Blue Cross MEMBERSHIP APPLICATION I1N?>ET#TC LfF,{qu WITH BLACK BALLPOINT PEN OR TYPE.
7a\

Blue Shield (Fifty or Fewer Eligible Employees) 2. COMPLETE AND SIGN APPLICATION.
of Rhode Island 3. BLUECHIP COORDINATED HEALTH PLAN (BLUECHIP)
ENROLLEES: SELECT A PCP FOR EACH MEMBER IN
ITEMS 28 - 30.
DO NOT GROUP SUBGRP cK LID
WRITE
%IEU\S APPLICATION RECEIVED DATE
@ PLAN [0 HEALTHMATE COAST-TO-COAST [ HEALTHMATE COAST-TO-COAST HDHP (] DENTAL BENEFITS Oves O No @ APPLICATION TYPE
DESIRED: [] BLUESOLUTIONS FORHRA [ BLUESOLUTIONS FOR HSA [J CLASSIC Covering: [ Enrollee Only [ Enrollee & Spouse [ NEW
[J BLUECHIP [ Enrollee & Children [] CHANGE
Covering: [] Enrollee Only [ Enrollee & Spouse [ Enrollee & Children [ Enrollee, Spouse & Children [ Enrollee, Spouse & Children [JTRANSFER
@ EMPLOYER (GROUP) NAME @ GROUP NUMBER EFF. DATE O] FOR MEMBERSHIP USE ONLY
OF COVERAGE CONTRACTTYPE | PACKAGE
CHECK MARITAL STATUS
BIRTHDATE
@ LAST NAME FIRST @ INITIAL - E'II'JLIETC) @ SINGLE (] MARRIED L] @
P MALE O wpl sepd pv0 MONTH DAY YEAR
FEMALE [ COMMON LAW []
RESIDENCE ADDRESS STREET, BOX, RT. NO. @ ADDITIONAL ADDRESS (APT., BLDG., ETC.) cITY @ STATE zIP
HOME TELEPHONE (with area code) D7E OF 7RE @ OCCUPATION @ EMPLOYEE NUMBER gggﬂKAE'?\lY LANGUAGE
*MANDATORY FOR
@ @ SOCIAL BLUECHIP COVERAGE AU A @
NAME BIRTHDATE | SEX |RELATIONSHIP PERSONAL CARE PCP |IF STUDENT Admission
SECURITY CURRENT
(LAST) (FIRST) (M) | MO. DAY YR, NUMBER PHYSICIAN (PCP) | PATIENT? |NUMBER |NAME OF COLLEGE Mo. Yr.
FIRST NAME LAST NAME Oves Please Do Not Write
Please Do Not Write In Shaded Area. SUBSCRIBER Ono In Shaded Areas.
[IM| SPOUSE FIRST NAME LasTNAME | [IYES
/ [ |UF ONo
[JM | DEPENDENT FIRST NAME LASTNAME | [JYES
/ / 0OF ONo
[JM | DEPENDENT FIRST NAME LASTNAME | [JYES
!/ OF Uno
M | DEPENDENT FIRST NAME LASTNAME | [JyES
/ / OF [Ino
[IM | DEPENDENT FIRST NAME LASTNAME | []YES
!/ / ml3 [Nno
: **APPLICATION CANNOT BE COMPLETELY PROCESSED WITHOUT SELECTION OF PCP
Other Insurance Information
@ IF YOU OR ANY OF YOUR DEPENDENTS ARE ENROLLED IN ANOTHER INSURANCE @ RELATIONSHIP POLICY/CONTRACT #
PLAN, IS COVERAGE FOR HEALTH [0  DENTAL [J
@ NAME OF POLICY HOLDER WITH OTHER INSURANCE NAME AND ADDRESS OF OTHER INSURANCE CO./OTHER PLAN
IS ANYONE NAMED INTHIS [ ———3 NAME OF ELIGIBLE PERSON @ BEasIT @ MEDICARE A (HOSPITAL) @ MEDICARE B (MEDICAL)
APPLIGATION ELIGIBLE POR YES EFFECTIVE DATE EFFECTIVE DATE
I No LJoVER 65 MO DAY YR MO DAY YR
MEDICARE COVERAGE?
[ DISABILITY | | | |
CHANGE FROM SINGLE PLAN TO FAMILY PLAN CHANGE FROM FAMILY PLAN TO SINGLE PLAN
[IMARRIAGE DATE OF MARRIAGE ~ SPOUSE’S FORMER LAST NAME U DIVORCE DATE OF CHANGE
w
g ‘ [] DEATH OF SPOUSE
S ‘ O ADDITION OF DEPENDENTS [JCANGELLATION OF DEPENDENTS [J SEPARATED / /
[$) (complete dependent section above) [] OTHER (specify)
‘ [J NAME CHANGE = FORMER NAME @ X MILITARY DATE OF ENTRY DATE OF DISCHARGE
[JADDRESS CHANGE (complete address section above) REINSTATEMENT / / / /
o NAME UNDER WHICH CURRENT CONTRACT IS LISTED CURRENT IDENTIFICATION NO.
E CURRENT GROUP NO. @ ARE YOU TRANSFERRING FROM ANY OF THE FOLLOWING?
= [J BLUE CROSS AND BLUE SHIELD CJOTHER

| hereby authorize any physician, hospital, other medical facility or provider to release to Blue Cross & Blue Shield of Rhode Island any and all records, opinions, reports, x-rays, laboratory tests,
analysis or other information of any kind relating to myself or my minor dependents which is requested or received while such persons are covered by health insurance from Blue Cross & Blue Shield
of Rhode Island. Blue Cross & Blue Shield of Rhode Island may use this information for purposes of claims payment, case management, coordination of benefits, and other purposes directly related
to the administration of Blue Cross & Blue Shield of Rhode Island. This authorization shall expire two (2) years from the issue date of this policy, unless sooner revoked.

I certify the information is true and complete to the best of my knowledge.

SIGNATURE DATE
Employee Copy may be used as temporary evidence of coverage for 30 days from the date below if authorized by employer.

EMPLOYER VERIFICATION: DATE

White — Membership Dept. Gold — Marketing Yellow — Employer Pink — Employee

Blue Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association.
BCBS/SMALLGRP/M.A. (01/07) 08/06 PM-21722531F




