MEMBER CHANGE FORM

Membership Department

<A
HIGHMARK,
BLUE SHIELD P.0. Box 890172
et Camp Hill, PA 170897
In order to process this Change Form, the name and Member Identification Number of the Employee/Contract Holder must be completed in the space provided,

Employer Name Employer Telephone Number

Association Name (if applicable) PA Medical Society
Group Number Employee {l.ast} {First} (M.1.) Member identification Number
Effective Date of Change Piease give a brief description of ihe changes to be made.
COMPLETE ONLY THE SECTIONS THAT APPLY TO CHANGES N MEMBER RECORDS.
Street Address City State Zip E-Iome Phone ‘Ef\fork )Phone
Hire Date Group No. Report Code Change enroliment status to; [ Single [} Parent/Child [} Parent/Children
L1 Insured and SpousefDomestic Partner [} Family
Employee/Coniract Holder Spousel/Domestic Pariner Dependent Cependent Dependent
{1 Add [} Change {1 Aad 3 Change 1 Add {7} Change {1 Add ] Changa [} Add {3 Change
E] Terminate (indicate reascn for termination) G Teminate {indicate reason for termination) Q ‘Terminate (indicate reasor for termination) {3 Terminate {indicale reaseon for termination) D Terminale (indicate reason for termination)
Type of Change [} Deceased [} Maried || Divorced [} Deceased [ ] Maried [} Divoreed [} Deceased [} Maried [ | Divorced {1 Deceased [} Married [} Divorced "} Deceased { | Maried [} Divorced
{1 Reguest Cancel ] Medicare [} Request Cancel [[] Medicare [} Request Cancel {_} Medicare [} Request Cancal {1 Madicare {7} Request Cancet 1 Medicare
Pravious Merber
identification Number - - - — - - — - — -
Current Member
Identification Number - _ - - - —_ - - — -
Previous Last Name | Last Last Last Last Last
Current Last Name Last Last Last Last Last
First Name First M First Ml jFirst ML First ML First L
Middie Iritiaf
Sex 1 Male "1 Female ™ Male {7} Female {7} male "} Femals [ mate {} Female ] Male ] remale
©2) [ chile (02) [ Student (02) L] chitd (02) ] Student ©2) [} chad (02) [} Student
(©1) ] Spouse ©2 [0 bisabied  (05) [] Grandchitd | (02) [ pisabled  (05) [} Grandenild | 02y [[] Disabted  (05) {_] Grandchid
Member Status {20y Employee h _ . ) - i
29y [} Domestic Pariner ©7) [ Nephew (07) [] niece (07 I Nephew (©7) {_} Niece ©7) [} Nephew (07) {_} Niece
117y [} Steschild (17) {7} $tepchid (17) {1 stepchild
Birthdate Meonth Day Year Month Day Year Menth Day Year Mordh Day Year Meonth Day Year
I / / / 7 ! ! { { !
Primary Care
Physician Name
Primary Care
Physician Number
Existing Patient? {1 Yes [} Neo {1 Yes [} No 1 Yes 1 mo ] Yes [ Ne ] ves [] No
Marriage Date Month , Day , Year Month ) Day , Year Month , Bay , Year Month , Day , Year Month , Day ) Year

Piease check one if applicable (if additional space is required, attach a separate sheet). If you [_{ , your spousefdomestic partnar u , or dependent(s) 1|, are enrofied in ancther Program or Medicare, please give the folfowing information:
Narme of Insurance Carrier: MEDICARE INFORMATION: List any family member that is eligible for Medicare Benefiis:

Group No: Effective Date: Haalth Insurance Part A Effective Part B Effeciive Part D Effactive
Name of Policy Holder: Last First Claim Number Date {Mo-Day-YT) Date {Mo-Day-YTr) Bate (Mo-Day-Yr)
Folicy Number: I A ! i i !
Retationship to Highmark Poficy Holder: / / /. i f I}
Falicy Holder Date of Birth: Why are you sligibie for Medicare? D Age D Disability D End Stage Renal Disease

Palicy Holder Employment Status [1 active [ Refired  (Date) Do you have a Medicare Supplement or other coverage that complements Medicare? ] Yes I Ne

To the best of my knowledge and belief, the | ien provided on this appl is true and correct, Any person who knowirgly and with intent to defraud or they mli not be covered. { acknowledge and agree that any p ity identifiable heatth inf about me or my enrotled depenadents (Protected Heatth

any insurance company of other person fifes an application for i or of ciailm ining any ially false information or is for the ") is p d by The Health insurance Portability and Aomumab:lsty Act uf 1886 (HIPAA) and other privacy laws, and that, in accordance with those laws,

purpose of mi J, ing any fact material therete commils a fraudulent insurance act, whichisa mme and subjects such person o
chiminal and civil penatties. 1 understand that this form entolls those efigibie persons listed above in the Medica! Plan as d
the plan and my ize any payrol deduct quired for the ige and

Highmark may use and disclose Protecied Health fon for p t, and health care operations as described in its Motice of Privacy Praclices. |
i d that a copy of Highmatk's Notice of Privacy Practices is avasiab!e on H:g?;marks Web sife, or from the Highmark Privacy Cffice.

in the ag
that | must formatly enrcll my dependents on this form

ployer. 1

Authorization Employer Signature
6203 O {R10-05)

Date Employee Signature

HBS COPY

Bate




