blue

california

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:

®

D New hire |:| Loss of coverage date
[] Rehire date [ Open enroliment

D Other qualifying event type
Date above event occurred

|:| Late enroliment

Section 1 - Important enroliment 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- A

{ Medical benefits with ABHP (account-based

Specialty Benefits

based health plan) plan options: health plan) plan options: [ pental PPO
[] Access+ HMO® - Access+ HMO: [LTHRA [THIA [JFSA [] Dental HMO
E focesst HMO‘R%%NMW Active Choice*: (JHRA [JHIA []FsA 2 \éishion*
ocal Access+ ) ther
[ Added Advantage POS™ - Local Access+ HMO:[_JHRA [JHIA [_]FSA
[ Trio HMO Full PPO: THRA [CJHIA [CJFSA
[ Active Choice®* - Full PPO Savings": [_1HSA [_1HRA [IHIA
O Fuitpro CJrsA [CIHSA [JLPFSA*
O Full PPO Savings'
] Tandem PPO
] Tandem PPO Savings
[ Blue Shield 65 Plus™ (HMO)
* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
1t Full PPO Savings plans are HSA-eligible high-deductible health plans.
T 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

Employment status: 5
[JFultime  [JParttime  [|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? |:|Emai| [CIStandard mail |:|Te|ephone
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Date of birth Gender|:| Male [JFemale Marital statusDSingle |:|l\/larried DDomestic partner

Language preference: [_|English [_]Spanish [ ]Chinese []Vietnamese [T]Other

Are you enrolling your spouse/domestic partner and/or child dependents [_Ves DNo 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 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 Ml

Last

Social Security number

Date of birth (mm/dd/yyyy)

] Medical
[ Dental

] Vision

Doctor's name

First

Dental provider name

Last

Provider number

IPA/medical group name

IPA/medical group number

Existing patient? Cves ONo

Dental provider number

Existing patient? [ Yes [J 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

[Imale [] Female

Doctor's name

Dental provider name

First
First Ml

Last
Last L] Medical Provider number

D D?ntal - Dental provider number

Social Security number [ vision IPA/medical group name

IPA, ical
Date of birth [mmydd/yyyy] /medical group number
Disabled? [ Yes [] No Existing patient? [ Yes [] No Existing patient? [] Yes [] No

Enroll in

Enrolling dependent child(ren)
information

(please check
all that apply)

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

Dental HMO only — dental provider

CIMale [] Female

First Ml

Last

Social Security number

Date of birth (mm/dd/yyyy)

Disabled? [] Yes []No

] Medical
[ Dental
[] vision

Doctor's name

First

Dental provider name

Last

Provider number

IPA/medical group name

IPA/medical group number

Existing patient? [J Yes [] No

Dental provider number

Existing patient? [] Yes 1 no
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Section 4 - Dependent spouse/domestic partner/children information (confinued)

. . Enroll in
Enrolling _depende_nt child(ren) (please check Access+ HMO and .AddEd Advantag_e_POS Dental HMO only — dental provider
information only — name of primary care physician
all that apply)
I Male [] Female Doctor's name Dental provider name
First First
First Ml
Last
. Last
Last [ Medical Provider number
I:' D.er_]tal - Dental provider number
Sacial Security number [ vision IPA/medical group name
Date of birth (mm/dd/yyyy] IPA/medical group number
Disabled? [ Yes |:| No Existing patient? [1Yes 1 No Existing patient? [Jves [ No
Section 5 - Medicare information
1. Are you or any of your dependents currently covered by Medicare? [ Yes 1 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 é - 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. | understand that it is the basis on which coverage may be issued
under the plan. | understand that if | 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. | 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

| 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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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. WWhen 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) | 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

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

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 fo 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:

A20275 (3/18)

- 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

Blue Shield of California is an independent member of the Blue Shield Association

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

Blue Shield of California b | U e

50 Beale Street, San Francisco, CA 94105 california ~°
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Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this lettere 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 identificacion de Blue Shield o al (866) 346-7198. (Spanish)

BEEREM : CEEEEEHER ? R - RAILFEABZREE - EEt0 Il BEMBENEESER
MEEREEE) - BRI EIERRBlue Shield I DEEE LW E8/EFEREINELRE - HERT
E55% (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vj c6 thé doc la thw nay khong? Néu khong, ching t6i co thé nho _nguoi giup quy
vi doc thw. Quy vi ciing co thé nhan 14 thw nay dwoc viét bang ngdn ngiy cla quy Vi. Pé dworc hé tro
mién phi, vui dng goi ngay dén Ban Dich vu Héi vién/Khach hang theo sb & mat sau thé ID Blue Shield
clia quy vi hoac theo sb (866) 346-7198. (Vietnamese)

MAHALAGA: Nababasa mo ba ang sulat na itoe 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,
0 (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg6o éi, naaltsoos nich’y’
yiidoottahigii fa’ nihee hol¢. Dii naaltsoos ald6’ t’aa Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’” adoowot ninizing6 nihich’{” béésh bee hodiilnih d66 namboo éi dii Blue Shield bee néiho’dilzinigi
bine’dé¢’ bikaa’ éi doodagd éi (866) 346-7198 ji” hodiilnih. (Navajo)

SR 0| MUE 82 = A2H 2 S2d 8%, =35 E2 7 U= AHEO| /Lt £t LHE
HO|Z ZHAE O] MAIS oA &~ 91§L| Ct —‘?—EE E 22 2o Al2{H Blue Shield ID 7tE I HO|

YULGINC B Yupnyubmd &p Jupyu) wyu tudwlp: Gph ny, wuu dkip Yoqukup dkq: dnip whwp k
twl jupnpuwiwp vnwbtw) wju twdwlp dkp Eqyny: Ownwynipjniut wtydwn b Mugpnd Gup
wilhpwy tiu quiuquhwpl) Zwdwhinpyutph vyuwuwpuwt puduh hibpwhinuwhwdwpny, npp tpdws &
&tp Blue Shield ID pupup tinbth dwunid, fud (866) 346-7198 hudwpny: (Armenian)

BAXHO: He moxeTte npoyYecTb AQHHOE NMUCbMOS Mbl MOMOXEM BAM, ECAM HEOBXOAMMO. Bbl TAKXKE MOXETE
MOAYYUTb BTO MUCbMO HAMUCAHHOE HA BALLIEM POAHOM $3blke. [103BOHUTE B CAY>XKOY KAMEHTCKOM/YAEHCKOM
NOAAEPXKKM MPIMO CEMHAC MO TEAETDOHY, YKA3AHHOMY C3AAM MAEHTUAOUKALLMOHHOM KapThl Blue Shield, namn
no TenedoHy (866) 346-7198, 1 BOM MOMOTYT COBEPLLIEHHO BecnAaTHO. (Russian)

BE: BEHIT, ZOFREROIENTEETN? b Litle Z &N TEXRWGE, BN, BEE
ZYR—bTH5NWEFRNZLET, £, BEROBERETEIMNLEFREBEDTL5Z2L 67
HECY, ROV R— NEHLEEIN55E51%, Blue Shield IDH— ROEmMIZFEH INTWHIRE/BE
Ry —ERAOEGHEE S, E7201%, (866) 346-7198I2BEiEE BT 12X\, (Japanese)

blue

blueshieldca.com california


http://www.bullzip.com/dispatch/?action=Trial&productid=pdf&v=11.1.2600&f=Expert%20features:%20Print%20encrypted%20PDF%20documents&rd=trial&fl=&rfl=EXP

ol IS Caly 534S il ol Bl 5l i g g Tl ¢85 (sl S @il s Gliasa gl 4 1 4el ol S
(Persian) . »Se (i (s jile/liac) cilasa L (866) 346-7198 (sl o jlasi u sk 51 L 5 <audl s 3 5 Blue Shield

HI3YIS: ot IH fer U39 § ug Hele J2 A &l 37 fier § ugs feg Hee & wirt foan fonerst & ysio a9
A I | AT fog U39 wust g feg S Ifenr & Yu3 59 Aae J1 He3 R Hee Yu3 396 &8 3973
Blue Shield ID aa3 & filg f&3 Agg/aAcHd AJfer SHies &89 3, 7 (866) 346-7198 3 & a3| (Punjabi)

UAIRIENS: 1S ERMGIIERIS: SIRIYISe 1I08SHGIS UTRMGENARSWHESERAMIMSE
EHIS ARG U SIHEMISINMUNIUUHARRIEN i USSWisnus s S Sig
UEIWTISINMUNSIMSIUSINiNuESA/HSSRSIRuesisTuigRUuw el Blue Shield
TUIHM UrMuiiwiiue (866) 346-71984 (Khmer)

138 o Jsanl) M Lyl zliag 88 el 8 8 laclind e gt jliaa] WSy el 8 adatad ol () Sl 138 500 8 audaiss Jaz ageall
Sl Culall e 6 saall eliac Y1 aal/e Slaal) dend Ciila B e Y Qe o s AdSS )5 Baclusall e J geanl] @lialy | 5% ildadl)
(Arabic).(866) 346-7198 #l) e sl Blue Shield 4 sell 48Uy (1

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug
neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev pab
txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab nraum nrob
gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (Hmong)

drfny: anusuaarinpaduil lanie li vnnlile Tusawemnuthoanns s

AL ldsuaamnatuililunsvssan mndosnsauthomnde e lidan Toane
TusefnsiarnuusmMsgnd/aundnvnaues Insdwi lutnsuszd1sh Blue Shield wasna niolns
(866) 346-7198 (Thai)

AcaqUT: FIT 37T $H T 1 TG Hehd o2 ATS o161, ol §H 38 UGl H 3Tl Heg & [T Tehdll caferd ol Jeier &
Fehel © | 3T SH U= i 37911 19T # 8 UTeT T Fehd & | To:3[eh Hee Tred &l & Tt 3191 Blue Shield ID &r$
& NS U I HSR/FEcHR TTaT TldI ST, TT (866) 346-7198 W i HL| (Hindli)

s‘)s')a'u mwsamoawaomowvlou? mamulo wo:ncsvs‘)mo?mU‘)gavaoeaw?mmijlo
mm@gs‘)moe?mccucaozmwchvwvsneagmmlo F730O09VQOBCTDCCLLVCILE, NV
Ymm‘)cuim283cd‘)e)Uanrvﬁumqn/onm?vmnmcuimQuﬁuemumguozuma‘n Blue Shleld 20917,
Dwnlumch (866) 346-7198. (Laotian)

blue @
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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
envien algunos en espanol. Para obtener ayuda, llimenos al niUmero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener mas ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

B ES IRE. “’TT“?%D‘%%H&&O A LU A SCHE SO AR 1S, S SO SO RRAS, A DAHE B S
PR, RSB, FEECEEIREERFITIRERE NG, ST 1-866-346-7198 BLEk Mg, AREUSHAd
WBh, FEECE 1-800-927-4357 BLINMN LRt i#&, Chinese

Céc Dich Vu Trg Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu thong dich. Quy vi cé thé duoc
ngudi khac doc gilip cac tai liéu va nhan mot s6 tai liéu bang tiéng Viét. Dé dwoc gitp d&, hay goi cho ching t6i
tai s& dién thoai ghi trén thé hoi vién cla quy vi hodc 1-866-346-7198. D& duwoc tro gilip thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

T2 &Y MH|A ?Iﬁrf St 0| B8Y MHAE HOM = QO IIFOE MFE ST MEHAE HOM
H X.jgh 1-866-346-7198H O 2 FO|d|| =L A| . H L} XHA||SH

UAELCEL =Z0| EQSH 22 7512l ID 7HE0]| Lt Rl= ¢t
ArgtE2 22l5Hd 22 2| ZL|0F = =, OtL T2} 1-800-927-4357H 2 2 HEHS A A[L. 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, tfawagan kami sa
numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa karagdagang tulong, tfawagan
ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uuybswp LEqulwl SwnwjnLpjncbutp: Hnwp Ywnnn Gp pwpgdwu é6np pGnt) W thwuwnwenrebpp
purtngt) tnw 66q hwdwn hwjGptu |Gayny: OgunLpjwl hwdwn Jtq quugwhwntp dGn hupuniejwl (ID) tnnduh
Unuw Logwd Ywd 1-866-346-7198 hwdwinny: Lpwgnighy ogunipjwl hwdwn 1-800-927-4357 hwdwinny
quuqwhwptp Ywhdnpuhwih Uwywhnjwgnnijwl FwdwldnLUup: Armenian

BbecAnaTHble YCAYrU NepeBoAd. Bbl MOXETE BOCMOAb3OBATLCS YCAYTAMM MEPEBOAYMKA, 1 BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM 43bike. ECAM BOM TPEDBYETCH MOMOLLLB, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HA BALLIEN MAEHTUAOUKALMOHHOM KApPTE, UAM 1-866-346-7198. ECAM BOM
TpebyeTcsd AONMOAHUTEABHOS MOMOLLLb, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LUTATA KAOAMAOOPHMA
(Department of Insurance), no teaedooHy 1-800-927-4357. Russian

MEOEREY—EX BAZTERZIRML. EHEEZREALET. Y—EXZZHEDAIX, 1DH—
RECEDE S E1-131-866-346-7198F THEIWLVEHDEL T, BELEBWWEDLEIE. AU THIL=TM
RE&EFT. 1-800-927-4357F T ZE#E#& < 1= & LY, Japanese

d\}m}lom\};u\;}\}w)\aUMJMJJ\M@)&}@S‘:JQS‘»\ ‘EQMP)SAA_S.:\QLAJA)\ M‘}%‘-O‘éj@bﬁﬁuﬁ%“ﬂuﬁ
‘_5\),\.&:\‘)..;_.\ u‘u\.afs 1-866-346-7198 bJLA.ﬁ: u.:\ 1.:1 E) ) o J..ﬁ\.mi@hml.ui QJLS ng‘)‘&s ‘5.\333 DJLA.A.:;I é..j_)L j\ Lo LSS tl\éli)d
Persian.2S (8l 1-800-927-4357 » ket 43 (i3S 4an o )lA)CA Dept. of Insurance 4z ¢ yidy <SS il jo
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HE3 T AT 3H TITHIE Thif ATl ITHS dd AdR J M3 TA3TeH § Unrd f[<9 7 Ao J1 99 TA3<d
Ig Ul {9 37 71 HAR I | Hew B8 303 »iElEt (ID) 193 3 O3 §99 3 Hi 1-866-346-7198 3 ' HIG 26
3| TUS Hew Bl JEIagam fsurgene »ig fesidn § 1-800-927-4357 3 @6 o3| Punjcbi

WINREMANSHARIGY HAMGSSUTISHAUMUMAN SHMSA/MINSHAN MaNig! 4 i USSw
VYSINYMIIDRSMUuINSI2 U SUMMIIUTUWNM IS SIUITHA Yius 1-866-346-7198
NENUNSWUTSYIS]S wysiainisimudm nuig moulinn snuiua 1-800-927-4357 Khmer

Sl iacliaall e J pumall Aoy jall 300 Gl 356 50 5615 5 aa jie Sl J seanll cliSay AR ¢y gy L g3 ciladd
o sbaall (e 33l e Jpasll | 1-866-346-7198 il e sf iy sume iy e Guall o8 e s
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