2024 Membership Changes

Individual and Family Plans

Blue Cross
s Blue Shield
VAv of Michigan
® ®

A nonprofit corporation and independent licensee
of the Blue Cross and Blue Shield Association

Use this form to update your information, change your current plan because of a qualifying life event, or

terminate coverage.

If you enrolled in your plan through the Health Insurance Marketplace (your enrollee ID starts with XYE),
you must contact them directly at 1-800-318-2596 to report all membership changes.

A qualifying life event — listed below in Section D — allows you to make changes to your current coverage,
generally, within 60 days of the event. To complete your change request, some events require documentation to
confirm the event. If you have any questions, please call the Customer Service number on the back of your ID card.

Enrollee information

First Name

Enrollee ID (number on your card beginning with XYG)

Last Name M.I.

E Apply changes to (check plan(s) to be affected and fill out group number from each card)

[ ] Medical [ ] Dental [ ]Vision
Enrollee changes (check and fill out all that apply)
[ 1Enrollee Name change First Last M.1.

[]Date of birth change (MM/DD/YYYY)

[ ] Residential address change

A residential address change may result in a change in premium rates. A change of address requires a copy of proof of residency

(driver’s license, rental lease, or mortgage agreement)
Address

State ZIP

City

[ ] Alternate mailing address (an alternate address is for routing of mail only)

Address

State ZIP

City
[ 1 Telephone number change

Home

Cell

E Qualifying life event (check event below and fill out all information for the dependent(s) you are adding or removing)
When submitting completed form, be sure to attach copies of the required documentation for the checked life event. Refer to bcbsm.com/

documents for full list of acceptable documentation. Date of event (MM/DD/YYYY)

[ Marriage (marriage license required)
[ Birth (birth certificate or verification of birth required)

[[] Adoption (legal guardianship, foster parenthood, adoption
or placement for adoption documentation required)

] Death (copy of death certificate is required)

[] Divorce (divorce decree or legal separation documentation required)
[J Enrolled in Medicare (proof of coverage with effective date required)
[ 1Other

[[] Loss of coverage (prior coverage documentation required)

Dependent information (only dependent(s) you are adding or removing)
[ ]ADD Dependent [ |REMOVE Dependent

First Name

Date of birth (MM/DD/YYYY)
Relation to subscriber
[ ] ADD Dependent
First Name

Date of birth (MM/DD/YYYY)
Relation to subscriber
[ ] ADD Dependent
First Name

Date of birth (MM/DD/YYYY)
Relation to subscriber

Last Name M.
Social Security Number
Gender (M/F)

Tobacco user* Required (yes or no)
[ ]REMOVE Dependent
Last Name M.I.

Social Security Number
Gender (M/F)

Tobacco user* Required (yes or no)

[ |REMOVE Dependent
Last Name M.l
Social Security Number
Gender (M/F)

*During the past six months, has the new dependent age 21 and older been a regular tobacco use (four or more times per week excluding religious or ceremonial use)?
Blue Cross reserves the right to verify tobacco use and to adjust your premium accordingly. Please see Terms and Condiitions for additional information at bcbsm.com.
**By signing this change of status form, if you have dependents under the age of 19, you attest to being compliant with ACA and Essential Health Benefits requirements by
having purchased a certified Pediatric Dental plan either with BCBSM or with another insurance carrier.
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Tobacco user* Required (yes or no)

Form continues on page 2



Membership changes, continued Enrollee ID (from Section A)

E 2024 Medical plan (check one below)

Coverage varies by plan type: go to bcbsm.com to learn more.
[ 1KEEP CURRENT PLAN [ 1Blue Cross® Premier PPO Silver Saver
] Blue Cross® Premier PPO Gold [Jadd HSA*
[1Blue Cross® Premier PPO Gold Extra [ Blue Cross® Premier PPO Silver Off Marketplace
[ ]Blue Cross® Premier PPO Silver Extra []Blue Cross® Premier PPO Bronze Extra [ Blue Cross® Premier PPO Value (you must
[ '1Blue Cross® Premier PPO Silver be 29 or younger when coverage begins)

*Health savings account (or HSA) provided by HealthEquity®. There is no charge per month for our HSA. To learn more, visit bcbsm.com/hsa

H 2024 Blue Dental*M/Vision plan (check one below)
Blue Dental*™ Plan is available to all ages; benefits cover all ages with the exception of PPO pediatric, as noted below. Coverage varies by
plan type: go to bebsm.com to learn more. If you have a medical plan through Blue Care Network, submit a separate form for your BCN

[ 1Blue Cross® Premier PPO Bronze
[ Jadd HSA*
[1Blue Cross® Premier PPO Bronze Secure

coverage. Exclusive Provider Organization (or EPO) includes all counties except Keweenaw.

[ TKEEP CURRENT PLAN [ 1PPO 80/50/50 (50/50/50)

[JPPO 100/70/50 (80/60/50) with Vision [ ]PPO Pediatric* 80/50/50 (50/50/50)
[]PPO 100/70/50 (80/60/50)
[]PPO Plus 80/60/50 with Vision
[ 1PPO Plus 80/60/50 [ 1EPO 80/50/50 (0/0/0) with Vision
[]PPO 80/50/50 (50/50/50) with Vision [ ]EPO 80/50/50 (0/0/0)

*Benefits only cover members through the end of the year they turn 19.

Voluntary contract termination (includes enrollee and all dependents)

[L1PPO 100/50/50 (50/50/50)

[JPPO 100/50/50 (50/50/50) with Vision

[ 1Vision Glasses or Contacts for Adults - Monthly Billing
[ 1Vision Glasses or Contacts for Adults - Annual Billing

[]Vision Glasses and Contacts for Adults -
Monthly Billing

[ 1Vision Glasses and Contacts for Adults -
Annual Billing

Please terminate this contract. (for plan(s) selected in section A) Termination date will be effective as of the receipt of this request, unless

you specify a future termination date.

Requested date

m Authorization and signature (required)

| understand the summary of benefits and coverage related to the coverage change requested is available at bcbsm.com/sbc. | understand
the summary of benefits and coverage is not a contract and that it provides only a general overview of coverage information and, if there is
any difference or discrepancy between the summary of benefits and my applicable plan document (including certificates and riders), the plan

document will control.

| consent to delivery of the summary of benefits and coverage electronically on the website. | understand a paper copy is also available,
free of charge, by calling Blue Cross Blue Shield of Michigan toll-free at 1-888-288-2738. | verify that the qualifying life event information

provided on this form is true and correct to the best of my knowledge.

Blue Cross reserves the right to require additional documentation as proof of the event.

Signature of subscriber
SIGN HERE

Date

IMPORTANT: Please read the form over carefully and be sure you have:
— Included all necessary information
— Attached copies of required documentation as specified in Sections C and D

Mail this form along with required supporting documentation to:
Blue Cross Blue Shield of Michigan

P.O. Box 44407

Detroit, Ml 48226-0407

or fax to: 1-866-392-7528

DO NOT include premium payments.
Premium payments cannot be processed at this address.

SECTION C required documentation
A change of address requires proof of residency
(driver’s license, rental lease or mortgage agreement)

SECTION D required documentation

¢ Marriage (marriage license)

e Birth (birth certificate or verification of birth)

¢ Adoption (legal guardianship, foster parenthood,
adoption or placement for adoption documentation)

* Death (copy of death certificate)

* Divorce (divorce decree or legal separation
documentation)

e Enrolls in Medicare (proof of coverage with
effective date)

Internal use only (Agent or Health Plan Advisor)

As the Blue Cross Blue Shield of Michigan and Blue Care Network appointed Agent of Record for the above member and his or her

corresponding policy, or as a Blue Cross Blue Shield of Michigan and Blue Care Network certified Health Plan Advisor, | hereby acknowledge and
confirm that the member listed above has granted me the authority to transact the changes or actions indicated on this form. | have made the
member aware of all potential impacts to rates, benefits, and eligibility that may result from these changes. | verify that the information provided
on this form is true and correct to the best of my knowledge.

Agent/HPA Name
Agent/HPA Signature
SIGN HERE

Blue Cross 5 Digit Agent ID

Date
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https://www.bcbsm.com/individuals/help/summary-benefits-coverage/

We speak your language

If you, or someone you’re helping, needs assistance, you have the
right to get help and information in your language at no cost. To
talk to an interpreter, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacidon en su
idioma sin costo alguno. Para hablar con un intérprete, llame al
numero telefénico de Servicio al cliente, que aparece en la parte
trasera de su tarjeta, o0 877-469-2583, TTY: 711 si usted todavia no
es un miembro.

Slo Jganll 8 3all clalh gaclual dalaysac b JAT (add ff cuf cug 13
28 ol i ) aamill AGIKE A4 ¢y 50 ialy By 5 5 puall i slael 5 52 Lusal
13 «877-469-2583 TTY:711 & sl ecliflay sela o 3 5o sall e Dlaall da2a

il S i (S5 )
MRE, BREEEREMER, FTERHE, uﬁﬁﬂﬁﬁ
LB EREDNAR, ZEaH—MHEE FRESR
MESENEFBRESE  NREETEEE, BRES
877-469-2583, TTY: 711,
(RuD O o ¢ ahaicug &30513 W (IS O, A, 4
Aaaisls PRaliasa KRLg Codalna iaad Canaldue (aha
H<TTC P-CA Y NI LR NG C R TR N CAC T AN = AW ¢
Neor L 877-469-2583 TTY:711 < wondnhar @ ab L s
Né&u quy vi, hay nguwdi ma quy vi dang gitp d&, can trg giup, quy vi
s& c6 quyén duoc gitip va cé thém thdng tin bang ngdn ngit cla
minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi s6
Dich vu Khach hang & mét sau thé clda quy vi, hodc 877-469-2583,
TTY: 711 néu quy vi chua phai 1a mot thanh vién.
Nése ju, ose dikush gé po ndihmoni, ka nevojé pér asistencég, keni
té drejté té merrni ndihmé dhe informacion falas né gjuhén tua;j.
Pér té folur me njé pérkthyes, telefononi numrin e Shérbimit té
Klientit né anén e pasme té kartés tuaj, ose 877-469-2583,
TTY: 711 nése nuk jeni ende njé anétar.
Dhob 25} S = A5HF S0 U ARl XIR0| E 5T
?IﬁPE _‘.:_%I_’F HEBE Aot AdHZ HIE EE 80l €2 =+
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(3T AP AR O JF(F P FPA 1 877-469-2583, TTY: 711
(% ROSTC SATsHfel TSy 1 2T A |
Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy, masz
prawo do uzyskania bezptatnej informacji i pomocy we wtasnym
jezyku. Aby porozmawiac z ttumaczem, zadzwon pod numer
dziatu obstugi klienta, wskazanym na odwrocie Twojej karty lub

pod numer 877-469-2583, TTY: 711, jezeli jeszcze nie masz
cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung bendtigt,
haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer des Kundendienstes auf der Riickseite
Ilhrer Karte an oder 877-469-2583, TTY: 711, wenn Sie noch kein
Mitglied sind.

Se tu o qualcuno che stai aiutando avete bisogno di assistenza, hai
il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per parlare con un interprete, rivolgiti al Servizio
Assistenza al numero indicato sul retro della tua scheda o chiama
il 877-469-2583, TTY: 711 se non sei ancora membro.

AN, FREEEEHROFORYDATHIEEZVLELS
NZATTERERNSEVWELEL, CHFEDEETYR—
FEZHY, BREAFLEYTEZENTEET, #
ElEMIMNY FERBA, BREBFESNIGEEEFEDH—
FOE@IRBHEIN=DRAEAIT—H—ERDEEES
(A 2 IN—THUNAIX877-469-2583, TTY: 711)
FTHEECLEELY,

Ecnu BaM wiiu M1y, KOTOPOMY BBI TIOMOTaeTe, Hy>KHa TIOMOIIIb, TO
BBI IME€ETe MPaBO Ha OECIIaTHOE MOTYYSHHE TOMOLIH 1
uH(pOpMaIK Ha BalleM si3bike. J{J1s pa3roBopa ¢ nepeBOaYUKOM
MIO3BOHUTE IO HOMepY TeledoHa oTnena 00CIyKUBaHUS
KJIMEHTOB, YKa3aHHOMY Ha 0OpaTHOH CTOpOHE Ballled KapTbl, WK
o HoMepy 877-469-2583, TTY: 711, ecniu y Bac HET WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomazete treba pomo¢, imate
pravo da besplatno dobijete pomoc¢ i informacije na svom jeziku.
Da biste razgovarali sa prevodiocem, pozovite broj korisnicke
sluZbe sa zadnje strane kartice ili 877-469-2583, TTY: 711 ako veé
niste ¢lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan ng
tulong, may karapatan ka na makakuha ng tulong at impormasyon
sa iyong wika ng walang gastos. Upang makausap ang isang
tagasalin, tumawag sa numero ng Customer Service sa likod ng
iyong tarheta, o0 877-469-2583, TTY: 711 kung ikaw ay hindi pa
isang miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network comply
with Federal civil rights laws and do not discriminate on the basis
of race, color, national origin, age, disability, or sex. Blue Cross
Blue Shield of Michigan and Blue Care Network provide free
auxiliary aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language
interpreters and information in other formats. If you need these
services, call the Customer Service number on the back of your
card, or 877-469-2583, TTY: 711 if you are not already a member.
If you believe that Blue Cross Blue Shield of Michigan or Blue Care
Network has failed to provide services or discriminated in another
way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in person, by mail, fax, or email with:
Office of Civil Rights Coordinator, 600 E. Lafayette Blvd., MC 1302,
Detroit, MI 48226, phone: 888-605-6461, TTY: 711,

fax: 866-559-0578, email: CivilRights@bcbsm.com. If you need
help filing a grievance, the Office of Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health & 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, phone,
or email at: U.S. Department of Health & Human Services,

200 Independence Ave, S.W., Washington, D.C. 20201,

phone: 800-368-1019, TTD: 800-537-7697,

email: OCRComplaint@hhs.gov. Complaint forms are

available at http://www.hhs.qov/ocr/office/file/index.htmi.
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