
Mail to group Yes

ID cards will be mailed
directly to the subscriber
unless the box below is
checked.

A. To be eligible for coverage an employee must work a minimum of 30 hours per week.
B. Eligible Dependent coverage will be effective on date of event, e.g., spouse, newborn, if written notification is received within 30 days thereof with billing prorated.

If after 30 days, coverage will be effective at group's next annual reopening date.
C. Newly hired full-time, or part-time employees who become full-time are to be effective on the 1st billing following

calendar days of employment. (check one)
OR Other, enter appropriate BCBSM/BCN code selected from page 7 of this agreement:

D. Employees hired with an active BCBSM/BCN contract may transfer to this group without regard to above schedule (Item C, above).
E. Exceptions:

Employer Contribution

In Dollars

Percentage

Phone
- -

Physical Address

City State Zip Code

-

County

Sponsored Plan Acronym

Federal Tax ID Number

-

Primary Nature Of Business

Are you currently in bankruptcy?

Yes No

Do you have any leased employees?

Yes No

Does this group have subsidiaries, offices, or branches located at other physical locations?

Yes No If yes, submit multiple location report

Is Work Force Unionized?

Yes No

National/International NameLocal Number Contract Expiration Date

Local Representative Name

Number of Employees Represented

30 60 90

BCN Code

Retiree Group: Amount

.

Effective Date / /

Is there a surviving spouse option?

Yes No

BCBSM Code

DBA
Doing Business As Company Fax

- -

New Group - Part B

Company Name

BCBSM Group Number Group SuffixLeasing Company Acronym

Leasing Company Name

Check here if this group
is ERISA Exempt

Customer ID(BCBSM), Group ID(BCN) SubGroupID ClassID

Page 4 of 9, Part B, October 2008

MA CodeManaging Agent Name Agent Code

Agent Name:
(first and last)

Group Exec Initials Federal Tax ID Number

-

3867195784









ENROLLMENT / CHANGE OF STATUS

BCBSM Service Code

Employee I.D. Badge #Group Name

Coverage/Plan: Check if enrolling in :

BCBSM Blue Care Network
Check all applicable coverage (including all existing coverage you wish to maintain):

Medical Dental Vision

New
Rehire
Full Time
Part Time
Transfer
Return to Work from layoff

Retiree
Hourly
Salary
Surviving Spouse
Open Enrollment

TYPE: Contract Spouse Dependent(s)

Marriage

Dependent(s)

FCR/DCCR

Name Change

Loss of Coverage

PCP Change

REASON:

COBRA

Divorce

Retired

Dependent Over Age

Death

Other Insurance

Left Employment

Other

Termination

Reduction of Hours

Deceased Subscriber

Divorce/Legal Separation

Loss of Dependent Status

Layoff

Effective Date

/ /
Effective Date

/ /
Last Date of Coverage

/ /
Original Qualifying Date

/ /

Previous Contract #

Group Use Only - Check and Complete Appropriate Boxes

Enrollment, Reason For Change, Cancel Coverage, COBRA Enrollment, HIPAA Qualifying Events, Medicare Status

Medicare
Status

Medicare Primary per MSP Law(s) BCBSM/BCN Primary per MSP Law(s)

Effective Date

/ /
Attach a copy of Medicare card(s)

Group Representative Signature Date

Date Of Hire - (required)

/ /
Date of Event

/ /

If transfer/loss of coverage, complete below:
Carrier's Name

Contract Holder Name

Policy # Termination Date

/ /

PAGE 3 OF 4, 04-01-08 CF3599 APR08

NEW, Check Type of Enrollment below: CHANGE, Check applicable
change below:

CANCEL, check type of cancellation &
reason below:

COBRA Enrollment, check reason below:

Add
Change
Cancel

Effective Date

/ /
HRA Health Reimbursement Arrangement

HSA Health Savings Account
FSA Flexible Spending Account

LPHRA-B Limited Purpose Health Reimbursement Account
DCFSA-B Dependent Care Flexible Spending Account

LPFSA-B Limited Purpose Flexible Spending Account

Goal Amount*
Goal Amount*

Blue Healthcare Bank Options - complete the following additional information:

Additional Blue Healthcare Bank options :

*Total Annual Dollar Amount employee will contribute to the applicable FSA account.

Avg.No of
Hours Worked

Per Week
(required)

Job Title: (required)

Subscriber Last Name Subscriber First Name M.I.

PLEASE KEEP A COPY FOR YOUR RECORDS

BCBSM GroupSubscriber SSN

- -
Suffix

-
BCN Group ID Subgroup ID Class ID

9437212312



 

 

 
Employee Waiver Form 

 
Group Name:  
 
BCBSM – Group 
Number/Suffix 

 BCN – Group ID, Class 
ID, Sub Group ID 

 

 
Please check the appropriate box below and provide all applicable information: 

 
Employee Name:  
 (Please Print) 
 
I am eligible for group health coverage offered by this employer. 
 
 �  I am waiving BCN coverage because I am currently enrolled in BCBSM. 

 �  I am waiving BCBSM coverage because I am currently enrolled in BCN. 

 �  I am currently enrolled in a group health program offered by this employer  
(other than BCBSM or BCN).  The information for this coverage is as follows: 

    

 Carrier Name  Policy/Contract Number 

 Product Type: � HMO � POS � PPO � Traditional 
 
I hereby waive BCBSM and BCN coverage offered by this employer for the following reason: 
 
 �  I have my own individual coverage.  The information for this coverage is  

as follows: 
    

 Carrier Name  Policy/Contract Number 

 �  Please check this box if this employer provides any contribution  
 or reimbursement for this coverage. 

   

 �  I am covered under another group health plan not offered by this employer  
(spouse, self, parent, etc.).  The information for this coverage is as follows: 

    

 Carrier Name  Policy/Contract Number 

    

 Policyholder Name  Relationship to Employee 

 �  I was not offered health care coverage by this employer. 

 �  I do not want the group health care coverage offered through this employer. 

 Explain reason:  
   
  
 
The information printed above is true and accurate to the best of my knowledge. 
 
   

Employee Signature  Date 
 
Employee Waiver Form – 11/4/03 –  
(M\Corporate\Parmely\Employee Waiver Form.doc) 



MEMBERSHIP APPLICATION - INSURANCE AGENT FORM
MICHIGAN BUSINESS & PROFESSIONAL ASSOCIATION

MICHIGAN FOOD & BEVERAGE ASSOCIATION
PLEASE SHARE YOUR COMPANY INFORMATION HERE:

Company Name

Representative’s First Name

E-mail

Address 1

Address 2

City

SIC Code/Industry

Last Name

Title

Web Site Address

Phone Fax

State Zip # of Locations

Year Company Started# Employees - Full-time/Part-time

How would you like us to communicate with you? (check all that apply)

Salutation

Ms. o Mr. o Mrs. o Dr. o Other__________________________

o Fax     o Mail     o E-mail     o Phone

Is this a family owned business?

o Yes     o No

Tell us about your business and what services you provide. __________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

INSURANCE INFORMATION

Please ensure MBPA is noted on all BCBS or BCN enrollment documents. This will help ensure the member is put in our sponsored group plan and the
insurance agent receives proper commission. Association cluster code is "AL" for MBPA, "AN" for MFBA.

Name, Selling Agent _____________________________________________ Managing Agent __________________________________________________

o Agent agrees to apply incentive towards first year dues.

o BCBS o BCN o Other ______________________________________________ SIC Code _____________________________

Group No.______________________________________________________ Effective Date ____________________________________________________

Mail this application with your check made out to MBPA or MFBA.

PLEASE INDICATE YOUR DESIRED TYPE OF MEMBERSHIP.
Annual 
Membership Dues:

Type of Payment o Check/Money Order o VISA o MasterCard

Card # _________________________________________Exp. Date________ Signature___________________________________________________________

o $100 - Sales up to $500,000 annually o $200 - Sales above $500,000 (single business)

o $300 - Corporate - covers all units/divisions o $25 - Individual Membership (For students, individuals, retirees or unemployed)

Seven dollars of membership dues will apply to an annual subscription to Corp! magazine.

How did you
hear about us?

o Radio
o TV
o Insurance

Agent

o Member Referral
o Brochure/Flyer
o Phone Book
o Internet

o Newspaper
o Other ____________________

___________________________

Reason for 
joining? (check
all that apply)

o Insurance
o Networking/Events
o Services
o Education

o Advocacy
o Other_____________

____________________

MICHIGAN BUSINESS & PROFESSIONAL ASSOCIATION • MICHIGAN FOOD & BEVERAGE ASSOCIATION
27700 Hoover Road, Warren, MI 48093 • Phone: 888-277-6464 • Fax: 586-393-8810 • Website: www.michbusiness.org

Please check one:Date

o MBPA    o MFBA



Please return to:
SBAM, P.O. Box 16158, Lansing, MI 48901-6158
Or fax to: (517) 482-4205

Dues are non-refundable and may be deductible as a
business expense, but not as a charitable contribution for
federal tax purposes. As a result of changes made by the
1993 Tax Act, only 65% of membership dues are deductible
for federal income tax purposes.

Call SBAM today at 1-888-GET-SBAM
or visit our Web site at www.sbam.org

I am especially interested in:
❐ Group Health Benefits

❐ COBRA Administration

❐ Summary Plan Descriptions

❐ Group Life & Disability Insurance

❐ Dental and Vision Benefits

❐ Computer Training

❐ Legislative and Regulatory Advocacy

❐ Telecommunication Services

❐ Express Package Delivery

❐ Merchant Credit Card Processing

❐ Energy Store

❐ Small Business Answer Hotline

❐ Research and Development Funding

❐ Office Supply Discounts

❐ Entrepreneurial Development

❐ Other ___________________________

Membership Application

PRS 0203

____________________________________________________________________________________________________________________________________
Business Name

___________________________________________________________________________________________  ________  ____________________ - ________
Mailing Address (P.O. Box) City State Zip

___________________________________________________________________________________________  ________  ____________________ - ________
Business Location (Street Address) City State Zip

___________ - ___________ - ________________  ___________ - ___________ - ________________  _____________________________________________
Phone Fax E-Mail

_______________________________________________________ ______________________________________ ______________________________________
Contact            ❐ Mr.    ❐ Ms.     ❐ Mrs. Title Web Site Address

_________________  ___________________________  ______________________  _________________________________  ____________/ ______________
SIC Code Month & Year Organized           Annual Gross Sales Number of Employees       Part Time         Full Time

____________________________________________________________________________________________________________________________________
Description of Business Activity

❐ Home-Based      ❐ Woman-Owned      ❐ Minority-Owned      ❐ Hispanic-Owned      Square Footage of Facility______________________________

Referred by a Current Member?   ❐ Yes ❐ No If Yes, Who?_____________________________________________________________________________

______________________________________________________________ _________________________________________________________
Member Signature SBAM Sales Representative

Dues (please check one of the boxes):     ❐ $165 per year ❐ Associate (over 500 employees) $500 per year

Members participating in SBAM’s insurance program receive discounted dues their first year of membership
and have the option of paying their dues on a monthly basis.
❐ $90 (First year; $165 in subsequent years) ❐ Monthly $9.00 (First year; $16.50 in subsequent years)

Payment Method: ❐ Check Enclosed  Credit Card Payment (annual memberships only)  ❐ Master Card  ❐ Visa  ❐ Discover  ❐ American Express 

Card#___________________________________________________________________________________________  Expiration Date: ___________________

Signature __________________________________________________________________________________________________________________________

(               )(               )

/ $



Company Name

Primary Contact  Title

Co. Address

City  State  Zip

Phone  Fax  E-mail

Website

Type of Business  Primary SIC

Chamber Name

Chamber Representative Signature

Detroit Regional Chamber

 CHECK     Visa     MC     AmEx     Discov

Card #

Expiration Date

Amount $

Signature

  Apply incentive to first year’s dues

 BCBSM     BCN     Property & Casualty    Fort Dearborn Life

Group Number(s)

Managing Agent & Rep

Effective Date  

BCBSM Agent #

 Venture Level		  $80 per year
 Business Builder		 $525 per year
 Bronze Level		  $1,075 per year
 Silver Level		  $2,650 per year
 Gold Level		  $6,000 per year

Visit www.detroitchamber.com/venture to access all of your benefits including:

• Summary Plan Descriptions : As required by the Department of Labor

• Section 125 - Premium Only Plans: Enables employees to contribute 
towards insurance premiums on a pre-tax basis.

*Companies enrolling through a local chamber have full range of Venture Level Benefits.

Agent Name

Agency

Address

City  Zip

Phone

 Same as company    Same as agent    Other (below)

Contact

Address  

City

State  Zip

Member Application (Insurance)
Now you can enroll online at www.detroitchamber.com/venture 

or call (877) 227-1500 or e-mail: insurance@detroitchamber.com.
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Federal law now requires the Chamber to specify the share of your membership investment which supports state and federal lobbying. That share, reasonably estimated at 6%, is no 
longer tax deductible. The remaining 94% may be deductible as an ordinary and necessary business expense. The Chamber will continue to press for changes in public policy at all 
levels of government to improve Southeast Michigan’s business climate and help your firm compete.

 Detroit Regional Chamber		   Local Chamber		   Affiliate



Certificate/Rider Listing – Group Size Requirements – 100108 Part C (New/Benefit Change) 

1  100108-BCBSM C New Group/Benefit Change  

 
Community Blue PPO – CB-PCM$500  

Sponsored 
Non-

Sponsored 
 
Certificate/Rider Options 

 
Sponsored 

Non-
Sponsored 

Plan 1 –CBC-MT   CB-OV$10 (Not available with Plan 12,14,15, 17)   
Plan 2 –CBC10%P, CBC30%NP, CBCMNP$1500,    CB-OV$20 (Not available with Plan 12,14,15, 17)   
 CBCMP$500, CBD$100P,CBC-MT   CB-OV$30 (Included in Plan 12, 14, 15, 17)                 

CB-OV$40    
CB-ET$50 (Not available with Plan 16, 17) 
CB-ET$100 (Included in Plan 16, 17) 
CB-ET$150 
CB-OCSM-12         
CB-OCSM- 24 (Not available with Plan 17) 

2 2 

Plan 3 –CBC20%P, CBC40%NP, CBCMNP$3000,    CB-RM100% (Not needed with CB Plan 1)   
 CBCMP$1000, CBD$250P, CBD$500NP, CBC-MT                2 2 XVA     

Plan 4 –CBC20%P, CBC40%NP, CBCMNP$3000,   CH-CB Cheboygan   
 CBCMP$1500, CBD$1000NP, CBD$500P CBC-MT   CB-CSR – UP Blue (Upper Peninsula-Area 8) 2 51 
Plan 12/20% –CBC20%P, CBC40%NP, CBD$1,000P,   Community Blue Integrated Medical/Drug    
 CBD$2000NP, CBCMP$2500, CBCMNP$3000,  
 CB-OV$30 CBC-MT 

2 51 Deductible Rider*  (CB-ID) is available with the:    

   $10/$40 drug plan 2 2 
Plan 12/0% -, CBD $1000P, CBD$2000NP,  CBCMNP$3000,  
 CB-OV$30 CBC-MT 

2 51 * Only available with Plan 12/20%, Plan 14/20% , 
Plan 15/20% 

  

Plan 14/20% – CBC20%P, CBC40%NP, CBD$1500P, 
 CBD$3000NP, CBCMP$2500, CBCMNP$5000,

2 2 *$10/$40, RXCF (Closed Formulary),  

*$15/$50/50% ($70 min/$100 

 
2 

 
51 

 CB-OV$30 CBC-MT   max), RXCM (Open Formulary)   
Plan 14/0% - CBD$1500P, CBD $3000NP, CBCMNP$5000,  
 CB-OV$30 CBC-MT 

2 2    

Plan 15/20% – CBC20%P, CBC40%NP, CBD$2500P, 
 CBD$5000NP, CBCMP$2500, CBCMNP$5000, 

2 51 *The above bundled drug plans include Mandatory MAC, 
Prior Authorization/Step Therapy, MOPD-2x with RX90-2x 

  

 CB-OV$30 CBC-MT      
Plan 15/0% –  CBD$2500P, CBD$5000NP,  
 CBCMNP$5000, CB-OV$30 CBC-MT 

2 51 
The following statement is to appear on all quotes 

Plan 16 – Community Blue Plus - CBC10%P, CBC40%NP, 
 CBCMNP$4000, CBCMP$500, CBD$250P, CBD$500NP, 
 CB-ET$100 CBC-MT, DLGBC, Blue Vision BVE-12 

2 51 
Effective 10/01/07, BCBSM no longer markets Master Medical 65 as 
part of its supplemental coverage.  If you choose to make any change in  
your medical benefit plan, and Master Medical 65 is part of your 
coverage, Master Medical 65 will no longer be a part of your Medicare 
supplemental coverage. 

Plan 17 – Community Blue Plus – CBC20%P,  CBC40%NP, 
 CBCMNP$3,000, CBCMP$1500, CBD$1000P, 
 CBD$2000NP, CB-ET$100, CBC-MT, CB-OV$30,  
 CB-PCM$500, CBOCSM- 12, DLGBC, Blue Vision, BVE-12 

2 51 

Community Blue Group Benefits Certificate: 
2+1 Complementary Option, BMT, CB-MHP, CB-PCB, ECIP, FC, 
GCPD, GLE1, GPCSAT2,  
PDC, SOCT, TBHD 
 
The following statement is to appear on all coverage Agreements: 
As stated in the proposed rates, for effective dates of 10/01/07 and later, by making a change in your medical benefit plan, the Master Medical 65 coverage 
is no longer a part of the supplemental benefit plan. 



Certificate/Rider Listing – Group Size Requirements – 100108 Part C (New/Benefit Change) 

2  100108-BCBSM C New Group/Benefit Change  

 
Flexible Blue  

Sponsored 
Non-

Sponsored 
Certificate/Rider Options  

Sponsored 
Non-

Sponsored 
Plan 2 – FBD$1,250/$2,500P; $2,500/$5,000NP 2 51 Optional Co Pay Riders:   
Plan 3 – FBD$2,000/$4,000P; $4,000/$8,000NP 2 2 FB C20%P/40%NP 2 2 
Plan 4* – FBD$2,650/$5,250P; $5,300/$10,500NP 2 51 FB C30%P/50%NP   
Flexible Blue Certificate, BMT, ECIP, FC, GLE1,   Optional Drug Plans:   
PDC, SOCT, TBHD   FB RX Certificate (co pay matches hospital/medical/   
   surgical co pay – cert includes MOPD benefits)   
 
 
*The FBD dollar amounts do not reflect the annual 
increased amount based on Federal Guidelines. 

  FB RX Certificate, RX-CF-CM (Closed Formulary) 
(copay matches hospital/medical/surgical copay  – RX-CF-
CM includes Closed Formulary, Cost Management including 
Mandatory MAC, Prior Authorization/Step Therapy, 
MOPD2x, Rx90 2x).  
The new packaged closed formulary rider is for the following 
Flex Blue percentage plans:  0%, 20%, and 30%  

2 2 

2007 amounts are $2,850/$5,650.   FB RX $10/$60   
   (rider includes MOPD-2x benefits)   
    Retail 90 is optional for FB RX & FB RX $10/$60   
Supplemental coverage:   * $10/$40, RXCF (Closed Formulary) 2 51 
2+1 Complementary Option, GCPD, GPCSAT2,   * $15/40% ($40 min/$100   
   max), RXCF (Closed Formulary) 2 2 
The applicable supplemental drug coverage will be   * $15/$50/50% ($70 min/   
based on the conversion table on the next page.   $100 max), RXCM (Open Formulary) 2 51 
   * $20/$60/50% ($80 min/$100 max), RXCM (Open 

 Formulary) 
*The above bundled drug plans include Mandatory MAC, Prior 

Authorization/Step Therapy, MOPD-2x with RX90-2x 

2 2 

 
Following statement is to appear on all quotes: 

  Blue Advantage RX – Optional Drug Riders not available 
with this plan 

2 51 

 
Effective 10/01/07, BCBSM no longer 

  Optional Drug Riders 
FB Preventive Drug Rider – 100% ($500 max) 

  

markets Master Medical 65 as part of its  
supplemental coverage.  If you choose to 

  PCD2, PD-CM, CI 2 2 

make any change in your medical benefit   PD-XED (not available with FB Preventive Drug Rider)   
plan, and Master Medical 65 is part of your   Out of Pocket Maximum Riders:   
coverage, Master Medical 65 will no longer    Required with Co Pay Riders and   
be a part of your Medicare supplemental   $10/$60 Flexible Blue Drug Plan:   
coverage.   FB CM$1,000/$2,000P; $2,000/   
    $4,000NP 2 2 
The following statement is to appear on all   FB CM $2,000/$4,000P; $4,000/   
coverage Agreements:    $8,000NP   
   Optional Riders Cont’d.   
As stated in the proposed rates, for effective   FB CSR  - UP Blue (Upper Peninsula- Area 8 Only) 2 51 
dates of 10/01/07 and later, by making a   XVA   
change in your medical benefit plan, the   FB-OCSM-24 (Manipulative Therapy -24 visits) 2 2 
Master Medical 65 coverage is no longer   FB PC500M, FB RM100 (Preventive &   
a part of the supplemental benefit plan.    Routine Mammogram)   



Certificate/Rider Listing – Group Size Requirements – 100108 Part C (New/Benefit Change) 

3  100108-BCBSM C New Group/Benefit Change  

Supplemental drug option based on the existing Flexible Blue drug option for Non-Medicare members: 
 
 If the Flexible Blue Drug option is: The supplemental drug option is Preferred RX: 
  $10 Generic/$60 Brand (MOPD2x)  $10 Generic/$60 Brand  (MOPD2x) 
  0%P (MOPD)  $10 Generic/$40 Brand  (MOPD2x) 
  20%P (MOPD)  20%/$5/$100 (min/max)  (MOPD) 
  30%P (MOPD)  30%/$10/$100 (min/max)  (MOPD) 
  $10 Generic/$40 Brand/RXCF  (MOPD2x)  $10 Generic/$40 Brand/Closed Formulary  (MOPD2x) 
  $15 Generic/40% Brand/RXCF (MOPD2x)  $15 Generic/40% Brand/Closed Formulary  (MOPD2x) 
  $15 Generic/$50 Preferred Brand/50% Non preferred brand/RXCM   

    (MOPD2x) 
 $15 Generic/$50 Preferred Brand/50% Non preferred brand  (MOPD2x) 

  $20 Generic/$60 Preferred Brand/50% Non-preferred brand/RXCM   
    (MOPD2x) 

 $20 Generic/$60 Preferred Brand/50% Non-preferred brand  (MPOD2x) 

 
 



Certificate/Rider Listing – Group Size Requirements – 100108 Part C (New/Benefit Change) 

  100108-BCBSM C New Group/Benefit Change  4

 

Prescription Drug Preferred RX, MOPD-2x  
Sponsored 

Non-
Sponsored 

Optional RX Riders  
Sponsored 

Non-
Sponsored 

 $10/$20 $15/$30   PCD, PD-CM, CI   
 $10/$40 $15/$50   PD-XED   
 $10/$60  $15/$30/$60 2 2 PD-RXP 

PD-RX90-2x (PD-
RX90 if MOPD)

2 2 

 *10/$40, RXCF (Closed Formulary) 2 51    
 *$15/40% ($40 min/$100 max), RXCF (Closed Formulary) 2 2    
 *$15/$50/50% ($70 min/$100 max), RXCM (Open Formulary) 2 51 PCD, PD-CM, CI 2 2 
 *$20/$60/50% ($80 min/$100 max), RXCM (Open Formulary) 
 *The above bundled drug plans include Mandatory MAC, Prior Authorization/Step Therapy, 
 MOPD-2x with RX90-2x – Not available with First Dollar, Managed Traditional Major Medical or 
 Blue Choice Point of Service Hospital/Medical/Surgical plans. 

2 2 PD-XED 
 

  

 Blue Advantage RX – No Optional riders available with this plan 2 51    
Note:  PRX-MM = Mandatory Mac, PD-RXP = Prior Authorization/Step Therapy, RXCF = Closed Formulary, RXCM = Cost Management  
Vision  

Sponsored 
Non-

Sponsored 
Optional Riders  

Sponsored 
Non-

Sponsored 
Blue Vision 12-12-12 – BVFL   Freestanding 2 10 
Blue Vision 24-24-24 – BVFLE 2 10    
      
Blue VisionSM Choice (Voluntary) 12-12-24 - BVFLL, BVC $10/25 2 Medical 

Contracts 
25 Medical 
Contracts 

   

 

Dental  
Sponsored 

Non-
Sponsored 

Optional Riders  
Sponsored 

Non-
Sponsored 

Traditional Dental Plus – Rider DO-PPO   Freestanding 2 10 
 Plan 1, DO-50-800      
 Plan 2, DO-25-50-1000      
 Plan 3, DO-25-50-1000-OS 2 10    
 Plan 5, DO-25-50-1000, DO-D$50, DO-CC2      
 Plan 6, DO-25-50-1500 
 Plan 7, DO-25-50-1500-OS 

     

Community Dental, Rider DO-PPO      
 CD Plan 2, DO-IN/ON7-AM1000, DO-EOS 2 10    
 CD Plan 3, DO-IN/ON 7-AM1000-OS1000 
 CD Plan 4, DO-IN/ON7-AM1500, DO-EOS 
 CD Plan 5, DO-IN/ON 7-AM1500-OS1500 

     

      

Blue Dental ChoiceSM (Voluntary)  
 BDC Plan 2:  DO-25-50-1000, DO-WP 0/0/12, DO-D$50, DO-CC2, DO-
  PPO-PNP 
 BDC Plan 3:  DO-25-50-1000-OS, DO-WP 0/0/12, DO-D$50, DO-CC2, 
  DO-PPO-PNP, DO-WP-Ortho12 
Waiver of waiting period – must show proof of prior dental (copy of bill) 

 
 

2 Medical 
Contracts 

 
 

25 Medical 
Contracts 

 
 

  

 

Spending Accounts: 
 Blue Healthcare Bank – Refer to Blue Healthcare Bank Installation Document for options available to group 
 Wells Fargo - HSA Health Savings Account – available with Flexible Blue Products Only 
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