Missoula, MT 59806-3018
a Cigna Company Fax: 406-523-3111

(A) Allegiance

Aug 01, 2017

Dear

Included in this letter, you will find a short form requesting information related to other insurance
coverage for yourself and your family. We must request this information to prevent delays in
processing your claims. Your cooperation will be greatly appreciated. A response is required prior to
any future claims processing, even if the response is that there is no other insurance coverage.

Please take a moment now to complete the form and return it. Alternatively, you may fax the form to
us Toll Free at 1-866-201-0522, you may access our web site at www.askallegiance.com and
complete and submit the questionnaire under Forms—>Health Forms—> Coordination of Benefits
Questionnaire, or you may email a response to cobinfo@askallegiance.com. Your rapid response
will be greatly appreciated and will enable us to process your claims in a timely fashion. Failure to
respond may delay claims processing at the time the claims are received. Therefore, we strongly
encourage you to take the time to respond now. Thank you for your assistance.

If you have any questions regarding this request, please contact our Customer Service
Representatives at 1-800-877-1122.

Sincerely,

Allegiance Benefit Plan Management, Inc.
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(A Allegiance

Missoula, MT 59806-3018
a Cigna Company Fax: 406-523-3111

Aug 01, 2017

Group #:

Group Name:
Participant Name:
Participant ID #:
Patient Name:

Dear

We have received information that there may be other insurance coverage on the above patient.
Please complete the following questionnaire and return it to the address on this letterhead. Pursuant
to the claims processing policy adopted by the plan, we must receive this information within 30 days
of the date of this letter or claims will be denied. If you have questions please contact our customer
service department. Thank you in advance for your prompt attention to this request.

Do you or any other family member have other insurance coverage?
yes no

If yes, please complete the following or go to our website www.askallegiance.com.

Employee

Name of other insurance

Address

Phone Group Number Policy #

Effective date Term date

Type of coverage:

___medical _ dental __ vision __ life _ pharmacy __ disability
Policy Holder Date of Birth

Who else is covered under this policy?

Name Date of Birth

Name Date of Birth

Name Date of Birth

Spouse/Dependents

Name of other insurance

Address

Phone Group Number Policy #

Effective date Term date

Type of coverage:

__medical __ dental __ vision __ life _ pharmacy __ disability
Policy Holder Date of Birth
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a Cigna Company

Group #:

Group Name:
Participant ID #:
Patient Name:

Spouse/Dependents, cont'd...

Who else is covered under this policy?

Name Date of Birth
Name Date of Birth
Name Date of Birth
Name Date of Birth

Medicare information
Do you or any other family member have Medicare? Yes No
**|f yes, please submit a copy of your Medicare Card**

If yes, please complete the following:

Employee
Do you have Medicare Part D, prescription coverage? Yes No
If on Medicare Disability, was disability for End Stage Renal Disease? Yes No

If ESRD, when did dialysis treatments begin?

Spouse/Dependents
Do you have Medicare Part D, prescription coverage? Yes No
If on Medicare Disability, was disability for End Stage Renal Disease? Yes No

If ESRD, when did dialysis treatments begin?

If separated or divorced:
Please complete the following for dependent children in order to determine which coverage has
primary liability:

What was the date of divorce or separation?
Which parent has physical custody of the child?
Name Date of birth

Is there a court order making one parent responsible for the child’s medical/dental/vision expenses?
Yes No
**|f yes, please provide a copy of the divorce decree or parenting plan**

Has the parent with custody remarried? Yes No

If yes, does the step-parent cover this child? Yes No

Page 3 of 4



A = ® PO Box 3018

e I a n ‘ : e Missoula, MT 59806-3018

- Fax: 406-523-3111
a Cigna Company

Group #:

Group Name:
Participant ID #:
Patient Name:

If separated or divorced, cont'd...

Name of other insurance

Address
Phone Group Number Policy#
Effective Date Term date

Type of coverage:

__medical __ dental __ vision __ life __ pharmacy __ disability
Policy Holder Date of Birth

Who else is covered under this policy?

Name Date of Birth

Name Date of Birth

Name Date of Birth

Name Date of Birth

Please provide a telephone number where we may reach you if additional information is needed:

)

| certify that the above information is true to the best of my knowledge. | authorize any physician,
facility, insurance company, or employer to release information to the Plan Supervisor/Claims
Processor.

Aug 01, 2017
Signature of the Employee Date
Signature of Dependent (if 18 years of age) Date

Printed Name of Person Signing Form

Some states require that we notify you, “Any person who knowingly with intent to defraud, or deceive
an insurance company or employee benefit plan, files a false statement containing false, incomplete
or misleading information, is, in some states, guilty of a felony of third degree.”
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ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-855-999-1062 (TTY: 1-855-999-1063).

fa) 855-999-1062 sl ) aadil | alald Jel 8l 55 A all) seaulall Cleas (il cdalll S daatiic€ 3) s shale
.(855-999-1063 :aSH 5 alial Caial

AR R EE AR AT DI B IEGEE S RIS - AL 1-855-999-1062 (TTY - 1-
855-999-1063 )

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-999-1062 (ATS : 1-855-999-1063).

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele
1-855-999-1062 (TTY: 1-855-999-1063).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-855-999-1062 (TTY: 1-855-999-1063).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-855-999-1062 (TTY: 1-855-999-1063).

FEEE BABZFHEINSGE. BEHOEEXEX CFBWZI+FET, 1-855-999-1062
(TTY: 1-855-999-1063) ET. FBIEICT TELKCFE LY,

= SR E AIEotAIE B3R, 20 NI MHIASE S22 0|&0H4A == USLICH 1-855-999-
1062 (TTY: 1-855-999-1063)H 2 2 &3l ol =& Al 2.

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod
numer 1-855-999-1062 (TTY: 1-855-999-1063).

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-855-
999-1062 (TTY: 1-855-999-1063).

BHUMAHMUE: Ecnu Bbl FOBOPUTE Ha PYCCKOM A3blKe, TO BaM A0CTYMHbI 6ecnnaTHble ycnyru nepesoja.
3BoHuUTe 1-855-999-1062 (TeneTaiin: 1-855-999-1063).

ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al
1-855-999-1062 (TTY: 1-855-999-1063).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-999-1062 (TTY: 1-855-999-1063).

CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-855-999-
1062 (TTY: 1-855-999-1063).
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