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Health Plan Employee Enrollment Application 
Blue Shield plans for 101+ employees 

Blue Shield of California and Blue Shield  
of California Life & Health Insurance Company (Blue Shield Life)
Please note: Failure to complete this enrollment application legibly and completely may result in a delay in the enrollment process.

Reason for application:

New hire 

Rehire date 

____________ 

Loss of coverage date ____________

Open enrollment

Late enrollment

Other qualifying event type______________________ 

 Date above event occurred  __________

Section 1 – Important enrollment guidelines for Specialty Benefits coverage

Dental and vision insurance – An employee may enroll in a dental and/or vision plan without enrolling in a health plan. In order for a dependent to enroll in a dental or 
vision plan, the employee must be enrolled in the same dental or vision plan.

Section 2 – Plan(s) Select and fill in plan name(s) as appropriate.

Medical benefits without ABHP (account-
based health plan) plan options:

Access+ HMO  __________________

Access+ HMO  SaveNetSM __________

Local Access+ HMO  ______________

Added Advantage POSSM ___________

Trio HMO ______________________

Active Choice * __________________

Full PPO _______________________

Full PPO Savings† _________________

Tandem PPO ____________________

Tandem PPO Savings ______________

Blue Shield 65 PlusSM (HMO)

Medical benefits with ABHP (account-based 
health plan) plan options:

Access+ HMO:  HRA    HIA    FSA

Active Choice*:  HRA    HIA    FSA

Local Access+ HMO:  HRA    HIA    FSA

Full PPO:  HRA    HIA    FSA

Full PPO Savings†:  HSA    HRA    HIA 
 FSA    HSA    LPFSA‡ 

Specialty Benefits

Dental PPO ____________________________

Dental HMO ___________________________

Vision* _______________________________

Other _________________________________

*  Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life). 

†  Full PPO Savings plans are HSA-eligible high-deductible health plans. 

‡  Must be paired with an HSA plan only

Note: Blue Shield does not offer tax advice, nor do we offer HSAs, HRAs, HIAs, FSAs, or LPFSAs.

Internal use only. Do not write in this section and skip to Section 3.  

Department code Group ID Subgroup ID Class ID Effective date 

Section 3 – Employee information

Social Security number Employer (group) name

Last name First name MI

Employment status:

 Full time   Part time   Retiree Date of hire: ____________________

Job title/classification

Home address (street, city, state, ZIP code)

Mailing address (if different from home address)

Home phone number Email address

How would you prefer we contact you?  Email       Standard mail       Telephone
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Section 4 – Dependent spouse/domestic partner/children information If you, your spouse/domestic partner, or your 

dependents are refusing coverage, please complete and sign the Refusal of Coverage form.

Dependent’s address, if different from employee’s address – please indicate which dependent(s) this applies to:

Enrolling spouse/domestic 
partner information

Enroll in 
(please check 
all that apply)

Access+ HMO and Added Advantage POS 
only – name of primary care physician  

Dental HMO only – dental provider 

Spouse   Domestic partner 

Male  Female 

First   MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

Existing patient?  Yes  No Existing patient?  Yes  No

Enrolling dependent child(ren) 
information

Enroll in 
(please check 
all that apply)

Access+ HMO and Added Advantage POS 
only – name of primary care physician  

Dental HMO only – dental provider 

Male  Female

First   MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

Disabled?    Yes    No Existing patient?  Yes  No Existing patient?  Yes  No

Enrolling dependent child(ren) 
information

Enroll in 
(please check 
all that apply)

Access+ HMO and Added Advantage POS 
only – name of primary care physician  

Dental HMO only – dental provider 

Male  Female

First   MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

Disabled?  Yes    No Existing patient?    Yes    No Existing patient?    Yes  No

Date of birth ____________________ Gender  Male   Female Marital status  Single   Married   Domestic partner

Language preference:  English     Spanish     Chinese     Vietnamese     Other __________ 

Are you enrolling your spouse/domestic partner and/or child dependents      Yes   No  If “yes,” complete Section 4 of application. 

HMO provider information: Blue Shield of California directory website: blueshieldca.com/fap/app/search.html

Name of primary care physician (PCP): Provider number:

IPA/medical group name: IPA/medical group number: Existing patient? Yes    No

Name of dental provider: Dental provider number: Existing patient? Yes  No



Section 5 – Medicare information

1. Are you or any of your dependents currently covered by Medicare?  Yes    No 

If “yes,” please attach a copy of your Medicare card(s) and/or select the type of coverage below: 

Part A:  Effective date: ______________ (mm/dd/yyyy)

Part B:  Effective date: ______________ (mm/dd/yyyy) 

2. Is Medicare eligibility due to end-stage renal disease (ESRD)?  Yes    No 

If “yes,” please answer the following questions:

a) What was the first date of dialysis treatment, and what type of dialysis are you receiving?

Date _______________

Type:  Hemo    Self-dialysis (peritoneal) 

b) If you have had a kidney transplant, what was the date of the transplant: ______________ (mm/dd/yyyy)

Section 6 – Authorization 
The following authorization section is to be signed by all employees applying for coverage with Blue Shield of California or 

Blue Shield of California Life & Health Insurance Company (“Blue Shield Life”). This enrollment cannot be processed without  

your signed authorization.

I agree: All information on this form is correct and true to the best of my knowledge and belief. I understand that it is the basis on which coverage may be issued 
under the plan. I understand that if I have committed fraud or made an intentional misrepresentation of any material fact in conjunction with this application 
Blue Shield of California/Blue Shield Life may pursue one of the following remedies within the first 24 months of coverage: my coverage may be canceled, or 
following 30-day notice, rescinded. I understand that coverage does not become effective until this and my employer’s application have been approved by Blue Shield 
of California/Blue Shield Life.

Signature of employee_______________________________________________________________ Date _________________________

Print employee name _____________________________________________________________________________________________

I further authorize my employer to deduct from my earnings the contribution (if any) required toward the cost of this plan. 

Signature of employee ___________________________________________________________ Date __________________________

Print employee name ___________________________________________________________________________________________

Disclosure of personal and health information
At Blue Shield of California/Blue Shield Life, we understand the importance of keeping your personal information private, and we take our obligation to do so very 
seriously. We are required by law to maintain the privacy and security of your personal information in whatever format it is held – paper, electronic, or oral. This 
statement applies to personal information that Blue Shield obtains, creates, and/or maintains about you and your covered dependents.

In the course of administering your Blue Shield coverage, we collect, use, and disclose information about you and your covered dependents, and we create records 
about you, your medical treatment, and the services we provide to you. The information in these records is called protected health information (“PHI”) and includes 
individually identifiable personal information such as your name, address, telephone number, and Social Security number, as well as your health information, such 
as healthcare diagnosis or claim information.

We obtain PHI about you and/or your covered dependents from you, at your direction, and/or with your permission. We also obtain your PHI from other sources 
as permitted by law, including, for example, from your healthcare provider, insurer, insurance support organization, health information exchange, health plan, 
or insurance agent. We use and disclose your PHI to administer your Blue Shield coverage and as otherwise permitted or required by law. In doing so, we may 
disclose your PHI to others including, for example, a healthcare provider, insurer, insurance support organization, health information exchange, health plan, or your 
insurance agent.
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Section 4 – Dependent spouse/domestic partner/children information  (continued)

Enrolling dependent child(ren) 
information

Enroll in 
(please check 
all that apply)

Access+ HMO and Added Advantage POS 
only – name of primary care physician  

Dental HMO only – dental provider 

Male  Female

First   MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

Disabled?  Yes    No Existing patient?  Yes    No Existing patient?    Yes    No
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Blue Shield maintains a Notice of Privacy Practices (“Notice”) that describes your privacy rights, our obligations to protect your privacy, and how we use your  
PHI with and without your specific authorization. When we use or disclose your PHI, we are bound by the terms of the Notice, which applies to all records  
that we create, obtain, and/or maintain that contain your PHI. You will receive our Notice when you enroll for Blue Shield insurance coverage. You may  
also obtain a copy of our Notice by calling the customer service number on your Blue Shield member ID card or by visiting our website at: 
blueshieldca.com/bsca/about-blue-shield/privacy/confidentiality.sp.

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.

Agent/Broker Attestation
Attestation of Agent/Broker assisting in the submission of this application: (1) to the best of my knowledge, the information on the application is complete and 
accurate; and (2) I have explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and the applicant 
understood the explanation.

Signature of Agent/Broker_______________________________________________  Date _______________________

If an Agent/Broker willfully states as true any material fact he or she knows to be false, that person shall, in addition to any applicable penalties or remedies available 
under current law, be subject to a civil penalty of up to ten thousand dollars ($10,000). Any public prosecutor may bring a civil action to impose that civil penalty. These 
penalties shall be paid to the Insurance Fund.
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Blue Shield of California

50 Beale Street, San Francisco, CA 94105

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does 

not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, 

gender, gender identity, sexual orientation, age or disability. Blue Shield of California does not 

exclude people or treat them differently because of race, color, national origin, ancestry, religion, 

sex, marital status, gender, gender identity, sexual orientation, age or disability.

Blue Shield of California:

•  Provides aids and services at no cost to people with disabilities to communicate effectively

with us such as:

-   Qualified sign language interpreters

-    Written information in other formats (including large print, audio, accessible electronic

formats and other formats)

•  Provides language services at no cost to people whose primary language is not English such as:

-   Qualified interpreters

-    Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator. 

If you believe that Blue Shield of California has failed to provide these services or discriminated 

in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status, 

gender, gender identity, sexual orientation, age or disability, you can file a grievance with:

Blue Shield of California 

Civil Rights Coordinator 

P.O. Box 629007 

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711) 

Fax: (844) 696-6070 

Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, our 

Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the 

U.S. Department of Health and Human Services, Office for Civil Rights electronically through the 

Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 

or by mail or phone at: 

U.S. Department of Health and Human Services 

200 Independence Avenue SW. 

Room 509F, HHH Building  

Washington, DC 20201 

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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Blue Shield of California

Notice Informing Individuals about Nondiscrimination 

and Accessibility Requirements

TRIAL MODE − Click here fo
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blueshieldca.com

Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. 
You may also be able to get this letter written in your language. For help at no cost, please 
call right away at the Member/Customer Service telephone number on the back of your 
Blue Shield ID card, or (866) 346-7198. 

IMPORTANTE: ¿Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla. 
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame 
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de 
su tarjeta de identificación de Blue Shield o al (866) 346-7198. (Spanish)

(Chinese)

(Vietnamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha ng 
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na 
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard, 
o (866) 346-7198. (Tagalog)

Baa’ ákohwiindzindoo7g7: D77 naaltsoos7sh y77ni ta’go b77n7ghah? Doo b77n7ghahgóó é7, naaltsoos nich’8’  
yiid0o[tah7g77 a’ nihee hól=. D77 naaltsoos a[d0’ t’11 Din4 k’ehj7 1dooln77[ n7n7zingo b7ighah. Doo b22h 7l7n7g0 
sh7k1’ adoowo[ n7n7zing0 nihich’8’ b44sh bee hod7ilnih d00 n1mboo 47 d77 Blue Shield bee n47ho’d7lzin7g7  
bine’d44’ bik11’ 47 doodag0 47 (866) 346-7198 j8’ hod77lnih. (Navajo) 

: ? , .   

. Blue Shield ID 

/ (866) 346-7198 . (Korean)

,

,

Blue Shield ID , (866) 346-7198  (Armenian)

- (Russian)

Blue Shield ID /

(866) 346-7198 (Japanese)
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(Persian)

: ?

Blue Shield ID / , (866) 346-7198 (Punjabi)

 ?

/ Blue Shield 

(866) 346-7198  (Khmer)

(Arabic)

(Hmong)

 

Blue Shield 

(866) 346-7198 (Thai)

: ? ,

: Blue Shield ID 

/ ,   (866) 346-7198  (Hindi)

: ? , .

. ,

/  Blue Shield ,

(866) 346-7198. (Laotian)

blueshieldca.com
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Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

No Cost Language Services. You can get an interpreter. You can get documents read to you 
and some sent to you in your language. For help, call us at the number listed on your ID card or 
1-866-346-7198. For more help call the CA Dept. of Insurance at 1-800-927-4357. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le 

envíen algunos en español. Para obtener ayuda, llámenos al número que figura en su tarjeta de 
identificación o al 1-866-346-7198. Para obtener más ayuda, llame al Departamento de Seguros de 
CA al 1-800-927-4357. Spanish

 1-866-346-7198

 1-800-927-4357 Chinese

Vietnamese

Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at 
maipababasa mo sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan kami sa 
numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa karagdagang tulong, tawagan 
ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Armenian

-866-346-

-800-927-4357. Russian

1-866-346-7198

1-800-927-4357 Japanese

Persian

blueshieldca.com
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:

(ID)  '  '  1-866-346-7198 ' '

 1-800-927-4357 ' Punjabi

 1-866-346-7198

 1-800-927-4357 Khmer

. .
1-866-346-7198   .

1-800-927-4357.Arabic  

Cov Kev Pab Txhais Lus Tsis Them Nqi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom 

neeg nyeem cov ntawv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob 
hauv koj daim yuaj ID los sis 1-866-346-7198. Yog xav tau kev pab ntxiv hu rau CA lub Caj Meem Fai 
Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

 1-866-346-7198

 1-800-927-4357 Thai

, ID ,  1-866-346-7198

(CA Dept. of Insurance)  1-800-927-4357 Hindi

Doo b11h 7l7n7g0 saad bee y1t’i’ bee an1’1wo’. D77 sh1 ata’halne’doo7g7 h0l=-doo n7n7zingo 47 b7ighah. Naaltsoos 
naanin1h1jeeh7g7 shich’8’ y7idooltah  47 doodag0 [a’ shich’8’ 1dooln77[ n7n7zingo b7ighah. Sh7k1 a’doowo[ n7n7zingo 
nihich’8’ b44sh bee hod7ilnih d00 n1mboo 47 d77 ninaaltsoos doot[‘7zh7g7 bee n47ho’d7lzin7g7 bine’d44’ bik11’ 47 doodag0 
47 j8’ hod77lnih. H0zh= sh7k1 an11’doowo[ n7n7zingo 47 d77 b4eso 1ch’22h naa’nil bi[ haz’32j8’  

j8  hod77lnih. Navajo

. . 

 . , 

  1-866-346-7198.   

1-800-927-4357. Laotian

blueshieldca.com
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