lease Read the Instructions
lefore Filling Out This Form.

lease TYPE OR PRINT CLEARLY using blue
rblack ink to avoid coverage delay or type in information

Jompany
Name

1. ToBeFilled Qutby Your Em

oy

CURRENT MEDICAL GROUP #:

Enrollment and Change Forn

Boston, MA 02298 or fax 1-617-246-7531

Medical Group #, Transferring To

Surrent BCBSID#

EFFECTIVE DATE

MM DD

WYY MM

DATE OF HIRE:

bD

YYYY

CURRENT DENTAL GROUP #:

DENTAL GROUP #, TRANSFERRING TO:

l'ype of Transaction

JADD D CANCEL

JCHANGE Three digit
DTRANSFER  termination code

2. Yourself (Member 1)

REMARKS: (1.E, QUALIFYINGEVENTFORANEW
add, changeto family orother instruction)

D COBRA

D OPEN ENROLL

D D D D NEW HIRE

CHANGETO FAMILY
D AddSpouse
D Add Dependent D OTHER:

[D 1.0SS OF COVERAGE (HIPPA CONTINUATION OF COVERAGE LETTER REQUIRE

NVhat Membership Type Membership Type
oducts? Blue Care Flect PPO  Network Blue HMO ~ Master Medical MEDEX 2
Individual FAMILY | Individual  FAMILY
'OURFIRST M.L Last Sex Date of Birth
Name Name
Street Address/ Apt.# City/ State Zip Code
VX # Town
Cell EMAIL

2hone: ( ) Phone ( )

SocialSecurity# Other Insurance? OTHER INSURANCE City/State

(REQUIRED) Yes / No Company Name

PCPID# Nameof City/State Isthisyourcurrent PCP?

(see instructions) pPCP Yes / No
Are youcovered |PART AEFFECTIVE DATE PART B EFFECTIVE DATE Medicare# D 65+ D Disabled DESRD
oy Medicare?* [TFRETIRED,
Yes/No MM DD YYYY| MM DD YYYY Actively Working? Yes /NO_|Date

Please Check One: D Spouse D Domestic Partner D Divorced Spouse (court ordered) I

iIRST M. Last Sex Dateof Birth |
Name Name

SocinlSecurity# Phone OTHERINSURANCE | OTHER INSURANCE City/State

(REQUIRED) ( ) Yes / No Company Name

PCPID# Nameof City/State Isthisyourcurrent PCP?

(see instructions) pcp YD/ND
\re youcovered | PART A EFFECTIVE DATE PART B EFFECTIVE DATE Medicave# D 65+ D Disabled D ESRD
»y Medicare? (TFIETTRED;
Yes / NO MM DD MM Actively Working? Yes/No | Date

4. YourEligible Dependents (Member 3, 4, and )

JEPENDENTS FIRST NAME Last Date of Birth
3) Name

SocialSecurity# PCPID#(see Nameof

(REQUIRED) instructions) Pcp

sthisyourcurrent PCP? Yes /No

|FULL-TIME5TUDENTAND AGED 19 0ROLDER DI

SABLED AND AGED 26 OR OLDER __

JEPENDENTS FIRST NAME M.1L Last Sex Date of Birth I
1) Name

SocialSecurity# PCPID#(see Nameof

(REQUIRED) instructions) PCP
sthisyourcurrentPCP? Yes/ No FULL-TIMESTUDENT AND AGED 190ROLDER ___ DISABLED AND AGED 26 OR OLDER ___ l
JEPENDENTS FIRST NAME M.I Last Sex Date of Birth I
5.) Name
I SocialSceurity# PCPID#(see Nameof

(REQUIRED) instructions) PCP

‘sthisyourcurrent PCP? Yes/ No  FULL-TIMESTUDENTAND AGED 19 OROLDER DISABLED AND AGED 26 OROLDER _ |

Jlease check ifyou are using separate forms for additional dependent children
. rersonal Savings Accoun

Total#ofdependents:

-
5
_

8. Signature (Employer & Employee)

The information here is complete and true. [ understand that Blue Cross and Blue S

hield will rely on this information to envoll me and my dependents or to make changes tomy

membership. Iunderstand that I should vead the subseriber certify ovbenefit bookletp
1 Blue Crossand Blue Shield may obtain personal and med

healthcarep

iIMPLOYEESSIGNATURE

an, [understand that
information in accordance with
Jonfirm," Blue Cross and Blue Shiel

Date

rovided by myemployertoundevstand mybenefit andanyrestrictionsthatapplytomy
L edicalinformation about me tocarry out its business, and that jt may useand tiiscl’t;

aw. ] acknowledge that I may obtain further information about the collection, use, and disclosure of my information in"Our Commitment to
d's notice of privacy practices.

EMPLOYERS SIGNATURE

sethat

Date

Ifyou have not indicated Y or N regardingyour Medicare orother insurance status, you may receive a follow-up questionnaive,



