The patient MUST select ONE of the following. Each
selection has a required “Next Step” highlighted in

WNMC | Westchester yellow.

Health Medical Center Yes- Complete Section 2-7
Westehester Medical Cernter Haalth Network Medicare only/ ESRD- Complete Section 3,5 and 7
Subscril Medicaid/Champus/Tricare- Skip to Section 7
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Instructions: Please fll cut all applicable sections completely by filling in the applicable cirche(s) saction and
prinl clearty in black or blue ink in order for us to quickly and accurately process your request,
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In Section 3: The subscriber vill nter the Primary Contract Holder Name, The !

Member ID Number, Group Number, select the patient's relationship to subscriber
and the date of retirement if the patient is retired.

[ T T T T T T LTI 1]
Efective Diks (mmddyyyy) Tumu:w
Section 3 - Primary Contract Holder Information of Other Insurance

primay contactwaeronmepaier [ [ [ [T [ 111 ) [TTTTT]

L]
mcnullcmonuummu.dlcmlnl ! ‘ ‘ I l l [IL‘ | ] ] l

number: {Include al latiers and prefis)

“itmuon || | [ TTTTTT]

Relationship of this contract holder to the contract holder listed at the top of this form:
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If relationship is "SELF or "SPOUSE’, indicate amployment atatus

O Actively working with employer offering other coverage

O Mot Actively Working/Long Term Disability

O Retired from employer prowiding other ¥ retrwd, ciste

o cemane e | L]




Section &4: The Subscriber will choose if they are

lled in Medicare, the Medicare coverage type
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and the reason the patient receives Medicare

Health Medical Centel coverage.
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Age | Disablity | Dateof 1% reatment

Complets the following infarmation for all persons coversd under the bﬂ'mpulw including the subscribor In
section 3 (allach a separats shaet f sddtional ipace ks moeded)

section 3 Dt o Bits | Fill s If eaverad
| Misng (Wit sl abing) | [i6, Sl ipoude, by s cihi

] SBF | section 3: The Subscriber is to list all of the
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dependents covered under the Health Insurance
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starting with themselves.

Section 8 - Depandent Children
ather palicy and the parents ace

If thara & a legally binding agreemaent for health care O e O rovw Qo Qingal
gapansos, who ls reaponaible? Altach a copy of the Agwemerd  Garndlan
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IF the patient is a dependent, the subscriber MUST
complete and respond to EACH question in Section

If there is no legally binding agreement, who has primary  Q wae ©
custody (custodial parent]?

Which dependaent children in section § above doss this O
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» U5 Mail - return this fiom in the enclosed pre-addressed evvelopy
+  Telephone — contacl your Cusloemer Senace Canter a1 the tol-free number kst
card during nomal busingss hours.

& back of your identification

The individual completing the form must sign,date and
a telephone number that they can be reach at. Please
note, if the form is not completed accurately the form




