st Carehtst

Lexington, KY 40512
Fax: 410-505-2901
800-305-1351

Group Hospitalization and Medical Services, Inc.
MEMBERSHIP CHANGE FORM
(Maryland and District of Columbia Individual Plans Only)
This is not an application for insurance

Subscriber’s Birth Date: __ /. /
Name: Last First MI Month/Day/Year
Residence
Address: Street City County State Zip
Phone
Subscriber ID #(SID) SSN Number:
Requested Effective Date of Change: S —
Month/Day/Year
CHANGES REQUESTED (Please check box of requested change)
[_JAddress Change
[ ]Residence
Address: Street City County State Zip
[IBilling
Address: Street City County State Zip
[ JPhone Number Change:
Old Phone New Phone
Number: Number:
[ IName Change (Documentation required)
Change from: | Last First MI
Change to: Last First MI

Name Change Reason: [ |Marriage [ ]Divorce [ ]JOther

[_ICOMBINING SAME PRODUCT POLICIES
(benefits must be the same or greater, if not a Minor, signature required.)

Subscriber Subscriber ID # (SID) Relationship

Last First

[ JAdd a Dependent:

[ INewborn of Subscriber/Partner

[]Child being adopted ~ Month/Year in which final adoption papers are granted:__/___

[]Child for whom subscriber has been appointed legal guardian ~ Date appointed legal guardian:__/__/__
Documentation required if adoption proceedings are underway or if you are a court-appointed legal guardian

DEPENDENT INFORMATION (Please list all persons to be added

Last First MI |Relationship|Sex | Date of Birth |SSN
S —
S —
S —
[ IJRemove a Dependent:
Due [ IDivorce  Date of Divorce: __/__/__ [JExtended Military [ ] other:
to: [ IDeath* Dateof Death: __/_/_ *Documentation required.
DEPENDENT INFORMATION (Please list all persons to be removed)
Last First MI |Relationship|Sex | Date of Birth |SSN
S —
S —
S —
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[_ISPLIT MEMBERSHIP - DEPENDENT TO HIS/HER OWN POLICY (non-Medicare related)

Dependent Information - Set up for continuous coverage

Last First MI |Type of Current Coverage |SSN Effective Date
S —
S —
Split Reason: [ IDeath of Subscriber* [ ]Other * Documentation required.
Change [JIndividual and Child(ren) Change to: | [ ]Individual
from: [ ]individual and Adult [JIndividual and Child(ren)
[ JFamily [ JFamily
[ISPLIT MEMBERSHIP - DEPENDENT TO HIS/HER OWN POLICY (Subscriber moving to MediGap)
MOVING MEMBER: PLEASE ATTACH THIS FORM TO THE COMPLETED MEDIGAP APPLICATION
Dependent Information - Set up for continuous coverage
Last First MI |Type of Current Coverage |SSN Effective Date
S —
S —

Remaining Members:

[IKeep remaining family member(s) in the current policy/product.
[JRemaining family member(s) to move to a Healthcare Reform compliant same or higher deductible policy. Complete

Policy Changes section below.

* Remaining family members(s) requesting policy/plan changes(s) should visit www.carefirst.com/individual or, call a Product
Specialist, M-F 8am-8pm at (410) 356-8000/(800) 544-8703 to learn more.

Change [JIndividual and Child(ren) Change to: | [ ]Individual
from: [ ]individual and Adult [JIndividual and Child(ren)
[ JFamily [ JFamily
[ IPOLICY CHANGES
Select Existing plan Change to: (select higher)
[ IBluePreferred $100 [_IBluePreferred $100

[IBluePreferred $300 - 90/10
[IBluePreferred $300 - 80/20

[ IBluePreferred $500
[|BluePreferred $750 (DC only)
[IBluePreferred $2,500 (DC only)

[IBluePreferred $300 - 90/10
[IBluePreferred $300 - 80/20

[ IBluePreferred $500
[|BluePreferred $750 (DC only)
[IBluePreferred $2,500 (DC only)

[ IBluePreferred HSA $1,200
[ IBluePreferred HSA $2,700

[ IBluePreferred HSA $1,400
[ IBluePreferred HSA $2,700

[ IBluePreferred Saver $2,500
[ IBluePreferred Saver $5,000
[ IBluePreferred Saver $10,000

[ IBluePreferred Saver $2,500
[ IBluePreferred Saver $5,000
[ IBluePreferred Saver $10,000

[ IBluePreferred HIPAA $100
[ IBluePreferred HIPAA $300

[ IBluePreferred HIPAA $100
[ IBluePreferred HIPAA $300

[]other Product not listed

[]other Product not listed

[IChange Rider (where product/rider available)

[ ]Adad: [JExtended Maternity [ ]Vision (BluePreferred HSA Only)

[JRemove: [JExtended Maternity [ ]Vision (BluePreferred HSA Only)
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[ IELECTRONIC COMMUNICATION CONSENT

You can receive electronic notices via email and/or text messaging instead of paper notices for your CareFirst BlueCross
BlueShield (CareFirst) health care coverage by providing your email address and/or cell phone number and consent below.
These will include but are not limited to:

* Explanation of Benefits alerts *  Notice of HIPAA Privacy Practices
*  Appeal decision alerts *  Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.
*  You may change your email and consent information anytime by logging into www.carefirst.com/myaccount or by
calling the customer service phone number on your ID card.
*  You can request a paper copy of electronic notices at anytime by calling the customer service phone number on
your ID card.

[ understand that to access the information provided electronically, I must have the following:
* [Internetaccess;
e An email account that allows me to send and receive emails; and
*  Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).

[ By checking this box, I hereby agree to electronic delivery of notices and documents. | Is this an update? [ JYes [No

Subscriber Name Email Address Cell Phone Number
Last First MI
Spouse/Partner/Dependent Name(s) Email Address Cell Phone Number
Last First MI
Last First MI
Last First MI

CareFirst will not sell your email to any third party and we do not share it with third parties except for CareFirst business
associates that perform functions on our behalf or to comply with the law.

[ |IOTHER HEALTH INSURANCE INFORMATION

Is any person listed on the change form covered by another health care plan or HMO? [ ]Yes [ INo
If yes, will this coverage be continued? [ ]Yes [ INo If No, please provide the cancellationdate: __/_/

Policy Holder’s Phone # of

Name: Last First MI Other Insurer:

Name of Insurance

Company:

Address of

Insurance Company: | Street City State Zip

Policy Number: Group Number: Effective Date of Policy: __/__/___

Name of Employer providing coverage (if applicable):

Does this policy cover: ~ You? [JYes [ JNo  Your Spouse/Partner? [ |Yes [ INo  Your children? [ ]Yes [ ]No
Please list the name(s) of child(ren) covered:

Policyholder’s working status: [ JActive [ IRetired Retirement date: ___/__/___

IF YOU HAVE OTHER HEALTH INSURANCE COVERAGE, FAILURE TO COMPLETE THIS SECTION WILL
CAUSE SIGNIFICANT DELAYS IN PROCESSING ANY CLAIMS SUBMITTED.
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[]Court Assigned Responsibility for Child(ren)’s Medical Expenses

To be completed by the natural parents that live apart and provide medical coverage for their child(ren). Please indicate
relationship to child(ren) (natural mother, natural father, step-parent). *Please provide legal documentation

Parent with Court Assigned Responsibility for Child(ren)’s Medical Expenses

Parent Last First MI Parent Date of Birth __/__/__
Name

Child Name | Last First MI Child Date Of Birth _/__/___
Child Name | Last First MI Child Date Of Birth _/__/___
Child Name | Last First MI Child Date Of Birth _/__/___

Relationship to child: [ |Natural mother [ ]Natural father [ ]Step-parent

Parent with Custody of Child(ren)

Parent Last First MI Parent Date of Birth __/___/__
Name

Child Name | Last First MI Child Date Of Birth _/__/___
Child Name | Last First MI Child Date Of Birth _/__/___
Child Name | Last First MI Child Date Of Birth _/__/___

Relationship to child: [ |Natural mother [ ]Natural father [ ]Step-parent

MARYLAND WARNING: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may
be subject to fines and confinement in prison.

DISTRICT OF COLUMBIA WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny
insurance benefits if false information materially related to a claim was provided by the subscriber.

Required Signature(s) and Date

Subscriber’s signature Date__/_/__

Member’s signature Date__/_/__

Mail Administrator
PO Box 14651
Lexington, KY 40512
www.carefirst.com

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. and is an independent licensee of the Blue Cross and Blue Shield Association.
®Registered trademark of the Blue Cross and Blue Shield Association. ® Registered trademark of CareFirst of Maryland, Inc.
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Carehrst

Family of health care plans

Notice of Nondiscrimination and Availability of Language Assistance Services

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst)
comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national
origin, age, disability or sex. CareFirst does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex.

CareFirst:
o Provides free aid and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis of
race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator.

Civil Rights Coordinator, Corporate Office of Civil Rights

Telephone Number  410-528-7820

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224
Fax Number 410-505-2011
Email Address civilrightscoordinator@carefirst.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights
Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.

CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., First Care, Inc. and The Dental Network

are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
®' Registered trademark of CareFirst of Maryland, Inc.
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Carehst

Family of health care plans

Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

A77¢5 (Amharic) 9100.9:- 2V T30+ AA 0vL7 147 avl% LHA: @O Y1-1807F 04+ ALXTLFO- 000 16T
AF% AATLTN ATHUT @47 PG+ ALH S FAN: &7 028 2997 T+ AG PATP9° D& P NETEP WM P99 T+ ooV AAP =
A0A NP hevd@¢p 0CeP (NHECA AL OLTMPAD: PAADN RTC aPLMA L FAN: AQA NAPT L£919° @L (dh &TC

855-258-6518 Lo-A®- 07 A9 5R'r AONLTICE &40 119157 ap P AANP:: W18 ONLA aPA0 LATP: PTLLATFT £
Pam-¢: NH.LPI® NHCATL IC £I1G5 (s

Edé Yoruba (Yoruba) Itétiléko: Akiyeési yii ni iwifun nipa is¢ adojtofo re. O le ni awon déeti patd o si le ni lti
gbé igbése ni awon 0jo gbédéke kan. O ni ¢tg lati gba iwifan yii ati iranlowd ni édeé re 16féé. Awon omo-egbé
gbddo pe nomba foonu t6 wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si dir6 nipas¢ ijiroro
titi a 6 fi so fun o lati te 0. Nigbati asoju kan ba dahun, so éde ti o fé a 6 si so ¢ po mo ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thdng béo nay chira thong tin vé pham vi bao hiém cua quy vi. Théng bao co thé
chira nhitng ngay quan trong va quy vi cin hanh dong trede mot s6 thai han nhat dinh. Quy vi c6 quyén nhan
duoc thdng tin nay va hd trg bang ngdn ngit caua quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai
& mat sau caa thé nhan dang. T4t ca nhitng nguoi khac cd thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhac nhan phim 0. Khi mot tong dai vién tra 10i, hdy néu rd ngdn ngir quy vi can va quy vi sé dugc
két ndi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacién y asistencia en su idioma sin ningn costo. Los asegurados deben llamar al
naumero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden Ilamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccruii (Russian) Baumanue! Hacrosiiee yBeJoMIIeHUE COJIEPKUT HHOOPMAIIHIO O BallleM CTPaXOBOM
oOecriedeHun. B HeM MOTYT yKa3bIBaThCsl BaXKHBIE JaThl, H OT BAC MOXKET MOTPEOOBATHCS BHIITOIHUTH HEKOTOPEIE
JeWCTBUS IO OIIPENIeNICHHOro CpoKa. Bel nmeere npaBo OecryiaTHO MOTYYHTh HACTOSIINE CBEJCHUS U
COIYTCTBYIOIIYIO TIOMOIIb HA YI0OHOM BaM sI3bIKe. Y YaCTHUKAM CIIeyeT oOpamarscs o Homepy Tenedona,
YKa3aHHOMY Ha THUIBHOW CTOpOHE MIeHTH(OUKAIIMOHHOM KapThl. Bee nmpoure aboHEHTHI MOTYT 3BOHUTH 110
HoMepy 855-258-6518 u oxuaTh, MOKa B rOJIOCOBOM MEHIO He OyJeT mpeuioxkeHo Haxats uupy «0». [lpu
OTBETE areHTa YKaKUTE )KeIaeMbIi S3bIK OOLICHUS, U BaC CBSKYT C MIEPEBOTUUKOM.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.

CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., First Care, Inc. and The Dental Network

are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
®' Registered trademark of CareFirst of Maryland, Inc.
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fe=gt (Hindi) €211 &: 38 Gl 7 3TTh! SiAT Thartol & aR # STy & 1S § | 81 Wehell & Toh SHH AT
TAfIaT T 3eor@ &1 3R 39 forw fFaT A TaT-HTAT & HIaR e FAT ST 81| TR Tg SATARRT
AR G TERIAT 39T HT9T H fo¥:3[eeh TTel T ITAFR | Tl & 379 TgaT=l I o G fqw 10 et
ST 9T hiel heAT AT | 37T T3 9T 855-258-6518 UX ahiel oY Tehd & 3R S deh 0 &aTeY & [T o gl
ST, A doh HATG T TATET Y | ST IS Toi 3cak & df 38 31T ST §dT¢ 31R 3! SATEITHR & halde
o fe=m swam|

Bdsio-wugu (Bassa) To Puii Cao! B nia ke ba nyo bé ké m gbo kpa b6 ni flia-fiia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé th ké b nia ke ke gbo-
kpa-kpa m miee dyé dé ni bidi-wudu mi b¢ m ké se widi do pée. Kpood nys bé me da fliin-ndba nia dé waa
[.D. kdad dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& bé m ké
n>ba mda 0 kee dyi padain hwe. J jii ké nys do dyi t g3 jiiin, po wudu m m3 poe dyie, ké nys do mu b6 niin
b€ o ké ni wudud mu za.

Fra7 (Bengali) T FFA: A2 (AIH0T AT [ FOIES T O%F TQ@@ | 97 JE ST SN AF© MF
AR AT SIEEE T ATAE TS [t 20 M| a7 456 Ao S 92 9% MeIF AR S2Fel TMeIF
SIS AN A= | @A O AT TAF PFRE ATFT TIEF FeT FA® ST | AT 855-258-6518 TG
71 B 0 B 1 I TS SACHHT FA© =M | FHT (FIEA] TS SOF (N O S=ATH (NS ST 1 Tl
AFR AT (ST NET TG F 2J|

CSenn ) o (S5 g9 i ) S (e Gl - Jaiiia s ilaslaa Blate gy oS e 888 Sl Qg A (Urdu) s/
r20A e sl S8 deala Glashes g il Sl 5385 (S S8 (S8 SS Ui i g Al pasade SGl S o
Bt e e (AS S Ly el 05 25m 5e (SIS LS B S )i 0 B2 S S daala 23 e ) ) S
5 sl il s i lpa S Cindl o S U S5l S 5SS 0 gl g S S JS855-258-6518 &
S ol b e s an e ) il

G G a Y 5 a3l cage W gl s sla il (San ol Lad Ay (R 53 0 o Sle Dl (5 sla anadle ) ol 4a 5 (Farsi ) el
.A:\:\Sgél,,ﬁom}sog)goli_}bajjm@\J‘E,M\JJQL:M\L'E\UMJ\AJ)sﬁé;w\J\u&.ggﬁe\ﬁ\gmuauJ)h

) Uuazu.m\):@;\)s\ﬁu,;;ﬁi_)wmOufﬁumggjsqxwufa@“)mgqﬁt_.,L.-A;\

b sl Sl (S dans 55 (o Saly 5l axy aiaa LIS ) 0 2 2 sl adul i Ll I U aiiley Hlatie 5 2 580 (uliB855-258-6518
s daagada s e aa yle 4 U anS aplaii ) i) 5

s ) zlind 3 5 age gl 51 e (5 sing 3B 5 Apinalil) eligard Ly Clasles e JUadY) 13 (s siny 4 (Arabic) 4y el 4l
Juai¥) eliac ) e ay, 485 (g1 Jand () 500 @lialy e slaall 5 3aclisall 038 o J seandl @l Bay 3aaaa 4iles e 50 sl Sl o)
Al e Juai¥) g A3 (S, g al Al Ay sel) ay pai Ay Heda 35Sl il 8 ) e

Lo Jaaal 5l ) il ARl S0 e S gl anf dla) die 0, a8 e okl agie Gallay i Lalaall DA UasY) 5 855-258-6518
O Al (peas sl aaly ellia 65 a5

1 X Z£ (Traditional Chinese) 71« ANEFI c) & B A RO PRBRAG A ARRBE N, A T RE L & B2 1 1]
K ABAERE M IR AT TR BRI TEY, A RER e B ARSI G, DL IR 1A REFE SR HERY 1 B IRk
o & BEREFTRIES 20wl -5 m RO FERE SRS, JLALATA At n 4T 3ERE 855-258-6518, < fix L F
BEEPR TR TR 0, EHsf AR Ry, F TR NS, ERAHEAREL N3 A\ B,
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Igbo (Igbo) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi ¢zo niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber lhren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in lhrer Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a I'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interpreéte.

B A Ao B Qo L] g F o PR g
4 G A1 8 ol 2 A At A9 S e

¢F=7of(Korean) -2]: o] &4
ZA & FeloF sk 54 7]
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gko] 23k
A7} g, 8404 A5 D 71Ee SI90] Sl s s Aets) £434 2. 5 flo] o4l 35
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