BlueCross BlueShield
of Texas

Away From Home Care® Program

Instructions:

Completion of this Application is not a guarantee of Away From Home Care (AFHC) coverage.

ALL APPLICATIONS MUST BE “QUALIFIED” FOR COVERAGE UPON RECEIPT BY THE AFHC
DEPARTMENT.

1.

Fill in Guest Member Information, Subscriber Information, and Type of Guest Membership
completely. If Guest Member is a minor, Guardian/Authorized Agent Information must be
completed. (AFHC Coordinator will confirm Application Status from/to dates of coverage.)

. Sign, date, and return this application to Blue Cross and Blue Shield of Texas (BCBSTX) AFHC

Department. For further assistance, contact your Customer Service Department.

. A confirmation letter and a copy of the transmitted Away Fromm Home Care Application will be sent

to the subscriber's address for your records.

. Guest Memberships can be terminated due to lack of eligibility without written notification.

. All Away From Home Care Applications must be renewed prior to Application End Date

from/to dates of coverage. BCBSTX AFHC Department will send a courtesy reminder letter
one to two months prior to the ending date to the subscriber’s home address. It is the subscriber'’s
responsibility to renew Away From Home Care coverage.

. Please contact the AFHC Department for any changes to this application.

If retrieving this application from the website (bcbstx.com):
o print
« complete
e Sign
o mail to:
Blue Cross and Blue Shield of Texas
4242 Sunset Drive
San Angelo, Texas 76904
ATTN: AFHC FSU

Thank you for participating in the HMO Away From Home Care Program.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 732155.0716



Away From Home Care®
Guest Membership Application

PR BlueCross BlueShield
AV of Texas

®

Application UID: ‘ AFHC Network:

Application Status:

Application Start Date:

Application End Date:

mm/dd/yyyy mm/dd/yyyy
Guest Member Information
Date of Birth:
Guest Member Name mm/dd/yyyy
Gender:
Away From Home Address: Street / Apt. # Male Female
Social Security Number:
City State ZIP Code Guest Member ID:
Away From Home Telephone: Relationship to Subscriber:
Subscriber Information Employer Information
Date of Birth:
Subscriber Name Company’s Name
Gender:
Subscriber Address: Street / Apt. # Male Female Company’s Address: Street
Social Security
City State ZIP Code Number: City State ZIP Code
Primary Telephone: .
Work Telephone: Subscriber ID: Group Number:
Home Information Host Information
Plan Code: Plan Code:
Plan Name: Plan Name:
Plan Address: Plan Address:
Plan Primary Contact(s):
Plan Primary Contact(s) Phone Number: Plan Primary Contact(s):
Home Primary Care Physician (PCP): )
Plan Primary Contact(s) Phone Number:
PCP Telephone Number:
Membership Details
Type of Guest Membership: Benefit Level:
(Student / Long-Term Traveler / Families Apart) (High / Low)
Memo:
Drug Card Name: Drug Card Telephone:
Mental Health Provider Name: Mental Health Provider Telephone:
Mental Health Benefits Provided By:
Medicare Information
Medicare Enrollee:
Guardian/Authorized Agent Information
Notes: Telephone:
Relationship to Guest:
Authorized to receive information about Guest:
Yes/No

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,

a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

732155.0716



Away From Home Care® Application

| hereby certify that all information stated in Guest Membership and Subscriber Information on the
front of this application is truthful and correct to the best of my knowledge. | acknowledge that the
benefit program providing coverage to myself or eligible dependents as Guest Members of the Host
HMO may vary from the benefit program at my Home HMO. | understand that as a Guest Member
the Host HMO benefit program’s scope and levels of coverage apply.

Subscriber Signature Date

Guest Member Signature Date
(Parent/Legal Guardian for Minor)



BlueCross BlueShield of Texas

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost. To speak to an
interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.
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Francais Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun
Frengh colt. Pour parler a un interpréte, composez le numéro du service client indiqué au verso de votre carte de membre. Si vous n'étes pas membre ou si vous
n'avez pas de carte, veuillez composer le 855-710-6984.
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KapTOYKM y4acTHUKa. ECnu Bbl He ABNSIETECH YHACTHUKOM UMK Y BAC HET KapTOUKM, NO3BOHWTE NO TenedoHy 855-710-6984.
Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con
s znish un intérprete comuniquese con el nimero del Servicio al Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro o no posee una
P tarjeta, llame al 855-710-6984.
Tagalo Kung ikaw, o ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang
Tagalog bayad. Upang makipag-usap sa isang tagasalin-wika, tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay
galog hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
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hodc khang c6 thg, goi s6 855-710-6984.
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BlueCross BlueShield of Texas

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbstx.com
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