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OTHER COVERAGE QUESTIONNAIRE

Group Name:

Group Number:

Employee Name:

Last First M

Employee Unique ID:

Spouse’s Name:

Last First M

Dependent Name(s):

Do any of the family members listed above have Medicare or are eligible for Medicare?
[ ] NO
[ ] YES (If yes, please complete the following.)

List the names of each covered individual

Effective Date of Coverage: Part A Part B

Do any of the family members listed above have other group insurance currently in force?

] NO

[ ] YES (If yes, please complete the following.)

List the names of each covered individual

Name of other insurance company

Group ID number Effective Date of Coverage

Check all of the benefits provided under the other group plan:
[ ] Medical [ ] Drug Card [ ] Dental [] Vision

I certify that the above statements are true and complete to the best of my knowledge.

Signature of Employee Date



