Small Group Member Application @@ Blue Cross

. . Blue Shield
for Medical, Dental, and Vision Insurance

of Rhode Iskand

Please be sure ALL information below is complete to avoid delays in processing.
Please print clearly using blue or black ink or type in information.

Section 1 Employer Information (To be completed by employer.)

Group name Effectivedate_ /__ / Dateofhire___ /___ /
Group number Department number

Choose one: or Add dependent(s)

[] Open enrollment [] Spouse

[ ] New hire [ ] Dependent

[ ] COBRA - _ _

[] Loss of coverage (Evidence of prior coverage) (Must apply within 30 days of marriage, birth,

[] Other or adoption of dependent.)

Section 2 Employee Information

Last name First name M.I. Suffix

Home address City/town State ZIP code

Mailing address

Date of birth (mm/ddAyyy) _ /__ / Gender [ JM []F Social security number” - -

Home phone number - - Cell phone number - -

Marital status (please check one) [ ]Single [ JMarried [ ]Divorced [ JCommonLaw [ ]CivilUnion [ ]Domestic Partner

What is your primary language spoken? E-mail address

Race (please check one)  [] Prefer not to answer

[ ] American Indian or Alaska Native [ ] Asian [_] Black or African American [_] Hispanic or Latino
[ ] Multiracial [] Native Hawaiian or other Pacific Islander [] White

Primary care provider (PCP) name, street, city/town, state and ZIP code (NOTE: You must select a PCP for yourself
and anyone on your plan. Otherwise your enroliment may be delayed and your benefits may be reduced.)

Are you a current patient of the PCP listed above? [ ] Yes [] No

National Provider ID (NPI):

“Social Security number is required in order to comply with the reporting requirements of the Mandatory Insurance Reporting Law.
See www.cms.gov/Medicare/Coordination-of-Benefits-and-Recovery/Mandatory-Insurer-Reporting-For-Group-Health-Plans/Overview.html

SGAPP (06/20) 1 continued »



Section 3 Health Plan Options

Plan Type
[] Medical: [] Dental: [ ] Vision:
] Individual [] Family [] Individual [] Family ] Individual [] Family

Which medical plan are you selecting:

COINSURANCE DEDUCTIBLE
[ ] VantageBlue

[ ] BlueSolutions

[] Network Blue New England

[] Network Blue New England Options

[_] Blue Choice New England

[] Access Blue New England

Section 4 Spouse or Domestic Partner Information

Last name First name M.I. Suffix

Coverage applied for: [ ] Medical [] Dental [] Vision

Home address (if different from applicant)

Date of birth (mm/ddAyyy) __ /__ / Gender [ J]M []F Social security number” -

Home phone number - - Cell phone number - -

E-mail address

Primary care provider (PCP) name, street, city/town, state and ZIP code (required)

Is this dependent a current patient of the PCP listed above? [ ] Yes [ ] No
National Provider ID (NPI):

Section 5 Dependent Information

Dependent #1

Last name First name M.1. Suffix
Relationship [ ] Son [ ] Daughter Coverage applied for: [ ] Medical [ ] Dental [ ] Vision
Date of birth (mm/dd/yyyy) _ /_ /_ Social security number”

Primary care provider (PCP) name, street, city/town, state and ZIP code (required)

Is this dependent a current patient of the PCP listed above? [ ] Yes [ ] No

National Provider ID (NPI):

" Social Security number is required in order to comply with the reporting requirements of the Mandatory Insurance Reporting Law.
See www.cms.gov/Medicare/Coordination-of-Benefits-and-Recovery/Mandatory-Insurer-Reporting-For-Group-Health-Plans/Overview.html
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Dependent #2

Last name First name M.I. Suffix
Relationship [ ] Son [] Daughter Coverage applied for: [ ] Medical [_] Dental [] Vision
Date of birth (mm/dd/yyyy) ___/___/ Social security number” - -

Primary care provider (PCP) name, street, city/town, state and ZIP code (required)

Is this dependent a current patient of the PCP listed above? [ ] Yes [ ] No
National Provider ID (NPI):

Dependent #3

Last name First name M.I. Suffix
Relationship [] Son [] Daughter Coverage applied for: [ ] Medical [] Dental [] Vision
Date of birth (mm/dd/yyyy) __ /__ / Social security number” - -

Primary care provider (PCP) name, street, city/town, state and ZIP code (required)

Is this dependent a current patient of the PCP listed above? [ ] Yes [ ] No
National Provider ID (NPI):

Dependent #4

Last name First name M.1. Suffix
Relationship [ ] Son [ ] Daughter Coverage applied for: [ ] Medical [] Dental [ ] Vision
Date of birth (mm/dd/yyyy) __ /___ / Social security number” - -

Primary care provider (PCP) name, street, city/town, state and ZIP code (required)

Is this dependent a current patient of the PCP listed above? [ ] Yes [ ] No
National Provider ID (NP1):

Dependent #5

Last name First name M.I. Suffix
Relationship [ ] Son [] Daughter Coverage applied for: [ ] Medical [] Dental [ ] Vision
Date of birth (mm/dd/yyyy) _ /_ / Social security number” - -

Primary care provider (PCP) name, street, city/town, state and ZIP code (required)

Is this dependent a current patient of the PCP listed above? [ ] Yes [ ] No
National Provider ID (NPI):

L] Check here if Group Dependent Addendum form will be attached.
(Found in the Small Group section on bcbsri.com/employers/resources/forms.)

“Social Security number is required in order to comply with the reporting requirements of the Mandatory Insurance Reporting Law.
See www.cms.gov/Medicare/Coordination-of-Benefits-and-Recovery/Mandatory-Insurer-Reporting-For-Group-Health-Plans/Overview.html
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Section 6 Other Insurance and Medicare

Are you or any of your dependents covered by other insurance? [ ] Yes [ ] No
Name of other insurance company and name(s) of covered person(s):

Covered person 1

Insurance company Member ID#1

Covered person 2

Insurance company Member ID#2

What is the name of your prior medical insurance carrier?

When did your medical coverage end? (mm/dd/yyyy) ___ / /

Please attach evidence of prior coverage showing coverage and end date.

Is anyone named in this application eligible for Medicare? [ ] Yes [] No
If yes, name of eligible person

Is the eligible person [] Over 65 [] Disabled Retired date (if applicable)
Medicare number - -

Effective dates: Part A (hospital): Part B (medical):

Section 7 Signature

By signing this form, | certify the information is true and complete to the best of my knowledge.

SIGN
HERE Signature of applicant or signature of parent or guardian Date

IS if applicant is under 18 years of age

Aoolicat J dat D # Blue Cross
pplication rec'd date @ @ Ei||__|e Ehrel-d

500 Exchange Street - Providence, RI 02903-2699
Blue Cross &Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association.
06/20 PER-435733.8465

SGAPP (06/20) 4



	Check Box 105: Off
	Check Box 106: Off
	Check Box 107: Off
	Check Box 108: Off
	Check Box 109: Off
	Group Name: 
	MM: 
	DD: 
	YYYY: 
	MM 2: 
	DD 2: 
	YYYY 2: 
	Group Number: 
	Department Number: 
	Other: 
	Last Name: 
	First Name: 
	Middle: 
	Suffix: 
	Home Address: 
	City: 
	State: 
	Zip: 
	Mailing Address: 
	MM 3: 
	DD 3: 
	YYYY 3: 
	Check Box 10: Off
	Check Box 11: Off
	Social 1: 
	phone 1: 
	phone 2: 
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 18: Off
	language: 
	email: 
	Check Box 20: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 24: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	PCP 2: 
	Check Box 28: Off
	Check Box 29: Off
	NPI 1: 
	Check Box 110: Off
	Check Box 111: Off
	Check Box 1: Off
	Check Box 2: Off
	Check Box 3: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off
	Coinsurance: 
	Deductible: 
	Check Box 40: Off
	Coinsurance 2: 
	Check Box 41: Off
	Coinsurance 3: 
	Deductible 2: 
	Coinsurance 4: 
	Deductible 3: 
	Check Box 43: Off
	Deductible 4: 
	Last Name 2: 
	First Name 2: 
	Middle 2: 
	Suffix 2: 
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Home Address 2: 
	MM 4: 
	DD 4: 
	YYYY 4: 
	Check Box 47: Off
	Check Box 48: Off
	phone 3: 
	phone 4: 
	email 2: 
	PCP 3: 
	PCP 4: 
	Check Box 49: Off
	Check Box 50: Off
	Last Name 3: 
	First Name 3: 
	Middle 3: 
	Suffix 3: 
	Check Box 51: Off
	Check Box 52: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	MM 5: 
	DD 5: 
	YYYY 5: 
	social 3: 
	PCP 5: 
	PCP 6: 
	Check Box 56: Off
	Check Box 57: Off
	Coinsurance 5: 
	Deductible 5: 
	NPI 2: 
	Check Box 30: Off
	Check Box 119: Off
	Check Box 121: Off
	Coinsurance 6: 
	Deductible 6: 
	Last Name 4: 
	First Name 4: 
	Middle 4: 
	Suffix 4: 
	Check Box 58: Off
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	MM 6: 
	DD 6: 
	YYYY 6: 
	social 4: 
	PCP 7: 
	PCP 8: 
	Check Box 63: Off
	Check Box 64: Off
	NPI 4: 
	Last Name 5: 
	First Name 5: 
	Middle 5: 
	Suffix 5: 
	Check Box 65: Off
	Check Box 66: Off
	Check Box 67: Off
	Check Box 68: Off
	Check Box 69: Off
	MM 7: 
	DD 7: 
	YYYY 7: 
	social 5: 
	PCP 9: 
	PCP 10: 
	Check Box 70: Off
	Check Box 71: Off
	NPI 3: 
	Last Name 6: 
	First Name 6: 
	Middle 6: 
	Suffix 6: 
	Check Box 72: Off
	Check Box 73: Off
	Check Box 74: Off
	Check Box 75: Off
	Check Box 76: Off
	MM 8: 
	DD 8: 
	YYYY 8: 
	social 6: 
	PCP 11: 
	PCP 12: 
	Check Box 77: Off
	Check Box 78: Off
	NPI 5: 
	Last Name 7: 
	First Name 7: 
	Middle 7: 
	Suffix 7: 
	Check Box 79: Off
	Check Box 80: Off
	Check Box 81: Off
	Check Box 82: Off
	Check Box 83: Off
	MM 9: 
	DD 9: 
	YYYY 9: 
	social 7: 
	PCP 13: 
	PCP 14: 
	Check Box 84: Off
	Check Box 85: Off
	NPI 6: 
	Check Box 86: Off
	Check Box 87: Off
	Check Box 88: Off
	Covered Person: 
	Insurance Company: 
	Member ID: 
	Covered Person 2: 
	Insurance Company 2: 
	Member ID 2: 
	Prior Insurance: 
	MM 10: 
	DD 10: 
	YYYY 10: 
	Check Box 89: Off
	Check Box 90: Off
	Eligible Person: 
	Check Box 91: Off
	Check Box 92: Off
	Retired Date: 
	Medicare Number: 
	Medicare Number 2: 
	Medicare Number 3: 
	Medicare Number 4: 
	Part A: 
	Part B: 
	Rec Date: 
	ID: 


