QualChoice/QCA

COORDINATION OF BENEFITS QUESTIONNAIRE

Date______________

Print Subscriber name ________________________________Print Subscriber Group/Agency Number_____________

Print Subscriber Identification Number________________________ Group Name__________________________
1.  Are/were any of your family members covered by another group health plan?
____Yes ____No  


If no, please go to number 10.

2.  Other insurance information:

               Name of Company__________________________________________

               Address
___________________________________________________

                           ____________________________________________________

              Phone Number______________________________________________

3.   Who is/was the Policyholder/Employee on the other insurance plan?    ______________________________

4.   What is the Policyholder/Employee’s date of birth?                                _______________________________

5.  What is/was the effective date of the other coverage?
                  _______________________________

6.  What is/was the termination date of the other coverage?                    _______________________________     

7.   What is/was the Policy or Group number of the other coverage?
   _______________________________

8.  List the names of your family members covered by the other plan and their relationship to you (child, step-child, spouse)


__________________________________________________ 

___________________


__________________________________________________

___________________


__________________________________________________

___________________

9. List the names of your family members covered by Medicare: 

Name_______________________________________ what is the effective date of: Part A ___________Part B _________ 

                                  Is Medicare Eligibility due to: Age 65 or over _____Disability _____
Renal Disease______ 

                                  Medicare Policy Number____________________________

Name______________________________________ what is the effective date of: Part A __________Part B __________

                                  Is Medicare Eligibility due to: Age 65 or over _____Disability _____
Renal Disease _____

                                  Medicare Policy Number____________________________

10.  I understand and agree that any omissions or incorrect information knowingly provided by me and/or my eligible dependents on this form may invalidate my and/or my dependent’s coverage.

· Failure to respond to this questionnaire within 30 days will result in claims being denied until COB information is received from the employee.

___________________________________________                         
                                                                                                    Subscriber Signature & Date

