SISC Il ENROLLMENT FORM (DO NOT use for Kaiser members, use Kaiser Permanente enroliment form for Kaiser members)
(Type or print clearly in black ink)

SECTION |: SELECTED COVERAGE — REQUIRED (DISTRICT USE ONLY) \
ENROLLMENT REASON: [ NEW HIRE [J OPEN ENROLLMENT [] EMPLOYEE STATUS CHANGE [ LOSS OF COVERAGE [] COBRA

QUALIFYING DATE: EFFECTIVE DATE: HIRE DATE: DISTRICT APPROVED INITIALS:

DISTRICT NAME (DO NOT ABBREVIATE) EMPLOYEE GROUP (BARGAINING UNIT) EMPLOYEE TYPE
CCertificated [CClassified COManagement | [ Full-Time O Part-Time [ Variable/Temporary/Seasonal

MEDICAL GROUP NO. DELTA DENTAL GROUP NO. VISION GROUP NO. LIFE GROUP NO.

SECTION II: EMPLOYEE / APPLICANT INFORMATION — REQUIRED

SOCIAL SECURITY NO. LAST NAME (PRINT) FIRST NAME (PRINT) DATE OF BIRTH O MALE
O MEDICAL [ FEMALE
O DENTAL STREET ADDRESS CITY STATE ZIP
O VISION
TELEPHONE NO. E-MAIL ADDRESS IPA (HMO ONLY-REQUIRED) [ PCP (HMO ONLY-REQUIRED)| CURRENT
O LIFE PROVIDER?

OYES ONO
MEDICARE COVERAGE If you are retired and entitled to Medicare and not enrolled, you may be subject to a premium surcharge.

ARE YOU RETIRED? O YES O NO DO ANY OF YOUR DEPENDENTS HAVE MEDICARE? O YES [ NO
IF YES, DO YOU HAVE MEDICARE? OYES CNO (Copy of Medicare card required) (Copy of Medicare card required)
TOTALLY DISABLED? O YES O NO

I1l: DEPENDENT INFORMATION Proof of eligibility required (i.e. birth/marriage/domestic partner certificate)

SECTION

0 SPOUSE LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO.
O MEDICAL |O DOMESTIC PARTNER
O DENTAL |GENDER OM OF
ELIGIBLE FOR OTHER | ENROLLED IN OTHER DATE OF BIRTH TOTALLY IPA (HMO ONLY-REQUIRED) [ PCP (HMO ONLY-REQUIRED) [ IS THIS YOUR
O VISION HEALTH PLAN? HEALTH PLAN? DISABLED? CURRENT PROVIDER?
B YES ONO O YES ONO O YES ONO tOYEs ONO
O SON LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO.
O MEDICAL
O DAUGHTER
O DENTAL
ELIGIBLE FOR OTHER | ENROLLED IN OTHER DATE OF BIRTH TOTALLY IPA (HMO ONLY-REQUIRED) [ PCP (HMO ONLY-REQUIRED) [IS THIS YOUR
O VISION HEALTH PLAN? HEALTH PLAN? DISABLED? CURRENT PROVIDER?
O YES ONO OYES ONO O YES ONO OYES ONO
O SON LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO.
O MEDICAL
O DAUGHTER
O DENTAL
ELIGIBLE FOR OTHER | ENROLLED IN OTHER DATE OF BIRTH TOTALLY IPA (HMO ONLY-REQUIRED) [ PCP (HMO ONLY-REQUIRED) [IS THIS YOUR
O VISION HEALTH PLAN? HEALTH PLAN? DISABLED? CURRENT PROVIDER?
O YES ONO O YES ONO O YES ONO OYES ONO
O SON LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO.
O MEDICAL
O DAUGHTER
O DENTAL
ELIGIBLE FOR OTHER |ENROLLED IN OTHER DATE OF BIRTH TOTALLY IPA (HMO ONLY-REQUIRED) [PCP (HMO ONLY-REQUIRED) |IS THIS YOUR
O VISION HEALTH PLAN? HEALTH PLAN? DISABLED? CURRENT PROVIDER?
O YES ONO O YES ONO O YES ONO OYES ONO
. I understand it is my responsibility to notify my district once a dependent is no longer eligible due to divorce or over age children. If | fail to report loss of eligibility | may be financially liable

to SISC if claims were paid on behalf of non-eligible individuals.

DEDUCTION AUTHORIZATION: If applicable, | authorize my school district to deduct from my wages the required contribution.

NON-PARTICIPATING PROVIDER: | understand that | am responsible for a greater portion of my medical costs when | use a non-participating provider.

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

EFFECTIVE DATE: The effective date of coverage is subject to SISC IIl approval.

*  Any complaints regarding the exemption due to the Knox-Keene Health Care Service Plan Act of 1975 may be directed to the Department of Managed Health Care of the State of California.

SECTION IV: SIGNATURE OF UNDERSTANDING — APPLICANT MUST SIGN

| have read and understood the provisions outlined on this form. All information on this form is correct and true. | understand that it is the basis on which coverage may be issued under the
plan. Any misstatements or omissions may result in future claims being denied and/or the policy being rescinded. You are entitled to a copy of this signed authorization for your files.
Additionally, any person who knowingly and with intent to injure, defraud, or deceive the district, SISC, or plan service provider, by filing a statement or claim containing false or misleading
information may be guilty of a criminal act punishable under law. | attest by signing below that | have reviewed the information provided on this application and to the best of my knowledge and
belief; it is true and accurate with no omissions or misstatements.

ARBITRATION AGREEMENT: | UNDERSTAND THAT ANY AND ALL DISPUTES BETWEEN MYSELF (AND/OR ANY ENROLLED FAMILY
MEMBER) AND SISC Il (INCLUDING CLAIMS ADMINISTRATOR OR AFFILIATE) INCLUDING CLAIMS FOR MEDICAL MALPRACTICE, MUST
BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT OF THE SMALL CLAIMS
COURT, AND NOT BY LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS CALIFORNIA LAW PROVIDES FOR JUDICIAL REVIEW OF
ARBITRATION PROCEEDINGS. UNDER THIS COVERAGE, BOTH THE MEMBER AND SISC Ill ARE GIVING UP THE RIGHT TO HAVE ANY
DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY. SISC Il AND THE MEMBER ALSO AGREE TO GIVE UP ANY RIGHT TO PURSUE
ON A CLASS BASIS ANY CLAIM OR CONTROVERSY AGAINST THE OTHER. (FOR MORE INFORMATION REGARDING BINDING
ARBITRATION, PLEASE REFER TO YOUR EVIDENCE OF COVERAGE BOOKLET.)

e o o o

Applicant Signature Required Date

Rev 2017 Mar
























o Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Benefit Booklet for details.

o Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited to,
injections, cryopreservation and storage for both male and female members when a medically necessary treatment
may cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and
service rendered.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does
not reflect each and every benefit, exclusion and limitation that may apply to the coverage. For more details, important
limitations and exclusions, please review the Benefit Booklet. If there is a difference between this summary and the Benefit
Booklet, the Benefit Booklet will prevail.
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Get help in your language Anthem. VAV

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
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 free help, please call right away at 1-888-254-2721. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If you
need a copy of this document in an alternate format, please call the customer
service telephone number on the back of your ID card.

Spanish
IMPORTANTE: ;Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
AL U e el 128 o peaadl Lial i WS et B e daelad e pandody Dolaias ) LiSadh ¢ adaiads o 12) mt...JJim Bel B ey b sage
ATTY/TDD:711) 888-254-272143 L | 58 Juai¥! a3 cdailaali selual o (Jpasll

Armenian

NhgUNCNRESNRL, Yupnnubn Wl kp piphpgh) wu bwdwlp: Gpk ny, Ukup Jupnn kup mpudwnpky hus-np dkhhl, ny
Yoquh 2bq jupnu wyl: Ywpnn Eup bl wyu budwlp 2kq gpudnp wuppkpulng npudungpt): Gidwp oguntpynih
uwnwbwnt hwdwp jupnn bp wihwuwn quiqubwupt) 1-888-254-2721 hknwinuwhwdwpny: (TTY/TDD: 711)

Chinese
%%%IE TREEEE S0 ? MRKENE » BITFES A BRI - AR DESIEHIEESMEN RGN - WFEE
28 > G5 R 1-888-254-2721 - (TTY/TDD: 711)

Farsi
iy Lad 4o 1y ekl opa Sl g e edadlg e 380 Sunilgay Ly deld ol aasteS e Lol :pge
Oygo 4 Py deld Gl da il g5 e Gadaxes L dAS SeS 1y Lad 4l ol Gddt a3y LI o adls
ooled Lo ¥l guae oL ) SeS adloyy ol pm L LdS adloge oLOosd ol 4 oS
(TTY D71 a8 wles 1-888-254-2721

Hindi
HEAUT. FAT HIT I 99 9¢ Hehcl 27 PR g, df 8F HTH 3H Toa 7 Fg e & (v Tt A1 3ueey
T FFd B HT Tg 97 HG=AT 019 H fAgas 7 o @ @ g 81 Py Aeg F v Fr 1-888-
254-2721 9T A il HI (TTY/TDD: 711)

Hmong
TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus

pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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EE: COEMZRHFEIN?ILEOHATVGEEICE. NBREZEBTIEODOXEERTSIENTEET, F. COF
HEFLITHIESHTEVELDEAFILLHLTEET . ROBSICLVETCEREL T, BHIEERTTIESL,
1-888-254-2721 (TTY/TDD: 711)

Khmer
h:‘mél tﬁainmmnﬂrﬁﬁms W? :ﬁuemma tmhmﬁfﬂesmnmnmanﬁennﬂ ﬂnnmﬁagmmsma tmmmnm:mmnmumsmumuu 1ﬂﬂJ§Ul’UﬂzEmﬁh ig MsyTig iﬁg@ﬁﬂ!ﬁimﬂ 1'888'254'

2721+ (TTY/TDD: 711)

2102 AT

EF =32 E2 MEO| JASLICL D7t AHEst=
=
=

Al 1-888-254-27212 T 2}SHMA| L. (TTY/TDD: 711)

Punjabl
HII=YI&: of IA g Usguga AaR J? 3 &0 , 3T A for § uzg f¥o ITst Hee & foaR § g8 Ader O 3R T

U39 & wiust s 29 fofsemi Ifenr 2= ugond qond o9 Fele JI He3 Hee B8, fodaur 99a 996 1-888-254-2721 3 58
JI (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe nu Bbl NpounTaTh 4aHHOE NUCbMO? ECnu HeT, Hal cneunanucT NoMoXeT BaMm B 3ToM. Bbl Taioke MoxeTe
nony4nTe JaHHOE NMMCbMO Ha BalleM sA3blke. s nonyyeHms 6ecnnaTtHoOM NOMOoLLM 3BOHUTE No Homepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

wnauadAN: vinugusaaiuaauuaaiuiiniali viavinwligunsasuaanunaaiuil
Ensadan i Ainau ivinuwe'ls vinudearalvidminidmiadauaanunalunszasvinudnes
madasnisauhiamdatanbifald3ne Tusainsdadafivunaiay 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khdng? Néu khéng, ching t6i c6 thé b tri nguwi gidp quy vi doc thw nay.
Quy vij ciing c6 thé nhan thw nay badng ngdn ngi¥ cha quy vi. Dé dwoc gitip d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Arvimmiin G Danes EAAE LU Buildin~e Aiankin~ia~ [.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
Complaint forms are available at

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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