. - Blue Care
Membership Changes i ) vt
Individual and fam"y p|anS Ll g e T

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

If you enrolled in your plan through the Health Insurance Marketplace (your enrollee ID starts with XYW), you must call the
Marketplace directly at 1-800-318-2596 to make 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 request, some events require documentation to confirm them. If you have any questions, call the Customer
Service number on the back of your Blue Care Network member ID card.

E Enrollee information

First name Last name M.I.

Enrollee ID (number on your card beginning with XYB)

E Apply changes to (check each type of coverage you're changing and fill out group number from each card)
[IMedical []Dental []Vision
€ Enrollee changes (check and il out all that apply)

[] Enrollee name change First Last M.

] Date of birth change (MM/DD/YYYY) [ ]Social Security number
[] Residential address change

A residential address change may resultin a change in premium rates. A change of address requires proof of residency (driver’s license,
rental lease or mortgage agreement).

Address

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

Address

City State ZIP
U Telephone number change

Home Cell

E Qualifying life event (Check event below and fill out all information for the dependents you're adding or removing.) When submitting a completed
form, attach copies of the required documentation for the checked life event. Refer to bcbsm.com/documents for a full list of acceptable
documentation.

Date of event (MM/DD/YYYY)

] Marriage (marriage license required) [] Death (death certificate required)

[ Birth (birth certificate or verification of birth required) [ pivorce (divorce decree orlegal separation documentation required)

O Adoption (legal guardianship, foster parenthood, adoption or |:| Enrolled in Medicare (proof of coverage with effective date required)
placement for adoption documentation required) |:| Other

[l Loss of coverage (prior coverage documentation required)

Dependent information' (only dependent(s) you are adding or removing)

(] ADD dependent ] REMOVE dependent

First name Last name M.L.

Date of birth (MM/DD/YYYY) Social Security number

Relationship to subscriber Gender (M/F) Tobacco user?(required yes or no)

[]ADDdependent [ ] REMOVE dependent

Firstname, Last name M.L.

Date of birth (MM/DD/YYYY) Social Security number

Relationshipto subscriber Gender (M/F) Tobacco user? (required yes or no)

[1apD dependent [ IREMOVE dependent

Firstname, Last name M.I.

Date of birth (MM/DD/YYYY) Social Security number

Relationship to subscriber Gender (M/F) Tobacco user? (required yes or no)

1 Bysigning 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 Blue Cross Blue Shield of Michigan or with another company.

2 Duringthe past six months, has the new dependent age18 or olderbeenaregular tobacco user (four ormore times per week, excluding religious or ceremonial use)?
Blue Crossreserves the right to verify tobacco use and to adjust your premium accordingly. Please see Terms and Conditions for additional information at bcbsm.com.

R084401 Page 10f3 WF 2665 Dec24



Membership Changes, continued

[ 2025 Medical plan (check one below)

Coverage varies by plan type: go to bcbsm.com to learn more.

[ Keep current plan:

Enrollee D (from SectionA)

Metro Detroit HMO (BCN plans)

Local HMO (BCN plans)

Silver
[ Blue Cross® Metro Detroit HMO Silver Extra
1 Blue Cross® Metro Detroit HMO Silver Off Marketplace

Bronze

[ Blue Cross® Metro Detroit HMO Bronze Saver HSA
(available off-marketplace only)

[ Blue Cross® Metro Detroit HMO Bronze Extra

To learn about the Metro Detroit HMO network, and to see if your doctor
is in network, visit bcbsm.com/marketplace/metro-detroit-hmo.

Silver

[ Blue Cross® Local HMO Silver Extra

[ Blue Cross® Local HMO Silver Saver

[] Blue Cross® Local HMO Silver Off Marketplace
Bronze

[] Blue Cross® Local HMO Bronze Saver HSA
(available off-marketplace only)

[] Blue Cross® Local HMO Bronze Secure

O Blue Cross® Local HMO Bronze Extra

To learn about the Local HMO network, and to see if your doctor is in
network, visit bcbsm.com/marketplace/local-hmo.

Select HMO (BCN plans)

Preferred HMO (BCN plans)

Silver

[] Blue Cross® Select HMO Silver Extra

[] Blue Cross® Select HMO Silver

[] Blue Cross® Select HMO Silver Saver

] Blue Cross® Select HMO Silver Off Marketplace

Bronze

[] Blue Cross® Select HMO Bronze Saver HSA
[ Blue Cross® Select HMO Bronze Secure
[ Blue Cross® Select HMO Bronze Extra

Catastrophic

[] Blue Cross® Select HMO Value
(under age 30 before the plan effective date)

To learn about the Select HMO network, and to see if your doctor is
in network, visit bcbsm.com/marketplace/select-hmo.

ﬁ Voluntary contract termination

Please terminate this contract (for plan(s) selected in Section A)

Gold

] Blue Cross® Preferred HMO Gold
] Blue Cross® Preferred HMO Gold Extra

Silver

[] Blue Cross® Preferred HMO Silver Extra

Blue Cross® Preferred HMO Silver

(available in the lower peninsula)
[] Blue Cross® Preferred HMO Silver Saver

(Available statewide, except for Wayne, Oakland and Macomb counties)
E] Blue Cross® Preferred HMO Silver Off Marketplace

Bronze
[ Blue Cross® Preferred HMO Bronze Saver HSA
D Blue Cross® Preferred HMO Bronze Extra

[] Blue Cross® Preferred HMO Bronze Secure
(available statewide, except for Wayne, Oakland and Macomb counties)

Catastrophic

D Blue Cross® Preferred HMO Value (under age 30 before the plan

effective date and available statewide, except for the Select Network — 20
counties)

To learn about the Preferred HMO network, and to see if your doctor is in network,
visit bcbsm.com/marketplace/preferred-hmo.

Cancellation date will be the date we received this request, unless you specify a future cancellation date.

Requested date:

Without a qualifying event to enroll in coverage, cancellation of a policy may not allow you to enroll in another plan until the next open enroliment period, which

starts in the 4th quarter of each year.
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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 Care Network of Michigan toll-free at 118881227712345. | 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

Date

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

Please read the form carefully and be sure you have includedall
necessary information and attached copies of required documentation
as specified in Sections C and D

Mail this form and the required supporting documentation to: Blue Care

Network of Michigan SECTION D Required d tati
PO Box 44257, Mail Code J207 eduired doctimentation

Detroit M| 48244-0257
Orfax 10:1-877-218-1466

Donotinclude premium payments. Premium payments can't be
processed at this address.

Marriage (marriage license)

Birth (birth certificate or verification of birth)

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

Death (death certificate)

Divorce(divorce decree or legal separation documentation)
Enrolls In Medicare (proof of coverage with effective date)

To To T T T To

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/Aadvisor Name Blue Cross five-digit agent ID

Agent/Advisor Signature Date
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We Speak Your Language
ATTENTION: If you speak English, free language assistance services are
available to you. Appropriate auxiliary aids and services to provide
information in accessible formats are also available free of charge.
Call 877-469-2583 TTY: 711 or speak to your provider.
ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos
de asistencia linglistica. También se ofrecen, sin costo alguno, ayuda
y servicios auxiliares adecuados para proporcionar informacion en
formatos accesibles. Llame al 877-469-2583 TTY: 711 o hable con su
proveedor.
358 gie dyilaal) 4 salll saclasall Ciladd (jld ¢dg laiy) Ehaais CuS 13 rag
ity e slaall gl Andiall saclual) claadll g Cilac el iayl i g5
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o< 877-469-2583 TTY: 711 i AL _aimiss . & a i
LUU Y: N&u ban néi tiéng Viét, ching tdi cung cdp mién phi cac dich vu
hd tro ngdn ngit. Cac ho trg va dich vy phl hop dé cung cap thong tin
bang cac dinh dang dé tiép can cling dwoc cung cap mién phi. Vui long
g0i s6 877-469-2583 TTY: 711 hodc trao d&i véi ngudi cung cap dich vu
cla ban.
VEMENDIE: Nése flisni shqip, shérbime falas t& ndihmés sé gjuhés jané
né dispozicion pér ju. Ndihma té pérshtatshme dhe shérbime shtesé
pér té siguruar informacion né formate té pérdorshme jané gjithashtu
né dispozicion falas. Telefononi 877-469-2583 TTY: 711 ose bisedoni
me ofruesin tuaj té shérbimit.
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877-469-2583 TTY: 711 H 2 2 M ststALL EHE 7| 2ol 2 oot Al 2.
TCAICIISY A I DA 181 TN OIRCE DAL Gy
RETICeTs Y1 STRITS! ARCIAIM ST AR | SIS
FHAICE O AT GAS SHYS STRITP FRCIMNOT J1%
ARFCIAMNS [T SHNeTdh ACACR | 877-469-2583 TTY: 711 NH(S
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UWAGA: Osoby méwiace po polsku moga skorzystac z bezptatnej
pomocy jezykowej. Dodatkowe pomoce i ustugi zapewniajace
informacje w dostepnych formatach sg réwniez dostepne bezptatnie.
Zadzwon pod numer 877-469-2583 TTY: 711 lub porozmawiaj ze
swoim ustugodawca.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel
und Dienste zur Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie
877-469-2583 TTY: 711 an oder sprechen Sie mit lhrem Provider.
ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e
servizi ausiliari adeguati per fornire informazioni in formati accessibili.
Chiama 1'877-469-2583 TTY: 711 o parla con il tuo fornitore.
F:BAREEEINDGGE. BHOEEXEY—EXREIAAN:
FITET, BEHRET7IERALPT VR TRET 5120 D@L H
MBFEECY—ERLEHTIRANETE T, 877-469-2583 TTY:
711 FTHEFEUL 0. CHADOBEFICTHHAZSL.
BHUMAHMWE: Ecnn Bbl roBOPUTE HA PYCCKUI, BaM AOCTYMHbI
6ecnnaTHble yCayru A3bIKOBOM NoaaepKku. CooTeeTcTayowme
BCMOMOraTe/ibHble CPeACTBa U YCYri No NpesoCTaBlieHMIo
MHdOopMaLMK B LOCTYNHbIX popmaTax TaKKe NpesoCcTaBAoTCA

0

6ecnnatHo. Mo3soHuTe no TenedpoHy 877-469-2583 TTY: 711 nnu
06paTnTECh K CBOEMY MOCTABLUMKY YCAYT.

PAZNJA: Ako govorite srpsko-hrvatski, dostupne su vam besplatne
usluge jezicne pomodi. Odgovaraju¢a pomocéna pomagala i usluge za
pruzanje informacija u pristupacnim formatima takoder su dostupni
besplatno. Nazovite 877-469-2583 TTY: 711 ili razgovarajte sa svojim
pruzateljem usluga.

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga
libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga
naaangkop na karagdagang tulong at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format. Tumawag sa 877-469-2583
TTY: 711 o makipag-usap sa iyong provider.

Discrimination is against the law

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 (including sex
characteristics, intersex traits; pregnancy or related conditions; sexual
orientation; gender identity, and sex stereotypes). Blue Cross Blue
Shield of Michigan and Blue Care Network does not exclude people or
treat them less favorably because of race, color, national origin, age,
disability, or sex.

Blue Cross Blue Shield of Michigan and Blue Care Network:

e  Provide people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as: qualified sign language interpreters,
written information in other formats (large print, audio,
accessible electronic formats, other formats).

e  Provide free language services to people whose primary
language is not English, which may include qualified
interpreters and information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and
services, or language assistance services, call the Customer Service
number on the back of your card. If you aren’t already a member, call
877-469-2583 or, if you're 65 or older, call 888-563-3307, TTY: 711.
Here’s how you can file a civil right complaint if you believe that Blue
Cross Blue Shield of Michigan or Blue Care Network has failed to
provide these 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, M1 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 website
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf, or by mail,
phone, or email at:

U.S. Department of Health & Human Services

200 Independence Ave, SW

Room 509, HHH Building

Washington, D.C. 20201

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

Email: OCRComplaint@hhs.gov

Complaint forms are available on the U.S. Department of Health &
Human Services Office for Civil Rights website
https://www.hhs.gov/ocr/complaints/index.html.

This notice is available at Blue Cross Blue Shield of Michigan and Blue
Care Network’s website: https://www.bcbsm.com/important-
information/policies-practices/nondiscrimination-notice/
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