Subscriber Address Verification Form


This form is used to document your HOME, WORK and PREFERRED ADDRESS for written and electronic communications originating from the Bucks County Medical Society concerning information about Health Insurance, which we market and administer in conjunction with your employer and Independence Blue Cross of Pennsylvania (IBC).

Please Print or Type

	Your Name: 

(First, Middle, Last)
	

	Work Address – Address of your Employer

	Practice Name:


	

	Street Address:


	

	City:


	

	State, Zip:


	
	

	Phone, Fax


	
	

	Home Address – Address of your Home

	Street Address:


	

	City:


	

	State, Zip:


	
	

	Phone, Fax


	
	

	
	

	Alternate Address 

	Street Address:


	

	City:


	

	State, Zip:


	
	

	Phone, Fax


	
	

	Address Usage Preference

	
	WORK
	HOME
	ALTERNATE

	Use for All Mail
	
	
	

	Use for General Membership Correspondence
	
	
	


Please note that all bills for your IBC Health Insurance will be sent to your employer.

Approval (Authorization)

__________________________________

Date:_______________

Signature
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