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	SUBSCRIBER CHANGE REQUEST

(All changes must be received within 31 days of the effective date of change)

This form cannot be used for Primary Care Physician (PCP) changes – subscriber must call plan directly.

	EMPLOYEE IDENTIFICATION - This section must be completed.

	Social Security Number
	Subscriber ID Number   (from ID Card)

	Group Number    (from ID Card)
W0002935

	Work Telephone (         )
Home Telephone (          )

	Last Name
First Name
Middle Initial

	Home Street Address
City
St.
Zip

	Group/Employer Name (If Applicable):
E-Mail Address
     GLENDALE UNIFIED SCHOOL DISTRICT


	CHANGES

	   Effective Date:  ______/______/______ 

	   Transfer/Add My Coverage to:            HMO                 PPO     
 

	From Group #                                                                 To Group # 


	Note:  If Transferring Coverage to HMO Please complete Section A.

	   change/correct address

	   Correct My Social Security Number to:  ___________ - ___________ - ______________

(A copy of Social Security card, a Photo I. D., a letter of verification from the social security office, and a written statement of why the employee is requesting the change, must be attached)

	· Subscriber name Only
   Entire Family

   Change/Correct Name To: ___________________________________________________

	   Change/Correct My Date of Birth  ______/______/______  to:  ______/______/______

	   Subscriber Cancellation:  I Decline Health Plan Coverage for Myself (And Dependents If Any) 
        Effective: ______/______/______

	

	Please Be Sure To Return Both Pages Of This Form As The Second Page Contains Your Signature Which is Necessary to Process These Changes.
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	DEPENDENT COVERAGE CHANGES

	  Add Dependents(s)                                          Cancel Dependents(s)

	Effective Date for Additions/Deletions:  ______/______/______

Adding/Canceling Spouse - Date of Marriage/Divorce:  ______/______/______

Adding/Canceling Domestic Partner – Date of Domestic Partnership/Termination:  ______/______/_____

	Adding/Canceling Family Members  - Reason __________________________________________________

If Custody, Enter Date of Adoption or Date Placed for Adoption and Attach Copy of Legal Documents:  ______/______/______

Employer Groups: If applicable, Please Have Employee Provide a Copy of the HIPPA Certificated if Enrolling Self and/or Dep(s) as a Health Plan Participant During Open Enrollment (OE), or if Employee is adding Dep(s) to their coverage outside OE with a Qualifying Event.

Qualifying Event:  _______________________________________  Qualifying Event Date: ______/______/______



	Note:  Newborn/Adopted Children or Children Placed for Adoption Require a Completed Subscriber Change Request to be Submitted within 31 Days from the Date of Birth/Adoption to be Added to the Employee’s Coverage.

	SECTION A

	
	Complete this Section ONLY if Transferring to HMO

	ADD
	CANCEL
	Last Name
	First
	MI
	Sex
	Date of
Birth

Mo.   Day   Yr.
	Is De-pendent a Full Time Student?
	HMO/POS
Personal Physician Name
	Current Patient

	
	
	Self

SS #
	
	
	
	
	
	Dr’s Name:

Prov.#

IPA/MG#
	 Yes

 No

	
	
	Spouse/Domestic Partner

SS #
	
	
	
	
	
	Dr’s Name:

Prov.#

IPA/MG#
	 Yes

 No

	
	
	Child

SS #
	
	
	
	
	 Yes

 No


	Dr’s Name:

Prov.#

IPA/MG#
	 Yes

 No

	
	
	Child

SS #
	
	
	
	
	 Yes

 No
	Dr’s Name:

Prov.#

IPA/MG#
	 Yes

 No

	
	
	Child

SS #
	
	
	
	
	 Yes

 No
	Dr’s Name:

Prov.#

IPA/MG#
	 Yes

 No

	For Group coverage Employer Verification:

Employer Must Sign for any subscriber Name Change, Subscriber Cancellation, Dependent Addition/Deletion Or Transfer to a Different Group Number or Section/Billing Unit.

	Employer Signature __________________________________________________________   Date ______/______/______

	Employee Signature __________________________________________________________   Date ______/______/______

	All information I have provided on this form is accurate and complete.  Understand that this form, along with any prior enrollment form, the evidence of coverage/certificate of insurance and health service agreement/policy, and any endorsements and attachments thereto, collectively constitute the entire agreement for coverage.

	IF FAXING THIS FORM, KEEP THIS DOCUMENT FOR YOUR FILES.

	· Registered Mark of the Blue Shield Association, an Association of Independent Blue Shield Plans.

Blue Shield of California/Blue Shield Life protects the confidentiality and privacy of your personal and health information.  Personal and health information includes both medical information and individually identifiable information, such as your name, address, telephone number, and social security number.  We will not disclose this information, except as permitted by law.
Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).


Please Be Sure to Return Both Pages Of This form As The Second Page Contains Your Signature Which Is Necessary To Process These Changes.
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