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This document is an outline of the coverage proposed by the carrier(s), based on information provided by your company. It does not
include all of the terms, coverage, exclusions, limitations, and conditions of the actual contract language. The policies and contracts
themselves must be read for those details. Policy forms for your reference will be made available upon request.

The intent of this document is to provide you with general information regarding the status of, and/or potential concerns related to,
your current employee benefits environment. It does not necessarily fully address all of your specific issues. It should not be
construed as, nor is it intended to provide, legal advice. Questions regarding specific issues should be addressed by your general
counsel or an attorney who specializes in this practice area.



Who is Eligible?

If you are a Tulare County Probation Association full-time employee you,
your spouse, and your dependent children to age 26 are eligible to enroll
in the Medical, Dental & Vision benefits described in this guide. TCPA
retirees under the age of 65 and their eligible dependents under the age
of 65 are also eligible for benefits under the TCPA Early Retiree Plan.

How to Enroll

The first step is to review your current benefit elections. Verify your
personal information and make any changes if necessary. Make your
benefit elections. Once you have made your elections, you will not be
able to change them until the next open enrollment period unless you
have a qualified change in status.

When to Enroll

The benefits you elect will be effective from January 1, 2024 through
December 31, 2024. New hires will be eligible the first of the month
following 2 months from their date of hire. Tulare County employees
transferring to TCPA Bargaining Unit 12 are effective the first of the
month following the date benefits end under your prior Tulare County
plan.

When to Make Changes

Unless you have a qualified change in status, you cannot make
changes to the benefits you elect until the next open enroliment period.
Qualified changes in status include: marriage, divorce, legal separation,
birth or adoption of a child, change in child’s dependent status, death of
spouse, child or other qualified dependent, change in residence due to
an employment transfer for you or your spouse, commencement or
termination of adoption proceedings, or change in spouse’s benefits or
employment status. You have 30 days from a change in family status to
make changes.



What to do for the 2024 Open Enrollment Period

Tulare County Probation Association Open Enrollment will run from 10/04/2023 - 10/20/23

Anthem Medical Plans: There will be no plan changes to the current Anthem Medical Plans. Rates are increasing
slightly. If you do not wish to make changes to your current enrolled dependents or your plan elections, then nothing is
needed. Your current benefits will roll over. If you wish to make changes, you will need to complete a new Anthem
enroliment form. Note: If you enroll in the Anthem HMO plan, you are required to choose a Primary Care
Physician. If you do not choose a PCP, Anthem will assign one to you.

Kaiser Medical Plan: Kaiser has implemented significant premium increases to all their book of business nationwide.
In order to reduce premium costs, we have made significant plan design changes. Premiums will still be increasing
with the plan design changes. All members enrolling in Kaiser will need to complete the attached Kaiser
enrollment form and sign their arbitration agreement.

Metlife Dental and Vision Plans: No plan design changes are being implemented for January 1, 2024.

EMPLOYEE OPEN ENROLLMENT ACTION ITEMS:
. Review the benefit summaries and premium deduction sections enclosed in this document.
. If you would like to make any changes to your current elections such as adding/deleting dependents or switching to a
different benefit plan offered, you will be required to complete an enroliment form.

3. If you are an eligible TCPA employee who is currently not enrolled in the TCPA health plan and you would like to enroll
for January 1, 2024, you must complete an enroliment form.

4. All employees wanting to waive coverage for the 2024 plan year must complete an Opt-Out form. A new Opt Out
form is required every plan year that you are eligible for benefits and waive your benefits under TCPA.

5. All employees enrolling in Kaiser must complete a new application.

N —

IMPORTANT NOTES:

Kaiser plan is changing from a Zero deductible plan design to a $750 deductible plan design. All members
enrolling in Kaiser are required to complete a new enroliment form.

If you are not enrolling in Kaiser and do not wish to make any changes, you will not be required to complete a
new enrollment form. January 2024 premium deduction changes will reflect on your first December paycheck.
Elections made now will remain until the next open enrollment, unless you or your family members experience a
qualifying event. If you experience a qualifying event, you must notify your HR and submit plan change
paperwork to Gallagher within 30 days of the event.

Enrollment & Waiver forms are included at the end of this booklet.

If you have any questions regarding the TCPA Open Enrollment, please contact your Gallagher Benefits Team.

Client Manager: Valerie VanZandt Valerie VanZandt@ajg.com 559.635.3579
Client Associate:  Jennifer Toledo Jennifer_Toledof@ajg.com 559.635.3572

Submit Enrollment Change Forms to Gallagher: Valerie VanZandt and Jennifer Toledo
Submit Waiver Opt Out Forms Ben Admin{@co.tulare.ca.us and Valerie VanZandt and Jennifer Toledo




Tulare County Probation Association

Medical Benefits

Administered by Anthem

Comprehensive and preventive healthcare coverage is important in protecting you and your family from the financial risks of
unexpected illness and injury. A little prevention usually goes a long way—especially in healthcare. Routine exams and regular

preventive care provide an inexpensive review of your health. Small problems can potentially develop into large expenses. By
identifying the problems early, often they can be treated at little cost.

Comprehensive healthcare also provides peace of mind. In case of an illness or injury, you and your family are covered with an
excellent medical plan through Tulare County Probation Association.

Tulare County Probation Association offers you a choice of two (2) PPO and one (1) HMO medical plans. With the PPO, you may
select where you receive your medical services. If you use in-network providers, your costs will be less.

Anthem Premier . )
HMO 20/100% Anthem Classic PPO 500/20/40/20 |Anthem Classic PPO 1000/35/55/20

In-Network In-Network Out-of-Network In-Network Out-of-Network
Lifetime Benefit Maximum Unlimited Unlimited Unlimited
. . . $500 single / $1,500 single / $1,000 single / $3,000 single /
Annual Beductible $0 single / $0 family $1,500 family $4.500 family $3,000 family $9,000 family
, $1,500 single / $3,500 single / $10,500 single / $5,000 single / $15,000 single /
A QU e i $3,000 family $7,000 family $21,000 family $10,000 family $30,000 family
Coinsurance 0% 20% 40% 20% 40%

Doctor’s Office
Primary Care Office Visit $20 copay per visit $20 copay per visit  40% after deductible ~ $35 copay per visit ~ 40% after deductible
Specialist Office Visit $20 copay per visit $40 copay per visit  40% after deductible  $55 copay per visit ~ 40% after deductible

Preventive Care

(screenings, immunizations) 0% 0% 40% after deductible 0% 40% after deductible

Prescription Drugs

Retail—Tier 1a - Typically Lower $5 copay per $5 copay per 50% up to $250 copay $5 copay per 50% up to $250 copay
Cost Generic (30-day supply) prescription prescription per prescription prescription per prescription
Retail—Tier 1b - Typically Generic $15 copay per $20 copay per 50% up to $250 copay $20 copay per 50% up to $250 copay
(30-day supply) prescription prescription per prescription prescription per prescription
Sf;ﬁngﬁirn%F; ;—féﬂgz"é:rzgzred $30 copay per $30 copay per 50% up to $250 copay $30 copay per 50% up to $250 copay
(30-day supply) prescription prescription per prescription prescription per prescription
Retail—Tier 3 - Typically Non- $

- 50 copay per $50 copay per 50% up to $250 copay $50 copay per 50% up to $250 copay
Pzt BEn 2l Cisie prescription prescription per prescription prescription per prescription

(30-day supply)

Retail—Tier 4 - Typically Preferred

0, 0, 0, 0, 0,
Specialty (Brand and Generic) 30% up to $250 copay 30% up to $250 copay 50% up to $250 copay 30% up to $250 copay 50% up to $250 copay

(30-day supply) per prescription per prescription per prescription per prescription per prescription
Mail Order—Tier 1a - Typically
Lower Cost Generic $1 i‘i%gﬁgﬁgnper $12p'rse%gﬁgﬁgnper Not Covered $1 %feggﬁgﬁgnper Not Covered

(90-day supply)
Mail Order—Tier 1b - Typically

Generic $37.;5eosg.:i>p;\gnper $5?e(;2ﬁa¥§r?r Not Covered $5?e§2ﬁa¥£:r Not Covered

(90-day supply) prescrip prescrip prescrip

Mail Order—Tier 2 — Typically

Preferred Brand & Non-Preferred $90 copay per $90 copay per $90 copay per

Generic prescription prescription N e prescription Not\Covered

(90-day supply)

Mail Order—Tier 3 - Typically Non-

Preferred Brand and Generic i copay per . copay per Not Covered il copay per Not Covered
prescription prescription prescription

(90-day supply)

Mail Order—Tier 4 - Typically

Preferred Specialty (Brand and 30% up to $250 copay 30% up to $250 copay Not Covered 30% up to $250 copay
Generic) per prescription per prescription per prescription
(90-day supply)

Not Covered



2024 Benefit Summary

Medical Benefits (Continued)
Administered by Anthem

Anthem Premier Anthem Classic PPO :
HMO 20/100% 500/20/40/20 nthem Classic PPO 1000/35/55/20

In-Network In-Network Out-of-Network In-Network Out-of-Network

Hospital Services _

$150 copay per visit $150 copay per visit $150 copay per visit ~ $150 copay per visit

Emergency Room

(Copay waived if admitted) $100 copay per visit thc(ejn 20% after then 20% after then 20% after then 20% after
eductible deductible deductible deductible
Inpatient 0% 20% after deductible 40% after deductible 20% after deductible 40% after deductible
Outpatient Surgery 0% 20% after deductible 40% after deductible 20% after deductible 40% after deductible
Ambulance Service $100 copay per trip 20% after deductible 20% after deductible

Mental Health Services

Inpatient Services 0% 20% after deductible 40% after deductible 20% after deductible 40% after deductible
Office Visit: $20 gg")‘;ey\g:f:v?sft? Qi \F’)'Z'rtviis copay
Outpatient Services copay per visit Other Outpati ,t' 40% after deductible Other Outpati ’ t 20% 40% after deductible
Other Outpatient: 0% er Dutpatient. S OUUpEE: A0z
20% after deductible after deductible

Substance Abuse Services
Inpatient Services 0% 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Office Visit: $20 Office Visit: $35 copay

copay per visit; o . per visit;
Other Outpatient: 40% after deductible Other Outpatient: 20%

20% after deductible after deductible

Office Visit: $20
Outpatient Services copay per visit
Other Outpatient: 0%

40% after deductible

Other Services

Maternity Services $20 copay per visit  $20 copay per visit 40% after deductible  $35 copay per visit ~ 40% after deductible

All other maternity hospital/

0, 0, H 0, H 0, H 0, 1
physician services 0% 20% after deductible 40% after deductible 20% after deductible 40% after deductible

. . . $20 copay per visit  $20 copay per visit 40% after deductible $35 copay per visit ~ 40% after deductible
M e e Siriees (20 visits) (30 visits) (30 visits) (30 visits) (30 visits)
Physical, Occupational and Speech

Therapy Services $20 copay per visit* 20% after deductible 40% after deductible 20% after deductible 40% after deductible

Skilled Nursing

150-day calendar year maximum 0% 20% after deductible 40% after deductible 20% after deductible  40% after deductible

*physical and occupational therapies is limited to 40 visits and Therapy is limited to 20 visits



Tulare County Probation Association

Medical Benefits - NEW BENEFITS FOR 2024

Administered by Kaiser
Comprehensive and preventive healthcare coverage is important in protecting you and your family from the financial risks of
unexpected illness and injury. A little prevention usually goes a long way—especially in healthcare. Routine exams and regular

preventive care provide an inexpensive review of your health. Small problems can potentially develop into large expenses. By
identifying the problems early, often they can be treated at little cost.

Comprehensive healthcare also provides peace of mind. In case of an illness or injury, you and your family are covered with an
excellent medical plan through Tulare County Probation Association.

Tulare County Probation Association offers you a choice of one (1) HMO medical plan. through Kaiser.

DHMO Plan 8782

In-Network
Lifetime Benefit Maximum Unlimited
Annual Deductible $750 single /

$750 Individual in a family & $1500 total family
Annual Out-of-Pocket Maximum

) - $3,000 single /
(includes deductible) $3,000 Individual in a family & $6,000 total family
Coinsurance 0%

Doctor’s Office
Primary Care Office Visit $25 copay per visit

Specialist Office Visit $25 copay per visit

Preventive Care

: : L 09
(screenings, immunizations) %

Prescription Drugs

Retail—Generic Drugs $10 copay per prescription
(30-day supply)
Retail—Preferred Brand Drugs

(30-day supply) $30 copay per prescription

Retail—Non-Preferred Brand Drugs D) e 0T SESE
(30-day supply) pay perp P
Specialty Drugs o e
(30-day supply) 20% up to $250 copay per prescription
Mail Order—Generic Drugs $20 copay per prescription
(100-day supply)

Mail Order—Preferred Brand Drugs W) ey [ SESErEE
(100-day supply) pay perp P
Mail Order—Non-Preferred Brand Drugs

(100-day supply) $60 copay per prescription

Hospital Services

Emergency Room 20% after Deductible

Inpatient 20% after Deductible
o )

Outpatient Surgery 20% after Deductible

Ambulance Service $150 per trip / Deductible Waived



2024 Benefit Summary

Medical Benefits - NEW BENEFITS FOR 2024 (Continued)

Administered by Kaiser

Mental Health Services

DHMO Plan 8782

In-Network

Inpatient Services

Qutpatient Services*

Substance Abuse Services

20% after deductible

Evaluation & Treatment: $25 copay per individual visit,
$12 copay per day for group outpatient services

Inpatient Services

Outpatient Services*

Other Services

20% after deductible

Evaluation & Treatment: $25 copay per individual visit,
$12 copay per day for group outpatient services

Maternity Services

All other maternity hospital/ physician services

MRI, Most CT & PET scans

Physical, Occupational and Speech Therapy Services

Skilled Nursing
100-day calendar year maximum

Same as Medical

Same as Medical

20% deductible waived, up to $150 per procedure

Outpatient: $25 copay per visit

0%



Tulare County Probation Association

Dental Benefits
Administered by MetLife

Good oral care enhances overall physical health, appearance and mental well-being. Problems with the teeth and gums are common
and easily treated health problems. Keep your teeth healthy and your smile bright with the Tulare County Probation Association
dental benefit plans.

All Active Full Time Employees | All Active Retiree Employees
30 Hours 30 Hours
“ In-Network and Out-of-Network |In-Network and Out-of-Network

Annual Deductible $50 per person; $150 family limit $50 per person; $150 family limit
Annual Benefit Maximum $2,000 $2,000

Preventive Dental Services (Examinations, Cleanings,

Space Maintainers, Fluoride, Bitewing X-Rays, Periapical 100% 100%

X-Rays)

Basic Dental Services (Sealants, Full Mouth X-Rays,

Consultations, Amalgam Fillings, Root Canal, Periodontal

Maintenance, Periodontal Surgery, Scaling & Root

Planing, Prefabricated Crowns, Labs & Other Tests, 80% after deductible 80% after deductible
Pulpotomy, Pulp Capping, Pulp Therapy, Apexification &

Recalcification, Periodontics — Non-Surgical, Oral

Surgery: Surgical Extractions)

Major Dental Services (Crown Buildups / Post Core,
Repairs, Recementations, Dentures, Immediate Temporary 50% after deductible 50% after deductible
Dentures — Complete)

Orthodontia Services (covered to age 19) 50% to $1,000 lifetime maximum 50% to $1,000 lifetime maximum




2024 Benefit Summary

BASE VISION PLAN
Vision Benefits Exam 1 x 12 mos / Lenses 1 x 12 mos / Frames 1 x 24 mos

Administered by MetLife

Regular eye examinations can not only determine your need for corrective eyewear but also may detect general health problems in
their earliest stages. Protection for the eyes should be a major concern to everyone.

Your coverage from a MetLife doctor

All Active Full Time Employees - high plan (30 Hours)

Out-of-Network
(any qualified non-network
provider of your choice)

In-Network

Service (any MetLife provider)

Er}\Ic?eEeX\?en:y_Q months %0 copay Uglioias
Lenses — once every 12 months

Single Vision Lenses $25 copay Up to $30
Lined Bifocal Lenses $25 copay Up to $50
Lined Trifocal Lenses $25 copay Up to $65
Lenticular Lenses $25 copay Up to $100
onca overy 24 months (acitonal 20%) Up to $70

Contact Lenses —
once every 12 months if you elect contacts instead of lenses/frames

Elective $130 allowance Up to $105

Necessary Covered in full Up to $210

10



Tulare County Probation Association

Vision Benefits BUY UP VISION PLAN
Administered by MetLife Exam 1 x 12 mos / Lenses 1 x 12 mos / Frames 1 x 12 mos

Regular eye examinations can not only determine your need for corrective eyewear but also may detect general health problems in
their earliest stages. Protection for the eyes should be a major concern to everyone.

Your coverage from a MetLife doctor

All Active Full Time Employees - low plan (30 Hours)

Out-of-Network

Service (any MetLife provider) (any quallﬁed non—net_work
provider of your choice)

In-Network

Eye Exam —

once every 12 months $0 copay Uglieias
Lenses — once every 12 months

Single Vision Lenses $25 copay Up to $30
Lined Bifocal Lenses $25 copay Up to $50
Lined Trifocal Lenses $25 copay Up to $65
Lenticular Lenses $25 copay Up to $100
e 12 moni phtoton Upros7o

Contact Lenses —
once every 12 months if you elect contacts instead of lenses/frames

Elective $130 allowance Up to $105

Necessary Covered in full Up to $210

11



Tulare County Probation Association

2024 Rates and Contributions with Base Vision Plan

Tulare County Probation Association

2024 Plan Rates and Contributions - BASE PLAN VISION

. . 2024 Total All | 2024 Total all | 2024 County 2024 EE
2024 Medical | 2024 Dental 2024 Vision ) ) . ) Change
Benefits Benefits Contribution Deductions
Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck | Per Pay Period
Employee $719.09 $34.04 $5.85 $760.78 $380.39 $357.66 $22.73 $6.23
Employee & Spouse $1,107.20 $60.58 $11.70 $1,188.48 $504.24 $402.66 $191.58 -56.98
Employee & Child(Children) $800.19 $77.99 $13.75 $081.93 $490.97 $402.66 $88.20 -$12.93
Employee & Family $1,312.95 $120.57 $21.08 $1,454.60 $727.30 $402.66 $324.64 $0.06
. - . 2024 Total All | 2024 Total all | 2024 Coun 2024 EE
2024 Medical | 2024 Dental 2024 Vision ) ) o ty . Change
Benefits Benefits Contribution | Deductions
Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck | Per Pay Period
Employee $671.88 $34.94 $5.85 $712.67 $356.34 $357.66 $0.00 S$0.00
Employee & Spouse $1,057.46 $69.58 $11.70 $1,138.74 $560.37 $402.66 $166.71 -58.39
Employee & Child(Children) $843.22 $77.99 $13.75 $934.96 $467.48 $402.66 $64.82 -$14.25
Employee & Family $1,209.91 $120.57 $21.08 $1,351.56 $675.78 $402.66 $273.12 -52.86
. . 2024 Total All | 2024 Total all 2024 County 2024 EE
2024 Medical | 2024 Dental 2024 Vision . . . . Change
Benefits Benefits Contribution | Deductions
Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck | Per Pay Period
Employee $762.06 $34.04 $5.85 $802.85 $401.43 $357.66 543,77 $7.43
Employee & Spouse $1,442.65 $69.58 $11.70 $1,523.03 $761.97 $402.66 $350.31 $2.51
Employee & Child(Children) $1,197.25 $77.99 $13.75 $1,288.99 $644.50 $402.66 $241.84 -84.24
Employee & Family $1,759.33 $120.57 $21.08 $1,900.98 $950.49 $402.66 $547.83 512.69
2024 Medical | 2024 Dental 2024 Vision 2024 TOt‘:" All | 2024 TOt?I all | 2024 l.'_tou r.lty 2024 _EE Change
Benefits Benefits Contribution | Deductions
Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck | Per Pay Period
Employee $004.34 $34.94 $5.85 $1,035.13 $517.57 $357.66 $159.91 $41.25
Employee & Spouse $1,491,51 $69.58 $11.70 $1,572.79 $786.40 $402.66 $383.74 544,79
Employee & Child(Children) $1,193.21 $77.99 $13.75 $1,284.95 $642.48 $402.66 $239.82 $28.37
Employee & Family $1,789.82 $120.57 $21.08 $1,931.47 $965.74 $402.66 $563.08 $62.63
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Tulare County Probation Association
2024 Rates and Contributions with Buy Up Vision Plan

Tulare County Probation Association

2024 Plan Rates and Contributions - BUY-UP PLAN VISION

Anthem Blue Cross $500 Deductible Plan

2024 Medical

2024 Dental

2024 Vision

2024 Total All

2024 Total all

2024 County

2024 EE

Benefits Benefits Contribution | Deductions
Metlife Dental & Base Vision Plan Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck
Employee $719.99 $34.94 $6.21 $761.14 $380.57 $357.66 $22.91
Employee & Spouse $1,107.20 $60.58 $12.39 $1,189.17 $504.59 $402.66 $191.93
Employee & Child(Children) $800.19 $77.99 $14.52 $982.70 $491.35 $402.66 $88.69
Employee & Family $1,312.95 $120.57 $22.28 $1,455.80 $727.90 $402.66 $325.24
PO TN oGS D D L T R ER N 2024 Medical | 2024 Dental 2024 Vision 2024 Toté,ll All| 2024 TOt?I all | 2024 l..'iourllty 2024 _EE
Benefits Benefits Contribution | Deductions
Metlife Dental & Base Vision Plan Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck
Employee $671.88 $34.94 $6.21 $713.03 $356.52 $357.66 $0.00
Employee & Spouse $1,057.46 $60.58 $12.39 $1,139.43 $569.72 $402.66 $167.06
Employee & Child(Children) $843.22 $77.99 $14.52 $935.73 $467.87 $402.66 $65.21
Employee & Family $1,200.91 $120.57 $22.28 $1,352.76 $676.38 $402.66 $273.72
Anthem Blue Cross Premier HMO $20 ) . 2024 Total All | 2024 Total all | 2024 County 2024 EE
Copay 2024 Medical | 2024 Dental 2024 Vision Benefits Benefits Contribution | Deductions
Metlife Dental & Base Vision Plan Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck
Employee $762.06 $34.94 $6.21 $803.21 $401.61 $357.66 $43.95
Employee & Spouse $1,442.65 $60.58 $12.39 $1,524.62 $762.31 $402.66 $359.65
Employee & Child(Children) $1,197.25 $77.99 $14.52 $1,289.76 $644.88 $402.66 $242.22
Employee & Family $1,759.33 $120.57 $22.28 $1,902.18 $951.09 $402.66 $548.43
Kaiser DHMO 5750 525 2024 Medical | 2024 Dental 2024 Vision 2024 Toté_" All | 2024 n}tf" all | 2024 Four.lty 2024 _EE
Benefits Benefits Contribution | Deductions
Metlife Dental & Base Vision Plan Monthly Rates | Monthly Rates | Monthly Rates | Monthly Rates| Per Paycheck | Per Paycheck | Per Paycheck
Employee $904.34 $34.04 $6.21 $1,035.49 $517.75 $357.66 $160.00
Employee & Spouse $1,491.51 $60.58 $12.39 $1,573.48 $786.74 $402.66 $384.08
Employee & Child(Children) $1,193.21 $77.99 $14.52 $1,285.72 $642.86 $402.66 $240.20
Employee & Family $1,789.82 $120.57 $22.28 $1,932.67 $966.34 $402.66 $563.68
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Change

Per Pay Period
$6.23
-56.97

-$12.93
$0.06

Change

Per Pay Period
50.00
-58.38
-514.26

-$2.86

Change

Per Pay Period
57.42
$2.51
-$4.23
$12.69

Change

Per Pay Period
841.26
544.78
$28.36

$62.62



2024 Benefit Summary

Contact Information

If you have specific questions about a benefit plan, please contact the administrator listed below, or your local human resources
department.

Benefit Administrator Phone Website/Email

Medical Anthem 855.333.5730 www.anthem.com/ca
Kaiser 1.800.278.3296 www.kp.org

Dental MetLife 1.855.638.3931 www.metlife.com

Vision MetLife 1.855.638.3931 www.metlife.com

Gallagher Client Manager Valerie VanZandt 559.635.3579 Valerie VanZandt@ajg.com

Benefit Advocate Center (BAC) Gallagher 425.201.9143 bac.tcpacso@ajg.com

What can the BAC team help you with?

Provider Billing and
Claims Support
» Answer benefit questions ! RE_SDI‘:PB outstanding
and educate on H&W claim issues
plans + Complex case support
» Explain in-netwaork & out of * Prescription/Pharmacy
network baenefits coverage ?”d,
+ Assist with locating in- authorization issues
network providers * Assistance with balance
= Provide benefit overview billing issues
for new hires « Assist with appeal
* Open Enrcliment support it gk
& education

+ |D card resclution
+ Explain eligibility rules and
requirements

14



Ask Your Advocate Team

Put our team to work to maximize your
healthcare benefits.

Gallagher is ready to help you get the most from your benefit program by
providing support from an advocate at no cost to you. Get assistance with:

Explanation of benefits
Is it unclear to you what the insurance covered on a particular claim and
what is your responsibility?

Prescription challenges
2 Is the pharmacy telling you that your medication is not covered or charging
you full price? Do you need help with an authorization for a medication?

3 Benefits questions
Are you unsure if the insurance company will pay for a certain procedure?

Claim issues
Did you receive a bill from a doctor but don’t know why?

Difficult situations
5 Are you having difficulty getting a referral? Has the insurance carrier
denied a procedure and you want to appeal their decision?

m The Gallagher Way. Since 1927.

Consulting and insurance brokerage services to be provided by Gallagher Benefit Services, Inc. and/or its affiliate Gallagher Benefit Services
(Canada) Group Inc. Gallagher Benefit Services, Inc. is a licensed insurance agency that does business in California as “Gallagher Benefit
Services of California Insurance Services” and in Massachusetts as “Gallagher Benefit Insurance Services.” Neither Arthur J. Gallagher & Co.,
nor its affiliates provide accounting, legal or tax advice.

© 2021 Arthur J. Gallagher & Co. | 39937 15

@
Gallagher

Insurance ’ Risk Management ‘ Consulting

Connect with Us

Tulare County Probation
Association

Phone: 425-201-9143

Email: bac.tcpacso@ajg.com

Hours of operation
Monday - Friday
7a.m.-8 p.m. Central Time



Tulare County Probation Association

Legal Notices

Women’s Health & Cancer Rights Act

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer
Rights Act of 1998 (“WHCRA”"). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner
determined in consultation with the attending physician and the patient, for:

All stages of reconstruction of the breast on which the mastectomy was performed;
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical benefits
provided under the plan. Therefore, the following deductibles and coinsurance apply:

Plan 1: Anthem Premier HMO 20/100% (Individual: 0% coinsurance and $0 deductible; Family: 0% coinsurance and $0 deductible)
Plan 2: Anthem Classic PPO 500/20/40/20 (Individual: 20% coinsurance and $500 deductible; Family: 20% coinsurance and $1,500
deductible)

Plan 3: Anthem Classic PPO 1000/35/55/20 (Individual: 20% coinsurance and $1,000 deductible; Family: 20% coinsurance and
$3,000 deductible)

Plan 4: Kaiser Deductible HMO (Individual: 20% coinsurance and $750 deductible; Family: 20% coinsurance and $1500 deductible)

If you would like more information on WHCRA benefits, please call your Plan Administrator at 661.586.6141 or
It.torres@tcpaunion.com.

Newborns’ and Mothers’ Health Protection Act

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital length of stay
in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours
following a cesarean section. However, Federal law generally does not prohibit the mother’s or newborn’s attending provider, after
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any
case, plans and issuers may not, under Federal law, require that a provider obtain authorization from the plan or insurance issuer for
prescribing a length of stay not in excess of 48 hours (or 96 hours).
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Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state may
have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs. If you or
your children aren’t eligible for Medicaid or CHIP, you won'’t be eligible for these premium assistance programs but you may be able
to buy individual insurance coverage through the Health Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State Medicaid
or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might be
eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you pay
the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer plan,
your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is called a “special enrollment”
opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance. If you have
questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.qov or call 1-866-444-EBSA
(3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.
The following list of states is current as of July 31, 2023. Contact your State for more information on eligibility —

ALABAMA - Medicaid ALASKA - Medicaid
Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program Website:
Phone: 1-855-692-5447 http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS - Medicaid CALIFORNIA - Medicaid

Website: http://myarhipp.com/ Health Insurance Premium Payment (HIPP) Program
Phone: 1-855-MyARHIPP (855-692-7447) Website: http://dhcs.ca.gov/hipp

Phone: 916-445-8322

Fax: 916-440-5676

Email: hipp@dhcs.ca.gov

COLORADO - Health First Colorado (Colorado’s .
Medicaid Program) & Child Health Plan Plus (CHP+) Aol R R

Health First Colorado Website: Website:

https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/
Health First Colorado Member Contact Center: 1-800-221-3943/  hipp/index.html

State Relay 711 Phone: 1-877-357-3268

CHP+: https://hcpf.colorado.gov/child-health-plan-plus

CHP+ Customer Service: 1-800-359-1991/State Relay 711 Health
Insurance Buy-In Program (HIBI):

https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442

GEORGIA - Medicaid INDIANA - Medicaid

GA HIPP Website: Healthy Indiana Plan for low-income adults 19-64 Website:
https://medicaid.georgia.gov/health-insurance-premium-payment-  http://www.in.gov/fssa/hip/

program-hipp Phone: 1-877-438-4479

Phone: 678-564-1162, Press 1 All other Medicaid

GA CHIPRA Website: Website: https://www.in.gov/medicaid/

https://medicaid.georgia.gov/programs/third-party-liability/childrens Phone: 1-800-457-4584
-health-insurance-program-reauthorization-act-2009-chipra
Phone: 678-564-1162, Press 2
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\ IOWA — Medicaid and CHIP (Hawki) KANSAS - Medicaid

Medicaid Website: https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366

Hawki Website: http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563

HIPP Website:
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
HIPP Phone: 1-888-346-9562

\ KENTUCKY - Medicaid

Kentucky Integrated Health Insurance Premium Payment
Program

(KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718

Kentucky Medicaid Website: https://chfs.ky.gov/agencies/dms

\ MAINE — Medicaid

Enrollment Website:

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

LOUISIANA - Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

MASSACHUSETTS — Medicaid and CHIP
Website: https://www.mass.gov/masshealth/pa

https://www.mymaineconnection.gov/benefits/s/?language=enUS Phone: 1-800-862-4840

Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740

TTY: Maine relay 711

| MINNESOTA — Medicaid

Website:
https://mn.gov/dhs/people-we-serve/children-and-families/health-
care/health-care-programs/programs-and-services/other-

insurance.jsp
Phone: 1-800-657-3739

| MONTANA — Medicaid
Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084
Email: HHSHIPPProgram@mt.gov

\ NEVADA — Medicaid

Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

‘ NEW JERSEY — Medicaid and CHIP

Medicaid Website:
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html

CHIP Phone: 1-800-701-0710

‘ NORTH CAROLINA - Medicaid

Website: https://medicaid.ncdhhs.gov/
hone: 919-855-4100

‘ OKLAHOMA - Medicaid and CHIP

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

TTY: 711
Email: masspremassistance@accenture.com

MISSOURI — Medicaid

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

NEBRASKA — Medicaid

Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178

NEW HAMPSHIRE - Medicaid

Website: https://www.dhhs.nh.gov/programs-services/medicaid/
health-insurance-premium-program

Phone: 603-271-5218

Toll free number for the HIPP program: 1-800-852-3345, ext.
5218

NEW YORK — Medicaid

Website: https://www.health.ny.gov/health care/medicaid/
Phone: 1-800-541-2831

NORTH DAKOTA - Medicaid

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

OREGON - Medicaid

Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-800-699-9075
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| PENNSYLVANIA — Medicaid and CHIP RHODE ISLAND — Medicaid and CHIP

Website: Website: http://www.eohhs.ri.gov/
https://www.dhs.pa.qgov/Services/Assistance/Pages/HIPP- Phone: 1-855-697-4347, or
Program.aspx 401-462-0311 (Direct Rlte Share Line)
Phone: 1-800-692-7462

CHIP Website:

Children's Health Insurance Program (CHIP) (pa.gov)
CHIP Phone: 1-800-986-KIDS (5437)

‘ SOUTH CAROLINA — Medicaid SOUTH DAKOTA - Medicaid

Website: https://www.scdhhs.gov Website: http://dss.sd.gov
Phone: 1-888-549-0820 Phone: 1-888-828-0059

‘ TEXAS - Medicaid UTAH - Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Program | Medicaid Website: https://medicaid.utah.qgov/

Texas Health and Human Services CHIP Website: http://health.utah.gov/chip
Phone: 1-800-440-0493 Phone: 1-877-543-7669

| VERMONT-Medicaid VIRGINIA — Medicaid and CHIP
Website: Health Insurance Premium Payment (HIPP) Program Website: https://coverva.dmas.virginia.gov/learn/premium-
| Department of Vermont Health Access assistance/famis-select
Phone: 1-800-250-8427 https://coverva.dmas.virginia.gov/learn/premium-

assistance/health-insurance-premium-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924

‘ WASHINGTON - Medicaid WEST VIRGINIA - Medicaid and CHIP

Website: https://www.hca.wa.gov/ Website: https://dhhr.wv.gov/bms/
Phone: 1-800-562-3022 http://mywvhipp.com/
Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

‘ WISCONSIN — Medicaid and CHIP WYOMING — Medicaid

Website: Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm https://health.wyo.gov/healthcarefin/medicaid/programs-and-
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2023, or for more information on special
enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security
Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718,
Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137 .

OMB Control Number 1210-0137 (expires 1/31/2026)
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HIPAA Notice of Privacy Practices Reminder

Protecting Your Health Information Privacy Rights

Tulare County Probation Association is committed to the privacy of your health information. The administrators of the Tulare
County Probation Association Health Plan (the “Plan”) use strict privacy standards to protect your health information from
unauthorized use or disclosure.

The Plan’s policies protecting your privacy rights and your rights under the law are described in the Plan’s Notice of Privacy
Practices. You may receive a copy of the Notice of Privacy Practices by contacting Lorena Torres — Treasurer at 661.586.6141 or
It.torres@tcpaunion.com.

HIPAA Special Enroliment Rights
Tulare County Probation Association Health Plan Notice of Your HIPAA Special Enroliment Rights

Our records show that you are eligible to participate in the Tulare County Probation Association Health Plan (to actually participate,
you must complete an enroliment form and pay part of the premium through payroll deduction).

A federal law called HIPAA requires that we notify you about an important provision in the plan - your right to enroll in the plan
under its “special enrollment provision” if you acquire a new dependent, or if you decline coverage under this plan for yourself or an
eligible dependent while other coverage is in effect and later lose that other coverage for certain qualifying reasons.

Loss of Other Coverage (Excluding Medicaid or a State Children’s Health Insurance Program). If you decline enrollment
for yourself or for an eligible dependent (including your spouse) while other health insurance or group health plan coverage is in
effect, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other
coverage (or if the employer stops contributing toward your or your dependents’ other coverage). However, you must request
enrollment within 31 days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the
other coverage).

Loss of Coverage for Medicaid or a State Children’s Health Insurance Program. If you decline enroliment for yourself or
for an eligible dependent (including your spouse) while Medicaid coverage or coverage under a state children’s health insurance
program is in effect, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for
that other coverage. However, you must request enroliment within 60 days after your or your dependents’ coverage ends under
Medicaid or a state children’s health insurance program.

New Dependent by Marriage, Birth, Adoption, or Placement for Adoption. If you have a new dependent as a result of
marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your new dependents. However, you
must request enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

Eligibility for Premium Assistance Under Medicaid or a State Children’s Health Insurance Program — If you or your
dependents (including your spouse) become eligible for a state premium assistance subsidy from Medicaid or through a state
children’s health insurance program with respect to coverage under this plan, you may be able to enroll yourself and your
dependents in this plan. However, you must request enrollment within 60 days after your or your dependents’ determination of
eligibility for such assistance.

To request special enrollment or to obtain more information about the plan’s special enroliment provisions, contact
Lorena Torres — Treasurer at 661.586.6141 or |t.torres@tcpaunion.com.

Important Warning

If you decline enrollment for yourself or for an eligible dependent, you must complete our form to decline coverage. On the form,
you are required to state that coverage under another group health plan or other health insurance coverage (including Medicaid or
a state children’s health insurance program) is the reason for declining enrollment, and you are asked to identify that coverage. If
you do not complete the form, you and your dependents will not be entitled to special enroliment rights upon a loss of other
coverage as described above, but you will still have special enroliment rights when you have a new dependent by marriage, birth,
adoption, or placement for adoption, or by virtue of gaining eligibility for a state premium assistance subsidy from Medicaid or
through a state children’s health insurance program with respect to coverage under this plan, as described above. If you do not
gain special enroliment rights upon a loss of other coverage, you cannot enroll yourself or your dependents in the plan at any time
other than the plan’s annual open enrollment period, unless special enroliment rights apply because of a new dependent by
marriage, birth, adoption, or placement for adoption, or by virtue of gaining eligibility for a state premium assistance subsidy from
Medicaid or through a state children’s health insurance program with respect to coverage under this plan.
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Notice of Creditable Coverage

Important Notice from Tulare County Probation Association
About Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage with Tulare County Probation Association and about your options under Medicare’s
prescription drug coverage. This information can help you decide whether or not you want to join a Medicare drug plan. If
you are considering joining, you should compare your current coverage, including which drugs are covered at what cost,
with the coverage and costs of the plans offering Medicare prescription drug coverage in your area. Information about
where you can get help to make decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if
you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers
prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare.
Some plans may also offer more coverage for a higher monthly premium.

2. Tulare County Probation Association has determined that the prescription drug coverage offered by the medical plan
is, on average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage
pays and is therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you
can keep this coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.

When Can You Join a Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to December 7th.

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be eligible for a
two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.

What Happens to Your Current Coverage if You Decide to Join a Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Tulare County Probation Association coverage will not be affected. Your
current coverage pays for other health expenses in addition to prescription drugs. If you enroll in a Medicare prescription drug plan,
you and your eligible dependents will still be eligible to receive all of your current health and prescription drug benefits. If you drop
your current coverage and enroll in Medicare prescription drug coverage, you may enroll back into the Medical benefit plan during
the Annual Enrollment period under the Medical Plan.

When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan?

You should also know that if you drop or lose your current coverage with Tulare County Probation Association and don'’t join a
Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a
Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at least
1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For example, if you
go nineteen months without creditable coverage, your premium may consistently be at least 19% higher than the Medicare base
beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug
coverage. In addition, you may have to wait until the following October to join.

For More Information About This Notice or Your Current Prescription Drug Coverage...

Contact the person listed below for further information. NOTE: You'll get this notice each year. You will also get it before the next
period you can join a Medicare drug plan, and if this coverage through Tulare County Probation Association changes. You also may
request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook. You'll
get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans.
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For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov

e  Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You”
handbook for their telephone number) for personalized help

e (Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information

about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-1213
(TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage Notice. If you decide to join one of the Medicare drug plans, you may
be required to provide a copy of this notice when you join to show whether or not you have maintained
creditable coverage and, therefore, whether or not you are required to pay a higher premium (a penalty).

Date: January 01, 2024
Name of Entity/Sender: Tulare County Probation Association
Contact—Position/Office: Lorena Torres — Treasurer
Office Address: 101 E Center St.
Visalia, California 93291
United States
Phone Number: 661.586.6141
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ANTHEM MEDICAL ENROLLMENT ONLY -
Anthem Blue Cross Enroliment Form Anthem

Please return the completed enrollment form to your employer. COMPLETE ALL HIGHLIGHTED AREAS

Fffective

date (MMDOYY) | Group no.
L 11 283240541

. | Select One: __ AnthemHMO 20 // __AnthemPPO500 // __Anthem PPO 1000

NOTE: If you elect the HMOQ coverage, you must list your PCP on page 3. If you do
not, Anthem will assign a PCP to you.

Section 1: Applicant’s personal information

Last name First name MI. | Marital status Sacial Security or TIN no.! {required)
(Single O Married I |
(] Domestic Partner (DP) || | Lal J
Mailing address Apt. no.| No. of dependents Spause/DP Sacial Security or TIN no.t
including spouse (required)
= ‘ | | [ |
City State |ZIP code Home phone no.
Hire date/Rehire date | Employer name Job title Class Dept.no. | Email address
Part-time ta Full-time .
date (M(WDDYY) { Tulare County Probation
l | |
Language choice (optional) (JEnglish [ Spanish [ Chinese [IKorean [ Other — please specify:
SIMNSA Eligibility% (Complete only if SIMNSA is selected as the medical group for you or any dependent.)
Are you a Mexican National? (1Yes [CINo Do you work in San Diego county or Imperial county? [(1Yes [INo

Tobe eligible as a Domestic Partner, the Subscriber and Domestic Partner must have properly filed a Declaration of Domestic Partnership with the California Secretary of State pursuant
to the California Family Code, or have properly filed an equivalent document in accordance with the laws of another jurisdiction recognizing the creation of domestic partnerships.
1 TIN refers to Taxpayer Identification Number.

2 Member must meet both criteria above.

Section 2: Reason for application — Select one

] New enrollment
(] Annual open enrollment (not applicable to life and disability)

(T New hire

(] Rehire —Rehiredate: | | | | | (MMDDYY)

[ Marriage — Date of marriage: | | | . |(mmDDYY)

O Domestic Partnership — Date of commencement: | | 1 [(MMDDYY)

[ Birth of child
(] Add dependent (Fill in section 4)

[ Loss of eligibility for other coverage — Date previous coverageended: |« | . | . [(MMDDYY)(not applicable to life and disability)
(1 COBRA — Select qualifying event (not applicable to life and disability)
(I Left employment [JReduction in hours (IDeath [ Medicare
OLoss of dependent child status (I Divorce or legal separation [ Covered employee’s Medicare entitlement
Qualifying event date: || | | l(mmpDYY)

(] Waiver (To decline ALL coverage skip to section 5.)

Anthem Blue Cross s the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are Independent licensees of theBlue Cross dicaland Dental coverage provided by Anthem Blue C:
Lifeand Health Insurance Company. Vision, Life and Disability Insurance plans offered by Anthem Blue Cross Life and Healthinsuirance Company. Anthem Is 3 registered trademark of Anthem (nsurance Companles, Inc.

anthem.com/ca

for Anthem Blue Cross
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Focial Security or TIN |nu.1 {required)

, p ISE=

Section 3: Type of coverage — Select from only the coverages offered by your employer.

Medical

Il\nthem Blue Cross plans: o - Anthem Blue Cross Life and Health Insurance Company plans:

[1HMO? (JPOS (Blue Cross Plus)? (_1PPO (Prudent Buyer) (I Consumer Driven Health Plans:

(] Priority Select HMD? (CJEPO (Prudent Buyer Exclusive) (I Select PPO (select one of the following)

[ Select HM0? (C1Blue Connection EPO [JElements Choice PPO CJHSA:  [CJHRA

[]vivity HMO? (] Anthem High Performance EPO [ Elements Choice HSA CIH.LA. Plus

[ IElements Choice HM0? [ Anthem High Performance EPO HSA (non-California resident) [ Medicare
(IBC PPO (non-California resident)
[IBC Exclusive (non-California resident)

[ ] 0ther:

[JAdd HRA Wrap (Administered by Anthem)
2 Indicate Medical Group/IPA no. in the Emplogee and family informationsection 4.
3 Anthem will facilitate the opening of aHealth Savings Account in your name, if directed by your employer.

Flexible Spending Account (FSA) — More than one plan may be selected, depending on employer offerings.

[ THealthcare FSA (] Limited-Purpose FSA (for members enrolled in HSA plans) [ Dependent Care FSA (] Commuter Transit (] Commuter Parking

Pontal

Anthem Blue Eross plans: Anthem Blue Grass Life and Health Insurance Gompany plans:

[ 1Dantal Net HMO*- [[] Bental Gensumer-Cheice (] Dental Bensumer-Cheise Voluntary (] Dental Blue PO

[ 1Gheice Bontal (] Bental EssantialGhaicg (] Bental Essential Sheice Voluntary (1Prg Bental
{seloct one of thofollowing) - (1Dontal Prime [1veluntary PPO Bental (I Natienal Bental Blug RO
(] Bantal Net HMO*- (] Bental Gomplate (] Dental Blue Eemplote incentive (CINatienal PRO Bantal
(12po Dental (] Bental Prirme Veluntary (] Bental Gheice EPO [ National Veluntary PP Dontal

(] Dental Gomplats Yeluntary (] Bental Gheise ERO Yoluntary

[10ther:

4 Indicate Dental Office no. in Employee and family information section 4.

Vision (] Blus View Vision foffarad by Anthem Blue Gross kifa and Hoalth insurance Sompany)

R All the eeverages listed may et be efferad by your employer. Jo eloct dependent ceverage, the corresponding empleyes Annual salary

Elﬁﬂhlllﬁf ceveragemust be selected. Hist all ife insurance-beneficiaries in the Life insuransce benoficiary designationinformation $
sestion. # you select Hife andfer disability ceverage ever the guaranteed issue ameunt er are a-ate entrant an Evidence of

el tnsurability form may be sent t you to semplete, -
Elocted benefit Benefit ameunt lested benefit Benefit ameunt  Elocted benefit Benefit amount
1 Basis Life (AD&D) $—— SupplomentaliVoluntary Life -Employes § ——— [ IVoluptary ADZD Employss  Sy——
]Bependentk#e -Speuss 5 —— SupplomentalVeluntary Dopendent Life Speuse <& ————— [ | Veluntary ADZD -Spouse &Y —
[ Dapandent Lifg -Bhild  § ——— Supplomental/Veluntary Dependent Lifa -Ghild  § ———— [ Veluntary ADZD -Bhild $ ——
Short Term Bisability § ——— [ Veluntary Short Term Bisability § ———
Long Term Disability $ ———— [IVeluntary keng Term Bisability < ——

6.ty cotiont O itinad Miveey~ans Hespitakndemnity Insuransy
[] Group Aecident Insurance —Savaraga aption: [ | Employan anly [1Employes + Speuse []Employes + Ghildran [ Family

1 more than ena Ascident plan offerad ploase salect: [1LowPlan [IHighPian

Group Eritical Hiness insuranse —Savarag ention: [ 1 Employesenly [ 1Empleyes + Speuse [ Empleyse + Shildren (] Family
I mora than one Britical Hiness plan affored please selest: [1Low-Plan [IHigh-Plan

Have you smeked or used tobaceo progustsin the last12 meaths2 [1Ne []Yes, explain product used:

(] Graup Hespital ndemnity insurance —Saveragnoption: [ 1Employes anly []Employse + Spause (] Empleyss + Ghildren [ Family
1f mers than ene Hospital tndemnity plan effered pleass salect: [ 1LowPlas [ High-Plan

Galifornia law prohibits an HIV-test from being required 8¢ used by health insurance eompanies as 2 condition of obtaining health insurance severags. -
Manypersen toBe cevered by -a Britical Hinessor Hospital Indemnity plan is a resident of GA, 8A, NY e 60, ploase answer the following question:

| all applicants whe roside in BA, 6A, NY, or £0 -when such eeverage is 1o beceme effestive, be enrolled in eamprehensive health benafits fram an individual er group
healthinsuranco pelicy, an empleyer spensered health plan, or an HMO that provides ossentialhealth benefits?

[ 1¥es [ 1Ne Please note that if the rospens is Ne, such applicants are not eligible for eeverage.-

1 TIN refers to Taxpayer |dentification Number.
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Social Security or TIN no.! (required)

| Group-Accident, Critical-Hiness, and.Hospitaklndemnity insurance beneficiary- designation

Beneficiary designation—Attach a separate-sheet-if necessary.

Name-of benefisiary

Parcantage

Social-Security-orFIN-no.*

Relationship-to-applisant

[ primary
(] Contingent

] primary
[ Gentingent

C primary
[ entingent

[ primary
(] Gantingent

(I primary
(] Gontingent

L Primary
[ centingent

Total percentages must add up to 100%. if the total percentages add up to less than 100%, the remaining percentage will be paid in equal shares to all named
beneficiaries to total 100%. If the total percentages add up to more than 100%, each named beneficiary’s share will be reduced equally to total 100%. If no
percentages are indicated, the proceeds will be divided equally. If no primary beneficiary survives, the proceeds will be paid to the contingent beneficiary(ies)
listed above. Beneficiaries may be changed by the insured’s written notice to his or her employer.

Note: Enrollment in the selected plan is dependent upon you residing or working within a plan’s geographical setvice area, and the network, provider, and
physician availability within the geographical service area. If at the time of your enrollment the network or physician/medical group is not available or you do
not reside or work in the geographical service area of the plan, you may be assigned to or be required to choose a different provider, network, and/or plan.

Section 4: Employee and family information — Please list yourself and all eligible family members to be enrolled. Attach additional sheets if necessary.

Social Security ; HMO & POS ONLY Dental Net
Birthdate or TIN no.! Full-time If children are | (pa/primary Care |Curent| GNLY
Sex |Last Name First Name M.I.| (MM/0D/YY) | {required) oo 26 orover |pnucician code  |MD? | Offiee-Re:
Stuoen you must check
[ | Employee (f the appropriate OYes
Or ?grpllcable, hoxes below CINo
(Im | Spouse/OP non-medical | IRS Qualified OYes
Or plans) Dependent CINo
CIm ClYes ClYes [ves
Or CINo CINo CINo
CIm ClYes CYes ClYes
OIr CINo CINo CINo
CIM [ Yes ClYes [IYes
] o CINo CINo
CIm CYes ClYes CYes
Or CINo CINo CINo
1 TIN refers to Taxpayer |dentification Number.
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COMPLETE ONLY IF WAIVING COVERAGE

Social Security or TIN no." (required)
(N [ [ ]

Section 5: Declination — Please complete if any coverage is declined or refused by an eligible employee and/or their eligible dependents.

A. Medical coverage declined for:
[CIMyself  [ISpouse/DP  [CIChild{ren)
B-Dental-coverage- deslined for:
ClMyself  [1spouse/be  []childiron)
6 Vision- -declined-for;
Childiren)
D-Life-insurance-coverage-declined for:
Cliyselt O

Myself

Spouse/BR [ Ghildiren)

Reason for declining coverage — check one

(] Covered by spouse’s group coverage
Insurername and D no.:

(I Covered by Anthem Individual policy

[ Spouse covered by employer's group medical coverage
Insurer name:

O Enrolled in Tricare

[ Enrolled in any other insurance plan
Insurer name:

[ Medicare
[ Other (Explain):

| acknowledge that the available coverages have been explained to me by my employer and | know that | have every right to apply for caverage. | have been
given the chance ta apply for this coverage and | have decided not to enroll myself and/ar my dependent(s), if any. | have made this decision voluntarily, and
no ane has tried to influence me or put any pressure on me to decline coverage. BY DECLINING THIS GROUP MEDICAL COVERAGE (LINLESS EMPLOYEE AND/
OR DEPENDENTS HAVE GROUP MEDICAL COVERAGE ELSEWHERE) | ACKNOWLEDGE THAT MY DEPENDENTS AND | MAY HAVE TO WAIT UNTIL THE NEXT OPEN
ENROLLMENT PERIOD TO BE ENROLLED IN THIS GROUP MEDICAL AND/OR GRQUP LIFE INSURANCE PLAN.

X

Signature if declining coverage for employee/dependent(s)

Date (MMDDYY)

= —_

SIGN ONLY IF WAIVING COVERAGE

Section 6: COBRA/Cal-COBRA coverage information — Complete only if enrolling in COBRA/Cal-COBRA.

Reason for COBRA/Cal-COBRA coverage

Federal COBRA qualifying event date

Federal COBRA coverage begin date

Federal COBRA coverage end date

Lo | (MMDDYY) [ o [ s JMmoyy) L Lo Jamoyy)
Cal-COBRA qualifying event date Cal-COBRA coverage begin date Cal-COBRA coverage end date
.| (MmDDYY) . Ll (mmpoYY) | | (MmDDYY)

Section 7: Other coverage for all enrolling employees and dependents — All questions must be answered.

Note: if you are eligible for Medicare, Anthem may not duplicate Medicare benefits.

A. Do any persons on this application intend to continue other group coverage if this application is accepted? ...........ccoevviviiinnns CYes [INo
If yes, name of person(s):
Insurance company: Palicy no. Phone no.

B. Does any person applying for coverage currently have health inSUrance COVEIage? ...........oeeviveiiieeiiiiiiiee i iinnnanneanns Clyes [INo
Has any person applying for coverage had health insurance coverage at any time in the past sixmonths? .............cooiiiininnnn Cdves [INo
If yes, applicant/family member name(s):
Type of continuous coverage: (1Group [ Individual [0ther:
Insurance company: Policy no. Phone no.
Date coverage began:|__ [ | .| Dateended:| i |1 | (MmoDYY)

C. Does any person applying for coverage currently have dental inSUraNCe COVEIAEE? .........vvvurnieeeee i iiiiiiiinenreeeseeeeninnnns CdYes [INo
If yes, applicant/family member name(s):
Type of continuous coverage: [(1Group [JIndividual [ Other: Includes orthodontia? (1 Yes [INo
Insurance company: Palicy no. Phone no.
Date coverage began:|__ | | Date ended:[__ || (MMDDYY)

D. Does any person applying for coverage currently have vision inSUrance COVEIAERY. .. ... vvuvusvervrnetanne e iietteinnenneenss CIves [INo
If yes, applicant/family member name(s):
Type of continuous coverage: [1Group [JIndividual [ Other:
Insurance company: Policy no. Phane no.
Date coverage began:|__ . | pateended:[_+ [ [ ;| (MmDDYY)

E. Is any person applying for coverage eligible for Medicare or currently receiving Medicare benefits? ..............coovviiiiiiiiiiinn Clyes [INo

1 TIN refers to Taxpayer Identification Number.
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Sacial Secur|ity ar TIN na.! (required)
[ -

Section 9: Prior coverage for PP0 and dental plans only — Attach additional sheets if necessary.

Please fill out the following information to receive proper credit for previous coverage (if immediately prior to becoming eligible for this plan, you have

a dependent child(ren) over the age of 26 who cannot get a self-sustaining job due to a physical or mental condition and was covered under any public or
private health care coverage, including MediCal or individual coverage). Note: If this section isleft blank, there may be delays in the processing of claims for
these dependents. If any coverage will remain in force once your dependent(s) enroll with Anthem, leave the end date blank.

Coverage Reason for
Type (check all Date (if applicable) |ending coverage
Name (last, first, M.} (checkone)  |thatapply)  |Insurer name Insurer phone no. | Palicy ID no. (MMDDYY) (if applicable)
Olindividual | (JHealth Start:
[ Group (I Dental Ll B lb o
CIMedicare | (J Orthodontia End:
e
Cindividual | CJHealth Start:
[ Group (] Dental S T
[IMedicare | (] Orthodontia End:
T
O Individual | Health Start:
(I Group [ Dental [T [ e
CIMedicare | [ Orthodontia il
[ g S
Section-10:-Life-insurance-beneficiary designation-infermation
} ignation—Attach-a separatesheetif necessary: Note: Dependent-Life payments are-always-paid te-the e mployes:
Primary-Benefisiary—First to-recoive-payment {required)
Name-of benefisiany Porcentage | Sooidl-Security-orFinet Relationship-to-applisant | Age
[ primary
(] Gentingent
L primary
[ Gontingent
] primary
(J Gentingent
[ Primary
[ Gentingent
[ primary
[(J Gentingent

Total percentages must add up to 100%. If the total percentages add up to less than 100%, the remaining percentage will be paid in equal shares to all named
beneficiaries to total 100%. If the total percentages add up to more than 100%, each named beneficiary's share will be reduced equally to total 100%. If no
percentages are indicated, the proceeds will be divided equally. If no primary beneficiary survives, the proceeds will be paid to the contingent beneficiary(ies)
listed above. Beneficiaries may be changed by the insured’s written notice to his or her employer.

Spousal Gonsent For Community Property States Only (Note: The insurance company is not responsible for the validity of a spouse consent for designation.)
If you live in a community property state (AZ, CA, ID, LA, NM, NV, TX, WA, and WI), your state may require you to obtain the signature of your spouse if your
spouse will not be named as a primary beneficiary for 50% or more of your benefit amount. Please have your spouse read and sign the following,
Authorization: | am aware that my spouse, the Employee/Retiree named ahove, has designated someone other than me to be the beneficiary of group life
insurance under the above policy.

| hereby consent to such designation and waive any rights | may have to the proceeds of such insurance under applicable community property laws.

| understand that this consent and waiver supersedes any prior spousal consent or waiver under this plan.

In CA, NV, and WA, Spouse also includes your registered Domestic Partner.

Spouse/Domestic-Partnersignature SpeusefDemesticPartnername Date-{MMBBYYYH

¥ o T T

Section 11: Electronic notice — Signature required to opt-in to electronic delivery.

Member email address;
| (primary applicant) agree to receive my plan-related communications for myself and any dependents, either by email or electronically. This may include my
certificate, evidence of coverage, explanation of benefits statements, required notices or helpful information to get the most out of my plan. | agree to provide
and update Anthem with my current email address. | know that at any time | can change my mind and request a copy of these materials (or any specific
materials) by mail, by contacting Anthem. | or my enrolled dependents will update our communication preferences by going to anthem.com/ca or calling
Member Services at 877-242-5659.

Member signature Date ( M|MDDYY) |
X | | |

1 TIN refers to Taxpayer Identification Number.
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Social Security or TIN na. (required)
|

AN b o e

SIGNATURE REQUIRED ON THIS PAGE IF ELECTING COVERAGE

Section 12: Please read carefully — Signature required.

| attest by signing below that I have reviewed the information provided on this application and to the best of my knowledge and belief, it is true and accurate
with no omissions or misstatements.

Deduction authorization: If applicable, | authorize my employer to deduct from my wages the required subscription charges/premiums.

Non-participating provider: | understand that | am responsible for a greater portion of my medical costs when | use a non-participating provider.
HIV testing prohibited: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining
health insurance.
Effective date: The effective date of coverage is subject to Anthem approval.
COBRA/Cal-COBRA Continuation Coverage
You may continue your health care coverage by: 1) completing the remainder of this form; 2) signing your name in the blank space below; 3) paying your
Total Monthly Continuation Payment; and 4) mailing this form to Anthem, no later than sixty (60) days after the date you receive this notice. If you fail to
choose COBRA Continuation Coverage within sixty (60) days after the date you receive this notice, your qualification for coverage will end. If you do choose
COBRA Continuation Coverage, your current coverage will be continued until the earliest of the following dates:
1 The date eligibility for COBRA Continuation Coverage ends, or
2 The date you fail to make timely payments of your premium for COBRA Continuation Coverage, or
3 The date your employer discontinues coverage with Anthem, or
4 The date you become entitled to Medicare on the basis of age (65 years), or the date thirty (30) months after you become entitled to Medicare
on the basis of end stage renal disease, or
5 The date you become covered under another group health plan as a result of employment, re-employment, remarriage, or otherwise.
If, at any time during the first sixty (60) days of your COBRA Continuation Coverage, you are determined under Title Il or XVI of the United States Social
Security Act to be disabled, you may be entitled to continue coverage while you are disabled for up to 28 months from the date you first qualified for
Continuation Coverage under COBRA. Contact the Health Plan Administrator at your previous employer for full information.
The Monthly Continuation Payment is the cost of continued coverage for the month beginning on the date after the Date of Loss of Coverage. If you do
not pay your initial monthly premium within 45 days after your election of COBRA Continuation Coverage, or if payment of succeeding premiums are not
received within the 30-day grace period thereafter, your coverage will end.
Note: If you do not elect available COBRA Continuation of Medical Coverage, you will lose certain rights under federal law (HIPAR) to guaranteed issue
individual coverage.
I certify each Social Security number listed on this applicationis correct.

Life and/or Disability Authorization Section - Read carefully before signing

1. Payment of proceeds shall be made in accordance with the terms of the group contract. Unless otherwise provided herein, if one or more life insurance
beneficiaries are named, the proceeds due shall be paid in equal shares to the named beneficiaries surviving the insured. Beneficiaries may be
changed by the insured employee's written notice to his or her employer.

2. These caverages will become effective on the date established by the provisions of the group contract and certificates issued thereunder.

3. This authorization, for purposes of processing this application form, is valid from the date signed for a period of 30 months unless revoked by me in
writing, which | may do at any time by contacting Anthem. For the purpose of collecting information in connection with a claim for benefits under an
insurance policy, this authorization shall remain valid for the term of coverage of the policy for an accident and sickness insurance benefit and for the
duration of the claim if the claim is not for an accident and sickness insurance benefit. A phatocopy and/or electronic copy is as valid as the original.
The Applicant or the Applicant’s authorized representative is entitled to receive a copy of this Authorization.

4. give this authorization for myself and on behalf of my eligible dependents if covered by the Plan, including my Spouse/Domestic Partner/Civil Union
Partner. | am acting as their agent and representative.

REQUIREMENT FOR BINDING ARBITRATION (Not applicable to Life and Disability coverage)

ALL DISPUTES BETWEEN YOU AND ANTHEM BLUE CROSS AND/OR ANTHEM BLUE CROSS LIFE AND HEALTH INSURANCE COMPANY (ANTHEM), INCLUDING BUT
NOT LIMITED TO DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER THE PLAN/POLICY OR ANY OTHER ISSUES RELATED TO THE PLAN/POLICY AND
GLAIMS OF MEDICAL MALPRAGTICE, MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTEEXCEEDS THE JURISDICTIONAL LIMIT OF SMALL
CLAIMS COURT AND THEDISPUTE CAN BE SUBMITTED TO BINDING ARBITRATION UNDER APPLICABLE FEDERAL AND STATE LAW, INCLUDING BUT NOT LIMITED
T0, THEPATIENT PROTECTION AND AFFORDABLE CARE ACT. California Health and Safety Code Section 1363.1 and Insurance Code Section 10123.19
require specified disclosures in this regard, including the following natice: It is understood that any dispute as to medical malpractice, that is as

to whether any medical services rendered under this contract were unnecessary or unautharized or were improperly, negligently or incampetently
rendered, will be determined by submission to arbitration as permitted and provided by federal and Galifornia law, including but not fimited to, the
Patient Protection and Affordable Care Act, and not by a lawsuit or resort to caurt process except as California law provides for judicial review of
arhitration proceedings. Both parties to this contract, 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. YOU AND ANTHEM AGREE TO BE BOUND BY THIS ARBITRATION PROVISION. YOU
ACKNOWLEDGE THAT FOR DISPUTES THAT ARE SUBJECT TO ARBITRATION UNDER STATE OR FEDERAL LAW THE RIGHT T0 A JURY TRIAL, THE RIGHT TO A BENCH
TRIAL UNDER CALIFORNIA BUSINESS AND PROFESSIONS CODE SECTION 17200, AND/OR THE RIGHT TO ASSERT AND/OR PARTICIPATE IN A GLASS ACTION ARE
ALL WAIVED BY YOU. Enforcement of this arbitration clause, including the waiver of class actions, shall be determined under the Federal Arhitratian Act
{“FAA"), including the FAA's preemptive effect on state law. By providing your “handwritten or electronic” signature below, you acknawledge that such

signature is valid and hinding.

Signature (Required)
Applicant Date (MMDDYY)
X (R

1 TIN refers to Taxpayer Identification Number.
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KAISER ENROLLMENT/CHANGE FORM
T California Subscriber Enrollment/Change Form |

Company and Subscriber information

Please print in blue or black ink only. COMPLETE ALL ITEMS HIGHLIGHTED IN YELLOW

A.Company information (to be completed by administrator) Number of pages including this page
Company name Customer ID* Enrollment unit ID*
Tulare County Probation Association
Enrollment unit name/classification Eligibility contact phone
Plan (example: HMO 20, DHMO 500/30) Employee Number Effective date of enrollment/change* (mm/dd/yyyy)
600791 Traditional HMO NCR / /
Reason for enrollment if adding subscriber and/or dependent(s)
Open enrollment period Newly eligible, new hire, Special enrollment period (as described under "Additional information” on page 2)
Birth of eligible dependent rehire, or increase in hours due to triggering event on (mm/dd/yyyy) / /
B.What are the changes requested? (subscriber mark the box for each change you are requesting)
Enroll subscriber (and dependents) Remove dependent(s) from subscriber account Update address
Add dependent(s) to existing subscriber account Change name of subscriber and/or dependent(s) Other

C.Subscriber/employee information

Notice: California law prohibits an HIV test from being required or used by health care service plans/health insurance companies as a condition of
obtaining coverage/health insurance coverage.

Has this person ever received treatment at a Kaiser Permanente facility? Yes No Gender:* Male Female

First name* MI* Medical record number (if known)
Last name* Social Security number*

Former name/nickname Date of birth (mm/dd/yyyy)

/o

Home address* (physical location, no P.0. Box)
City* State* ZIP code* Phone
Mailing address (if different than home)

City State ZIP code

D.Signature (please sign at the bottom of this page in the box below for subscriber signature)

Kaiser Foundation Health Plan Arbitration Agreement.! | understand that (except for Small Claims Court cases, claims subject to a
Medicare appeals procedure or the ERISA claims procedure regulation, and any other claims that cannot be subject to binding arbitration under governing law) any
dispute between myself, my heirs, relatives, or otherassociated parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), 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 KFHP, including
any claim for medical or hospital malpractice (a claim that medical services were unnecessary or unauthorized or were improperly, negligently, or incompetently
rendered), for premises liability, or relating to the coverage for, or delivery 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 contained in the Evidence of Coverage.

Date (mm/dd/yyyy)

X
/1
Subscriber signature*

*Field required for all enrollments and changes. tDisputes arising from the following fully insured Kaiser Permanente Insurance Company
coverages are not subject to binding arbitration: 1) the Preferred Provider Organization (PPO) and the Out-of-Network portion of the Point-
of-Service (POS) plans; 2) Preferred Provider Organization (PPO) plans; 3) Out-of-Area Indemnity (O0A) plans; and 4) KPIC Dental plans. °

U
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| Subscriber's last name*

Subscriber's medical record (if known)_l

Dependent information page(s)

Use this page to enroll, remove, or update dependents. Multiple dependent information pages may be used, if space
is needed for additional dependents. Sections A-D on the Customer and Subscriber information page are required for
all requests.

E.Dependents
1 Enroll Remove Change name Relationship to subscriber: Spouse Domestic partner Dependent child
Has this person ever received treatment at a Kaiser Permanente facility? Yes No Gender:* Male Female
First name* MI* Medical record number (if known)
Last name* Social Security number*
Former name/nickname Date of birth (mm/dd/yyyy)
2 Enroll Remove Change name Relationship to subscriber: Spouse Domestic partner Dependent child
Has this person ever received treatment at a Kaiser Permanente facility? Yes No Gender:* Male Female
First name* MI* Medical record number (if known)
Last name* Social Security number*
Former name/nickname Date of birth (mm/dd/yyyy)

| *Field required for all enrollments and changes.

A

Additional information

Name(s) of covered dependent(s) that live at a different address than subscriber

Home address* (physical location, no P.0. Box)

City State ZIP code

The following special enrollment information applies to coverage under a small group plan: If you decline coverage for yourself or an eligible dependent when you are first eligible to enroll,
you can only enroll or change your coverage during an annual open enrollment period established by your employer, or during a special enrollment period if you have experienced a triggering event.
You must request coverage within 60 days of a triggering event. Special enroliment triggering events include:

* Loss of health care (minimal essential) coverage, resulting from any of the following: loss of employer-sponsored coverage because you and/or your dependent no longer meet the eligibility
requirements, or your employer no longer offers coverage or stops contributing premium payments; loss of eligibility for COBRA coverage (for a reason other than termination for cause or
nonpayment of premium); your and/or your dependent’s individual, Medi-Cal, Medicare, or other governmental coverage ends; or for any reason other than failure to pay premiums on a timely
basis or situations allowing for a rescission (fraud or intentional misrepresentation of material fact); or loss of health care coverage including, but not limited to, loss of that coverage due to the
circumstances described in Section 54.9801-6(a)(3)(i) to (iii), inclusive, of Title 26 of the Code of Federal Regulations and the circumstances described in Section 1163 of Title 29 of the United States Code;

= Gaining or becoming a dependent due to marriage, domestic partnership, birth, adoption, placement for adoption, or assumption of a parent-child relationship;

» Avalid state or federal court orders that you or your dependent be covered;

» Permanent relocation, such as moving to a new location and having a different choice of health plans, or being released from incarceration;

* The prior health coverage issuer substantially violated a material provision of the health coverage contract;

* A network provider's participation in your and/or your dependent’s health plan ended when you and/or your dependent(s) were under active care for one of the following conditions: an acute
condition (an acute condition is a medical condition that involves a sudden onset of symptoms due to an illness, injury, or other medical problem that requires prompt medical attention and that
has a limited duration); a serious chronic condition (a serious chronic condition is a medical condition due to a disease, illness, or other medical problem or medical disorder that is serious in nature
and that persists without full cure or worsens over an extended period of time or requires ongoing treatment to maintain remission or prevent deterioration); pregnancy; terminal illness (a terminal
illness is an incurable or irreversible condition that has a high probability of causing death within one year or less); care of a newborn child between birth and age 36 months; or performance of
a surgery or other procedure that has been recommended and documented by the provider to occur within 180 days of the contract's termination date or within 180 days of the effective date of
coverage for a newly covered insured;

« Amember of the reserve forces of the United States military returning from active duty or a member of the California National Guard returning from active duty service under Title 32 of the United States Code;

* An individual demonstrates to the Department of Managed Health Care or Department of Insurance, as applicable, with respect to health benefit plans offered outside the Exchange that the
individual did not enroll in a health benefit plan during the immediately preceding enrollment period available because the individual was misinformed that he or she was covered under minimum

essential coverage.
60337609 May 2016 30 |
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DENTAL AND VISION ENROLLMENT ONLY B MetLife
COMPLETE ALL HIGHI_IGHTED AREAS Metropolitan Life Insurance Company, New York, NY 10166

ENROLLMENT - CHANGE FORM

SECTION 1: Group Customer Information (7o be Completed by the Recordkeeper)

Name of Group Customer/Employer Group Customer Number | Division Class Dept Code
TCPAdba Tulare County Corrections Assoc Union 5397991
Date of hire (mm/dd/yyyy) Coverage Effective Date (mm/dd/yyyy)

Original COBRA Effective Date (if applicable, mm/dd/yyyy) | COBRA Termination Date (if applicable, mm/dd/yyyy)

SECTION 2: Your Enrollment Information (7o be Completed by the Employee in blue or black ink)

First Name Middle Name Last Name
SSN Date of birth (mm/dd/fyyyy) Gender: Marital status:
[JMale []Female (] Single [ ] Married
Address City State ZIP
Job title Hours worked per week

(] New Enroliment [] Change in Enrollment [] COBRA Continuation
If due to a Qualifying Event, enter date (mm/ddfyyy)

Phone number Email address

» | have read my enroliment materials and | request coverage for the benefits for which | am or may become
eligible. | understand that contributions are required for the benefits | select below.

» The following disclosure is required by New Mexico law: This type of plan is NOT considered "minimum
essential coverage” under the Affordable Care Act and therefore does NOT satisfy the individual
mandate that you have health insurance coverage. If you do not have other health insurance
coverage, you may be subject to a federal tax penaity.

» If you are enrolling after the initial enroliment period, please refer to the Declarations and Signature section
of this enrolliment form to determine the evidence of insurability and late entrant requirements. If evidence of
insurability is required for a coverage you are electing, you must complete a Statement of Health form for all
amounts you are requesting.

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF02-1

ADM applies to residents of North Dakota and Utah)

Page 1 of § GLME - CA (10/22)
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B MetLife

Metropolitan Life Insurance Company, New York, NY 10166

Dental Insurance

[J Dental Option

Select your level of coverage

[JEmployee Only

[JEmployee + Spouse/Domestic Partner’
[JEmployee + Child(ren)

[J Employee + Spouse/Domestic Partner! + Child(ren)

Vision Insurance

(] Vision Dual Option
First select your option Then select your level of coverage

[1High Option [CJEmployee Only

[] Low Option [JEmployee + Spouse/Domestic Partner’
[JEmployee + Child(ren)
[J Employee + Spouse/Domestic Partner' + Child(ren)

! Domestic Partner includes your registered Domestic Partner if you and your Domestic Partner are registered as domestic partners,
civil union partners or reciprocal beneficiaries with a government agency or office where such registration is available. It also includes
our non-registered Domestic Partner if you and your Domestic Partner have either a substantial interest in the other engendered by
ove and affection; or a lawful and substantial economic interest in the continued life, health or bodily safety of each other, as
distinguished from an interest which would arise only by, or would be enhanced in value by, the death, disablement or injury of the
other person. By enrolling such Domestic Partner for coverage and signing this enrolimen form, you are attesting to such relationship.

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF02-1

ADM applies to residents of North Dakota and Utah)
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SECTION 3: Dependent Information

If you are applying for coverages for your Spouse/Domestic Partner and/or Child(ren), please provide the
information requested below.

Name of your Spouse/Domestic Partner (first, middle, last) | Date of birth (mm/ddiyyy)
[JMale []Female

Name(s) of your Child{ren) (first, middle, last) Date of birth (mm/dd/yyyy)

(] Male []Female
‘ | []Male []Female
‘ I (] Male []Female
| | [IMale []Female

[]Check here if you need more lines. Provide the additional information on a separate piece of paper and
return it with your enrollment form.

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF02-1

ADM applies to residents of North Dakota and Utah)

SECTION 4: Fraud Warnings

Before signing this enrollment form, please read the warning for the state where you reside and for the state
where the contract under which you are applying for coverage was issued.

Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island
and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

Colorado: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include
imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance
company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a
settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance
within the Department of Regulatory Agencies to the extent required by applicable law.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurance company files a
statement of claim or an application containing any false, incomplete or misleading information is guilty of a
felony of the third degree.

Kansas and Oregon: Any person who knowingly presents a materially false statement in an application for
insurance may be guilty of a criminal offense and may be subject to penalties under state law.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance containing any materially false information or conceals, for the purpose of
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a
crime.

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF09-1

FW applies to residents of North Dakota and Utah)
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Maine, Tennessee and Washington: It is a crime to knowingly provide false, incomplete or misleading
information to an insurance company for the purpose of defrauding the company. Penalties may
include imprisonment, fines or a denial of insurance benefits.

Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime
and may be subject to fines and confinement in prison.

New Jersey: Any person who files an application containing any false or misleading information is subject to

criminal and civil penalties.

New York (only applies to Accident and Health Insurance): Any person who knowingly and with intent to
defraud any insurance company or other person files an application for insurance or statement of claim
containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall
also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim
for each such violation.

Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer,
makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading
information is guilty of a felony.

Puerto Rico: Any person who knowingly and with the intention to defraud includes false information in an
application for insurance or files, assists or abets in the filing of a fraudulent claim to obtain payment of a loss or
other benefit, or files more than one claim for the same loss or damage, commits a felony and if found guilty
shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten
thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both. If aggravating
circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating
circumstances are present, the jail term may be reduced to a minimum of two (2) years.

Vermont; Any person who knowingly presents a false statement in an application for insurance may be guilty of
a criminal offense and subject to penalties under state law.

Virginia: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement may have violated the state law.
Pennsylvania and all other states: Any person who knowingly and with intent to defraud any insurance
company or other person files an application for insurance or statement of claim containing any materially false
information, or conceals for the purpose of misleading, information concerning any fact material thereto commits
a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF09-1

FW applies to residents of North Dakota and Utah)

SECTION 5: Declarations and Signature

By signing below, | acknowledge:

1. I have read this enrollment form and declare that all information | have given is true and complete to the
best of my knowledge and belief.

2. | declare that | am actively at work on the date | am enrolling.

3. lunderstand that if | do not enroll for dental coverage during the initial enroliment period, a waiting period
may be required before | can enroll for such coverage after the initial enroliment period has expired. |
understand that if | do not enroll for vision coverage during the initial enrollment period, | cannot enroll for
such coverage until the next annual enrollment period.

4. |understand that if | do not sign the payment authorization below, coverage for which contributions are
required will not take effect until | have provided such authorization.

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;

GEF09-1

DEC applies to residents of North Dakota and Utah)
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5. | affirmatively decline coverage for any benefits for which | am eligible which | do not request on this
enroliment form.
6. | have read the applicable Fraud Warning(s) provided in this enrollment form.

E Signature of Employee

Print First Name Print Middle Name

Date signed (mm/dd/yyyy)

Print Last Name

PAYMENT AUTHORIZATION
By signing below, | authorize my employer to deduct the required contributions from my earnings for my
coverage. This authorization applies to such coverage until | rescind it in writing.

E Signature of Employee

Print First Name Print Middle Name

Date signed (mm/dd/yyyy)

Print Last Name

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to
residents of Montana;,

GEF09-1

DEC applies to residents of North Dakota and Utah)

How to submit this form
After completion, make a copy for your records and return the original to your employer.
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& DEVELOPMENT
TULARE COUNTY ENTRY DATE:

County of Tulare

2024 Health Plan Opt-Out Form

Employees may elect to waive enrollment in the County's health insurance coverage in any given Plan Year. Employees who elect to waive
enrollment in the County's health insurance coverage must provide evidence the Employee and the Employee's tax dependents have or will have
minimum essential coverage (MEC) other than individual market coverage during the Plan Year. Employees who elect to waive enroliment may
receive an opt-out payment (cash-in-lieu) (varies by bargaining unit). An election to opt out shall be irrevocable for the Plan Year, except as
outlined in Section 5.6 of the Tulare County Section 125 Benefits Plan.

Cash-in-lieu of medical benefits will not be made if the County knows or has reason to know that the employee or family member does not or will
not have MEC.

Please complete and return this form ONLY if you are opting out of coverage (not electing) the following health plans: County of Tulare (through

SJVIA), Tulare County Probation Association (TCPA), or Tulare County Deputy Sheriff’s Association (TCDSA).

PART ONE EMPLOYEE INFORMATION
Employee Name (Last, First, Ml)

Employee ID

PART TWO WAIVING COVERAGE

If you are declining enrollment for yourself, or your dependents (spouse/registered domestic partner/children) because you have coverage under
another medical plan, you may be able to enroll yourself or your dependents in a County of Tulare medical plan in the future, provided you
request enrollment within thirty (30) days after your other coverage ends.

In order to qualify for this special enrollment period, you must certify other coverage was the reason for declining enroliment and provide
verification of the source of that other coverage.

DECLINATION OF COVERAGE: The available medical coverage has been explained to me by my employer. | have been given a chance to apply
for the available medical coverage. | have decided not to enroll myself and/or my eligible dependents in the County’s medical coverage. | am
covered as an eligible subscriber or dependent under the insurance described below.

Please note: Written proof of other medical coverage must accompany this form.

| certify that | have other medical coverage (check one box and specify in Part Three):

a Through another County of Tulare employee (Employee Name/ID):

[ outside of the County of Tulare Group Health Plan through Spouse/RDP or Parent (specify below)
O other health coverage (specify below)

PART THREE OTHER HEALTH COVERAGE

Insurance Carrier Name:

Employer/Group Name:
Type of Plan (i.e. HMO, PPO):
Insured/Primary Subscriber Name:

PART FOUR EMPLOYEE CERTIFICATION AND SIGNATURE

| understand that if | do not gain special enrollment rights upon a loss of other coverage, my next opportunity to enroll in a County of Tulare
medical plan will be the next annual open enrollment period, unless special enrollment rights apply. | understand that | am also waiving medical,
dental, vision, prescription drugs, and mental health coverage. | agree to notify my employer promptly if | or any of my dependents loses this
alternative coverage, and | understand cash-in-lieu payments will be stopped at that time. | also understand that | will be required to attest to
this alternative coverage each plan year | decline coverage under my employer’s group medical plan.

By signing below, | certify that the reason | am declining coverage is accurate as indicated by the check marks above. | certify that by not electing
to participate in the County of Tulare’s health insurance coverage, | am not subject to any court order or legal obligation to provide health
insurance for my dependents.

Signature: Date:

Forms and supporting documentation may be emailed to OEHealth@tularecounty.ca.gov; faxed to (559) 730-2597; mailed or
brought into Human Resources & Development, 2500 W Burrel Ave., Visalia, CA 93291; or sent via Interoffice Mail. If you have
any questions, please call Benefits Customer Service at (559) 636-4911.

TCPA employees will also need to submit a copy of this opt out form to Gallagher.
Submit to: Valerie_VanZandt@ajg.com & Jennifer_Toledo@ajg.com. 36
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This benefit summary prepared by

& Gallagher

Insurance | Risk Management | Consulting

This document is an outline of the coverage provided under your employer’s benefit plans based on information provided by
your company. It does not include all the terms, coverage, exclusions, limitations, and conditions contained in the official Plan
Document, applicable insurance policies and contracts (collectively, the “plan documents”). The plan documents themselves
must be read for those details. The intent of this document is to provide you with general information about your employer’'s
benefit plans. It does not necessarily address all the specific issues which may be applicable to you. It should not be
construed as, nor is it intended to provide, legal advice. To the extent that any of the information contained in this document is
inconsistent with the plan documents, the provisions set forth in the plan documents will govern in all cases. If you wish to
review the plan documents or you have questions regarding specific issues or plan provisions, you should contact your
Human Resources/Benefits Department.

© 2024 Gallagher Benefit Services, Inc. All rights reserved.



	Employee ID2: 
	EffectiveDate: 
	ReceivedBy: 
	EntryDate: 
	Employee Name Last First MI: 
	Employee ID: 
	Through another County of Tulare employee Employee NameID: Off
	Outside of the County of Tulare Group Health Plan through SpouseRDP or Parent specify below: Off
	Other health coverage specify below: Off
	Insurance: 
	Employer: 
	TypeOfPlan: 
	Subscriber: 
	Date: 
	SERVICE TEAM: Tulare County Probation Association
	Contact info 1: Phone:  425-201-9143

Email:  bac.tcpacso@ajg.com
 



