P BlueCross BlueShield  Dependent Addition and Change Form for
of Texas Court-Mandated Health Coverage
: ) Complete In Ink - Please Print
Q Addition Q Change (see reverse side)

Group No. Section No. Member Identification No. (Medical) | Member Identification No. (Dental) Payroll No.
Employee’s Last Name First Middle

Home Address No. and Street Name City State ZIP Phone No.
Custodial Parent’s Last Name First Middle

Home Address No. and Street Name City State ZIP Phone No.
State Agency Name Agency No. | Date Employer Received Order Phone No.
State Agency Address No. and Street Name City State ZIP

Complete all information for each dependent being added.
Effective 1-1-96: Health care companies in Texas are required to follow special procedures in situations where
a natural or adoptive parent (or legal guardian) is required by a court to provide health coverage for a child.
A copy of the court or administrative order or decree must accompany this form.

List the Full Name of All Dependents Social Date of Birth PCP/PCD Name PCP/ Are You a
To Be Covered Security No. Mo/Day/Yr HMO only PCD# | New Patient?
Last First Middle

U Yes UNo
Q0 Son 1 Daughter =1L =1 11 /!
Last First Middle

U Yes UNo
0 Son Q1 Daughter L= -] /
Last First Middle

dYes U No
Q0 Son Q Daughter | | |_| | |_| | | | / /
Last First Middle

dYes U No
0 Son Q Daughter | | |_| | |_| | | | / /

Previous Coverage Information Complete only if applying for coverage other than HMO or In-Hospital Indemnity

In order to receive credit for pre-existing condition waiting periods, you must provide coverage information for the last 18 months for you and any dependents
listed. If you have a certificate of prior coverage, please attach a copy to this application. (If more than one plan was in effect, attach additional pages.) If
Medicare, please complete the Medicare coverage Information Section below.

List names of every individual covered:

Primary Enrollee Date of Birth [JMale Relationship to Applicant Group or Policy Number ID Number
/ / [JFemale |[JSelf [1Spouse [JDependent
Employer’s Name: EmploymentDate __ / _ / Type of Coverage Type of Policy
Name and address of other health care company, TPA, HMO Effective Date __ /[ [ Health [J Dental O Self [ Family
Will coverage be continued? [J Employer Sponsored ] Employee/Spouse
LlYes [JNo OR O Individual Purchase | I Employee/Child
If No, Expected Cancel Date ___ / /

Are any of the above dependents covered by any other health or dental coverage? 0 Yes O No If yes, please check the applicable boxes
below and list the effective date for each coverage checked and complete the remainder of this section.

d Health A Dental A Group Q Individual d Medicare Part A (Hospital) Eff. / /

Eff. / / Eff. / / A Medicare Part B (Medical) Eff. / /

Please check the reason for Medicare eligibility: Q Entitled Disability 1 End Stage Renal Disease Q Disability and Current Renal Disease

Name and Address of Other Health Care Co. ID/Medicare Number Group or Policy No.

Employer’'s Name Name of Primary Enrollee Date of Birth U Male Relationship To Applicant
/ / 4 Female 4 Spouse 1 Dependent

As a supplement to my previous application, | request the change(s) in coverage to include dependents listed above.

Date Signature Relation to Dependent
Home Phone Number ( )

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
GDA-CMHC-02 an Independent Licensee of the Blue Cross and Blue Shield Association 745103.0317



. BlueCross BlueShield Change Form For
A of Texas Court-Mandated Health Coverage
T Complete In Ink - Please Print
Group No. Section Member Identification No. (Medical) | Member Identification No. (Dental) | Payroll No.
Employee’s Last Name First Middle
Home Address No. and Str?et Name City State ZIP Phone No.
(Complete only if address has changed
Custodial Parent’s Last Name First Middle
Home Address No. and Street Name City State ZIP Phone No.
State Agency Name Agency No. Phone No.
State Agency Address No. and Street Name City State ZIP
Complete all information for the change to each existing dependent
Please check the applicable box(es), show date:
U4 Cancel dependent coverage U Change of Address - listed above. U Deceased
4 Married Q PCP/PCD Change A Other
List The Full Name of All Dependents Social Date of Birth PCP/PCD Name PCP/PCD# Are You a
To Be Covered Security No. Mo /Day/Yr New Patient?
Last First Middle
1 Son / / U Yes UNo
Q Daughter =11 |- | |
Last First Middle
0 Son 0 Yes QNo
0 Daughter =1 1] | | I
Last First Middle
Q0 Son U Yes UNo
0 Daughter NN [
Last First Middle
4 Son /] U Yes UNo
U Daughter =1 =]

As a supplement to my previous application, | request the change(s) in coverage to include dependents listed above.

X

Date

Home Phone Number ( )

GDA-CMHC-02

Signature

Relation to Dependent

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

745103.0317



Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbstx.com



If you, or someone you are helping, have questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 855-710-6984
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B Si vous, ou quelqu’un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir

Frengh de l'aide et l'information dans votre langue a aucun colt. Pour parler a un interpréte, appelez
855-710-6984.

Disutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

Barmat Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.
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855-710-6984.

Diné T’44 ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee nd ahodti’1’ t’44 niik’e

Névsie niké a’doolwot déo bina’ iditkidigii bee nit hodoonih. Ata’dahalne’igii bich’]’ hodiilnih kwe’é

) 855-710-6984.
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T Ecnu y Bac nnn yenoeeka, KOTOPOMY Bbl OMOraeTe, BO3HUKIN BOMPOCHI, Y BAC €CTb NPaBo Ha
Rﬂssian becnnatHyio NOMOLLb ¥ MHEOPMaLWI, NPELOCTaBIIEHHY0 Ha BalleM A3blke. YTobbl CBA3ATLCA C

nepeBoAYMKOM, NO3BOHUTE N0 TenedoHy 855-710-6984.
Espariol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.
Tadgls Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tag alog tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
galog tumawag sa 855-710-6984.
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Tiéng Viét Néu quy vi, hogc ngwdi ma quy vi dang gitp d@, c6 cau héi, thi quy vi cé quyén dwoc gilp va nhan
Vietr?amése thong tin bang ngdn ngl¥ ciia minh mién phi. D& néi chuyén véi mét thong dich vién, xin goi

855-710-6984.

bcbstx.com




