HEALTH BENEFITS REPORT/INQUIRY ] Employee CITY OF NEW YORK HEALTH BENEFITS PROGRAM
[1 Retiree
Date: [ Second Request

SEND [JVYTRA HEALTHCARE JEMPIRE BLUECHOICE [GHI-TYPE C/EBCBS [IHIPAHMO  [[IMETROPLUS HEALTH PLAN (HHC ONLY) [JAETNA U.S. HEALTHCARE HMO [1OTHER

TO: [JCIGNA HEALTHCARE [1GHI-CBF/ERCBS OHIP CHOICE PLUS  CIMED-TEAM [IAETNA U.S. HEALTHCARE Q.P.0.8. [CJPHYSICIANS HEALTH SERVICES
REASON(S) FOR SUBMISSION {Check one or more boxes)
Coverage Dates STATUS CHANGE(S) Date of Event STATUS CHANGE(S) Date of Event OTHER
Start End (Effective Date}) {Effective Date)
O S.LOAC. / / / ! [] Reinstatement fod 3 Change of Titie T {1 Request ID Cards [ Request for Refund
Reason [ Termination TR | [ Change of Welfare Fund i {1 Correction of Status 3 Deduction
[ FMLA LEAVE F A / / [ Suspension fo ! [0 Change of Address fr ! {] Claims Inquiry [ Other
COVERAGE Claim #
EMPLOYEE PAYROLL INFORMATION

Last Name First Name

Social Security Number Agency in Which Employed Pay Period ] Weekly 3 Monthly Union or Welfare Fund

{1 Bi-Weekly {1 Semi-Monthly

EXPLANATION INQUIRY

RESPONSE FROM HEALTH PLAN ‘

By: Dept.: Telephane No.: Date:
Agency Representative Must Complete this Section: For Employee Benefits Program Use Only:

Name: Title:

Agency: Phone:

Address:

EBtoss (9U3) S0 AGENCY BENEFITS REPRESENTATIVE B



