
 
 
                                  Enrolling is Simple. 
                         Just Follow These 3 Easy Steps… 
 
 

Step 1
  

                 COMPLETE THE APPLICATION IN BLUE OR BLACK INK. Be sure you 
                  follow the instructions on the application carefully. We have tried to make 
                  the instructions easy to follow. If you have any questions, or you are not sure 
                  how to answer a question, simply contact our health insurance department 
                  at:                                                   fax: 
 

Step 2
  

                SELECT THE TYPE OF BILLING YOU WANT – monthly (by checking 
                  account deduction). 
 
 

Step 3
 

                  SEND THE COMPLETED APPLICATION TO: 
 
 
 
 
 
 
          
 
             We will be in contact with you upon receipt of your completed application. We will also keep you advised 
             of the underwriting status. Do Not Cancel your current coverage until a new policy is approved and you 
             have received written confirmation of the policy's rates and benefits from the insurance company. 
 
 
         If you have questions please contact our office at: 
 
 
 
                                                  Thank you for choosing... 
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Section [A].  Type of Application

New Enrollment Application:  
Applicant Only       Applicant and Dependent(s)      Child(ren) Only 

Existing Individual Plan Policy Member requesting a change in coverage:  
Add Family Member(s)    or     Request Plan Change

Subscriber Name:___________________________________________________ Subscriber ID:____________________________

    Requested Effective Date: 
 1st of the Month of _____________________________

Effective dates are assigned to the 1st of the month.  
Cigna will assign the next available effective date if not 
selected by the applicant.

Section [B].   Enrollment Criteria 

Applications are accepted during annual open enrollment period or within 60 calendar days of a qualifying event.  Please select the applicable enrollment reason.
Annual Open Enrollment
Special Enrollment Period  (Select the qualifying event below)

An individual and any dependents involuntarily lost minimum essential health coverage
An individual gained or became a dependent through marriage, civil union, birth, adoption, placement for adoption, or placement in foster care
An individual experienced an error in enrollment
An individual adequately demonstrated that the plan or issuer substantially violated a material provision of the contract in which s/he is enrolled
An individual became newly eligible or ineligible for advance payments of the premium tax credit or is experiencing a change in eligibility for cost-sharing reductions
An individual or enrollee made a permanent move and new coverage is available
An individual, who was not previously a citizen, a national, or a lawfully present individual, gains such status
An individual released from incarceration
An eligible individual and his or her dependent(s) lose employer-sponsored health plan coverage due to voluntary or involuntary termination of employment for 
reasons other than misconduct, or due to a reduction in work hours
An eligible dependent spouse or child loses coverage under an employer-sponsored health plan due to divorce, legal separation or his or her spouse or parent becoming 
entitled to Medicare or death of his or her spouse or parent
An eligible individual loses his or her dependent child status under a parent’s employer-sponsored health plan
An American Indian/Alaskan Native, as defined by section 4 of the Indian Health Care Improvement Act
State or Federal Court mandate to be covered as a dependent
Receiving services from a provider that is no longer participating in the health benefit plan
Returning from active duty of the reserve forces of the United States military or the California National Guard

For any Special Enrollment Period reason, provide:
Name(s): _______________________________________________________________ and Event Date(s): _______________________

Section [C].   Benefit Plan Options   

Select Desired Benefit Plan:
  myCigna California Bronze                                      myCigna Health Savings Bronze 6100                                    myCigna Health Flex Silver 5000
  myCigna California Silver                                           myCigna Health Flex Bronze 5500                                            myCigna Health Flex Gold 1000
  myCigna California Gold                                             myCigna Health Savings Silver 3400
  myCigna California Platinum                                    myCigna Health Flex Silver 2750

Section [D].   Applicant, Spouse and Dependent Information
Applicant’s Last Name: First Name: M.I. Social Security Number:

Date of Birth (MM/DD/YYYY): Age:  Single
 Married

 Male
 Female

Open Access Plan Primary Care Physician  
ID Number Optional _______________________

Current Patient:    Yes     No

Custodial Parent or Legal Guardian Name  (for applicants under the age of 18): Relationship to Applicant:

Mailing Address – Home Address Required  

______________________________________________________

Street

______________________________________________________

City                                                                              State

______________________________________________________

ZIP Code  (Please provide 9-digit ZIP Code)  

Billing Address – If different than mailing address

__________________________________________________

P.O. Box / Street

__________________________________________________

City                                                                      State

__________________________________________________

ZIP Code   

County Home Phone Number:
(           ) _________-____________________

Cell Phone Number:
(           ) _________-____________________

Work Phone Number:
(           ) _________-___________________  

Email Address: 

Primary Applicant Name_______________________________________

Enrollment Form ID___________________________________________

Cigna Health and Life Insurance Company (Cigna) 
California Individual and Family Plan Enrollment Application / Change Form

Our medical plans are only available in the following services areas/counties:
Southern California:  Los Angeles, Orange, Riverside, San Bernardino, and San Diego
Northern California:  San Francisco, Santa Clara, Alameda, San Mateo, Contra Costa
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Primary Race and/or Ethnic Background (Select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American	 	 2060-2 African

	2135-2 Hispanic or Latino/a
	2155-0 Central American 	 	 2182-4 Cuban 
	2148-5 Mexican	 	 2153-5 Mexican  

				    American Indian
	2165-9 South American	 	 2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African

 0000-0 Declines to State	  OT Other  
			                                                         Please Write In

Race and/or Ethnic Background Code (Complete only if your mother or father were of two different races or ethnic backgrounds and select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American
	2060-2 African
	2135-2 Hispanic or Latino/a
	2155-0 Central American 
	2182-4 Cuban 
	2148-5 Mexican
	2153-5 Mexican American Indian
	2165-9 South American
	2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African
 0000-0 Declines to State	

 OT Other  
		                         Please Write In

Applicant’s Language Preference and Race/Ethnicity

Spoken Language Preference (Select only one)

 EN English	  ES Spanish	  12 Cantonese	  14 Mandarin	  VI Vietnamese	  KO Korean	  TL Tagalog

 HY Armenian	  JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 

 28 Blue/Green Hmong	  RU Russian	  Declines to State	  99 Other  
				     Please Write In

Written Language Preference (Select only one)

 EN English	  ES Spanish	  20 Traditional Chinese	  VI Vietnamese	  KO Korean	  TL Tagalog	  HY Armenian

 JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 	  28 Blue/Green Hmong

 RU Russian	  Declines to State	  99 Other  
			   Please Write In
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Spouse/Domestic Partner’s Last Name: First Name: M.I. Social Security Number:

Date of Birth (MM/DD/YYYY): Age:  Single
 Married

 Male
 Female

Open Access Plan Primary Care Physician  
ID Number Optional  ________________________

Current Patient:    Yes     No

Does this person live at the same address as the Applicant?        Yes     No
If no, list address  (Street, City, State, 9-digit ZIP Code and County):
_________________________________________________________________________________________________________

Spouse/Domestic Partner’s Language Preference and Race/Ethnicity

Spoken Language Preference (Select only one)

 EN English	  ES Spanish	  12 Cantonese	  14 Mandarin	  VI Vietnamese	  KO Korean	  TL Tagalog

 HY Armenian	  JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 

 28 Blue/Green Hmong	  RU Russian	  Declines to State	  99 Other  
				     Please Write In

Written Language Preference (Select only one)

 EN English	  ES Spanish	  20 Traditional Chinese	  VI Vietnamese	  KO Korean	  TL Tagalog	  HY Armenian

 JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 	  28 Blue/Green Hmong

 RU Russian	  Declines to State	  99 Other  
			   Please Write In

Primary Race and/or Ethnic Background (Select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American	 	 2060-2 African

	2135-2 Hispanic or Latino/a
	2155-0 Central American 	 	 2182-4 Cuban 
	2148-5 Mexican	 	 2153-5 Mexican  

				    American Indian
	2165-9 South American	 	 2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African

 0000-0 Declines to State	  OT Other  
			                                                         Please Write In

Race and/or Ethnic Background Code (Complete only if your mother or father were of two different races or ethnic backgrounds and select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American
	2060-2 African
	2135-2 Hispanic or Latino/a
	2155-0 Central American 
	2182-4 Cuban 
	2148-5 Mexican
	2153-5 Mexican American Indian
	2165-9 South American
	2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African
 0000-0 Declines to State	

 OT Other  
		                         Please Write In
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Dependent children are covered up to age 26. 
  Check here if you are providing names of additional dependents on an attached separate page.

Dependent’s Last Name: First Name: M.I. Social Security Number:

Date of Birth (MM/DD/YYYY): Age:  Single
 Married

 Male
 Female

Open Access Plan Primary Care Physician  
ID Number Optional  ________________________

Current Patient:    Yes     No

Does this person live at the same address as the Applicant?        Yes     No
If no, list address  (Street, City, State, 9-digit ZIP Code and County):
_________________________________________________________________________________________________________

Dependent’s Language Preference and Race/Ethnicity

Spoken Language Preference (Select only one)

 EN English	  ES Spanish	  12 Cantonese	  14 Mandarin	  VI Vietnamese	  KO Korean	  TL Tagalog

 HY Armenian	  JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 

 28 Blue/Green Hmong	  RU Russian	  Declines to State	  99 Other  
				     Please Write In

Written Language Preference (Select only one)

 EN English	  ES Spanish	  20 Traditional Chinese	  VI Vietnamese	  KO Korean	  TL Tagalog	  HY Armenian

 JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 	  28 Blue/Green Hmong

 RU Russian	  Declines to State	  99 Other  
			   Please Write In

Primary Race and/or Ethnic Background (Select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American	 	 2060-2 African

	2135-2 Hispanic or Latino/a
	2155-0 Central American 	 	 2182-4 Cuban 
	2148-5 Mexican	 	 2153-5 Mexican  

				    American Indian
	2165-9 South American	 	 2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African

 0000-0 Declines to State	  OT Other  
			                                                         Please Write In

Race and/or Ethnic Background Code (Complete only if your mother or father were of two different races or ethnic backgrounds and select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American
	2060-2 African
	2135-2 Hispanic or Latino/a
	2155-0 Central American 
	2182-4 Cuban 
	2148-5 Mexican
	2153-5 Mexican American Indian
	2165-9 South American
	2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African
 0000-0 Declines to State	

 OT Other  
		                         Please Write In
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Dependent’s Last Name: First Name: M.I. Social Security Number:

Date of Birth (MM/DD/YYYY): Age:  Single
 Married

 Male
 Female

Open Access Plan Primary Care Physician  
ID Number Optional  ________________________

Current Patient:    Yes     No

Does this person live at the same address as the Applicant?        Yes     No
If no, list address  (Street, City, State, 9-digit ZIP Code and County):
_________________________________________________________________________________________________________

Dependent’s Language Preference and Race/Ethnicity

Spoken Language Preference (Select only one)

 EN English	  ES Spanish	  12 Cantonese	  14 Mandarin	  VI Vietnamese	  KO Korean	  TL Tagalog

 HY Armenian	  JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 

 28 Blue/Green Hmong	  RU Russian	  Declines to State	  99 Other  
				     Please Write In

Written Language Preference (Select only one)

 EN English	  ES Spanish	  20 Traditional Chinese	  VI Vietnamese	  KO Korean	  TL Tagalog	  HY Armenian

 JA Japanese	  PS Persian	  PA Punjabi	  LO Khmer	  AR Arabic	  03 White Hmong 	  28 Blue/Green Hmong

 RU Russian	  Declines to State	  99 Other  
			   Please Write In

Primary Race and/or Ethnic Background (Select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American	 	 2060-2 African

	2135-2 Hispanic or Latino/a
	2155-0 Central American 	 	 2182-4 Cuban 
	2148-5 Mexican	 	 2153-5 Mexican  

				    American Indian
	2165-9 South American	 	 2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African

 0000-0 Declines to State	  OT Other  
			                                                         Please Write In

Race and/or Ethnic Background Code (Complete only if your mother or father were of two different races or ethnic backgrounds and select only one)

	1002-5 American Indian or Alaskan Native
	 	1053-8 California Tribes

	2028-9 Asian
	2029-7 Asian Indian	 	2033-9 Cambodian
	2034-7 Chinese	 	2036-2 Filipino 
	2037-0 Hmong	 	2040-4 Korean
	2039-6 Japanese	 	2041-2 Laotian 
	2046-1 Thai	 	2047-9 Vietnamese

	2054-5 Black or African American
	2058-6 African American
	2060-2 African
	2135-2 Hispanic or Latino/a
	2155-0 Central American 
	2182-4 Cuban 
	2148-5 Mexican
	2153-5 Mexican American Indian
	2165-9 South American
	2180-8 Puerto Rican

	2076- 8 Native Hawaiian or Other Pacific Islander
	2079-2 Native Hawaiian	 	 2080-0 Samoan
	2087-5 Guamanian

	2106-3 White/Caucasian
	2129-5 Arab	 	 2108-9 European
	2118-8 Middle East & North African
 0000-0 Declines to State	

 OT Other  
		                         Please Write In
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Section [E].   Current Coverage and Additional Prior Coverage Information   

E1.  Do you have current health care coverage?         Yes     No

E2.  If you answered “Yes”, please provide the following information:
	 Name of prior or current Health plan carrier: ___________________________________________________________________  Type of Policy:  __________________________________________

	 Applicants Covered: ______________________________________________________________________________________________________________________________________________________

	 Most Recent Coverage Start Date: _________________________________ Termination Date: ______________________________ Date Policy Paid Through: ____________________________

D1.  Are all enrollees residents of the United States?      Yes     No
If you answered “No” to the above question, provide names of non residents:
______________________________________________________________________________________________________

D2.  Do all enrollees reside within the State of California and within the service area of the selected benefit plan?      Yes     No
If you answered “No” to the above question, provide names of non residents:
______________________________________________________________________________________________________

Cigna Use Only:   Effective Date:

“�California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage. This 
means that a health insurance company cannot make you take an HIV test when you apply for health insurance and cannot use the results of an HIV test to 
decide if you qualify for coverage.”

Section [F].   Important Information

1.  I prefer to receive written correspondence regarding this application via email.

2. Please do not cancel other current health insurance coverage until written notification is received from Cigna indicating that your application has been approved, and you 
and your dependents are in receipt of your ID cards.

[ Section [G].   Payment Method
NOTE:  Electronic Funds Transfer - EFT (Automatic draft from a checking or savings account) and Credit Card are the only initial payment methods allowed for online or faxed 

applications.  The accounts will be charged only upon approval of your Application.

[Initial] Premium Payment Method:

Electronic Funds Transfer (EFT)          Automatic Credit Card Payment          Paper Check

Electronic Funds Transfer – EFT (Automatic draft from a checking or savings account)

Yes, I am requesting EFT both for my initial payment and for ongoing monthly payments (no paper or electronic monthly billing statement will be issued).  

Yes, I am requesting EFT for my initial payment.  I agree that I am responsible for initiating all subsequent electronic monthly payments.  I am requesting monthly 
electronic bills (eBills) to be sent to my email account as provided in Section D of this application.

Account Number:_______________________________________________      Checking        Saving

Routing Number:   
Name of Bank:_________________________________________________          Name(s) on Account:________________________________________________________________________________________



INDCAAPP0514                                865543[X]   05/14     ©2014 Cigna	 This application is not proof of coverage	 Page 7

Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

I authorize the Company (Cigna and [Connecticut General Life Insurance Company]) to make monthly withdrawals, in the amount of my monthly premium, from my bank 
account as identified on this form and authorize the banking facility (Bank) to charge such withdrawals to my account.  This authority will remain in effect until the Company 
receives written notice from me that the authority is terminated. Such termination will be effective with respect to the next premium due following 21 days after the written 
notice is received by the Company. I understand that if for any reason a withdrawal is not honored by the Bank (including, but not limited to, insufficient funds or my direction 
to the Bank not to honor the withdrawal), my health care contract premium will be unpaid, and failure to pay my health care contract premium may result in termination for 
my health care contract, that I may be charged an administration fee in addition to my healthcare premium, and that this authorization will remain in place until cancelled 
and that any due or past due premiums may be withdrawn under this authorization. I understand and agree that termination of this authorization does not relieve me of 
responsibility for charges incurred under my health care contract. I agree to indemnify and hold harmless the Company and its affiliates and employees for any claims arising 
out of transfers or deductions from my account in accordance with this authorization.

Any premium adjustment will automatically be charged to your account. Please be advised that the premium adjustment may reflect an increase. 

Credit Card (Available for initial payment only) VISA     MASTERCARD   

Cardholder’s Name – exactly as it appears on the card:

Account Number:

Account Holder’s ZIP Code: 

Card Expiration Date:

Any premium adjustment will automatically be charged to your account.  
Please be advised that the premium adjustment may reflect an increase.

For Paper Application:  Please check here:    Paper check is attached       or       Credit card information provided.

Ongoing Payment Options if paying by paper check or credit card for initial payment (please select one option only)

Monthly Paper Bill:  Yes, I am submitting a paper check (or have selected the credit card option) for my initial payment.  I will submit a check for my ongoing monthly 
payments.

EFT Draft:  Yes, I am submitting a paper check for my initial payment (or have selected the credit card option) and I am requesting recurring automatic EFT drafts for 
ongoing monthly payments.  (No paper or electronic monthly or quarterly billing statements will be issued.)  Please complete the EFT section above.

Monthly Electronic Bill (eBill):  Yes, I am submitting a paper check (or have selected the credit card option) for my initial payment and agree that I am responsible for 
initiating all subsequent electronic monthly payments.  I am requesting monthly electronic bills (eBills) to be sent to my email account provided in Section D of this 
application.

For Online electronic submitted Application:
Ongoing Payment Options if Credit Card Option was selected for initial payment (please select one option only).

EFT Draft: Yes, I agree to recurring automatic EFT drafts for my ongoing monthly payments.  (No paper or electronic monthly billing statement will be issued.)  Please 
complete the EFT section above.
Monthly Electronic Bill (eBill):  Yes, I agree that I am responsible for initiating my ongoing electronic monthly payments.  I am requesting monthly electronic bills (eBills) 
to be sent to my email account as provided in Section D of this application.

Section [H].  Statement of Accountability – To be completed when applicant can not complete the application.

I, ______________________________________________________________________________________________________, personally read and completed this Enrollment Application Form for 
the Applicant named below because:

Applicant does not read English       Applicant does not speak English       Applicant does not write English

Other (explain):_____________________________________________________________________________________________________________________________________________________________

I personally translated the contents of this application disclosed by: 
_______________________________________________________________________________________________________________________________________________________________________________

I also personally translated and fully explained the Conditions and Agreement Section:

 ____________________________________________________________________________________________________________________     _________________________________________________________

                                                                                     Signature of Translator required                                                                                                                                 Today’s Date required
                                                                    (Excludes Parent Signature if Child Only Application)
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Section [I].  Producer Section

Writing Producer Name:
 

Producer Code: [National Producer Number:]

Street Address: City: State: 
ZIP Code:

Email Address:

Phone Number:

Attestation of Assistance: 
For purposes of California Insurance Code §10119.3, as defined in the California Code of Regulations §2274.76, assisting an applicant in submitting an application for health 
insurance to a health insurer includes:  (1) providing information or advice or answering the applicant’s questions about any aspect of the application or it’s submission,  
(2) providing information or advice or answering any of the applicant’s questions about health insurance coverage sought by the applicant or (3) entering information 
directly into or onto the application.

Did you assist the above mentioned applicant?       Yes      No
If “Yes”, are you aware of any information about your client not disclosed on this application?       Yes      No

If “Yes”, please explain: ___________________________________________________________________________________________

To the best of my knowledge, the information on the application is complete and accurate. I have explained to the applicant, in easy-to-understand language, the risk to the 
applicant of providing inaccurate information and the applicant understood the explanation. I understand that, if any portion of this statement by me is false, I may be subject 
to civil penalties of up to $10,000.

I verify that the application was completed by the applicant unless otherwise noted in the Statement of Accountability

Signature of Writing Producer: Date:

Please enter the name of the Agency/Producer that checks are to be made payable to if different from Writing Producer. Producer Code:

Street Address: City: State: 
ZIP Code:

Email Address:

Phone Number:

Cigna Sales Representative Last Name: First Name:

Section [J].   Instructions

•	 The applicant is responsible for ensuring that the application is complete and truthful.

•	 Print clearly using black or blue ink.

•	 The application must be received by Cigna within 30 days from the signature date.

•	 Any intentional misrepresentation of material fact will render this contract null and void from its date of issue in accordance with applicable law.  

•	 Coverage will become effective only if this application enrollment form is accepted and appropriate premium is enclosed.

•	 Do not cancel your current coverage until you have received notification from Cigna.

•	 Effective dates are generally assigned to the 1st of the month.  The next available effective date will be assigned, if not selected by the applicant.   
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Primary Applicant Name___________________________________________________________ Enrollment Form ID___________________________________________

Section [K].    Conditions and Agreement/Authorization

1.	 I authorize that payment be made under Part B of Medicare to Cigna for medical and other services furnished by Cigna for which it pays or has paid, if applicable.
2.	 I agree that in the event health services provided or covered are the primary responsibility of Medicare, workers’ compensation coverage, automobile medical payment 

coverage, or other payments source Cigna may be authorized by applicable law to pursue, to fully inform Cigna and execute such documents and provide such assistance as 
may be necessary to enable Cigna to recover the value of services provided, arranged or covered.

3.	 I understand that I or my authorized representative is entitled to receive a copy of this authorization form.
4.	 I understand that information disclosed pursuant to this Authorization may be subject to re-disclosure by the receipient and will no longer be protected by  federal privacy 

regulations. 
5.	 If the applicant is a minor, I accept full legal and financial responsibility for the coverage and information provided on this application. (Court documents establishing 

guardianship must be submitted if the responsible adult is not the parent).

I acknowledge and agree that coverage shall become effective only after (a) this signed Application has been accepted, and (b) a contract has been issued by Cigna.

I AGREE ON BEHALF OF MYSELF AND AS AUTHORIZED AGENT OR REPRESENTATIVE OF MY ELIGIBLE DEPENDENTS TO THE PROVISIONS CONTAINED ON THIS FORM.  

Arbitration 
Cigna uses binding arbitration to settle disputes, including claims of medical malpractice and disputes relating to the delivery of services under the Policy. It is understood 
that any dispute as to medical malpractice, that is as to whether any medical services rendered under this contract were unnecessary or unauthorized or were improperly, 
negligently or incompletely rendered, will be determined by submission to arbitration as provided by California law, and not by a lawsuit or resort to court process except as 
California law provides for judicial review or arbitration proceedings. The parties to this contract, by entering into it, are giving up their constitutional right to have any dispute 
decided in a court of law before a jury, and instead are accepting the use of arbitration. It is understood that this agreement to arbitrate shall apply and extend to any dispute 
or medical malpractice, relating to the delivery of service under the Policy, and to any claims in tort, contract or otherwise, between individual(s) seeking service under the 
Policy, whether referred to as a Member, Subscriber, Dependent, Enrollee or otherwise (whether a minor or an adult), or the heirs-at-law or personal representatives of any such 
individual(s), as the case may be, and Cigna (including any of their agents, successors –or predecessors-in-interest, employees or providers.) 
For those cases or disputes for medical malpractice which the total amount of damages claimed is fifty thousand dollars ($50,000) or less, the parties will select a single neutral 
arbitrator who shall have no jurisdiction to award more than fifty thousand dollars ($50,000).  If the parties are unable to agree on the selection of a single neutral arbitrator, 
the method provided in Section 1281.6 of the Code of Civil Procedure shall be utilized. The selection of the single arbitrator for malpractice claims only is not subject to waiver 
by the policy. 

All applicants 18 years and older must sign and date application. Applicants under the age of 18 require custodial parent or legal guardian signature acknowledging 
their understanding of and agreement to the conditions listed above.
The above statements are true and complete to the best of my knowledge and belief.  I understand and agree that for my child, and/or me and my eligible 
dependents, these statements shall be the basis for determination of acceptance for coverage under my applicable Cigna benefit plan.  I acknowledge that Cigna 
can’t rescind my policy, or limit any provisions of my health insurance policy, once I am covered under the policy unless Cigna can demonstrate that I have performed 
an act or practice constituting fraud or made an intentional misrepresentation of material fact as prohibited by the terms of the policy.  After 24 months following 
the issuance of my policy, Cigna will not be able to rescind the policy for any reason, can’t cancel the policy, limit any of the provisions of the policy, or raise 
premiums on the policy due to any omissions, misrepresentations, or inaccuracies in the application form, whether willful or not.  If my coverage is revoked I will 
receive written notice that will explain the decision and my right to appeal.  I also understand that I will be required to pay for any services that were covered while 
a member and that Cigna will refund all amounts paid by me except amounts owed to Cigna.

Applicant Signature: Today’s Date:  (MM/DD/YYYY) Applicant Spouse/Domestic Partner’s Signature: Today’s Date:  (MM/DD/YYYY)

Applicant’s Dependent Age 18 or Older: Today’s Date:  (MM/DD/YYYY) Applicant’s Dependent Age 18 or Older: Today’s Date:  (MM/DD/YYYY)

Custodial Parent or Legal Guardian Signature  (for applicants under the age of 18): Today’s Date:  (MM/DD/YYYY)

Section [L].    Contact Information

Please return the application enrollment form to the broker or submit to the address listed below:
Cigna Individual and Family Plans
P.O. Box 30362
Tampa, FL 33630-3362
FAX # 877.484.5927
www.cigna.com

If you have questions about completing this application, please call Cigna at [1.866.GET.Cigna (1.866.438.2446) 8:00 AM – 8:00 PM ET]

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products 
and services are provided by or through such operating subsidiaries, including Cigna Health and Life Insurance Company and Cigna Dental Health, Inc., and not by Cigna Corporation. 


	Broker/Insurance Phone: 
	Broker/Insurance Fax: 
	Broker/Insurance Company Name: 
	Broker/Insurance Phone1: 
	Broker/Insurance Address: 
	Broker/Insurance City,  State  Zip: 
	Primary Applicant Name: 
	Enrollment Form ID: 
	Applicant Only: Off
	Applicant and Dependents: Off
	Children Only: Off
	Effective dates are assigned to the 1st of the month: 
	1st of the Month of: Off
	Add Family Members  or: Off
	Request Plan Change: Off
	Subscriber Name: 
	Subscriber ID: 
	Annual Open Enrollment: Off
	Special Enrollment Period  Select the qualifying event below: Off
	An individual and any dependents involuntarily lost minimum essential health coverage: Off
	An individual gained or became a dependent through marriage civil union birth adoption placement for adoption or placement in foster care: Off
	An individual experienced an error in enrollment: Off
	An individual adequately demonstrated that the plan or issuer substantially violated a material provision of the contract in which she is enrolled: Off
	An individual became newly eligible or ineligible for advance payments of the premium tax credit or is experiencing a change in eligibility for costsharing reductions: Off
	An individual or enrollee made a permanent move and new coverage is available: Off
	An individual who was not previously a citizen a national or a lawfully present individual gains such status: Off
	An individual released from incarceration: Off
	An eligible individual and his or her dependents lose employersponsored health plan coverage due to voluntary or involuntary termination of employment for: Off
	An eligible dependent spouse or child loses coverage under an employersponsored health plan due to divorce legal separation or his or her spouse or parent becoming: Off
	An eligible individual loses his or her dependent child status under a parents employersponsored health plan: Off
	An American IndianAlaskan Native as defined by section 4 of the Indian Health Care Improvement Act: Off
	State or Federal Court mandate to be covered as a dependent: Off
	Receiving services from a provider that is no longer participating in the health benefit plan: Off
	Returning from active duty of the reserve forces of the United States military or the California National Guard: Off
	Names: 
	and Event Dates: 
	myCigna California Bronze: Off
	myCigna California Silver: Off
	myCigna California Gold: Off
	myCigna California Platinum: Off
	myCigna Health Savings Bronze 6100: Off
	myCigna Health Flex Bronze 5500: Off
	myCigna Health Savings Silver 3400: Off
	myCigna Health Flex Silver 2750: Off
	myCigna Health Flex Silver 5000: Off
	myCigna Health Flex Gold 1000: Off
	Applicants Last Name: 
	First Name: 
	MI: 
	Social Security Number: 
	Date of Birth MMDDYYYY: 
	Age: 
	Single: Off
	Married: Off
	undefined: Off
	ID Number Optional: 
	undefined_2: Off
	undefined_3: Off
	Custodial Parent or Legal Guardian Name  for applicants under the age of 18: 
	Relationship to Applicant: 
	County: 
	Street: 
	PO Box  Street: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	undefined_7: 
	Citysdfg: 
	Statef: 
	City_2sdfgg: 
	State_2sdfgggg: 
	undefined_8: 
	undefined_9: 
	ZIP Code  Please provide 9digit ZIP Code: 
	ZIP Codesdfg: 
	Email Addresssdfg: 
	Text1: 
	0: 
	1: 
	2: 

	Primary Applicant Name_2: 
	Enrollment Form ID_2: 
	EN English: Off
	ES Spanish: Off
	12 Cantonese: Off
	14 Mandarin: Off
	VI Vietnamese: Off
	KO Korean: Off
	TL Tagalog: Off
	HY Armenian: Off
	JA Japanese: Off
	PS Persian: Off
	PA Punjabi: Off
	LO Khmer: Off
	AR Arabic: Off
	03 White Hmong: Off
	28 BlueGreen Hmong: Off
	RU Russian: Off
	Declines to State: Off
	99 Other: Off
	Please Write In: 
	EN English_2: Off
	ES Spanish_2: Off
	20 Traditional Chinese: Off
	VI Vietnamese_2: Off
	KO Korean_2: Off
	TL Tagalog_2: Off
	HY Armenian_2: Off
	JA Japanese_2: Off
	PS Persian_2: Off
	PA Punjabi_2: Off
	LO Khmer_2: Off
	AR Arabic_2: Off
	03 White Hmong_2: Off
	28 BlueGreen Hmong_2: Off
	RU Russian_2: Off
	Declines to State_2: Off
	99 Other_2: Off
	Please Write In_2: 
	10025 American Indian or Alaskan Native: Off
	20289 Asian: Off
	10538 California Tribes: Off
	20545 Black or African American: Off
	21352 Hispanic or Latinoa: Off
	20586 African American: Off
	2076 8 Native Hawaiian or Other Pacific Islander: Off
	21063 WhiteCaucasian: Off
	20792 Native Hawaiian: Off
	20875 Guamanian: Off
	20800 Samoan: Off
	21089 European: Off
	20297 Asian Indian: Off
	20347 Chinese: Off
	20370 Hmong: Off
	20396 Japanese: Off
	20461 Thai: Off
	20339 Cambodian: Off
	20362 Filipino: Off
	20404 Korean: Off
	20412 Laotian: Off
	20479 Vietnamese: Off
	21550 Central American: Off
	21485 Mexican: Off
	21659 South American: Off
	20602 African: Off
	21824 Cuban: Off
	21535 Mexican: Off
	21808 Puerto Rican: Off
	21295 Arab: Off
	21188 Middle East  North African: Off
	00000 Declines to State OT Other Please Write In: 
	undefined_10: Off
	undefined_11: Off
	undefined_12: 
	10025 American Indian or Alaskan Native_2: Off
	20289 Asian_2: Off
	10538 California Tribes_2: Off
	2076 8 Native Hawaiian or Other Pacific Islander_2: Off
	21063 WhiteCaucasian_2: Off
	20792 Native Hawaiian_2: Off
	20875 Guamanian_2: Off
	20800 Samoan_2: Off
	21089 European_2: Off
	20297 Asian Indian_2: Off
	20347 Chinese_2: Off
	20370 Hmong_2: Off
	20396 Japanese_2: Off
	20461 Thai_2: Off
	20339 Cambodian_2: Off
	20362 Filipino_2: Off
	20404 Korean_2: Off
	20412 Laotian_2: Off
	20479 Vietnamese_2: Off
	20545 Black or African American_2: Off
	20586 African American_2: Off
	20602 African_2: Off
	21352 Hispanic or Latinoa_2: Off
	21550 Central American_2: Off
	21824 Cuban_2: Off
	21485 Mexican_2: Off
	21535 Mexican American Indian: Off
	21659 South American_2: Off
	21808 Puerto Rican_2: Off
	21295 Arab_2: Off
	21188 Middle East  North African_2: Off
	00000 Declines to State: Off
	OT Other: Off
	Please Write In_3: 
	Primary Applicant Name_3: 
	Enrollment Form ID_3: 
	SpouseDomestic Partners Last Name: 
	First Name_2: 
	MI_2: 
	Social Security Number_2: 
	Date of Birth MMDDYYYY_2: 
	Age_2: 
	Single Married_2: 
	Single_2: Off
	Married_2: Off
	Male Female_2: 
	undefined_13: Off
	ID Number Optional_2: 
	Current Patient Yes No_2: 
	undefined_14: Off
	undefined_15: Off
	Does this person live at the same address as the Applicant: Off
	If no list address  Street City State 9digit ZIP Code and County: 
	Spoken Language Preference Select only one: 
	EN English_3: Off
	ES Spanish_3: Off
	12 Cantonese_2: Off
	14 Mandarin_2: Off
	VI Vietnamese_3: Off
	KO Korean_3: Off
	TL Tagalog_3: Off
	HY Armenian_3: Off
	JA Japanese_3: Off
	PS Persian_3: Off
	PA Punjabi_3: Off
	LO Khmer_3: Off
	AR Arabic_3: Off
	03 White Hmong_3: Off
	28 BlueGreen Hmong_3: Off
	RU Russian_3: Off
	Declines to State_3: Off
	99 Other_3: Off
	Please Write In_4: 
	EN English_4: Off
	ES Spanish_4: Off
	20 Traditional Chinese_2: Off
	VI Vietnamese_4: Off
	KO Korean_4: Off
	TL Tagalog_4: Off
	HY Armenian_4: Off
	JA Japanese_4: Off
	PS Persian_4: Off
	PA Punjabi_4: Off
	LO Khmer_4: Off
	AR Arabic_4: Off
	03 White Hmong_4: Off
	28 BlueGreen Hmong_4: Off
	RU Russian_4: Off
	Declines to State_4: Off
	99 Other_4: Off
	undefined_16: 
	10025 American Indian or Alaskan Native_3: Off
	20289 Asian_3: Off
	10538 California Tribes_3: Off
	20545 Black or African American_3: Off
	21352 Hispanic or Latinoa_3: Off
	20586 African American_3: Off
	2076 8 Native Hawaiian or Other Pacific Islander_3: Off
	21063 WhiteCaucasian_3: Off
	20792 Native Hawaiian_3: Off
	20875 Guamanian_3: Off
	20800 Samoan_3: Off
	21089 European_3: Off
	20297 Asian Indian_3: Off
	20347 Chinese_3: Off
	20370 Hmong_3: Off
	20396 Japanese_3: Off
	20461 Thai_3: Off
	20339 Cambodian_3: Off
	20362 Filipino_3: Off
	20404 Korean_3: Off
	20412 Laotian_3: Off
	20479 Vietnamese_3: Off
	21550 Central American_3: Off
	21485 Mexican_3: Off
	21659 South American_3: Off
	20602 African_3: Off
	21824 Cuban_3: Off
	21535 Mexican_2: Off
	21808 Puerto Rican_3: Off
	21295 Arab_3: Off
	21188 Middle East  North African_3: Off
	00000 Declines to State OT Other Please Write In_2: 
	undefined_17: Off
	undefined_18: Off
	undefined_19: 
	10025 American Indian or Alaskan Native_4: Off
	20289 Asian_4: Off
	10538 California Tribes_4: Off
	2076 8 Native Hawaiian or Other Pacific Islander_4: Off
	21063 WhiteCaucasian_4: Off
	20792 Native Hawaiian_4: Off
	20875 Guamanian_4: Off
	20800 Samoan_4: Off
	21089 European_4: Off
	20297 Asian Indian_4: Off
	20347 Chinese_4: Off
	20370 Hmong_4: Off
	20396 Japanese_4: Off
	20461 Thai_4: Off
	20339 Cambodian_4: Off
	20362 Filipino_4: Off
	20404 Korean_4: Off
	20412 Laotian_4: Off
	20479 Vietnamese_4: Off
	20545 Black or African American_4: Off
	20586 African American_4: Off
	20602 African_4: Off
	21352 Hispanic or Latinoa_4: Off
	21550 Central American_4: Off
	21824 Cuban_4: Off
	21485 Mexican_4: Off
	21535 Mexican American Indian_2: Off
	21659 South American_4: Off
	21808 Puerto Rican_4: Off
	21295 Arab_4: Off
	21188 Middle East  North African_4: Off
	00000 Declines to State_2: Off
	OT Other_2: Off
	Please Write In_6: 
	Primary Applicant Name_4: 
	Enrollment Form ID_4: 
	undefined_20: Off
	Dependents Last Name: 
	First Name_3: 
	MI_3: 
	Does this person live at the same address as the Applicant_2: 
	Age_3: 
	Open Access Plan Primary Care Physician: 
	Single Married_3: 
	Single_3: Off
	Married_3: Off
	Male Female_3: 
	undefined_21: Off
	ID Number Optional_3: 
	Current Patient Yes No_3: 
	undefined_22: Off
	undefined_23: Off
	undefined_24: Off
	If no list address  Street City State 9digit ZIP Code and County_2: 
	Spoken Language Preference Select only one_2: 
	EN English_5: Off
	ES Spanish_5: Off
	12 Cantonese_3: Off
	14 Mandarin_3: Off
	VI Vietnamese_5: Off
	KO Korean_5: Off
	TL Tagalog_5: Off
	HY Armenian_5: Off
	JA Japanese_5: Off
	PS Persian_5: Off
	PA Punjabi_5: Off
	LO Khmer_5: Off
	AR Arabic_5: Off
	03 White Hmong_5: Off
	28 BlueGreen Hmong_5: Off
	RU Russian_5: Off
	Declines to State_5: Off
	99 Other_5: Off
	Please Write In_7: 
	EN English_6: Off
	ES Spanish_6: Off
	20 Traditional Chinese_3: Off
	VI Vietnamese_6: Off
	KO Korean_6: Off
	TL Tagalog_6: Off
	HY Armenian_6: Off
	JA Japanese_6: Off
	PS Persian_6: Off
	PA Punjabi_6: Off
	LO Khmer_6: Off
	AR Arabic_6: Off
	03 White Hmong_6: Off
	28 BlueGreen Hmong_6: Off
	RU Russian_6: Off
	Declines to State_6: Off
	99 Other_6: Off
	Please Write In_8: 
	10025 American Indian or Alaskan Native_5: Off
	20289 Asian_5: Off
	10538 California Tribes_5: Off
	20545 Black or African American_5: Off
	21352 Hispanic or Latinoa_5: Off
	20586 African American_5: Off
	2076 8 Native Hawaiian or Other Pacific Islander_5: Off
	21063 WhiteCaucasian_5: Off
	20792 Native Hawaiian_5: Off
	20875 Guamanian_5: Off
	20800 Samoan_5: Off
	21089 European_5: Off
	20297 Asian Indian_5: Off
	20347 Chinese_5: Off
	20370 Hmong_5: Off
	20396 Japanese_5: Off
	20461 Thai_5: Off
	20339 Cambodian_5: Off
	20362 Filipino_5: Off
	20404 Korean_5: Off
	20412 Laotian_5: Off
	20479 Vietnamese_5: Off
	21550 Central American_5: Off
	21485 Mexican_5: Off
	21659 South American_5: Off
	20602 African_5: Off
	21824 Cuban_5: Off
	21535 Mexican_3: Off
	21808 Puerto Rican_5: Off
	21295 Arab_5: Off
	21188 Middle East  North African_5: Off
	Race andor Ethnic Background Code Complete only if your mother or father were of two different races or ethnic backgrounds and select only one: 
	undefined_25: Off
	undefined_26: Off
	undefined_27: 
	10025 American Indian or Alaskan Native_6: Off
	20289 Asian_6: Off
	10538 California Tribes_6: Off
	2076 8 Native Hawaiian or Other Pacific Islander_6: Off
	21063 WhiteCaucasian_6: Off
	20792 Native Hawaiian_6: Off
	20875 Guamanian_6: Off
	20800 Samoan_6: Off
	21089 European_6: Off
	20297 Asian Indian_6: Off
	20347 Chinese_6: Off
	20370 Hmong_6: Off
	20396 Japanese_6: Off
	20461 Thai_6: Off
	20339 Cambodian_6: Off
	20362 Filipino_6: Off
	20404 Korean_6: Off
	20412 Laotian_6: Off
	20479 Vietnamese_6: Off
	20545 Black or African American_6: Off
	20586 African American_6: Off
	20602 African_6: Off
	21352 Hispanic or Latinoa_6: Off
	21550 Central American_6: Off
	21824 Cuban_6: Off
	21485 Mexican_6: Off
	21535 Mexican American Indian_3: Off
	21659 South American_6: Off
	21808 Puerto Rican_6: Off
	21295 Arab_6: Off
	21188 Middle East  North African_6: Off
	00000 Declines to State_3: Off
	OT Other_3: Off
	Please Write In_9: 
	Primary Applicant Name_5: 
	Enrollment Form ID_5: 
	Dependents Last Name_2: 
	First Name_4: 
	MI_4: 
	Social Security Number_3: 
	Date of Birth MMDDYYYY_3: 
	Age_4: 
	Single Married_4: 
	Single_4: Off
	Married_4: Off
	Male Female_4: 
	undefined_28: Off
	ID Number Optional_4: 
	Current Patient Yes No_4: 
	undefined_29: Off
	undefined_30: Off
	Does this person live at the same address as the Applicant_3: Off
	If no list address  Street City State 9digit ZIP Code and County_3: 
	EN English_7: Off
	ES Spanish_7: Off
	12 Cantonese_4: Off
	14 Mandarin_4: Off
	VI Vietnamese_7: Off
	KO Korean_7: Off
	TL Tagalog_7: Off
	HY Armenian_7: Off
	JA Japanese_7: Off
	PS Persian_7: Off
	PA Punjabi_7: Off
	LO Khmer_7: Off
	AR Arabic_7: Off
	03 White Hmong_7: Off
	28 BlueGreen Hmong_7: Off
	RU Russian_7: Off
	Declines to State_7: Off
	99 Other_7: Off
	Please Write In_10: 
	EN English_8: Off
	ES Spanish_8: Off
	20 Traditional Chinese_4: Off
	VI Vietnamese_8: Off
	KO Korean_8: Off
	TL Tagalog_8: Off
	HY Armenian_8: Off
	JA Japanese_8: Off
	PS Persian_8: Off
	PA Punjabi_8: Off
	LO Khmer_8: Off
	AR Arabic_8: Off
	03 White Hmong_8: Off
	28 BlueGreen Hmong_8: Off
	RU Russian_8: Off
	Declines to State_8: Off
	99 Other_8: Off
	undefined_31: 
	10025 American Indian or Alaskan Native_7: Off
	20289 Asian_7: Off
	10538 California Tribes_7: Off
	20545 Black or African American_7: Off
	21352 Hispanic or Latinoa_7: Off
	20586 African American_7: Off
	2076 8 Native Hawaiian or Other Pacific Islander_7: Off
	21063 WhiteCaucasian_7: Off
	20792 Native Hawaiian_7: Off
	20875 Guamanian_7: Off
	20800 Samoan_7: Off
	21089 European_7: Off
	20297 Asian Indian_7: Off
	20347 Chinese_7: Off
	20370 Hmong_7: Off
	20396 Japanese_7: Off
	20461 Thai_7: Off
	20339 Cambodian_7: Off
	20362 Filipino_7: Off
	20404 Korean_7: Off
	20412 Laotian_7: Off
	20479 Vietnamese_7: Off
	21550 Central American_7: Off
	21485 Mexican_7: Off
	21659 South American_7: Off
	20602 African_7: Off
	21824 Cuban_7: Off
	21535 Mexican_4: Off
	21808 Puerto Rican_7: Off
	21295 Arab_7: Off
	21188 Middle East  North African_7: Off
	00000 Declines to State OT Other Please Write In_3: 
	undefined_32: Off
	undefined_33: Off
	undefined_34: 
	10025 American Indian or Alaskan Native_8: Off
	20289 Asian_8: Off
	10538 California Tribes_8: Off
	2076 8 Native Hawaiian or Other Pacific Islander_8: Off
	21063 WhiteCaucasian_8: Off
	20792 Native Hawaiian_8: Off
	20875 Guamanian_8: Off
	20800 Samoan_8: Off
	21089 European_8: Off
	20297 Asian Indian_8: Off
	20347 Chinese_8: Off
	20370 Hmong_8: Off
	20396 Japanese_8: Off
	20461 Thai_8: Off
	20339 Cambodian_8: Off
	20362 Filipino_8: Off
	20404 Korean_8: Off
	20412 Laotian_8: Off
	20479 Vietnamese_8: Off
	20545 Black or African American_8: Off
	20586 African American_8: Off
	20602 African_8: Off
	21352 Hispanic or Latinoa_8: Off
	21550 Central American_8: Off
	21824 Cuban_8: Off
	21485 Mexican_8: Off
	21535 Mexican American Indian_4: Off
	21659 South American_8: Off
	21808 Puerto Rican_8: Off
	21295 Arab_8: Off
	21188 Middle East  North African_8: Off
	00000 Declines to State_4: Off
	OT Other_4: Off
	Please Write In_12: 
	Primary Applicant Name_6: 
	Enrollment Form ID_6: 
	D1 Are all enrollees residents of the United States: Off
	If you answered No to the above question provide names of non residents: 
	D2 Do all enrollees reside within the State of California and within the service area of the selected benefit plan: Off
	If you answered No to the above question provide names of non residents_2: 
	Cigna Use Only: 
	Effective Date: 
	undefined_35: Off
	undefined_36: Off
	Name of prior or current Health plan carrier: 
	Type of Policy: 
	Applicants Covered: 
	Most Recent Coverage Start Date: 
	Termination Date: 
	Date Policy Paid Through: 
	undefined_37: Off
	Electronic Funds Transfer EFT: Off
	Automatic Credit Card Payment: Off
	Paper Check: Off
	Yes I am requesting EFT both for my initial payment and for ongoing monthly payments no paper or electronic monthly billing statement will be issued: Off
	Yes I am requesting EFT for my initial payment  I agree that I am responsible for initiating all subsequent electronic monthly payments  I am requesting monthly: Off
	Account Number: 
	Checking: Off
	Saving: Off
	Routing Number: Off
	undefined_38: 
	undefined_39: 
	undefined_40: 
	undefined_41: 
	undefined_42: 
	undefined_43: 
	undefined_44: 
	undefined_45: 
	Name of Bank: 
	Names on Account: 
	Primary Applicant Name_7: 
	Enrollment Form ID_7: 
	Credit Card Available for initial payment only: 
	VISA MASTERCARD: 
	undefined_46: Off
	undefined_47: Off
	Cardholder s Name  exactly as it appears on the card: 
	Account Number_2: 
	undefined_48: 
	undefined_49: 
	undefined_50: 
	undefined_51: 
	undefined_52: 
	undefined_53: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	undefined_57: 
	undefined_58: 
	undefined_59: 
	undefined_60: 
	undefined_61: 
	undefined_62: 
	Zip3: 
	Card Expiration Date: 
	Paper check is attached: Off
	Credit card information provided: Off
	Monthly Paper Bill Yes I am submitting a paper check or have selected the credit card option for my initial payment  I will submit a check for my ongoing monthly: Off
	EFT Draft Yes I am submitting a paper check for my initial payment or have selected the credit card option and I am requesting recurring automatic EFT drafts for: Off
	Monthly Electronic Bill eBill Yes I am submitting a paper check or have selected the credit card option for my initial payment and agree that I am responsible for: Off
	EFT Draft Yes I agree to recurring automatic EFT drafts for my ongoing monthly payments  No paper or electronic monthly billing statement will be issued  Please: Off
	Monthly Electronic Bill eBill Yes I agree that I am responsible for initiating my ongoing electronic monthly payments  I am requesting monthly electronic bills eBills: Off
	the Applicant named below because: 
	Applicant does not read English: Off
	Applicant does not speak English: Off
	Applicant does not write English: Off
	I personally translated the contents of this application disclosed by: 
	Other explain: Off
	I also personally translated and fully explained the Conditions and Agreement Section: 
	Todays Date required: 
	Primary Applicant Name_8: 
	Enrollment Form ID_8: 
	Broker Name2: Shirley Sankey
	60007: 
	Address2: 4710 4th St #300
	City2: La Mesa
	Zip2: 91941
	Email2: myplan@teaguefs.com
	Phone2: 800-668-1703
	Did you assist the above mentioned applicant: Off
	If Yes are you aware of any information about your client not disclosed on this application: Off
	If Yes please explain: 
	Broker Signature: 
	Date: 
	Please enter the name of the AgencyProducer that checks are to be made payable to if different from Writing Producer: 
	Broker Code_2: 
	Street Address_2: 
	City_4: 
	State ZIP Code_2: 
	Email Address_3: 
	Phone Number_2: 
	Cigna Sales Representative Last Name: 
	First Name_5: 
	Section J  Instructions: 
	Primary Applicant Name_9: 
	Enrollment Form ID_9: 
	Applicant Signature: 
	Todays Date  MMDDYYYY: 
	Applicant SpouseDomestic Partners Signature: 
	Todays Date  MMDDYYYY_2: 
	Applicants Dependent Age 18 or Older: 
	Todays Date  MMDDYYYY_3: 
	Applicants Dependent Age 18 or Older_2: 
	Todays Date  MMDDYYYY_4: 
	Custodial Parent or Legal Guardian Signature  for applicants under the age of 18: 
	Todays Date  MMDDYYYY_5: 
	Section L  Contact Information: 


