
Member First and Last Name: Member Telephone:

Member Date of Birth: Member/Member Representative Name:
            /       /
Member/Member Representative Telephone: Member/Member Representative Email:

Member ID: Effective Date:
            /       /

Current Primary Care Provider  (PCP) 
Current Primary Doctor’s Name: Phone:

Do you need an interpreter?  *If Yes, please indicate preferred language: Requested PCP:
 Yes*  No

Durable Medical Equipment  I have no needs at this time
Do you currently use any of the following (check all that apply):

 Oxygen:  Own    Rent Equipment Provider Name: Ordering Doctor:
 CPAP/Bi-Pap:  Own    Rent Equipment Provider Name: Ordering Doctor:
 Hospital Bed:  Own    Rent Equipment Provider Name: Ordering Doctor:
 Wheelchair/ Scooter:  Own    Rent Equipment Provider Name: Ordering Doctor:
 Lift:  Own    Rent Equipment Provider Name: Ordering Doctor:
 Other, please describe: 

Specialist Appointments After Effective Date (including Physical, Occupational or Speech Therapy, Behavioral Health)
Appointment Date: Specialist Name:
            /       /
Appointment Date: Specialist Name:
            /       /
Appointment Date: Specialist Name:
            /       /

NEW MEMBER
Continuity of Services Questionnaire
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Broker Name (First/Middle Initial/Last) Broker NPN
For Broker Use Only

Return to:
Blue Cross Blue Shield of Arizona
PO Box 29234, Phoenix, AZ 85038

Medical Treatment/Services in Progress upon Effective Date  I have no needs at this time
Do you have any of the following services scheduled (check all that apply):

 Planned surgery/procedure Provider Name: Appointment Date:
            /       /

 Home Health Provider Name: Appointment Date:
            /       /

 Radiation or Chemo Therapy Provider Name: Appointment Date:
            /       /

 Transplant Provider Name: Appointment Date:
            /       /

 Physical Therapy Provider Name: Appointment Date:
            /       /

 Other: Provider Name: Appointment Date:
            /       /
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