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Plan 2600 undel'Wl'itten by Blue Shield of California Ufe & Health 

c· I Sl90·REV (1IOS) ®Registered Mar~ of the Blue(ross BlueShield Association. an association of independent Blue (lOSS and Blue Shield PklOS. 



Blue Shield of California 
Uf. " Healtb iMuruct Compmy ... __ .. _--- EMPLOYEE APPLICATION 

(for 51 -299 employees, continued) 

Shield Life Dyes DNo 

Name: 

STATE: _It of units: _ School: 

Blue Shield ofCalifomia ""--_ .. ----

STATE It of i 

AUTHORIZATtDN:The Following AuthorlZat1on Section Is To Be Signed By All Employees Applying For Coverage 

"I agree: All information on this form is correct and true to the best of my knowledge and belief. I 
understand that it is the basis on which coverage may be issued under the plan. I understand that if I 
have misrepresented or omitted any material fact that my coverage may be cancelled or my employer's 
contract rescinded. I further authorize my employer to deduct from my earnings the contribution (if any) 
required toward the cost of this plan. 
I understand that coverage does not become effective until this and my employer's application have 
been approved by Blue Shield of CalifornialBlue Shield l ife. 
Authorization for Disclosure of Personal Information: By signing below, you authorize any ~provider of 
care," insurer. health plan, or your Blue Shield of California agent or broker, to disclose to Blue Shield of 
California or Blue Shield of California l ife & Health Insurance Company (individually or collectively 
referred to as "Blue Shield "), or its representatives, and vice versa, all "medical information" (as those 
terms are defined in the California Civil Code) regarding you and your applying family members, 
including medical information regarding substance abuse or mental/emotional conditions. This 
information may be used for the purposes of evaluating this application, determining eligibility and 
claims for benefits, quality assurance, peer review, or administrative functions reasonably related to 
executing and managing this Agreement/Policy. In addition, you authorize Blue Shield of Ca lifornia to 
obtain personal and medical record information (as those terms are defined in the California Insurance 
Code) from an institutional source or an insurance support organization that gathers this type of 
information, for the purposes of determining eligibility for coverage. This authorization will remain valid 
al follows: (1) for 30 months from the date of authorization for the purposes of processing the 
application. a policy reinstatement. or a request for change in policy benefits; and (2) for all other 
activities under the policy, for the term of the coverage or for as long as may be necessary for 
processing of claims incurred during the term of (overage. You understand that you are entitled to a 
copy of this form and that a photocopy is as valid as the original. 

"I, the applicant, acknowledge that I have read and understood this Application in its entirety. 

Signature of Employee X Date X 

®Regislefed Mark of the BlueCross BlueShi!1d Association, an association 01 inde~1 Blue ClOSS and Blul' Shield Plans. 


