
BLUE CROSS BLUE SHIELD (PPO ONLY) 
MUST SHOW BLUE CROSS BLUE SHIELD CARD AT TIME OF 

VACCINATION 

 

_____________       __________________      _______                   _________ 

BCBS GROUP #    BCBS ID #          BCBS IL       BIRTHDAY (M/D/Y) 

               (or ? State) 

 

_______________        ______________________           ___           ________ 

LAST NAME   FIRST NAME                              MI                GENDER 

 

(If applicable) 

________________       _________________    __     ______   _____________ 

Last Name (Insured)   First Name (Insured)      MI    Gender    Relationship 

 

________________             _________________                  ______             __________ 

ADDRESS   CITY/TOWN                    STATE         ZIP CODE 

 

______________________              ____________________ 

CELL PHONE NUMBER                 EMAIL ADDRESS 

 

_________________________     _________________ 

PLACE OF EMPLOYMENT     WORK PHONE # 
 


