
THE UNIVERSITY OF TEXAS SYSTEM 
Transitional Benefits Form 

 

 
SUBSCRIBER NAME:_________________________________________ SSN: ________________ COMPONENT: ____________ 

ADDRESS__________________________________________________________________________________________________ 

INSURER:    ❑  Blue Cross and Blue Shield of Texas PPO    ❑   HMOBlue/HMOBlue Texas             ❑   Humana   

PATIENT NAME: ___________________________________ RELATIONSHIP: __________ HOME PHONE: ________________ 
DOB: ____________                   WORK PHONE: _______________ 
 

MEDICAL INFORMATION 
 
❑  PREGNANCY Estimated Due Date _____________________________________________________________________ 

❑  SURGERY CURRENTLY SCHEDULED Date ____________________________________________________________ 

 Type of Surgery: ______________________________________________________________________________________ 

❑  HOME HEALTH SERVICES ___________________________________________________________________________ 

❑  TREATMENT OR THERAPY IN PROGRESS 

 Type of Treatment/Therapy ______________________________________________________________________________ 

❑  Do you have a Case Manager from your previous Health Plan?   

 ❑   Yes  NAME _________________________________ PLAN ____________________  PHONE  ___________________ 

 ❑   No 

❑  Do you have other insurance coverage? 

 ❑   Yes  NAME_________________________________________  SUBSCRIBER ID #_____________________________ 

 ❑   No 

PROVIDER INFORMATION 
 
PHYSICIAN: ________________________________________________  PHYSICIAN PHONE: ____________________________ 

FACILITY: _________________________________________________  FACILITY PHONE: ______________________________ 

HMO MEMBERS ONLY: 

Have you selected a Primary Care Physician? 

 ❑   Yes  NAME_______________________________________________________________________________ 

 ❑   No 

Thank you for your cooperation in completing the above information so that we may better assist you during this transition period. 
 

PLEASE MAIL THIS FORM TO THE APPROPRIATE ADDRESS LISTED ON THE OTHER SIDE 
 

PATIENT INFORMATION 



MAIL THIS FORM TO THE ADDRESS LISTED FOR YOUR NEW HEALTH INSURANCE 
CARRIER 

 
 

Blue Cross and Blue Shield of Texas 
 

P.O. Box 660044 
Dallas, TX  75266-0044 
 
 
 
HMO Blue/HMO Blue Texas 
 
P.O. Box 660044 
Dallas, TX  75266-0044 
 
 
 
Humana HMO 
 
1221 South Mopac, Suite 200 
Austin, Texas  78746 



PRIVACY NOTICE 
 
 
 
With a few exceptions, you are entitled to be informed about the information U.T. 
San Antonio collects about you.  Under Sections 552.021 and 552.023 of the 
Texas Government Code, you are entitled to receive and review this information.  
Under Section 559.004 of the Texas Government Code, you are entitled to have 
U.T. San Antonio correct information about you that is held by us and that is 
incorrect, in accordance with the procedures set forth in the University of Texas 
System Business Procedures Memorandum 32.  The information that U.T. San 
Antonio collects will be retained and maintained as required by Texas records 
retention laws (Section 441.180 et seq. of the Texas Government Code) and 
rules.  Different types of information are kept for different periods of time. 
 
 
 


