Your Group Application (2-99)

1 HealthKeepers, Inc. 1 Peninsula Health Care, Inc. 1 Priority Health Care, Inc.
(NOTE: All fields must be completed to ensure setup)

Group Legal Name (“the Group”) Group Region Location SIC Code
(4 Cen. [ West 1 North [ East
City/County
Group Physical Address Street City State Zip Code
Group Contact Name Title Phone No.
Fax No.
Group Number (Include sub-groups)| Acct Code| Eff Date |Ann. M/Y| Yr. Estab.| [d New (1 Renewal
. Small (2-99)
[ Change [ Correction .
[ Cancellation Size: (check one)
Name and/or Billing Address (if different): E-mail Address: Q229 Q10-14
A 15-50 A51-99

Type of Organization: [ Proprietorship [ Partnership [ Corporation [ Other

# Enrolled Under this Contract Is Ceridian the COBRA administrator*? [ Yes (1 No
# of Eligible Employees If yes, is the premium disbursed to the HMO or to the group? 1 HMO U Group
*Note: Anthem does not provide COBRA administration for groups.
New Hire Eligibility Date: [ 1* of month following ___ month(s) of continous employment [ 1* of month following date of hire
(1 Effective after ___ month(s) of continous employment (J Date of hire

Health and Rx Benefits (Check all that apply)

HMO POS

(1 Product 10 A OA (1 Product 15/20 1 OA [ Essential Benefit Plan (2-50) | dProduct 10 1 OA
(1 Product 10 Exclusive (1 $500 Ded [ $1000 Ded (1 without Dental (1 Product 15 [ OA
(d Product 15 dOA [ Product 20/20 1 OA (1 Standard Benefit Plan (2-50) | [ Product 20 [ OA
(d Product 20 dOA (1 $500 Ded 1 $1000 Ded [ without Dental (1 Product 25 1 OA
(1 Product 25 dOA d Product 25/30 A OA (1 Product 20/20

(1 $500 Ded (4 $1000 Ded (4 $2000 Ded

Note: OA = Open Access

Product Design (check all that apply)

(4 Regular 4 POS (d Value Added
(4 Dual Option (HMO & POS) (1 Blue Advantage (1 Association _ _ _ 3 Digit Code

RX (Indicate corresponding health product selected under each Rx plan — the Rx plans listed are not available to Essential
and Standard plans)

[ $5/$10/$25% (1 $10/$20/$35 or 20% (1 $10/$30/$50 or 20% (1 $10/$30/$50 or 20% w/ $150 Ded

*NOTE: Only avaliable under Product 10 and Product 10 Exclusive in the 2-99 market and under Product 15 in the 51-99 market.

Options/Riders
(1 Morbid Obesity O EAP (d Blue View Vision [ Whole Group [ Voluntary (15+ only)
(1 Other (d Anthem Basic EAP ABVVI30 12/12 U BVV130 12/24 (15+ only)
(d Anthem Enhanced EAP U BVV130/$15 12/12 1 BVV130/$15 12/24 (15+ only)
(514 Only) I BVV130/$25 12/12 1 BVV130/$25 12/24 (15+ only)
[ Other (specify) [ Other (specify)

Offered by HealthKeepers, Inc., Peninsula Health Care, Inc. and Priority Health Care, Inc., Independent licensees of the Blue Cross and Blue Shield Association.
182028 (7/07) “Registered marks Blue Cross and Blue Shield Association. 301024




Monthly First Product Selected Employer Contribution
Premium Schedule

Basic POS Basic POS

Emp Only

Emp and 1 Child

Emp and Children

Emp and Spouse

Emp and Family

Second Product Selected Employer Contribution

Basic POS Basic POS

Emp Only

Emp and 1 Child

Emp and Children

Emp and Spouse

Emp and Family

Third Product Selected Employer Contribution

Basic POS Basic POS

Emp Only

Emp and 1 Child

Emp and Children

Emp and Spouse

Emp and Family

If Blue Advantage, KeyCare Group Number: Previous Carrier: Binder Check: Amount:
# # $

Notes:

Broker/Agent Agreement: The Applicant authorizes the Health Maintenance Organization specified above (the HMO), to recognize the fol-
lowing broker/agent/or agency (if any) to be the Applicant’s Agent of Record:

Name of Broker/Agent: Broker/Agent ID#:
Name of Agency/Agent: Phone#: FAX#:
Address:

Broker/Agent Statement: I hereby certify that all information in the group enrollment summary and applications is correct to the best of
my knowledge, and I know nothing unfavorable about this firm or any individual requesting coverage, except as noted on the health ques-
tionnaire, as required. I have complied with the underwriting rules and regulations and have explained in detail the coverage to the group and
its employees.

Broker/Agent Signature: Date:

Anthem Sales Representative: I hereby certify that all information has been verified.
Signature: Rep. Code #:
FAX#: Date:

Underwriting Approval: (printed name):
Underwriter signature: Underwriter code:
Date:

HMO underwriting requirements must be met in order to be eligible for HMO coverage.

If a POS plan is not currently offered, a group health plan or benefit plan that allows enrollees to access care from their provider of choice
whether or not the provider is a member of the health maintenance organization panel must be offered concurrently to all eligible employees.

Group: Date:

Signature: Title:
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