
 
 

                         

         

 

 

 

   

    

    

 

 

   
   

 

 
  

  
 

  

Membership Change Form
�
Medicare Supplement Plans 
Maryland, District of Columbia and Virginia Residents 

Mailroom Administrator  
P.O. Box 14651, Lexington, KY 40512 
Fax: 410-505-2901 or toll free  800-305-1351 This is not an application for insurance 

Subscriber’s Last Name First Name M.I. Date of Birth (mm/dd/year) 
/ / 

Residence Address (Street) (City and State) Zip Code 

Subscriber ID# (SID) Group # SSN Phone Number 
( ) 

CHANGES REQUESTED (please check box of requested change) 

ADDRESS 
Residence 
Address 

Street City County State Zip Code 

Billing 
Address 

Street City County State Zip Code 

PHONE NUMBER 

Home 
Old Phone Number 
 (             ) 

New Phone Number 
 (             ) 

Cell 
Old Phone Number 
 (             ) 

New Phone Number 
 (             ) 

Work 
Old Phone Number 
 (             ) 

New Phone Number 
 (             ) 

NAME (legal documentation required) 

Change from: 
Last First M.I. 

Change to: 
Last First M.I. 

Name Change Reason: Marriage Divorce Other: 

GENDER 

Change from: Male Female 

Change to: Male Female 

ELECTRONIC COMMUNICATION CONSENT 
CareFirst wants to help you manage your health care information and protect the environment by offering you the option of 
electronic communication. 

Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email and/or text 
messaging by providing your email address and/or cell phone number and consent below. 

Electronic notices regarding your CareFirst health care coverage include, but are not limited to: 
• Explanation of Benefits Alerts • Reminders 
• Notice of HIPAA Privacy Practices • Certification of Creditable Coverage 

You may also receive information on programs related to your existing products and services along with new products and services 
that may be of interest to you. 

Please note: This consent for electronic communications applies to the Primary Applicant only. Spouse/Domestic Partners and 
dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/myaccount. Members 
can also change email and consent information anytime by logging into www.carefirst.com/myaccount or by calling the customer 
service phone number on your ID card. You can also request a paper copy of electronic notices at any time by calling the customer 
service phone number on your ID card. 

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst MedPlus is the business name 

of First Care, Inc. CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc. and First Care, Inc., are independent licensees of the Blue Cross and Blue Shield Association. 


® Registered trademark of the Blue Cross and Blue Shield Association. ®’ Registered trademark of CareFirst of Maryland, Inc.
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ELECTRONIC COMMUNICATION CONSENT (CONTINUED) 
I understand that to access the information provided electronically through email, I must have the following: 

• Internet access; 
• An email account that allows me to send and receive emails; and 
• Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher). 

I understand that to receive notices through text messaging, 
• A text messaging plan with my cell phone provider is required; and 
• Standard text messaging rates will apply. 

Primary Applicant Name Email Address Cell Phone Number 

Alternate Email Address Alternate Cell Phone Number 

By checking below, I hereby agree to electronic delivery of notices, instead of paper delivery by: 
Email only Cell phone text messaging only Email and cell phone text messaging 

Signature: X 

CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except 
for CareFirst business associates that perform functions on our behalf or to comply with the law. 

RACE, ETHNICITY, LANGUAGE (this information is voluntary) 

CareFirst is asking its members to voluntarily provide their race, ethnicity and language attributes. The information provided, while voluntary, will assist us to improve 
the quality of care and access to care thereby reducing health care disparities and promote better health outcomes. The information you provide will not have a 
negative impact on any services we provide you. The information is kept strictly confidential and will not be shared unless required by law to disclose it. 

Race Ethnicity Preferred Spoken Language* 
White/Caucasian Hispanic/Latino/Spanish origin 01 English 09 Farsi 18 Russian 
Black or African American 02 Albanian 10 French (European) 19 Serbian 
American Indian or Alaska Native 03 Amharic 11 Greek 20 Somali 
Asian 04 Arabic 12 Gujarati 21 Spanish (Latin America) 
Native hawaiian or 05 Burmese 13 Hindi 22 Tagalog (Filipino) 

other pacific islander 06 Cantonese 14 Italian 23 Urdu 
Other – (To include Multi-Racial) 07 Chinese 15 Korean 24 Vietnamese 
Decline to answer (simplified & traditional) 16 Mandarin 98 Other and unspecified 
Unknown – Could not be 08 Creole (Haitian) 17 Portuguese (Brazilian) languages 
determined 99 Unknown 

Last Name First Name Race Ethnicity Country of Origin 
Preferred Spoken 

Language (specify number 
from above*) 

Primary 
Applicant 

MARYLAND WARNING: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit 
or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 

DISTRICT OF COLUMBIA WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of 
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny 
insurance benefits if false information, materially related to a claim, was provided by the subscriber. 

VIRGINIA WARNING: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or deceptive statement may have violated Virginia state law. 

REQUIRED SIGNATURE(S) AND DATE 
Subscriber’s Signature Date 

/ / 
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Notice of Nondiscrimination and 
Availability of Language Assistance Services 

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst) 
comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national 
origin, age, disability or sex. CareFirst does not exclude people or treat them differently because of race, 
color, national origin, age, disability or sex. 

CareFirst: 

■ Provides free aid and services to people with disabilities to communicate effectively with us, such as: 

Qualified sign language interpreters 

Written information in other formats (large print, audio, accessible electronic formats, other formats) 

■ Provides free language services to people whose primary language is not English, such as: 

Qualified interpreters 

Information written in other languages 

If you need these services, please call 855-258-6518. 

If you believe CareFirst 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 our CareFirst Civil Rights 
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is 
available to help you. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator  
as indicated below. Please do not send payments, claims issues, or other documentation to this office. 

Civil Rights Coordinator, Corporate Office of Civil Rights 
Mailing Address	 P.O. Box 8894 

Baltimore, Maryland 21224 

Email Address	 civilrightscoordinator@carefirst.com 

Telephone Number 410-528-7820 
Fax Number 410-505-2011 

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

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

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. 
CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., First Care, Inc. and The Dental Network 
are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association. 
®’ Registered trademark of CareFirst of Maryland, Inc. 
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Foreign Language Assistance
	








