
Other Insurance Survey
03/20/2025

Dear MEMBER NAME: 

Please take a moment to let us know if you and/or your dependents have other health 
insurance. We ask that you update, verify, or provide other coverage information at least once
a year. List and provide information for all members covered under your policy. 
If yIf yIf yIf you and/or your dependents do not have other healthcare coverage, please check the “Noou and/or your dependents do not have other healthcare coverage, please check the “Noou and/or your dependents do not have other healthcare coverage, please check the “Noou and/or your dependents do not have other healthcare coverage, please check the “No
other coother coother coother coverage” box below.verage” box below.verage” box below.verage” box below. 

To submit this questionnaire, please do one of the following: 
• Update your information on our online Member Self-Service Portal at MyBSWHealth.com.
• Call the customer service number on the back of your ID card 
• Mail this completed form to: 
*******Baylor Scott and White Health Plan 
*******Attn: COB Department 
*******1206 West Campus Dr. 
*******Temple, TX 76502 

If you have any questions or need additional information, contact us at the customer service 
phone number on the back of your ID card. 
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Policy No. 1:  This coverage is applicable to: q Self   q Spouse   q Dependent (list covered dependents in box below) 

Other Insurance Information: 
Plan Name:_____________________ Phone Number:___________ 
Policy Number: _______________Group Number: ______________ 
Effective Date: _______________ Termination Date: ____________ 
Is it a retiree policy?  q Yes  q No  
Is this court-ordered coverage?  q Yes  q No 
Coverage type (check all that apply): 
    q Medical  q Hospital  q Prescription  q Dental 

Other Coverage Policyholder Information: 
Name: __________________________________  
Relationship: _____________________________ 
Social Security Number: ____________________  
Date of Birth: ____________________________ 
List Dependents covered by this policy: 
_______________________________________ 
_______________________________________ 

Policy No. 2:  This coverage is applicable to: q Self   q Spouse   q Dependent (list covered dependents in box below) 
Other Insurance Information: 
Plan Name:_____________________ Phone Number:___________ 
Policy Number: _______________Group Number: ______________ 
Effective Date: _______________ Termination Date: ____________ 
Is it a retiree policy?  q Yes  q No  
Is this court-ordered coverage?  q Yes  q No 
Coverage type (check all that apply):   
    q Medical  q Hospital  q Prescription  q Dental  

Other Coverage Policyholder Information: 
Name: __________________________________  
Relationship: _____________________________ 
Social Security Number: ____________________  
Date of Birth: ____________________________ 
List Dependents covered by this policy: 
_______________________________________ 
_______________________________________ 

 

Medicare Coverage:  Please complete this section if you or your spouse are covered by Medicare. 

Policy No. 1:  This coverage is applicable to: q Self   q Spouse   q Dependent (Name:__________________________) 
Medicare Policy Number: ________________________________ 
Eligibility due to:  
�q Age 65 or older  q Disability  q End Stage Renal Disease 
Do you have Part A?  q Yes  q No  Effective Date: __________ 
Do you have Part B?  q Yes  q No  Effective Date: __________ 
Do you have Part D?  q Yes  q No  Effective Date: __________ 

Current work status: ____________________ 
If employed—Company Name: 
_____________________________________ 
If retired—Retirement Date:_______________ 
Do you work with another company? q Yes  q No   
If yes—Employer Name: _____________________ 

Policy No. 2:  This coverage is applicable to: q Self   q Spouse   q Dependent (Name:__________________________) 
Medicare Policy Number: ________________________________ 
Eligibility due to: 
�q Age 65 or older  q Disability  q End Stage Renal Disease 
Do you have Part A?  q Yes  q No  Effective Date: __________ 
Do you have Part B?  q Yes  q No  Effective Date: __________ 
Do you have Part D?  q Yes  q No  Effective Date: __________ 

Current work status: ____________________ 
If employed—Company Name: 
_____________________________________ 
If retired—Retirement Date:_______________ 
Do you work with another company? q Yes  q No   
If yes—Employer Name: _____________________ 

 

Medicaid Coverage:  Please complete this section if you, your spouse and/or dependent(s) are covered by Medicaid. 
Subscriber Name: _________________________________ 
Medicaid ID: ______________ Effective Date:___________ 

Dependent Name: _______________________________ 
Medicaid ID: _____________ Effective Date:__________ 

Subscriber Name: _________________________________ 
Medicaid ID: ______________ Effective Date:___________ 

Dependent Name: _______________________________ 
Medicaid ID: _____________ Effective Date:__________ 

Subscriber Name: _________________________________ 
Medicaid ID: ______________ Effective Date:___________ 

Dependent Name: _______________________________ 
Medicaid ID: _____________ Effective Date:__________ 

Subscriber Name: _________________________________ 
Medicaid ID: ______________ Effective Date:___________ 

Dependent Name: _______________________________ 
Medicaid ID: _____________ Effective Date:__________ 
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