
  

  

 

  
   

  

   
 

     
 

   

 

     
  

  
 

 
 

 

   
 

      

    

    

    

    

 

 

    
    
      

COORDINATION OF BENEFITS QUESTIONNAIRE 

Subscribers Name 
Last First Middle Initial 

Identification Number 

In addition to your coverage, are you, your spouse or dependent children currently covered, or covered in the last year 
by another health insurance plan or Medicare? 

YES If yes, please complete this questionnaire. NO Please sign questionnaire and return it 
to us. 

OTHER HEALTH INSURANCE: 
IF MULTIPLE COVERAGE EXISTS, PLEASE LIST ON A SEPARATE SHEET OF PAPER. 

1. Policy Holder’s Name: 

MALE Date of Birth: 
FEMALE Mo./Day/Yr. 

Sex: 

2. Name of Other Insurance Company: 
3. Address of Other Insurance Company: 
4. Policy Number: 
5. Effective Date of Policy: 

Mo./Day/Yr. 

Cancellation Date of Policy (If Applicable): 
Mo./Day/Yr. 

6. Policy Covers: Policy Holder Only Two Persons Family 

Name Relationship to Policy Holder  Social Security Number 

Name Relationship to Policy Holder  Social Security Number 

Name Relationship to Policy Holder  Social Security Number 

Name Relationship to Policy Holder  Social Security Number 

7. Services Covered: 
Medical Yes No 
Dental Yes No 
Vision Yes No 1 



       
 

     
   

    

    
  

   
    

   
        

           
    

   
 

    
  

  
 

 

       

   

       

  

 
   
       

8. Is coverage through an Employer or Other Group? Yes No 
If yes, please list the Name of Employer or Other Group: 

9. To be complete for dependent whose natural parents live apart and who provide medical coverage for these 
dependents. Please indicate relationship to children (natural mother, natural, step-parent). If multiple children, 
please list on a separate sheet of paper. Submit copy of court order. 

PARENT WITH CUSTODY OF CHILDREN: 

PARENT WITH COURT ASSIGNED REPONSIBILITY FOR CHILDREN’S EXPENSES: 

Child’s DOB Relationship to Child Child’s Name Parent’s Name 

Child’s DOB Relationship to Child Child’s Name Parent’s Name 

10. Do you or any of your dependentshave MEDICARE? Yes No 
If yes, please complete the following: 

Participants Name Birthdate (Mo./Day/Yr.) Medicare HIC Number 

Hospital (Part A) Effective Date Hospital (Part B) Effective Date 
(Mo./Day/Yr.) (Mo./Day/Yr.) 

Participant Actively Employed: Yes No 
Spouse Actively Employed: Yes No 

Eligible for Medicare as a result of (check one): 
Age Disability End Stage Renal Disease Kidney Transplant 

If Kidney Transplant advise Transplant date:        _______________ 
(Mo./Day/Yr.) 

If End Stage Renal Disease Beginning date ofDialysis: 
(Mo./Day/Yr.) 

Work Phone Number: 
Home Phone Number: 

Subscribers Signature: Date: 
(Mo./Day/Yr.) 
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Instructions: 

• Please make sure all fields on the form have been filled out to the best of your 
knowledge.

• Please make sure to sign and date the form.
• Return the completed form to CFA.

o Email to COBSubmission@cfablue.com
o Fax to (301)470-7735
o Mail to 3060 Williams Drive, Suite 200 Fairfax, VA 22031

• If you have questions or concerns, please call the Member Service telephone number 
listed on the back of your Member ID card.

Serving Maryland, the District of Columbia and portions of Virginia, CFA LLC, doing business as CareFirst Administrators, is 
an independent licensee of the Blue Cross and Blue Shield Association. ® The Blue Cross and Blue Shield Names and 
Symbols are registered trademarks of the Blue Cross and Blue Shield Association. 

mailto:CFABlueservice@cfablue.com


  

      
   

   
 

  

    

   

      
   

      
  

 
  

 

  

 
 

   

 
  

  
     

  

   
 

  
 

  

Notice of Nondiscrimination and Availability of Language Assistance Services 

CareFirst Administrators, an affiliated company of CareFirst BlueCross BlueShield, complies with applicable 
federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability or 
sex. CareFirst Administrators does not exclude people or treat them differently because of race, color, 
national origin, age, disability or sex. 

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

o Qualified sign language interpreters 
o 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: 
o Qualified interpreters 
o Information written in other languages 

If you need these services, please call 877-889-2478. 

If you believe CareFirst Administrators 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. 

Serving Maryland, the District of Columbia and portions of Virginia, CFA LLC, doing business as CareFirst Administrators, is an 
independent licensee of the Blue Cross and Blue Shield Association. ® The Blue Cross and Blue Shield Names and Symbols are 

registered trademarks of the Blue Cross and Blue Shield Association. 

mailto:civilrightscoordinator@carefirst.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:civilrightscoordinator@carefirst.com


  

       
     

     
     

  

                
                  

                  
             

     

      
      

      
         

    
 

      
 

   
 

 
    

  
   

  

 

   
  

   
     

  
   

     
  

          
       

  
   

       

Foreign Language Assistance 

Attention (English): This notice contains information about your insurance coverage. It may contain key dates 
and you may need to take action by certain deadlines. You have the right to get this information and assistance in 
your language at no cost. Members should call the phone number on the back of their member identification card. 
All others may call 877-889-2478 and wait through the dialogue until prompted to push 0. When an agent 
answers, state the language you need and you will be connected to an interpreter. 

አማርኛ (Amharic) ማሳሰቢያ፦ ይህ ማስታወቂያ ስለ መድን ሽፋንዎ መረጃ ይዟል። ከተወሰኑ ቀነ-ገደቦች በፊት ሊፈጽሟቸው የሚገቡ ነገሮች 
ሊኖሩ ስለሚችሉ እነዚህን ወሳኝ ቀናት ሊይዝ ይችላል። ይኽን መረጃ የማግኘት እና ያለምንም ክፍያ በቋንቋዎ እገዛ የማግኘት መብት አለዎት። 
አባል ከሆኑ ከመታወቂያ ካርድዎ በስተጀርባ ላይ ወደተጠቀሰው የስልክ ቁጥር መደወል ይችላሉ። አባል ካልሆኑ ደግሞ ወደ ስልክ ቁጥር 
855-258-6518 ደውለው 0ን እንዲጫኑ እስኪነገርዎ ድረስ ንግግሩን መጠበቅ አለብዎ። አንድ ወኪል መልስ ሲሰጥዎ፣ የሚፈልጉትን ቋንቋ 
ያሳውቁ፣ ከዚያም ከተርጓሚ ጋር ይገናኛሉ። 

Èdè Yorùbá (Yoruba) Ìtẹ́tíléko: Àkíyèsí yìí ní ìwífún nípa iṣẹ́ adójútòfò rẹ. Ó le ní àwọn déètì pàtó o sì le ní láti 
gbé ìgbésẹ̀ ní àwọn ọjọ́ gbèdéke kan. O ni ẹ̀tọ́ láti gba ìwífún yìí àti ìrànlọ́wọ́ ní èdè rẹ lọ́fẹ̀ẹ́. Àwọn ọmọ-ẹgbẹ́ 
gbọ́dọ̀ pe nọ́mbà fóònù tó wà lẹ́yìn káàdì ìdánimọ̀ wọn. Àwọn míràn le pe 855-258-6518 kí o sì dúró nípasẹ̀ ìjíròrò 
títí a ó fi sọ fún ọ láti tẹ 0. Nígbàtí aṣojú kan bá dáhùn, sọ èdè tí o fẹ́ a ó sì so ọ́ pọ̀ mọ́ ògbufọ̀ kan. 

Tiếng Việt (Vietnamese) Chú ý: Thông báo này chứa thông tin về phạm vi bảo hiểm của quý vị. Thông báo có thể 
chứa những ngày quan trọng và quý vị cần hành động trước một số thời hạn nhất định. Quý vị có quyền nhận 
được thông tin này và hỗ trợ bằng ngôn ngữ của quý vị hoàn toàn miễn phí. Các thành viên nên gọi số điện thoại 
ở mặt sau của thẻ nhận dạng. Tất cả những người khác có thể gọi số 855-258-6518 và chờ hết cuộc đối thoại cho 
đến khi được nhắc nhấn phím 0. Khi một tổng đài viên trả lời, hãy nêu rõ ngôn ngữ quý vị cần và quý vị sẽ được 
kết nối với một thông dịch viên. 

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong 
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng 
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling 
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang 
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng 
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo 
at ikokonekta ka sa isang interpreter. 

Español (Spanish) Atención: Este aviso contiene información sobre su cobertura de seguro. Es posible que 
incluya fechas clave y que usted tenga que realizar alguna acción antes de ciertas fechas límite. Usted tiene 
derecho a obtener esta información y asistencia en su idioma sin ningún costo. Los asegurados deben llamar al 
número de teléfono que se encuentra al reverso de su tarjeta de identificación. Todos los demás pueden llamar al 
855-258-6518 y esperar la grabación hasta que se les indique que deben presionar 0. Cuando un agente de seguros 
responda, indique el idioma que necesita y se le comunicará con un intérprete. 

Русский (Russian) Внимание! Настоящее уведомление содержит информацию о вашем страховом 
обеспечении. В нем могут указываться важные даты, и от вас может потребоваться выполнить некоторые 
действия до определенного срока. Вы имеете право бесплатно получить настоящие сведения и 
сопутствующую помощь на удобном вам языке. Участникам следует обращаться по номеру телефона, 
указанному на тыльной стороне идентификационной карты. Все прочие абоненты могут звонить по 
номеру 855-258-6518 и ожидать, пока в голосовом меню не будет предложено нажать цифру «0». При 
ответе агента укажите желаемый язык общения, и вас свяжут с переводчиком. 
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�हन्द� (Hindi) ध्यान द�: इस सचना म मखु्यू जानकार� द� गई है। हो सकता है �क इसम आपक� बीमा कवरेज के बारे म�

�त�थय� का उल्लेख हो और आपके �लए �कसी �नयत समय-सीमा के भीतर काम करना ज़रूर� हो। आपको यह जानकार� 

�नःशल्क पाने का अ�धकार है। सदस्य� को अपने पहचान पत्र के पीछे �दए गए फ़ोनुऔर सबं�ंधत सहायता अपनी भाषा म

नबंर पर कॉल करना चा�हए। अन्य सभी लोग 855-258-6518 पर कॉल कर सकते और जब तक 0 दबाने के �लए न कहा ह� 

जाए, तब तक सवंाद क� प्रती�ा कर�। जब कोई एज�ट उत्तर दे तो उसे अपनी भाषा बताएँ और आपको व्याख्याकार से कनेक्ट 

कर �दया जाएगा। 

Ɓǎsɔ́ɔ̀-wùɖù (Bassa) Tò Ɖùǔ Cáo! Bɔ nìà kɛ ɓá nyɔ ɓě ké m̀ gbo kpá ɓó nì fũà̀-fṹá-tìǐn nyɛɛ jè dyí. Bɔ nìà kɛ 
ɓéɖé wé jɛ́ɛ́ ɓě ɓɛ́ m̀ ké ɖɛ wa mɔ m̀ ké nyuɛɛ nyu hwɛ̀ ɓɛ́ wé ɓěa ké zi. Ɔ mɔ nì kpé ɓɛ́ m̀ ké bɔ nìà kɛ kè gbo-
kpá-kpá m̀ mɔ́ɛɛ dyé ɖé nì ɓíɖí-wùɖù mú ɓɛ́ m̀ ké se wíɖí ɖò pɛ́ɛ̀. Kpooɔ nyɔ ɓě mɛ ɖá fṹùn-nɔ̀ɓà nìà ɖé waà 
I.D. káàɔ ɖeín nyɛ. Nyɔ tɔ̀ɔ séín mɛ ɖá nɔ̀ɓà nìà kɛ: 855-258-6518, ké m̀ mɛ fò tee ɓɛ́ wa kéɛ m̀ gbo cɛ̃ ɓɛ́ m̀ ké 
nɔ̀ɓà mɔ̀à 0 kɛɛ dyi pàɖàìn hwɛ̀. Ɔ jǔ ké nyɔ ɖò dyi m̀ gɔ jǔǐn, po wuɖu m̀ mɔ poɛ dyiɛ, ké nyɔ ɖò mu ɓó nììn 
ɓɛ́ ɔ ké nì wuɖuɔ mú zà. 

বাংলা (Bengali) ল�য্ করন: এই েনািটেশ আপনার িবমা কভােরজ স�েকর্ তথয্ রেয়েছ। এর মেধয্ গর�পূণর্ তািরখ থাকেত পাের 

এবং িনিদর্� তািরেখর মেধয্ আপনােক পদে�প িনেত হেত পাের। িবনা খরেচ িনেজর ভাষায় এই তথয্ পাওয়ার এবং সহায়তা পাওয়ার 

অিধকার আপনার আেছ। সদসয্েদরেক তােদর পিরচয়পে�র িপছেন থাকা ন�ের কল করেত হেব। অেনয্রা 855-258-6518 ন�ের 

কল কের 0 িটপেত না বলা পযর্� অেপ�া করেত পােরন। যখন েকােনা এেজ� উত্তর েদেবন তখন আপনার িনেজর ভাষার নাম বলনু 

এবং আপনােক েদাভাষীর সে� সংযু� করা হেব। 

 نکمم ورا ںیہ یتکس وہ ںیخیارت ییدلک ںیم سا ۔ےہ لمتشم پر تاموعلم قلعتم ےس جیورک سنیورشنا ےک پآ سڻون ہی: جہتو Urdu)(وارد
 ہچرخ یرغب ورے انکر لصاحتامولعمہیساپےکپآ۔ےپڑ تروضر یکےنکر یئاواررککتںوخیارتیخرآ وصصخموکپآہکےہ
 گریی دھبس ۔ےیہاچ ینکر لاک پر برمن نوف ودجوم پر تشپ یک ارڈک یتخانش ےنپا وک نبرامم ے۔ہ قح اک ےنرک لصاح مدد ںیم نابی زنپا ےیک

 ورا ںیہ ےتکس کر لاک پر 6518-258-855 لوگ
 ۔ےگ ںیئاج وہ طوبمر ےس مجترم ورا ںیئاتب

 نابہ زبولطم ینپا پر ےنیب داوج ےک ٹنجیا ۔ںیکر ارظتنا کت ےناج ےہک وک ےنابد 0

 خیارت ات تسا ملاز و شداب یمھم یاھ خیارت یواح تسن اکمم ت.سا امش ھمیب ششوپ هاربی درتاعلاطا یواح ھیملاعا نیا :ھجوت Farsi)( سیرفا
 یدنکتفاین دراتودخنابھ زبناگیارتورصھبای ریامنھاو ر تاعلاطانیاات یدتسھ اروردخبرقحنیا از امش ید.نکماقدایصاخهشد قررم
 هارمشاب ندناوتیم ادفرا یراس ند.یرگبسامتناشییاسانشتارکتشپره دشد جه دررماش با دیبا ضاعا

. 

عدد دوش ھتسواخ اھنآ از ات ندنامب ظرتنم و ندیرگب سامت 855-258-6518 
 .یدوشلصوھطوبمر مجترمھبات یدنکمیظنتااز رین وردم

 ناب، زاھورتپراا از یکی طسوت ییوگخساپ از عدب ند.ھار دشف ار 0

 تويیح: ھتنبی (Arabic)  ةربیعلا ةغللا
 ةحددمةائیھن یدعاومللوحبتااءجرإ

 ذاخات إلىجاحتتقدو،ةمھم خیاروت على تويیح قدو،ةینیمألتاكطیتغت أنشبتاوملمع على ارطخلإااھذ
 قیح.

 مبھ ةاصخلا ویةھلافریعت قةابط رظھ في روذكلمافاتھلا قمر على
 لاصلاتا اءضعلأا على يغینب. ةفلتك أيلحمت وندب تكلغبتاومللمعاوةعداسملاهھذ على لوصحال لك

 مقلرا على لاصلاتانریخلآلنیمك.
 ابھ لصاوتلا إلى جاحتتيلتاةغللا كراذ ،ءوكلالا حدأ ابةجإدعن .0 قمر على طضغلامھمن بطلیىحت ةثادحملالخلا ارظتنلااو 855-258-6518 

 .نرییوفلانمیجرمتلادحبأ كلصیوتمسیتو

中文繁体 (Traditional Chinese) 注意：本聲明包含關於您的保險給付相關資訊。本聲明可能包含重要日期

及您在特定期限之前需要採取的行動。您有權利免費獲得這份資訊，以及透過您的母語提供的協助服

務。會員請撥打印在身分識別卡背面的電話號碼。其他所有人士可撥打電話 855-258-6518，並等候直到

對話提示按下按鍵 0。當接線生回答時，請說出您需要使用的語言，這樣您就能與口譯人員連線。



     
      
           

    
     

 
  

    
 

     
 

  
   

  
  

            
              
            

         
       

    
 

 
 

 
  

  
 

Igbo (Igbo) Nrụbama: Ọkwa a nwere ozi gbasara mkpuchi nchekwa onwe gị. Ọ nwere ike ịnwe ụbọchị ndị dị 
mkpa, ị nwere ike ịme ihe tupu ụfọdụ ụbọchị njedebe. Ị nwere ikike ịnweta ozi na enyemaka a n’asụsụ gị na 
akwụghị ụgwọ ọ bụla. Ndị otu kwesịrị ịkpọ akara ekwentị dị n’azụ nke kaadị njirimara ha. Ndị ọzọ niile nwere 
ike ịkpọ 855-258-6518 wee chere ụbụbọ ahụ ruo mgbe amanyere ịpị 0. Mgbe onye nnọchite anya zara, kwuo 
asụsụ ị chọrọ, a ga-ejikọ gị na onye ọkọwa okwu. 

Deutsch (German) Achtung: Diese Mitteilung enthält Informationen über Ihren Versicherungsschutz. Sie kann 
wichtige Termine beinhalten, und Sie müssen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben 
das Recht, diese Informationen und weitere Unterstützung kostenlos in Ihrer Sprache zu erhalten. Als Mitglied 
verwenden Sie bitte die auf der Rückseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen 
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu drücken. Geben Sie dem 
Mitarbeiter die gewünschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann. 

Français (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates 
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances. 
Vous avez le droit d'obtenir gratuitement ces informations et de l'aide dans votre langue. Les membres doivent 
appeler le numéro de téléphone figurant à l'arrière de leur carte d'identification. Tous les autres peuvent appeler le 
855-258-6518 et, après avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités à le faire. Lorsqu'un(e) 
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprète. 

한국어(Korean) 주의: 이 통지서에는 보험 커버리지에 대한 정보가 포함되어 있습니다 . 주요 날짜및 
조치를 취해야 하는 특정 기한이 포함될 수 있습니다 . 귀하에게는 사용 언어로 해당 정보와 지원을 받을 
권리가 있습니다 . 회원이신 경우 ID 카드의 뒷면에 있는 전화번호로 연락해 주십시오 . 회원이 아니신 경우 
855-258-6518 번으로 전화하여 0을 누르라는 메시지가 들릴 때까지 기다리십시오 . 연결된 상담원에게 
필요한 언어를 말씀하시면 통역 서비스에 연결해 드립니다 . 

Diné Bizaad (Navajo) Ge’: D77 bee i[ hane’7g77 bii’ dah0l= bee 44dah0zin b4eso 1ch’33h naanil 
n7k’ist’i’7g77 b1. Bii’ dah0l== doo 7iyis77 yoolk11l7g77 d00 t’11doo le’4 1dadooly99l7g77 da 
y0keedgo t’11 doo bee e’e’aah7 1jiil’99h. Bee n1 ah00t’i’ d77 bee i[ hane’ d00 
nik1’1doowo[ t’11 n7nizaad bee t’11 jiik’4. Atah danil7n7g77 b44sh bee hane’4 bee w0[ta’7g77 
nit[‘izgo bee nee h0dolzin7g77 bik44d66’ bik11’ bich’8’ hodoonihj9’. Aad00 n11n1[a’ 47 koj8’ 
dah0doolnih 877-889-2478 d00 yii dii[ts’88[ ya[t7’7g77 t’11 n7l47j9 11d00 47 bik44’d00 naasb22s 
bi[ adidiilchi[. !k1’1nidaalw0’7g77 neidiit33go, saad bee y1ni[t’i’7g77 yii diiki[ d00 ata’ halne’4 
l1 n7k1’1doolwo[. 
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