Please Read the Instructions
Before Filling Out This Form.
Please PRINT CLEARLY using bluc or black

ink to avoid coverage delay or type in information

Biue Cross B
1t Licance of 1h

Association.

Enrollment and Change Form.

1. To Be Filled!Out by Your Employer
Company
Name

Current Medieal Group =:

Medical Group #, Transferring To

Current BCBS 1D =, [fany

MM 111y

Requested Eftective Darte

YEYY

Date of Hire

hIRY DI

YYYY

"

Current Denral Group #:

Dental Group =, Transterring To

(I canceling, please see
instructions for three digie

Type of Transaction

Remarks: (e qualifving event for a new add, change to family or other instruction)

adADD termination code,)
O CHANGE

O TRANSFER D D D
T CANCEL

2. Tell Us About Yourself (Member: 1)

What TIHMO Blue | 7 Dental Blue
products arc O3 Newwork Blue
vou sclecting? | 0 Blue Choice

OPPO

T HMO Blue New England
71 Blue Choice New England
T Group Medex
1 Blue Medicare Rx (Pare 1)

3 Open Enrollment
T New Hire
C1COBRA

Change to Family
3 Add Spouse
0 Add Dependent

DI\ anaced Blue for Seniors

7 Other

01 Laoss of Coverage
(HIPAA Continuation of Coverage Letter Required)

T Individual
T Family
-I']'\\(J-I’L‘l.\'nll

Kind of Membership (Medical)

Kind of Membership (Dental)
O Individual
7 Family

1 Two-Person

Your First Name | ML Last Name Sex Date of Birth
Streer Address / PO. Box =: \pt. = Ciry [/ Town State Zip Code
Social Seeurnity = ‘Telephone =: (area code) Orther Insurance?! Other Insurance Company Name City / State

( )

YO/NO

PCP 1D = (see instructions) Name of PCP

Cliry / State

Is this vour
current PCP?

Mark X, if ves. D

Are vou covered| Part A Effective Date
by Medicare?

Pare B Eftective Date

Pare D Effective Date

Medicare =:

Actively Working? Y 71/ N (0
If Retired, Dare:

YO/NO A DI VYYY | MM Db YYYY | MM B8] YYYY 65+ [ Disabled CI1ESRD

3. Tell'Us About'(Member 2) Please Cheek One: 7 Spouse 71 Divorced Spouse (court ordered)

First Name ML Last Name Sex Date of Birth
Street Address [ PO, Box = Apt = City [ Town State Zip Code

Social Security =:
( )

Telephone #: (area code)

Other Insurances!

¥ CLiiANE)

Other Insurance Compan

v Nume

City / State

PCP 1D = (see instrictions) Name of PCP

Ciry [ Suate

Is this vour
current PCP?

Mark N, if ves. D

Is Member Part A Effective Date
2 covered by

Medicare?!

YO {ND MM Db WYY | MM 810

Part B Effective Darte

Part D Eftective Date

YYYY AN [B18) YYYY

65+

Medicare =

7 Disabled

O ESRD

Actively Working? Y O / N 0O
If Retired, Dhate:

Dependent’s First Name ML

3.)

4. Tell Us About Your Eligible Dependents (Member 3, 4, and 5)

l.ast Name

L. Ifyou have not indicated Yes or No regarding your Medicare or other insurance status, you may receive a follow-up questionnaire.

e of Birth

I Social Security =:

= (seC INSIructons)

PCPID

Name of PCP

Is this vour
current PCP?

T 1
Mark X, if ves. _J

Dependent’s First Name ML Last Name Sex
4.)
I Social Security = Date of Birth PCP 1D = (see instructions) Name of PCP Is this your D
current PCP? Mark X ifves.
Dependent’s First Name ML [Last Name Sex
5.)

Social Secunry =: ate of Birth

PCP D = (see instructions)

Name of PCP

Is this your
current PCP?

Mark X, if yes. D

5. Signature (Employer & Employee)

Confidentiality,”

Employee’s Signature

Please check if you are using separate forms for additional dependent children 7]

are

Total # of Dependents:

Emplover's Signature

The intormation here is complete and tme. T anderstand thae Blue Cross and Blue Shicld will rely on this information to enmoll me and my dependents or to make changes to my
membership. | understand that T should read the subseriber centificate or henetic booklet provided by my employer o understand my benefits and any restrictions that irph oy

healeh care plan. [ understand that Blue Crass and Blue Shicld may obrain personal and medical information about me to carry out its business, and lh ar it may use and
information in 1u,nrdmu. with kiw, acknow Jedge that T may obr ain turther information about the colleetion, use, and disclosure of my information in “Our Commitment to
Blue Cross and Blue Shicld™s notice of privicy practices,

isclose thar

Dute




