
CAL COBRA / COBRA ENROLLMENT APPLICATION
Please complete this form and return to the program.  Use black or blue ink.  For optimum accuracy, please print in capital
letters and avoid contact with the edge of the box.  When you see a choice of one or more boxes, please put an X in the box
that most accurately applies. Please enter dates as Month/Day/Year.

GROUP NUMBER

EMPLOYEE LAST NAME EMPLOYEE FIRST NAME M. I.

SOCIAL SECURITY NUMBER

- -

HOME PHONE NUMBER

( ) -

APARTMENT CITY

HOME ADDRESS

STATE ZIP CODE

-

SELECT YOUR COVERAGE OPTION

EMPLOYEE ONLY

EMPLOYEE AND SPOUSE

EMPLOYEE AND CHILD(REN)

FAMILY

SPOUSE ONLY

CHILD(REN) ONLY

SPOUSE AND CHILD(REN) ONLY

GENERAL INFORMATION

COVERAGE INFORMATION

/ /

/ /

/ /

WHY ARE YOU ELECTING COBRA/CAL-COBRA?

BETWEEN THE EMPLOYEE AND SPOUSE AS OF: / /

You must elect medical coverage in order to elect
other coverage types. Other coverages are only available if
you have enrolled with them prior to COBRA enrollment.
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Revised 3/03/00

SALUTATION

MR. MRS. MS.

OTHER THAN MISCONDUCT ON:
 THE TERMINATION OF EMPLOYEE'S EMPLOYMENT FOR REASONS

 THE REDUCTION OF THE EMPLOYEE'S WORK HOURS ON:

 DEATH OF EMPLOYEE ON:

 THE LEGAL ANNULMENT, DISSOLUTION OF MARRIAGE OR DIVORCE

 DEPENDENT NO LONGER MEETS ELIGIBILITY REQUIREMENTS AS OF:

 EMPLOYEE IS ELIGIBLE FOR MEDICARE AS OF:

WHAT TYPE OF COVERAGE ARE YOU ELECTING?

MEDICAL

DENTAL

VISION

CHIROPRACTIC / ACUPUNCTURE

/ /

/ /
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CAL COBRA / COBRA ENROLLMENT APPLICATION

SIGNATURE OF APPLICANT (REQUIRED) DATE SIGNED

/ /

PAGE 2 of 2

SIGNATURE OF APPLICANT'S SPOUSE (REQUIRED IF LISTED ON APPLICATION) DATE SIGNED

/ /
SIGNATURE OF APPLICANT'S DEPENDENT (REQUIRED IF AGE 18 OR OVER AND LISTED ON APPLICATION) DATE SIGNED

/ /

Declarations

Read each of the following statements carefully.  Any untrue or inaccurate responses may be reason for loss of enrollment or application of
other sanctions.  By signing this application you are responsible for each statement.
     1)  I, the COBRA/Cal-COBRA applicant, will abide by the Program premium payment requirements and the laws and rules governing the
         program.
     2)  I have reviewed the services, coverage offered and rates of the participating health plan.
     3)  I understand that I must meet the Program requirements and the requirements of federal or state law for continuation of coverage
         under COBRA or Cal-COBRA.
     4)  I certify that I reside in the service area of the participating plan(s) that I have selected.
     5)  I understand that if I do not enroll my eligible dependents at this time, they cannot enroll through the Program until the next open
         enrollment period as authorized by the Program governing rules.
     6)  I understand that the plan my have waiting periods for certain dental services.
     7)  I declare that I will abide by the rules of participation, the utilization review process and the dispute resolution process of any
         participating plan in which I am enrolled.
     8)  I understand that the selected plan may require disputes to be resolved through binding arbitration.  (See disclosure below.)
     9)  By signing this application, I certify that the information is true and correct.  I understand that any untrue or inaccurate responses
         may be reason for loss of eligibility and enrollment.
    10)  I understand that if the former employer terminates its participation in the Program that my coverage under the Program will cease,
          although I may have continuation coverage through a successor plan with the former employer.

I hereby authorize health care providers to release medical, dental, vision, and complementary care information, including medical
information regarding substance abuse or mental/emotional conditions, pertaining to me or my dependents to the health plan(s) which I
have selected and to Pacific Health Advantage (also known as The Health Insurance Plan of California).  This information may be used for
any purpose related to enrollment and plan administration, including but not limited to utilization management, quality improvement,
disease or case management programs, and premium risk adjustment.  I further authorize payment of medical/dental/vision/complementary
care benefits to the provider of care.  A photocopy of this authorization is as valid as the original.  My authorized representative or I am
entitled to receive a copy of this authorization.

Authorization for Disclosure of Personal Information

Enrollment in many of the plans constitutes an agreement to have any dispute decided by binding arbitration and waiver of any right to a
jury or court trial.  Refer to the plan's Evidence of Coverage or Certificate of Insurance to determine whether the plan(s) you have
selected require binding arbitration.  If you choose a medical, dental, vision, or complementary care plan which requires resolution of
disputes through binding arbitration, you, your dependents and the plan are waiving any right to a jury or court trial.

Arbitration Notice

I, the COBRA/Cal-COBRA applicant certify the information provided on this application is true and correct.
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