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LGHP MEMBERSHIP CORRECTION/CHANGE FORM

Member Name: 
                                                                         
SSN:                         __________________

Corrected Name:
________________________________________
Corrected SSN: ______________________

Unit Code: 
__LS 027________________________________
Date of Hire: ________________________

_  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  

	                                           CHANGE TO    START DATE   END DATE

MEMBER BIOGRAPHY

___ Martial Status                   ____________    ___________    __________

___ Birth Date                         ____________

___ Medicare Status                ____________   ___________    __________

___ Part A Effective                __Free (Y/N)_    ___________    __________

___ Part B Effective                ____________   ___________    __________

   
	THINGS  TO  REMEMBER

* Marriage or divorce is a Change in Status
* All Medicare changes require a copy of the                                                                                                      

    Medicare Card.

* All Medicare effective dates are the 1st of                

   month.

	MEMBER GROUP

___ Type Enrollee               ___________   __________   _________ ___ Part Time %                 ___________   __________   _________

___ Qual. Chg. Reason       ___________   __________   _________

      (w/request date)

___ Unit Code                     ___________   __________   _________

___ Work County                ___________   __________   _________
	* Going off or returning to payroll or changing 

    back and forth from part-time to full-time is   

    a Change in Status.

* ENTER Change in Status codes under 

   Qualifying Change Reason.

* Request date must be within 60 days of the  

   Change in Status.

	MEMBER   HEALTH

___ Active/Term              ___________   __________   _________

        (T/W) Code              ___________
___ Carrier                       ___________   __________   _________

        (Chg. Code)              __________

___ Primary Care             ___________   __________   _________

       Physician #


	* H/D/V plans must all be active or terminated.  

   Please provide term/waive code, if applicable.

* Carrier change requires a Change in Status.

* T/W Code = Transaction Waiver Code
	

	MEMBER  DENTAL

___ Active/Term              __________   __________   _________

 ____   (T/W) Code          __________

	* H/D/V plans must all be active or terminated.  

   Please provide term/waive code, if applicable.

* Carrier change requires a Change in Status.

   Carrier Reason code corresponds to this


	

	Member’s Signature: ______________________________________       Date: ____________________________

HPR Phone #: ___________________________________________

_______________________________________________________        Date: ____________________________

HPR (SWCD Chairman) Signature

Attachments: _________________________________________________________________________________

* Note: Change in Status Requires Member’s Signature
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	Dep. Name: ___________________________________________

Corrected Name: _______________________________________

(Please attach extra sheet if necessary)                                   
	SSN: ________________________________

Corrected SSN: ________________________

Date of Birth (D.O.B.) ___________________

Corrected D.O.B.: ______________________

	                                           CHANGE TO    START DATE   END DATE

DEPENDENT  BIOGRAPHY

___ Medicare Status                ____________   ___________    __________

___ Part A Effective                __Free (Y/N)_    ___________    __________

___ Part B Effective                ____________   ___________    __________

	THINGS  TO  REMEMBER

* All Medicare changes require a copy of the                                                                                                      

    Medicare Card.

* All Medicare effective dates are the 1st of                

   month.

	DEPENDENT GROUP

___ Type Dependent           ___________   __________   _________                                      

         (T/W code)                 ___________

___ Relationship Code        ___________   __________   _________

___ Recert. Date                  ___________   __________   _________

        (Ann.19/23)
	* Include termination reason code, if necessary.

*Annual Recert date must be 9/1.  Recert date          

  for age 19 and 23 is dependent’s birthdate.

  Note: Dependents age 19 and 23 may need to

  Recertify twice in the same year

	DEPENDENT  HEALTH

___ Active/Term               ___________   __________   _________

        (T/W) Code               ___________
___ Carrier                        ___________   __________   _________

        (Chg. Code)              ___________

___ Primary Care             ___________   __________   _________

        Physician #


	* H/D/V plans must all be active or terminated.  

   Please provide term/waive code, if applicable.

* Dependent carrier must match member’s carrier.

* PCP code required for new dependents.

	DEPENDENT  DENTAL

___ Active/Term               ___________   __________   _________

        (T/W) Code               ___________

	* H/D/V plans must all be active or terminated.  

   Please provide term/waive code, if applicable.



	Other (address, etc.): __________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Comments: ________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________


