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Anthem =

Welcome
California Individual Application

Primary applicant name:

Dental HMO applicants must reside in one of these counties to enroll: Alameda County, Contra Costa, El Dorado except for Placerville and Lake
Tahoe, Fresno, Kern except for Delano, Mojave, Taft, Tehachapi, Kings except for Hanford, Los Angeles, Marin, Monterey except for Salinas,
Orange, Placer except for Lake Tahoe, Riverside except for Banning/Beaumont, Blythe, Sacramento, San Bernardino, except for Twenty-Nine Palms
and Vicinity, and Yucca Valley, San Diego, San Francisco, San Joaquin, San Luis Obispo, San Mateo, Santa Barbara, Santa Clara, Santa Cruz
except for the city of Santa Cruz, Solano, Sonoma, Tulare except for Visalia, Ventura except for Santa Paula/Fillmore

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees
of the Blue Cross Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.
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Thanks for choosing us. We're glad you’re here.

If you have any questions while filling out this form, give us a call at 1 (877) 567-1804.

But if you've worked with an agent or broker, contact them first.
Did you know?

Anthem Life Insurance Company now offers low cost term life insurance coverage. Apply online at anthem.com/ca or call us for additional information
at 1 (877) 212-1796. Term Life Insurance underwritten by Anthem Life Insurance Company.

About this form

Use this form to apply for new dental or vision coverage or to change existing coverage with Anthem Blue Cross (Anthem).

For new dental and vision:
e You can apply any time during the year.
e  Your coverage will start based on when we receive your complete application. If we get it between the 1st and last day of the month,
coverage is effective the 1st day of the following month.

You can add dependents or change coverage:
1. During the annual Open Enrollment period
Your coverage will start based on when we receive your complete application:
o Between the 1stand 15! day of the month, coverage is effective the 1st day of the following month.
o Between the 161 and last day of the month, coverage is effective the 1st day of the second following month.
2. Due to a qualifying event
When you're done with this form, fill out Appendix A: Special Enrollment, which includes information about when coverage starts.

Tips when filling out this form

1. Answer all questions.
2. Please submit all pages.
3. Ifyou're enrolling in a dental HMO plan, you must choose a Primary Care Dentist (PCD). View a list of dentists for your plan on
anthem.com/ca or call us. If you don’t choose a PCD, we'll pick one located close to you.
5. Please include your payment. We can’t complete your application without your first month’s premium payment. Without it, your
enrollment will be delayed. Don’t worry though — we won’t charge your card or cash your check or money order until you've been enrolled.

Some frequently asked questions

1. Dol need to include a payment?
Yes. We can’t complete your application without your first month’s premium payment. Without it, your enroliment will be delayed. Don't
worry though — we won'’t charge your card or cash your check or money order until you've been enrolled.

2. What if | already have coverage with another company?
Don't cancel your other coverage yet — your coverage is too important. We'll contact you when you're approved. Then you'll need to cancel
your other coverage.
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California Individual Application

Ste p 1 Who IS a p plyl n g ? g ('\;E\alvnzc()evscr:/ge?age Subscriber ID no.:

[0 Add dependent to existing coverage

Primary Applicant

Last name (legal name) First name (legal name) M. Social Security Number
Marital status Sex Date of birth (mm/dd/yyyy) | County (for home address)
O Single O Married [0 Domestic Partner | O M OF
Home address (not a PO Box) City State | ZIP
Billing address (optional - if different than your home) City State | ZIP
Mailing address (optional - if different than your home) City State | ZIP
Primary phone Secondary phone Email address
Preferred written language O English (ENG) O Spanish (SPA) O Chinese (ZHO) (C/M)
[ Korean (KOR) [ Tagalog (TGL) O Vietnamese (VIE) O Other (write-in)
Preferred spoken language O English (ENG) O Spanish (SPA) O Chinese (ZHO) (C/M)
O Korean (KOR) [ Tagalog (TGL) O Vietnamese (VIE) O Other (write-in)
O Applicant DOES speak, read and/or write English.
If applicant does not speak, read or write English, the interpreter must sign and submit a “Statement of Accountability” (Appendix B).
Primary Care Dentist (PCD) (DHMO only) Dental group ID/PCD ID (DHMO only) Current patient
OYes ONo
Coverage(s) selected O Dental* O Vision*
*Primary applicant must be included for Spouse/Domestic Partner and/or dependent coverage eligibility

Spouse or Domestic partner

Last Name (Legal Name) First Name (Legal Name) M.L Social Security Number

Relationship to applicant Sex Date of birth (mm/dd/yyyy)

[ Spouse [J Domestic Partner OMm OF

Primary Care Dentist (PCD) (DHMO only) PCD ID (DHMO only) Current patient
OYes ONo

Coverage(s) selected O Dental* O Vision* *Primary applicant must be included for Spouse/Domestic Partner

and/or dependent coverage eligibility
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Child dependent ‘ Children must be under age 26.

Children over the age of twenty-six 26 may be eligible for coverage as a dependent if they are incapable of self-sustaining employment by reason of a
physically or mentally disabling injury, illness, or condition, and chiefly dependent upon the policyholder or subscriber for support and maintenance. To
qualify as an overage dependent, the Dependent’s disability must start before the end of the period he or she would become ineligible for coverage.

Last name (legal name) First name (legal name) M.L Social Security Number

Relationship to applicant Sex Date of birth (mm/dd/yyyy)

O Child O Other oM aF

Primary Care Dentist (PCD) (DHMO only) PCD ID (DHMO only) Current patient
OYes ONo

Coverage(s) Selected O Dental* O Vision*

*Primary applicant must be included for Spouse/Domestic Partner and/or dependent coverage eligibility

Child dependent |

Last name (legal name) First name (legal name) M.L Social Security Number

Relationship to applicant Sex Date of birth (mm/dd/yyyy)

O Child O Other oM OF

Primary Care Dentist (PCD) (DHMO only) PCD ID (DHMO only) Current patient
OYes ONo

Coverage(s) Selected [ Dental* O Vision*

*Primary applicant must be included for Spouse/Domestic Partner and/or dependent coverage eligibility

Child dependent ‘ O Check here if you have more dependents. Print an extra copy of this page and attach to your application.

Last name (legal name) First name (legal name) M.L Social Security Number

Relationship to applicant Sex Date of birth (mm/dd/yyyy)

O Child O Other OMm OF

Primary Care Dentist (PCD) (DHMO only) PCD ID (DHMO only) Current patient
OYes ONo

Coverage(s) Selected [ Dental* O Vision*

*Primary applicant must be included for Spouse/Domestic Partner and/or dependent coverage eligibility

Eligibility ‘ The answers to these questions are needed to determine your eligibility.

Are any applicants currently incarcerated (with more than 60 days left to serve before release) as a result of a conviction? (not just pending disposition of
charges)
CONo [OYes If yes, who?

Do you have a child age 26 or over who is incapable of self-sustaining employment by reason of a physically or mentally disabling injury, illness or
condition for whom coverage is being requested under this contract?
ONo OYes Ifyes, you must submit a separate disabled dependent form to determine eligibility.
O Check this box and we’'ll send you the form.
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Dental Plans ‘

Dental HMO applicants must reside in one of these counties to enroll: Alameda County, Contra Costa, El Dorado except for Placerville and Lake
Tahoe, Fresno, Kern except for Delano, Mojave, Taft, Tehachapi, Kings except for Hanford, Los Angeles, Marin, Monterey except for Salinas, Orange,
Placer except for Lake Tahoe, Riverside except for Banning/Beaumont, Blythe, Sacramento, San Bernardino except for Twenty-Nine Pines and
Vicinity, and Yucca Valley, San Diego, San Francisco, San Joaquin, San Luis Obispo, San Mateo, Santa Barbara, Santa Clara, Santa Cruz except for
the city of Santa Cruz, Solano, Sonoma, Tulare except for Visalia, Ventura except for Santa Paula/Fillmore.

Dental coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric Essential Health Benefits).
Choose a dental plan if you'd like to buy coverage that goes beyond these Pediatric Essential Health Benefits.

Dental plan option

D *

D *%

* These products are issued by Anthem Blue Cross Life and Health Insurance Company and are regulated by the California Department of Insurance.
** These products are issued by Anthem Blue Cross and are regulated by the California Department of Managed Health Care.

TR GG ERTEIROETEL B [t's important we know

Name of person covered Coverage Insurer name Insurer Policy ID no. Dates (if applicable)
(Last, First, M.I.) (check all that apply) phone no. (mm/dd/yyyy)
[ Dental Start:
[ Orthodontia End:
[ Dental Start:
[ Orthodontia End:
[ Dental Start:
[ Orthodontia End:
[ Dental Start:
[ Orthodontia End:
[ Dental Start:
[ Orthodontia End:

Vision Plan ‘

Vision coverage for children under age 19 is already included in all our medical plans (Also known as Pediatric Essential Health Benefits).
Choose a vision plan if you'd like to buy coverage that goes beyond these Pediatric Essential Health Benefits.

O
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Step 3: Please read and sign

All Applicants

I, the undersigned, understand that under the (Anthem) plan/policy in which | am enrolling, | will have considerably higher personal financial costs if |
use an out-of-network hospital or physician than if | use a network hospital or physician. Contact customer service at 1 (855) 383-7247 with any
questions about the use of network providers and the financial impact of using out-of-network providers.

HIV Testing PROHIBITED:
California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health
insurance.

| understand that:

e I must send my first (initial) premium with this application, but it does not mean coverage has been approved. I'm applying for the coverage |
chose on this form. To the extent permitted by law, Anthem has the right to accept or decline this application, and that there are no guarantees
of any kind just because I filled out this form. If my application is denied, my bank account or credit card will not be charged, and if | paid with a
money order, it will be returned to me.

e I'mresponsible to let Anthem know, in a timely manner, of any change that would make me or any dependent ineligible for coverage.

e  Anthem may change check payments to electronic Automated Clearinghouse (ACH) debit transactions. If this happens, my original check will
be destroyed. This charge will appear on my bank statement but my check won'’t be given to my financial institution or sent back to me. This
charge will not enroll me in any Anthem automatic debit process and will only occur each time | send a check to Anthem. Any resubmissions
due to insufficient funds may also occur electronically. All checking transactions will remain secure, and my payment by check means | agree to
these terms.
| agree and consent to the recording and/or monitoring of any telephone conversation between Anthem and myself.

I'm applying for individual dental and/or vision coverage which is not part of any employer sponsored plan and I'm responsible for all of the
premium payments and making sure that all premiums are paid.

o | certify that each Social Security Number listed on this application is correct.

o My Domestic Partner, if applicable, is eligible for coverage only if he or she has established a domestic partnership with me pursuant to
California law.

o | acknowledge that | have read the Important Legal Information section, and | agree to the coverage conditions. | state that the answers given to
all questions on this application are true and accurate to the best of my knowledge and belief, and | understand they are being relied on by
Anthem in accepting this application. Any act or practice that constitutes fraud or intentional misrepresentation of material fact found in this
application may result in denial of benefits, rescission or cancellation of my coverage(s).

| give this authorization for and on behalf of any eligible dependents and myself if covered by Anthem. | am acting as their agent and representative.
This application cannot be altered by the applicant after submission to Anthem absent the acknowledgement and consent of Anthem.

REQUIREMENT FOR BINDING ARBITRATION

YOU AND ANTHEM BLUE CROSS AGREE TO BINDING ARBITRATION TO SETTLE ALL DISPUTES INCLUDING BUT NOT LIMITED TO
DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER THE PLAN/POLICY AND/OR ANY OTHER ISSUES RELATED TO THE PLAN
/POLICY AND CLAIMS OF MEDICAL MALPRACTICE, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT OF SMALL
CLAIMS COURT AND THE DISPUTE CAN BE SUBMITTED TO BINDING ARBITRATION UNDER APPLICABLE FEDERAL AND STATE LAW,
INCLUDING BUT NOT LIMITED TO, THE PATIENT PROTECTION AND AFFORDABLE CARE ACT. IT IS UNDERSTOOD THAT ANY DISPUTE
INCLUDING DISPUTES RELATING TO THE DELIVERY OF SERVICES UNDER THE PLAN/POLICY AND/OR ANY OTHER ISSUES RELATED
TO THE PLAN/POLICY, INCLUDING ANY DISPUTE AS TO MEDICAL MALPRACTICE, THAT IS AS TO WHETHER ANY MEDICAL SERVICES
RENDERED UNDER THIS CONTRACT WERE UNNECESSARY OR UNAUTHORIZED OR WERE IMPROPERLY, NEGLIGENTLY OR
INCOMPETENTLY RENDERED, WILL BE DETERMINED BY SUBMISSION TO ARBITRATION AS PERMITTED AND PROVIDED BY FEDERAL
AND CALIFORNIA LAW, INCLUDING BUT NOT LIMITED TO, THE PATIENT PROTECTION AND AFFORDABLE CARE ACT AND NOT BY A
LAWSUIT OR RESORT TO COURT PROCESS EXCEPT AS CALIFORNIA LAW PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION
PROCEEDINGS. BOTH PARTIES TO THIS CONTRACT, BY ENTERING INTO IT, ARE GIVING UP THEIR CONSTITUTIONAL RIGHT TO HAVE
ANY SUCH DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY, AND INSTEAD ARE ACCEPTING THE USE OF ARBITRATION. YOU,
ANTHEM BLUE CROSS AGREE THAT EACH MAY BRING CLAIMS AGAINST THE OTHER ONLY IN YOUR OR ITS INDIVIDUAL CAPACITY,
AND NOT AS A PLAINTIFF OR CLASS MEMBER IN ANY PURPORTED CLASS OR REPRESENTATIVE PROCEEDING. THIS MEANS THAT
YOU AND ANTHEM BLUE CROSS ARE WAIVING THE RIGHT TO A JURY TRIAL AND/OR TO PARTICIPATE IN A CLASS ACTION FOR BOTH
MEDICAL MALPRACTICE CLAIMS, AND ANY OTHER DISPUTES INCLUDING DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER
THE PLAN/POLICY OR ANY OTHER ISSUES RELATED TO THE PLAN/POLICY.
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By signing this application, | certify that the premium for my coverage will not be paid by a provider of health care services, hospital, non-profit
organizations (including religious organizations) that have or whose primary donors have a financial interest in the benefits of the contract/evidence
of coverage/policy, commercial entity with a direct or indirect financial interest in the benefits of the contract/evidence of coverage/policy or an
employer that offers coverage under an employer health plan. | understand that if a third party is paying my premium, Anthem may decline to accept
such premium payment if it is made by a person or entity from which it is not required by law to accept.

Please sign below

Primary Applicant (or legal representative) Date
Spouse / Domestic Partner (or legal representative) Date
Dependent Child (age 18 or over) Date
Dependent Child (age 18 or over) Date
Dependent Child (age 18 or over) Date

Applies only to Dental Net DHMO plans: | agree to receive my plan-related communications for myself and any dependents, either by email or
electronically. This may include my certificate of coverage, explanation of benefits statements, required notices or helpful information to get the
most out of my plan. | agree to provide and update Anthem with my current email address. | know that at any time | can change my mind and
request a copy of these materials (or any specific materials) by mail, by contacting Anthem. I (or my enrolled dependents) will update our
communication preferences by going to anthem.com/ca or calling Customer Service at 1 (855) 383-7247.

For Dental PPO, Vision, Life and Disability plans Anthem will deliver plan materials and related items by mail.
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D|d an agent help yOU? OYes ONo If yes, make sure they fill out this section.

Agent (or broker ) Certification All fields required.

| certify to the best of my knowledge, the responses herein are accurate.

O | have not had any interactions whatsoever with this applicant either by phone, e-mail or in person and did not provide any information, advise or
assist the applicant in any manner in providing answers or responses to any questions in the application.

O | assisted the applicant in submitting this application. To the best of my knowledge, the information on this application is complete and accurate. |
explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and the applicant understood
the explanation.

NOTICE: If you state any material fact that you know to be false, you are subject to a civil penalty of up to ten thousand dollars ($10,000), as
authorized under California Health and Safety Code Section 1389.8(c)/Insurance Code Section 10119.3

Agent/Broker signature Date

Agent name (please print clearly)

(A) Writing Agent TIN/SSN (encrypted TIN is ok) *(B) Writing Agent/Agency TIN (encrypted TIN is ok)
Agent address City State ZIP
Agent phone no. Agent fax no. Agent email

*Field (A) - If you are a Direct Agent, provide your Writing Agent TIN/SSN. Field (B) - If this policy is sold through an Agency without a Writing Agent,
enter the selling Agency TIN in Field (A) and Field (B); If you are a Writing Agent and this policy is sold through an Agency, enter the Writing Agent
TIN/SSN in Field (A) and the selling Agency TIN in Field (B).

Here’s what's next.

1) Can you check a few items? When incorrect, they're the most frequent reasons for delays in enroliment.
¢ Your name and address information should be clear and readable
e  You've included your first month’s premium payment
e  Everyone 18 and older signed this form
Please make sure you submit all pages of the application
o Ifenrolling due to a qualifying event, you've completed Appendix A: Special Enroliment

2) Al good? Send this to us by mail to Anthem dental, PO Box 1193, Minneapolis, MN 55440-1193
or by fax to 1 (877) 604-2137.

3)  We'll be in touch in the next few weeks. If you have questions before then, call us at 1 (877) 567-1804.

Thank you!
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Appendix A: Special Enroliment

If you're an existing member and wish to change coverage or add or remove a dependent(s), please fill out this section along with your application.

Qualifying event date

Date of qualifying event For Loss of Coverage, this is the last date of existing or prior coverage. For all other events, please
enter the date based on the qualifying event.

You must apply for coverage within 60 days after your qualifying event for the following events.

Qualifying events | Coverage effective date

[01.  Marriage or Domestic Partnership First day of the month after we receive your complete
Got married or in a domestic partnership that becomes eligible for application
coverage (see step 3 for description of eligibility)
OO02.  Birth or Adoption Select an effective date:
Had a baby, adoption of a child or placement of a child with you for [J Same as the event date
adoption [ First day of the month after we receive your

complete application

[J Based on when we receive your complete
application*

[ First day of month after the event date

[J03.  Court Order or Guardianship Select an effective date:
Required by a court order to provide an eligible child(ren) coverage, [ Same as the event date
including a child support order, filed an application for appointment of [ Based on when we receive your complete
guardianship of a child or appointment of guardianship of a child application*
O4. Death Select an effective date:
Death of a family member enrolled under current coverage [ First day of the month after we receive your

complete application
[J Based on when we receive your complete
application*

05  Returning from active duty Based on when we receive your complete application®
Member of the Reserve Forces of the U.S. military returning from active
duty or member of the California National Guard returning from active duty
under Title 32 of the U.S. Code

You must apply for coverage within 60 days before or after your qualifying event for the following events.

Qualifying events | Coverage effective date

6. Loss of coverage: First day of the month after we receive your complete

[J Lost or will lose Minimum Essential Coverage: Involuntary loss of application
coverage (loss of minimum essential coverage includes loss of
eligibility of coverage as a result of legal separation, divorce, cessation
of dependent status (such as attaining the maximum age to be eligible
as a dependent child under the plan), death of an employee,
termination of employment, reduction in the number of hours of
employment. Loss of eligibility does not include a loss due to the
failure of the employee or dependent to pay premiums on a timely
basis or termination of coverage for cause (such as making a
fraudulent claim or an intentional misrepresentation of a material fact in
connection with the plan)

[J Moved to a new service area. Minimum Essential Coverage must have
been in effect for one or more days of the 60 days prior to the move

CAIND SPEC 0119 Page 9 of 11



[07. Permanent Move Based on when we receive your complete application*

Moved to U.S. from a foreign country or a U.S. territory

[18.  Non-calendar renewal
Current policy does not renew on a calendar year basis (renews on a date
other than January 1)

[J9.  Jail or prison
Released from jail or prison (incarceration)

* If the coverage date is based on when we receive your complete application, then if we receive it:
- Between the 1st and 15th day of the month, coverage is effective the 1st day of the following month.
- Between the 16th and the last day of the month, coverage is effective the 1st day of the second following month.

Almost there! \We need a bit more info.

We need supporting documentation for your qualifying event, such as a letter or official form from the source (employer, state or federal agency, for
example) confirming the qualifying event occurred, the date the event happened, and the names of all applicants affected. If you're applying because
you've lost your coverage, we need to know the reason why coverage was lost, and it must be included in the supporting documentation. In all
instances, we might need additional documentation to confirm eligibility.

Give us or your agent a call if you have any questions.
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Appendix B: Statement of Accountability
Fill out when applicant cannot complete application.

Note: Interpreter must be 18 years or older to translate the application on behalf of the applicant.

l, , personally read and completed this Individual Application for the applicant named below because:
Applicant does not read English

Applicant does not speak English

Applicant does not write English

Applicant is Limited English Proficient

Other (explain)

OoOoOoono

I interpreted the contents of this form and to the best of my knowledge obtained and listed all the requested personal and medical history disclosed
by the
O Applicant or by:

Language interpreted
[ Spanish [ Chinese I Korean [ Tagalog [ Vietnamese [ Other

| also interpreted and fully explained the “Important legal information “and the “Payment Method”.

Signature of interpreter (required) Date (mm/dd/yyyy)(required)

| confirm that the application was interpreted on my behalf

Signature of applicant (required) Date (mm/dd/yyyy)(required)
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Applicant/Member name Primary applicant’s Social Security number
| |

The applicant/member is responsible for monthly payments to Anthem. Anthem does not accept payment of monthly payments from any person or entity other than
the applicant/member, his or her relatives or legal guardian, or third party payors except to the extent required by state or federal law. Upon discovery that monthly
payments were paid directly by a person or entity other than those listed above, Anthem may reject the payment and inform the applicant/member that the payment
was not accepted and the monthly payment remains due.

| authorize Anthem to debit the bank account listed or charge the credit/debit card listed for my first monthly payment on or after the day that my coverage is
approved. By signing this form, | understand that the amount of the first payment may change from what | was told because my coverage has not been approved
yet. In addition if | select Option 1 or Option 2 below, | understand that my future payments may vary as a result of changes(s) | make once enrolled, including but
not limited to, adding and deleting dependents, moving my residence, changing coverage and/or changes made by Anthem of which | am notified according to my
plan/policy. In addition, | understand if changes | make are close to the auto withdrawal date, Anthem may not be able to notify me before the withdrawal is made.
I agree to pay any service charge that Anthem may bill me because the debit/charge was not honored. | understand if my monthly payment increases based
on a certain percentage, Anthem will stop my automatic payments and send notification to me. | will have the option to reset the automatic monthly payments.

Please choose how you want to pay your monthly payments for all of your plans. Put a check in the box for either

Option 1, Option 2 or Option 3.

[ Option 1 Bank Account Authorization: Have your first and future monthly payments automatically deducted from your bank account.
All of your monthly payments will be taken out of the bank account you check below.

Payment Methods for Individual Applications R
them %

Checking account: ~ [JBusiness []Personal -
Savings account: [ IBusiness []Personal |

qlEEHSh?B‘Il: ILEEHSETE‘IDLEEI 1175
Enter the requested debit date from your bank account (1st to 6th

of each month). If no date is requested your monthly payments will be / \

debited on the first of each month. 9-digit bank routing number Bank account number
Write the routing and account numbers that are on your check here: =9 |

| authorize Anthem to automatically debit the bank account listed above each month to make my monthly payments. | agree that Anthem's rights with each
debit are the same as if the debit was a check that | signed. | understand monthly payments will be made on the day I've indicated or within 3 business days
thereafter. | authorize Anthem to automatically debit my account (and to make corrections to previous debits). This authority stays in effect until I let Anthem
know that | no longer want them to debit my account by giving them a 30-day advance written notice. | understand that if my bank does not allow Anthem to debit
my account for any reason, | will automatically be removed from automatic monthly payments and will be billed by mail. | understand if my monthly payment
increases based on a certain percentage, Anthem will stop my automatic payments and send notification to me. | will have the option to reset the automatic monthly
payments.

Authorized signature (as it appears on bank’s records) Printed bank account holder’s name (as it appears on account) Date (MM/DD/YY)
X

[ Option 2 Credit/Debit Card Authorization: Have your first and future monthly payments automatically charged to your credit/debit card.
Complete the information below

Enter the requested charge date for your credit/debit card || (1st to 6th of each month).
| authorize Anthem to automatically charge my credit/debit card listed below each month to make my monthly payments. | understand monthly payments will be
made on the day I've indicated or within 3 business days thereafter. | authorize Anthem to charge my credit/debit card until | let them know that | no longer want
them to charge my credit/debit card by giving them a 30-day advance written notice. | agree that Anthem, in honoring the monthly payments charged to my credit/
debit card, is not responsible for any fees charged by my bank. | understand if that if any Anthem credit/debit transaction is not honored, | will automatically be
removed from automatic monthly payments and will be billed by mail. | understand if my monthly payment increases based on a certain percentage, Anthem will
stop my automatic payments and send notification to me. | will have the option to reset the automatic monthly payments.

Anthem accepts []Visa or []Mastercard (Note to applicant: Please check one.)

Card numb

ard numaer Expiration date (MM/YY)
Billing address for this credit/debit card City Zip code
Authorized signature (as it appears on card) Printed card holder’s name (as it appears on card) Date (MM/DD/YY)
X

See page two for Option 3 First Monthly Payment Only: Send us your first monthly payment now and receive a bill each month for your future
monthly payments.
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Applicant/Member name Primary applicant’s Social Security number
| |

Payment Methods for Individual Applications P,
them &

O Option 3 First Monthly Payment Only: Send us your first monthly payment now and receive a hill each month for your future monthly

payments.

Choose one of the ways below that you would like to pay only your first monthly payment.

(1 Check (enclose your paper check with application) (I Electronic check (fill out section A below) [ Credit/Debit card (fill out section B below)
A. Electronic check: Instead of sending us a paper check, you can use an electronic check that allows Anthem to take the money right from your bank

account to make your first payment on the day that your coverage is approved. You will not get the check back from your bank. (We will not keep this
information on file or use it for any future payments.) Please fill out this information.

Printed account holder name Routing number Account Number Amount of first payment
$

B. Credit/Debit card: | allow Anthem to charge the credit or debit card | listed below one time for my first monthly payment. This payment will cover the first

monthly payment for all of the plans | have with Anthem.
Anthem accepts [ ]Visa or [] Mastercard (Note to applicant: Please check one.)

Card number I
Expiration date (MM/YY)

City

Zip code

Billing address for this credit/debit card

| authorize Anthem to debit/charge the bank account or credit/debit card listed above to make my first monthly payment only.

| agree that Anthem will not have to pay any fees that my bank may charge because my electronic check or credit/debit card was rejected even if | can no longer
continue coverage. | understand that this is a one-time payment and that | am responsible for making sure Anthem receives my future monthly payments

after this first payment.
Authorized signature (as it appears on bank account/card) |Printed bank account/card holder's name (as it appears on account/card) | Date (MM/DD/YY)
X

Company are indey I of the Blue Cross Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health
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