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Other Insurance Survey
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ACTION NEEDED
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 you and/or your dependents do not have other healthcare coverage, please check the “No
other coverage” 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.

Scoft and White Health Plan Member Information Other Healthcare Coverage

Member Name: O Medicare O Medicaid O Other
O No other coverage

Member ID#:

Member Name: O Medicare O Medicaid O Other

Member ID#: O No other coverage

Member Name: O Medicare 4 Medicaid (4 Other
O No other coverage

Member ID#:

Member Name: O Medicare O Medicaid O Other
O No other coverage

Member ID#:

Member Name: 1 Medicare 4 Medicaid (4 Other

O No other coverage
Member ID#:
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Policy No. 1: This coverage is applicable to: 4 Self O Spouse
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U Dependent (list covered dependents in box below)

Other Insurance Information:

Other Coverage Policyholder Information:

Is this court-ordered coverage? U Yes U No
Coverage type (check all that apply):
O Medical O Hospital U Prescription (4 Dental

Plan Name: Phone Number: Name:

Policy Number: Group Number: Relationship:

Effective Date: Termination Date: Social Security Number:
Is it a retiree policy? U Yes U No Date of Birth:

List Dependents covered by this policy:

Policy No. 2: This coverage is applicable to: O Self O Spouse

U Dependent (list covered dependents in box below)

Other Insurance Information:

Other Coverage Policyholder Information:

Is this court-ordered coverage? U Yes U No
Coverage type (check all that apply):
O Medical 4 Hospital O Prescription U Dental

Plan Name: Phone Number: Name:

Policy Number: Group Number: Relationship:

Effective Date: Termination Date: Social Security Number:
Is it a retiree policy? 1 Yes U No 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: U Self O Spouse

U Dependent (Name:

Medicare Policy Number:

Eligibility due to:
Q1 Age 65 or older O Disability ( End Stage Renal Disease
Do you have Part A? U Yes U No Effective Date:
Do you have Part B? U Yes U No Effective Date:
Do you have Part D? O Yes U No Effective Date:

Current work status:
If employed—Company Name:

If retired—Retirement Date:
Do you work with another company? O Yes U No
If yes—Employer Name:

Policy No. 2: This coverage is applicable to: 4 Self O Spouse

U Dependent (Name:

Medicare Policy Number:

Eligibility due to:
U Age 65 or older U Disability  End Stage Renal Disease
Do you have Part A? U Yes U No Effective Date:
Do you have Part B? U Yes U No Effective Date:
Do you have Part D? O Yes U No Effective Date:

Current work status:
If employed—Company Name:

If retired—Retirement Date:
Do you work with another company? O Yes U 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: Dependent Name:
Medicaid ID: Effective Date: Medicaid ID: Effective Date:
Subscriber Name: Dependent Name:
Medicaid ID: Effective Date: Medicaid ID: Effective Date:
Subscriber Name: Dependent Name:
Medicaid ID: Effective Date: Medicaid ID: Effective Date:
Subscriber Name: Dependent Name:
Medicaid ID: Effective Date: Medicaid ID: Effective Date:

s



ATTENTION: If you speak English, language assistance services,
free of charge, are available to you. Call 1-855-572-7238 (TTY:
711). Baylor Scott & White Health Plan complies with applicable
Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.

ATENCION: Si habla espanol, tiene a su disposicién servicios
gratuitos de asistencia lingiiistica. Llame al 1-855-572-7238 (TTY:
711). Baylor Scott & White Health Plan cumple con las leyes
federales de derechos civiles aplicables y no discrimina por
motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

CHU ¥Y: Né&u ban néi Tiéng Viét, cé cac dich vu hé trg ngén ngiy
mién phi danh cho ban. Goi s6 1-855-572-7238 (TTY: 711). Baylor
Scott & White Health Plan tuan thi luat dén quyén hién hanh cta
Lién bang va khong phan biét déi x(f dwa trén ching téc, mau da,
ngudn goc qudc gia, dd tudi, khuyét tat, hoac gidi tinh.



