Regence

Regence BlueShield is an Independent Licensee
of the Blue Cross and Blue Shield Association.

MULTIPLE COVERAGE INQUIRY 1800 Ninth Avenue
PO Box 21267 * Seattle, Washington 98111-3267
1 800 458-3523

In order to pay your claims quickly and accurately, we need complete information on other health care coverage that
you or your dependents may have. Please complete this form and return it as soon as possible.

Do you, or any family member, have any other health insurance coverage or has any such coverage existed during the last six months?
Include coverage by our company, any other company, any other Blue Shield or Blue Cross coverage, any retirement plan or Medicare.

ves [ ] If ves, please complete sections 2, 3, and 4 (space has been provided on the back of this form for persons with more than one other
health care plan).

NO [ IfNo, please sign and date the bottom of this form (Section 4), list your telephone number, and return the form to us as soon as possible.

Name of Insurance Company Insurance Company Telephone Number

Insurance Company Address (Street or PO Box, City, State, and Zip Code)

Name of Policyholder Date of Birth Policyholder Identification Number Policyholder Social Security Number
Employer Employer Group ID Number |pate coverage became effective (if not yet, when does it begin):
If coverage is no longer in effect, date that it ended:

Type of Coverage
[] Medical [] vision [ ] pental [ ] cniropractic [ ] Pharmacy

Type of Policy
[ ] Group [ ] individual [ ] Medicaid [ ] Medicare Part A [ ] Medicare PartB

Relationship to )
Policyholder Name Date of Birth

Relationship to

Name Date of Birth Policyholder

ivorced, e court establish financial responsibility for
health care? I:I
Yes [ ] No
If Yes, specify the name of the person with financial responsibility Date of Divorce

INCLUDE A COPY OF THE CHILD MAINTENANCE
AGREEMENT FROM THE DIVORCE DECREE.

Address of Person With Financial Responsibility (Street or PO Box , City, State and Zip Code)

CBS2A 10/07



Name of Insurance Company

Insurance Company Telephone Number

Insurance Company Address (Street or PO Box, City, State, and Zip Code)

Name of Policyholder

Employer

Date of Birth Policyholder Identification Number Policyholder Social Security Number

Employer Group ID Number |pate coverage became effective (if not yet, when does it begin):

If coverage is no longer in effect, date that it ended:

Type of Coverage

[] Medical

[] vision [ ] pental [ ] chiropractic [ ] pharmacy

Type of Policy

|:| Group

Name

[ ] individual [ ] Medicaid [ ] Medicare Part A

[] Medicare PartB

Relationship to

) Relationship to
Date of Birth Policyholder Name

Date of Birth Policyholder

Name of Insurance Company

Insurance Company Telephone Number

Insurance Company Address (Street or PO Box, City, State, and Zip Code)

Name of Policyholder

Employer

Date of Birth Policyholder Identification Number Policyholder Social Security Number

Employer Group ID Number

Date coverage became effective (if not yet, when does it begin):

If coverage is no longer in effect, date that it ended:

Type of Coverage

[] Medical

[] vision

[ ] pental

I:l Chiropractic |:| Pharmacy

Type of Policy

[ ] Group

[ ] ndividual

[ ] Medicaid

[ ] Medicare Part A

[ ] Medicare PartB

Name

Relationship to

Date of Birth Policyholder

Name Date of Birth Relationship to

Policyholder

Name of Policyholder

Insurance Company Address (Street or PO Box, City, State, and Zip Code)

Employer

Date of Birth

Policyholder Identification Number Policyholder Social Security Number

Employer Group ID Number

Date coverage became effective (if not yet, when does it begin):

If coverage is no longer in effect, date that it ended:

Type of Coverage
[] Medical

Type of Policy

[] vision

[ ] pental

[ ] Cniropractic [ ] Pharmacy

|:| Group

[ ] individual

[] Medicaid

[ ] Medicare Part A

[ ] Medicare PartB

Name

Relationship to

Date of Birth Policyholder

Name Date of Birth Relationship to

Policyholder
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