Application

Away From Home Care® Guest Membership

BlueCross
BlueShield
s »  Assnciation

Application UID: |AFHC Network:

Application Status:

Application Start Date:

Application End Date:

mm/dd/yyyy

mm/dd/yyyy

Guest Member Information

Guest Member Name

Away From Home Address: Street/Apt.#

Date of Birth:

m/dd/yyyy)
Gender: (Male) | l

Social Security Number:

(Female) | |

City State Zip Code
Guest Member ID:
Away From Home Telephone:  ( ) ) Relationship to Subscriber:
Subscriber Information
Employer Information:
Date of Birth:

Subscriber Name
Gender:

Subscriber Address : Street/Apt.#

(Male / Female) Company's Name

Company's Address: Street

GST-100

City State Zip Code | Social Security Number:
City State Zip Code
Primary Telephone: ( )
Work Telephone: ) Subscriber ID: Group Number:
Home Information Host Information
Plan Code: Plan Code:
Plan Name: Plan Name:
Plan Address: Plan Address:
Plan Primary Contact/s:
Plan Primary Contact/s Phone Number: Plan Primary Contact/s:
Home Primary Care Physician: Plan Primary Contact/s Phone Number: ( )
PCP Telephone Number: ( ) -
Membership Details
Type of Guest Membership: Benefit Level:
( Student / Long-Term Traveler / Families Apart ) (High / Low)
Memo:
Drug Card Name: Drug Card Telephone: ( ) -
Mental Health Provider Name: Mental Health Provider Telephone: ( ) -
Mental Health Benefits Provided By:
Medicare Information
Medicare Enrollee:
Guardian/Authorized Agent Information
Notes: Telephone: ( ) -
Relationship to Guest:
Authorized to receive information about Guest?
Yes/No




I hereby certify that all information stated in the Guest Membership Application is truthful and correct to
the best of my knowledge. I acknowledge that the benefit program providing coverage to myself or eligible
dependents as Guest Members of the Host HMO may vary from the benefit program at my Home HMO. 1
understand that as a Guest Member of the Host HMO benefit program’s scope and level of coverage apply.

Subscriber Signature Date

I hereby authorize my Home HMO and the Host HMO, identified on the front of this application, to
exchange medical information about me.

Guest Member Signature (parent/guardian for minor) Date



Notice of Nondiscrimination'

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such
as:
o Qualified interpreters
o Information written in other languages

If you need these services and are a Child Health Plus or Managed Medicaid member, please
call 1-800-650-4359. If you are an Essential Plan member, please call 1-877-626-9298. All
others please call 1-800-499-1275.

If you believe that the Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone number: 1-800-614-6575
TTY number: 1-800-421-1220

Fax: 1-315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Atencidn: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted. Si
usted es un asegurado de Child Health Plus o Managed Medicaid, llame al nimero 1-800-650-
4359. Si usted es un asegurado de Essential Plan, llame al nimero 1-877-626-9298. Todos los
demas pueden llamar al nimero 1-800-499-1275.

R MRS, A G R IRHE S RS . A2 Child Health Plus 5% Managed
Medicaid < 1, Lﬁ?ﬂiﬂ 1-800-650-4359. un5i#s/E Essential Plan & 51, i§#k+] 1-877-626-
9298. Wik bid< i, 1HEIKTT 1-800-499-1275.

BHuMaHmMe! Ecnv Bal poaHON $3bIK PYCCKMIM, BaM MOMyT 6bITb NpeaocTaBnieHbl becnnaTHble
nepesoayeckue ycnyru. Ecnm Bbl siBnsieTecb ydactHukoM nporpaMmel Child Health Plus nnm
Managed Medicaid, no3soHuTe no TenedoHy 1-800-650-4359. Ecnu Bbl IBASIETECH YHAaCTHUKOM
nporpammsbl Essential Plan, no3soHuTe no TenedoHy 1-877-626-9298. Bcex ocTasnbHbIX MPOCUM
3BOHUTb NO TenedoHy 1-800-499-1275.

Atansyon: Si ou pa pale Kreyol Ayisyen, gen ed gratis nan lang ki disponib pou ou. Si ou se yon
manm Child Health Plus oswa Managed Medicaid, tanpri rele nimewo 1-800-650-4359. Si ou se
yon manm Essential Plan, tanpri rele nimewo 1-877-626-9298. Tout ot moun yo, tanpri rele
nimewo 1-800-499-1275.
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Attenzione: Se la vostra lingua parlata ¢ I'italiano, potete usufruire di assistenza linguistica
gratuita. Se siete iscritti a un programma Child Health Plus 0 Managed Medicaid, chiamate il
numero 1-800-650-4359. Se siete iscritti a un programma Essential Plan, chiamate il numero 1-
877-626-9298. In tutti gli altri casi, chiamate il numero 1-800-499-1275.
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X VIYr "X Child Health Plus "y TX "yanynManaged Medicaid, .1-800-650-4359 LUO1N yU" 2
X VYT 'R QX Essential Plan O YL YIVTIX YOR 1-877-626-9298.0911 YU ,Nyanyn
1-800-499-1275.
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Uwaga: jesli méwisz po polsku, mozesz skorzystac¢ z bezptatnej pomocy jezykowej. Jesli jestes

cztonkiem ubezpieczenia Health Plus lub Managed Medicaid, zadzwon pod nr 1-800-650-4359.

Jesli jestes cztonkiem ubezpieczenia Essential Plan, zadzwon pod nr 1-877-626-9298. Pozostate
osoby powinny dzwoni¢ pod nr 1-800-499-1275.
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.1-800-499-1275



Remarque : si vous parlez francais, une assistance linguistique gratuite vous est proposée. Si
vous étes un membre du programme Child Health Plus ou Managed Medicaid, veuillez appeler
le 1-800-650-4359. Si vous étes un membre du programme Essential Plan, veuillez appeler le 1-
877-626-9298. Si vous étes dans une autre situation, veuillez appeler le 1-800-499-1275.
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Child Health Plus , Managed Medicaid I )31 ..,S JIS 5, 1-800-650-4359 0,5 ol g5 Lus yuow
Essential Plan1- ,S ol So¢) (spuw (59U .Lu,S JIS ) 1-877-626-9298 p.,S 0ly 95 Lt yjaoo —S
oS JIS 5, 800-499-1275

Paunawa: Kung nagsasalita ka ng Tagalog, may magagamit kang libreng tulong sa wika. Kung
isa kang miyembro ng Child Health Plus o Managed Medicaid, mangyaring tumawag sa 1-800-
650-4359. Kung isa kang miyembro ng Essential Plan, mangyaring tumawag sa 1-877-626-
9298. Para sa lahat ng iba pa, mangyaring tumawag sa

1-800-499-1275.

Mpoaooxn: Av WIAGTE EAANVIKG PnopoUE va oag Npoo®EPoUlE BonBela oTn YAwooa oag
dwpeav. Av ioTe péhog Twv npoypappdtwv Child Health Plus r) Managed Medicaid, kaAéaTe aTo
1-800-650-4359. Av €ioTe pENOC TOu NpoypappaToc Essential Plan, kahéoTe oTo 1-877-626-
9298. AIaPOpPETIKA, kKaAéoTe oTo 1-800-499-1275.

Vini re: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Nése jeni anétar i "Child Health
Plus" ose "Managed Medicaid", ju lutemi té telefononi numrin 1-800-650-4359. Nése jeni anétar
i planit bazé, ju lutemi té telefononi numrin 1-877-626-9298. Té gjithé personave té tjeré iu
lutemi gé té telefonojné numrin 1-800-499-1275.
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