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M 1I: SELECTED COVERAGE {You must be currently covered in these benefits in order to select these)

Chack the existing benefits you wish o continue

Continuation of Coverage

I: PERSONAL INFORMATION
LAST NAME (Print)

FIRST NAME (Print}

10 MALE

COBRA coverage includes;

MEDICAL

N S O S A Y o N I N I O Y N 20 FEMALE
STREET ADDRESS oITY STATE | ZIP
S O O S T 50 S N O O R W S A S O A I |
TELEPHONE NO. E-MAIL ADDRESS

O Blue Cross HMO™ castomisCare)
frcicata Medical Gioup/IPAX in Saction i

[ Blue Gross Preferred HMO™ GafomiaCara PLUS)
rschicate Macical GroupAPAR in Section 1

O Blue Cross PPO™ prudent Buyeq padica
[J Blue Cross EPO™ (prudent Buyer Exclusive)

0 Blue Cross POS™ e Gross Pus)
findicate Mechical GroundPAS in Section i)

i | OBlueCard® PPO  OBkeCand® EPO  OMedicara

DENTAL
O Choice Dental elsct Ona of the Foltowing)

O Derttal Net (indicate Gental Oftice # In Section 1)

O Dental Net andicate Dental Office ¥ In Section 4

O Blue Cross Dantal SelectHMO (indicate Dantal Ofica # in Seotien Ul

O Fee Fer Service Dental

O National Dental PPO

[0 Prudent Buyer, Dental PPO
O PPO Dental Exclusive

I Employse Qnly
[1 Employee and Depandent(s)
(% Dapendent{s) Only

[ Prudent Buyer If Applicant is not (former} amployes

Employes Name

Emplaoysa Soc. Sec. No,

V.-VIl. CONTINUATION OF GROUP HEAL

‘W You may continue your health caré coverage by: 1) completing the remainder of this form;
21 signing your name in the blark space at the and of Section VIl of this form; 3) paying your
Total Continuation Payment; and 4) malling this form to Blue Cross of California. ne
later than sixty (60) days atter the date you receiva this notice. If you fall to ¢hoose COBRA,
Continuation coverage within aixty (60) days after the date you recelva this notics, your
quaitfication for coveérags will and, ¥ you do ohoose COBRA Gontinuation Covarage, your
Gumeet coverage will be continued until the sarfiest of tha following dates:
(1) The date aligibility for COBRA continuation coverage ends, as stited under Section
betow, or
{2} The data you fail to make limely payments of your premium for COBRA Continuation
coverage, of
{3} The date your amployer discontinues coverage with Blue Cross of Califormia, ot
{4} The date you become entitled to Medicars on the basis of ags (65 years), or the date
eightesn (18) months after you becoma antitied o Medicare on the basis of and stage rena
disease, or
{5) The data you bacome covered under another group heatth plan as 4 result of employment,
re-amployment, remartiage, or otherwise, uniess that other group health plan ceontains an
exclusion or lnitation for a pra-existing condition for which you ame covered Under your
curment coverage with Blua Cross of California. in such a cass, tha data on which you would
fose efiglbliity for cortinuation coverage with Blue Crosa of California Is the date full
coverage becomes avatlable to you under the other plan, without limitations or exchisions for
pré-existing conditions,
If, as of the date your emplayment ands or work hours are reduced, you are determined Linder
Title Il or Xvi of the Unled States Soclal Security Act te be disabiad, you may ba entitled to
continue soverage white you are disabled for up to 29 menths from the date you first qualified
for continuation coverage under GOBFA, Contact the Health Plan Administrator at your previous
smployst for il nformation,
The Monthty Continuation Payrnent s the cost of continued coverage for the month beginning
on the date after the Date of Loss of Coverage. I you do not pay your Inftial monthly pramium
within 45 days after your slection of COBRAA Gontinuation coverage, or It payment of succeeding
premiume ana not recelvad within the 30-day grace perlod thereafter, your coverage wiil end.
Note: it you do not slect avallable COPAA Continuation of Medical Covarage you will loss
oertain dghts under federal law (HIFPA) to juaiie individual coverage.

H CARE COVERAGE

W, AUTHORIZATION TC OBTAIN OR RELEASE MEDICAL INFORMATION: | alrthorize any
physician or other health cara professlonal, hospital of other heaith care facility, counselor,
theraplst, or any other madical or related facility or professional to give Blue Cross
of Callfornia or its affikatas (“Blua Crosa”), their respective agents, , designee, or
representatives, Including my Blue Cross agent, or broker, any and all information or records
redating to medical history, medical examinations, services rendered, or treatment given,
inchiding treatment for alcohel abuse, substance abuse, mental or emotional disordars,
ALD,S, {Acquired Immuhe Deficlency Syndrome), or AR.C. (AIDS-related Complax) of me or
any of fy dependsnis applying for or having Blue Cross coverage. | understand that this
Infomation may be goliected in connection with the review, investigation or evaiuation of any
application for coverags or of any claim for benefits,

I alsa authorize Blue Cross to disclose al such medical or personal information refated to myseff

of any covanad dependent, (o a health care provider, a health cane service plan, 2 self-insurer, or

any insurance company for the purpese of investigating or evaluating any clakm for benefits. B

my coverage is under a Group Master Policy held by my amployer, an association, trust fund,

unlon of simiiar entity, this authorization also permits disclosure of therm for the purposa of
administering my covarage, utilization review or financial audit,

This authorization I8 effsctiva Immediately and shall remaln in affect for a period of (30) months,

axcept that it shall remain effactive for usa In connection with any claim for banefits for as long

as any Blue Cross covaraga may be In effect. A pholo copy of this authorization is as vakd as
the original, and | and my Biua Cross agent or broket, ar entitied to recelfve a copy of this form,

| have read and understood the above provision.

Date

Wil. NON-PARTICIPATING PROVIDER: | understand that | am responsible for a greater portion
of my madical costs when | usa a non-particlpating provider.
ARBITRATION AGREEMENT: | understand any dispute between myse¥ (and/or any enroltad
farmily member} and Blua Cress of California or an affillate (*Biua Craas*) must be resolved
by binding arbitration, If tha amount in dispute exceeds the jurisdictional Smit of the Senall
Claims Court, and not by law sul or resort 1o court process, except as Galh‘nmia Jaw
provides for judicial review of arbitration p dings. Under this the
member and BLus Cross ara giving up the Hght to have any dlapute declds.-d I a court of
law bafore a Jury.

[ have read and understood the provisions set out on this form. ANl information on this
farmn ja commect and trus, | understand it is the basis on which coverage may be ssued
under the plan. Any mizatatements or omissions may result in future claims being denied
and/or my cov beirig rescinded,

BLUE CROSS OF CALIFORNIA IS NOT YOUR COBRA ADMINMISTRATOR. FOR QUESTIONS
OR COMCERNS ABOUT YOUR CONTINUING COVERAGE, PLEASE CONTACT THE HEALTH
PLAN ADMINISTRATOR AT YOUR PREVIOUS EMPLOYER,

Vil

!
H Company Name

Group Numberls):

GROUP PLAN INFORMATION TO BE COMPLETED BY EMPLOYER AT THE TIME COBRA NOTICE IS
PROVIDED TO APPLICANT.

ish to continue cverage under COBRA {you can not add any family members whe were not on your previous health plan without a health statement}
f Blue Ci HMO [PA Iz This Your
B ! [ace SOCIAL SECURITY NUMBER If Chldren ara over age | JEIALRY Gg‘gﬁgﬁ;gﬂ 4 | Primaty Care Bhyoacian Gode | Gumont MOy | DENTAL OFFIGE ¢
| 18, you must check tha
SELF Mo b WR ) appropriate boxes below 0 YES O YES
IR I I S N N S S IO I O O I O I Ay I B ! I T I T one | | | I I A NG S I
SPOUSE WO oA YR )t Qualifies a5 | Full-Tima 0O YES O YES
U Y S T N T S I A I I T A N Y O A 1| ! I I S T I N ™Y Swdert | O NO I 1 I O T O KO S I |
TEON W o | | 0 YES O YES O YES O YES
opadeHTeR | | ) 4 | [ b o4 b S Y S O I O I N [ 1t ] 1 [t [on 0 NO 0 NO [ 1 I I NG [
O SON MO DAY YR 1 O YES 3 YES O YES OYES
goavaHteR | | b (I bbb AN S N N N N W A A N Y Y Y I I O = 1. g No O No [l S O e L1
OSoN L LYES |0 YES O YES O vEs
opavehTeR | | f | | 4 b 1 1 b ] I N I L]t | Lt [t |owse LI NO O NO [ 1 I O e |
L1 SON W oar va | | O YES 1 YES O YES 0 YES
[l DAUGHTER | 1 I NO O NO 0 NO [ NO
1V; DO YOU OR YOUR DEPEND A 0 F : AR OVERA PLEA OMP HIS SECTION INCLUDING MEDICARE {if applicable)
NAME NAME AND ACDRESS CF OTHER INSURANCE GARRIER EFFECTIVE | | GROUP NUMBER MEDICARE SECTION:  Areyouretired? OYES [OINO i yos for Magicars for you and/or your Dependentls), please provide your
s UAAEEYR a if yes Part A O YES O NO andfar thelr HIB number and Indlcate the entitlement reason and Mecdicare
SPOUSE [y | | | | ' | Part 8 1YES [ NO eliglbllity date for yourself and/or your Depandent(s).
; . HiB #
DEPENDENT #1 MO DAY YA l Do any of your Dependents have Medicara? OYES ONO R — 0 Gvor 65 CiOmabed 0 ESAD
ABOVE [ i L L If yes for your dependent PatA OYESONO Efactive Cita of Mecticars £ 7
DEFENDENT #2 wo B | N ¢ Medicars Deserdentis) PatB O YES OINO ® -
ABOVE I ! IR lame(s) o icare Dependent{s): Nams
DEPENDENT #3 Mo oar v | | HB
ABOVE | | L1 Erttilenent Reason: O Ower 6§ ODisabled O ESRD
DEPENDENT #4 wo o m | | Effective Date of Medicars ___/___/
ABOVE P ' | | Nama

1 Termi

of employment

[} Reducticn of amployse's werk hours

L7 Benefits lerminafed of raduced within one year before or after ratired employes’s employer filing for bankruptey under Chapter 11,11 plan provides benetlts for retirees.

0 Bensfits terminated or raduced within one year before or after ratired smployee’s employer fling bankruptey, if plan provides beneflts for ratiress,

i
!
i Family Mamber: {1 Death of the amployee [ Divorce or legal separation from ampioyee {1 Loss of dependent chiid eligibility [ Employee's entitiemant to Medicare
I
1

Date of Quialifying Event

Date of Loss of Coverags

Date When Continusd Covetage Ends

Date Notlce Glven

Applicant’s Initlal upan receipt of notlca

Title of plan holder represertative

Telephone number

An Independent Ucensea of ma Blue Gross Assodlatlan

® Registared Mark and * Service Mark of the Blue Cross Assoclatfon
WWW.DRISCINSSC3.00Mm
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Effective 07/01; Printed 07/01




| BlueCross
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'COBRA Election Form

WORKSHEET INSTRUCTIONS

SECTION I: PERSONAL INFORMATION
. Please fill in requested information

SECTION ll: SELECTED COVERAGE
Check the appropriate boxes, '

: SECION Il EMPLOYEE & FAMILY INFORMATION

Please fill in requested information.

- Pledse check the Totally Disabled box only if the ¢onidition prohibits you/your dependent from working or
.performing daily activities.

‘For Blue Cross HMO/Blue Cross POS/Blue Cross Preferred HMO membets only: Each person listed must receive
* all medical care through the Medical Group or Independent Practice Association he or she has selected in ofder to
receive the HMO benefit, and must live or work within the service area of the group selected. Select a Primary Cate o
- Physician from the listing in your Provider Directory. You must indicate the Primary Care Physician number which = .
s listed below the physician’s name or after the address. (If you select an IPA, you must select a Primary Care
Physician from within'the IPA.) '

For Dental Net and Blue Cross Dental SelectHMO only: Each family member needs to select a dental office. .
SECTION IV: DO YOU OR YOUR DEPENDENTS HAVE OTHER HEALTH CARE COVERAGE?
Please fill in requested information- if applicable, including Medicare.

SECTION V-Vil: CONTINUATION OF GROUP HEALTH CARE COVERAGE

- Continuation of coverage, Authorizations. Please read and sign.

| secTioN vi: INFORMATION TO BE COMPLETED BY EMPLOYER

Please fill in requested information and sign.




