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OTHER COVERAGE QUESTIONNAIRE
RESPONSE
REQUIRED

Customer Service:

This information is required to complete the processinq of anv claims submitted. Failure to return this questionnaire.will
cause i-OCiivln procdisihq. Pleasdtitl outthis questidnnaire'and return itto us within ten (10) days. A return e-nvelope
has been pr6viddd, as well as toll-free customei service phone numbers and facsimile ndmbers. Thank you for your
prompt response.

In addition to your Blue Cross and Blue Shield Plan of Louisiana coverage, are/were you, your spouse, or dependent children
covered by Medicare or another group health insurance plan (including any other Blue Cross and Blue Shield coverage?)

I tlO: Signature f yeS: Please provide the following applicable information.

Yes: Medicare Coverage - Please Complete
Are you or your dependent(s) enrolled in any of the following Medicare Programs? lf yes, please check the applicable
answers and orovide the effective dates.
SELF

Name of Beneficiary (lnsured):

E Utate f Female Date of Birth:
Reasons for Medicare: ! nge f] Disability n Disability/EsRD I fSnO First Dialysis | |
PartA-Hospi ta l :  INo IYes |  |
PartB-Medical: Eruo IYes _l_l_
Part C - Medicare Advantage Plan: f] No I yes | |
Part D - Pharmacy: I trto f, Yes | | lf yes for Part D, please provide the following
information from your Prescription Drug Plan ldentification Card:

Medicare lD Number:
I

Rx Member lD Number
Rx BIN Number

Rx Group Number
Rx PCN Number Phone Number

EMPLOYED I I RETIRED
lf retired, please provide a retired date I I

MARRIED r_
DIVORCED/LEGALLY SEPARATED

DEPENDENT f spouse I cntto I otner
Name of Beneficiary (lnsured):

fl tvtate E Female Date of Birth:

Rx Member lD Number
Rx BIN Number

Medicare lD Number:

I

Reasons for Medicare: n nge n Disability n Disability/EsRD n fSnO First Dialysis
PartA-Hospi ta l :  t rNo nYes I  r
Par tB-Med ica l :  IUo !Yes  _ l - � l - �
Part C - Medicare Advantage Plan: I No I yes I I
Part D - Pharmacy: I f'lo ! Yes I l lf yes for Part D, please provide the following
information from your Prescription Drug Plan ldentification Card:

Rx Group Number
Rx PCN Number Phone Number
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.SEE OTHER SIDE-



Yes: Other Group Health Insurance - Please Complete

Name of policyholder of other insurance: Last M.l.  !utate IFemale
Relationship I Sef ! Spouse

to You: fl Dependent ! OtherDate of Birth:
SocialSecuri$

Number:

Name of other insurance company:

Address of other insurance company:

Phone Number of other insurance company:

Policy or Group Number: Effective Date: I I

Name of group or employer issuing this coverage:
Phone number of group or employer issuing this coverage: Termination date if applicable: | |
Employment status of covered person: I nctive lRetired on: | |

Please check all types of coverage that apply:
I Hospitalization ! Medical/Surgical f] Prescription Drug I tvtajor Medical
I Mental Conditions/Substance Abuse I Dental ! Vision

This policy covers: I Policyholder Only I Policyholder and Spouse I Policyholder and Children ! Family

lf the above policy covers dependent children, please complete the following:
I Ves Eruo Parents are married
E yes Ilrto Parents are divorced/legally separated
I yes Itrto Divorced/legally separated parents have joint custody
lf no, who is the legal parent with majority custody? n Motner ! fatner I Otner

ls there a legally binding agreement stating that the parent without majority custody has primary responsibility for the child's health
care expenses? ! Yes ! No

lf so, please provide the effective date of the agreement:

Name of responsible parent:

Subscribe/s Signature:

Spouse's Name:

I HEREBY CERTIFY THAT THE ANSWERS I HAVE GIVEN ARE TRUE,
CORRECT AND COMPLETE. TO THE BEST OF MY KNOWLEDGE AND BELIEF.

Date:

Daytime
Telephone Number:


