Employee Change Form

For Small Groups Anthem Anthemlife ©§

Virginia And Its Affiliate HealthKeepers, Inc.

PPO health care plans, including dental and vision coverage, are preferred provider organization 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).

Consult the Evidence of Coverage for complete coverage terms and conditions. For more information about Anthem, HealthKeepers, and Anthem
Life, its products and services, visit anthem.com. Please complete electronically or in black ink only and use extra paper if necessary.

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. Select all that apply.

[ Address change [0 Add Spouse or Domestic Partner or dependent [ Enrollment in Medicare (Fill in Section E)
0 Name change [ Cancel Spouse or Domestic Partner or dependent [ Cancel coverage
O Benefit change O Change Primary Care Physician (PCP) O Cancel products

[ Change Life and or Disability classification from to O Other:

Event reason - Required. Select all that apply.

O Open enrollment (not applicable for life and disability products) [ Marriage [ Birth of child I Adoption of child/child placed for adoption
O Foster Child O Step Child [ Loss of coverage [ Otherinsurance O Death O Termination O Court ordered coverage

O Other- please explain:

Event date/Requested effective date- Required / / (MM/DD/YYYY)

Home address — Street and PO Box if applicable City State | ZIP code
Birthdate (MM/DD/YYYY): / / Sex: O Male O Female Marital status: O Single I Married 1 Domestic Partner
Primary phone no. Occupation

PCP name PCP ID no. Existing patient

O Yes O No

Email address:

For myself and any dependents, I'm providing my email address because | want to get information about my benefits by email or electronically. This
may include my certificate or Evidence of Coverage, explanation of benefits, Evidence of Insurability underwriting documents, required notices, and
helpful or personalized information to get the most out of my benefits. | will make sure Anthem/HealthKeepers/Anthem Life has my most up to date
email. These electronic communications may include specific details about me and my plan. | also understand that by providing my email address,
information about my dependents may also be sent by email or electronically. | know I, or my enrolled dependents, can change our minds at any
time and request a free copy of specific materials by mail. To do either, | (or my enrolled dependents) will update our communication preferences by
going to anthem.com or calling Member Services.

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

Event reason - Required. Select all that apply.

O Add O Open enrollment (not applicable for life and disability products) [ Marriage [ Birth of child

O Change | O Adoption of child/child placed for adoption [ Foster Child [ Step Child [ Loss of coverage [ Other insurance [ Death
O Cancel | O Court ordered coverage [ Other- please explain:
Event date/Requested effective date- Required / / (MM/DD/YYYY)

1 Anthem/HealthKeepers is required by the Internal Revenue Service to collect this information.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Virginia, Inc. Anthem Blue Cross and Blue Shield, and its affiliate Healthkeepers, Inc., serving

all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123, are independent licensees of the Blue Cross Blue Shield Association. Anthem is a

registered trademark of Anthem Insurance Companies, Inc. Life and Disability products underwritten by Anthem Life Insurance Company, an independent licensee of the Blue Cross
and Blue Shield Association.
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Employee name: Social Security no.: / /

Spouse or Domestic Partner or Dependent Last name | First name M.I. Social Security no.'(required)
Sex Disabled? Birthdate (MM/DD/YYYY) Relationship to applicant: I Spouse [ Domestic Partner CI Child
O Male O Female | O Yes O No / / O Other? If other, what is the relationship?
PCP name PCP ID no. Existing patient

[ Yes O No

Does the Spouse or Domestic Partner or dependent have a different address? [ Yes [0 No
If yes, please enter:

Section D: Plan/Type of Coverage

1. Medical Coverage

Medical product plan name: Contract code, if known:

Member medical coverage — select one: [1 Employee only [0 Employee + Spouse or Domestic Partner [0 Employee + child(ren) I Family

2. Dental Coverage

Dental product plan name: Contract code, if known:

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

3. Vision Coverage

Vision product plan name: Contract code, if known:

Member vision coverage — select one: [ Employee only [ Employee + Spouse or Domestic Partner [ 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 O 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 [ Voluntary Long Term Disability
or Domestic Partner Partner amount)

O Optional Supplemental/Voluntary Dependent Life Child $ (child amount)

Current annual income: $ Life and Disability class no.:

If selecting Short Term Disability coverage: Do you work in New York? O Yes [ No Do you work in New Jersey? O Yes O No

Primary Beneficiary — Attach a separate sheet if necessary.

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

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

Contingent Beneficiary — Attach a separate sheet if necessary.

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

Last name First name M.. | 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.

If an applicant's age at the time of application is at least 15 but less than 18, and the applicant lives with a parent, the applicant must submit a written
statement, signed by the parent, consenting to the minor's application for coverage.

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

X I

1 Anthem/HealthKeepers is required by the Internal Revenue Service to collect this information.
2 Eligibility subject to Evidence of Coverage.
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Employee name: Social Security no.: / /

Section E: Prior and Other Group Coverage

Is anyone applying for coverage currently eligible for Medicare? [ Yes I No 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) O Age O Disability
/ / / / O End-stage renal disease (ESRD): Onset date
(MM/DD/YYYY) | |
Medicare Part D ID no. Medicare Part D Carrier Part D effective date (MM/DD/YYYY)
/ /
Is anyone applying for coverage covered by other health insurance? OO Yes [ No If yes, please provide the following:
Coverage . .
Name of person covered Type Insurer phone . Dates (if applicable)
(Last, First, M.I) | (select one) (se'ea:tpal':,')that Insurer name no. Policy ID no. (MM/DD/YYYY)

O Individual | Health Start; / /
O Group O Dental End: / /
O Medicare | Orthodontia
O Individual | Health Start: / /
O Group O Dental End: / /
O Medicare |0 Orthodontia
O Individual | Health Start: / /
O Group O Dental End: / /
O Medicare |0 Orthodontia
O Individual | Health Start: / /
O Group O Dental End: / /
O Medicare |0 Orthodontia

Section F: Terms, Conditions and Authorizations — Please read this section carefully before signing the application.

Eligible employee:

o 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.

o An employee, 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.

o 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 (for plans offered by Anthem/HealthKeepers/Anthem Life) (see Evidence of Coverage for complete dependent eligibility
terms):

o 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 a child will end on the last day of the month in which the child
reaches age 26. For life coverage, only employee’s Spouse or Domestic Partner, or children age 26 or younger, legally adopted children, and
stepchildren are eligible.

e Forall plans, including life, 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 impairment or physical handicap 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 enrollment if the employee provides proof of handicap or impairment and
dependence at the time of enrollment. (The employee may be asked to provide a physician's certification of the dependent's condition.)

¢ 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
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Employee name: Social Security no.: / /

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 | represent that:
o | 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.
o | certify each Social Security number listed on this application is correct.

For Health Savings Account enrollees: If | enroll in a HSA plan, Anthem or HealthKeepers will facilitate the opening of a Health Savings Account in
my name, if directed by my employer. 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:

| authorize any licensed physician, any other medical practitioner or provider, pharmacist, hospital, clinic, other medical or medically related facility,
federal, state or local government agency, insurance or reinsuring company, including any health or other insurance company affiliated with Anthem
Life Insurance Company (Anthem Life), having information available as to diagnosis, treatment and prognosis with respect to any physical or mental
condition and/or treatment of me, or about me, to give any and all such information to authorized representatives of Anthem Life, and including any
mental or psychiatric records, medical, dental and hospital records (including psychiatric, alcohol, and drug abuse, and HIV/AIDS information) which
may have been acquired in the course of examination or treatment. | understand that the information obtained by use of this authorization will be used
by Anthem Life representatives to evaluate and adjudicate my current application for life or disability coverage or any claims under such coverage, and
may be re-disclosed to (a) any medical, investigative, financial or vocational specialist or entity, or (b) any other organization or person, employed by or
representing Anthem Life solely to assist with the evaluation and adjudication of my current life or disability application or claim. Each such person or
entity to whom this re-disclosure is made shall comply with the HIPAA Privacy Rule as regards any re-disclosed protected health information as
applicable. | understand that Anthem Life may collect personal information about me from outside sources, and that both personal and privileged
information may be collected and disclosed to third parties without my further authorization, in certain circumstances, and may no longer be protected
by Federal privacy laws. | also understand that | have a right to see and correct personal information that Anthem Life collects about me, and that | may
receive a more detailed description of my rights by writing to Anthem Life.

This authorization, for purposes of processing this application form, is valid from the date signed for a period of 30 months unless revoked by me in
writing, which | may do at any time by contacting Anthem Life. For the purpose of collecting information in connection with a claim for benefits under an
insurance policy, this authorization shall remain valid for the term of coverage of the policy for an accident and sickness insurance benefit and for the
duration of the claim if the claim is not for an accident and sickness insurance benefit. A photocopy or electronic copy is as valid as the original. | or my
authorized representative is entitled to receive a copy of this authorization.

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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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 recibir ayuda en su idioma en forma
gratuita. Simplemente llame al numero de Servicios para
Miembros que figura en su tarjeta de identificacion.

Chinese

BEREGEESEATFANESIRENER - BETEN
ID RF _ENE EREEER - EREREAL B
BHEA SR E AR A -

Viethamese

Quy vi c6 quyén nhan mién phi tro gitp bang ngén
nglr ciia minh. Chi can goi s Dich vu danh cho thanh
vién trén thé ID cta quy vi. Bi khiém thi? Quy vj ciing
c6 thé héi xin dinh dang khac cla tai liéu nay."

Korean
Hate AHFo{2 FEX|HE We HE 7t U&LIcH ID
FtEo] U= HEH MHHAHSE 0486 A A2,

Tagalog

May karapatan ka na makakuha ng tulong sa iyong
wika nang libre. Tawagan lamang ang numero ng
Member Services sa iyong ID card. May kapansanan
ka ba sa paningin? Maaari ka ring humiling ng iba
pang format ng dokumentong ito.

Russian

Bbl MeeTe npaBo Ha nony4veHue 6ecnnaTHOW NOMOLLN
Ha BalleM fA3blke. [IpoCcTo NO3BOHUTE NO HOMEpPY
obCcny>XMBaHUS KNMEHTOB, YKa3aHHOMY Ha BaLUew
naeHTMOUKaLUMOHHON KapTe. NauneHTbl ¢ HapyLueHnem
3peHns MOryT 3akasaTb JOKYMEHT B ApyroM copmarTe.

Armenian

“nip hpuynibp niutp uvnmtw] wjdwp oqunipinii dkp
1tqyny: Mupquutu quaquhwuptp Tugudukph
uywuwpyudwi jEbnpnt, nphhkpwjinuwhwdwpp
uoJwsd k atp ID pupwh pu:

Farsi

il 0SS G 5 pla Ol ds B S 4 B e ) Ga ol el

6.5, 034 42 (Member Services) Lias| cladd o jladi b G BIS 3iS

O 1 85 e Sttt ol MR e ™ a8 (el 3 i s
L Sl g3 3 G s K sl e Ay ) i

French

Vous pouvez obtenir gratuitement de I'aide dans votre
langue. Il vous suffit d’appeler le numéro réservé aux
membres qui figure sur votre carte d’identification. Si
vous étes malvoyant, vous pouvez également
demander a obtenir ce document sous d’autres formats.
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Arabic )
a1 Juai¥) (s s clle Lo Ulaa clinl acbus o Jpanl) & 3ol &l
Ay ¢yl Caamca il Ja A 5el) 48Uy o 3 ga sl sloac Yl dand
bl 138 e g AT JIE (s
Japanese
BERODEZETEEYR—bE2RTEHIENTEF
o DA—FIZRE SN TVDIAVN—H—ERBEEFE
TIEKCIZEL,

Haitian

Se dwa ou pou w jwenn é&d nan lang ou gratis.
Annik rele nimewo Sévis Manm ki sou kat ID ou
a. Eske ou gen pwoblém pou wé? Ou ka mande
dokiman sa a nan lot foma tou.

Italian

Ricevere assistenza nella tua lingua € un tuo diritto.
Chiama il numero dei Servizi per i membri riportato sul
tuo tesserino. Sei ipovedente? E possibile richiedere
questo documento anche in formati diversi

Polish
Masz prawo do uzyskania darmowej pomocy udzielonej
w Twoim jezyku. Wystarczy zadzwoni¢ na numer dziatu

pomocy znajdujacy sie na Twojej karcie identyfikacyjnej.

Punjabi

WUST ITHT iSY HES iT9 HEw JIAS a6 = fomudard J1 §r
Uy »retst a93 3 93 Haen 5899 3 9% J3| s7d IHHg 7
3H fen erzRT € J9 U3 Hal Aae JI

TTY/TTD:711

It’s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. By calling Member Services, our members
can get free in-language support, and free aids and
services if you have a disability. We don’t discriminate,
exclude people, or treat them differently on the basis of
race, color, national origin, sex, age or disability. 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 in any of these
areas, you can mail a complaint to: Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160,
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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