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Banner
Plan Administration

Coordination of Benefits (COB) Request

Date:

Employee Name:
Address: Employee 1D#:
City, ST ZIP

Banner Health is committed to providing timely and accurate processing of your Banner medical, pharmacy and dental
claims. To assure that claims are paid appropriately, the plans require us to gather information about any other medical,
pharmacy and dental plans under which you or your family members may be covered by completing a Coordination of
Benefits (COB) form.

Even if you or your family members do not have coverage under another plan, we need you to document that information
on this form to prevent delays in processing your claims.

If you have questions about completing this COB form, please contact the Service Center at Banner Plan Administration
at (480) 684-7070 in the Phoenix metropolitan area or (800) 827-2464 in all other areas.

You can submit your information by

1) Mailing this completed form to
Banner Plan Administration, PO Box 16423 Mesa, AZ 85211-9851

2) Faxing the completed form to (480) 684-5256

Section 1
Apart from your Banner coverage, are you or any of your dependents covered by another medical and/or dental
insurance plan? No (Please go on to Section 4)

Yes (Please complete Sections 2 and 3 with your insurance information)

Section 2: Plan #1
Company

Plan Name

Address

City/State/Zip

Phone Number Effective date of Coverage

Group Number Policy Number

This plan is issued to (hame)

Social Security or ID Number Date of birth




This Plan Covers: Medical Only Dental Only Medical and Dental
Plan #2 (if applicable)

Company

Plan Name

Address

City/State/Zip

Phone Number Effective date of Coverage

Group Number Policy Number

This plan is issued to (hame)

Social Security or ID Number Date of birth
This Plan Covers: Medical Only Dental Only Medical and Dental
Section 3:

List the individual(s) on your Banner plan(s) who are covered by the other plan(s) mentioned above.
Please indicate which plan(s) cover each person.
Is Coverage
Name Relationship to Me In Plan #1 and/or #2 Court Ordered(Y/N)

U wnE

Section 4

The information contained in this form is current as of today. | understand that if there are any changes in this
information | need to notify Banner Plan Administration at (480) 684-7070, in the Phoenix metropolitan area
or (800) 827-2464 all others within 31 days of the change.

Employee Signature: Date:

Revised: March 10, 2011 BPA-Eligibility



