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pany Nam

e ____________________________________________________________________________________________________
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ber(s) __________________________________________________________________

Em
ployee:

�
Term

ination of em
ploym

ent
�

Reduction of Em
ployee’s w

ork hours

�
Benefits term

inated or reduced w
ithin one year before or after retired em

ployee’s em
ployer filing for bankruptcy under Chapter 11,if plan provides benefits for retirees.

Fam
ily M

em
ber:

�
Death of the em

ployee
�

Divorce or legal separation from
 em

ployee
�

Loss of dependent child eligibility
�

Em
ployee’s entitlem

ent to M
edicare

�
Benefits term

inated or reduced w
ithin one year before or after retired em

ployee’s em
ployer filing bankruptcy,if plan provides benefits for retirees.

If C
hildren are age 19 

or over,you m
ust check 

the appropriate 
boxes below
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M
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M
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M
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H
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O
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�
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�
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�
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ard

 Exclusive
�
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e H
M

O
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�
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er C
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d
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�
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M

O
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�
M

ed
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�
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t Buyer)

�
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er C
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d
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�
O
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�
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en
t Buyer Exclusive)

�
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S
(Blue C

ross Plus)*
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d
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# in
 Section

 III

D
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BRA
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C
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ice D
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n
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w
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D
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 D
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um
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D
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M
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D
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D
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IRS D
ependent

Full-Tim
e
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Prim

ary C
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o
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e

Is Th
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u
r

C
u
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D
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#
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�
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m
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�
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�
N

O

�
YES

�
N

O

�
YES

�
N

O

�
YES

�
N

O

M
onth

D
ay

Year

M
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D
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Are you retired?
�

Yes
�

N
o

If yes
Part A

�
Yes

�
N

o

Part B
�

Yes
�

N
o

D
o any of your D

ependents have M
edicare?

�
Yes

�
N

o

If yes for your dependent
Part A

�
Yes

�
N

o

Part B
�

Yes
�

N
o

N
am

e(s) of M
edicare D

ependent(s):

If yes for M
edicare for you and/or your Dependent(s),please provide your and/or their HIB num

ber and indicate the
entitlem

ent reason and M
edicare eligibility date for yourself and/or your Dependent(s).

HIB #_________________________________________________________________________

Entitlem
ent Reason:

�
O

ver 65
�

Disabled
�

ESRD

Effective Date of M
edicare _______ /_______ /_______

Nam
e

________________________________________________________________________

HIB #_________________________________________________________________________

Entitlem
ent Reason:

�
O

ver 65 
�

Disabled 
�

ESRD

Effective Date of M
edicare _______ /_______ /_______

Nam
e

________________________________________________________________________

Blue Cross of California and BC Life & H
ealth Insurance Com

pany are Independent Licensees of the Blue Cross Association.

Th
e B

lu
e C

ro
ss n

am
e an

d
 sym

b
o

l are reg
istered

 service m
arks of the Blue Cross Association.

M
edical and D

ental coverage provided by Blue Cross of California and/or BC Life & H
ealth Insurance Com

pany.w
w

w
.bluecrossca.com
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r d
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�
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�
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�
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�
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b
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V.
Yo

u
 m

ay co
n

tin
u

e yo
u

r h
ealth

 care coverag
e b

y:1)co
m

p
letin

g
 th

e rem
ain

d
er o

f th
is fo

rm
;

2)sig
n

in
g

 yo
u

r n
am

e in
 th

e b
lan

k sp
ace at th

e en
d

 o
f Sectio

n
 V

II o
f th

is fo
rm

;3)p
ayin

g
 yo

u
r To

tal
M

o
n

th
ly C

o
n

tin
u

atio
n

 Paym
en

t;an
d

 4)m
ailin

g
 th

is fo
rm

 to
 Blu

e C
ro

ss o
f C

alifo
rn

ia,n
o

 later th
an

sixty
(60) d

ays after th
e d

ate yo
u

 receive th
is n

o
tice.If yo

u
 fail to

 ch
o

o
se C

O
BRA

 C
o

n
tin

u
atio

n
 C

overag
e

w
ith

in
 sixty (60) d

ays after th
e d

ate yo
u

 receive th
is n

o
tice,yo

u
r q

u
alificatio

n
 fo

r coverag
e w

ill en
d.If yo

u
d

o
 ch

o
o

se C
O

BRA
 C

o
n

tin
u

atio
n

 C
overag

e,yo
u

r cu
rren

t coverag
e w

ill b
e co

n
tin

u
ed

 u
n

til th
e earliest o

f
th

e fo
llow

in
g

 d
ates:

(1)
Th

e d
ate elig

ib
ility fo

r C
O

BRA
 C

o
n

tin
u

atio
n

 C
overag

e en
d

s,as p
rovid

ed
 in

 Sectio
n

 V
III,o

r 
(2)

Th
e d

ate yo
u

 fail to
 m

ake tim
ely p

aym
en

ts o
f yo

u
r p

rem
iu

m
 fo

r C
O

BRA
 C

o
n

tin
u

atio
n

 C
overag

e,o
r

(3)
Th

e d
ate yo

u
r em

p
loyer d

isco
n

tin
u

es coverag
e w

ith
 Blu

e C
ro

ss o
f C

alifo
rn

ia,o
r

(4)
Th

e d
ate yo

u
 b

eco
m

e en
titled

 to
 M

ed
icare o

n
 th

e b
asis o

f ag
e (65 years),o

r th
e d

ate th
irty (30)

m
o

n
th

s after yo
u

 b
eco

m
e en

titled
 to

 M
ed

icare o
n

 th
e b

asis o
f en

d
 stag

e ren
al d

isease,o
r

(5)
Th

e d
ate yo

u
 b

eco
m

e covered
 u

n
d

er an
o

th
er g

ro
u

p
 h

ealth
 p

lan
 as a resu

lt o
f em

p
loym

en
t,

re-em
p

loym
en

t,rem
arriag

e,o
r o

th
erw

ise,u
n

less th
at o

th
er g

ro
u

p
 h

ealth
 p

lan
s co

n
tain

s an
 exclu

sio
n

o
r lim

itatio
n

 fo
r a p

re-existin
g

 co
n

d
itio

n
 fo

r w
h

ich
 yo

u
 are covered

 u
n

d
er yo

u
r cu

rren
t coverag

e w
ith

Blu
e C

ro
ss o

f C
alifo

rn
ia.In

 su
ch

 a case,th
e d

ate o
n

 w
h

ich
 yo

u
 w

o
u

ld
 lo

se elig
ib

ility fo
r C

o
n

tin
u

atio
n

C
overag

e w
ith

 Blu
e C

ro
ss o

f C
alifo

rn
ia is th

e d
ate fu

ll coverag
e b

eco
m

es availab
le to

 yo
u

 u
n

d
er th

e
o

th
er p

lan
,w

ith
o

u
t lim

itatio
n

s o
r exclu

sio
n

s fo
r p

re-existin
g

 co
n

d
itio

n
s.

If,at any tim
e d

u
rin

g
 th

e first sixty (60) d
ays o

f yo
u

r C
O

BRA
 C

o
n

tin
u

atio
n

 C
overag

e,yo
u

 are d
eterm

in
ed

u
n

d
er Title II o

r X
V

I o
f th

e U
n

ited
 States So

cial Secu
rity A

ct to
 b

e d
isab

led,yo
u

 m
ay b

e en
titled

 to
co

n
tin

u
e coverag

e w
h

ile yo
u

 are d
isab

led
 fo

r u
p

 to
 29 m

o
n

th
s fro

m
 th

e d
ate yo

u
 first q

u
alified

 fo
r

C
o

n
tin

u
atio

n
 C

overag
e u

n
d

er C
O

BRA
.C

o
n

tact th
e H

ealth
 Plan

 A
d

m
in

istrato
r at yo

u
r p

revio
u

s em
p

loyer
fo

r fu
ll in

fo
rm

atio
n

.

Th
e M

onth
ly C

on
tin

uation
 Paym

en
t is th

e cost of con
tin

ued
 coverag

e for th
e m

on
th

 b
eg

in
n

in
g

 on
 th

e
d

ate after th
e D

ate of Loss of C
overag

e.If you d
o n

ot p
ay your in

itial m
on

th
ly p

rem
ium

 w
ith

in
 45 d

ays
after your election

 of C
O

BRA
 C

on
tin

uation
 C

overag
e,or if p

aym
en

t of succeed
in

g
 p

rem
ium

s are n
ot

received
 w

ith
in

 th
e 30-d

ay g
race p

eriod
 th

ereafter,your coverag
e w

ill en
d.

N
o

te:If yo
u

 d
o

 n
o

t elect availab
le C

O
B

R
A

 C
o

n
tin

u
atio

n
 o

f M
ed

ical C
o

verag
e yo

u
 w

ill 
lo

se certain
 rig

h
ts u

n
d

er fed
eral law

 (H
IPA

A
) to

 g
u

aran
teed

 issu
e in

d
ivid

u
al co

verag
e.

V
I.

N
O

N
-PA

R
TIC

IPA
TIN

G
 P

R
O

V
ID

ER
:I u

n
d

erstan
d

 th
at I am

 resp
o

n
sib

le fo
r a g

reater p
o

rtio
n

 o
f m

y 
m

ed
ical co

sts w
h

en
 I u

se a n
o

n
-p

articip
atin

g
 p

rovid
er.

I attest b
y sig

n
in

g
 b

elow
 th

at I h
ave review

ed
 th

e in
fo

rm
atio

n
 p

rovid
ed

 o
n

 th
is ap

p
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n
 an

d
 to

 th
e b

est o
f

m
y kn

ow
led

g
e an

d
 b

elief,it is tru
e an

d
 accu

rate w
ith

 n
o

 o
m

issio
n

s o
r m

isstatem
en

ts.
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A
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A
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N
 A

G
R

EEM
EN

T:If yo
u

r co
verag

e is u
n

d
er a p
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p

lo
yer p

lan
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o
vern

ed
 b

y ER
ISA

(Em
p

lo
ym

en
t R

etirem
en

t In
co

m
e Secu

rity A
ct o

f 1974),certain
 d

isp
u

tes m
ay n

o
t b

e su
b

ject to
 th

e
fo

llo
w

in
g

 arb
itratio

n
 p

ro
visio

n
s:I u

n
d

erstan
d

 th
at any an

d
 all d

isp
u

tes b
etw

een
 m

yself (an
d

/o
r any

en
ro

lled
 fam

ily m
em

b
er) an

d
 Blu

e C
ro

ss o
f C

alifo
rn

ia/ BC
 Life &

H
ealth

,in
clu

d
in

g
 claim

s fo
r m

ed
ical

m
alp

ractice,m
u

st b
e reso

lved
 b

y b
in

d
in

g
 arb
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n

,
if th

e am
o

u
n

t in
 d

isp
u

te exceed
s th

e ju
risd

ictio
n

al lim
it o

f th
e Sm

all C
laim

s C
o

u
rt,an

d
 n

o
t b

y law
su

it o
r

reso
rt to co

urt p
ro

cess,excep
t as C

alifo
rn

ia law
 p

rovid
es fo

r ju
d

icial review
 o

f arb
itratio

n
 p

ro
ceed

in
g

s.
U

n
d

er th
is coverag

e,b
o

th
 th

e m
em

b
er an

d
 Blu

e C
ro

ss/BC
 Life &

 H
ealth

 are g
ivin

g
 u

p
 th

e rig
h

t to
 h

ave
any d

isp
u

te d
ecid

ed
 in

 a co
u

rt o
f law

 b
efo

re a ju
ry.Blu

e
C

ro
ss/ BC

Life &
 H

ealth
 an

d
 th

e m
em

b
er also

ag
ree to

 g
ive u

p
 any rig

h
t to

 p
u

rsu
e o

n
 a class b

asis any claim
 o

r co
n

troversy ag
ain

st th
e o

th
er.Fo

r
m

o
re in

fo
rm

atio
n

 reg
ard

in
g

 b
in

d
in

g
 arb

itratio
n

,p
lease refer to

 yo
u

r Evid
en

ce o
f C

overag
e/C

ertificate.

If I am
 en

ro
lled

 in
 an

 em
p

loyer-sp
o

n
so

red
 b

en
efit p

lan
 th

at is su
b

ject to
 ERISA

 (Em
p

loyee Retirem
en

t
In

co
m

e Secu
rity A

ct o
f 1974,29 U

.S.C
.sectio

n
 1001,et seq.) I u

n
d

erstan
d

 th
at any d

isp
u

te invo
lvin

g
 an

ad
verse b

en
efit d

eterm
in

atio
n

 fo
r a h

ealth
 claim

 m
ay n

o
t b

e su
b

ject to
 m

an
d

ato
ry b

in
d

in
g

 arb
itratio

n
.

H
ow

ever,I fu
rth

er u
n

d
erstan

d
 th

at any d
isp

u
te I m

ay h
ave w

ith
 resp

ect to
 an

 ad
verse b

en
efit

d
eterm

in
atio

n
 fo

r a h
ealth

 claim
 m

ay b
e su

b
m

itted
 to

 vo
lu

n
tary b

in
d

in
g

 arb
itratio

n
 after th

e ERISA
 

claim
 ap

p
eal p

ro
cess is co

m
p

leted.
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 C
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E
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D
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A
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R
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R
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R
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U
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P
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O
N
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A
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O
U

P
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 C
O

V
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A
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N
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e
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D
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M
ED
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A

R
E SEC

TIO
N

(SH
A

D
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 SEC
TIO

N
S I,II,III A

N
D

 V
III A

R
E R

EQ
U
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)

V
III:G

RO
U

P PLAN
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FO
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ATIO
N

 TO
 BE CO

M
PLETED

 BY EM
PLO

YER AT TH
E TIM

E CO
BRA N

O
TICE IS PRO

VID
ED

 TO
 EN

RO
LLEE

II:
SELEC

TED
 C

O
V

ER
A

G
E

III:
EM

P
LO

Y
EE &

 FA
M

ILY
 IN

FO
R

M
A

TIO
N

 Please list below
 the fam

ily m
em

bers that w
ere covered under your previous group health plan that you w

ish to continue coverage under either Federal CO
BRA

 or Cal-CO
BRA

.

IV
:

D
O

 YO
U

 O
R YO

U
R D

EPEN
D

EN
TS H

AV
E O

TH
ER H

EA
LTH

 CA
RE CO

V
ERA

G
E? IF YES,PLEA

SE CO
M

PLETE TH
IS SECTIO

N
 IN

CLU
D

IN
G

 M
ED

ICA
RE

(if applicable)

D
ate of Federal CO

BRA
 Q

ualifying Event
D

ate of Loss of Coverage
D

ate W
hen Federal CO

BRA
 Continued Coverage Ends

Cal-CO
BRA

 Effective D
ate

X

D
ate W

hen Cal-CO
BRA

 Coverage Ends

D
ate N

otice G
iven

Signature
Title of Plan H

older Representative
Telephone N

o.

Enrollee’s initials 
upon receipt of notice



C
O

B
R

A
 En

ro
llm

en
t Fo

rm
Fed

eral C
O

B
R

A
/C

al-C
O

B
R

A
W

o
rksh

eet In
stru

ctio
n

s

SEC
TIO

N
 I:

P
ER

SO
N

A
L IN

FO
R

M
A

TIO
N

SEC
TIO

N
 II:

SELEC
TED

 C
O

V
ER

A
G

E

SEC
TIO

N
 III:

EM
P

LO
Y

EE &
 FA

M
ILY

 IN
FO

R
M

A
TIO

N

R
equested inform

ation is required.

C
heck the appropriate boxes. R

equested inform
ation is required.

R
equested inform

ation is required.

P
lease check the Totally D

isabled box only if the condition prohibits you/your dependent from
 w

orking or
perform

ing daily activities.

To be eligible as a D
om

estic Partner, the Subscriber and D
om

estic Partner m
ust have properly filed a D

eclaration 
of D

om
estic Partnership w

ith the C
alifornia Secretary of State pursuant to the C

alifornia Fam
ily C

ode, or have
properly filed an equivalent docum

ent in accordance w
ith the law

s of another jurisdiction recognizing the creation of
dom

estic partnerships.

For B
lue C

ross H
M

O
 and P

O
S m

em
bers only: E

ach person listed m
ust receive all m

edical care through the M
edical

G
roup or Independent Practice A

ssociation he or she has selected in order to receive the H
M

O
 benefit, and m

ust
live or w

ork w
ithin the service area of the group selected. Select a Prim

ary C
are P

hysician from
 the listing in your

Provider D
irectory. You m

ust indicate the Prim
ary C

are P
hysician num

ber w
hich is listed below

 the physician’s nam
e

or after the address. (If you select an IPA
, you m

ust select a Prim
ary C

are P
hysician from

 w
ithin the IPA

.)

For D
ental N

et and B
lue C

ross D
ental SelectH

M
O

 only: E
ach fam

ily m
em

ber needs to select a dental office (for
Federal C

O
B

R
A

 enrollees only).

EM
P

LO
Y

EE C
O

P
Y

 -
R

etain the canary copy of this form
 for your records.
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U
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EN
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EN
TS H

A
V

E O
TH

ER
 H

EA
LTH

 C
A

R
E C

O
V

ER
A

G
E?

P
lease fill in requested inform

ation if applicable, including M
edicare.

SEC
TIO

N
 V

III:
IN

FO
R

M
A

TIO
N

 TO
 B

E C
O

M
P

LETED
 B

Y
 EM

P
LO

Y
ER

P
lease fill in requested inform

ation and sign.

SEC
TIO

N
S V
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II:

C
O

N
TIN

U
A

TIO
N

 O
F G

R
O

U
P

 H
EA

LTH
 C

A
R

E C
O

V
ER

A
G

E

C
ontinuation of coverage, A

uthorizations. P
lease read and sign.


