Health Account Management Division
Q P.O. BOX 942715
/ . S to, CA 94229-2715
A, CalPEI{S Health Benefits Plan Enrollment  sss capERS (o 888.225.7377) | TTY (877) 249-7442
. 800) 959-6
for Active Employees (HBD-12) [/ SooL o000
SECTION A: Applicant Information

Employee Name:  (First) (M.1) (Last) Hire Date: (mm/ddlyyyy)
N/A

CalPERS ID or Social Security Number: P Date of Birth: (mm/dd/yyyy) PGender: [] Male []Female

Residence Address: (Street) (City) (State) (21P) (County)

Mailing Address (if different):  (Street) (City) (State) (21P) (County)

Use Work ZIP Code for Health Eligibility: ] ves [] No

If yes, enter zip code here: (ZIP)

8 E-mail Address: m Primary Phone: Alternate:

SECTION B: Type of Action

[ 11.] [ ] Enrollin a Health Plan [ | Add/Delete Dependents [ ] Change Health Plan [ | Cancel All Coverage [ | Decline Coverage
SECTION C: Type of Permitting Event

12, [ ] New Employee [ ] Ngegvngfntracting [ ] Marriage or Domestic Partnership Date (mmiddiyyyy): [] (E)rﬁ)%rlment [] Move

[ ] Delete Dependent Due to Death [_] Divorce or Domestic Partnership Termination [_| Eidrt':hp/tion [ ] Other:
ﬂ Permitting Event Date: (mm/dd/yyyy) ? Name of Health Plan:

N/A
SECTION D: Subscriber and Dependent Information (List yourself and all of your dependents to be enrolled on your health plan)
| 15. | i Relationship Date of | ¢ )pERS ID or Social . Primary Care
Name (First, M.l., Last) Code *' Gender (mm%gt/?yyy) Security Number Action Physician
] Male [T Add
SELF [] Female [] Delete
] Male ] Add
[] Female [] Delete
] Male ] Add
[] Female [] Delete
] Male ] Add
[] Female [] Delete
] Male [] Add
[] Female [] Delete
] Male ] Add
[] Female [] Delete

*1 Relationship Codes: S - Spouse DP - Domestic Partner NC - Natural Child  SC - Step Child AC - Adopted Child DPC - Domestic Partner Child PCR - Parent Child Relationship

SECTION E: Enrollment

mTo enroll, carefully review the information in this section and check the box:

D | ELECT TO ENROLL in (or MAKE CHANGES TO) a health benefits plan as indicated above and agree to authorize deductions from my salary to cover my
share of the cost of enrollment as it is now or as it may be in the future. 1 CERTIFY that the information provided herein is accurate and listed dependents
are eligible family members as defined in the Public Employees' Medical and Hospital Care Act.

I VOLUNTARILY enroll into the selected Health Plan. | AGREE to read the associated Evidence of Coverage (EOC) and any subsequent EOCs in the
following years to understand the benefits of the plan. The Subscriber and all eligible dependents agree to all the terms and conditions of the EOC and the
Health Plan.

| UNDERSTAND that enrolling in certain health plans requires binding arbitration and that any dispute as to medical malpractice, that is as to whether any
medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be
determined by submission to arbitration as provided by California Law and not by a lawsuit or resort to court process except as California law provides for
judicial review of arbitration proceedings. The parties to this agreement, by entering into it, are giving up their constitutional right to have any such dispute
decided in a court of law before a jury and instead are accepting the use of arbitration.

To decline, carefully review the information in this section and check the box:
D | DECLINE ENROLLMENT into the CalPERS Health Program for myself and my dependents.

Employee Signature: P Date: (mmiddiyyyy)
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