B ®calfo

rniaChoice

Your Haalth. Your Choice®

721 South Parker, Suite 200, Orange, CA 52868
(800} 558-8B003 » www.calchoice.com

Medical / Dental / Life / Vision

Enroliment Application

COMPLETE WAIVER SECTION ON PAGE 4 IF YOU OR ANY OF YOUR DEPENDENTS ARE NOT ENROLLING.
COMPLETE AN EMPLOYEE CHANGE REQUEST FORM IF YOU ARE AN EXISTING MEMBER AND NEED TO MAKE CHANGES.
FOR PRIMARY CARE PHYSICIAN CHANGE ONLY, PLEASE CONTACT YOUR HEALTH PLAN DIRECTLY.

Select one [] New Business

Company Name

[] Naw Hira

Group #

[ New Renewal [] New COBRA [] Qualitying/Triggering Evant

f.\ Personal Information

Wireless Watchdogs

48040

Employee Job Title

Full-Time Emplo

ment Date (MM/DD/YYYY)

/

/

Gender (OJM [OF Status (] Married [JSingle [J Domastic Partner {exclude any oriantation periads, if applicabia)
Employse Last Name Employee Social Security #

Employes First Name M.L. Date of Birth (MM/DD/YYYY)

/ /

Home Phone # (200} XXOC-XXOOC E-mail Address
Physical Addre:s {Do not use P.OTBox) ApL # City
State P Code County
Mailing Address (¥ different from abave) Apt. # Clty

State P Code

County

B Enroliment Information

Camplete this section CNLY if you are elecling medical, dental and/or vision far yourself and dependents.

Spouas/Domestic Partner Child 1 m

[ Medical [ Medicat [ Medical O Medica! [ Medical
Enolling For? [ pental O pental [ pental O pental O pental
O vision O vision 0O vision O visien O vision
Last Name :.\\\\\\i\\\\\‘t\\\
First Name :\\\\\
Refationship to Employee ‘k \\\\ \\ O spouse [ D“"p ose
K \ \\ Socisl Security # reauwred Social Secusity # sgauised! Socid Security ¥ reaviced Social Security ¥ reauiced!
Soclal Security # :\ \ \
Gender S.\\ \\\\ \Q\ I Male [ Femala O Male [JFemaa | [(QMale []Female | [JMale []Femala
. \ \ MMDOAYYY MIADDVYYY MWDDAYYY WMMDOAYYY
Date of Birth :& \\ \\
Y ) .
Disabled? 3 > NG > > SN
e ooy o300 25 NN NN | OYes  [ONa [ Oves [N [Oves [N
= To envoll more dependents, complete sections A & B on an additional appfication.
COBRA Applicants s . .
Z'g;’{:‘d‘;:‘ Indicate Qualifying/Triggering Event Date of Qua(l';fmggnmnggenng Event
O coBsrA [ Termination of employment [] Child no longer saligible [] Medicare entiiement / ,
[ cal-COBRA O Reduction of hours O Divarcellega!  separation [] Death of employee

. {1 0of5)

[ PLEASE SIGN AND DATE APPLICABLE SECTIONS INSIDE APPLICATION ]
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. Print Employee Name Group #

E Medical Beneflt - IMPORTANT: Please selact ONE benefit plan from the metal tler(s) shown on your Enroliment Worksheet.

HEALTH PLAN |BRONZE SILVER GOLD PLATINUM
OrFrPo A |OHvoa OrPPoA |OHMCA OrPoa OPPOE OxMo A
ANTHEM |OPPOE* |[JHMO B [OPPOB |(OHMCB [JrroB
BLUE CROSS |[(Jero A |[Jeroa OPPOC OrPoc
Oero 8* OrrPoD
OMMO A [OHMO A OHMO A [QHMOC [JHMOE Oumoc OWMo e OOuMo G
HEALTH NET
OHMOC OxuMoBe [OHMOD [JHMOF OxMo D OHMOF OHMOH
KAl OnrMo A [OHMo A CIHMO D |JHMO B OHMo A
SER Mmoo |Oxmos Oxmo e |OHMoC Oxme B
PERMANENTE | ymo ¢r| OQuMo C COHMO D
Oeroa* |OePOA* (JerPOD |(JEPOA [JEPOD OerO A
OSCAR|[JEPOB [[JEFPCB OeroB OerO B
Oeroc |QEPOC QeroC
OHMo A [OHMOA OHMOC |(OJHMO A [JHMO D OHMO A [JHMOC
SHARP .
OuMmo B*|JHMO B OHMo B Oumo B
SUTTER[[(QJHMO A |[QHMO 8 OHMO A OHMO A
HEALTH PLUS [[JHMO B*|[JHMOC* OxNMO B OuxmoB
UNITED OxuMo A OHMOE |OHMO A [OHMQE CJHMOG [OQHMO1 [OHMOK|[OHMOA [JHMOD [JHMOF
HEALTHCARE OxmMO B OuMoBE OHMOF OHMOH [JHMOJ OxMoC OOHMOE [JHMO G
WESTERN HEALTH [(OHMORB |OHMO A [OHMOC'|(OHMO A [JHMOC OHMOA JHMOC
ADVANTAGE |[]HMO C*|[JHMO B OHmMo B [OJHMOD* OHmo 8
*HSA Qualfled High Deductible Plan
Employee Spause/Domastic Partner Child 1 Child 2 Child 3
Primary Care Physician**
Current Patient? Oyes [ONo [JYes [ONeo OYes [ONo COyes [INo COves [INo
Provider 10#
Provider City
O Check here i you would like your Health Plan lo assign you a Primary Care Physician,
“*A Pnimary Care Physician (PCP) is nof required for Kaiser Permanente, EPD and PPC benefit plans. If a PCP is not coniracted with your selected Heelth
Plan prior to enroiling or if a PCP is not listed, one will aulomatically be assigned to you.

(»] Optional Benefits - Ask yaur health plan administrator if any of the optional benefits below are being offerad by your employar.

Sections A, B & E of this applicatlon must be completed for all Optlonal Beneflts.
Life Insurance

Beneficlary Name(s) Relationship to You v+ Type of

Last Name First Name M. Date of Birth (l.e. spouse, frlend, child) “~*Percentage Beneficlary
WMAMDO v YY [ Primary

[ Secondary
MMDDAYYYY O Primary

[ Secondary
MDYy O Primary

[0 secondary

* If you are listing more than one primary beneficiary or more than one secondary beneficiary, please anter the percentage of the nsurance proceeds that
each individual should receive. The percentage of insurance proceeds must equal 100% for each type of beneficiary (primary or secondary). No secondary
beneficiaries will be entited to any part of the insurance proceeds if any primary beneficiary is living at the time of death of the insured.

Dental Coverage

MetLife DHMOt SmilkeSaver DHMOT Ameritas PPO [0 Check if dantist chosan is current provider
OMeET0 [OOMETBS | [0 [J3000 | CO3acoo [J3s00 [J4000 [J5000 [0 Chack if you wouid like a dentist assignad
thetdo and SmieSaver DHMO plans roquire Dentiat Name / Office {f lefl biank of denlisl is unavainble, one wil be assigned) ID#

setection of # famiy dentist Upon receipt of dental 1D
cards. you may elect othes dentists for dependeants.

Vision Coverage — IMPORTANT: Please select ONE benefit plan below

O Voluntary EyeMed (provided by Ameritas)®  [] Valuntary VSP (pravided by Ameritas)*  [] Vision One Discount Plan (Na Charga)
*Employee ia reaponaible for 100% of thia coat # selecied for coverage

Premium Only Plan (P.O.P.)

[J 4 want my portion of eligible insurance premiums paid on a pre-tax basis 228R3
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. Print Employee Name Group #

Your Legal Acknowledgement and
Mandatory Binding Arblitration Agreement (Read, sign and date where Indicated)

By submitting this signed application, | agree and understand that tha health plan | have chasen through the CaliforniaChoice® program shall
automatically have a lien on any payment of monias from any source, for servicaa rendered in conjunction with an injury caused by the acts or omigsiens of a
third party.

I agree for myself and my dependents to be bound by the benefits, copays, deductibles, exclusions, limitations and other terms aof the health plan’s small
group contract,

| authorize my physician, healthcara provider, hospital, clinic or other madicatly refated facility to furnish my, and my depandent's, protected health
information, including medical records, to the health plan | have chosen threugh the CaliforniaChaice program ar s authorized agents for the purpase of
review, investigation, or evaluation of an application or claim, and for quality assurance and utiization review. | authorize CalifomiaChoice and the health plan
| have chosen, and their agents, designees or representatives, to disclose to a hospital, health plan, insurer or healthcare provider any protecied health
information if such disdosure is necessary to allow the performance of any of those activities. This authorization shall become effective immediately and shafl
ramain in effect for up to 30 months from the date the avtharization was signad. | understand that [, or a parson authorized to act on my behalf, is antitled to
raceive & copy of this autharization form.

| have read and understand the information provided t¢ me pertaining tq the Premium Only Plans and the tax consequences,

| declare under the penalty of perjury under the laws of the state of Callfornla that the following statements are true, correct and pertain to the
employer nhamed on this application, myself and my dependents named on this application

- | am eithar actively, permanantly working for the amployer and cansiderad sligible by my employer because | wark aithar 20+ or 30+ hours per week, or |
am an eligible COBRA/Cai-COBRA pariicipant.
= [ am not a temporary, seasonal, per diem, 1093 or substitute employes of insured by of eligible to be insurad by the amployer’s union policy.

= My chidren's dates of birth ara accurate. My childran are ham to ma ar my spouse/domestic partner, or legally adaptad, or a nentemporary lagal ward,
and/or have an established parent-child relationship with me or my spouse/domestic partner. | understand that | am required ‘o notify CaliformiaChoice
whan an establishad parent-chid ralationship ceases to exist.

| understand that the preceding statements are subject to audit at any time and agree to provide CalifomiaChoice with any and atl information necessary lo
prove the above statements.

Al statements and answers | have given are true and comptate. | understand it is a crime to knowingly perform an act or practice constituting fraud or make
an intentional misrepresentation of material fact to an insurance company for the purpose of defrauding the company, Penalties may include imprisonmant,
fines or a denial of msurance benefits, | understand afl benefits are subject to conditions stated n the Group Contract and coverage documents. If my plan is
rescinded or cancelad, | will recaiva from my insurer a notice at feast 30 days prior to the sffactiva date of the rescission axplaining the reasons far the
intended rescission ang my right to appeal that decision ta the Commissioner of Insurance pursuant to subdivision (b) of Section 10273.4 of the California
Insurance Code. Notwithstanding subdivision (a) of Section 10273.4 or any othar provision of the law, | understand that after 24 months foflowing the issuance
of my health pian or insurance policy, my insurer may not rescind my health plan or insurance policy for any reason, and shall not cancel my health plan or
insurance paicy, limit any provisions of the health pian or policy, or raise premiums due to any omissions, misrepresentations, or inaccuracies in the
application for, whathar wilful or not

I understand that any persons, business or heakh plan that suffers a feas because of false-decarations contained in this statement may take legal action
against me to recover their losses.
* The represantations made ara the basis upon which coverage may be issued.

« The coverage may be cancelled or the employer's contract rescinded because of the performance of an act or practice constituting fraud or making of an
intentional misrepresentation of a material fact to an insurance company for the purposes of defrauding the company.

= } have READ, UNDERSTAND and ATTEST that | myself and my dependents have met all of the eligibiiity requirements.

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

MANDATORY BINDING AREBITRATION

| understand that, if | selact a Health Plan that uses mandatory binding arbitration to resolve disputes, 1 am agreaing to
arbitrate claims that relate to my or a dependent's membership in the Health Plan (except for Small Claims Court cases
and claims that cannot be subject to binding arbitration under governing law). | understand that any dispute between
myself, my heirs, relatives, or other associated parties on the one hand and the Health Plan, any contracted health
care providers, administrators, or other associated parties on the other hand for alleged violation of any duty arising
out of or related to membership in the Health Plan, including any claim for medical or hospital malpractice {a claim that
medical services were unnecessary or unauthorized or wera improperly, negligently, or incompetently rendered), for
premises liability, or relating to the coverage for, or dalivery of, services or items, irrespective of legal theory, must be
decided by binding arbitration under California law and not by lawsuit or resort to court process, except as applicable
law provides for judicial review of arbitration proceedings. | agree to give up our right to a jury trial and accept the use
of binding arbitration. | understand that the full arbitration provision is in the Health Plan's coverage document, which
is available for my review.

Employes SIGN HERE FOR MEDICAL, DENTAL, LIFE OR VISION COVERAGE  Print Name Today's Date (MM/DDAYYYY)

- / /

My signature acknowledges that 1 have read Section E, the applicable mandatary binding arbitration of the plan | setected in Section G and my
decision to anroll in the madical, dantal, lifa or vision coveraga that [ selected in Sections C and D.

22883
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MEDICAL / DENTAL WAIVER

IMPORTANT!
Complete this page only if you DO NOT WANT MEDICAL OR DENTAL COVERAGE for yourself and/or your eligibla dependents. If

offered by your employer, the life coverage benefit cannot be waived and you are required to complete an Enrollment Application.
Chiropractic coverage cannot be waived when enrolling for medical coverage.

- Personal Information

Company Name Company Phone # (XXX) JOOC-XXXX
Wireless Watchdogs - -

Employee Last Name

Employee Soclal Security #

Emplcyee First Name Group #

48048

2] Type of Walver

| have been offered coverage by my employer, but at this time | wish to DECLINE coverage as follows

1 rModlcd for [] Myself and Dependents [] Spouse [J Domastic Partner  [] Chid{ren) I

2) [ Dental for O Myseif and Dependents [] Spouse  [] Domastic Partner [ Child{ren)

(ed Reason

Required only If employee walving coverage - not required If walving coverage for dependents only
1} | Reason walving Medlical Carrler Name

[0 Other Group Coverage
O Medicare

O Medi-cal

O Indwiduet Policy

[ Other Reason {explanation required)

2) | Reason walving Dental Carrler Name
[] Other Group Coverage
[] Medicare

[ Medi-cal

[ Individual Policy

[0 other Reason {explanation raquired)

B | understand that by failing to elect coverage now, CHOICE Administrators® Insurance Services, Inc. will require me to wait to enroll until my

employer group's next open enroliment period, unless | experience a qualifying/triggering event that would allow me to enroll for coverage prior
to open enroliment.

B 1 understand that by failing to elect DENTAL coverage now, CHOICE Administrators Insurance Services, In¢. can also Impose a 8 month
pre-existing condition exclusion, both of which would begin at the time of my later decision to elect DENTAL coverage.

B 1 also undarstand that # my amployer is offaring life coverage, | CANNOT WAIVE LIFE COVERAGE,

This waiver provision wiil not apply H: 1) Court orders coveraga of a spouse or chifd and the request for enroliment occurs within 60 days of the
court order; or 2) Employae meefs ALL of the following: A) Was covered under another employer-sponsored heaith plan at the time of initial
eligibliity; B) Has added a new dependent as a result of marriage, domestic partnership, birth, adoption, or placement for adoption or has assumed a
parent-child relationship and if anroliment is raquested within 60 days after the marriage, domestic partnership, birth, adoption or placement for
adoption or has assumed a parent-child relationship OR empioyee or eligibie dependents loses minimum health care coverage, for any reason other

thrant due to failure to pay premiums, fraud, or intentional misrepresentation of material fact; C) Requests enroliment within 60 days of loss of
coverage.

Employee SIGN HERE TO WAIVE COVERAGE Prmt Name Today's Date (MM/DDYYYYY)
22883
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| @ Califo

(800) 558-8003 »

Who can be covered?

rniaChoice’

Your Health. Your Choice *
721 South Parker,

Suita 200, Orange, CA 92868
www., calchoice.com

Effectlve dates

Family Coverage

Eligibility Requirements

Requirements that MUST be met

New Spouse/
New Stepchild

If all required documentation is received
before tha 16th day of the menth of
mamage, premiums are charged for the
full month and coveraga bagins on the date
of marriage.

If 2l raquired documantation is racaived an
or aftar the 16th day of the manth of
marriage, coverage begins on the 1st of
the month following the date of receipt.

m New spouse must be legaly married to the employee
m New stapchild must also mest thae depandent childran requiramaents listad befaw

Birth/Adoption/
Legal Guardianship/
Eligible Dependent
Child

It birth/date of placement occurred

before the 16th of the month, coverage
bagins on the first day of the manth of the
date of birth/placement.

If birth/date of placement occurred on the
16th or after, child is automatically cavered
at no cast under Subscriber batwean data
of hirth/placement and thae first of tha
following month. Coverage for the
dependent begins on the first of the month
following the birth/date of placement,

MEDICAL, CHIRD, VISION and METLIFE & SMILESAVER DENTAL Depandent

aligibility:

m Bom to, a stepchild or legal ward of, adopted by, or have an established
parant-chid relationship with the eligible employess, employse spouse or
domestic partner

m Under age 26 {unless disabled, disabfity diagnosed prior to age 26)

AMERITAS DENTAL Dependent aligibility:

= Bom to, a stepchild or legal ward of, adoptad by, or have an astablished
parent-chiid relationship with the eligible emplayee, emplayee spouse or
domestic partner

m Finantially dapendent upon the empioyea per IRS guidalines

m Unmarriad or not mvoived in a domestic partnarship

m Undsr age 25 {unlass disabled, disability diagnosed prier to age 26)

Disabled Dependents: Dependents who are incapable of seif-support
bacause of continuous mental or physical disability that existed bafore the age
limit are eligible for coverage until the incapacity ends, Documentation of
disability will be requested, Once the ¢hild reaches the age limit for coverage,
venlication of eligibiity will occur annually al tha child's birthday.

Dependents must meet all requirements listed In erder to be
eligible for enroliment

Domestic Partner/
Chlld of Domestlc
Partner

ing Initial 1 ¥ 1
Renewal;
Coverage begins on group’s aeffectiva date.

Invol A
Domestic Partner can be added outside of
Ranewal only if ha/she loses othar
covarage mvoluntarily. Cavarage is
effactive the first of following month.

Mid-Year Addition: Mid-year additiorns of a
domestic partner will raquira a
state-stamped copy of the Declaration of
Domestic Partnership from the Califormia
Secretary of State within 60 days of
igsuance. If domestic partnars have filed a
Decdlaration of Domastic Partnarship and
have not yat recaived a copy from the state,
a signed Affidavit of Domestic Partnership
will be accepted, Domestic Partners agree
to provide a copy of the Declaration of
Domestic Partnarship within 60 days of
issuance. If all required documentation is
received before the 16th day of the morth in
which lhe domestic partnership was
established, premiums are charged for the
full month and coveraga begins on the date
of the avert. if ali raquirad documantation is
received on or after the 16th day of the
month in which the domestic partnership
was established, caverage begins on the
15t of the month fgllowing the date of
recaipt

H X + MDCYae g

rtnge 1o quali Y patic Partngr mus
u Bath have fled a duly exacuted Dedaration of Domastic Partnership with the
Secretary of State and will provide copies to CalifomiaChaice® within 80 days
of its Issue.

um Agree to nolify CalifomiaChoice immediately upan tarmination of domestic
partnership.

ildren

Employee and Domestic Partner must meet all requirements

listed in order to be eligible for enroliment

. (50f5)
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