Change Form

For group coverage

Always complete this section:

Namue
Tast
Address
Street
iy

L] Female

Gender [ Male

Section 1

Social Security No

Employed by

Member 1) No.

LI

WWW.b

(8r, Jr.oered Frost

Stare

Date of Birth

MM 130 YYYY

Home Phone No.

Work Phone Nao.

To add family members, complete this section:

Change to family due to:
U pivorce

D Birth: Adoption

0J Marriage
] Involuntary Loss of Coverage

BlueCro

cbsks.com

A Gode

Ares Code

Area Code
Group No.
I want to enroll in:
Mysclf only

Myself and my spouse

emesniel  PremnierBlue

Ml

Cuunty

Health Dental

Date of this occurrence

MM [B)0]

YVyy

Myselt and my ¢hild(ren)

oood
£ 1 £ £

Myself and my family

Spouse (complete this section it spouse is included in plan)

Name

Lissl

(Se, I, g First w1
Gender Male [ Female Date of Birth 7l 5
MM (BIW] F¥YY
Socul Security No. i - Date of Marriage N B
MM (1% YYYY
Primary Care Phvsiciun
N ity
Dependent
Name
last S Jroete) sl wil
AN Gender [ Male O] Female Duite of Birth i - Full Time Studen [ ves [ No
= MM (B1F) Yy
ie)
= - 5 ; i ;
8 Social Scecurity No. Relationship to cmployee: ehig O Stepehild O Other
w0 Primary Care Physician
Nt City
Dependent
Name
Lasi [8r, Jn, ety Firsy Ml
Gender Ll Male U pemale Date of Birth i i Full Time studen [ Yes [ No
NM {ay YYYy
Social Security No, - = Relationship to emploved: Oehig O Stepehild L1 oher
Primary Care Physician
Nk ity
Do you or any of your listed dependents have Medicare Parts A and/or B? Oves Ono
Name of family member with coverage:
(L] TS, Jb. o First M
Medicare No. Part A effective date B B
MAT [E1§] YVYY
Part B effective date - i
MM nn YYyYy
29151 12406 “Inelependent Licensees of the Blue Cross and Blue Shaekd Association

Please continte on other side. —>



Are you entitled to Medicare due 1o ESRD (permanent kidney failure)? Oves ONo

Is anyone enrolling in this coverage entitled to benefits for surgical, medical or dental expenses from any other group insurance
(excluding Medicare, SRS, Medicaid)? [ ves RN

Sec. 2

To drop family members, complete this section:

Cheek one: [ Change to myself only ] Change to myself and my spouse O Change to myself and my child(ren)

O Retuin Family and terminate coverage for:
aive reason: [ Divorce T pemth [ Child married O other (give reason):

Date ol occurrence

S MM bR YYYY

5

'-8 Name Date of Birth

% Tast First ML Month Day Year

To change the Primary Care Physician*, complete this section: (Blue Select or Premier Blue only)
Change will be effective the first of the month following receipt of request.
Reason for change:

Name

laast

Fiest

New Primary Care Physician
N

Section 4

iy

Name
Lagl Fitst M1
New Primary Care Physician
Nanit ity

To change name, address and phone number, complete this section:
“IF Blue Select or Premier Blue, address change may require PCP change.
O Change name Lo:

Name
Tasl

First Mi

[l Change address o

Section 5

Adclress

Stregt

City State ZiP Conle County

O] Change telephone number 1o N 5
Asea Code

Other changes and comments:

Section 6

To receive credit for any waiting periods for pre-existing conditions under your previous coverage, you must submit a Certificate of
Creditable Coverage. Contact your previous employer and/or insurer.

To process the above changes, please sign and date:

Signature x Date

Signature of group administrator Date



