
Materials Request Form 
Fax to 803-714-6461 
 

 
                    
Requested By: Ext.: Date: 
Date Needed at Delivery Location: Cost Center:    124 Quantity: 
Group Name: LOB: Time Needed: 

 
Small Group (2-50) 

No. Large Group (51+)                  No.  CarolinaADVANTAGE 
 Schedule of Benefits (Provide Copy)  Natural BlueSM Insert  CarolinaADVANTAGE Enrollment Application 
 Provider Directory Flyer   MUSC Directory  CarolinaADVANTAGE Master Group Application 
 State Group Provider Directory Flyer  Preferred Drug List  Agent New Group Checklist 
 Universal Application  Prescription Drug Flyer  Small Group Request for Coverage 
 Primary Choice Folder/Brochure  Bosley Hair Restoration  CarolinaADVANTAGE Dental Insert 
 AdvantagePlus Folder/Brochure  Cosmetic Surgery  Personal Health Statement (2-19 members) 
 TruVision Lasik and TruHearing  Jenny Craig  Underwriting Summary Sheet (blue sheet) 
 BlueChoice HealthPlan Pocket Folders  Website Flyer  CarolinaADVANTAGE Brochure 
 BlueCross® BlueShield® of South 

Carolina Application 
 Treatment Cost Estimator  CarolinaADVANTAGE Non-HDHP Dual Option 

Signoff Sheet 
 Two-Tier Generic Drug Flyer  BlueCard® Brochure  Other: 
 Summary EOB Guide  First Sun EAP     
 Generics Now FAQ  QualSight LASIK Flyer   
 Caremark Rx Pack 

On behalf of BlueChoice HealthPlan, Caremark assists in the administration of the program. Caremark is an independent company that administers 
prescription drug benefits. 

MyChoice Individual Health Coverage  
 MyChoice Brochure  Benefit and Rate Guide  Individual Coverage Application 
 MyChoice Information Booklet     

Life Insurance 
Life insurance materials are offered separately by Companion Life Insurance Company. These are not BlueChoice HealthPlan products, and 
Companion Life is solely responsible. 
 Companion Life Group Application  Companion Life Employee 

Participation 
  

 
Special Instructions:  _______________________________________________________________________________  
__________________________________________________________________________________________________ 
 
Deliver to: 

  External          Internal  
Company Name:    Name:        
Contact:    Mail Code:        
Street Address:    Department:        
City/St/ZIP:    
Phone:  __________________________________________         Multiple Locations (Please see attached.) 
Rep: ______________________   Date: ________________  
 
 
For office/LPP only: 
Rec’d:  _____________________________________ Completed:  _____________________________ By:  ___________________ 
 
Notes:  ____________________________________________________________________________________________________ 
 
 
 

Updated 9-2011 BlueCross BlueShield of South Carolina is an independent licensee of the Blue Cross and Blue Shield Association. 


