Employee Change Form Anthem .
For 1-50 Employee Small Groups BlueCross BlueShicld @ 'hnllu-m ] Jlli‘ @

Virginia find its Affilizte Heslthieepers, Inc

Health care plans, including dental and vision coverage, offered by Anthem Blue Cross and Blue Shield and HealthKeepers, Inc. PPO health care
plans are insurance products offered by Anthem Blue Cross and Blue Shield (Anthem); HMO health care plans are health maintenance organization
products offered by HealthKeepers, Inc. (HealthKeepers) Life and disability plans are insurance products offered by Anthem Life Insurance
Company (Anthem Life).

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: Some changes may be made by
accessing anthem.com.

Section A: General Information
Employer name Group no. Employee life class
Employee last name Employee first name M.I. Employee Social Security no.” (required)
Section B: Employee Information — Required
Reason for change - Required. Check all that apply.
[ Address change [ Add spouse or Domestic Partner or dependent [ Enrollment in Medicare (Fill in Section E)
O Name change [ Cancel spouse or Domestic Partner or dependent O Cancel coverage
O Benefit change O Change Primary Care Physician (PCP) O Other:
O Change Life and or Disability classification from to

Event reason - Required. Check all that apply.
O Add O Open enroliment (not applicable for life and disability products) [ Marriage [ Birth of child [ Adoption of child
O Change O Involuntary loss of coverage [ Other insurance O Death O Divorce
O Cancel [ Other- please explain:

Event date/Requested effective date- Required (MM/DDIYYYY)
Home address — Street and PO Box if applicable City State ZIP code:
Birthdate (MM/DD/YYYY) Sex Marital status

O Male OO Female O Single O Married O Domestic Partner

Primary phone no. Secondary phone no. Email address
Primary Care Physician (PCP) name PCP ID no. Existing Patient? [ Yes O No

Section C: Family Information — Spouse or Domestic Partner and dependents to be added/changed/cancelled. Attach a separate sheet if
necessary.

Event reason-Required. Check all that apply.

O Add O Open enroliment (not applicable for life and disability products) [ Marriage [ Birth of child [ Adoption of child
O Change | O Involuntary loss of coverage O Other insurance O Death O Divorce

O Cancel | O Other- please explain:

Event date/Requested effective date- Required (MM/DD/YYYY)
Spouse or Domestic Partner last name First name M.I. Social Security no.*(required)
Sex Disabled? Birthdate (MM/DD/YYYY) Relationship to applicant
O Male O Female | O Yes OO No O Spouse [ Domestic Partner
PCP Name PCP ID no. Existing patient?

O Yes [ No

Does the Spouse or Domestic Partner have a different address? O Yes [ No
If yes, please enter:

*Anthem Blue Cross and Blue Shield (Anthem) is required by the Internal Revenue Service to collect this information.
Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna,
and the area east of State Route 123. Anthem Blue Cross and Blue Shield and its affiliate HealthKeepers, Inc. are independent licensees of the Blue Cross Blue Shield Association. Life

and Disability products underwritten by Anthem Life Insurance Company, an independent licensee of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.
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Section C: Family Information — Continued

Event reason-Required. Check all that apply.
O Add O Open enrollment (not applicable for life and disability products) [ Marriage [ Birth of child I Adoption of child
O Change | O Involuntary loss of coverage [ Other insurance [ Death [ Divorce
O Cancel | O Other- please explain:
Event date/Requested effective date- Required (MM/DD/YYYY)
Dependent last name First name M.I. Social Security no.*(required)
Sex Disabled? Birthdate (MM/DD/YYYY) | Relationship to applicant
O Male O Female | O Yes O No [ Child O Other If other, what is the relationship?
PCP Name PCP ID no. Existing patient?
O Yes O No

Does this dependent have a different address? CYes [ No
If yes, please enter:

Event reason-Required. Check all that apply.
O Add O Open enroliment (not applicable for life and disability products) [ Marriage [ Birth of child [ Adoption of child
O Change | O Involuntary loss of coverage O Other insurance O Death O Divorce
O Cancel | O Other- please explain:
Event date/Requested effective date- Required (MM/DD/YYYY)
Dependent last name First name M.I. Social Security no.*(required)
Sex Disabled? Birthdate (MM/DD/YYYY) | Relationship to applicant
O Male O Female | O Yes O No O Child O Other If other, what is the relationship?
PCP Name PCP ID no. Existing patient?
O Yes O No

Does this dependent have a different address? CYes O No
If yes, please enter:

Event reason-Required. Check all that apply.
O Add O Open enrollment (not applicable for life and disability products) [ Marriage [ Birth of child I Adoption of child
O Change | O Involuntary loss of coverage [ Other insurance [ Death [ Divorce
O Cancel | O Other- please explain:
Event date/Requested effective date- Required (MM/DD/YYYY)
Dependent last name First name M.I. Social Security no.*(required)
Sex Disabled? Birthdate (MM/DD/YYYY) | Relationship to applicant
O Male O Female | O Yes O No [ Child O Other If other, what is the relationship?
PCP Name PCP ID no. Existing patient?
O Yes O No

Does this dependent have a different address? CYes [ No
If yes, please enter:

*Anthem is required by the Internal Revenue Service to collect this information.
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Section D: Plan/Type of Coverage

1. Medical Coverage

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

Network name Product plan name Contract code, if known

Note for Health Savings Account (HSA) enrollees:
If you enroll in an HSA plan, Anthem will facilitate the opening of a Health Savings Account in your name, if directed by your employer.

Member medical coverage — select one: O Employee only [0 Employee + Spouse or Domestic Partner
O Employee + child(ren) I Family

2. Dental Coverage

Product plan name Contract code, if known

Member dental coverage — select one: O Employee only O Employee + Spouse or Domestic Partner
O Employee + child(ren) I Family

3. Vision Coverage

Product plan name Contract code, if known

Member vision coverage — select one: O Employee only O Employee + Spouse or Domestic Partner
O Employee + child(ren) O Family

4. Life, Accidental Death and Dismemberment (AD&D), and Disability Coverage

O | am enrolling in my Employer’s Life/AD&D and/or Disability plan(s) if any

O Basic Life and AD&D O Short Term Disability

O Basic Dependent [ Long Term Disability

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

O Optional Supplemental/Voluntary Dependent Life Spouse $ (spouse or domestic O Voluntary Long Term Disability
or Domestic Partner partner amount)

O 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.l | Relationship Social Security no. Percentage

Last name First name M.l. | Relationship Social Security no. Percentage

Contingent Beneficiary — Attach a separate sheet if necessary

Last name First name M.l. | Relationship Social Security no. Percentage

Last name First name M.l. | Relationship Social Security no. Percentage

Total percentages should 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.

Spouse or Domestic Partner signature Spouse or Domestic Partner name Date (MM/DD/YYYY)

X
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Section E: Other Coverage

Are you or anyone applying for coverage currently eligible for Medicare? [ Yes [ No

If yes, give name:

Medicare ID no. Part A effective date Part B effective date Medicare eligibility reason (check all that apply)
O Age O Disability
O ESRD: Onset date:
Medicare Part D ID no. Medicare Part D Carrier Part D effective date

On the day your coverage begins, will you or a family member be covered by Medicare? [ Yes [ No
On the day your coverage begins, will you or a family member be covered by other health coverage? [ Yes [ No
On the day your coverage begins, will you or a family member be covered by other dental coverage? [ Yes O No
If yes to any of these questions, please provide the following. If any coverage will remain in force once you enroll with Anthem, leave the

End date blank.
Coverage
Name of person covered Type (check all that Carrier phone Dates
(Last name, first, M.l.) | (check one) apply) Carrier name no. Policy ID no. (if applicable)
O Individual | Health Start:
O Group [ Dental End:
O Orthodontia
O Individual | Health Start:
O Group O Dental End:
O Orthodontia
O Individual | Health Start:
O Group O Dental
O Orthodontia End:
O Individual | Health Start:
O Group O Dental
O Orthodontia End:
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Section F: Terms, Conditions and Authorizations

Please read this section carefully before signing the application.

Eligible employee:

e  An active employee of the Employer who works the number of hours per week to be eligible for benefits as defined by the Employer and
approved by Anthem, HealthKeepers or Anthem Life as of the effective date. Employment must be verifiable from state or federal wage tax
reports.

¢ Anemployee, as defined above, who enters into employment after the coverage effective date and who completes the group imposed waiting
period for eligibility (if any) and applies for coverage within 31 days.

¢ Any other class of persons identified by the Employer, provided that written approval of their eligibility is obtained from
Anthem/Healthkeepers/Anthem Life; or

o  Employees eligible for continuous coverage under state or federal laws.

Eligible dependent:

e Employee's spouse, eligible domestic partner, or children age 26 or younger, which includes a newborn, natural child, or a child placed with the
employee for adoption, a stepchild, domestic partner’s child, foster child, or any other child for whom the employee has legal guardianship or
court ordered custody. The age limit for enrolling a child is age 26. Coverage for children will end on the last day of the month in which the
children reach age 26.

e The age limit of 26 does not apply for the initial enrollment or maintaining enrollment of an unmarried child who cannot support himself or
herself because of intellectual disability, mental illness, or physical incapacity that began prior to the child reaching the age limit. Coverage may
be obtained for the child who is beyond the age limit at the initial enroliment if the employee provides proof of handicap and dependence at the
time of enrollment. (The employee may be asked to provide a physician's certification of the dependent's condition.)

e  Dependents eligible for continuous coverage under state or federal laws.

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. ANY PERSON WHO, WITH THE
INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN INSURER, SUBMITS AN APPLICATION OR FILES A
CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT MAY HAVE VIOLATED STATE LAW. | understand all benefits are subject to
conditions stated in the Group Contract and coverage document.

In signing this application I 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 false statement or misrepresentation in the application may result in
loss of coverage.

| agree to receive emails with supplemental information, such as newsletters, to help me get the most out of my plan. | agree to provide
Anthem/HealthKeepers/Anthem Life with my most up to date email address. | know | can opt out or change my mind at any time by contacting
Anthem/HealthKeepers/Anthem Life.

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 or
HealthKeepers with information regarding my HSA. | hereby authorize the financial custodian to provide Anthem or HealthKeepers with information
about my HSA, including account number, account balance and information regarding account activity. | also understand that | may provide Anthem
or Healthkeepers with a written request to revoke my authorization at any time.

Life and/or Disability enrollees: Payment of proceeds shall be made in accordance with the terms of the group contract. Unless otherwise
provided herein, if one or more life insurance beneficiaries are named, the proceeds due shall be paid in equal shares to the named beneficiaries
surviving the insured. Beneficiaries may be changed by the insured employee’s written notice to his or her employer.

These coverages will become effective on the date established by the provisions of the group contract and certificates issued thereunder.

Incomplete applications will be mailed back to you for completion. This may delay the effective date of your coverage.
pplicant signature Date (MM/DD/YYYY)

Spouse or Domestic partner signature Date (MM/DD/YYYY)
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Get help in your language . Anthem &Za§y

Language Assistance Services And Its Affiliate HealthKeepers, Inc

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

If you need assistance to understand this document in an alternate language, you may request
it at no additional cost by calling the Member Services number (855-748-1810). (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 Member Services telephone number on the back of your ID card.

Spanish
Si necesita ayuda para entender este documento en otro idioma, puede solicitarla sin costo
adicional llamando al numero de Servicios para Miembros (855-748-1810). (TTY/TDD: 711)

Ambharic
LUTT A1 AdPLET (AT KR hCAT TITTT NAATE PAOA AN &TC7 (855-748-1810) NarLma
AT h&P 17T+ gfan: (TTY/TDD: 711)

Arabic
et a8y JlaiV) DA (e dgilia) 4815 () 50 Bac lusal) Calla i o5 yal daly atiudl 18 agdl Bacliall ) canial) 13)
(711 :TDD/TTY) .(855-748-1810) clac Y

Bassa

J ju ké m dyi gbo-kpa-kpa m3 bé m ke cée-de nia ke muin wo dé bEa-wein wudu o mu ni, th béin o
z2) dyiin dé Méba jé gbo-gmd Kpog ndba nia ke <855-748-1810> d4 da mu. M se widi kako do péin
mp. (TTY/TDD: 711)

Bengali

236 P9 SAF 1% o I @RIF S I AT 2Tl TIE 3F, ©RE
(FIET AfofFe FF6 "GT 0 A[HIT 799 (855-748-1810)-(8 & FE Al afoqd SreEm
FA@ @S| (TTY/TDD: 711)

Chinese
MR IEFE BN DAME DL S — e S AR A S > ] DAREF] pl B AR S5 (855-748 1
1810)55 R &8 - (TTY/TDD: 711)

Farsi
cldwe SaS Wiyl 800 Slo)y 4o dhw Gl Sy sl g A4S Syewo o
Lo oS o2l slom s iS awl g3y 1) ol (Hlal ddoje e (s Ll a5
(TTY/TDD: 711) . a8y wlas (855-748-1810)0 jLai 4 slacl olous 1Sy
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French

Si vous avez besoin d’aide pour comprendre ce document dans une autre langue, vous
pouvez en faire la demande gratuitement en appelant les Services destinés aux membres au
numéro suivant : 855-748-1810. (TTY/TDD: 711)

German

Falls Sie Hilfe in einer anderen Sprache bendtigen, um dieses Dokument zu verstehen,
kénnen Sie diese kostenlos anfordern, indem Sie die Servicenummer fir Mitglieder anrufen
(855-748-1810). (TTY/TDD: 711)

Hindi

3R 39T Ig SEATdST Jehioduss HNT H FHSS & fov gradr ff &g g, ar 39 Je&g
ATl HaY (855-748-1810) W Hic Feh ITARTFA oI & 91 b ToIU Y AT Fehod
&1 (TTY/TDD: 711)

Igbo
O buru na i choro enyemaka iji ghota dokumenti a n’asusu di iche, i nwere ike irio ya na
akwughi ugwo 0 bula 0zo site na ikpo nomba Qru Onye Otu (855-748-1810). (TTY/TDD: 711)

Korean

CHE QO|2 & EAE O|5list7| <IsH EEOI st 42, F7HH|E Q10| 2|/ MH[A
S (855-748-1810)2 M3IE 240 =22 2FT &= JUSLLCH (TTY/TDD: 711)
Russian

Ecnu Bam Hy)kHa NOMOLLb, YTOObI MOHATL coaepKaHne HaAcCTOSALWEero AOKYMEHTa Ha Apyrom
A3blke, Bbl MOXeTe 6ecnnaTHO 3anpocuTb ee, No3BOHUB B 0TAEN 06CnyXMNBaHMS y4aCTHUKOB
(855-748-1810). (TTY/TDD: 711)

Tagalog

Kung kailangan ninyo ng tulong upang maunawaan ang dokumentong ito sa ibang wika,
maaari ninyo itong hilingin nang walang karagdagang bayad sa pamamagitan ng pagtawag sa
Member Services sa numerong (855-748-1810). (TTY/TDD: 711)

Urdu
)etiw)béJ-\Acalcicie»w;ijaﬁmw‘u&ao@/)awﬁ@ﬁé%ﬂﬁ‘ JE gy i s ppee 58
O S S Gl A 50 (Sl SOS a8 s oxd dile Dlal Al el S8 al A S e
(711:TDD/TTY) (855-748-1810)

Vietnamese

Néu quy vi can hd tro dé hiéu duoc tai liéu nay bang moét ngdn ngi thay thé, quy vi co thé yéu
cau ma khéng tdn thém chi phi bang cach goi sé cia Dich Vu Thanh Vién (855-748-1810).
(TTY/TDD: 711)

Yoruba
Tioba r]ilc‘> iranwo ki akosilé yii le yé o ni édé miran, o le béré re laisi afikiin owd nipa pipe
Nomba Awon ipésé omo-egbée (855-748-1810). (TTY/TDD: 711)
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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.

Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for
the City of Fairfax, the Town of Vienna, and the area east of State Route 123. Anthem Blue Cross and Blue Shield and its affiliate
HealthKeepers, Inc. are independent licensees of the Blue Cross Blue Shield Association. ANTHEM is a registered trademark of Anthem
Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield
Association.
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