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Dependent Address Change Form (for members who get insurance through their employer)

Use this form when your dependent child moves out of your service area or to report if your dependent child has moved back inside

the service area. SelectHealth® offers participating benefits for covered services to enrolled dependent children who reside and receive
services outside their service area. To qualify your out-of-area dependent child for participating benefits, complete this form and send it to
SelectHealth Enroliment by email (enrollment@selecthealth.org) or by fax (801-442-5798). For more information about your service area,
refer to your plan materials or contact Member Services.

Employee Name Date of Birth

Subscriber# Social Security#

A. DEPENDENT INFORMATION CHANGE

Dependent’'s New Address and Phone

Name (first, middle, last) Sex (M/F)
Date of Birth (MM/DD/YY) Social Security#*

New Street Address City

State ZIP Ph#( ) Date of Address Change

Dependent’'s New Address and Phone

Name (first, middle, last) Sex (M/F)
Date of Birth (MM/DD/YY) Social Security#*

New Street Address City

State ZIP Ph#( ) Date of Address Change

Dependent’'s New Address and Phone

Name (first, middle, last) Sex (M/F)
Date of Birth (MM/DD/YY) Social Security#*

New Street Address City

State ZIP Ph#( ) Date of Address Change

Dependent’'s New Address and Phone

Name (first, middle, last) Sex (M/F)
Date of Birth (MM/DD/YY) Social Security#*

New Street Address City

State ZIP Ph#( ) Date of Address Change

*Federal law section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 requires SelectHealth to gather this information.

C. EMPLOYEE SIGNATURE

| wish to change my dependent child's address as indicated above. To receive participating benefits, my dependent child will need to receive
care from providers on one of the following networks when outside of my plan’s service area: Select Med® (UT)**, BrightPath (ID), Beech
Street (AK & NV), First Choice (MT & WA), or PHCS/MultiPlan (other states).

** Dependent children of SelectHealth Share® members will also have participating benefits when receiving services from Select Care® providers when they move
outside the SelectHealth Share service area and use this form.

Employee Signature Date

D. EMPLOYER USE

Employer Authorization Date
Company Name Group#
Comments

DEPENDENT ADDRESS CHANGE 03/2017 © 2017 SelectHealth. All rights reserved. 4812 03/17



Non-Discrimination Notice

SelectHealth complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. We do not exclude people or treat

them differently because of race, color, national origin, age, disability, or sex.

We provide free aid and services to people with disabilities to help them communicate
effectively with us, such as qualified sign language interpreters and written information in other
formats (large print, audio, accessible electronic formats, other formats). We also provide free
language services to people whose primary language is not English, such as qualified

interpreters and member materials written in other languages.

If you need these services, please call SelectHealth Member Services at 1-800-538-5038. Any
member or other person who believes he/she may have been subject to discrimination may file a
complaint or grievance by calling the SelectHealth 504/Civil Rights Coordinator at 1-844-208-9012
or the Compliance Hotline at 1-800-442-4845 (TTY Users: 711). You may also call the Office for Civil
Rights at 1-800-368-1019 (TTY Users: 1-800-537-7697).

© 2016 SelectHealth. All rights reserved. 203540 09/16 Py
selecthealth.




Language Access Services

Spanish
ATENCION: Si habla espaiiol, tiene a su disposicion

servicios gratuitos de asistencia lingiiistica. Llame a
SelectHealth: 1-800-538-5038.

Chinese

R ﬁﬂ%u@ﬁ?"?ﬁfﬁ‘“ Rz A DL B eSS RE
SRR - S5EEE SeleCtHealth.
1-800-538-5038. °

Vietnamese

CHU Y: Néu ban noi Tiéng Viét, co cac dich vu
hd tro ngon ngit mién phi danh cho ban. Goi sé
SelectHealth: 1-800-538-5038.

Korean
=9l BR018 NESHAI = za%ow Al &
SelectHealth: 1 800- 538 5038.

HOZ Matoll FHAIL.

Navajo

Dii baa ako6 ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee aka’anida’awo’de’e”, t’aa jiik’eh,
¢i nd holo’, kojj” hodiilnih SelectHealth:
1-800-538-5038.

Nepali

AT ETeelg: TIRGS e wAUTell STefolgel s 87l
AIRGh! ATHAT HTST HETIAT HaTeY o1 2l {TAT
3YASY @ | SelectHealth: 1-800-538-5038 AT Hiet

TR |

Tongan

FAKATOKANGA’L: Kapau ‘oku ke lea fakatonga,
ko e kau fakatonu lea te nau tokoni atu ta’etotongi,
pea te ke lava ‘o ma’u ia. Telefoni ki he
SelectHealth: 1-800-538-5038.

Serb-Croatian

OBABEIITEWE: Ako roBopute CpIicKkH je3uK,
yCIIyTe je3ndKe TIOMOhH JIOCTYITHE Cy Bam
oecmatHo. [TozoBute SelectHealth:
1-800-538-5038.

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika

nang walang bayad. Tumawag sa SelectHealth:
1-800-538-5038.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen

zur Verfiigung. Rufnummer: SelectHealth:
1-800-538-5038.

Russian

BHUMAHME: Ecnu Bbl TOBOPUTE HA PyCCKOM
S3BbIKE, TO BaM JIOCTYIIHbI O€CIIaTHbIE YCIYTH

nepeBonuuka. [TozBonurte SelectHealth:
1-800-538-5038

Arabic
?JC)L” N S Jg_a U&‘)a_a‘_soc <l quk_a Ueuﬂ‘&3°
Ud& 558 U'_x"_\ slay J4 u._x\dec\u_ Jsad muh el
SelectHealth: 1-800-538-5038.

Mon- khmer, Cambodian

ﬁj’ti‘mﬂj UﬁjsmHSﬁSUﬂ[ﬁ mﬁﬂmﬁi
ﬁﬁﬁﬁS[ﬁﬁSiﬁmﬁﬂ ﬁmﬁSﬁﬁﬁﬂﬁ
ﬁmeSﬁjﬂ‘U HSR ﬁjuﬁﬁiﬁjﬂgﬁﬁ
SelectHealth: 1-800-538-5038 1

French

ATTENTION : si vous parlez frangais, des services
d’aide linguistique vous sont proposé€s gratuitement.
Contactez SelectHealth: 1-800-538-5038.

Japanese

AERIE: AREZESINDIGE. BHOEE
XEXCHAWNTEITET . SelectHealth:
1-800-538-5038. ¥ T, HBEFEICT ERKRC LS
Ly,
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