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Applicant Name:

SSN:Tell us about you.  
(DEPENDENTS1,2, continued)

First Name, Middle Initial, Last Name Relationship Social Security Number Sex
M 	 F

Date of Birth

Do you prefer to speak a language  
other than English?   Y    N  

If YES, what language? ________________________

Within the past six months, have you used tobacco?3 
4 or more times per week on average, excluding religious or ceremonial uses    

 Y    N   If YES, when did you last use tobacco? ________________________
OPTIONAL: If you are Hispanic/Latino, do you identify as any of the following? (check all that apply) 

  Mexican         Mexican American         Chicano          Puerto Rican          Cuban          Other _____________________
OPTIONAL: Are you or do you identify as (check all that apply)    

  White	   Black or African American	   American Indian or Alaska Native	   Asian Indian	   Chinese 
  Filipino	   Japanese	   Korean	   Vietnamese	   Other Asian	   Native Hawaiian 
  Guamanian or Chamorro	   Samoan	   Other Pacific Islander          Other ________________________

Mailing Address3 (IF DIFFERENT) City State ZIP

What is the best phone number to reach you?3

  Mobile      Landline
Email Address3,4

Primary Care Provider (PCP)5,6 PCP # – Enter the 10-digit number

If a dependent (other than spouse) is 26 or older, does dependent have a medical disability? 
Y    N   If YES, a Disabled Dependent Authorization Form is required. You can find the form at bcbstx.com.

First Name, Middle Initial, Last Name Relationship Social Security Number Sex
M 	 F

Date of Birth

Do you prefer to speak a language  
other than English?   Y    N  

If YES, what language? ________________________

Within the past six months, have you used tobacco?3 
4 or more times per week on average, excluding religious or ceremonial uses    

 Y    N   If YES, when did you last use tobacco? ________________________
OPTIONAL: If you are Hispanic/Latino, do you identify as any of the following? (check all that apply) 

  Mexican         Mexican American         Chicano          Puerto Rican          Cuban          Other _____________________
OPTIONAL: Are you or do you identify as (check all that apply)    

  White	   Black or African American	   American Indian or Alaska Native	   Asian Indian	   Chinese 
  Filipino	   Japanese	   Korean	   Vietnamese	   Other Asian	   Native Hawaiian 
  Guamanian or Chamorro	   Samoan	   Other Pacific Islander          Other ________________________

Mailing Address3 (IF DIFFERENT) City State ZIP

What is the best phone number to reach you?3

  Mobile      Landline
Email Address3,4

Primary Care Provider (PCP)5,6 PCP # – Enter the 10-digit number

If a dependent (other than spouse) is 26 or older, does dependent have a medical disability? 
Y    N   If YES, a Disabled Dependent Authorization Form is required. You can find the form at bcbstx.com.

1 �If you are adding one or more dependents to your existing plan, please complete the Application for ALL dependents 
AND the Primary Applicant. Proof of ineligibility for Medicare is required if you or your spouse are 65 or older.

2 �Dependents are up to age 26 unless medically disabled and continuing BCBSTX coverage. 
3 �Age 21 and older for tobacco use; age 18 and older for mail, phone and email.
4 �If you want to get information from us electronically, you must provide your email address. 
5 �If you do not choose a PCP (see Find a Doctor at bcbstx.com) at the time of enrollment, one will be assigned to you based on your 

service area.
6 See note about PCPs and OB-GYNs on page 9.
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Health care coverage is important for everyone. 

We provide free communication aids and services for anyone with a disability or who needs language 
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age, 
sexual orientation, health status or disability. 

To receive language or communication assistance free of charge, please call us at 855-710-6984. 

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance. 

Office of Civil Rights Coordinator Phone/TTY/TDD: Call the customer service number 
1001 E Lookout Dr  on your member ID card 
Richardson, TX 75802 Fax: 800-279-7419   

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at: 

U.S. Dept. of Health & Human Services Phone: 800-368-1019 
200 Independence Ave SW TTY/TDD: 800-537-7697 
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html 

http://www.hhs.gov/ocr/office/file/index.html


bcbstx.com 

 

 

 
If you, or someone you are helping, have questions, you have the right to get help and information 

in your language at no cost. To talk to an interpreter, call 855-710-6984. 
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