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INSTRUCTIONS FOR COMPLETING ENROLLMENT/CHANGE OF STATUS FORM
ALL SECTIONS MUST BE COMPLETED BEFORE FORM CAN BE PROCESSED

SUBSCRIBER IS REQUIRED TO COMPLETE SECTIONS 1-4:

SECTION 1:

SECTION 22

SECTION 3t

SECTION 4:

Enter subscriber information: ineluding: social security or assigned contract number, last name, first name, middle initial, complete home address, marital status,
sex, date of birth, evening and day phone numbers. ’

List all persens that you wish to enroll or terminate. ATTACH ADDITIONAL ENROLLMENT FORMS IF NECESSARY TO ADD MORE DEPENDENTS. Include
sex, birthdate, social security number and relationship code. Required documentation must be attached to the Enroliment/Change of Status Form. For BON or
POS, using the appropriate paper or web based directory, select the name of a BGN/POS participating primary care physician {(PGP) for each person listed. In
addition, include physician code — if known, physician iocation {street, city) and whether or not seen by the physician within the last 12 months or a current
patient. Indicate, by shecking appropriate box, if you have been previously enrofled in BCBSM, BCN or POS. Indicate the contract number under which you
were covered. Complete alternate address, if applicable. If changing a FCP, check the PCP change box in Section § and include the information listed above
for each member changing a PCP and indicate reason for requesting the change. This form does not need 1o be signed by the group representaiive for PCP
changes. if member is requasting a change in PCP only, that can also be done by calling Customer Service or on the internet at www.behsm.com.

if any person listed in Section 2 has other medical insurance coverage either through a groeup or on an individual basis, please check the “Yes” bose. Indicate
person covered, group name, policy number, insurance carrier name and focation. If you or any person listed in Seetion 2 has Medicare coverage, please check
the “Yes” box. If Yes, attach a copy of the Medicare card(s). Check applicable box under which Medicare recipient qualifies for Medicare Coverage. POS is
not available to Madicare enroilees. If Medicare coverage applies, enroliment will not be processed without 2 copy of Medicare card.

You rmust sign the form and indicate date form is completed.

GROUP IS REQUIRED TO COMPLETE SECTION 5 (This form cannot be precessed for enrollment purposes without completion of the following):

Product:

Enrofiment:

Reason for
Change:

COBRA
Qualifying Status:

MEDICARE
STATUS:

Please provide group name, signature and date. If available, complete group number/suffix (& n@ﬁr service ¢ode, and badge number if appiicable.

Checic product box. Note: If enrolling in BCN and there is 2 separate group nurnber for your BCBSM dental or vision product, complate two Enrollment Change
of Status forms — one with BCBSM Dental/Vision group and suffix number and one with the BON group and suffix number and submit to the appropriate areas.

Indicate BCBSM/BCN effective date and subscriber's actugl hire/rehire or part time to full time status date. Check all applicabls enrcllment boxes. Health
Insurance Portability and Accountabilify Act (HIPAA} mandates that groups provide special open enrollment periods for their subscribers. These special
enrollment periods include enrollment or changes as the result of marriage, birth, adeption or placement of adoption, loss of eligibility or termination of group
contributions.

Te change a subscriber/dependent(s) health care coverage, indicate BCBSM/BCN effective date. Please check off the reasen for change or indicate HIPAA
qualifying event If it is not listed.

"To enroll terminating membérs as subscriber and/or dependent{s) for CCBRA health care coverage, please enter the original COBRA qualifying status date.

Also please check off the original COBRA qualifying event.

indicate primary coverage.

PLEASE PROVIDE ALL DOCUMENTATION REQUIRED FCR ENROLLMENT




