WMC Westchester
Health Medical Center

Vestchester Medical Center Health Metwork

I UnitedHealthcare The patient will enter the Subscriber's Name, Member ID
Cackorg Mumber, select and complete the subscriber's
cﬂﬂrﬂ“.'ﬂﬂn of Benefits employment information. If the patient is covered under

Piosas submt Shis farm with ol supporting dacumenttion, their spouse, the Spouse’s employment information
Mailing Addness: Cocedination of Barefas Depertmest, P00 pAUST be filled out.
S| IRSCRIRER INEORMATION

Subscrber Name:; e ———— B0 Mumbsesr —
Subscriber Employment Information (Flease chack the appropeiate boxes)

Actively at Werk: O Yes U Mo Tofal number of employess st company is: 23 1-19 0 20-99 0 100+
Retred: O Yes O Mo Date of Retrement:_ F 7/

Spouse’s Employment Information

Spouse’s Mame: Spouse's Date of Birth:
Spouse’s Current Employern/Campany Mamae;
Spouse’s Secial Securty Number:

Actively at Werk: O Yes 0O Mo Retined: 1 ‘r'us JNo  Daile of Retirement:

Pln:e note: If you, your spouse or dependent(s) have:
Oiher coverage, please complete Part Al, then sign and date the form,
Mo other coverage, please complete Part AZ, then sign and date the form,
Been dioroed Megally separatedssingle parent, pleass complete Part B in addition 1o Part A, then sign and date the form.
Medcare coverage, please complete Part C, then sign and date the: form.
PART A
1. Other Coverage (list each separately)
Carsiar Mame: Carsiar Addioss:
Pty ID: Giroup 10 _ . Tolophors #; i .
Subscriber's Mamae: Subscribers 55 #: -
Rx BEN: R FCH R« Group: I
Poicy Effectve Dates:Starl __ /7 /1 End ¢ 7 [OSinghe O Subscriber & Spouse O Subscriber & Dopenderds 0 Farvily
Coverage Type:
(Check appicable) O Hospital O Major Medical J Prescripion I Dental Jd FRetres 0 COBRA =1 Othea
Carrier Marme: Carrier Address:
Policy 10: N Group (D: Telephone #:
Subscriberd’s Mame: Subscriber’s S5 #:
Rx BIN: ———————————| The patient will select a reason for No Other Coverage |
Policy Effectve Dates: Start __ & - . ,
Covernge Type:
(Check applicable) O Hospital O Major Medical U Prescription i Dental O Retrea | I Other
If the other coverage is no longer in eMect, you must enclose decumentation from the former carrl the date

2. No Other Coverage
If your spouse dees nol have othar health coverage, please indicate the reason: = Mot married
J Benefits nof offered 0 Unemployed J Self-armplayed O Waived, as ok __{

o Part-time employes (not elgile for benefits) 2 Waiting pericd, eligible for coverage on: __ 1
J Other, please explain:

Fleass burri gwar

WAE-06- 280 How 1 022000 JLUH Hiess 1




WMC Westchester
Health Medical Center

Westchester Medical Carter Health MNetwiork

COVERAGE INFORMATION (Continued)

PART B

Please complete this section if you are divorced, legally separated, or a single parent, and you have dependant children

covered under this plan.

1. Does the other biskagical parent of your cependent children provide health benefits? OY¥es DMNo

Mame of other biclgical parent:
if yes, please provide the following information:

Bith date: | ‘

Name of other heafth plan:
Pelicy #:

Subscriber's 55 #: _ S
Which chidren are covened?

2. With which pareni does fhe child primarily resida?
If divoreed, chack one of the following:
U Divorce decres stipulates other parent must provide health ber
O Divorce decree stpuiates joint custody®
O Divorce decres doss not stipulabe any special provisions" Han)
O Other, please explun:
*A copy of the section of the court decrée pertaining 1o health coverage of

Part B:

Section 1: The Subscriber will select if the patient’s other
biological parent provides the patient with health
insurance. The other parent's date of birth, the parent’s
insurance information such as Policy number, Subscriber's
55N and which children are covered.

Section 2: Is where you will enter which parent the
patient primarily resides with.

PART C

You should complele this section if you, your spouse, and/or your dependents are eligible for Medicare, Please enclose
a copy of tha Medicare |0 card for each aligible member of your tamily.

Hame of Member eligible lor Medicare: Name of Member eligible for Medicare:
Effectie Dates of Medicare: Effective Dates of Madicare;
Partic ! 1 PaiB: !/ ParD: ! 1 Patdr | ! PartB:_d I Pap:_I [
Reaton for Medicans coverags Reason for Medicare coverage
(please check ona): (please check one):

L Age 865 of older

O Disability, due fo: The individual completing the form must print, sign,

U End Stage Renal Dizsase| date and supply their subscribers Identification Number.
Please note, if the form is not completed accurately the

Duote Diabysis Treatment Begal

form will be deemed Invalid

Prind Your Mama:

Sigranie; -
D Wumber:




