Blue shield of Calilornia
a Lile & Tealth Insurance Company

WORK TELEPHONE ( ) HOME TELEPHONE (
LAST NAME FIRST NAME MIDDLE INITIAL
'HOME STREET ADDRESS cTY ST zIP

E-MAIL ADDRESS

CHANGES

D YES D NO IS THIS A CHANGE/CORRECTION OF ADDRESS?
D YES [JNO IS THE CHANGE/CORRECTION OF ADDRESS FOR A DEPENDENT?

IF YES, PLEASE INDICATE DEPENDENT NAME AND ADDRESS CHANGE

] REQUESTED EFFECTIVE DATE: / /

[C] CORRECT MY SOCIAL SECURITY NUMBER TO: - -

(COPY of Social Security card, A Photo I.D., a letter of verification from the social security office and a written statement
of why the employee is requesting the change, must be attached)

] TRANSFER/ADD MY COVERAGE TO: ] HMO Oero [ ros [J AcTIVE cHOICE*
[JPPO savings [Joumo [CJorro
FROM GROUP # - TO GROUP # -

IN MY EMPLOYER GROUP. NOTE: IF TRANSFERRING COVERAGE TO HMO, POS OR DHMO, PLEASE COMPLETE SECTION A.

[C] CORRECT/CHANGE NAME TO:

[C] CORRECT/CHANGE MY DATE OF BIRTH / / TO: / /

[C] ADDITIONAL CHANGES/COMMENTS:

] SUBSCRIBER CANCELLATION: | DECLINE HEALTH PLAN COVERAGE FOR MYSELF (AND DEPENDENTS IF ANY)
EFFECTIVE: / /

[C] COBRA PARTICIPANT
[C] QUALIFYING EVENT

[J1s THIS A TERMINATION? IF YES, LIST NAME/S:
DEPENDENT COVERAGE CHANGES

[C]ADD DEPENDENT(S) DATE OF MARRIAGE/DIVORCE IF ADDING/CANCELING SPOUSE: / /

DOMESTIC PARTNER — DATE OF DOMESTIC PARTNERSHIP/TERMINATION IF ADDING/CANCELING: /. /
[:ICANCEL DEPENDENT(S) IF CUSTODY, ENTER DATE OF ADOPTION OR DATE PLACED FOR ADOPTION AND ATTACH COPY OF

LEGAL DOCUMENTS: / /

REQUESTED EFFECTIVE DATE FOR ADDITIONS/DELETIONS: / /

EMPLOYER GROUPS: IF APPLICABLE, PLEASE HAVE EMPLOYEE PROVIDE A COPY OF THE HIPAA CERTIFICATE IF
ENROLLING SELF AND/OR DEP(S) AS A HEALTH PLAN PARTICIPANT DURING OPEN ENROLLMENT (OE), OR IF
EMPLOYEE IS ADDING DEP(S) TO THEIR COVERAGE OUTSIDE OE WITH A QUALIFYING EVENT.

QUALIFYING EVENT: QUALIFYING EVENT DATE: / /

NOTE: NEWBORN/ADOPTED CHILDREN OR CHILDREN PLACED FOR ADOPTION REQUIRE A COMPLETED SUBSCRIBER CHANGE REQUEST TO BE
SUBMITTED WITHIN 31 DAYS FROM THE DATE OF BIRTH/ADOPTION TO BE ADDED TO THE EMPLOYEE'S COVERAGE.
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| SUBSCRIBER ID NUMBER:
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