective date (MM/DD/YYYY)
/A
Is anyone applying for coverage covered by other health insurance? [1Yes [INo If yes, please provide the following:
Name of Person covered Type Coverage Dates (if applicable)
(Last, First, M.1.) (select one) | (select all that apply) Insurer name Policy ID no. (MM/DD/YYYY)

(individual |1 Health Stat: _ [ [
(] Group L Dental End: /|
[JMedicare  |[]Orthodontia
UIndividual | ] Health Start: _ /|
[ Group [ Dental End: _ /| |/
[ Medicare  |[]Orthodontia

Section D: Terms, Conditions and Authorizations

In signing this application | represent that: | have read, or have had read to me, the completed application, and | realize any false statement or
misrepresentation may result in loss of coverage. | certify each Social Security Number listed on this application is correct.

By providing a phone number, | agree and consent that Anthem and its affiliates may call or text me at the phone number included on this application
using an automated telephone dialing system and/or prerecorded message to help keep me informed about my benefits.

As an eligible employee, | request coverage for myself and eligible dependents listed and authorize my employer to deduct any required contributions
for this insurance from my earnings. | understand all benefits are subject to conditions stated in my employer’s Group Contract and my Certificate
of Coverage.

INSURANCE FRAUD STATEMENT: Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each such violation.

Applicant signature Today’s date (MM/DD/YYYY)
X I

Company officer signature Today’s date (MM/DD/YYYY)
X I

Printed name Group no.

3 To select a PCP and/or PCD, visit our website at www.anthembluecross.com/find-care. If your Anthem benefit plan requires you to pick a PCP and/or PCD
and you do not select one, we will assign one to you. You will be able to change to another PCP and/or PCD by contacting us.
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We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document.

Spanish

Usted tiene derecho a obtener asistencia en su idioma
sin cargo. Llame al numero de Servicios para Miembros
que figura en su tarjeta de identificacion ¢ Tiene alguna
deficiencia visual? También puede solicitar este
documento en otros formatos.

Chinese

AR R B ESE ATAEE S R ANTED - RFEFEHTHINGE
1Y ID & Ay BRSE EEEHEEIET o 5 MR 7 St A]
DUZRHUAS A E A AE = -

Vietnamese

Quy vi co quyen nhan tro glup bang ngon nglr clia minh,
mién phi. Quy vi chi can goi dén sb dién thoai clia Ban
Dich vu Thanh vién trén thé ID cta quy vi. Quy vi bi khiém
thi? Quy vi ciing c6 thé yéu cau cac dinh dang khéac cla
tai liéu nay.

Korean

Hol= Hote iz & =22 R 82 A2t

ASLICH Hot2 ID ItE0 U= I A MEIA S 2
g gao=z

Hatotd Al Al Z0HI0I &R T
= 0l EME REotY &= UAsLICL

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong
wika nang libre. Tawagan lang ang numero ng Member
Services na nasa iyong ID card. May kapansanan sa
paningin? Maaari ka ring humingi ng iba pang mga
format ng dokumentong ito.

Russian

Y Bac ecTb nNpaBo Ha H6ecnnarHoe nofyyYeHve NomMoLm

Ha BalLLeM podHOM fA3blke. [1IpocTo No3BOHMTE B OTAEN
ob6CcnyXnBaHNs y4acTHUKOB NO HOMEPY, YKasaHHOMY Ha
BaLlen ngeHTugurkaLunoHHon kapTte. Y Bac npobnemsl

CO 3peHnem? Bbl Takke MoXeTe 3anpoCcuTb 3TOT AOKYMEHT
B Apyrmx dpopmartax.

French Creole

Ou gen dwa jwenn éd nan lang ou gratis. Jis rele nimewo
Sévis Manm ki sou Kat ID ou a gratis Gen pwoblem vizyél?
Ou ka mande tou pou I6t foma nan dokiman sa a.

Arabic
Ulae clialy e lusall e J seanll 5 Cila slaall o34 e Jguanll 3 3ol &l
e St da el g Ailay e 3 g sall ;L&Y\u&h@fd@\m
il o3g) 5 ya] i il Ui ey § yoadl i

French

Vous avez le droit d’obtenir de I'aide dans votre langue
gratuitement. Appelez simplement le numéro du Services
membres figurant sur votre carte d’identité. Vous étes une
personne malvoyante ? Vous pouvez également demander
a accéder a ce document dans d’autres formats.

Persian
ol Ly Jah 3 80 CSS K1) gm0 253 () 42 2l s e
AR Hlan Ul 580 (el 3 Sy pae S 0 jtie Liae ) clend
S Canal 5353 1) il 500 (laciie 8 2l i (ines fagiun i
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Armenian

AnLp hpwyntup nLubp wuysdwn oqunieyntl utnwliwin
abp 1Ggyny: Mwpquuwtu quugwhwntp 46p ID pwnunh
ypw gwnuynn Uunwdutph uywuwpydwlu hwdwnphu:
Stunnnipjwl fuwlgwnpned nLtubgn’n Gp: Ywpnn Gp Lwl
hulinnti| wju thwuwnweneh wj| dlwewihtn:

Japanese

BRI D e - DFFE TR CIHR AT DR &
DWET, IDI— FICEHBINTWEIRET—EAELIZ
BEGGLE W fIREELZBRELTTH2thorT
:@I%%E*#é_k%ﬁ%ifo

Italian

Hai il diritto di ricevere assistenza gratuita nella tua
lingua. Basta chiamare il numero del Servizio Membri
presente sulla tua tessera identificativa. Hai problemi
di vista? E possibile richiedere anche altri formati di
questo documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache
zu erhalten. Rufen Sie einfach die Nummer des
Mitgliederservices auf lhrer ID-Karte an. Sehbehindert?
Sie konnen dieses Dokument auch in anderen
Formaten anfordern.

Polish

Masz prawo do bezptatnej pomocy w swoim jezyku.
Wystarczy zadzwoni¢ pod numer Biura Obstugi Klienta
podany na karcie identyfikacyjnej. Masz wade wzroku?
Mozesz réwniez poprosic¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht’s Recht fer Hilf griege in dei Schprooch fer nix.
Duh yuscht die Member Services Number uffrufe uff dei
ID Card. Hoscht Druwwel fer sehne? Du kannscht des
do Schreiwes in en differnter Weg griege so as du’s
besser sehne kannscht.

TTY/TTD:711
It’s important we treat you fairly

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

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

for Civil Rights at 200 Independence Avenue, SW; Room
509F, HHH Building; Washington, D.C. 20201. You can
also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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