Bluel incs Request for Change

Blue Cross and Blue Shield of Oklahoma m MemberShlp

A Federally Qualified Health Maintenance Organization A Wnally Owned Subsidiary of Blue Cross and Blue Shield of Oklahoma,
PO BOX 21128 TULSA, OK 74121-1128 aly‘anﬁer_uf_ths Blue Cross a_n{j_BIua Shield Assaciation an Association of Independent Blue Cross and Blue Shield Plans.
OFFICE | MEMBER IDENTIFICATION NUMBER GROUP NUMBER EMPLOYER REQUESTED EFFECTIVE DATE ~ DATE EMPLOYED FULL TIME
USE (APPLICANT)
ONLY : Bl .QM-K- f =
PRINT IN INK OR TYPE D NAME OR ADDRESS CHANGE D TERMINATION D ADDING/DROPPING DEPENDENTS
CHE CK APPROPRIA TE
_ OX(ES): _ COMPLETE ITEMS 1 THROUGH 3 AND 6 COMPLETE ITEMS 1 THROUGH 4 AND 6 COMPLETE ITEMS 1 THROUGH 3, 5 AND 6
MEMBER S NAME  (LAST FIRST: MIDDLE ~ |RESIDENCE TELEPHONE
? { 1 { 1 | ] NAME NEW NAME (LAST) {FmST] (AIC)
CHANGE
| ADDRESS (STREET OR BOX NO.) (CITY) (STATE)  (2IP) | SELECTED PRIMARY CARE PHYSICIAN | DATE OF BIRTH
3 | SOCIAL SECURITY OR MEDICARE NUMBER [ 1 AM EMPLOYED BY (NAME OF COMPANY, CITY, STATE} -“BUSI(I:NIESS TELEPHONE
i (AIC)
| |
Al . .. e e =
MO. DAY MO. DAY YR.
4 TERMINATION | REQUEST TERMINATION OF COVERAGE ' : MOVED gUT o [T LREQLEST TERMINATION DF ;

| COVERAGE WITHOUT LEAVING
A R EMPLOYED A F:
S| AM NO LONGER EMPLOYED AS O ! | | SERVICE AREA EMPLOYMENT AS OF: |

YOU MUST SELECT A PHIMAF{Y CARE PHYSICIAN FOR YOURSELF AND EACH FAMILY MEMBER WHO IS TO BE ENROLLED IN BLUELINCS HMO. SELECT ANY PRIMARY CARE
PHYSICIAN ON THE PROVIDED LIST THAT IS CURRENTLY ACCEPTING MEMBERS. INDICATE THE PHYSICIAN'S FULL NAME.

5 ADDING / DROPPING DEPENDENTS
FULL NAME OF SPOUSE :FIFIST MIDDLE, LAST) | MARRIAGE DATE | DATE OF BIRTH |SPOUSE'S SOC. SEC. NO. IF ADDED OR DRQPPED, GIVE REASON
[Jabp | MO. | DAY | YR. MO. DAY | YR. AND DATE OF: Hﬁnmm ﬁDNOR\.r OeirTH
[Jorop | | | [JMARRIAGE [(JADOPTION (need court papers)
| | [[]LOSs OF OTHER COVERAGE (provide certifi-
SPOUSE'S EMPLOYER :NAME OF COMPANYMCDVERED BY OTHER IF YES FNSURANCE co. NAME SELECTED PRIMARY CARE PHYSICIAN | cate of coverage) _MO. |D£Y | YR.
| GROUP HEALTH FOR SPOUSE {CJOTHER (reason betow): [
| INSURANCE?YES N i i
| I I I
DEPENDENT'S FULL NAME (FIRST, MIDDLE, LAST) SEX | RELATIONSHIP TO DATE OF BIHTH | SELECTED PRIMARY CARE PHYSICIAN FOR DEPENDENT
DADD M F | MEMBER MO. | DAY | |
s}
[Joror |

IS DEPENDENT A FULL TIME STUDENT IN AN ACCREDITED SCHOUL CULLE_(JL OR UNIVERSITY?
IF YES, NAME OF INSTITUTION AND ATTACH CLASS SCHEDULE WITH HOURS

L
IF DEPENDENT ADDED OR DROPPED, GIVE REASON AND DATE OF;
[JoeatH [Jowvorce []8IRTH [JMARRIAGE [JADOPTION (need

I
|
court papers)
DYES DNO || Dl 0SS OF OTHER COVERAGE (provide certificate of coverage)
COVERED BY OTHER| IF YES, INSURANCE COMPANY NAME | |SOCIAL SECURITY NO. (IF ISSUED) |
GROUP HEALTH | E]DTHER {give reason below:) MO. DAY YFL_
INSURANCE? ;
1
Cves [Ino | i
DEPENDENT'S FULL NAME (FIRST, MIDDLE, LAST) | SEX | RELATIONSHIP TO DATE OF BIFlT SELECTED PRIMARY CARE PHYSICIAN FOR DEPENDENT
[Jabb : M F | MEMBER DAY ‘
DDHOP ] | D D________ ) -
IS DEPENDENT A FULL TIME STUDENT IN AN ACCREDITED SCHOOL, COLLEGE OR UNIVERSITY? 'IF DEPENDENT ADDED OR DROPPED, GIVE REASON AND DATE OF:
IF YES, NAME OF INSTITUTION AND ATTACH CLASS SCHEDULE WITH HOURS [JoeaTH [Joivorce [JBIRTH [JMARRIAGE [JADOPTION (need
| court papers)
DYES [Ino DLDSS OF OTHER COVERAGE (provide certificate of coverage)
COVERED BY OTHER| IF YES, INSURANCE COMPANY NAME | SOCIAL SECURITY NO. (IF ISSUED) | : : ,
e O oTHER (give reason below:} (0. [BAY | V&,
INSURANCE? | |
Clves CIno | |
DEPENDENT'S FULL NAME (FIRST, MIDDLE, LAST) SEX | RELATIONSHIP TO DATE OF BIFITH SELECTED PRIMARY CARE PHYSICIAN FOR DEPENDENT
M F | MEMBER MO. | DA
[Japp |
[Joropr ;D O] | | | s
IS DEPENDENT A FULL TIME STUDENT IN AN ACCREDITED SCHOOL, COLLEGE OR UNIVERSITY? IF DEPENDENT ADDED OR DROPPED, GIVE REASON AND DATE OF:
IF YES, NAME OF INSTITUTION AND ATTACH CLASS SCHEDULE WITH HOURS [(JoeatH [Joivorce [JBIRTH [JMARRIAGE [JADOPTION (need
court papers)
[Cves [no []L0SS OF OTHER COVERAGE (provide certificate of coverage)
COVERED BY OTHER| IF YES, INSURANCE COMPANY NAME | SOCIAL SECURITY NO. (IF ISSUED) ] : : LN
GROUP HEALTH DDTHEP. (give reason below:} I MO. | DAY | YR.
INSURANCE? |
Clves Cno |

" THE A UTHORIZA TION BELOW MUST BE SIGNED AND DATED

6 | agree to pay the membership charges to BlueLincs HMO. 1If my membership is AUTHORIZATION TO RELEASE AND FURNISH MEDICAL RECORDS
1 with an employer group, | authorize my employer, as my agent, to deduct the - - 2 ey ’
amount of charges from my wages or salary and forward the payments to Physicians, practitioners, hospitals and other institutions are hereby authorized and have
BlueLincs HMO. my consent to release and furnish to BluelLincs HMO, any and all information, records or
copies of records relating to my or my eligible dependents medical history and
| represent the above information to be complete and accurate to the best of my  conditions, including, but not limited to, diagnosis, treatment, care, surgery, and the |
knowledge. dates thereof.

h o e s e o £ . : |

SIGNATURE OF APPLICANT DATE OF APPLICATION SIGNATURE OF SPOUSE DATE OF APPLICATION|
w5 4 MO. | DAY YR. MO. | DAY i YR. |
|

COPY DISTRIBUTION:  WHITE - BlueLincs HMO copy CANARY - Company Copy PINK - Corporate Copy GOLD - Employee Copy HMO 4.124 (4/99)




