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' Blue.Crpss. Bll.leShield
B\ of Mississippi REQUEST FOR CHANGE FORM

Blue Cross & Blue Shield of Mississippi, A Mutual Insurance Company,
is an independent licensee of the Blue Cross and Blue Shield Association. PLEASE COMPLETE IN BLACK INK. PRINT USING CAPITAL
LETTERS. THIS FORM MUST BE SIGNED ON PAGE 2 TO BE
ACCEPTED.
MAIL TO: ENROLLMENT CONTROL CENTER
P. 0. BOX 1043
JACKSON, MS 39215-1043
INFORMATION TO BE COMPLETED BY EMPLOYER
Group Name
Medical Group Number Medical Contract Number* Dental Group Number* Dental Contract Number*
*Required if more than one medical *Required if employer has dental *Required if more than one dental
benefit level coverage benefit level
Type of Change
[ Name [JAddress [JAdd Dependent(s) [] Drop Dependent(s) [[] Group/Contract/Pay Loc
[[] Cancel Medical Coverage [[] Cancel Dental Coverage [] Cancel Life Coverage [] Other
If Other, specify type of change. Requested Effective Date of Change

If adding or dropping dependent, please check the appropriate reason for the change. Type of coverage (employee only, family, etc.) will be changed (if applicable) to reflect
the dependents active on the policy.

[[] Adoption/Custody* [] Guardianship* [[] Open Enroliment [[] No Longer Student Date of Change Reason Event
[ Birth [] Loss of Coverage [C] No Longer Dependent [] Separation

[] Death [ Marriage [ Qualified Medical Child Support Order (QMCSO)* - -
[] Divorce [ Minor Child Over Age

*NOTE: If adoption/custody, guardianship or QMCSO, attach copies of legal documents.

If canceling employee coverage, please specify reason for cancellation. Date of Termination/Death

[] Left Full-Time Employment [[] Employee Request [] Deceased - -

If changing group, contract, and/or pay location, please specify the applicable new information.
New Medical Group New Medical Contract New Medical Pay Loc

New Dental Group New Dental Contract New Dental Pay Loc

INFORMATION TO BE COMPLETED BY EMPLOYEE

Please complete the following information in full.

Employee Social Security Number/ID Number

Employee Name (as it appears on ID Card)

First Name M.l.  Last Name
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Employee Information to be Changed
EMPLOYEE NAME, ADDRESS, OR OTHER CHANGES: Complete only the information to be changed. You do not have to complete information that is not being changed.

First Name M.l.  Last Name
Social Security Number Date of Birth
Sex Marital Status
[IMale [] Female [] Single [ Married [] Other
Mailing Address (include building number, PO Box, ST, RD, AVE, CV, etc.) Apt./Suite
City State
Zip Code Home Phone Number

Medicare Information

Do you have Medicare coverage? If yes, specify the type(s) of Medicare coverage in effect.

[JYes [INo [JPartA [JPartB

If Medicare coverage is in effect, please complete the following information:

Medicare Number Reason for Entitlement
[JAge [] Disability [] End-Stage Renal Disease (ESRD)
Part A Effective Date (if applicable) Part B Effective Date (if applicable)

For myself and dependents listed on subsequent pages submitted with this application, | hereby apply for change of my membership agreement as indicated on this application.

| understand and agree that this application for change will become part of my original application, and will be subject to the terms and conditions of your enrollment regulations.

| warrant that all statements made herein are complete and true. | certify that the person(s) listed hereon is claimed by me as an exemption for Income Tax Purpose and that | will noti-
fy Blue Cross & Blue Shield of Mississippi of any change of Dependent status. | understand and agree that these changes will not become effective until accepted by you and
confirmed by Blue Cross & Blue Shield of Mississippi. | designate my employer or group remitting agent to collect the charges incurred by such changes, and remit same to you.

| understand that the coverage applied for is subject to all exclusions and limitations set forth in the Benefit Plan including a provision which limits benefits for illness, injury or medical
condition existing prior to the effective date of coverage.

Authorization (Employee Signature) Date
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DEPENDENT INFORMATION - (Complete another Request for Change form if more than three dependents.)

DO NOT WRITE IN THIS SPACE Spouse Spouse
Spouse BCBS UNDERWRITING USE ONLY: Medical Waiver Dental Waiver

If adding, dropping or changing spouse information, please complete the following information in full.

Type of Change

[CJAdd Dependent [] Cancel Dependent Medical Coverage [] Cancel Dependent Dental Coverage [] Change Dependent Information
Dependent First Name M.l.  Last Name
Social Security Number (if available) Date of Birth Sex
- - - - [ Male [] Female

SPOUSE: If adding spouse, please complete the following information in full. If changing spouse information, complete only the information to be changed. This section
does not need to be completed if dropping spouse coverage.

Has dependent had prior insurance coverage within the past 18 months? If yes and other coverage was with BCBS of Mississippi, please specify
ID number for the coverage.

(NOTE: If prior coverage was not with BCBS of Mississippi,
L] Yes LINo creditable coverage form must be attached.)

Does spouse have other health coverage that will also be in effect at the same time
as the current Blue Cross & Blue Shield of Mississippi coverage?

[1Yes [INo

If other coverage will be in effect, please complete the following other insurance information:

Other Insurance Policyholder Name

Policyholder Date of Birth
Type of Other Insurance Coverage
- - [[] Covered With Employer [C] Not Covered With Employer
Other Insurance Effective Date Policyholder Employment Status (If Covered With Employer)
- - [] Active Employee [] Retiree [JCOBRA

Other Insurance Policy Number

Other Insurance Carrier Name

Medicare Information

Does your spouse have Medicare coverage? If yes, specify the type(s) of Medicare coverage in effect.

[JYes [JNo [JPartA [JPartB

If Medicare coverage is in effect, please complete the following information:

Medicare Number Reason for Entitlement
[JAge [] Disability [] End-Stage Renal Disease (ESRD)
Part A Effective Date (if applicable) Part B Effective Date (if applicable) Date of Entitlement
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DO NOT WRITE IN THIS SPACE Child (1) Child (1)
Child (1) BCBS UNDERWRITING USE ONLY: Medical Waiver Dental Waiver

If adding, dropping or changing child information, please complete the following information in full.
Type of Change

[CJAdd Dependent [] Cancel Dependent Medical Coverage [] Cancel Dependent Dental Coverage [] Change Dependent Information
Dependent First Name M.I.  Last Name
Social Security Number (if available) Date of Birth Sex
- - - - [1Male [] Female

CHILD (1): If adding child, please complete the following information in full. If changing child information, complete only the information to be changed. This section does
not need to be completed if dropping child coverage.

Full-Time Student? If full-time student, please list accredited college or university name.
[ Yes [INo
Has dependent had prior insurance coverage within the past 18 months? If yes and other coverage was with BCBS of Mississippi, please specify

ID number for the coverage.

(NOTE: If prior coverage was not with BCBS of Mississippi,
[ Yes LI No creditable coverage form must be attached.)

Does child have other health coverage that will also be in effect at the same time [ Yes [JNo
as the current Blue Cross & Blue Shield of Mississippi coverage?

If other coverage will be in effect, please complete the following other insurance information:

Other Insurance Policyholder Name

Policyholder Date of Birth
Type of Other Insurance Coverage
- - [[] Covered With Employer [C] Not Covered With Employer
Other Insurance Effective Date Policyholder Employment Status (If Covered With Employer)
- - [] Active Employee [] Retiree [JCOBRA

Other Insurance Policy Number

Other Insurance Carrier Name

Does other insurance policyholder have medical responsibility

or custody for this dependent due to divorce? DlYes LINo
Is dependent disabled? Is dependent a COBRA participant?
[ Yes [JNo [Yes [JNo
Medicare Information
Does dependent have Medicare coverage? If yes, specify the type(s) of Medicare coverage in effect.
[1Yes [INo [JPartA [JPartB

If Medicare coverage is in effect, please complete the following information:

Medicare Number Reason for Entitlement
[JAge [] Disability [] End-Stage Renal Disease (ESRD)
Part A Effective Date (if applicable) Part B Effective Date (if applicable) Date of Entitlement
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DO NOT WRITE IN THIS SPACE Child (2) Child (2)
Child (2) BCBS UNDERWRITING USE ONLY: Medical Waiver Dental Waiver

If adding, dropping or changing child information, please complete the following information in full.
Type of Change

[CJAdd Dependent [] Cancel Dependent Medical Coverage [] Cancel Dependent Dental Coverage [] Change Dependent Information
Dependent First Name M.I.  Last Name
Social Security Number (if available) Date of Birth Sex
- - - - [1Male [] Female

CHILD (2): If adding child, please complete the following information in full. If changing child information, complete only the information to be changed. This section does
not need to be completed if dropping child coverage.

Full-Time Student? If full-time student, please list accredited college or university name.
[ Yes [INo
Has dependent had prior insurance coverage within the past 18 months? If yes and other coverage was with BCBS of Mississippi, please specify

ID number for the coverage.

(NOTE: If prior coverage was not with BCBS of Mississippi,
[ Yes L No creditable coverage form must be attached.)

Does child have other health coverage that will also be in effect at the same time [ Yes [JNo
as the current Blue Cross & Blue Shield of Mississippi coverage?

If other coverage will be in effect, please complete the following other insurance information:

Other Insurance Policyholder Name

Policyholder Date of Birth
Type of Other Insurance Coverage
- - [[] Covered With Employer [[] Not Covered With Employer
Other Insurance Effective Date Policyholder Employment Status (If Covered With Employer)
- - [] Active Employee [] Retiree [JCOBRA

Other Insurance Policy Number

Other Insurance Carrier Name

Does other insurance policyholder have medical responsibility

or custody for this dependent due to divorce? DlYes LINo
Is dependent disabled? Is dependent a COBRA participant?
[ Yes [JNo [Yes [JNo
Medicare Information
Does dependent have Medicare coverage? If yes, specify the type(s) of Medicare coverage in effect.
[1Yes [INo [JPartA [JPartB

If Medicare coverage is in effect, please complete the following information:

Medicare Number Reason for Entitlement
[JAge [] Disability [] End-Stage Renal Disease (ESRD)
Part A Effective Date (if applicable) Part B Effective Date (if applicable) Date of Entitlement

page 5 LOCE 01 EC {0 EEE 000 CER (O C AL ONCE w0 CECE 1 EE Cat EEW L1 AR LN
|_BCBS 16520 Rev. 2/05 v.1 1 & 5 2 o o 2 G s o 1 o s



DO NOT WRITE IN THIS SPACE Child (3) Child (3)
Child (3) BCBS UNDERWRITING USE ONLY: Medical Waiver Dental Waiver

If adding, dropping or changing child information, please complete the following information in full.
Type of Change

[CJAdd Dependent [] Cancel Dependent Medical Coverage [] Cancel Dependent Dental Coverage [] Change Dependent Information
Dependent First Name M.I.  Last Name
Social Security Number (if available) Date of Birth Sex
- - - - [1Male [] Female

CHILD (3): If adding child, please complete the following information in full. If changing child information, complete only the information to be changed. This section does
not need to be completed if dropping child coverage.

Full-Time Student? If full-time student, please list accredited college or university name.
[ Yes [INo
Has dependent had prior insurance coverage within the past 18 months? If yes and other coverage was with BCBS of Mississippi, please specify

ID number for the coverage.

(NOTE: If prior coverage was not with BCBS of Mississippi,
[ Yes L No creditable coverage form must be attached.)

Does child have other health coverage that will also be in effect at the same time [ Yes [JNo
as the current Blue Cross & Blue Shield of Mississippi coverage?

If other coverage will be in effect, please complete the following other insurance information:

Other Insurance Policyholder Name

Policyholder Date of Birth
Type of Other Insurance Coverage
- - [[] Covered With Employer [[] Not Covered With Employer
Other Insurance Effective Date Policyholder Employment Status (If Covered With Employer)
- - [] Active Employee [] Retiree [JCOBRA

Other Insurance Policy Number

Other Insurance Carrier Name

Does other insurance policyholder have medical responsibility

or custody for this dependent due to divorce? DlYes LINo
Is dependent disabled? Is dependent a COBRA participant?
[ Yes [JNo [Yes [JNo
Medicare Information
Does dependent have Medicare coverage? If yes, specify the type(s) of Medicare coverage in effect.
[1Yes [INo [JPartA [JPartB

If Medicare coverage is in effect, please complete the following information:

Medicare Number Reason for Entitlement
[JAge [] Disability [] End-Stage Renal Disease (ESRD)
Part A Effective Date (if applicable) Part B Effective Date (if applicable) Date of Entitlement
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