Coordination of Benetits
Questionnaire
Your membership agreement requires us to coordinate benefits for all family members to determine primary

and secondary responsibility for claims payments. Please be advised that failure to return the completed
and signed survey may delay the processing of your claims.

WE CANNOT PROCESS THIS FORM WITHOUT THE MEMBER’S SIGNATURE AT THE BOTTOM.
Is anyone covered by your Blue Cross and Blue Shield of Oklahoma benefit plan also covered under another
health care policy or Medicare? CHECK ONE:

|:| NO (sugn and return) |:| YES (provide complete information below)

BIRTHDATE (MO., DAY, YEAR) SOCIAL SECURFY NUMBER

| HEEERERER

NAME AND ADDRESS OF OTHER POLICYHOLDER'S EMPLOYER I NAME AND ADDRESS OF OTHER INSURANCE CARRIER

NAME (LAST, FIP-ST} RELATIONSHFP TO YOU

PHONE NUMBER TYPE OF OTHER COVERAGE PHONE NUMBER
) =l il Tl
POLICY NUMBER GROUP NUMBER EFFECTNE DATE CANCELLATION DATE

LIST THE NAMES OF YOUR FAMILY MEMBERS WHO ARE COVERED BY THE POLICY INDICATED IN SECTION 1 ABOVE INCLUDING YOURSELF.

e i —er— T — w—
NAME (LAST, FIRST) ‘DATE OF BIRTH (MO., DAY, YEAR)] NAME (LAST, FIRST) DATE OF BIRTH (MO., DAY, YEAR)
|
NAME {LAST, FIRST) |DATE OF BIRTH (MQ., DAY, YEAR)| NAME (LAST, FIRST) DATE OF BIRTH (MO, DAY, YEAR)|
|
NAME (LAST, FIRST) |DATE OF BIRTH (MO., DAY, YEAR}| NAME (LAST, FIRST) DATE OF BIRTH {MO_, DAY, YEAR)

NAME (LAST, FIRST) DATE OF BIRTH | PARENT WITH PRIMARY OgSDTEgE;'gRAPg%E{,T IF "'Eih'}'r:"gil%:;‘:ﬁﬁ"'r NAME, ADDRESS AND PHONE NO.

(MO., DAY, YR.) CUSTODY (CHECK ONE) OEEE&EX%EE%EIH RESPONSIBILTY OF INSURANCE CARRIER

|CIvorvern [Faed [no  [lves

JOINT (ATTACH COPY)

COmoter [Fatver [Ivo [Jves

JOINT (ATTACH COPY)

Cmorver [amierd [Ino [dves

| JOINT _: (ATTACH COPY)

DATE OF BIFtTH HEALTH INSURO;:ICE - PART A EFFECTIVE | PART B EFFI.:_GTNE REASO ACTIVELY
NAM F FAMILY MEM
Forre LY MEMBER (LAST, FIRST) (MO, DAY, YR ) CLAIM NUMBER DATE (M/D/Y) DATE (M/D/Y) MEDICARE ELIGIB LITY [EMPLOYED? ]

AGE 65 OR OLDER
Eﬁséﬁ SYAGE RENAL [ Lt
DISEASE (ESRD} | O no

AGE 65 OR OLDER |
| HEEE o | O
‘ DISEASE (ESRD) O no

P T e T - =
YOUR SIGNATURE DATE

IF YOU HAVE ANY QUESTIONS ABOUT HOW TO COMPLETE THIS FORM, CALL 1-888-549-4615
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