South Carolina Individual and Family Change Request Form

2023 ACA Individual and Family

Step 1: Member Information

Request only for members with prefix

ID Card #:
Member’s Last Name: First Name:
Member’s Email Address: Member’s Phone Number:

Step 2: Remove Dependent

Last Name: First Name: SSN: DOB:
Last Name: First Name: SSN: DOB:
STOP. If no additional changes, please see last page for form submission directions.

Step 3: Address Change

Address Change  OYes ONo

If yes, please document the new residential/rate address.

Street Name:

City: State: ZIP Code:

STOP. If no additional changes, please see last page for form submission directions.

Step 4: Add Dependent

Last Name: First Name: SSN: DOB:

Last Name: First Name: SSN: DOB:

In the last six months, has any person to be insured, if age 18 or older, used tobacco four or more times a week?
If so, please indicate.

Last Name: First Name:

Last Name: First Name:

If special enrollment period (SEP), what is the qualifying event?
Date of Event:

If adding dependent due to an SEP, please submit SEP documentation with this form.
Members adding or removing dependents may only select plans within their metal level.
Are you keeping your current plan? OYes ONo

If no, please select your plan on the next page of this document.
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South Carolina Individual and Family Change Request Form

Choose One BlueEssentials™ Plan:

Gold 1 HD Gold 3 Standard Gold @ Gold 4 Gold 5 Silver 1

HD Silver 6 Silver 7 Silver 14 Silver 15 Silver 16 HD Silver 20
Silver 21 Silver 28 Silver 38 Silver 39 Standard Silver HD Bronze 3
Bronze 4 HD Bronze 5 Bronze 6 Standard Bronze @ Stnd. Exp. Bronze Catastrophic 1

Choose One BlueExclusive™ Reedy Plan:
These plans are only available in Laurens, Oconee, Greenville and Pickens Counties:
Gold 1 Silver 1 Silver 2 Bronze 1

Choose One BlueExclusive™ Cooper Plan:

These plans are only available in Orangeburg, Williamsburg, Charleston, Dorchester and Berkeley Counties:
Gold 1 Silver 1 Silver 2 Bronze 1

Choose One BlueExclusive™ Congaree Plan:
These plans are only available in Kershaw, Lexington, and Richland Counties:
Gold 1 Silver 1 Silver 2 Bronze 1

Choose One BlueExclusive™ Pee Dee Plan:
These plans are only available in Florence, Georgetown, Horry, and Marion Counties:
Gold1 Silver 1 Silver 2 Bronze 1

Choose One BlueExtend™ Plan:
Gold 1 Gold 2 Silver 1 Silver 2 Bronze 1 Bronze 2

Blue VirtuConnect™ Plan:
These plans are only available in Aiken, Anderson, Spartanburg, and York Counties:
Gold 1, @ Silver 1 @ Bronze 1



Step 5: Billing information

Has your billing information changed:  OYes ©ONo O Recurring Payment
If billing information has changed, please supply:
Name on checking account:

Routing Number: Account Number:

Agent Information

Agent ID:
Agent Name:

Form Submission

When form is complete and necessary documentation gathered, you can send it via:

Secure Email: membership.sep@bcbssc.com (Preferred Method)

Fax: 803-870-9439 Phone: 855-404-6752

Effective dates are assigned based on the Qualifying Life Event that occurred and application submission date.

We cannot process a change request if SEP documentation is not included. Please submit SEP documentation within 14 days of submitting this form.
We will not process incomplete forms.

BlueCross BlueShield of South Carolina is an independent licensee of the Blue Cross and Blue Shield Association. 216297-01-2023



Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or
1-800-537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MER, BEEGEERMNEER HRENARERIAEZESAENMEE SEENRELUIEHEESIIERIFEA
B, AE—hIFIES, 758 1-844-396-0188, (Chinese)

NE&u quy vi, hodc 13 ngudi ma quy vi dang gitp d®, cé nhirng cau hoi quan tdm vé chwong trinh strc khde nay, quy
vi s& duoc giup dé véi cac thong tin bing ngdn ngilt cia quy vi mién phi. D& néi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

o] AR ol Falo] Lot AL T A o] 9 O A 1-844-396-0187% A T4 A 2.
7 3te] v]-g F}lo] gharol & W ok= Yy Tk (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839. (Tagalog)

Ecam y Bac uam anua, KoTopomy Bbl MOMOraeTe, MMelTCs BONPOChI No nosoAy Balero niaHa meguumMHCKOro
o6cnyXnBaHuMA, To Bbl MMeeTe NpaBo Ha 6ecnnaTHoe NoayyYeHre NOMOLM U MHGOPMALLMM HA PYCCKOM fi3blKe. A
pa3roBopa ¢ NepeBoaYMKOM No3BoHUTe no TenedoHy 1-844-389-4840. (Russian)

il steall 5 sacbusall o Jsandl 3 3all @bald oda daall Aad a geady diud saclud padid ol i @bl (IS
(Arabic) 1-844-396-0189 « Juall an yie ae Ll AGISE A (550 (e lialy 4y ) 5 puall
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Si ou menm oswa yon moun w ap ede gen kesyon konseénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entéprét, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiaé z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de saude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hiatf-. TEEBLEEABSHEHEZINATNSEIAD., COBERKR ICOVWTITEMASIWELES, &
FEDEETHR—FEZFEY., BHREAFLEYIZIENTEET, HEFIMANMY EEA, BR
EREINBIEE. 1-844-396-0185 TTHEFE SV,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

bl gy 4l Gl senly o YT e S 0 SaS gl 4y 48 o3 Ly Led S
OLS 15 ssb 4 15 298 0Loy 4 oledhl 5 S 45 4u)0s 1) ool @ cadly 4Bl
Juol> wlas 1-844-398-6233 o ylad Ly Likl cprde Lo oS oo sl o L dad S ol
(Persian-Farsi) . s las

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’adh naa’niligi haa’ida yi na’ idit kidgo,

nih4’aho66t’1” nihi ka’a’doo wolgo kwii ha’at’ish{{ bi na’idotkidigi doo bik’¢’azlaagdo. Ata’ halne’é ta’
bich’{” ha desdzih ninizingo, koji’ béésh bee holne’ 1-844-516-6328. (Navajo)

Vann du adda ebbah es du am helfa bisht, ennichi questions hend veyyich deah health plan, hend diah's
recht fa hilf un information greeya in eiyah aykni shprohch unni kosht. Fa shvetza mitt en interpreter,
roof deah nummah oh 1-833-584-1829. (Pennsylvania Dutch)
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