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What is CaliforniaChoice?
CaliforniaChoice is a health insurance program that allows you to choose from multiple health plans and benefit options.

How CaliforniaChoice works for you:
n  Allows you to customize a healthcare plan that meets your individual needs

n Offers you more choices, greater flexibility and increased convenience

n Provides you with more affordability, greater access, choice and satisfaction

What do you get?
n  Medical HMO, PPO and HSA compatible plans

n  Dental Prepaid, PPO and EPO plans

n  Prescription benefit options

n  Discount vision, dental and chiropractic services

Your Health Plan Choices:

Healthcare for the way We Live®

Congratulations! Your employer has decided to offer health insurance coverage through 

CaliforniaChoice, giving you more options than any other program available in California. 

Now you can select the health plan of your choice and the benefits that are right for you 

and your family. 

WelCome to Californiachoice ®
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Your Benefit Choices

HMO
An HMO provides medical services through contracted physicians and hospitals. All healthcare services are managed 
in-network through your Primary Care Physician (PCP).

n You first select a PCP (your doctor)

n Referrals to hospitals and specialists are managed by your PCP

n You pay a low copay for each office visit

Health Net Elect Open Access
An HMO benefit that has a self-referral feature to PPO doctors.  Members pay $25 to see their HMO PCP, or for a  
$40 copay, can self-refer to a Health Net PPO doctor or specialist. 

n Elect Open Access is priced like an HMO but gives you access to PPO doctors through its network of more than 44,000 
physicians

n You first select a Primary Care Physician

n Your PCP coordinates all your care including all major services such as hospitalization and surgery

n You have unlimited access to any physician or specialist in the Health Net PPO network without a referral

PPO*
A PPO provides benefits within the health plan’s network of doctors with the option of going “out-of-network” for 
slightly higher costs.

n PPOs do not require you to select a PCP

n You can see any doctor but your benefits are not as rich when you see “out-of-network” doctors  

n You will pay less for seeing an “in-network” doctor

n Pre-existing conditions may apply if you do not have prior medical coverage

Health Savings Account (HSA)
HSAs offer great benefits with lower monthly premiums and the ability to save for future medical expenses - tax-free.

n Contributions to your HSA are tax-deductible

n Withdrawals from your HSA are tax-free when used for qualified medical expenses like doctor visits and prescriptions

n Funds in your HSA keep earning tax-deferred interest year-after-year

*  PPO benefits are based on group size. Please see the top of page 12 for details.

Coverage options
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Understanding YoUr Benefit ChoiCes

HMO Bene�ts

HMO
Member

Primary Care
Physician

Specialist

Hospitalization

Elect Open Access
(Health Net only)

Hospitalization
Primary Care

Physician

In-Network PPO
Physicans & Specialists

Elect
Open Access

Member

PPO Bene�ts
(Blue Shield only) In-Network

Physician and Specialist

Out-of-Network
Physician and Specialist

In-Network
Hospitalization

or
Out-of-Network
Hospitalization

PP0
Member

Active ChoiceSM 500 Bene�ts

Active ChoiceSM

500
Member

Category 1—Professional & Diagnostic
In-Network or Out-of-Network 
Physician, Specialist, or Diagnostics Lab

Category 2—Outpatient & Inpatient Services
In-Network or Out-of-Network
Hospitalization

Category 3—Prescription Drugs
Generic or Brand
*whichever is greater, after deductible is met.

Health Savings Account (HSA) Bene�ts
HSA*
1500

HSA*
2400

Low
Monthly

Premiums

HSA
Accumulate interest 

tax-free and use funds
for quali�ed 

medical expenses

In-Network
Physician Copay 

Out-of-Network
Physician Copay 

$25
Copay

$40
Copay

First
$500/$1,000

covered

75%/50%
coinsurance

$15 generic
$30 or 30% brand* 

80%
after 

deductible

50% 
after 

deductible

Under an HMO plan, all access to 
specialists and hospitalization must 
be determined through the 
member’s Primary Care Physician 
(PCP).

Under the Elect Open Access plan,  
members must choose a Primary Care 
Physician (PCP).  However, for a $40 
copay, members may self-refer to any 
doctor in the Elect Open Access listing 
in the CaliforniaChoice® Provider 
Directory.  In-hospital bene�ts must be 
determined by a member's PCP.

Under a PPO plan, members do not 
choose a Primary Care Physician 
(PCP).  PPO members may self-refer 
to specialists.  Members can receive 
care from 2 levels of in-network 
doctors or go out-of-network for 
lower bene�ts.

Active ChoiceSM 500 offers services in three 
categories.  Category One covers �rst dollar 
amounts up to $500 for an individual or 
$1000 for family.  Once the �rst dollar limit 
has been met, the member is responsible 
for charges up to the calendar year copay 
maximum.  Category Two covers outpatient 
surgeries, emergency room and inpatient 
services at the plan copay and coinsurance 
amounts.  Category Three covers prescriptions.

Members receive comprehensive medical 
coverage and have the option to contribute 
tax-deductible funds into a Health Savings 
Account (HSA) and accumulate tax-deferred 
interest.  HSA members do not pay taxes on 
withdrawals when paying for quali�ed 
medical expenses.
*HSA - Quali�ed High Deductible Health Plan
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hmo sUmmarY of Benefits

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.

1 For Sharp HMO, 30 visits combined per calendar year applies.

Note:  These services are covered benefits only when and to the extent that they are provided, prescribed, or directed by the Healthcare Service Plan (HCSP) you have selected, except in emergencies.  Each 
HCSP is responsible for administering these benefits pursuant to its administrative procedures, medical protocols and medical review criteria and procedures.  The benefits are subject to various limitations, 
exclusions and conditions, as noted on page 21 and fully described in each HCSP’s evidence of Coverage document and the program regulations.  If you would like more information prior to enrollment, 
or wish to request an evidence of Coverage document, please contact the HCSP(s) you are interested in, using the telephone number listed on the back page of this brochure.  All services covered by your 
selected HCSP are fully described in the EOC document that will be mailed to you once you have enrolled and are accepted for coverage through the CaliforniaChoice® Program.

Calendar Year Deductible 

Lifetime Maximum

Professional Services (Office visits)
Physician services (office, specialists - other than surgery or therapy); 
allergy testing, treatment and serum; diagnostic x-ray and lab

Professional Services (Diagnostic) 
Laboratory services; diagnostic and therapeutic radiological services 
and other diagnostic services, including electrocardiography (EKg) and 
electroencephalography (EEg)

Professional Services (Preventive)
Routine physical exams on a periodic age-appropriate basis; prenatal 
services; breast and pelvic exams; pap smears; cervical cancer 
screening; mammography for screening or diagnostic purposes; 
immunizations for children and adults; preventive care for children; 
well-baby care

Out-Patient Surgery Services 
Surgical Facility

Hospitalization Services (In-patient)
general hospital services, including semi-private room; intensive 
care unit and services; drugs; medications; anesthesia and oxygen 
services; diagnostic x-ray and lab
Hospital Pregnancy & Maternity Care

Emergency Room/Health Coverage
Copay waived if admitted to hospital

Ambulance Services (per trip) 

Physical, Occupational, Speech Therapy 

Prescriptions
Per 30 day supply or 100 unit doses, HCSP is allowed to use  
a generic or formulary brand

Durable Medical Equipment
(Covered when medically necessary as determined by HCSP) 

Mental Health/Substance Abuse Services
Out-patient - 20 visits per year (Provisions of AB 88 apply - see page 21)

Infertility Evaluation and Treatment

Copay Maximum (per calendar year)

Available Through:

None

Unlimited

$ 15
 

$ 15
 
 

$ 15
 
 
 
 

$ 200
 

$ 400 Copay - 100%
 
 

$ 100

$ 50

$ 151

$ 10 generic 
$ 20 Brand 

Covered at 90% 
of allowed charges 

Max. $ 2,500 per year 

$ 30

50% of allowed charges

$ 2,000 Sgl. 
$ 4,000 Fam.

None

Unlimited

$ 25
 

$ 25
 
 

$ 25
 
 
 
 

$ 300 

$ 400 Copay per day
Max. $ 1,200 

 

$ 150

 $ 100

$ 251

$ 15 generic 
$ 100 Ded. - $ 30 Brand

Covered at 70% 
of allowed charges 

Max. $ 2,500 per year 

$ 40

50% of allowed charges

$ 2,500 Sgl. 
$ 5,000 Fam.

None

Unlimited

$ 25
 

$ 25
 
 

$ 25
 
 
 
 

$ 400 

$ 450 Copay per day
Max. $ 1,800 

 

$ 150

 $ 200

$ 25

$ 15 generic 
$ 100 Ded. - $ 30 Brand  

Covered at 50%
of allowed charges 

Max. $ 2,500 per year 

$ 40

50% of allowed charges

$ 3,000 Sgl. 
$ 6,000 Fam.

None

Unlimited

$ 25
 

$ 5
 
 

$ 25
 
 
 
 

$ 300  

$ 400 Copay - 100%
 
 

$ 150

$ 100

$ 25

$ 10 generic 
$ 25 Brand

Covered at 70%
of allowed charges 

Max. $ 2,500 per year 

$ 25

50% of allowed charges

$ 2,500 Sgl. 
$ 5,000 Fam.

Non-formulary Rx coverage varies by health plan. See the Health Plan & Formulary Comparison guide.

CalChoice® HMO 15 CalChoice HMO 25 CalChoice HMO 25 CalChoice HMO 25

Blue Shield, Health Net, 
Kaiser Permanente, Sharp, 
Western Health Advantage

Blue Shield, Sharp, 
Western Health 

Advantage
Health Net Kaiser Permanente

Services
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Calendar Year Deductible 

Lifetime Maximum

Professional Services (Office visits)
Physician services (office, specialists - other than surgery or therapy); 
allergy testing, treatment and serum; diagnostic x-ray and lab

Professional Services (Diagnostic) 
Laboratory services; diagnostic and therapeutic radiological services 
and other diagnostic services, including electrocardiography (EKg) 
and electroencephalography (EEg)

Professional Services (Preventive)
Routine physical exams on a periodic age-appropriate basis; prenatal 
services; breast and pelvic exams; pap smears; cervical cancer 
screening; mammography for screening or diagnostic purposes; 
immunizations for children and adults; preventive care for children; 
well-baby care

Out-Patient Surgery Services
Surgical Facility

Hospitalization Services (In-patient)
general hospital services, including semi-private room; intensive 
care unit and services; drugs; medications; anesthesia and oxygen 
services; diagnostic x-ray and lab
Hospital Pregnancy & Maternity Care

Emergency Room/Health Coverage
Copay waived if admitted to hospital

Ambulance Services (per trip) 

Physical, Occupational, Speech Therapy 

Prescriptions
Per 30 day supply or 100 unit doses, HCSP is allowed to use a generic 
or formulary brand 

Durable Medical Equipment
(Covered when medically necessary as determined by HCSP)

Mental Health/Substance Abuse Services
Out-patient - 20 visits per year (Provisions of AB 88 apply - see page 21)

Infertility Evaluation and Treatment

Copay Maximum (per calendar year)

1  Salud HMO y Mas benefits shown are for the Salud Network. Please see Salud Application/Brochure for SIMNSA Network benefits.

Note:  These services are covered benefits only when and to the extent that they are provided, prescribed, or directed by the Healthcare Service Plan (HCSP) you have selected, except in emergencies.  Each HCSP is 
responsible for administering these benefits pursuant to its administrative procedures, medical protocols and medical review criteria and procedures.  The benefits are subject to various limitations, exclusions 
and conditions, as noted on page 21 and fully described in each HCSP’s evidence of Coverage document and the program regulations.  If you would like more information prior to enrollment, or wish to request 
an evidence of Coverage document, please contact the HCSP(s) you are interested in, using the telephone number listed on the back page of this brochure.  All services covered by your selected HCSP are fully 
described in the EOC document that will be mailed to you once you have enrolled and are accepted for coverage through the CaliforniaChoice® Program.

Non-formulary Rx coverage varies by health plan. See the Health Plan & Formulary Comparison guide.

Salud HMO y mas1

None

Unlimited

$ 25 Copay HMO 
$ 40 Copay PPO

75%
 
 

$ 25
 
 
 
 

75%

75%
 
 
 

75%

100%

$ 25

$ 15 generic 
$ 150 Ded. - $ 30 Brand

Covered at 50% of  allowed
charges, Max. $ 2,500 per year 

$ 30

50% of allowed charges

$ 2,500 Sgl. 
$ 6,000 Fam.

Elect Open Access

Available Through:

Services

Health Net

None

Unlimited

$ 25
 

100%
 
 

$ 25
 
 
 
 

$ 300 

$ 500 Copay per day
Max. $ 1,000 

 
 

$ 100

$ 50

$ 25

$ 15 generic 
$ 25 Brand

Covered at 70% of  allowed
charges, Max. $ 2,500 per year 

$ 40

50% of allowed charges

$ 2,500 Sgl. 
$ 5,000 Fam.

Health Net

$ 1,000 Sgl./ $ 2,000 Fam.
(Applies to Copay Max)

Unlimited

$ 25
 

$ 25
 
 

$ 25
 
 
 
 

$ 400 Copay 
after deductible

$ 400 Copay per day 
 after deductible, Max. $ 1,600  

 
 

$ 150

$ 100

$ 25

$ 15 generic 
$ 200 Ded. - $ 30 Brand

Covered at 50% of  allowed
 charges,  Max. $ 2,500 per year 

$ 40

50% of allowed charges

$ 3,000 Sgl. 
$ 6,000 Fam.

Blue Shield

CalChoice HMO 25 Value

None

Unlimited

$ 25
 

$ 25
 
 

$ 25
 
 
 
 

75%

75% 
 
 
 

$ 150

$ 200

$ 25

$ 15 generic 
$ 100 Ded. - $ 30 Brand

Covered at 50% of  allowed
charges, Max. $ 2,500 per year 

$ 40

50% of allowed charges

$ 3,000 Sgl. 
$ 6,000 Fam.

CalChoice® HMO 25 Value

Health Net

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.

hmo sUmmarY of Benefits
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hmo sUmmarY of Benefits

1  Copay shall be up to the designated amount, or 50% of the provider’s contracted rate, whichever is less.

2  For Sharp HMO, 30 visits combined per calendar year applies.

Note:  These services are covered benefits only when and to the extent that they are provided, prescribed, or directed by the Healthcare Service Plan (HCSP) you have selected, except in emergencies.  Each 
HCSP is responsible for administering these benefits pursuant to its administrative procedures, medical protocols and medical review criteria and procedures.  The benefits are subject to various limitations, 
exclusions and conditions, as noted on page 21 and fully described in each HCSP’s evidence of Coverage document and the program regulations.  If you would like more information prior to enrollment, 
or wish to request an evidence of Coverage document, please contact the HCSP(s) you are interested in, using the telephone number listed on the back page of this brochure.  All services covered by your 
selected HCSP are fully described in the EOC document that will be mailed to you once you have enrolled and are accepted for coverage through the CaliforniaChoice® Program.

Calendar Year Deductible 

Lifetime Maximum

Professional Services (Office visits)
Physician services (office, specialists - other than surgery or therapy); 
allergy testing, treatment and serum; diagnostic x-ray and lab

Professional Services (Diagnostic) 
Laboratory services; diagnostic and therapeutic radiological services 
and other diagnostic services, including electrocardiography (EKg) and 
electroencephalography (EEg)

Professional Services (Preventive)
Routine physical exams on a periodic age-appropriate basis; prenatal 
services; breast and pelvic exams; pap smears; cervical cancer 
screening; mammography for screening or diagnostic purposes; 
immunizations for children and adults; preventive care for children; 
well-baby care

Out-Patient Surgery Services
Surgical Facility

Hospitalization Services (In-patient)
general hospital services, including semi-private room; intensive 
care unit and services; drugs; medications; anesthesia and oxygen 
services; diagnostic x-ray and lab
Hospital Pregnancy & Maternity Care

Emergency Room/Health Coverage
Copay waived if admitted to hospital

Ambulance Services (per trip) 

Physical, Occupational, Speech Therapy 

Prescriptions
Per 30 day supply or 100 unit doses, HCSP is allowed to use a generic 
or formulary brand

 
Durable Medical Equipment
(Covered when medically necessary as determined by HCSP) 

Mental Health/Substance Abuse Services
Out-patient - 20 visits per year (Provisions of AB 88 apply - see page 21)

Infertility Evaluation and Treatment

Copay Maximum (per calendar year)

Available Through:

None

Unlimited

$ 301

 

$ 301

 
 

$ 301

 
 
 
 

$ 4001 

$ 450 Copay per day1

Max. $1,800 
 

$ 2001

$ 2001

$ 301,2

$ 15 generic1 
$ 150 Ded. - $ 30 Brand1

Covered at 50% 
of allowed charges 

Max. $ 2,500 per year 

$ 401

50% of allowed charges

$ 3,000 Sgl. 
$ 6,000 Fam.

None

Unlimited

$ 301

 

$ 101

 
 

$ 301

 
 
 
 

$ 4001

$ 450 Copay – 100%1 
 
 

$ 2001

$ 2001

$ 301

$ 15 generic1 
$ 30 Brand1

Covered at 50% 
of allowed charges 

Max. $ 2,500 per year 

$ 301

50% of allowed charges

$ 3,000 Sgl. 
$ 6,000 Fam.

CalChoice® HMO 30

Blue Shield, Health Net, 
Sharp, Western Health 

Advantage
Kaiser Permanente

CalChoice HMO 30

None

Unlimited

$ 401

 

$ 401

 
 

$ 401

 
 
 
 

$ 5001 

$ 500 Copay per day1

 
 

$ 2501

$ 2001

$ 401,2

$ 20 generic 
$ 200 Ded. - $30 Brand1

Covered at 50% 
of allowed charges 

Max. $ 2,500 per year 

$ 501

50% of allowed charges

$ 3,500 Sgl. 
$ 7,000 Fam.

CalChoice HMO 40

None

Unlimited

$ 301

 

$ 301

 
 

$ 301

 
 
 
 

70%1

70%1

 
 

$ 2001

$ 2001

$ 301

$ 20 generic1 
$ 200 Ded. - $ 30 Brand1

Covered at 50% 
of allowed charges 

Max. $ 2,500 per year 

$ 401

50% of allowed charges

$ 3,500 Sgl. 
$ 7,000 Fam.

Health Net

CalChoice HMO 30 Value

Non-formulary Rx coverage varies by health plan. See the Health Plan & Formulary Comparison guide.

Services

Blue Shield, Health Net, 
Sharp, Western Health 

Advantage

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.
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hmo sUmmarY of Benefits

1  Copay shall be up to the designated amount, or 50% of the provider’s contracted rate, whichever is less.

Note:  These services are covered benefits only when and to the extent that they are provided, prescribed, or directed by the Healthcare Service Plan (HCSP) you have selected, except in emergencies.  Each 
HCSP is responsible for administering these benefits pursuant to its administrative procedures, medical protocols and medical review criteria and procedures.  The benefits are subject to various limitations, 
exclusions and conditions, as noted on page 21 and fully described in each HCSP’s evidence of Coverage document and the program regulations.  If you would like more information prior to enrollment, 
or wish to request an evidence of Coverage document, please contact the HCSP(s) you are interested in, using the telephone number listed on the back page of this brochure.  All services covered by your 
selected HCSP are fully described in the EOC document that will be mailed to you once you have enrolled and are accepted for coverage through the CaliforniaChoice® Program.

Calendar Year Deductible 

Lifetime Maximum

Professional Services (Office visits)
Physician services (office, specialists - other than surgery or therapy); 
allergy testing, treatment and serum; diagnostic x-ray and lab

Professional Services (Diagnostic) 
Laboratory services; diagnostic and therapeutic radiological services 
and other diagnostic services, including electrocardiography (EKg) and 
electroencephalography (EEg)

Professional Services (Preventive)
Routine physical exams on a periodic age-appropriate basis; prenatal 
services; breast and pelvic exams; pap smears; cervical cancer 
screening; mammography for screening or diagnostic purposes; 
immunizations for children and adults; preventive care for children; 
well-baby care

Out-Patient Surgery Services
Surgical Facility

Hospitalization Services (In-patient)
general hospital services, including semi-private room; intensive 
care unit and services; drugs; medications; anesthesia and oxygen 
services; diagnostic x-ray and lab
Hospital Pregnancy & Maternity Care

Emergency Room/Health Coverage
Copay waived if admitted to hospital

Ambulance Services (per trip) 

Physical, Occupational, Speech Therapy 

Prescriptions
Per 30 day supply or 100 unit doses, HCSP is allowed to use  
a generic or formulary brand 

Durable Medical Equipment
(Covered when medically necessary as determined by HCSP) 

Mental Health/Substance Abuse Services
Out-patient - 20 visits per year (Provisions of AB 88 apply - see page 21)

Infertility Evaluation and Treatment

Copay Maximum (per calendar year)

$ 1,500 Sgl./ $ 3,000 Fam.
(Applies to Copay Max)

Unlimited

$ 401

 

$ 401

 
 

$ 401

 
 
 
 

$ 750 Copay after1 deductible  

$ 750 Copay per day
after deductible1  

 

$ 2501

$ 2001

$ 401 after deductible

$ 15 generic1 
$ 250 Ded. - $ 30 Brand1

Covered at 50% 
of allowed charges 

Max. $ 2,500 per year 

 $ 501

50% of allowed charges

$ 4,000 Sgl. 
$ 8,000 Fam.

Non-formulary Rx coverage varies by health plan. See the Health Plan & Formulary Comparison guide.

CalChoice HMO 40 Value CalChoice HMO 40 Value

None

Unlimited

$ 401

 

$ 101

 
 

$ 401

 
 
 
 

$ 5001 

$ 500 Copay per day1

 
 

$ 2501

$ 2001

$ 401

$ 15 generic1 
$ 30 Brand1

Covered at 50% 
of allowed charges 

Max. $ 2,500 per year 

$ 401

50% of allowed charges

$ 3,500 Sgl. 
$ 7,000 Fam.

CalChoice® HMO 40

Available Through:

Services

Blue ShieldKaiser Permanente

None

Unlimited

$ 401

 

$ 401

 
 

$ 401

 
 
 
 

60%1  

60%1 
 
 

$ 2501

$ 2001

$ 401

$ 20 generic1 
$ 200 Ded. - $ 30 Brand1

Covered at 50%
of allowed charges 

Max. $ 2,500 per year 

$ 501

50% of allowed charges

$ 3,500 Sgl. 
$ 7,000 Fam.

Health Net

$ 2,500 Sgl./ $ 5,000 Fam.
(Applies to Copay Max)

Unlimited

$ 401

 

No Charge
 
 

$ 401

 
 
 
 

$ 2501  

$ 500 Copay per day
after deductible1  

 

$ 250 after deductible1

$ 501

$ 401

$ 20 generic1 
$ 250 Ded. - $ 30 Brand1

Covered at 80% 
of allowed charges 

Max. $ 2,500 per year 

 $ 401

50% of allowed charges

$ 5,000 Sgl. 
$ 10,000 Fam.

Western Health Advantage

CalChoice HMO 40 Value

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.



12

ppo sUmmarY of Benefits

Physician Services — Out-patient
PCP or OB Office visit 
Specialist Office visit 
Mammogram and PAP Test 

Laboratory, x-Ray & Diagnostic 
deductible applies

Physician Services — In-patient
Inpatient visits and consultations
Surgeons, assistants, anesthesiologists,  
pathologists, radiologists

Preventive Benefits  not subject to cal. yr. deductible

Annual Physical Exam 
including eye/ear screening, immunizations up to age 17

Mammogram and Pap Test 
Laboratory

Hospital Services — Out-patient
Out-patient surgery  

Hospital Services — In-patient
Room, Board, Service and Supplies
Skilled nursing facility Max. 100 days PPo 750 & 1000 
in Hospital Max. 60 days PPo 2400

$ 35 Copay2

$ 35 Copay2

$ 35 Copay2

$ 35 Copay2

80% 
80% 

$ 35 Copay2 

$ 35 Copay2

$ 35 Copay2

$ 500 copay1  
then: 80%

$ 500 copay  
then: 80%

50%1

50%1

50%

50%3

50%3

50%3 

Not Covered

Not Covered
Not Covered

50%3 
(to $ 600 a day)

50%3 
(to $ 600 a day) 

$ 35 Copay2 
$ 35 Copay2 
$ 35 Copay2

$ 35 Copay2

70% 
70% 

$ 35 Copay2 

$ 35 Copay2

$ 35 Copay2

$ 500 copay1  
then: 70%

$ 1,000 Ded.  
then: 70%

50%1

50%1

50%

50%3

50%3

50%3 

Not Covered

Not Covered
Not Covered

50%3 
(to $ 600 a day)

50%3 
(to $ 600 a day)  

$ 40 Copay2 
$ 40 Copay2 
$ 40 Copay2

70%2

70% 
70% 

$ 40 Copay2 

$ 40 Copay2

$ 40 Copay2

$ 500 copay1  
then: 70%

$ 500 copay1  
then: 70%

50%1

50%1

50%1

50%3

(max. $ 600/visit)

50%3

50%3 

Not Covered

Not Covered
Not Covered

50%3 
(to $ 600 a day)

50%3 
(to $ 600 a day)

Deductible, Copay and Out-of-Pocket Maximum 

Calendar Year Deductibles1 deductibles do not apply to the calendar year copay maximum
 n Individual $ 750 $ 1,000 $ 2,400
 n Family $ 2,250 $ 3,000 $ 7,200

Copays 
Physician Office visit Copay

 n Per visit  $ 35  $ 35 $ 40 

Calendar Year Copay Maximum
In-Network Providers

 n Individual $ 3,750 $ 4,000 $ 5,000
 n Family $ 7,500  $ 8,000 $ 10,000

Out-of-Network Providers
 n Individual $ 10,000 $ 10,000 $  10,000
 n Family $ 20 ,000 $ 20,000  $  20,000

Lifetime Maximum $ 6,000,000 $ 6,000,000 $ 6,000,000  

CalChoice® PPO 750 CalChoice PPO 1000 CalChoice PPO 2400

PPO Mix and Match Guidelines Total Group Size Plans Available

 2-4 medically enrolled employees All HMO and HMO value; PPO 1000 and PPO 2400; HSA 1500 and HSA 2400
 5+ medically enrolled employees All HMO and HMO value; Refer to Employee enrollment worksheet for PPO availability.

CalChoice PPO 2400CalChoice PPO 1000CalChoice PPO 750
Out of Network

Benefits
In Network Out of NetworkIn Network Out of NetworkIn Network

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.
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ppo sUmmarY of Benefits

Benefits, con’t CalChoice® PPO 750 CalChoice PPO 1000 CalChoice PPO 2400
 In Network Out of Network  In Network Out of Network In Network Out of Network

Note: All PPO plans exclude coverage for pre-existing conditions (except for pregnancy) for the first six months of coverage unless replacing prior creditable coverage (see evidence of Coverage for complete explanation).

1  Copays for services do NOT count toward the copay maximum and continue to be charged after it is reached.

2  The office visit copay is not subject to the plan deductible. Other covered services received during or in connection with the office visit, such as lab tests and x-rays, are subject to the plan deductible and the applicable copay.

3  The maximum allowed charge for non-emergency hospital services received from a Non-Preferred Hospital is $600 per day. Members are responsible for 50% of this $600 per day, plus all charges in excess of $600. 
Physician Services are covered separately at  50% of allowable amounts.

4  visits are combined between PT, OT, Speech, Chiro Services and Respiratory visits. 

For up to a 90 day supply 

$ 30

$ 60

$ 100

Up to 30 day supply  
Member pays 25% plus

$ 15

$ 30

$ 50

Prescription Costs 

$ 15

$ 30

$ 50

Out-patient Prescription Drugs1 
(Not subject to deductible, includes oral contraceptives) 

generic Drugs

Formulary Brand Drugs

Non-Formulary Brand Drugs

Mail Service Prescriptions
PPO 750*/1000**/2400***

Not Covered

Non- Participating Pharmacy
PPO 2400***

Non- Participating Pharmacy
PPO 750*/1000**

Participating Pharmacy
PPO 750*/1000**/2400***

Prescription Costs

Pregnancy & Maternity Care
Prenatal and postnatal care 
All necessary in-patient hospital services

Emergency Services 
ER Facility Resulting In Immediate Admission 
ER Facility Not Resulting In Admission  
ER Physician Services (Not Resulting In Admission) 

Ambulance 

Physical, Occupational, Speech Therapy 

Home Medical Equipment

Psychiatric - Severe (AB 88 Requirement on Page 22)
Out-patient 
In-patient  

Psychiatric - Non Severe  
Includes Alcohol/Substance Abuse Care  
Out-patient (Maximum of 20 visits per calendar year) 
In-patient (medical acute detoxification only)

Hospice - Routine Home Care 

24-Hour Continuous Care 

Chiropractic - Max. 12 visits (Deductible Applies)

Acupuncture 

80%

$ 150 Copay1 
then: 80%

50%

80%

50% of allowable 
amnt. max 2k per yr.

$ 35 Copay2 
$ 500 Copay  
then: 80%

 

50%

100% if authorized 

80% if authorized 

80%

Not Covered

50%

$ 150 Copay1 
then: 80%

50%

50%

50% of allowable 
amnt. max 2k per yr.

50%1 
50%3

(to $ 600 a day)

 

Not Covered

100% if authorized 
or not covered

80% if authorized 
or not covered

50%

Not Covered

70%

$ 150 Copay1 
then: 70%

70%

70%

50% of allowable 
amnt. max 2k per yr.

$ 35 Copay2 
$ 1,000 Deductible 

then: 70%

 

50%

100% if authorized 

70% if authorized 

70%

Not Covered

50%

$ 150 Copay1 
then: 70%

70%

50%

50% of allowable 
amnt. max 2k per yr.

50%1 
50%3

(to $ 600 a day)

 

Not Covered

100% if authorized 
or not covered

70% if authorized 
or not covered

50%

Not Covered

70%

$ 150 Copay1 
then: 70%

70%

70% combined
12 visits per cal yr.

50% of allowable 
amnt. max 2k per yr.

$ 40 Copay2 
$ 500 Copay 
then: 70%

 

50%

100% if authorized 

70% if authorized 

70%4

Not Covered

50%

$ 150 Copay1 
then: 70%

70%

50% combined
12 visits per cal yr.

Not covered

50%1 
50%3

 

Not Covered

100% if authorized 
or not covered

70% if authorized 
or not covered

50%4

Not Covered

 *  A separate $ 150 per individual deductible applies to formulary and non-formulary brand drugs.
 ** A separate $ 200 per individual deductible applies to formulary and non-formulary brand drugs.
 *** A separate $ 250 per individual deductible applies to formulary and non-formulary brand drugs.

Covered Under In-patient Hospital

Covered Under In-patient Hospital

Covered Under In-patient Hospital

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.



14

hsa CompatiBle Benefits 

Calendar Year Deductible (maximum 2 aggregate per family)2 See Above See Above  See Above See Above

Lifetime Maximum  $ 6 million $ 6 million $ 6 million $ 6 million

Physician Services — Out-patient    
Office visit/consultations (not including routine exams) 80% 50% 80% 50%
Specialist visits and consultations 80% 50% 80% 50%
Laboratory, x-rays, diagnostics  80% 50%3 80%  50%3

Physician Services — In-patient  
In-patient visits and consultations 80% 50% 80% 50%
Surgeons and assistants, anesthesiologists, pathologists, radiologists 80% 50% 80% 50%

Preventive Benefits (Not subject to the plan’s calendar year deductible)    
Annual Routine Physical Exam Office visit (one per calendar year) $ 30 1 Not Covered $ 35 1 Not Covered
Annual Pap test, mammography screening 80% Not Covered 80% Not Covered
Laboratory, diagnostics, immunizations and vaccinations 80% Not Covered 80% Not Covered

Hospital Services — Out-patient  
Out-patient surgery • Renal dialysis 80% 50%3 80% 50%3

Hospital Services — In-patient  
Semi-private room and board, medically necessary services and supplies, including subacute care 80% 50%3 80% 50%3

Pregnancy & Maternity Care
Prenatal and postnatal care  Covered Under 50%3 Covered Under 50%3

All necessary inpatient hospital services In-patient Hospital 50%3 In-patient Hospital 50%3

Emergency Services  
(Members meet an additional $100 deductible per emergency room visit before benefits apply.   80% 80% 80% 80%
This deductible is waived if the member is admitted directly to the hospital) 

Ambulance  80% 80% 80% 80%

Physical, Occupational, Speech Therapy  80% (Combined 12 50% (Combined 12 80% 50%
  visits per calendar year) visits per calendar year)

Out-patient Prescription Drugs4 $154 generic $154 generic $154 generic $154 generic
(Subject to a deductible. Includes oral contraceptives) $304 Brand $304 Brand $304 Brand $304 Brand

Home Medical Equipment 50% 50% 50% 50%

Psychiatric
Out-patient - severe 80% 50% 80% 50%
Out-patient - non-severe (maximum 20 visits — combined with alcohol / substance abuse)  50% Not Covered 50% Not Covered
In-patient - severe and non-severe  80% 50%3 80% 50%3

Alcohol / Substance Abuse 
Out-patient (maximum 20 visits — combined with psychiatric) Combined benefit   Not Covered Combined benefit Not Covered
 with Non-Severe    with Non-Severe  
 Mental & Nervous  Mental & Nervous
In-patient (medical acute detox. only) 80% 50%3 80% 50%3

Hospice - Routine Home Care 100% if authorized 100% if authorized 100% if authorized 100% if authorized
  or not covered  or not covered

24 Hour Continuous Care 80% if authorized 80% if authorized 80% if authorized 80% if authorized
  or not covered  or not covered

Chiropractic Services (20 visits per calendar year) Chiropractic manipulative treatment 80% 50% 80% 50%

Out-of-Pocket Maximum (Individual/Family)     Includes Plan Deductible $2,800/$5,600 $2,800/$5,600 $3,200/$5,800 $3,200/$5,800

Calendar year deductibles for the HSA 1500* Plan are $1,500 for individual and $3,000 for family. 
Calendar year deductibles for the HSA 2400* Plan are $2,400 for individual and $4,800 for family.

CalChoice HSA 2400=CalChoice® HSA 1500=

= All services are subject to calendar year deductible unless otherwise noted.       * HSA-Qualified High Deductible Health Plan.
1   The Preventive Care and Well-Baby Care office visit copays do not count toward the plan deductible. Other covered services received during or in connection with the office visit, such as lab tests and x-rays, are 

subject to the Plan deductible and the applicable copay.
2   Employees enrolling for single coverage must satisfy the single deductible; for employees enrolling with dependent coverage, the family deductible must be met before any member receives benefits.
3   The maximum allowed charge for non-emergency hospital services received from a Non-Preferred Hospital is $600 per day. Members are responsible for 50% of this $600 per day, plus all charges in excess of $600. 

These copays do not count toward the calendar year Copay Maximum, and continue to be charged after it is reached. Physician Services are covered separately at 50% of Allowable Amounts.
4   Includes coverage for medically necessary drugs. Members using Out-of-Network pharmacies pay full price and submit prescription drug claims to Blue Shield of California.

Preferred Providers Non-Preferred Providers Preferred Providers Non-Preferred Providers

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.
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aCtive ChoiCesm sUmmarY of Benefits
Active Choice members can use up to $500 per individual or $1000 per family for preventive care like routine physicals and immunizations, and out-patient professional services like physical 
therapy and diagnostic testing.  

Members pay no out-of-pocket expenses until their first-dollar limit is used and then pay 100% of the charges for covered physician and out-patient services until their calendar year copay 
maximum is met. 

Hospital services  Members can begin accessing care without paying deductibles on medical benefits including inpatient and out-patient services such as surgeries and emergency room visits. 
Prescription drugs   Members receive immediate coverage for generic drugs with just a $15 copay. To receive brand-name drug benefits, a $500 Rx deductible must first be met.
Carry-over credit  Any dollars left at the end of the first year can be rolled over to the following calendar year, as long as the member stays on the same plan, with the same employer.

#    Out-of-pocket costs above the allowable amount do not apply to the calendar-year copay maximum.

†    After copay maximum is met, Blue Shield Life covers benefits at 100 percent of the allowable amount.

††   If the physician or member requests a brand-name drug when a generic drug is available, the member 
is responsible for the cost difference between the brand and generic drug, in addition to the generic 
copay.

1    Copays for services do not count toward the Copay Maximum until the first dollar $500 (individual) or 
$1,000 (family) coverage limit has been reached. 

2    The $500 (individual) or $1,000 (family) first dollar covers preventive, outpatient and professional & 
diagnostic services. After the first $500/$1,000 limit is reached, the member is responsible for all 
allowed charges until the calendar year maximum is reached; once the calendar year maximum is 
reached Blue Shield pays 100% of the Allowable Amount. Coverage for non-severe mental & nervous, 
drug & alcohol and chiropractic benefits are limited to the first dollar amounts for individual and family 
only. 

3    Copays for services do not count toward the Copay Maximum, and continue to be charged once the 
Copay Maximum is reached. 

4    The maximum allowed charge for non-emergency hospital services received from a Non-Preferred 
Hospital is $600 per day. Members are responsible for 50% of this $600 per day, plus all charges in 
excess of $600. Physician services are covered separately at 50% of the Allowable Amount.

Medical Benefit Active ChoiceSM 500

 In Network Out of Network

Deductible (Family maximum)

Lifetime Maximum

Dr. Office Visits
Annual Physical Exam
Lab and x-Ray

Hospital Services
In-Patient Physician Fees
Emergency Room
Out-Patient Surgery

Hospital Pre-Authorization

Maternity 

Ambulance

Physical, Occupational,  
Speech Therapy

Mental & Nervous Benefits
Out-patient - Severe Condition
In-patient - Severe Condition
Out-patient - Non-Severe
In-patient - Non-Severe

Drug & Alcohol Benefits
Out-patient 

In-patient

Hospice 
Routine Home Care

24 HR Continuous Care

Skilled Nursing Facility

Chiropractic

Note:  Out-of-Network benefits are covered at a Negotiated Fee. Plans exclude coverage for pre-existing 
conditions (except for pregnancy) for the first six months of coverage unless replacing prior 
creditable coverage.

No Deductible

$ 6,000,000

 

$ 500 Copay then 75%
75%

$ 100 Copay3 then 75%
$ 400 Copay3 then 75%

  

See Hospital Services

75%

  

$ 500 Copay then 75%

$ 500 Copay then 75%

 

$ 500 Copay then 75%
detox only

100% if authorized

75% if authorized

75%-Max. 100 days/yr.

No Deductible

$ 6,000,000

 

50%4

50%
$ 100 Copay3 then 75%

50%3,4

See Hospital Services

75%

  

50%4

50%4

 

50%
detox only4

100% if authorized
or not covered

75% if authorized
or not covered

50%4-Max. 100 days/yr.

Covered Services

Out-of-Pocket Maximum 
(Individual/Family)

Category One#,†

Out-patient Professional & Diagnostic
 • Office visits
 • Diagnostic testing

Preventive Care
 • Routine physical exams
 • Well-baby care
 • Immunizations

Category Two#,†

Out-patient & In-patient Services
 • Surgeries
 • Emergency room visits
 • Renal dialysis
 • Chemotherapy

Category Three††

Prescription Drugs
 • Generic
 • Brand-name drugs
 – Deductible
 – Copay for formulary 

 – Copay for non-formulary

$5,000/$10,000

First Dollar Services Coverage:
$500 Individual/$1,000 Family

Then the member is responsible
for charges up to the

calendar-year Copay maximum

75% / 50% coinsurance
(some copays apply)

$15 Copay

$500
$30 or 30% whichever is greater,  

after deductible is met
$50 copay (or 50% of Blue Shield 
contracted rate) after deductible

100% up to $ 500/$ 1,0001,2

100% up to $ 500/$ 1,0001,2

Required or Add’tl $ 250 Hospital Admission

100% up to $ 500/$ 1,0001,2

Combined Benefit with  
Non-Severe Mental & Nervous

100% up to $ 500/$ 1,0001,2

100% up to $ 500/$ 1,0001,2

THIS MATRIx IS INTENDED TO BE USED TO HELP YOU COMPARE COvERAgE BENEFITS AND IS A SUMMARY ONLY. THE evidenCe of Coverage  
AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COvERAgE BENEFITS AND LIMITATIONS.
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Choosing YoUr Benefits

1. Personalized Worksheet 

 

2. Enrollment Application 

Look up your doctor 
Before you decide on which plan works best for you, 
visit our website to see if your doctor is in our network: 

n  go to www.calchoice.com 

n  Click on Provider / Rx Search

n  Type in the last name of your doctor

If your doctor is not available, we make it  
easy for you to quickly find a new doctor  
in your area.

Important Note: Call your doctor prior to enrolling to make sure 
they still participate in the health plan you have chosen.

Prescription Drugs: If you or a dependent need a specific drug, 
you can compare health plan coverage using our online Formulary 
Search at www.calchoice.com 

It’s easy to choose the right benefits with CaliforniaChoice® because we lay it out all for 

you; from how much your employer is contributing to your benefits, to how much each 

benefit is for you and/or your dependents to enroll. 

Tools You’ll Need to Enroll

Name of Company Employer Phone # Employee Job Title Full-time Employment Date

Employee Last Name

Residence Address Apt # City State Zip Code

Home Telephone Mailing Address (if different from above)Email Address

Employee First Name

Employee Social Security Number

Date of Birth
MO DAY YEAR

Sex ❑ M ❑ F

Group Number

Status

( )

Medical / Dental / Life / Vision Enrollment Application

A. PERSONAL INFORMATION

B. MEDICAL BENEFIT (select one plan only)

Life Insurance
Full Name of Beneficiary

Relationship of Beneficiary Life Amount

Date of Birth for Beneficiary

Dental Coverage
❑ Check if dentist chosen is current provider❑ Dental Plan FDH 100

Dentist: ID#:
❑ Check if you would like a dentist assigned

Premium Only Plan (P.O.P.)
❑ I want my portion of eligible insurance premiums paid on a pre-tax basis

Vision Coverage

C. OPTIONAL BENEFITS — Ask your health plan administrator if any of the optional benefits below are being offered by your employer

❑ Voluntary Vision (additional charge)❑ Vision (discount plan)

❑ Married ❑ Single (Note: If you or any of your dependents are not enrolling, you must also complete and sign the waiver section on back.)
❑ Domestic Partner

HMO

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 25 Value
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40
❑ CalChoice® HMO 40 Value

Blue
Shield

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40

Kaiser
Permanente

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 25 Value
❑ CalChoice® HMO 30
❑ CalChoice® HMO 30 Value
❑ CalChoice® HMO 40
❑ CalChoice® HMO 40 Value
❑ Elect Open Access

Health
Net

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40
❑ CalChoice® HMO 40 Value

Western Health
Advantage

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40

Sharp
Health Plan

PPO

❑ PPO 1000 ❑ HSA 1500*
❑ PPO 750 ❑ PPO 2400 PPO PLAN AVAILABILITY WILL BE BASED ON GROUP

ELIGIBILITY AND MAY BE SUBJECT TO CHANGE❑ Active ChoiceSM 500
❑ HSA 2400*

*HSA-Qualified High Deductible Health Plan

† If you choose plans 1000 or 3000,
you must select a dentist:

CC 0310 10/2008(1 of 5) PLEASE SIGN AND DATE APPLICABLE SECTIONS ON THE REVERSE SIDE OF FORM

Application must be COMPLETED in FULL, SIGNED and DATED for processingwww.calchoice.com

❑ Dental Plan 1000†
❑ Dental Plan 3500
❑ Dental Plan 3000†

❑ Dental Plan 4000
❑ Voluntary Dental 3000

❑ Dental Plan 5000

Sections A, D & F must be completed for life coverage

00.1-962118 etouQ
moc.eciohclac.www

8002 ,50 yaM

CaliforniaChoice Program

Employee Enrollment Worksheet Effective Date: 07/01/08 ALLCOUNTY QTEQuote #: 00000 Doe, John - Age 25Employer Zip Code: 92868 Residence Zip Code: 92868

Rates Continued on Next Page

HMO Plans
All eligible HMO benefits are covered In-Network only.

Participating Health Plans
Blue Shield, Health 

Net, Kaiser 
Permanente Blue Shield Health Net Kaiser Permanente Blue Shield Health Net

In-Network HMO 15 HMO 25 HMO 25 HMO 25 HMO 25 Value HMO 25 Value

HMO Network Required Yes Yes Yes Yes Yes Yes
elbitcudeD oN000,2$/000,1$elbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oN

elbitcudeD

yapoC 52$yapoC 52$yapoC 52$yapoC 52$yapoC 52$yapoC 51$stisiV eciffO .rD

Hospital Services $400 Copay-100% $400 Copay Per Day
(Max $1,200)

$450 Copay Per Day
(Max $1,800)

$450 Copay Per
Admission

$400 Copay Per Day(Max $1,600) After Deductible 75%

Rx Benefit (Generic Formulary) $10 Copay $15 Copay $15 Copay $10 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $20 Copay $100 Ded-$30 Copay $100 Ded-$30 Copay $25 Copay $200 Ded-$30 Copay $100 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $2,000/$4,000 $2,500/$5,000 $3,000/$6,000 $2,500/$5,000 $3,000/$6,000 $3,000/$6,000

HMO Plans (continued)
All eligible HMO benefits are covered In-Network only.

Participating Health Plans
Health Net Health Net

Blue Shield, Health 
Net Kaiser Permanente Health Net

Blue Shield, Health 
Net

In-Network Elect Open Access Salud HMO 30 HMO 30 HMO 30 Value HMO 40

HMO Network Required Optional Yes Yes Yes Yes Yes
elbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oN

elbitcudeD
Dr. Office Visits $25 HMO-$40 PPO $25 Copay $30 Copay $30 Copay $30 Copay $40 Copay

%57secivreS latipsoH
$500 Copay Per Day

(Max $1,000)
$450 Copay Per Day

(Max $1,800)
$450 Copay Per

Admission 70% $500 Copay Per Day

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $20 Copay $20 Copay

Rx Benefit (Brand Formulary) $150 Ded-$30 Copay $25 Copay $150 Ded-$30 Copay $30 Copay $200 Ded-$30 Copay $200 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $2,500/$6,000 $2,500/$5,000 $3,000/$6,000 $3,000/$6,000 $3,500/$7,000 $3,500/$7,000

HMO Plans (continued)
All eligible HMO benefits are covered In-Network only.

Participating Health Plans Kaiser Permanente Blue Shield Health NetIn-Network HMO 40 HMO 40 Value HMO 40 Value
HMO Network Required Yes Yes Yes

elbitcudeD oN000,3$/005,1$elbitcudeD oN
elbitcudeD

yapoC 04$yapoC 04$stisiV eciffO .rD

$40 CopayHospital Services $500 Copay Per Day $750 Copay Per Day
After Deductible 60%Rx Benefit (Generic Formulary) $15 Copay $15 Copay $20 Copay

Rx Benefit (Brand Formulary) $30 Copay $250 Ded-$30 Copay $200 Ded-$30 Copay
Out-Of-Pocket Max Ind/Fam $3,500/$7,000 $4,000/$8,000 $3,500/$7,000PPO Plans

Consumer Choice PPO Plans
Participating Health Plans Blue Shield Blue Shield Blue Shield Blue Shield Blue Shield Blue Shield

In-Network PPO 750 PPO 1000 PPO 2400 Active Choice 500 HSA 1500 HSA 2400
oNoNoN

oNoNoN
deriuqeR krowteN

000,3$/005,1$elbitcudeD oN004,2$000,1$057$
elbitcudeD

$2,400/$4,800000,1$/005$ ot pu %001yapoC 04$yapoC 53$yapoC 53$stisiV eciffO .rD

80% 80%

Hospital Services $500 Copay - 80% $1,000 Ded - 70% $500 Copay - 70% $500 Copay - 75% 80% 80%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $150 Ded - $30 Copay $200 Ded - $30 Copay $250 Ded - $30 Copay $500 Ded - $30 Copay $30 Copay $30 Copay

Out-Of-Pocket Max Ind/Fam $3,750/$7,500 $4,000/$8,000 $5,000/$10,000 $5,000/$10,000 $2,800/$5,600 $3,200/$5,800

Out-Of-Network

008,4$/004,2$000,3$/005,1$elbitcudeD oN004,2$000,1$057$
elbitcudeD

%05
stisiV eciffO .rD

50% 50% 100% up to $500/$1,000 50% 50%

%05secivreS latipsoH

50% 50% 50% 50% 50%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $150 Ded - $30 Copay $200 Ded - $30 Copay $250 Ded - $30 Copay $500 Ded - $30 Copay $30 Copay $30 Copay

Out-Of-Pocket Max Ind/Fam $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $2,800/$5,600 $3,200/$5,800Copayment shall be up to the designated amount, or 50% of the provider’s contracted rate, whichever is less.
Employees enrolling for single coverage must satisfy the Single deductible: for employees enrolling with Dependent coverage, the Family deductible must be met before any member 

receives benefits.
The out-of-pocket maximum includes the plan deductible.Out-Of-Network benefits are covered at a Negotiated Fee.The $500 (individual) or $1000 (family) first dollar covers preventive, outpatient and professional & diagnostic services. After the first $500/$1000 limit is reached, the member is 

responsible for all allowed charges until the calendar year maximum is reached; once the calendar year maximum is reached Blue Shield pays 100% of the Allowable Amount.

Copayment shall be up to the designated amount or 30%, whichever is greater.Includes coverage for medically necessary drugs after the deductible has been met.

00.1-962118 etouQ
moc.eciohclac.www

8002 ,50 yaM

CaliforniaChoice Program

Employee Enrollment Worksheet Effective Date: 07/01/08 ALLCOUNTY QTE

Quote #: 00000 Doe, John - Age 25

Employer Zip Code: 92868 Residence Zip Code: 92868

Rates Continued on Next Page

HMO Plans
All eligible HMO benefits are covered In-Network only.

Participating Health Plans
Blue Shield, Health 

Net, Kaiser 
Permanente Blue Shield Health Net Kaiser Permanente Blue Shield Health Net

In-Network HMO 15 HMO 25 HMO 25 HMO 25 HMO 25 Value HMO 25 Value

HMO Network Required Yes Yes Yes Yes Yes Yes
elbitcudeD oN000,2$/000,1$elbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD

yapoC 52$yapoC 52$yapoC 52$yapoC 52$yapoC 52$yapoC 51$stisiV eciffO .rD

Hospital Services $400 Copay-100%
$400 Copay Per Day

(Max $1,200)
$450 Copay Per Day

(Max $1,800)
$450 Copay Per

Admission
$400 Copay Per Day

(Max $1,600) After Deductible
75%

Rx Benefit (Generic Formulary) $10 Copay $15 Copay $15 Copay $10 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $20 Copay $100 Ded-$30 Copay $100 Ded-$30 Copay $25 Copay $200 Ded-$30 Copay $100 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $2,000/$4,000 $2,500/$5,000 $3,000/$6,000 $2,500/$5,000 $3,000/$6,000 $3,000/$6,000

HMO Plans (continued)
All eligible HMO benefits are covered In-Network only.

Participating Health Plans Health Net Health Net
Blue Shield, Health 

Net Kaiser Permanente Health Net
Blue Shield, Health 

Net

In-Network Elect Open Access Salud HMO 30 HMO 30 HMO 30 Value HMO 40

HMO Network Required Optional Yes Yes Yes Yes Yes
elbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD

Dr. Office Visits $25 HMO-$40 PPO $25 Copay $30 Copay $30 Copay $30 Copay $40 Copay

%57secivreS latipsoH
$500 Copay Per Day

(Max $1,000)
$450 Copay Per Day

(Max $1,800)
$450 Copay Per

Admission
70% $500 Copay Per Day

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $20 Copay $20 Copay

Rx Benefit (Brand Formulary) $150 Ded-$30 Copay $25 Copay $150 Ded-$30 Copay $30 Copay $200 Ded-$30 Copay $200 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $2,500/$6,000 $2,500/$5,000 $3,000/$6,000 $3,000/$6,000 $3,500/$7,000 $3,500/$7,000

HMO Plans (continued)
All eligible HMO benefits are covered In-Network only.

Participating Health Plans Kaiser Permanente Blue Shield Health Net

In-Network HMO 40 HMO 40 Value HMO 40 Value

HMO Network Required Yes Yes Yes
elbitcudeD oN000,3$/005,1$elbitcudeD oNelbitcudeD yapoC 04$yapoC 04$stisiV eciffO .rD

$40 Copay

Hospital Services $500 Copay Per Day $750 Copay Per Day
After Deductible

60%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $20 Copay

Rx Benefit (Brand Formulary) $30 Copay $250 Ded-$30 Copay $200 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $3,500/$7,000 $4,000/$8,000 $3,500/$7,000

PPO Plans
Consumer Choice PPO Plans

Participating Health Plans Blue Shield Blue Shield Blue Shield Blue Shield Blue Shield Blue Shield

In-Network PPO 750 PPO 1000 PPO 2400 Active Choice 500 HSA 1500 HSA 2400
oNoNoNoNoNoNderiuqeR krowteN

000,3$/005,1$elbitcudeD oN004,2$000,1$057$elbitcudeD

$2,400/$4,800

000,1$/005$ ot pu %001yapoC 04$yapoC 53$yapoC 53$stisiV eciffO .rD

80% 80%

Hospital Services $500 Copay - 80% $1,000 Ded - 70% $500 Copay - 70% $500 Copay - 75% 80% 80%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $150 Ded - $30 Copay $200 Ded - $30 Copay $250 Ded - $30 Copay $500 Ded - $30 Copay $30 Copay $30 Copay

Out-Of-Pocket Max Ind/Fam $3,750/$7,500 $4,000/$8,000 $5,000/$10,000 $5,000/$10,000 $2,800/$5,600 $3,200/$5,800

Out-Of-Network
008,4$/004,2$000,3$/005,1$elbitcudeD oN004,2$000,1$057$elbitcudeD

%05stisiV eciffO .rD
50% 50% 100% up to $500/$1,000 50% 50%

%05secivreS latipsoH
50% 50% 50% 50% 50%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $150 Ded - $30 Copay $200 Ded - $30 Copay $250 Ded - $30 Copay $500 Ded - $30 Copay $30 Copay $30 Copay

Out-Of-Pocket Max Ind/Fam $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $2,800/$5,600 $3,200/$5,800

Copayment shall be up to the designated amount, or 50% of the provider’s contracted rate, whichever is less.

Employees enrolling for single coverage must satisfy the Single deductible: for employees enrolling with Dependent coverage, the Family deductible must be met before any member 

receives benefits.

The out-of-pocket maximum includes the plan deductible.

Out-Of-Network benefits are covered at a Negotiated Fee.

The $500 (individual) or $1000 (family) first dollar covers preventive, outpatient and professional & diagnostic services. After the first $500/$1000 limit is reached, the member is 

responsible for all allowed charges until the calendar year maximum is reached; once the calendar year maximum is reached Blue Shield pays 100% of the Allowable Amount.

Copayment shall be up to the designated amount or 30%, whichever is greater.

Includes coverage for medically necessary drugs after the deductible has been met.
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Complete YoUr appliCation
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moc.eciohclac.www
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CaliforniaChoice Program

Employee Enrollment Worksheet Effective Date: 07/01/08 ALLCOUNTY QTE

Quote #: 00000 Doe, John - Age 25

Employer Zip Code: 92868 Residence Zip Code: 92868

Rates Continued on Next Page

HMO Plans
All eligible HMO benefits are covered In-Network only.

Participating Health Plans
Blue Shield, Health 

Net, Kaiser 
Permanente Blue Shield Health Net Kaiser Permanente Blue Shield Health Net

In-Network HMO 15 HMO 25 HMO 25 HMO 25 HMO 25 Value HMO 25 Value

HMO Network Required Yes Yes Yes Yes Yes Yes
elbitcudeD oN000,2$/000,1$elbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oN

elbitcudeD

yapoC 52$yapoC 52$yapoC 52$yapoC 52$yapoC 52$yapoC 51$stisiV eciffO .rD

Hospital Services $400 Copay-100%
$400 Copay Per Day

(Max $1,200)
$450 Copay Per Day

(Max $1,800)
$450 Copay Per

Admission
$400 Copay Per Day

(Max $1,600) After Deductible
75%

Rx Benefit (Generic Formulary) $10 Copay $15 Copay $15 Copay $10 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $20 Copay $100 Ded-$30 Copay $100 Ded-$30 Copay $25 Copay $200 Ded-$30 Copay $100 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $2,000/$4,000 $2,500/$5,000 $3,000/$6,000 $2,500/$5,000 $3,000/$6,000 $3,000/$6,000

HMO Plans (continued)
All eligible HMO benefits are covered In-Network only.

Participating Health Plans Health Net Health Net
Blue Shield, Health 

Net Kaiser Permanente Health Net
Blue Shield, Health 

Net

In-Network Elect Open Access Salud HMO 30 HMO 30 HMO 30 Value HMO 40

HMO Network Required Optional Yes Yes Yes Yes Yes
elbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oNelbitcudeD oN

elbitcudeD
Dr. Office Visits $25 HMO-$40 PPO $25 Copay $30 Copay $30 Copay $30 Copay $40 Copay

%57secivreS latipsoH

$500 Copay Per Day
(Max $1,000)

$450 Copay Per Day
(Max $1,800)

$450 Copay Per
Admission

70% $500 Copay Per Day

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $20 Copay $20 Copay

Rx Benefit (Brand Formulary) $150 Ded-$30 Copay $25 Copay $150 Ded-$30 Copay $30 Copay $200 Ded-$30 Copay $200 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $2,500/$6,000 $2,500/$5,000 $3,000/$6,000 $3,000/$6,000 $3,500/$7,000 $3,500/$7,000

HMO Plans (continued)
All eligible HMO benefits are covered In-Network only.

Participating Health Plans Kaiser Permanente Blue Shield Health Net

In-Network HMO 40 HMO 40 Value HMO 40 Value

HMO Network Required Yes Yes Yes
elbitcudeD oN000,3$/005,1$elbitcudeD oN

elbitcudeD yapoC 04$yapoC 04$stisiV eciffO .rD

$40 Copay

Hospital Services $500 Copay Per Day
$750 Copay Per Day

After Deductible
60%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $20 Copay

Rx Benefit (Brand Formulary) $30 Copay $250 Ded-$30 Copay $200 Ded-$30 Copay

Out-Of-Pocket Max Ind/Fam $3,500/$7,000 $4,000/$8,000 $3,500/$7,000

PPO Plans

Consumer Choice PPO Plans

Participating Health Plans Blue Shield Blue Shield Blue Shield Blue Shield Blue Shield Blue Shield

In-Network PPO 750 PPO 1000 PPO 2400 Active Choice 500 HSA 1500 HSA 2400
oNoNoN

oNoNoN
deriuqeR krowteN

000,3$/005,1$elbitcudeD oN004,2$000,1$057$
elbitcudeD

$2,400/$4,800

000,1$/005$ ot pu %001yapoC 04$yapoC 53$yapoC 53$stisiV eciffO .rD

80% 80%

Hospital Services $500 Copay - 80% $1,000 Ded - 70% $500 Copay - 70% $500 Copay - 75% 80% 80%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $150 Ded - $30 Copay $200 Ded - $30 Copay $250 Ded - $30 Copay $500 Ded - $30 Copay $30 Copay $30 Copay

Out-Of-Pocket Max Ind/Fam $3,750/$7,500 $4,000/$8,000 $5,000/$10,000 $5,000/$10,000 $2,800/$5,600 $3,200/$5,800

Out-Of-Network

008,4$/004,2$000,3$/005,1$elbitcudeD oN004,2$000,1$057$
elbitcudeD %05

stisiV eciffO .rD

50% 50% 100% up to $500/$1,000 50% 50%

%05secivreS latipsoH

50% 50% 50% 50% 50%

Rx Benefit (Generic Formulary) $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay $15 Copay

Rx Benefit (Brand Formulary) $150 Ded - $30 Copay $200 Ded - $30 Copay $250 Ded - $30 Copay $500 Ded - $30 Copay $30 Copay $30 Copay

Out-Of-Pocket Max Ind/Fam $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $10,000/$20,000 $2,800/$5,600 $3,200/$5,800

Copayment shall be up to the designated amount, or 50% of the provider’s contracted rate, whichever is less.

Employees enrolling for single coverage must satisfy the Single deductible: for employees enrolling with Dependent coverage, the Family deductible must be met before any member 

receives benefits.

The out-of-pocket maximum includes the plan deductible.

Out-Of-Network benefits are covered at a Negotiated Fee.

The $500 (individual) or $1000 (family) first dollar covers preventive, outpatient and professional & diagnostic services. After the first $500/$1000 limit is reached, the member is 

responsible for all allowed charges until the calendar year maximum is reached; once the calendar year maximum is reached Blue Shield pays 100% of the Allowable Amount.

Copayment shall be up to the designated amount or 30%, whichever is greater.

Includes coverage for medically necessary drugs after the deductible has been met.

00.1-962118 etouQ

moc.eciohclac.www

8002 ,50 yaM

CaliforniaChoice Program
Employee Enrollment Worksheet Effective Date: 07/01/08 ALLCOUNTY QTE

Quote #: 
Employer Zip Code: 92868 Residence Zip Code: 92868

John, choose the benefit design and price that works best for you! 

Have we correctly listed your Age and Residence Zip Code above?  Yes  No (If no, your quoted premium may be incorrect. Please notify your Health Plan Administrator.)

The following premiums illustrate the cost to you after your
employer has made their contribution.  All family members
must enroll with the same Participating Plan.

Your Employer has agreed to contribute:100 % of the Best Employee Rate for HMO Health Plan 30
0 % of the Dependent Rate for Same Plan as Above

HMO Plans

THESE ARE YOUR COSTS PER MONTH.Additional cost
Additional cost

Additional cost

HMO 15
Employee Only

for Spouse Only
for Child(ren) Only

for Family

Blue Shield

11.590,1$
08.565$

05.975$
18.922$Health Net

21.261,1$
16.385$

57.735$
48.422$Kaiser Permanente

67.138$
52.305$

26.615$
76.201$ HMO 25

Blue Shield

48.008$
99.214$

84.324$
84.611$Health Net

76.218$
51.804$

20.673$
14.101$Kaiser Permanente

22.855$
57.733$

27.643$
39.7$ HMO 25 Value

Blue Shield

72.665$
94.192$

19.892$
11.82$Health Net

84.767$
64.583$

21.553$
54.58$ Elect Open Access

Health Net

20.177$
22.783$

97.653$
86.68$ Salud

Health Net

41.583$
64.391$

22.871$
00.0$ HMO 30

Blue Shield

97.646$
49.233$

24.143$
74.85$Health Net

34.397$
84.893$

21.763$
36.49$Kaiser Permanente

$ 0.00
$ 332.51

$ 323.90
$ 535.33

 HMO 30 Value
Health Net

35.507$
53.453$

64.623$
06.36$ HMO 40

Blue Shield

70.675$
35.692$

80.403$
08.13$Health Net

96.685$
66.492$

94.172$
66.12$Kaiser Permanente

01.905$
30.803$

12.613$
00.0$ HMO 40 Value

Blue Shield

67.844$
99.032$

78.632$
00.0$Health Net

92.405$
72.352$

53.332$
00.0$

PPO Plans Note: Plan availability will be determined by the number of medically enrolled employees. Groups of 2-4 = All HMO plans, PPO 1000 , HSA 1500, PPO 

2400 & HSA 2400 plans. Groups of 5-9 = All plans except PPO 750. Groups of 10+ = All plans availableAdditional cost
Additional cost

Additional cost

Blue Shield
Employee Only

for Spouse Only
for Child(ren) Only

for Family

PPO 750

57.549$
38.174$

26.786$
06.612$PPO 1000

78.056$
94.323$

55.374$
52.39$PPO 2400

85.155$
19.472$

38.004$
96.84$Active Choice 500

25.284$
20.932$

38.153$
99.81$HSA 1500

60.564$
25.232$

24.833$
29.31$HSA 2400

15.534$
57.712$

29.613$
62.1$Note: Rates are guaranteed for 12 months unless you have an address or an age change during the year that moves you to a new age band (i.e. changing to age 30, 40, 50, 55, 60, 

or 65). Final rates for employees age 65+ are subject to change and will be determined by total employee count and employee Medicare coverage. We assume no liability for rate 

or benefit discrepancies. See Evidence of Coverage for detailed benefits.

00000 
Doe, John - Age 25

Use your Personalized Worksheet to: 
n Compare health plan costs 

n Review your benefit options; choose from HMO, PPO or HSA plans 

n Choose your benefit level

Your employer’s  
contribution appears here

Your cost for the plan of your choice 
appears here – Your employer’s  

contribution has already been subtracted

Having a birthday? Rates  
are guaranteed for 12 months 
unless your birthday moves 

you to a new age band

Personalized Worksheet
Your Personalized Worksheet is a great tool because it shows you all of your benefit choices, and the cost 
associated with each option after your employer’s contribution has been removed. This means what you see on 
your worksheet is exactly what you’ll pay each pay period.

You can also see the costs associated with adding a spouse and/or dependents to your coverage.

Add the dependent column  
to the “Employee Only” column  

for the total premium

verify your age and 
home Zip Code
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Complete YoUr appliCation

Name of Company Employer Phone # Employee Job Title Full-time Employment Date

Employee Last Name

Residence Address Apt # City State Zip Code

Home Telephone Mailing Address (if different from above)Email Address

Employee First Name

Employee Social Security Number

Date of Birth
MO DAY YEAR

Sex ❑ M ❑ F

Group Number

Status

( )

Medical / Dental / Life / Vision Enrollment Application

A. PERSONAL INFORMATION

B. MEDICAL BENEFIT (select one plan only)

Life Insurance
Full Name of Beneficiary

Relationship of Beneficiary Life Amount

Date of Birth for Beneficiary

Dental Coverage
❑ Check if dentist chosen is current provider❑ Dental Plan FDH 100

Dentist: ID#:
❑ Check if you would like a dentist assigned

Premium Only Plan (P.O.P.)
❑ I want my portion of eligible insurance premiums paid on a pre-tax basis

Vision Coverage

C. OPTIONAL BENEFITS — Ask your health plan administrator if any of the optional benefits below are being offered by your employer

❑ Voluntary Vision (additional charge)❑ Vision (discount plan)

❑ Married ❑ Single (Note: If you or any of your dependents are not enrolling, you must also complete and sign the waiver section on back.)
❑ Domestic Partner

HMO

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 25 Value
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40
❑ CalChoice® HMO 40 Value

Blue
Shield

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40

Kaiser
Permanente

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 25 Value
❑ CalChoice® HMO 30
❑ CalChoice® HMO 30 Value
❑ CalChoice® HMO 40
❑ CalChoice® HMO 40 Value
❑ Elect Open Access

Health
Net

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40
❑ CalChoice® HMO 40 Value

Western Health
Advantage

❑ CalChoice® HMO 15
❑ CalChoice® HMO 25
❑ CalChoice® HMO 30
❑ CalChoice® HMO 40

Sharp
Health Plan

PPO

❑ PPO 1000 ❑ HSA 1500*
❑ PPO 750 ❑ PPO 2400 PPO PLAN AVAILABILITY WILL BE BASED ON GROUP

ELIGIBILITY AND MAY BE SUBJECT TO CHANGE❑ Active ChoiceSM 500
❑ HSA 2400*

*HSA-Qualified High Deductible Health Plan

† If you choose plans 1000 or 3000,
you must select a dentist:

CC 0310 10/2008(1 of 5) PLEASE SIGN AND DATE APPLICABLE SECTIONS ON THE REVERSE SIDE OF FORM

Application must be COMPLETED in FULL, SIGNED and DATED for processingwww.calchoice.com

❑ Dental Plan 1000†
❑ Dental Plan 3500
❑ Dental Plan 3000†

❑ Dental Plan 4000
❑ Voluntary Dental 3000

❑ Dental Plan 5000

Sections A, D & F must be completed for life coverage

Complete this section ONLY if you are electing medical, dental and/or vision for yourself and dependents

CC 0310A 10/2008(2 of 5)

Domestic
Partner

❑ Check here if you would like your Healthcare Service Plan to assign you a Primary Care Physician.
For additional dependent enrollment, complete sections A & D on a separate application.

Last Name

Relationship to Employee

Social Security No.

Gender

Date of Birth

Primary Care Physician*

Physician ID# & City

Current Patient of PCP?

Disabled?

Enrolling For?

Employee Spouse Child Child Child

❑ Yes ❑ No

❑ Male ❑ Female

❑ Spouse ❑

❑ Med ❑ Dent ❑ Vision ❑ Med ❑ Dent† ❑ Vision ❑ Med ❑ Dent† ❑ Vision ❑ Med ❑ Dent† ❑ Vision ❑ Med ❑ Dent† ❑ Vision

❑ Male ❑ Female ❑ Male ❑ Female ❑ Male ❑ Female

❑ Yes ❑ No ❑ Yes ❑ No ❑ Yes ❑ No ❑ Yes ❑ No
❑ Yes ❑ No ❑ Yes ❑ No ❑ Yes ❑ No

* Please be sure to verify that your PCP is contracted with your selected carrier prior to enrolling. New Hire applications added to existing groups will
automatically be assigned a PCP if one is not chosen or PCP is not contracted with the selected health plan. For Kaiser Permanente enrollees, no PCP
selection is required.

† Dependents enrolled for dental must match dependents enrolled for medical (except voluntary dental or children under Age 3).

First Name
❑ Life only

D. ENROLLMENT INFORMATION

If you wish to include a dependent between the ages of 19 and 24 under your medical and/or dental coverage, your dependent must meet the
following eligibility requirements:

• Unmarried or not involved in a domestic partnership
• Financially dependent upon the Employee per IRS guidelines
• Enrolled full-time in an accredited secondary school or college (12 or more units)

This form must be completed and signed by the employee. Failure to complete and submit this verification may result in the denial of
service/claims submitted on behalf of the dependent.

Student's Name

Name of School

Address

Employee Signature

Date of Birth

Date

E. FULL TIME STUDENT VERIFICATION

F. YOUR LEGAL ACKNOWLEDGEMENT (Read, sign and date where indicated on next page)

By submitting this signed application, I agree and understand that the health plan I have chosen through the CaliforniaChoice® program shall automatically
have a lien on any payment of monies from any source, for services rendered in conjunction with an injury caused by the acts or omissions of a third party.
I agree for myself and my dependents to be bound by the benefits, copays, deductibles, exclusions, limitations and other terms of the health plan’s small group
contract.
I authorize my physician, healthcare provider, hospital, clinic or other medically related facility to furnish my, and my dependent’s, protected health information,
including medical records, to the health plan I have chosen through the CaliforniaChoice® program or its authorized agents for the purpose of review,
investigation, or evaluation of an application or claim, and for quality assurance and utilization review. I authorize CaliforniaChoice® and the health plan I have
chosen, and their agents, designees or representatives, to disclose to a hospital, health plan, insurer or healthcare provider any protected health information if
such disclosure is necessary to allow the performance of any of those activities. This authorization shall become effective immediately and shall remain in effect
for up to 30 months from the date the authorization was signed. I understand that I, or a person authorized to act on my behalf, is entitled to receive a copy of
this authorization form.
I have read and understand the information provided to me pertaining to the Premium Only Plans and the tax consequences.

I declare under the penalty of perjury under the laws of the state of California that the following statements are true, correct and pertain to the employer
named on this application, myself and my dependents named on this application.
• I am either actively, permanently working for the employer and considered eligible by my employer because I work either 20+ or 30+ hours per week, or I am

an eligible COBRA/Cal-COBRA participant.
• I am not a temporary, seasonal, per diem or a 1099 employee or insured by or eligible to be insured by the employer’s union policy.

(continued on next page)

Employee Name Group Number

CC 0310B 3/2008www.calchoice.com

COBRA Applicants:

� COBRA � Cal-COBRA
Please check COBRA type: � Termination of employment

Indicate Qualifying Event:

� Reduction of hours
� Child no longer eligible
� Divorce/legal separation

� Medicare entitlement
� Death of employee

Date of Qualifying Event

Date:Employee SIGN HERE FOR MEDICAL, DENTAL, LIFE OR VISION COVERAGE: Print Name

My signature acknowledges both the applicable arbitration disclosure of the HMO I selected in Section B and my decision to enroll in the medical,
dental, life or vision coverage that I selected in Section C.

Employer/CaliforniaChoice®Use Only
� New Group-employee � New Hire � Renewal Effective Date:

• My children’s dates of birth are accurate. My children are unmarried or not involved in a domestic partnership, and are financially dependent upon me per
the IRS guidelines. My children are born to me or my spouse/domestic partner, or legally adopted and/or a non-temporary legal ward of me or my
spouse/domestic partners.

I understand that the preceding statements are subject to audit at any time and agree to provide CaliforniaChoice® with any and all information necessary to
prove the above statements.
I understand that false statements and/or failure to provide the information upon request will cause the termination of all CaliforniaChoice® benefits 15 days
following the date of the notice of termination and I will be held responsible for all services and charges incurred through CaliforniaChoice® program providers
thereafter.
I understand that any persons, business or health plan that suffers a loss because of false-declarations contained in this statement may take legal action against
me to recover their losses.
• The representations made are the basis upon which coverage may be issued.
• If any Material fact was omitted or misrepresented, the coverage may be cancelled or the employer’s contract rescinded.
• I have READ, UNDERSTAND and ATTEST that I myself and my dependents have met all of the eligibility requirements listed on page 5 of this application.

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

F. YOUR LEGAL ACKNOWLEDGEMENT (continued)

BINDING ARBITRATION AGREEMENT:
Subject to the terms of the Plan Contract or
Insurance Policy (which may prohibit
mandatory arbitration of certain disputes if
the Plan Contract or Insurance Policy is
subject to ERISA, 29 U.S.C. section 1001,
et seq.), I, the Employee, understand and
agree that any and all disputes or
disagreements between me (including any of
my enrolled family members or heirs or
personal representatives) and the Health Net
Entities, the Safeguard Entities and/or the
Fidelity Entities, regarding the construction,
interpretation, performance or breach of the
Plan Contract or Insurance Policy, or
regarding other matters relating to or arising
out of my Health Net Entities, the Safeguard
Entities and/or the Fidelity Entities
membership, whether stated in tort, contract
or otherwise, and whether or not other
parties such as health care providers, or their
agents or employees, are also involved, must
be submitted to final and binding arbitration
in lieu of a jury or court trial. I understand
that, by agreeing to submit all disputes to
final and binding arbitration, all parties,
including the Health Net Entities, the
Safeguard Entities and/or the Fidelity Entities,
are giving up their constitutional right to have
their dispute decided in a court of law before
a jury. I also understand that disputes that I
may have with the Health Net Entities, the
Safeguard Entities and/or the Fidelity Entities
involving claims for medical malpractice are
also subject to final and binding arbitration.
A more detailed arbitration provision is
included in the Plan Contract or Insurance
Policy. My signature below indicates that I
agree to submit any dispute to binding
arbitration.

It is understood that any
dispute or controversy
between the Member and the
Plan arising out of or in
connection with this Group
Agreement, excluding a claim
of medical malpractice, will be
determined by submission to
final and binding arbitration in
accordance with the
provisions of Article XIII of
this Group Agreement, and
not by a lawsuit or resort to
court process except as
California law provides for
judicial review of arbitration
proceedings. Both parties to
this Group Agreement, by
entering into it, are giving up
their constitutional right to
have any such dispute or
controversy decided in a court
of law before a jury, and
instead are accepting the use
of arbitration.

HEALTH NET ENROLLEES: KAISER FOUNDATION
HEALTH PLAN ENROLLEES:

WESTERN HEALTH
ADVANTAGE ENROLLEES:

SHARP
ENROLLEES:

Arbitration Agreement: I
understand that (except for Small
Claims Court cases, claims
subject to a Medicare appeals
procedure, and, if my Group
must comply with ERISA, certain
benefit-related disputes) any
dispute between myself, my
heirs, relatives or other
associated parties on the one
hand and Health Plan, its health
care providers, or other
associated parties on the other
hand, for alleged violation of any
duty arising out of or related to
membership in Health Plan,
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. I agree to give up
our right to a jury trial and accept
the use of binding arbitration. I
understand that the full
arbitration provision is contained
in the Evidence of Coverage.

Arbitration Agreement: I
agree and understand that
any and all disputes
between myself (including
any heirs or assigns) and
Western Health Advantage,
including claims of medical
malpractice (that is as to
whether any medical services
rendered under the health
plan were unnecessary
orunauthorized or were
improperly, negligently or
incompetently rendered),
except for Small Claims Court
cases and claims subject
to ERISA, shall be determined
by submission to binding
arbitration. Any such
dispute will not be resolved
by a lawsuit or resort to
court process, except
as California law provides
for judicial review of
arbitration proceedings. The
parties, including any heirs or
assigns, to this agreement
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 binding arbitration.

Sign Your Application
Sign here if you are accepting coverage

Include  
date of hire

Select  
Marital Status

Include Social Security 
Numbers for dependents

Enter your Doctor’s  
ID number  

and patient status

Frequently missed sections: 
n Children’s SSN

n Disabled dependent box 

n Current Patient (if HMO)

n Dentist chosen (if DMO)

n Life beneficiary (if Life Insurance offered)

n Date of hire

n Marital status

Enrollment Application
Your enrollment application will only take you a few minutes to complete. We recommend that once your 
application is completed that you go over it one last time to make sure all of the required fields are completed.

In addition to the Employee Enrollment Application, groups with 2-14 enrolling employees must also complete the 
Enrollment Health Statement.
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Complete YoUr appliCation

CC 0310C 10/2008

IMPORTANT
Complete this page only if you do not want medical or dental coverage for yourself and/or your eligible dependents. If offered by your

employer, the life coverage benefit cannot be waived and you are required to complete an Enrollment Application.

Chiropractic coverage cannot be waived when enrolling for medical coverage.

A. Personal Information
Name of Company Employer Phone Number

Employee Last Name

Employee First Name

Employee Social Security Number

Group Number

B. Type of Waiver
I have been offered coverage by my employer, but at this time I wish to DECLINE coverage as follows:

❑ Myself and dependents1) Medical for: ❑ Spouse/Domestic Partner ❑ Child(ren)

C. Reason
Required only if employee waiving coverage—not required if waiving coverage for dependents only

❑ Other group coverage
❑ Medicare
❑ Medi-cal
❑ Individual Policy
❑ Other Reason:______________________________________________________________ (explanation required)

Reason waiving Medical:
Carrier Name: __________________________Group # ____________

1)

This waiver provision will not apply if: 1) Court orders coverage of a spouse or child and the request for enrollment occurs within 30 days of the
court order; or 2) Employee meets ALL of the following: A) Was covered under another employer-sponsored health plan at the time of initial
eligibility; B) Lost coverage as a result of termination of employment, change in employment status, involuntary termination of other plan's
coverage, cessation of employer's contribution, or death or divorce of spouse; C) Requests enrollment within 30 days of loss of coverage.

❑ I understand that by failing to elect coverage now, CaliforniaChoice®Benefit Administrators can impose up to a 12 month period of exclusion
should I request coverage at a later date.

❑ I also understand that if my employer is offering life coverage, I CANNOT WAIVE LIFE COVERAGE.

✗

✗

D. Signature

Employee SIGN HERE TO WAIVE COVERAGE: Date

(4 of 5)

MEDICAL / DENTAL WAIVER

❑ Other group coverage
❑ Medicare
❑ Medi-cal
❑ Individual Policy
❑ Other Reason:______________________________________________________________ (explanation required)

Reason waiving Dental:
Carrier Name: __________________________Group # ____________

2)

❑ Myself and dependents2) Dental for: ❑ Spouse/Domestic Partner ❑ Child(ren)

Sign here if you are waiving 
coverage for yourself or  

any dependents

Waiver Form (attached to enrollment form)
By filling out a waiver, you’re telling us that either you or one of your family members would like to waive coverage. 

Important things to remember when waiving coverage: 
n If you waive coverage for medical and/or buy-up dental benefits, you will have to wait for your 

company’s renewal period to be eligible again. 

n If you choose to enroll in medical and/or buy-dental benefits, but you want to waive an eligible spouse 
or dependent child, a waiver needs to be filled out. 

n Please be sure to check-off the correct reason for waiving coverage.
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Coverage for spouse and children
n   If you are enrolled and have a spouse and/or children, they may also be eligible for coverage under your plan.

	 SPOUSE: Must be legally married to you in order to be eligible for coverage through the CaliforniaChoice® Program.

	 CHILDREN: Eligible children include: children born to you, your stepchildren and your adopted children.

	 Unmarried financially dependent children under age 19*, or unmarried children under age 25* who are full-time 
students at a qualified college, university, vocational or secondary school and who are fully supported by you can be 
covered under these benefit designs.

	 Please note: A dependent child enrolled as a full-time student will not lose medical coverage because of a break in 
the school calendar or because he or she takes a medical leave of absence from school, for up to 12 months or until 
the date which the coverage is scheduled to terminate under the terms and conditions of the plan, whichever comes 
first. Physician Certification will be required and must be submitted within 30 days prior to the medical leave from 
school if the leave is foreseeable. If the leave is not foreseeable, the request must be submitted within 30 days of the 
medical leave from school.

	 *  Children incapable of self-support because of a continuous and pre-existing mental or physical disability are eligible 
for coverage until the incapacity ends.  Documentation to prove disability may be requested.

n  You are not required to extend coverage to either your spouse or your dependent children.  If you do not wish to do 
so, you must check the appropriate boxes and sign the WAIvER Form, stating that you decline dependent coverage.  

n  Any family members enrolling for coverage through the CaliforniaChoice Program must choose the same participating 
health plan and benefit design, although each is free to choose a different primary care physician.

n  If you are in the middle of treatment AND your current physician is not contracted with the Health Plan you wish to 
select, please contact our Customer Service Center at 800.558.8003 for further information and assistance.

Domestic Partner Coverage
Requirements:

The employee and partner must fall into all of the following categories:

n  Share a common residence

n   Neither is married under either statutory,  
common law, or part of another domestic partnership

n  Employee and Partner are both 18 years  
of age or older

n  Share an intimate and committed relationship

n  Employee and Partner agree to be jointly  
responsible for each other’s basic living expenses  
incurred during the domestic relationship

Members who are in a same sex partnership or are over the age of 62 are required to submit a state-stamped 
Certificate of Registration of Domestic Partnership from a state or local government agency authorized to perform 
such registrations within 30 days of issue; all others must submit a signed Affidavit of Domestic Partnership.

Formal proof of the required eligibility and existence of the relationship of the dependent to the Subscriber may be 
requested at the time of enrollment, service authorization request or claim submission.

n  Mentally competent

n  Not be related by blood to a degree of 
closeness that would prohibit marriage 
in this state

n  Employee and Partner agree to notify 
CaliforniaChoice immediately upon 
termination of domestic partnership

familY Coverage
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hmo exClUsions & limitations

CalChoice® HMO 15,  HMO 25,  HMO 25 Value, Elect Open Access,  
Salud HMO y mas, CalChoice HMO 30, HMO 30 Value, HMO 40 & HMO 40 Value

Summary of Benefit Exclusions & Limitations

Participating plans in the CaliforniaChoice® Program WILL NOT cover the following items and/or circumstances: 

n  Hearing Aids.

n  Chiropractic services.

n  All non-emergency service and treatment not appropriately authorized by your participating health plan’s requirements 
and not deemed medically necessary for the maintenance or improvement of health.

n  Experimental medical, surgical or other healthcare procedures, products and medications which are classified by the 
U.S. Food and Drug Administration (FDA) except as required by the Knox-Keene Act regarding clinical trials for cancer, as 
experimental or restricted to investigative use.  In the case of prescription drugs, a drug will be considered experimental 
if it has not been approved by the FDA or if the FDA has not approved the drug for specific indications, route of 
administration, or dosage involved.

n  The purchase of eyeglasses or radial keratotomy.

n  Custodial or domiciliary care, extended care, homemaker services or convalescent care not requiring skilled nursing care 
(even if prescribed or recommended by your Primary Care Physician).

n  Dental services, except to prepare the jaw / jawbone for radiation therapy of neoplastic disease and medically necessary 
surgical procedures for conditions affecting the upper or lower jawbone or associated bone joints.

n  Cosmetic surgery, except reconstructive to correct or repair abnormal structures of the body caused by congenital defects, 
development abnormalities, trauma, infection, tumors, or disease, if a healthcare service plan physician determines that it 
is necessary to improve function, or create a normal appearance, to the extent possible.

n  In vitro fertilization, conception by artificial means, surrogate maternity services, and surgery for sex changes or to reverse 
previous surgery for voluntary sterilization and artificial insemination.

n  Drug prescriptions from a non-participating pharmacy.

See evidence of Coverage for a complete list of exclusions & limitations

AB 88 Mental Health Parity
n  Health Plans that provide hospital, medical or surgical coverage must provide coverage for the diagnosis and medically 

necessary treatment of severe mental illnesses of a person of any age, and of serious emotional disturbances of a child, 
as specified, under the same terms and conditions applied to other medical conditions.

n  These benefits will include in-patient, partial hospitalization and out-patient services and prescription drugs if the plan 
includes drug coverage.

n  The mental health benefits must be applied the same as any other medical benefit including, but not limited to, maximum 
lifetime benefits, copays and individual and family deductibles.

n  “Severe Mental Illness” includes: schizophrenic disorder, bipolar disorder (manic depressive illness), major depressive 
disorders, panic disorder, obsessive-compulsive disorder, pervasive development disorder or autism, anorexia nervosa and 
bulimia nervosa.
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ppo & ConsUmer direCted plans exClUsions & limitations

CalChoice® PPO 750, PPO 1000, PPO 2400, HSA 1500, HSA 2400  
and Active ChoiceSM 500

Summary of Benefit Exclusions & Limitations

Unless specifically covered in the group’s health service contract or as an optional benefit, no benefits are  
provided for:

n  Services or procedures that are experimental or investigational in nature.

n  Rest or custodial, maintenance or domiciliary care to control or change a patient’s environment.

n  Hospitalization or confinement primarily to treat or cure chronic pain, except as medically necessary.

n  Rehabilitation or rehabilitative care.

n  Services performed by house officers, residents, interns or others in training.

n  Services performed by a close relative or by a person who ordinarily resides in the covered person’s home.

n  Hearing aids.

n  vocational, educational recreational, art, dance, music or reading therapy; weight control or exercise programs.

n  Intersex surgery (except for medically necessary treatment of medical complications); sexual dysfunctions, sexual 
inadequacies (except for treatment of organically based conditions); artificial insemination, gIFT or in vitro fertilization.

n  Infertility services incident to, or resulting from, procedures from a surrogate mother who is not a plan member eligible for 
maternity benefits.

n  Penile implant devices or surgery, except as medically necessary.

n  Routine foot care.

n  Hyperkinetic syndrome, learning disability, behavioral problems, mental retardation or childhood autism.

n  Organ transplants (except as specifically provided for in the contract).

n  Cosmetic procedures.

n  Patient convenience items. 

n  Injury or disease arising out of, or in the course of, any employment for salary, wage or profit if such injury or disease is 
covered by any Workers’ compensation law, occupational disease law or similar legislation.

n  In-patient psychiatric care.

n  Eyeglasses, contact lenses, or surgery for refractive error (e.g., radial keratotomy).

n  Dental services more than six months after accidental injury to teeth; for dental care or services incident to the treatment, 
prevention or relief of pain or dysfunction of the Temporomandibular Joint and/or muscles of mastication.

n  Orthodontia and any service not listed as a benefit.

n  Diagnosis and treatment of causes of infertility.

n  Services for pre-existing conditions (for the first six months from the effective date of enrollment) unless you have prior 
credible coverage. 

n   Hospitalization primarily for x-ray, laboratory or diagnostic studies, or medical observation.

See evidence of Coverage or Certificate of Insurance for a complete list of exclusions and limitations
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800.558.8003
www.calchoice.com

If you have any questions regarding coverage through the CaliforniaChoice® Program, including 
enrollment, please call the CaliforniaChoice Customer Service Center at (800) 558-8003.

Blue Shield of California HMO (English) (800) 424-6521 

Blue Shield of California HMO (Spanish) (800) 248-5451 

Blue Shield of California PPO (800) 535-8000

Health Net (800) 361-3366

Kaiser Permanente (English) (800) 464-4000 

Kaiser Permanente (Spanish) (800) 788-0616

Sharp Health Plan (800) 359-2002

Western Health Advantage (888) 563-2250

healthcare for the way we live®


