GROUP BILLING UNIT

Blue Shield of California v CPIC Life

An Independent Member of the Blue Shield Association \
A Blue Shield of California Subsidiary

MASTER G ROU P APPLICATION ® Registered mark of the Blue Shield Association,
an Association of Independent Blue Shield Plans

®"Registered mark of CPIC Life Insurance Company
(for 2-299 employees)
DO NOT WRITE IN SHADED AREA

ACCESS+ HMO PPO POS PSP ACTIVE CHOICE ACCESS BAJAHMO  |DENTAL HMO DENTAL PPO OTHER

PLEASE TYPE OR PRINT CLEARLY. USE BLACK INK.

1 FULL LEGAL BUSINESS NAME EFFECTIVE DATE
2 BILLING ADDRESS (NUMBER, STREET, CITY, STATE, ZIP) IF P.0. BOX, COMPLETE NO. 3 BELOW COUNTY
3 PHYSICAL ADDRESS OF BUSINESS (IF DIFFERENT FROM ABOVE)
4 GROUP CONTACT PERSON NAME/TITLE GROUP CEO NAME PHONE NUMBER FAX NUMBER
5 LEGAL ENTITY EMPLOYER TAX ID NUMBER
0 CORPORATION QI PARTNERSHIP 0 SOLE PROPRIETORSHIP O OTHER (SPECIFY) | EMPLOYER TAX ID #
6 TYPE OF BUSINESS (PROVIDE AS MUCH DETAIL AS POSSIBLE), LIST THE MAJOR INDUSTRIES AND PRODUCTS/SERVICES OF YOUR BUSINESS.
IF KNOWN, LIST THE STANDARD INDUSTRY CLASSIFICATION CODE(S) (SIC CODE) IN WHICH THE BUSINESS IS CLASSIFIED.
7 LIST SUBSIDIARY, OR AFFILIATED COMPANIES. GIVE NAME(S), ADDRESS(ES). IDENTIFY WHICH SUBSIDIARIES SHOULD BE INCLUDED IN THE COVERAGE. IF NO SUBSIDIARY/AFFILIATED COMPANIES APPLY, CHECK “N/A"
QNA
8 PRIOR GROUP HEALTH CARRIER(S) DO YOU OFFER OTHER CARRIER'S HEALTH PLANS IF YES, ENTER DATES OF OPEN ENROLLMENT PERIOD EMPLOYEES TO BE EFFECTIVE ON
TO YOUR EMPLOYEES? 1 YES 1 NO FROM: 10:
IF OTHER HEALTH CARRIER IS OFFERED (IN ADDITION TO BLUE SHIELD) LIST CARRIER NAME AND # OF EMPLOYEES COVERED BY THIS CARRIER
NAME: # EMPLOYEES
PRIOR DENTAL CARRIER(S) DO YOU OFFER OTHER CARRIER'S DENTAL PLANS IF YES, ENTER DATES OF OPEN ENROLLMENT PERIOD EMPLOYEES TO BE EFFECTIVE ON
TO YOUR EMPLOYEES? 1 YES 1 NO FROM: 10:
IF OTHER DENTAL CARRIER IS OFFERED (IN ADDITION TO BLUE SHIELD) LIST CARRIER NAME AND # OF EMPLOYEES COVERED BY THIS CARRIER
NAME: # EMPLOYEES
9 FUTURE EMPLOYEE WAITING PERIOD: MONTHS (MINIMUM 0, MAXIMUM 6 MONTHS). DOES THIS WAITING PERIOD APPLY TO CURRENT EMPLOYEES? L YES QA NO
UNLESS OTHERWISE NOTED, EMPLOYEES HIRED ON THE 15T OF THE MONTH WILL BE EFFECTIVE ON THE 15T OF THE MONTH FOLLOWING THE COMPLETION OF THE WAITING PERIOD.
EMPLOYEES EFFECTIVE DATE IS THE FIRST BILL DATE FOLLOWING THE WAITING PERIOD.
1 0 TOTAL # OF ALL EMPLOYEES [TOTAL # OF ALL FULLTIME |TOTAL # OF ALL TOTAL # OF ACCESS* PPO POS PSP ACTIVE ACCESS DENTAL DENTAL
EMPLOYEES ACTIVE ENROLLING ENROLLED EMPLOYEES HMO CHOICE BAJA HMO HMO PPO
EMPLOYEES
EMPLOYER IS RESPONSIBLE FOR
NUMBER OF FULL TIME EMPLOYEES IN WAITING PERIOD: NUMBER OF EMPLOYEES WHO ARE DECLINING COVERAGE COLLECTING REFUSAL OF COVERAGE.
FOR EMPLOYERS OF FEWER THAN 20 EMPLOYEES:
DO YOU CURRENTLY HAVE AN EMPLOYEE WHO IS 65 YEARS OR OLDER AND IS &YSSGAP&F@?ﬁe”&%‘é'|'%iﬁsc€§§o(s)
ELIGIBLE FOR MEDICARE PRIMARY RATES? Q1 YES O NO :
ARE THERE ANY OUT-OF-STATE EMPLOYEES? Q1YES QO NO HOW MANY OUT-OF-STATE EMPLOYEES DO YOU HAVE?
DO YOU WISH TO OFFER COVERAGE TO YOUR OUT-OF-STATE EMPLOYEES? D YES 0 NO
11 | ARE ALL FULL TIME ELIGIBLE EMPLOYEES BEING OFFERED HEALTH COVERAGE? Q1YES QINO IF NO, PLEASE EXPLAIN:
ARE ALL OF THE FULL TIME ELIGIBLE EMPLOYEES TO WHOM YOU WILL BE OFFERING HEALTH COVERAGE ACTIVELY WORKING AT LEAST 30 HOURS PER WEEK?
QVYES ONO IF NO, PLEASE EXPLAIN:
DO YOU WISH TO OFFER COVERAGE FOR YOUR PERMANENT EMPLOYEES WHO WORK FEWER THAN 30 BUT NOT FEWER THAN 20 HOURS PER WEEK? 1YES O NO
12 | bo Yo WiSH To OFFER COVERAGE FOR DOMESTIC PARTNERS? Q1YES QINO  FOR GROUPS OF 51-+: IF YES, COVERAGE FOR: 0 SAME SEX 0 SAME SEX AND OPPOSITE SEX
13 | FOR EMPLOYER CONTRIBUTION, ENTER PERCENT OF DUES PAID BY EMIPLOYER FOR EEs (EMPLOYEES) AND DEPS (DEPENDENTS). IF 100%, ALL ELIGIBLE EMPLOYEES MUST ENROLL.
ACCESS+ FOR EEs % p FOR EEs % PPO FOR EEs % PSP FOR EEs % DENTAL FOR EEs % DENTAL FOR EEs %
HMO | FOR DEPs % 0s FOR DEPs % FOR DEPs % FOR DEPs % HMO FOR DEPs % PPO FOR DEPs %
14 [ ARE ALL EMPLOYEES COVERED BY WORKERS' COMPENSATION, AS REQUIRED BY LAW?
QVYES CARRIER NAME: QNO  PLEASE EXPLAIN:
ARE ALL OFFICERS AND PARTNERS COVERED BY WORKERS' COMPENSATION, AS REQUIRED BY LAW?
QYES CARRIER NAME: QNO  PLEASE EXPLAIN:
15 | ARE ANY EMPLOYEES, DEPENDENTS OR COBRA PARTICIPANTS ENROLLING IN THIS BLUE SHIELD PLAN WHO ARE NOT ACTIVELY WORKING, TOTALLY DISABLED OR HOSPITALIZED AS OF THIS DATE?
QYES QNO  (IF YES, COMPLETE DISABILITY ADDENDUM FORM NUMBER C-11248)
16 | 2) 15 YOUR GROUP CURRENTLY SUBJECT TO CAL-COBRA? (EMPLOYED 2-19 EMPLOYEES FOR AT LEAST 50% OF THE WORKING DAYS IN THE PREVIOUS CALENDAR YEAR) Q1 YES 0 NO

B) 1S YOUR GROUP SUBJECT TO FEDERAL COBRA? (EMPLOYED 20 OR MORE EMPLOYEES DURING AT LEAST 50% OF THE WORKING DAYS IN THE PREVIOUS CALENDAR YEAR) L YES 1 NO
C) IF YOUR GROUP IS SUBJECT TO FEDERAL COBRA, DO YOU WISH TO WAIVE COBRASERV? L YES L NO IF YES, PLEASE ATTACH A COPY OF THE COBRASERV WAIVER FORM.
D) HOW MANY EXISTING COBRA OR CAL-COBRA PARTICIPANTS DO YOU HAVE? HOW MANY IN ELIGIBILITY PERIOD?
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MEDICAL BENEFITS

17

18

DE
19

22

() HMO/POS $5/$10 RX DRUG PLAN (INCLUDES $10/$20 MAIL SERVICE) U HMO/POS $10/$20/$35 RX DRUG PLAN (INCLUDES $20/$40/60 MAIL SERVICE)
NTAL BENEFITS

U DENTAL PPO PLAN - SMILE BASIC U DENTAL PPO PLAN - SMILE DELUXE U DENTAL HMO PLAN - 190 U DENTAL HMO PLAN - 230

() DENTAL PPO PLAN - SMILE () DENTAL PPO PLAN - SMILE DELUXE GOLD 1 DENTAL HMO PLAN - 200

) DENTAL PPO PLAN - SMILE PLUS U DENTAL HMO PLAN - 220

CPIC LIFE/AD&D (IF CHOOSING GRADED, INCLUDE CLASS DESCRIPTIONS)

20 | EMPLOYEE LIFE: (MINIMUM FLAT $15,000)
Q FLAT $ a TIMES SALARY, MAXIMUM $
U GRADED $ 0 $ , i $ .
CLASS DESCRIPTION CLASS DESCRIPTION CLASS DESCRIPTION
) 100% EMPLOYER PAID [ CONTRIBUTORY: EMPLOYER PAYS % FOR EMPLOYEES (MINIMUM 25%), % FOR DEPENDENTS
ELIGIBILITY: Q ALL FULL TIME EMPLOYEES [ ONLY THOSE EMPLOYEES ENROLLED IN THE BLUE SHIELD MEDICAL PLAN
DEPENDENT LIFE: § SPOUSE/CHILD(REN) (MAX. $5,000; SPOUSE BENEFIT MUST EQUAL CHILD BENEFIT)
PAYMENT
21| THE GROUP HEREWITH TENDERS THE AMOUNT OF $ AND, IN CONSIDERATION OF APPROVAL OF THE APPLICATION IT WILL MAKE AND IN EVENT OF SUCH

AUTHORIZATION THE FOLLOWING AUTHORIZATION SECTION MUST BE SIGNED

PRODUCER INFORMATION (TO BE COMPLETED BY PRODUCER OR GENERAL AGENT)

23 PRODUCER NAME PRODUCER E-MAIL PHONE NUMBER FAX NUMBER
PRODUCER STREET ADDRESS (P.0. BOX NOT ACCEPTABLE) IRS REPORTING NUMBER
ary STATE ZIP DEPT. OF INSURANCE LICENSE NUMBER
GENERAL AGENT NAME GENERAL AGENT E-MAIL WOULD YOU PREFER TO BE CONTACTED BY |REGION CODE #
FAX OR EMAIL?

ACCESS+ HMO PPO BLUE SHIELD POS le)lATélr(l;olfGFEI.sAN
0 $5 COPAY HMO CHOOSE DEDUCTIBLE AND COPAY: CHOOSE PLAN:
Q $10 COPAY HMO W/O INPATIENT 0 $0 DED PPO 90/70 $10 COPAY Q POS $300 DEDUCTIBLE (10+ EMPLOYEES)
HOSP CHARGE Q $250 DED PPO 90/70 $15 COPAY
0 $10 COPAY HMO W/INPATIENT HOSP Q0 $250 DED PPO 80/60 $25 COPAY O PLATINUM
CHARGE Q GOLD
Q $15 COPAY HMO Q $500 DED PPO 80/60 $35 COPAY PSP
__________________________________ Q $1000 DED PPO 80/50 $45 COPAY Q SILVER
O CHECK FOR DUAL CHOICE, THEN ADDITIONAL 90/70 OPTIONS FOR 51+ ONLY GROUPS: O $2250 DEDUCTIBLE PLAN - COMBINATION
E\E%SEECBH%JlgélglrEL&EPQESéRPES, Q %0 W/$10 O.V. COPAY, $1000 NETWORK/
3000 NON NETWORK COPAY MAX.
SAVINGS PPO PLAN Q ggg 3/\//%10 oV. C8PAY,C%1 000 NETWORK/ ACTIVE CHOICE
NON NETWORK COPAY MAX.
ACCESS BAJA HMO QO $250 W/$10 O.V. COPAY, $2000 NETWORK/ ) ACTIVE CHOICE 500
O ACCESS BAJA $5 COPAY $5000 NON NETWORK COPAY MAX.
O ACCESS BAJA §10 COPAY
OTHER FOUNDATION GROUP? QO YES O NO
(Local Foundation for Medical Care in Kern County,
Mendocino/Lake Counties, and Tulare/Kings Counties)

TIONAL BENEFITS (CANNOT BE PURCHASED WITHOUT A MEDICAL PLAN)

FOR DUAL CHOICE AND MULTIPLE PLAN PACKAGES, THE SAME OPTIONAL BENEFITS MUST BE PURCHASED FOR ALL THE PLANS SELECTED
U SUBSTANCE ABUSE TREATMENT ([ INFERTILITY RIDER [ COMPREHENSIVE VISION NO CO-PAY OR (1 COMPREHENSIVE VISION $10 CO-PAY
U ACCESS+ HMO and/or POS CHIROPRACTIC RIDER [ ACCESS+ HMO and/or POS CHIRO/ACCUPUNCTURE RIDER

OPTIONAL BENEFITS 51+ ONLY
) ACCESS BAJA DEPENDENT-ONLY COVERAGE O HMO/POS $10/$15 RX DRUG PLAN (INCLUDES $20/$30 MAIL SERVICE)
U PPO $5/$10/$25 RX DRUG PLAN (INCLUDES $10/$20/$50 MAIL SERVICE) 1 HMO/POS $10/$20 RX DRUG PLAN (INCLUDES $20/$40 MAIL SERVICE)
) PPO $10/$15/$30 RX DRUG PLAN (INCLUDES $20/$30/$60 MAIL SERVICE) (] HMO/POS $5/$10/25 RX DRUG PLAN (INCLUDES $10/$20/$50 MAIL SERVICE)
O PPO $10/$20/$35 RX DRUG PLAN (INCLUDES $20/$40/$60 MAIL SERVICE) 1 HMO/POS $10/$15/30 RX DRUG PLAN (INCLUDES $20/$30/$60 MAIL SERVICE)

APPROVAL, PROMISES TO PAY THIS COMPANY AS APPROPRIATE ANY BALANCE NECESSARY TO CONSTITUTE THE FULL INITIAL PAYMENT FOR THE GROUP BENEFITS HEREIN
IDENTIFIED ON THE CHECKLIST. IT IS UNDERSTOOD THAT THE RATES WILL BE DETERMINED FROM INITIAL ENROLLMENT DATA. IT IS UNDERSTOOD THAT COVERAGE WILL NOT
COMMENCE UNTILTHE APPLICATION HAS BEEN APPROVED AND THE CONDITIONS OF COVERAGE ARE ACCEPTED BY THE EMPLOYER. GROUPS WITH 2-9 LIVES WILL PARTICIPATE
AND COMPLY WITH THE REQUIREMENTS OF THE CPIC L/IFE INSURANCE TRUST, AS ILLUSTRATED UNDER THE EMPLOYER ADOPTION AGREEMENT, FORM NUMBER CPU-1145.

THIS IS AN APPLICATION FOR COVERAGE ONLY. NO CONTRACT FOR COVERAGE WILL EXIST UNTIL BLUE SHIELD OF CALIFORNIA HAS COMPLETED ITS REVIEW
AND COMMUNICATED TO THE APPLICANT OR THE APPLICANT’S BROKER THAT THE APPLICATION HAS BEEN ACCEPTED AND A GROUP HEALTH SERVICE CONTRACT
WILL BE ISSUED.

| CERTIFY TO THE BEST OF MY KNOWLEDGE AND BELIEF, ALL OF THE RESPONSES GIVEN ABOVE ARE TRUE, CORRECT AND COMPLETE.

| UNDERSTAND THAT IF | HAVE MISREPRESENTED OR OMITTED ANY MATERIAL FACT, ANY COVERAGE APPROVED BY BLUE SHIELD/CPIC LIFE MAY BE CANCELLED,
THE HEALTH SERVICE CONTRACT/INSURANCE POLICY RESCINDED OR THE APPLICABLE DUES RATE ADJUSTED.

AUTHORIZED SIGNATURE NAME AND TITLE (PLEASE PRINT) DATE

BLUE SHIELD ACCOUNT EXECUTIVE PHONE NUMBER FAX NUMBER |0FFICE NUMBER

SALES REP # AND REGION ACCOUNT MANAGER/SERVICE REP. (IF APPLICABLE)




