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Subscriber Sociat Security # | Subscriber Last Name [_]Check if Name Change| Subscriber First Name Subscriber Telephone | Subscriber Email Address o' Sectio spartmisht:Number | Effeclive Date
Street Address [ Check if new City State | Zip Code Country( If ather than USA) Um.o, mwmi_.. nCode
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* Relationship Code
N - Natural/Adopted Child P - Principal Support-Attached Documentation SD - Sponsored Dependent-Attached Documentation
8 - Stepchild A - Child Adoption in Process-Attached Documentation C - Court Order Coverage (QMSCO)-Attach Court Order
F - Family Continuation 19+ L - Legal Guardianship-Attached Documentation D - Disabled Child (PA 275)-Attached Physician Statement
If the permanent address of spouse or dependent is different address in Section 1, please complete information below:
4 Spouse/Dependent (Full Name) Strest Address

City State 21P Code

Do you, your spouse or dependent(s) maintain other health care coverage? [ ves O no

If you checked YES, you must complete the Enroliment Application Coordination of Benefits Health Coverage form Aoﬂom% APR 04) and attach it to this form.
You must also submit any needed documentation (court orders, divorce decree, etc.).

If you checked NO, proceed to Section 4 of this form.

QOther
Coverage

m g4 The information I have submitted is full, complete and true ta the best of my knowledge. | understand that any false statements may result in the loss of this coverage.
m u In addition, | authorize deductions from my earnings of the required contributions, if any, toward the cost of coverage.
Ry ﬁ Subscriber Signalure ) Date
(%)
If Applicable: Blue Healthcare Bank Option * - Complete the following additional information
L] Add Effective Dats [] HRA Health Reimbursement Arrangement [J LPHRA-B Limited Purpose Health Reimbursement Account  Goal Amount*
[J Change / / L1 FSA Flexible Spending Account Goal >5o::§ﬂ_ 1 DCFSA-B Dependent Care Flexible Spending Account
O Cancel [ HSA Health Savings Account [ LPFSA-B Limited Purpose Flexible Spending Account
) * Total annual dollar amount employee wiil contribute to the applicable FSA account.

FOR GROUP USE ONLY !
Additional Blue Healthcare Bank option:

Return completed form to: Blue Cross Biue Shield of Michigan, 600 E. Lafayette Blvd. MC B340, Detroit, Ml 48226. Please keep the pink copy for your records.
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