Coordination of Benefits BlueCross BlueShicld

Association

Q u eS t i O n n ai r e An Association of Independent

Blue Cross and Blue Shield Plans
Provider: After the policy holder has completed and signed, please forward this
form to your local Blue Cross and/or Blue Shield Plan immediately. Do not hold to submit with the claim.

O check here if you will be electronically submitting this to your local BC and/or BS Plan and you have the Policy Holders signature on file.

Member: Your Blue Cross and/or Blue Shield contract may contain a Coordination of Benefits (COB) provision.
Your Plan depends upon your help in order to process your claims correctly and appreciates your prompt and
accurate reply. If any of the information below changes, please contact your Blue Cross and/or Blue Shield Plan
immediately.

Provider Name: NPI (Give Tax ID if no NPl Number):

Policyholder Name:

Group Number: Member ID Number with Three Letter Prefix:

section A Other Insurance

Are you or any other member of this Blue Cross and/or Blue Shield policy covered by another medical or dental
insurance policy, any other Blue Cross and/or Blue Shield policy or Medicare?

[ ] No If No, please complete Section D, sign, date and return this questionnaire to us, indicating
“No other insurance.”

] Yes If Yes, please complete all the fields below that pertain to the member(s) that has the other
coverage.

Mark those that apply: [ ] Other Health Insurance [ ] Other Dental Insurance
What type of policy is this? [] Group [] Individual Policy [ ] Student Policy [ ] Medicare Supplemental

Other Insurance Carrier's Name

Address

Address State Zip Phone Number

Dependent(s) listed on the other insurance

Other Insurance Policyholder's Name Policyholder’s Date of Birth ID Number
Effective Date of Other Insurance If Cancelled, Cancellation Date
Is the policy holder: [] Actively working for the group [] Inactive
[] Retired, retirement date: [ ] On COBRA, which began:

Policyholder’'s Employer

Address

City State Zip Phone Number



Section B Medicare Information

Do the policyholder and/or dependent(s) have Medicare? [] Yes [ ] No

Name of person(s) with Medicare

Medicare Number, including alpha character(s)

Effective Date of Medicare Part A: Effective date of Medicare Part B:

Medicare Entitlement: [ ] Yes [ | Disability* [] Yes [] End Stage Renal Disease (ESRD)*
If the reason is for Disability or ESRD, please provide the following:
1 Date of Disability:
1% Date of Dialysis for ESRD:
Was ESRD started in a facility? [ ] Yes [ ] No
Was ESRD started as Self Dialysis of Home Dialysis? [ ] Yes [ ] No

Has a transplant been performed? [ ] Yes [ ] No

If yes, please provide the date of the transplant:

section C Court Order Information

Is there a Court Order specifying a person(s) to maintain health coverage for any of your dependent(s)?

[ ] Yes [] No
|

List the name(s) of the dependent(s) that this applies to.

If yes, who is the person(s) listed to maintain health coverage?

What is the relation to the child(ren)? Who has custody of the child(ren) more than 50% of the time?

Documentation of the court order may be requested from your Blue Cross and/or Blue Shield Plan

section D Names of Dependent(s) on Blue Cross and/or Blue Shield Policy
|Name |Re|ationship |Date of Birth |Sex Social Security Number (Optional)
Name |Re|ationship |Date of Birth |Sex Social Security Number (Optional)
Name Relationship Date of Birth Sex Social Security Number (Optional)
Policy Holder Signature Date

N20-07-371
062371 (05-25-2023)



Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation,
you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the 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 Ave SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state,
outside Anchorage).

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 800-722-1471 (TTY: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
LB R EHEAERE T B LI BESE S R o 2GR 800-722-1471 (TTY = 711) -
LUY: Néu ban noi Tiéng Viét, ¢ cac dich vu hd tror ngdn ngtr mién phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
FO: =2 E MEBotAl= B2, A0 XN& NHIASE SEZ 0/Sota == UASLICE 800-722-1471 (TTY: 711) B2 M3l FHA L.
BHVMAHWE: Ecnu Bbl roBopuTe Ha pyCCKOM Si3biKe, TO BaM AOCTYNHbI BecnnarHble yenyri nepesopa. 3soHute 800-722-1471 (teneTaitn: 711).
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711).
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711).
{U0990: 11999 WVEDIWIFI 290, MVOINIVFoBCHOGMWIZY, Loeticden, cuvduavlvivio. s 800-722-1471 (TTY: 711).
AEEE  AREZEINDSE. BHOEEXEZSHAVEZFET, 8007221471 (TTY:711) T, HSBEICTITERFZEL,
PAKDAAR: Nu saritaem ti llocano, ti serbisyo para i baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-722-1471 (TTY: 711).
YBATA! iKwo BK po3MOBAIAETE YKPAIHCbKOIO MOBOI, BU MOXKETe 3BEPHYTUCA A0 He3KOLWTOBHOI cNy6M MOBHOI NiaTpMmKKN. TenedoHyitTe 3a
Homepom 800-722-1471 (Tenetain: 711).
[Uhs: 1GuSMysSuNw Manisl NSSWIRMAMan IwWSSSS N SISEISINUUITLEAY G SI0) 800-722-1471 (TTY: 711)4
TNFOF; 079575t £I% ATICT NPT PRCTIP ACST SCERTE N1 ALIHPT HHIEHPA: OL TntAd- &TC 2Lm<t 800-722-1471 (a0t AtagFo- 711).
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
AT1T o805 anall il 8 ) 800-722-1471 b n sl lavalls ell 31 535 4 gall) e Lsall iladd (8 Aalll SY Ciaai i€ 1Y) 3k pala
fimirs fe8: 7 3T Uarst 3o I, 3 3 &9 AofesT AT 3973 B8 Has Qussd 1 800-722-1471 (TTY: 711) '3 'S &3
Gou: hguyane Insguaunsaldusmssemaomannlans Tns 800-722-1471 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 800-722-1471 (TTY: 711).
UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-722-1471 (TTY: 711).
ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, grétis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia ['taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
289 il 800-722-1471 (TTY: T11) b 280 (o i Ladi () 081 oy a3 gt i€ (o S s J8 i) 40 R Aa g

Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association serving businesses and residents of Alaska and Washington State, excluding Clark County.
052493 (07-01-2021)
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