
Change of Insurance

Patient(s) Name____________________________________________________________

            Subscribers Name: _________________________________________________________

            Employer: ________________________________________________________________

            Claims address: ___________________________________________________________

            Customer service phone number: ___________________________________

            Group/Plan ID # ________________________________

            Subscriber’s/ member ID #_____________________________________________________

*** If you are enrolled in Health Partners, each eligible member is given a separate ID #. We will need
each ID number including the Policy Holder ID.***


