
Page 6 of 8    WF 3599 APR 15

Dependent

                Department ID

Tran fer o
Address change 

Date of birth*

COBRA enrollment

Subscriber     Spouse

Subscriber last name (Required)  Subscriber first name (Required) *

(required)

 
Health savings,health reimbursement and flexible spending account options Blue Cross only: See page 8 for product selections

HRA             FSA

number

If Yes, check reason category

number:

HSA HSA opt out  Blue Cross product indicator code               

Non US
citizen 

List all persons to be added or deleted:
Non US citizen

Subscriber information (*Indicate changes only)

Coordination of benefits information

Blue Cross Blue Shield of Michigan Blue Care Network    (see instructions on Page 7)

Email*

(includes Blue Cross or BCN)

Employer/group use only

Blue Cross or BCN primary

Blue Cross group number
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Check all applicable options. Blue Cross only: See Page 8 for four-digit product indicator code.  Return to Page 2 or 6 and enter the four- lue Cross

Employer/group use only: 
lue Cross  

If coverage is lost somewhere else other than Blue Cross or BCN, then a letter of credible coverage is required.

Indicate if you are enrolled in Blue Cross of Michigan or Blue Care Network. If BCN, you are also required to complete the BCN Primary Care Physician Selection form on page 4 if 
you're changing your primary care physician.

Enter last name, middle initial, male or female, date of birth, check box if non US citizen, Social Security number (SSN - required for all members) and relationship code (see below).

primary or if BCBSM or BCN is primary and enter effective date of the Medicare Part A, B, and D coverage. Please attach a copy of the Medicare card.

Enter Blue Cross group and division number (for example, suffix, section code) or BCN group number, subgroup number and class number. Have your employer's HR 
representative sign and date the Employer signature section.

If the responsible individual is not a U.S. citizen, check the box for non-U.S. citizen. Enter a taxpayer identification number in the Social Security number field if the responsible 
individual checked the box as a non-U.S. citizen. For a U.S. citizen, enter the nine-digit Social Security number (required for all members) of the responsible individual (Example xxx-
xx-xxxx).

, if changed.

List all persons to be added or deleted. Enter name(s)  on appropriate line    spouse, dependent , 2, 3 and 4 as applicable. Complete additional forms if all your dependents do not fit 
on this form.

_

SP - Spouse
DP - Domestic partner *

A - Child adoption in process **

L - Legal guardianship **

SD - Sponsored dependent *

C - Court order coverage (QMCSO)**

D - Disabled child***
M - Medicare

N - Child (by birth or adoption)

S - Stepchild

P - Principal support (BCN only) *

Health savings, health reimbursement and flexible spending account options:
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