ECoS Forms — Instructions

New Subscriber Enroliment, Change of Status, or Primary Care Provider Selection

Blue Cross
F=Io Blue Shield
VAV Blue Care Network
®

®  of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

To view and update membership electronically, use eMVP and eMCS on the Group or Agent Portal - the fastest way to update membership records.

n Select the appropriate forms

This packet includes three forms. See below to
determine which form you should use.

New Subscriber Enrollment (page 3):

Use this form to enroll a subscriber in a new plan:

During open enrollment
As a new hire
When returning from layoff or rehired

Because subscriber has lost eligibility on another
plan (loss of coverage). If coverage is lost from an
insurance carrier other than Blue Cross or BCN, a

letter of credible coverage is required.
As a retiree

When surviving spouse is eligible for enrollment

as a new subscriber

When a spouse or dependent is enrolling in
COBRA as a new subscriber

Change of Status (page 5):

Use this form to make changes to an existing plan,

such as:

Adding a dependent, including a spouse or child

Removing a dependent, including a spouse
or child

Transferring subscriber to a new division/
subgroup

Changing or correcting personal information,
such as name, address, email or phone number.

Transferring an existing subscriber to a
COBRA plan

Primary Care Provider Selection (page 4)
Complete this form if:
Subscriber is enrolling in a BCN HMO plan

I} Note the codes and documentation you will need

Use the codes below to complete sections B and D of the New Subscriber Enroliment or Change of Status forms.

Section B. Dependent information
Use codes below to indicate relationship.
Spouse SP

Domestic Partner* DP

Child (by birth or adoption) N
Stepchild S

Child adoption in process** A

Legal Guardianship* L

Disabled child** D

Sponsored dependent* SD

Foster child FC

Court Order Coverage (QMCSO)** C
*Attach documentation

**Attach court order

***Attach provider statement

Section C. Other health care coverage
Members with other health care coverage can

contact insurer to find the original effective date.

If any members are enrolled in Medicare, please
attach a copy of the Medicare card.

Section E. Employer/Group use only

Section D. Health savings, health reimbursement and
flexible spending account options
Do not complete for Blue Care Network members. If the plan
offers HSA, HRA or FSA accounts and you are enrolling in one, use
the codes below to indicate the account type you have selected.
HSA only 1000

HSA with limited purpose FSA 1070

HSA with dependent care FSA 1004

HSA with limited purpose FSA & dependent care FSA 1074

HSA with limited purpose HRA 1600

HSA Opt Out - High deductible plan without HSA 0000
HRA only 0100

HRA with limited purpose FSA 0170

HRA with dependent care FSA 0104

HRA with limited purpose FSA & dependent care FSA 0174

HRA with health care FSA 0110

HRA with health care FSA & dependent care FSA 0114
Health care FSA 0010

Dependent care FSA 0004

Health care and dependent care FSA 0014

PPO without Health care FSA 0000

New subscriber enroliment/COBRA: For a spouse or dependent applying to be the subscriber on a COBRA plan, the
duration is always 36 months. Change of status/COBRA: For an existing subscriber changing to a COBRA plan, where
the qualifying event is termination, COBRA duration is 18 months. In certain circumstances, if a disabled subscriber and
non-disabled family members are qualified beneficiaries, they are eligible for up to an 11-month extension of COBRA

coverage, for a total of 29 months.

B Complete the forms and send to Membership and Billing

Be sure that:

Employer representative has Mail:
signed New Enrollment or

For Blue Cross Blue Shield of Michigan

Blue Cross Blue Shield of Michigan

For Blue Care Network
Mail:
Blue Care Network

Subscriber, spouse or dependent is changing PCP
— this can also be done conveniently online or in
the Blue Cross app
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Membership and Billing - M.C. J 202
P.O. Box 312260

Change of Status form.
Subscriber has read the contract .
conditions on page 2 and signed Detroit, MI 48231
where indicated on each form. Fax: 1-866-900-2619

All required documentation Email:
is attached. GroupCustomerMembership@bcbsm.com

Membership and Billing - M.C. J 207
P.O. Box 44257

Detroit, Ml 48244-0257

Fax: 1-877-218-1466

Email:
BCNGroupMembership@bcbsm.com



Subscriber Agreement

Blue Cross
F=Io Blue Shield
VAV Blue Care Network
®

®  of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

Please read the following information before completing the attached forms. The information on these forms and the
following conditions are part of your contract with Blue Cross Blue Shield of Michigan or Blue Care Network of Michigan.

| am applying for health care coverage with Blue Cross Blue Shield of
Michigan or Blue Care Network, or | am modifying existing coverage

for myself or enrolled family members. Coverage begins on the date
determined by Blue Cross or BCN. When Blue Cross or BCN accepts my
application or changes, my enrolled family members and | are bound by
the terms of the Blue Cross or BCN certificates, riders, other coverage
documents, policies and these forms. | understand that submitting false or
misleading information or omitting material information on these forms may
result in rejection of my changes or retroactive termination of my coverage.

Proof of eligibility: | agree to provide proof of my enrolled family members’
eligibility for coverage when requested by Blue Cross or BCN.

Authorization: | appoint my employer or association to handle all matters
of coverage. My employer may forward any agreed deductions for coverage
from my wages. | am responsible for notifying my employer or association
of changes in my status or my family’s status that affect coverage, such

as marriage, divorce, birth, Medicare entitlements or death of someone
enrolled on the plan. | authorize Blue Cross or BCN or my primary care
provider to obtain the medical records relating to me and my enrolled family
members needed to coordinate our medical care, administer my Blue Cross
or BCN coverage and for other purposes necessary for Blue Cross or BCN
to fulfill its contractual and statutory obligations.

Health Insurance Portability and Accountability Act: If | lose my eligibility
for coverage, | may be entitled to special enrollment rights under HIPAA.
Blue Cross or BCN reserves the right to request written verification of the
date of the event and reason for loss of eligibility from my previous group or
carrier. HIPAA special enrollment rights do not preempt a new hire waiting
period, which must first be satisfied. Termination of employment may qualify
for special enrollment rights, but voluntary terminations of other health care
coverage do not.

Release of health care information: | acknowledge that Blue Cross

or BCN requires me to provide my Social Security number. In applying
for coverage, My enrolled family members and | agree to permit health
care providers and others to release “protected health information (as
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defined in the Health Insurance Portability and Accountability Act of

1996) to Blue Cross or BCN for administering our coverage. Upon my
request, Blue Cross or BCN will tell me where the information was sent.

If I have enrolled in a flexible spending account or health reimbursement
arrangement through my employer, | authorize Blue Cross or BCN to
provide claim information pertaining to me and my enrolled family members
to the account administrator to facilitate reimbursement.

Group representative information: The group confirms that the status
change requested complies with and is permitted under applicable state
and federal law, including the Patient Protection and Affordable Care Act.

Blue Care Network only

My enrolled family members and | agree that all our medical services may
be performed, prescribed, directed or authorized by our designated BCN
primary care provider except in the case of an immediate and unforeseen
medical emergency when the time needed to contact our primary care
provider may mean permanent damage to our health. Unauthorized services
that aren’t an emergency as described above, received from non-BCN
providers, won’t be covered.

| agree to assign to BCN the right to recover from any person or
organization the cost of hospital, medical and prescription services
delivered by or paid for by BCN as a result of accident or disease, including
injuries or disease claimed under workers’ compensation laws or acts,
whether by redemption award, voluntary payment or otherwise.

| authorize any holder of medical or other information about me or my
enrolled family members to release any information needed to determine
benefits coverage to the Centers for Medicare and Medicaid Services, any
insurance company or any HMO and their agents. | request that payment
of authorized Medicare, Medicaid, insurance company or HMO benefits be
made payable to BCN on my behalf for any services that BCN provides to
me and my enrolled family members.



For BCN, also complete page 4, Blue Cross group number Division BCN group number Subgroup number Class number Blue Care Network
Primary Care Provider Selection form of Michigan

New Subscriber Enroliment __ Blue Cross Blue Shield of Michigan [ Blue Care Network L) Blﬂ: (S:Irl?eslg
VY
® ®

Nonprofit corporations and independent licensees

Employer representative signature [SIGN 4 of the Blue Cross and Blue Shield Association
A. Subscriber information
[ Non-U.S. citizen | Social Security /TIN number (required) Subscriber legal last name Subscriber legal first name M.I. | Marital status | Gender/Sex
s M [ F[ M
Subscriber birth date | Home street address City State ZIP code
County Country - if other than USA Primary telephone number \ Home | Secondary telephone number \ Home | Email
[ Work [ Work
[ Cell [ Cell
B. Dependent information — List all family members to be covered. If you have more than four dependents, complete additional copies of this form.
Legal last name Legal first name M.l. | Gender/Sex | Birth date (';llct)lrz‘-el;lls ﬁgﬁjg:ﬁfi‘:&ﬁ%@m ?\gtlﬂci:ﬁg:gigr(zgies)
Spouse ['TF M [
Dep. 1 LJF M [
Dep. 2 [JF M [
Dep. 3 ['1TF M [
Dep. 4 Y [
If the permanent address of the spouse or dependent is different from the subscriber address above, please complete the information below:
Spouse or dependent (full name) Street address City State ZIP code

C. Other health care coverage (Coordination of benefits and Medicare information)

Do you, your spouse or dependents |Person covered (full name)

have other health care coverage? " Check if this applies to all members on this contract

[ Yes [ No Employer or group name Policy number Insurer Original
If yes, complete this section. effective date
Are any members listed enrolled in Medicare? [ Yes [_No | If yes, check category: [ ]over 65 and working [ Retiree __ Disabled __ ESRD Medicare ID
[ Medicare primary [ Subscriber Spouse Medicare A effective date | Medicare B effective date | Medicare D effective date
[ Blue Cross or BCN primary [ Dependent:
| have read and understand the conditions of this form | Subscriber signature EINIP Date
D. Health savings, health reimbursement and flexible spending account options - Blue Cross coverage only. See page 1 instructions for product codes.
Select account option: | |HRA | |HSA | |FSA FSA goal amount | |Opt out | Blue Cross product indicator code:
E. Employer/Group use only
Group name Employer reference ID | Department ID Benefit code Plan code Hire date Effective date
g}hecll(_ cok\)llerage Check enrollment type: [ ]Open enroliment [ New hire [ Rehire [ Return from layoff [ Surviving spouse [ _ Retiree L Salary L Hourly
if applicable:
[ Medical | Loss of eligibility  Insurer’s name (including Blue Cross & BCN) Policy number [ Full time
[ Vision (prior coverage) o [ Partti
C Contract holder Termination date arttime
Dental p— : — -
[ Pharmacy [ COBRA (36 mos) | _Termination [ |Reduction of hours —_ Divorce or legal separation | Previous contract number Original qualifying date
Check reason: [ Layoff [ Deceased subscriber __Loss of dependent status
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Primary

Care Provider Selection

Use this form to choose or change primary care providers
for your BCN HMO.

Choose a primary care provider at enrollment

If you are en
yourself and

rolling in Blue Care Network, you must select a primary care provider for
each person on your contract. If you have more than four dependents, use

additional copies of this form.
You can choose a single PCP for your entire family, or different PCPs for different family

members.
Only famil

y or general practice providers can serve as a PCP for the entire family.

You cannot choose a specialist as your PCP.

Subscribers must provide their Social Security number, if they are U.S. citizens, or

tax identif

ication number (TIN) if they are non-U.S. citizens.

Change your primary care provider

oD
VAV

Blue Cross

Blue Shield

Blue Care Network
of Michigan

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

You may also change your primary care provider by logging onto your bcbsm.com account

or using the Blue Cross mobile app.

If using this form, all changes become effective two business days after we receive this
form, unless you request a later effective date. You cannot select an earlier date.

If you change your primary care provider while being treated by a specialist, your new
primary care provider must reauthorize the treatment you’re receiving. Your treatment
may not be covered until that occurs. You may ask to change your primary care provider
effective immediately by calling the Customer Service number on the back

of your BCN ID card.

[ Non-U.S.

" Subscriber Social Security/TIN number (required) BCN group number
citizen

BCN subgroup

BCN class number

Member Information

Member last name, first name Provider last name, first name gzg‘gg ?o':ﬁy OF;'# Provider address If changing PCPs, list Seen in the last
Find a Doctor or Facility reason 12 months?
Subscriber [ Yes [ No
Spouse [ Yes [ No
Dep. 1 [ Yes [ No
Dep. 2 [ Yes [ No
Dep. 3 [ Yes [ No
Dep. 4 [ Yes [ No

Group/Employer name

Effective date of change:

I have read

and understand the conditions of this form. Subscriber signature SIGN

Signature date

Need information about available primary care providers?
Our website, Find a Doctor or Facility, provides the most current

information

on Blue Cross and BCN-affiliated primary care providers,

including the NPI# required above. You can search for a family practice,
general medicine, internal medicine, pediatrics, preventive medicine, city
or hospital group.
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For Blue Care Network:
Mail completed form to:
Blue Care Network
Membership and Billing - M.C. J 207

P.O. Box 44257
Detroit, M|l 48244-0257

Fax to 1-877-218-1466



http://www.bcbsm.com
https://doctors.bcbsm.com/app/public/#/one/city=&state=MI&postalCode=&country=&insurerCode=BCBSMI_I&productCode=&brandCode=BCBSMI
https://doctors.bcbsm.com/app/public/#/one/city=&state=MI&postalCode=&country=&insurerCode=BCBSMI_I&productCode=&brandCode=BCBSMI

Change of Status [ ]Blue Cross Blue Shield of Michigan [ ]Blue Care Network P, Blﬂ: (S:Irl?eslg
Use this form to change personal Blue Cross group number Division BCN group number Subgroup number Class Number VAv Blue Care Network
information, add or delete a member, ® ®  of Michigan

transfer division or transfer an existing Date Nonprofit corporations and independent licensees

subscriber to COBRA. Employer representative signature NI of the Blue Cross and Blue Shield Association
A. Subscriber information — Fill in the fields marked with an asterisk only if the information has changed
[ Non-U.S. citizen Social Security /TIN number (required) Subscriber legal last name Subscriber legal first name M.L.* | Marital status* | Gender/Sex*
s M [ FI ™
Subscriber birth date | New home street address* City* State* ZIP code*
County* Country* - if other than USA | Primary telephone number* " Home | Secondary telephone number* [ Home Email*
~ Work [ Work
Cell | Cell
B. Dependent information — List all family members to be covered. If you have more than four dependents, complete additional copies of this form.
" . Non-U.S. | Social Security/TIN Relationship (see
Legal last name Legal first name M.l. | Gender/Sex | Birth Date citizen number (required) instructions for codes)
Spouse
"Add | Delete Fl M |
Dep. 1
| Add [ Delete FIM™ B
Dep. 2
| Add | Delete LFLw™ L
Dep. 3
" Add [ Delete FFI ™ B
Dep. 4
| Add [ Delete Pl M |
If the permanent address of the spouse or dependent is different | Spouse or dependent (full name) Home address City State ZIP code

from the subscriber address above, please provide here:

C. Other health care coverage (Coordination of benefits and Medicare information)

Do you, your spouse or dependents |Person covered (full name)

have other health care coverage? [ Check if this applies to all members on this contract

| Yes | No
If yes, complete this section.

Employer or group name Policy number Insurer Original

effective date

Are any members listed enrolled in Medicare? [ Yes | No | If yes, check category: [ 1over 65 and working [ Retiree  Disabled  ESRD Medicare ID

Medicare A effective date | Medicare B effective date | Medicare D effective date

[ Subscriber Spouse
[ Dependent:

[ Medicare primary
| Blue Cross or BCN primary

| have read and understand the conditions of this form | Subscriber signature EINIP | Date

D. Health savings, health reimbursement and flexible spending account options - Blue Cross coverage only. See instructions for product selection codes

| Blue Cross product indicator code:

| HRA HSA | FSA FSA goal amount Opt out | | Add/Change | Cancel
E. Employer/Group use only
Group name Employer Reference ID Department ID Benefit code Plan code

Type of change: [ Name [ Address [ ] Add member [ Benefit change Qualifying event: Event date/ | Cancellation: check type [ lcontract [ | Spouse L Dependent

Hire date Check .
| Transfer: new division/subgroup | Subscriber COBRA enrollment: | [18 | 29 mos. eck reason: B
Loss of eligibility (prior coverage): [ Yes [ No If yes, complete below oot [ Left er.nployment E Retired __ Death [ Divorce
. . ) Effective [ Otherinsurance __ Dependent overage | Other
Insurer (including Blue Cross & BCN) Policy number date

Last date of coverage

Contract holder Termination date
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We Speak Your Language
ATTENTION: If you speak English, free language assistance
services are available to you. Appropriate auxiliary aids and
services to provide information in accessible formats are also
available free of charge. Call 877-469-2583 TTY: 711 or speak
to your provider.
ATENCION: Si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linglistica. También se ofrecen, sin costo
alguno, ayuda y servicios auxiliares adecuados para
proporcionar informacion en formatos accesibles. Llame al 877-
469-2583 TTY: 711 o hable con su proveedor.
Lailacal) 4 galll Baclicall Chladds ()6 ¢y pulai¥) Cuanti €€ 1) rags
b il Auliall e Lesall cilaadl) g alac Ll Woadf ji g i 5 4d gia
877-469- pd_ Jasil Ulaa Leal) J g 1) ooy linaiiy e laal)
o palall daadl) a5 5e ) Gt 5l 2583 TTY: 711
R RSO0, IR S A R S F B IR
%o BADE SR IRALIE MBI T RS, DLICR:I
5 B, 15 877-469-2583 (TTY: 711) B & & AR5
SO .
Shisne b (lae R <8l b < Lahai (< Iidan
A . K 1 Ldacls e Kad 1o il <Ruga
Risais Khagaam Romil ) hiiins chisneh
877- i AL L dimdin i (& Mh ie yeuls <adben
faaiBinn BL emmd o 469-2583 TTY: 711
LU'U Y: Néu ban ndi tiéng Viét, chiing t6i cung cap mién phi cac
dich vu ho tro ngdn ngir. Cac ho tro va dich vu pht hop dé cung
cap thong tin bang cac dinh dang dé ti€p can cling dwoc cung
cap mién phi. Vui long goi s& 877-469-2583 TTY: 711 hoic trao
dé&i v&i ngudi cung cap dich vu cla ban.
VEMENDIE: Nése flisni shqip, shérbime falas té ndihmés sé
gjuhés jané né dispozicion pér ju. Ndihma té pérshtatshme dhe
shérbime shtesé pér té siguruar informacion né formate té
pérdorshme jané gjithashtu né dispozicion falas. Telefononi
877-469-2583 TTY: 711 ose bisedoni me ofruesin tuaj té
shérbimit.
AR BHROIS ALBSHE A A0 XU MH|AS REZ
olgst+ YsLC HRE YT IsE HACR ABYS
S UE MM BRI TAMHAZ 2EZ 0|8F 5
UG T 877-469-2583 TTY: 711 HO = Mal5HALL HE
7| 2hofl 22|5HAl2,
NCATCSY A= T SATN 1377 TN OIRCT SN Oy
RETYCeTs Oy ST=RTeT AR BHNeTdh IR
TSI BIWICE ©F WW@WW
STRUYIOT 78 ARCIAMMS RNy SHeTdh TR
877-469-2583 TTY: 711 V(L T FPN WY AANT
SMIAPIKIA S FA I |
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UWAGA: Osoby mowiace po polsku moga skorzystaé

z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi
zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwon pod numer 877-469-2583 TTY:
711 lub porozmawiaj ze swoim ustugodawca.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlose Sprachassistenzdienste zur Verfligung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von
Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfligung. Rufen Sie 877-469-2583 TTY: 711 an
oder sprechen Sie mit lhrem Provider.

ATTENZIONE: se parli Italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama 1'877-469-2583

TTY: 711 o parla con il tuo fornitore.
FAREEEINDGES . BHOSEXEY—ERETHA
WREIHET, BRETIEALPT VDV TIRET 5160
BT HEMFEE O —EXLEHTIRANETET,
877-469-2583 TTY: 711 FTHEEEUL V=1 CFIFADEXE
FIZTHELIZEL.

BHMMAHMUE: Ecnu Bbl roBOpPUTE HA PYCCKMIA, BaM AOCTYMHbI
6ecnnaTtHble ycayru A3bIKOBOW Noaaep:Kku. CooTBeTCTBYOLWME
BCMOMOTraTe/ibHble CPeACTBa U YCAYTU NO NPefOCTaBNEHUIO
MHGOPMALLMM B JOCTYMHbIX GOpMaTax TaKKe NpeaoCcTaBAAOTCA
6ecnnatHo. NMossoHuTe no TenedoHy 877-469-2583 TTY: 711
UM 06paTUTECH K CBOEMY MOCTABLLMKY YCAYT.

PAZNJA: Ako govorite srpsko-hrvatski, dostupne su vam
besplatne usluge jezicne pomoci. Odgovaraju¢a pomocna
pomagala i usluge za pruzanje informacija u pristupacnim
formatima takoder su dostupni besplatno. Nazovite
877-469-2583 TTY: 711 ili razgovarajte sa svojim pruzateljem
usluga.

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang
mga libreng serbisyong tulong sa wika. Magagamit din nang
libre ang mga naaangkop na karagdagang tulong at serbisyo
upang magbigay ng impormasyon sa mga naa-access na format.
Tumawag sa 877-469-2583 TTY: 711 o makipag-usap sa iyong
provider.

Discrimination is against the law

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not discriminate on
the basis of race, color, national origin, age, disability, or sex
(including sex characteristics, intersex traits; pregnancy or
related conditions; sexual orientation; gender identity, and sex
stereotypes). Blue Cross Blue Shield of Michigan and Blue Care
Network does not exclude people or treat them less favorably
because of race, color, national origin, age, disability, or sex.

Blue Cross Blue Shield of Michigan and Blue Care Network:

e Provide people with disabilities reasonable modifications
and free appropriate auxiliary aids and services to
communicate effectively with us, such as: qualified sign
language interpreters, written information in other
formats (large print, audio, accessible electronic formats,
other formats).

e Provide free language services to people whose primary
language is not English, which may include qualified
interpreters and information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids
and services, or language assistance services, call the Customer
Service number on the back of your card. If you aren’t already a
member, call 877-469-2583 or, if you're 65 or older, call
888-563-3307, TTY: 711. Here’s how you can file a civil right
complaint if you believe that Blue Cross Blue Shield of Michigan
or Blue Care Network has failed to provide these services or
discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance

in person, by mail, fax, or email with:

Office of Civil Rights Coordinator
600 E. Lafayette Blvd., MC 1302
Detroit, MI 48226

Phone: 888-605-6461, TTY: 711
Fax: 866-559-0578

Email: CivilRights@bcbsm.com

If you need help filing a grievance, the Office of Civil Rights
Coordinator is available to help you. You can also file a civil
rights complaint with the U.S. Department of Health & Human
Services Office for Civil Rights electronically through the Office
for Civil Rights Complaint Portal website, or by mail, phone, or
email at:

U.S. Department of Health & Human Services
200 Independence Ave, SW

Room 509, HHH Building

Washington, D.C. 20201

Phone: 800-368-1019, TTD: 800-537-7697
Email: OCRComplaint@hhs.gov

Complaint forms are available on the U.S. Department of Health
& Human Services Office for Civil Rights website

This notice is available at Blue Cross Blue Shield of Michigan and
Blue Care Network’s website:
https://www.bcbsm.com/important-information/policies-
practices/nondiscrimination-notice/



mailto:CivilRights%40bcbsm.com?subject=
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
mailto:OCRComplaint%40hhs.gov?subject=
https://www.hhs.gov/ocr/complaints/index.html
https://www.bcbsm.com/important-information/policies-practices/nondiscrimination-notice/
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