Anthem Medicare Preferred (PPO)

Employer Group Health Disenrollment Form

Anthem. gy

BlueCross ®

Please fill out and carefully read all information below before signing and dating this disenroliment
form. We will notify you of the effective date of your disenrollment after we receive this form from you.

MM/DD/YYYY

Employer or Union Name: Group # CAEGRO010 Requested Disenroliment Date:
Laborers Health and Welfare Trust Fund for (/1 )
Northern California MMIDD/YYYY
Last Name: First Name MI CIMr.
[CIMrs.
[IMs.
Permanent Residence Street Address (P.O. Box is not allowed) | City State ZIP Code
Member Identification Number Date of Birth Home Phone Number
[IMale

JFemale ( ) -

Reason(s) for Disenroliment
(Check all that apply):

[IMoving out of the area.
[1Going to a Nursing home.
[1Going to Original Medicare.

[10Office wait too long.
CIProvider's termination.

[IPurchased a Medicare Supplement policy.

[IMedical copayments too high.

[JSome needed medical services not covered.
[IDrugs not covered by plan formulary.
[JGoing to Medicaid. CIDid not like PCP/Problems with PCP.

[IDid not intend to enroll. []Questions/Concerns not addressed by my doctor. appointments.

[1Questions not satisfactorily answered by
Customer Service.

[issues with sales representative.
[IProblems accessing specialists.

[1Too long a wait when scheduling

[ICould not get health care services when sick.
[IFriends, family and/or doctor recommended.
[1Other reason:

Please carefully read the following information before signing and dating this disenrollment form:

| understand that Medicare will automatically cancel my current membership in my plan as of the date my enrollment in another
Medicare Advantage or Medicare Prescription Drug Plan is effective. | understand that | might not be able to enroll in another plan
at this time. | also understand that if | disenroll from my Medicare prescription drug coverage and do not enroll in other such
coverage at this time, | may have to pay a higher premium for that coverage in the future.

Signature:

Today’s Date:
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If you are the authorized representative, you must sign above and provide the following information:
Name

Address
City State ZIP Code
Phone Number (__)- - Relationship to Enrollee

Please return this disenrollment form to:
Laborers Funds Administrative Office of Northern California, Inc.
5672 Stoneridge Drive, Suite 100
Fleaﬁamton, CA 94588

Anthem Blue Cross Life and Health Insurance Company is a LPPO plan with a Medicare contract.
Enrollment in Anthem Blue Cross Life and Health Insurance Company depends on contract renewal.

Anthem BC Health Insurance Company is an LPPO plan with a Medicare contract. Enrollment in Anthem BC
Health Insurance Company depends on contract renewal. Anthem Insurance Companies, Inc., operating in California
as Anthem BC Health Insurance Company (Anthem BC Health), is the legal entity that has contracted with the
Centers for Medicare and Medicaid Services (CMS) to offer the LPPO plan(s) noted above or herein. Anthem BC
Health is the risk-bearing entity licensed under applicable state law to offer the LPPO plan(s) noted. Anthem BC
Health has retained the services of its related companies and the authorized agents/brokers/producers to provide
administrative services and/or to make the LPPO plan(s) available in this region. Anthem BC Health Insurance
Company is the trade name of Anthem Insurance Companies, Inc. Independent licensee of the Blue Cross

Association.
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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 Customer Service for help (TTY: 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, 4361 Irwin Simpson Rd, Mailstop:
OHO0205-A537; Mason, Ohio 45040-9498 or by email to SeniorG&A Intake@anthem.com. Or you can
file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200
Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-
368-1019 (TTY: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint
forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Get help in your language

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 number on the back of your ID card.

English:
You have the right to get this information and help in your language for free. Call the Customer
Service number on your ID card for help. (TTY/TDD: 711)

Spanish

Tiene el derecho de obtener esta informacién y ayuda en su idioma en forma gratuita. Llame
al numero de Servicios para Miembros que figura en su tarjeta de identificacion para obtener
ayuda. (TTY/TDD: 711)

Arabic
el dalal) Cay el A8y e 3 ga sall lime ) cilend 28y sl Ulae lialy saeLusall 5 e slaal) 038 e Jgaasll &l (32,
.(TTY/TDD: 711 )'sx.Lmﬂ

Armenian

“Inip hpwynitp niubp Qb (Ekqynd wtddwp vnwbw) wyu mnkjuwnynipniop b gutjugus
oqunipinili: Oginipinil unwhwn hwiwp quiquhwptp Uinudibph nywuwpldwh jeinpn
Qtn ID pupwnh Ypu tpyws hwdwpny: (TTY/TDD: 711)

Chinese
EAEE RGNS &S &) - 558 TENY 1D R _EAYpk B BSRE =K i) -
(TTY/TDD: 711)
Farsi
Obod L oLl Oyge o T LgSas 5 oledb! ol 4SS uoy ity 1y G gl Law
)= S slael Olweasd 3Sy0 oyles 4 SoS adloyy ¢l o o oS adlyyy LSy e
(TTY/TDD: 711) . w08 wlead cawl odw »45 L5 lwlid oylsS sy
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Hindi
39S 91 I TSR IR A Y= HIST A~ H¥d A~ UIod el &l 3 UFR g1 Acg B
~AT AU ID FIEY W TEET AU 78 W Hied & |(TTY/TDD: 711)

Hmong

Koj muaj cai tau txais ghov lus ghia no thiab kev pab hais ua koj hom lus yam tsis xam tus nqi. Hu rau
tus nab npawb xov tooj lis Cov Kev Pab Cuam Rau Tswv Cuab nyob rau ntawm koj daim ID txhawm
rau thov kev pab. (TTY/TDD: 711)

Japanese
COBEMERIBEHFLTISETCEH TR LN TEET RIEETZ(T3(2(E ID H— RICEREHIN T
BAVN—HY—EABS(CEEFELTZSL (TTY/TDD: 711)

Khmer
HAM S EAUMISINALN8IS: 839 C TS IThM ANIURIH NN IR S ARG o
3 d‘t; % p)) % 3 9]

Korean
HoloA = E22 0| HEE
o

== @5 A7t JgUt =52
oo [otel ID =0 2

tes
Ho 2 M3ISIAMA|L. (TTY/TDD: 711)

Punjabi

3Ug Myt g g fog Areardt w3 Wee He3 feg YUz 996 w7 wifgarg J1 Hee st
WS mretst args €73 Agg rafefid 899 3 & 991 (TTY/TDD: 711)

Russian

Bbl MeeTe nNpaBo NONyYUTb JAHHYO MHOPMAUUIO U MOMOLLb Ha BalleM A3blke
6ecnnatHo. [Inga nony4yeHMs NOMOLM 3BOHUTE B OTAEN 0BCNYyXMBaHUSA y4aCTHUKOB MO
HOMepy, YKadaHHOMY Ha Ballen ngeHtugpukaumoHHom kapte. (TTY/TDD: 711)

Tagalog

May karapatan kayong makuha ang impormasyon at tulong na ito sa ginagamit ninyong
wika nang walang bayad. Tumawag sa numero ng Member Services na nasa inyong 1D
card para sa tulong. (TTY/TDD: 711)

Thai
vinulidnduafuusnissauaudayanazanudiendalummiaasvinuns
sldAvaneaudhausnssungnuuinsdsyandrzasvinuiiazannuzioéda (TTY/TDD: 711)

Vietnamese

Quy vi cé,quyén nhan mién phi théng tin nay va sv tro' giip bang ngdn ngi cGa quy vi. Hay
goi cho sb Dich Vu Thanh Vién trén thé ID cta quy vi d& dwoc gitp d&. (TTY/TDD: 711)
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Laborers Pension Trust Fund for Northern (aliiornia

Laborers Health and Weliare Trust Fund for Northern California

5672 Stonridge Drive Suite 100 #Pleasanton, CA 94588
Telephone: (707) 864-2800 ¢ Toll-free: (800) 244-4530

Authorization / Election

Please read all four options below. Choose one and check-off the appropriate box.

ENROLL IN RETIRED PLAN: | hereby authorize the Board of Trustees of the Laborers
Pension Trust Fund for Northern California to deduct the appropriate monthly charge from
my monthly pension check for participation in the Retired Laborers Health and Welfare Plan
which | have elected. | enclose the completed Retired Plan Benefit Application Form. |
understand that | may cancel this authorization at any time by providing the Fund Office
written notice 60 days in advance of the first day of the month | want coverage to terminate.

WITHDRAWAL FROM RETIRED PLAN: 1 do not wish to participate in the Retired

THE OPPORTUNITY TO ELECT RETIRED LABORERS HEALTH AND WELFARE

D Laborers Health and Welfare Plan. 1| UNDERSTAND THAT I MAY NOT BE GIVEN

COVERAGE AGAIN. You should be aware that if you are married and elect the “Joint-
and-Survivor Pension” Pension form of payment but you elect not to participate in the
Health and Welfare Plan, your surviving spouse will not be eligible to participate in that

Plan following your death.

CONTINUE ACTIVE COVERAGE THROUGH COBRA: | wish to continue participating
in the Active COBRA Laborers Health and Welfare Plan at this time, and hereby authorize
the Board of Trustees of the Laborers Pension Trust Fund for Northern California to deduct
the appropriate monthly charge from my monthly pension check. | reserve the right to
participate in the Retired Laborers Health and Welfare Plan at a later time and understand
that | must provide a written authorization to the Fund Office within 30 days from the date

the Active COBRA Plan expires.

ENROLLMENT DEFERRAL: | wish to defer enrollment in the Retired Laborers Health
and Welfare Plan at this time because | have other health coverage or a health insurance
|_ policy or program, including COBRA Continuation Coverage, individual insurance,

Medicaid or other public program, other than Medicare (please attach a copy of proof of
coverage). To reestablish my eligibility, 1 understand that I must enroll in the Retired

Laborers Health and Welfare Plan within 60 days after termination of my other coverage

and | must provide the Fund proof of termination of other health coverage.

Retiree’s Signature Date Signed

PRINT Name Social Security Number

LAB 0003 (Rev. 06/2009)
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