Carehrst &® Carehrst

BlueChoice BlueCross BlueShield

Additional Flex Debit Card Request

Company Name Employee Name Social Security Number
E-mail Address Eligible Spouse or Dependent’s Eligible Spouse or Dependent’'s SSN
Name

Address Change? Please provide update:

Debit Card Agreement Summary

Please Note: There is no fee if you requestadditional HRA debit card. However, you may requestentioan one additional card if
needed for a fee of $5.00 each. Please make checks payRBalgtex Systems USA, Inc.. | must keep copies of edlipts, and they
should be kept with my tax return for 6 years.. My traisas will be denied if | do not have enough eligible monemynaccount. My
card should only be used for eligible products and serag@sitlined by the Internal Revenue Service (IRS) or bgmgloyer. | am
responsible for reading the card holder agreement thititreceive with the card in the mail and understand ttatabove is only a
summary.

** Please note dependent must be 18 years or older toreceive a card.**

| agree to abide by the terms and agreements set forth fdsdboth myself & my dependent(s):

Employee Signature:

Date:

Mail the form to: CareFirst Debit Addition 13511 Label Lane Suite 201 Hagerstown, MD 21740

Or fax to: (301) 530-4161

CareFirst BlueCross BlueShield is the shared business obCareFirst of Maryland, Inc. and Group Hospitaloraind Medical
Services, Inc. CareFirst BlueCross BlueShield and QateBliueChoice, Inc. are independent licensees of the@loss and Blue
Shield Association. ® Registered trademark of the Bluess and Blue Shield Association. ®' Registeredeinsatk of CareFirst of
Maryland, Inc.
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