Bluelincs

Blue Cross and Blue Shield of Oklahoma
1400 S. BOSTON - PO BOX 21128 - TULSA, OK 74121-1128

(918) 561-9900

Dear Subscriber:

1-800-722-5675

Coordination of Benefits
(Questionnaire

PLEASE CORRECT THE ADDRESS SHOWN AT LEFT,
IF NECESSARY

BLUELINCS ID NO.:

Your membership agreement requires us to coordinate benefits for all family members to determine primary and
secondary responsibility for claims payments. Failure to complete this form may result in denial of benefits under
this agreement. Please return this form within 45 days in the enclosed envelope.

Is anyone who is covered by your BlueLincs HMO plan also covered under another health care policy or

Medicare?
CHECK ONE:

|:| NO (sign and return)

DYES (provide complete information below)

BlueLincs HMO is a Wholly Owned Subisdiary of Blue Cross and Blue Shield of Oklahoma, a Member of the Blue Cross and Blue Shield Association, an Associatioon of Independent Blue Cross and

Blue Shield Plans. ® Registered Marks Blue

ross Blue Shield Association. www.bcbsok.com

SECTION 1. - OTHER INSURANCE INFORMATION
Name of policy holder who has other group healt

h insurance policy. (For Medicare only, skip to Section 3.)

NAME (LAST, FIRST, MIDDLE) BIRTHDATE (MO., DAY, YEAR) | RELATIONSHIP TO YOU| SOCIAL SECURITY |NH BER T
NAME AND PHONE NUMBER OF OTHER POLICY HOLDER'S EMPLOYER NAME OF OTHER INSURANCE CARRIER

TYPE OF OTHER COVERAGE__ | PHONE NUMBER

MEDICAL| DENTAL | VISION | DRUGS ( )

] ] ] ]

MARITAL STATUS PHONE NUMBER POLICY NUMBER GROUP NUMBER | EFFECTIVE CANCELLATION
DIVORCED/ DATE DATE
[ lsingLe [ | marrieD [ |SEPARATED |( )

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

NAME (LAST, FIRST, MIDDLE)

DATE OF BIRTH (MO., DAY, YEAR)

NAME (LAST, FIRST, MIDDLE)

DATE OF BIRTH (MO., DAY, YEAR)

NAME (LAST, FIRST, MIDDLE)

DATE OF BIRTH (MO., DAY, YEAR)

NAME (LAST, FIRST, MIDDLE)

DATE OF BIRTH (MO., DAY, YEAR)

NAME (LAST, FIRST, MIDDLE)

DATE OF BIRTH (MO., DAY, YEAR)

SECTION 2. - DIVORCE/SEPARATION INFORMATION

If a dependent child not mentioned above has coverage resulting from a divorce or separation, complete this section.

NAME (LAST, FIRST, MIDDLE)

DATE OF BIRTH (MO., DAY, YEAR)

[J JoINT

(ATTACH COPY)

IS THERE A COURT
NAME (LAST FIRST, WDDLE) | DATEQFSITH | PARENTMIMFRMARY | oppenrenanir | TYE bR | MAME MDpHONE o
(MO., DAY, YR.) ( ) CARE EXPENSE? RESPONSIBILITY OF INSURANCE CARRIER
[ImoTHER [JFATHER| [ NO [ YES

[CIMOTHER [] FATHER
[J JoINT

[Ono [Jves

(ATTACH COPY)

[CIMOTHER [] FATHER
[J JoINT

SECTION 3. - MEDICARE INFORMATION

List any family member who is eligible for Medicare benefits and is also covered under BlueLincs.

[Ono [Jvyes

(ATTACH COPY)

DATE OF BIRTH MEDICARE ID PART A EFFECTIVE PART B EFFECTIVE REASON FOR ACTIVELY
NAME OF FAMILY MEMBER (LAST, FIRST MIDDLE) | (0. DAY, YR.) NUMBER DATE (M/DFY) DATE (M/DFY) MEDICARE ELIGIBILITY | EMPLOYED
[J AGE 65 OR OLDER
| D\SA%ILITGY O ves
END STAGE RENAL
L BlSEASE (£siD) g No
NAME AND PHONE NUMBER OF EMPLOYER
AGE 65 OR OLDER
E DISABSILITGY O ves
END STAGE RENAL
U Dace (ESRD) O nNo
NAME AND PHONE NUMBER OF EMPLOYER
YOUR SIGNATURE DATE

If you have questions about how to complete this form, call 1-800-580-6202.

HMO 4.187 (12/04)




