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Complete the information below for all family and/or spouse additions o medical office selections and/or changes. Check the disabled box only if the condition prohibits the member from working or performing daily activities, Please indicate if family member is covered by another health insurance
plan by checking the Other Health coverage box, Complete the Prior Coverage section below, if applicable. For Blue Cross HMO and POS plans only, each person listed must choose a Medical Group or Independent Practice Assodiation (IPA) within their enrollment area. IF YOU SELECT AN IPA, YOU
MUST INDICATE A PRIMARY CARE PHYSICIAN FROM WITHIN THAT IPA, If you need assistance, contact Blue Cross at the number listed on your Membership 1D Card or your health benefit officer.

To be eligible as a Domestic Partner, the Subscriber and Domestic Partner must have properly filed a Dedlaration of Domestic Partnership with the California Secretary of State pursuant to the California Family Code, or have properly filed an equivalent document in accordance with the laws of
another jurisdiction recognizing the creation of domestic partnerships.
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