R Blue Cross
Dependent Addendum Bl Shoas

Plans for Individuals and Families of Rhode Island

Please complete the following when you have more than two dependents and
attach it to the Health Plan Application for Individuals and Families.

Applicant name Social Security number (xxx-xx-xxxx)

Phone number Effective date (mm/dd/yyyy)

Dependent Information

Dependent #3 First name Last name M.l. | Relationship
[] Son [] Daughter

Date of birth Social Security number | E-mail address
(mm/dd/yyyy) (XXX-XX-XXXX)

Primary care physician (PCP) name, street, city/town, state and ZIP code

Are you a current patient? [] Yes [ No

Dependent #4 First name Last name M.l. | Relationship

[J Son [] Daughter
Date of birth Social Security number | E-mail address
(mm/dd/yyyy) (XXX-XX-XXXX)

Primary care physician (PCP) name, street, city/town, state and ZIP code

Are you a current patient? [] Yes [ No

Dependent #5 First name Last name M.Il. | Relationship

[] Son []] Daughter
Date of birth Social Security number | E-mail address
(mm/dd/yyyy) (XXX-XX-XXXX)

Primary care physician (PCP) name, street, city/town, state and ZIP code

Are you a current patient? [] Yes [] No
| e
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Dependent #6 First name Last name

M.Il. | Relationship
[] son [] Daughter

Date of birth
(mm/dd/yyyy)

Social Security number
(XXX-XX-XXXX)

E-mail address

Primary care physician (PCP) name, street, city/town, state and ZIP code

Are you a current patient? [] Yes [] No

This Dependent Addendum shall be deemed a part of the Health Plan Application for Individuals
and Families (“the Application”); please staple this form to the Application and mail it to the

address provided in Section 9 of the Application.
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