
COORDINATION OF BENEFITS INFORMATION
Your prompt response will ensure that your claims are paid timely and accurately

Complete this section when BCBSM is the only insurance for you and your dependents.

If new address, check here.

Subscribers's Group Number

CF 7253 JUN 03

Name of Subscriber (First & Last)

Subscriber's Address

ZipCity

Subscribers's Social Security No.

State

PLEASE PRINT

List family members covered by other plan:

Did you previously have Non-Blue Cross Blue Shield health coverage that was cancelled? Yes No
If yes, indicate date cancelled

PART II: OTHER HEALTH INSURANCE POLICY (NON MEDICARE)

Subscriber Name with Other Insurance Policy Birth date

Social Security number Is this person actively employed? Retired?

Name of other Health Insurance Policy Effective date of coverage

Street address

City State Zip code Phone

Policy number Group number ID number

Type of coverage (check one): Single Family Type of plan: Hospital Medical Both

Employer providing coverage

Street address

City State Zip code

Relationship to this subscriber

Over please

1.

2.

3.

4.

Name (first & last) Relationship to BCBSM subscriber

PART I :

Subscriber's name (first & last)

Subscriber's Social Security number Birth date

Spouse's name (first & last)

Spouse's Social Security number Birth date

Subscriber's signature Today's date

A nonprofit corporation and independent licensee
of the Blue Cross and Blue Shield Association.

Complete this section if you or any dependents are also covered by another Health Insurance Policy.
This includes another Blue Cross and Blue Shield Policy.



Complete this section if you are divorced or separated and have dependent children on you BCBSM contract. 
If responsibility is determined by a court order, please attach a copy of the sections of that order which deal 
specifically with custody and health care responsibility. 
 
PART III:  IF YOU ARE DIVORCED OR SEPARATED WITH DEPENDENT CHILDREN 
 
(Complete this section even if it duplicates information reported in Part II of this form.) 
 
 Children’s first and last names and Who has physical custody 
 
1.  __________________________________________  and ________________________________________________ 
 
2.  __________________________________________  and ________________________________________________ 
 
3.  __________________________________________  and ________________________________________________ 
 
4.  __________________________________________ and ________________________________________________ 
 
5.  __________________________________________ and ________________________________________________ 
 
Individual responsible for children’s coverage: 
 
Name ____________________________________________ Relationship to child ______________________________ 
 
Social Security number ___________________________________________ Birth Date __________________________ 
 
Name of Health Insurance providing child’s coverage ______________________________________________________ 
 
 Street Address _________________________________________________________________________________ 
 
 City __________________________ State ___________ Zip Code _________ Phone ________________________ 
 
Policy number _____________________ Group Number __________________ ID Number _______________________ 
 
Effective date of coverage ______________________ Type of Plan: Hospital   Medical   Both    
 
 
 
Please note:  If other dependent children are covered by another individual’s health care coverage, or the above 
children are covered under a third Health Care Policy, we need the same type of information (requested above) 
for each Health Care Policy.  (If additional space is needed, please attach a separate sheet). 
 
 
 
  Mail to: Blue Cross Blue Shield of Michigan 
   Mail Code B574 
   600 East Lafayette Blvd. 
   Detroit, Michigan 48226-2998 
 
 
 
For your convenience, you can now reach us toll free at (866) 611-7474 between noon and 8:00 p.m. Monday 
through Friday.  Representatives are available to take your information over the telephone. 
 
 
 

Visit our website at www.bcbsm.com 
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