
 
 

                                

 

 

  
  

 

  

  
 

               

           
         

 
     

 
 

 
         
    
             

 
   

 
 
 

         

      

 

  
     

   
  

  
        
            

         

            

 

Other Coverage Questionnaire FEP 

Dear Subscriber: 

To ensure your claims are processed accurately and on time, we need to confirm if you have other health coverage. 

For  answers to frequently  asked  questions  about  how  benefits  are coordinated,  please refer to  page  3.  
If there is a child custody court order that affects insurance coverage, please complete a Child Custody Questionnaire. This 
helps us determine in which order each insurance plan should handle claims for the children. 

Questions? Call customer service at FEHB:  800-562-1011 (TTY:  711) or PSHB:  800-550-1722 (TTY:  711).  

Instructions 
• Please fill out all the information below. 
• Please print clearly. 
• Make a copy for your records and send the completed form in one of two ways: 

1. Secure Messaging  through  your MyBlue account  at  fepblue.org 
2. Mail: Premera Blue Cross  FEP,  PO Box 33932,  Seattle,  WA  98133  

Member and Subscriber information 
Member’s name: first name, last name Member’s date of birth (mm/dd/yyyy) 

Subscriber’s name: first name, last name Member ID  number (R########) 

OTHER INSURANCE INFORMATION:  Do you or any family  members have  any of the following?  

Section A. Medicare coverage 
Do you or any family members have Medicare coverage? Select one. 
 Yes. Continue to Section B. 
 No. Skip to Section C. 

Section B. Medicare information 
• If there is more than one member with Medicare Coverage, use a separate piece of paper. 
• Please include a copy of your Medicare card(s) for each Medicare recipient. 

Name of member with Medicare coverage Medicare ID number Retirement date 

Part A effective date (mm/dd/yyyy) Part B eff. date (mm/dd/yyyy) Part C eff. date (mm/dd/yyyy) 

004965 (07-01-2026)        An Independent Licensee of the Blue Cross and Blue Shield Association Page 1 of 3 

http://www.premera.com/documents/067162.pdf
https://fepblue.org


 

 
 

                               

     
               
  

  

       
   
  

  

       
           

  
        
  
  

   
      
            

  
       

      

  
          

     

    
  
  

     
  
   
  
   

     

      
  
  
  
  

      
  
  
  
  

             
           

     
       

 
   

Are you entitled to Medicare due to disability? Select one. 
 Yes. Complete the date field here. →→ 
 No. Go to the next question. 

Date of entitlement 

Are you entitled to Medicare due to kidney failure? Select one. 
 Yes. Complete the date fields here. →→ 
 No. Go to the next question. 

Date of first dialysis treatment Date of kidney transplant 

Are you entitled to Medicare because you are age 65 or over? 
 Yes  No 

Section C. Other health insurance coverage 
Do you have other medical, dental, vision or prescription drug coverage? Select one. 
 Yes. Continue to Section D. 
 No. Skip to Section E. 

Section D. Other health insurance information 
• If there is more than one policy, attach additional paper. 
• If another health insurance plan pays first, send us a copy of their Explanation of Benefits (EOB).  

Other health insurance company information 
Company name Telephone number Effective date of coverage 

Street address City State Zip code 

Subscriber information 
Subscriber’s name: first name, last name Date of birth (mm/dd/yyyy) Relationship to our subscriber 

Employer or group name, if applicable 

Define the type of coverage. Select one. 
 Group policy 
 Individual policy 

Above policy covers - select one 
 Active employee 
 COBRA coverage 
 Retiree 
 Other. Explain: _______________________________ 

Subscriber ID number Group number 

Above policy is for (select all that apply) 
 Medical 
 Dental 
 Vision 
 Prescription drug 

Above policy covers (select all that apply) 
 Subscriber 
 Spouse 
 Dependent children 
 Other. Explain: ___________________________________ 

Section E. Signature – Print this form and sign it. It is a crime to knowingly provide false, incomplete, or misleading 
information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, 
and denial of insurance benefits. 
Signature of subscriber or spouse Printed name 

X Date signed (mm/dd/yyyy) 
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Page 3 of 3 

Questions and Answers to Help You Understand Coordination of Benefits (COB)  

What is Coordination of Benefits (COB)? 
COB is two or more health care companies working together to share the cost of health care expenses. 

Why do we coordinate benefits? 
Insurance regulations allow health care companies to coordinate benefits. These regulations allow us to keep your cost of 
healthcare coverage as low as possible by avoiding payment of more than the total charge of bills submitted. These rules 
identify one plan as “primary” (the company that pays first) and the other plan as “secondary” (the company that pays 
second.) 

Who do I submit my bill(s) to first? 
• If the patient is our Subscriber, submit to us first and the other plan second. 
• If the patient is the spouse of our Subscriber, submit to the other plan first and to us second. 
• If the patient is a dependent child, submit to the plan of the parent whose birthday falls earliest in the year. Example: 

mother’s birth date is May 5th and father’s birth date is November 9, submit to the mother’s plan first. 
• If the parents of the patient are divorced or legally separated, submit first to the plan of the parent with financial 

responsibility for health care coverage according to the divorce decree. If not stated in the divorce decree, submit bill(s) in 
the following order: 

A. To the plan of the parent with custody; 
B. To the plan of the spouse of the parent with custody; 
C. To the plan of the natural parent without custody; or 
D. To the plan of the spouse of the parent without custody. 

• If you have two coverages with us, submit each bill with both Subscriber and Group identification numbers. 
• If Medicare is your primary carrier, submit your bill(s) to us with a copy of the Medicare Explanation of Benefits. 
• If you are the Subscriber of more than one health care coverage, the coverage which has been effective the longest is 

primary. Submit your bill(s) to that carrier first. 
• Retiree Plans may require any non-retiree coverage to be primary. 

How do we coordinate benefits? 
• When we receive your bill(s), we will determine which health care company will process your bill(s) first. 
• If you submit your bill(s) with a copy of your other health care company’s denial or an Explanation of Benefits, we will use 

this information to process your bill(s) promptly. 
• If we do not receive this information with your bill(s), we contact your other health care company to obtain the information 

needed to process your bill(s). We always call those companies that coordinate over the telephone. This enables us to 
process your bill(s) promptly. 

When do I receive an “Other Coverage Questionnaire”? 
• When we have conflicting, incomplete, or outdated information, you will receive a questionnaire. 
• When your other coverage cancels, we need new coverage information. 

IMPORTANT REMINDERS 
• When we request COB information, please return the form by the date indicated to ensure prompt processing 

of your bill(s). 
• Always keep your health care providers (doctor, dentist, etc.) updated with your correct health care coverage 

information. 
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