
INSTRUCTIONS TO COMPLETE THE CHANGE FORM 

Line 1	 Fill in your member ID number or social security number and name. If you need a new ID card, 		
	 check the “please send ID card” box.

Line 2	 If your address has changed, fill in your correct address.

Line 3	 If your name has changed, fill in your correct name and check the reason for your name change. Fill         
	 in your home phone number.

Line 4	 Fill in your correct date of birth and marital status. If you wish to cancel coverage, check the “I wish 
	 to cancel coverage” box.

Line 5	 If you desire to change your coverage, select the coverage you are choosing. If your spouse is an 
	 active or retired teacher or State employee, give your spouse’s name and member ID number.

Line 6	 If you are removing or adding dependents, check “remove” or “add”. Check the event that 		
	 occurred that allows the change and provide the date of the event.

Line 7	 If you are removing dependents and the dependent’s address is different from yours, fill in the               
	 dependent’s address.

Lines 8	 If you are removing dependents, check “remove” and list the dependent’s name(s) to be removed.
through 11	
	 If you are adding your spouse, check “add” on line 8 and provide his/her first name, middle initial, 
	 last name and social security number. Enter his/her date of birth and gender.  Check “yes” or “no” 		
	 to indicate whether he/she has Medicare. If “yes” is checked, complete line 13 or 14.

	 If you are adding a child or children, check “add” on line 9 through 11, as applicable, and provide 
	 each eligible dependent child’s name, middle initial, last name and social security number. Enter 
	 your child’s date of birth, gender and relationship to you. Complete a Certification of Dependent 
	 Eligibility form for each foster child (available from your Health Benefits Representative or from 
	 www.shpnc.org) and attach it to this form.

	 If you have a child over 26 who is mentally or physically incapacitated, check “handicapped” and 
	 complete a Coverage Request for Mentally or Physically Incapacitated Children (available from your 
	 Health Benefits Representative or from www.shpnc.org) and attach it to this form.

	 Check “yes” or “no” to indicate whether your child is eligible for Medicare. If “yes” is checked, 
	 complete line 13 or 14.

	 Your Health Benefits Representative will complete the waiting period information.

Line 12	 Read this statement and sign if you have listed dependent children to be enrolled on lines 9 	
	 through 11. Dependent children must not be eligible for their own or their spouse’s employer-		
	 sponsored health coverage. 

Line 13	 If you, your spouse, or any of your children to be enrolled are eligible for Medicare, give the name,              
and 14	 Medicare claim number, reason for Medicare eligibility, and the dates enrolled in Part A and Part B.
Line 15	 Complete the Prior Coverage/Other Coverage Information form (available from your Health Benefits        
	 Representative or from www.shpnc.org) if you or your dependents have other group health 			
	 coverage in addition to the State Health Plan that will remain in effect after the effective date of this 		
	 form, or if you or your dependents over 19 had other coverage that ended within the past 63 days. 		
	 Attach it to this form.

Employee	 Read this statement, sign and date the form. Return the form to your Health Benefits 
Authorization 	 Representative. If you have questions about this form, contact your Health Benefits Representative 		
	 or State Customer Service at 1-888-234-2416.

	 Your Health Benefits Representative will complete the remaining information.



Make a copy of the completed application for your records.
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An initiative of the State Health Plan

SmartHEALTHNC

Blue Cross and Blue Shield of North Carolina, the North Carolina State Health Plan and North Carolina HealthSmart are not affiliated. Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and Blue Shield Association.
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