Employee Enroliment Application

For 51+ employee groups Anthem,, Anthelefe

. Underwritten by Community Insurance Company
0h|0 or Anthem Insurance Companies, Inc.

You, the employee, must complete this application. You are solely respansible for its accuracy and completeness.
To avoid the possibility of delay, answer all questions and be sure to sign and date your application.

Please complete electronically or in blue or black ink only.

Employer name Group no. Subsectior
Niojrytyh; Fjojrk Liojcjajl; Sjcyhjojo|l;s ‘ ‘ L /083,44

Section 1: Employee information

Last name First name M.I. Social Secqrity no.* (required)
Birthda:te (MMDDYY‘\(Y) | Ha;ne addréss

City ; o ) ‘ ‘ = ijmty‘ | Stz;te ZIP code

Sex | | Ma‘rital‘stat:us | ‘ ‘ ‘ i | Prirﬁary phone no.

[IMale  ClFemale [1Single [IMarried [Domestic Partner

Employee email address

Employment status Hire date (MMDDYYYY) No. of hours worked per week
CFull time CIPart time [CIDisabled [ Retired o :
Primary Care Physician (PCP) name PCP 1D no. Existing patient?

1 CIYes [CINo

Section 2: Reason for application — Select one

[T New enrollment
L] Annual open enroliment (not applicable to life and disability)

I New hire
(1 Rehire — Rehire date: | ; | (MMDDYYYY)
(1 Marriage — Date of marriage: | ! [ (MMDDYYYY)

[ Birth of child
(1 Add dependent (Fill in section 4)

[ Loss of eligibility for other coverage — Date previous coverage ended: | |5 fipe] | | (MMDDYYYY) (not applicable to life and disability)
(1 COBRA — Select qualifying event (not applicable to life and disahility)

[ Left employment [IReduction in hours [1Death [IMedicare

[ Loss of dependent child status [ Divorce or legal separation [ covered employee’s Medicare entitlement

Qualifying event date: | it | [ (MMDDYYYY)

[ Waiver (To decline ALL coverage skip to section 8.)

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

Life and Disability products underwritten by Anthem Life Insurance Company. Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company.
Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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Social Security no.* (required)

Section 3: Type of coverage

Medical coverage
Large Group 51-99 options

CIBlue Access PPO [1Blue Access Options PPO 3-Tier [IBlue Connection Link HMO
[IBlue Access PPO HSA [ Blue Access Options PPO 3-Tier HSA [IBlue Connection Link HMO HSA
[1Blue Access PPO HSA with Copay [ Blue Access Options ERChealth PPO 3-Tier

[1BIue Access ERChealth Select PPO
L1 Add HRA Wrap (Administered by Anthem)

Large Group 100+ options

[Blue Access PPO [ Blue Access PPO Deductible First HRA [1Blue Connection Link HMO
C1Blue Access PPO HSA [C1Blue Access Options PPO 3-Tier [IBlue Connection Link HMO HSA
[MBlue Access PPO HSA with Copay 1 Blue Access Options PPO 3-Tier HSA

[IBlue Access PPO HRA [1Blue Access Options ERChealth PPO 3-Tier

[IBlue Access PPO HRA with Copay [ Blue Access ERChealth Select PPO [Jother:

[T Add HRA Wrap (Administered by Anthem)
Member medical coverage — select one:

ClEmployee only EHEmployee+Spotsetemestie-Partrer—Hmployee—+ehitdteen) [1Family []No coverage
Flexible Speni coverage — More than one plan may be selected, depending on emW

[T Healthcare FSA (excluded if you have an HSA plan) er Parking

[ Limited-Purpose FSA (for dental and visi i 1 commuter Tram

[ Depend [INo FSA coverage at this time
Denta

E Prime Essential Choice [ Prime Consum i Complete Essential Choice [IC mer Choice
Other:

Member dental coverage — select o
oyee + Spouse/Domestic Partner []Employee + child(ren) [1Family [INo coverage

O vision /

Member vision coverage — select one:
I Employee g€ + Spouse/Domestic Partner [1Emplayee + child(ren) [IFamily [JNo coverage

Life-and disahility coverage o

If you select [ife-aqd/or disahility coverage over the guaranteed issue amount or are a late entrant an Evidence of Insurahility form may be sent to complete.
These caverages wil e effective an the date established by the provisions of the group contract and certificates issued thereundg
you of your plan options. The

[ Basic Life

[ Basic Life and Accidental Death and Dismem

[ Basic Dependent Life

[ Supplemental/Voluntary Life and Accidental Death and Disfremberment. . . .. .. . .. 5 (employee amount)
(1 Supplemental/Voluntary Dependent Life SPOUSe . . .. .. ... G v+ v oot e e .. (spouse amount)
[ Supplemental/Voluntary Dependent Life Child . . .. .. .......... > . ...... (child amount)

[ Voluntary Accidental Death and Dismemberment . .. ... .. .. 7. .. . >~_.... $ (employee amount)

[ Voluntary Accidental Death and Dismemberment Family Plan
[ Voluntary Accidental Death and Dismemberment Spo
[ Voluntary Accidental Death and Dismemberme
[ Short Term Disability
[[ILong Term Disability
[IVoluntary Short Term Disgbity
[Ivoluntary Long Te

Current an—uua_l‘rncome — For employer/Anthem use Occupation Life and disability class no. — For employerdnthem use

se and Child coveragi
y (no Child coverage)
fld Only (no Spouse coverage)

*Anthem is required by the Internal Revenue Service to collect this information. 20f8



Sacial Security no.* (required)

hﬁtgand disahility coverage — Continued ﬂ
. Zz

Beneﬁb&a{y designation — Attach a separate sheet if necessary. /

Beneficiary type | Name of beneficiary Percentage | Social Security no.* Relationship to applicant Whirth

CPrimary L % y

[CIContingent 3Wess City State | ZIP codV’Phone no.

Beneficiary type | Name of bengfigiary Percentage | Social Security no.* RelationshipA0 applicant | Date of birth

ClPrimary %

[ Contingent Street address \ City }uﬁ ZIP code Phone no.

Beneficiary type | Name of beneficiary Percentage | Social Security no.” Relationship to applicant | Date of birth

Cprimary %

[IContingent  ['Street address \ City / State | ZIP code Phane no.

Beneficiary type | Name of beneficiary \ Percentage }aﬁal Security no.* Relationship to applicant | Date of birth

O primary NG )4

CIContingent  'street address C% State | ZIP code Phone no.

no primary beneficiary survi
ritten notice to his or her employer.

Spousal Consent For Community Property 8tates Only (Note: The insurance company is not responsible for the Validity of a spouse consent for designation.)
If you live in a community property staipAAZ, CA, ID, LA, NM, NV, TX, WA, and WI), your state may require you to obtain'the signature of your spouse if your
spouse will not be named as a primae{ beneficiary for 50% or more of your benefit amount. Please have your spouse readand sign the following.

Spouse authorization, if appljedble
| am aware that my spousgsthe Emplayee/Retiree named above, has designated someone other than me to be the beneficiary of gr
ahove policy.
I hereby consent td’such designation and waive any rights | may have to the proceeds of such insurance under applicable community proper
I understand that this consent and waiver supersedes any prior spousal consent or waiver under this plan.

TR R LT W Spouse/Domestic Partner signature Spouse/Domestic Partner name Date (MMDDYYYY) \

life insurance under the

corinunity property rights B¢

Grol ident, Critical lliness, and Hospital Indemnity Insurance

[ Group Accident Ins — Coverage option: [IEmployee only [ Employee + Spouse (I Employee + Children T Family
If more than one Accident plan 0 ease select: L1Low Plan CTHigh Plan

[ Group Critical lliness Insurance — Coverage opties~L_] Employee only [1Employee + Spouse [1Emplo Mdren [C1Family
If more than one Critical lliness plan offered please select: lan CIHigh Plan
Have you smoked or used tobacco products in the last 12 months? 0 i product used:

[ Group Hospital Indemnity Insurance — Coverage option: [1Empl y LIEmploy ouse [1Employee + Children [ Family
If more than one Hospital Indemnity plan offered pleas ~TLILow Plan [IHigh Plan
If any person to be covered by a Critical r Hospital Indemnity plan is a resident of CA, GA, NY, or CO, pled er the following question:
Will all applicants who reside+rCA, GA, NY, ar CO, when such coverage is to become effective, be enrolled in comprehensive health from an individual or group
health insur. Tcy, an employer spansored health plan, or an HMQ that provides essential health benefits? [1Yes [INo  (Please note ThatHthe response is
- applicants are not eligible for coverage)

*Anthem is required by the Internal Revenue Service to collect this information.
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Social Security no.” (required)

]?mup\l\ccident, Critical lliness, and Hospital Indemnity Insurance beneficiary designation /|
=N 5

Beneﬁciary\decignation — Attach a separate sheet if necessary. /
Beneficiary type | Namegf beneficiary Percentage | Social Security no.” Relationsw Date of birth
1 Primary %

ClContingent  [street address\ City WﬂP code Phone no.

Z

Beneficiary type | Name of beneficiary Percentage | Social Security Relationship to applicant | Date of birth
I Primary \ % /

[ Contingent Street address \ City / State |ZIP code Phone no.

[N

Beneficiary type | Name of beneficiary MQ% Sacial Security no.* Relationship to applicant | Date of birth
L Primary ~ N

[ Contingent Street address / City \ State | ZIP code Phone no.
Beneficiary type | Name of beneficiary / Percentage | Social Security nn\ Relationship to applicant | Date of birth
[ Primary % el

Clcontingent  [street addy/ City State\w Phone no.

Section 4: Coverage information — All fields required. Attach a separate sheet if necessary.

Dependent information must be completed for all additional dependents (if any) to be covered under this coverage. An eligible dependent may be your spouse
or domestic partner, your children, or your spouse or domestic partner's children (to the end of the calendar month in which they turn age 26 unless they
qualify as a disabled person). List all dependents beginning with the eldest.

Spouse/Domestic Partner last name First name M.I. Social Security no.* (required)

Sex Disabled Birthdate (MMDDYYYY) Email address (if applicable)
[Omale [Iremale |CIves [INo

Relationship to applicant: [ISpouse [1Domestic Partner

PCP name PGP ID no. Existing patient?

‘ CI¥es CINo
Dependent last name First name M.I. Social Security no.* (required)
Sex Disabled Birthdate (MMDDYYYY) Email address (if applicable)

[CImale Clfemale [CIves [CINo ; |
Relationship to applicant; [1Biological child of applicant/spouse/domestic partner [10ther  If other, what is relationship?

PCP name PCP ID no. Existing patient?
| ClYes CINo

Does this dependent have a different address? [1Yes [INo
If yes, please enter:

Dependent last name First name M.I. Sacial Security no.” (required)

Sex Disabled Birthdate (MMDDYYYY) Email address (if applicable)
[(Imale Clfemale [CIves CINo S fa 3
Relationship to applicant: []Biological child of applicant/spouse/domestic partner [10ther  If other, what is relationship?

PCP name PCP ID no. Existing patient?
[Cdves CINo

Does this dependent have a different address? [1Yes [INo
If yes, please enter:

*Anthem is required by the Internal Revenue Service to collect this information. 40f8



Section 4: Coverage information — Continued.

Social Security no.* (required)

Dependent last name First name M.I. Social Security no.* (required)
Sex Disabled Birthdate (MMDDYYYY) Email address (if applicable)
CImale  Clremale (CIves CINo ‘ ‘

Relationship to applicant: [1Biological child of applican

t/spouse/domestic partner [10ther  If other, what is relationship?

PCP name

PCP ID no.

Existing patient?
Cyes CINo

If yes, please enter:

Does this dependent have a different address? [1Yes [INo

Section 5: Prior and other group coverage

Are you or anyone applying for coverage currently eligible for Medicare? [1Yes CINo

If yes, give name:
Medicare ID no. Part A effective date Part B effective date Medicare eligibility reason (check all that apply)
(MMDDYYYY) (MMDDYYYY) ClAge CDisability
' ‘ ; % CIESRD: Onsetdate:l | [ . |(MMDDYY)
Medicare Part D ID no. Medicare Part D carrier Part D effective date
(MMDDYYYY)

Are you or a family member previously or currently covered by a Medicare, medical aneferdentat plan? [1Yes [CINo
If yes, please provide the following:

Coverage
Name of person covered |Type (check all Policyholder Dates (if applicable)
(Last name, first, ML) [(check one) |thatapply) |Carrier name Carrier phone no. |Policy ID no. name (MMDDYY)

Clindividual | 1 Medical Start:
Cleroup [ Bentar Beay |
CMedicare | 8rinedontia I

|
Clindividual |1 Medica Start:
C1Group Hbental- |
CdMedicare | =-Brthodontia =

[
Cindividual | ] Medical Start;
[ Group Hbental— |
[CMedicare | [HBrinetontia L

L
Clindividual - | C] Medical Start;
I Group Hbentat [ty
[CMedicare | HBrinodontia e

[
Clindividual - | ] Medical Start:
ClGroup HBentat o
I Medicare | HBrthetontiat e

[

*Anthem is required by the Internal Revenue Service to collect this information.
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Social Security no.” (required)

Section 6: Terms, Conditions, and Authorizations (TERMS)

Please read this section carefully before signing the application.

Genetic Information Non-discrimination Act (GINA): When answering questions about a person on this form, only give answers about that person, and do not
include any genetic information. Genetic information includes family health history, genetic testing, genetic services, genetic counseling, or genetic diseases
for which the person may be at risk. All responses ahout a persan will only be considered and used for that person.

Health Savings Account Notice: | authorize the financial custodian of my Health Savings Account (HSA) to give Anthem Blue Cross and Blue Shield (Anthem)
facts about my HSA, including account number, account balance and account activity. | understand that | may take back my authorization by written request
to Anthem at any time.

1. Iunderstand that | may not assign any payment under my Community Insurance Company (Anthem) program, unless allowable by law.

2. | agree to have money taken from my wages/pension, if necessary, to cover the premium cost for the coverage applied for.

3. lam asking for the coverage | chose on this form. If | made choices that are not available to me, | agree that my choices may be changed to those on the

employer's application.
4. | agree that [ will let my employer know right away of any changes that would make me or any dependent(s) ineligible for this coverage.

5. If applying for HIC/HMO coverage, | understand that | may cancel my membership by providing written notice to Anthem within 72 hours of signing
this application.

6. By signing this application, | agree to the taping or monitoring of any phone calls hetween Anthem and myself.

7. I understand that Anthem may collect personal information about me from outside sources, and that bath personal and privileged information may only
be disclosed to outside parties without my authorization if such disclosure is permitted by both the HIPAA Privacy Regulations (45 CFR. Parts 160 & 164)
and the Ohio Revised Code § 3904.13. | also understand that under the HIPAA Privacy Regulations and Ohio law, | have a right to see and correct personal
information that Anthem collects about me, and that | may receive a more detailed description of my rights under these laws by writing to Anthem.

Life and/or Disability Authorization Section — Read carefully before signing.

1. lauthorize 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, consumer reporting agency or employer having information available as to claims, diagnosis, treatment and prognosis with
respect to any physical or mental condition and/or treatment of me, and any non-medical information about me (but specifically excluding from this
authorization any non-medical information that could be used to ascertain my sexual orientation or that | have a pending HIV test or that | have had
negative HIV test results), to give any and all such information to authorized representatives of Anthem Life Insurance Company (Anthem Life), its
affiliates, and any administrators, reinsurers, agents, or other entity providing services on behalf of Anthem Life, and including, but not limited to any
other 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 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 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.

I 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, and may no longer be protected by Federal privacy laws. | also understand
that | have a right to see and correct personal information that Anthem collects about me, and that | may receive a more detailed description of my
rights under this law by writing to Anthem Life. Health information obtained will not be re-disclosed without my authorization unless permitted by law,
in which case it may not be protected under federal privacy rules.

2. 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.

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 I 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 palicy 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 henefit. A photocapy and/or electronic copy is as valid as the original. The Applicant or the
Applicant’s authorized representative is entitled to receive a copy of this Autharization.

| give this authorization for myself and on behalf of my eligible dependents if covered by the Plan, including my Spouse/Domestic Partner/Civil Union Partner.
| am acting as their agent and representative.

*Anthem is required by the Internal Revenue Service to collect this information. 6of8




Sacial Security no.* (required)

Section 6: Terms, Conditions, and Authorizations (TERMS) continued

I certify each Social Security number listed on this application is correct.

I'have read and accept the Terms, Conditions and Authorizations as a condition of coverage. My answers to all questions are true to the best of my knowledge,
and I understand that Anthem relies on these answers in accepting this application. | understand that any untrue answers or failure to report new medical
information before my effective date may cause a material change in coverage or premium rates. Any material representation or significant omission found

in this application may result in denial of henefits, rescission or cancellation of coverage. | agree to these terms for myself and on behalf of any dependents
covered by the Plan. | am acting as their agent and representative.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an application or files a claim containing a
false or deceptive statement is guilty of insurance fraud.

I'm signing here because | want to get information ahout my henefits by email o electronically. This may include my certificate or evidence of coverage,
explanation of benefits statements, required notices and helpful or personalized information ta get the most out of my plan, so | will make sure Anthem has
my most up to date email. These electranic communications may include specific details about me and my plan. | know I can change my mind at any time or
request a free copy of specific materials by mail. I'll just contact Anthem to do either. | understand if | change my mind after 30 months, I will need to let
Anthem know. The Applicant or the Applicant’s authorized representative is entitled to receive a copy of this Authorization.

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company.

Thank you for choosing Anthem Blue Cross and Blue Shield.

Section 7: Signature — Required if you are applying for coverage. Please review your application for errors or omissions.

Read section 6 carefully before signing.
I'have read and understand the language in the TERMS section of this application and agree to all of its terms.

Employee signature Date (MMDDYYYY)
X

portant Accident Insurance eligibility information:
The Totlawing notice applies to all Accident and Voluntary Accident coverage presented on this form:

ACCIDENT INSURANCE IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MATOR MEDICAL
COVERAGE. THIS IS\NQT A QUALIFYING HEALTH COVERAGE (“MINIMUM ESSENTIAL COVERAGE*Y THAT SATISFIES THE
HEALTH COVERAGE REQUIREMENT OF THE AFFORDABLE CARE ACT. IF YOU DON'T HAVE M{TMUM ESSENTIAL COVERAGE,
YOU MAY OWE AN ADDITIONASRAYMENT WITH YOUR TAXES.

Important Critical lliness Insurance eligibility information:
The following notice(s) apply to all Critical Mness and Voluntary Erifical lliness coverage presented on this form:

CRITICAL ILLNESS INSURANCE IS A SUPPLEMENT TO HEALTHANSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR
MEDICAL COVERAGE. THIS IS NOT QUALIFYING HEALTH GOVERAGE (“MINIMUM ESSENTIAL COVERAGE”) THAT SATISFIES
THE HEALTH COVERAGE REQUIREMENT OF THE AFEBRDABLE CAREMACT. IF YOU DON'T HAVE MINIMUM ESSENTIAL
COVERAGE, YOU MAY OWE AN ADDITIONAL PAYMENT WITH YOUR TAXES:

Important Hospital Indemnity Insurance eligibility information:

The following notice appliesta7all Hospital Indemnity and Voluntary Hospital Indemnity coverage presented on
this form:

HOSPITAL INDEMMTY INSURANCE IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITHIE FOR MAJOR

MEDICAL COYERAGE. THIS IS NOT A QUALIFYING HEALTH COVERAGE (“MINIMUM ESSENTIAL COVERAGE") THAT

SATISEHES THE HEALTH COVERAGE REQUIREMENT OF THE AFFORDABLE CARE ACT. IF YOU DON'T HAVE MINIMUN
SSENTIAL COVERAGE, YOU MAY OWE AN ADDITIONAL PAYMENT WITH YOUR TAXES.

*Anthem is required by the Internal Revenue Service to collect this information. 70f8



Section 8: Waiver/Declining coverage

Sacial Security no.” (required)

Medical coverage

Medical coverage declined for — check all that apply:

Reason for declining coverage — check all that apply:

[CIMyself [ Spouse/domestic partner 1 Dependent(s)

[ Covered by spouse's/domestic partner's group coverage
LI Enrolled in other insurance — Please provide company name and plan:

L1 Enrolled in individual coverage

[ Spouse covered by employer's group medical coverage
[ Medicare/Medicaid/VA
[10ther — please explain:

[INo coverage

Dental coverage

Dental coverage declined for — check all that apply:

Reason for declining coverage — check all that apply:

ClMyself  [ISpouse/domestic partner [ Dependent(s)

[ Covered by spouse's/domestic partner's group coverage
LI Enrolled in other insurance — Please provide company name and plan:

[ Enrolled in individual coverage

[ Spouse covered by employer's group medical coverage
[IMedicare/Medicaid/VA
[10ther — please explain:

[INo coverage

Vision coverage

Vision coverage declined for— check all that apply:

Reason for declining coverage — check all that apply:

[CImyself [ Spouse/domestic partner [ Dependent(s)

[ Covered by spouse's/domestic partner's group coverage
[ Enrolled in other insurance — Please provide company name and plan:

[CEnrolled in individual coverage

[ Spouse covered by employer's group medical coverage
I Medicare/Medicaid/VA
[10ther — please explain:

Dependent Life coverage declineuNay;
Supplemental/Voluntary coverage declineg<qy:

Voluntary Short Term Disability coverage declined

ofinstrability at my expense.

Supplemental/Voluntary Dependent Life coverage-deglined for:

for:

Voluntary Long Term Disability coverage declined for:
Reason for declining coverage — check all that apply:

[INo coverage
wsability coverage
*Life/AD&D coverage declined for: CIMyself

Spouse, Domestic Parfmeragd dependent coverage not available if life coverage is waived/declined.

[ Spouse/domestic partner and dependents

Cmyself

[ Spouse/domestic partngrand dependents

CIMyself

CImyss

< Life/AD&D declined for religious reasons

[CIDomstelect to enroll in Dependent Life

[[1Do not electtsegroll in Supplemental/Voluntary coverage

[[1Do not elect to enrolTmSypplemental/Voluntary Dependent Life coverage

[C1Do not elect to enroll in VoluntarySgort Term Disability
[C1Do not elect to enroll in Voluntary Long Termdisability

*| hereby certify that | haye-be€n given the opportunity to apply for the available group life benefits offered by my employer, the benefits have-agen explained to me,
and | and/or my deperent(s) decline to participate. Neither | nor my dependent(s) were induced or pressured by my employer, agent, or life carrier,
coverage, butElected of my (our) own accord to decline coverage. | understand that if | wish to apply for such coverage in the future, | may be required to providg evidence

adeclining this

Sign here only if you are declining coverage.

Signature of applicant

X

Printed name

Social Security no. Date (MMDDYYYY)

*Anthem is required by the Internal Revenue Service to collect this information.
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