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Use the following codes to indicate type of transaction in Column 3

36=COBRA 36 Months Coverage

11=Increase in Coverage 57=Resignation of Subscriber from Group 84=0ut of Service Area

Change - 16=Reinstatement - No Break in Coverage Termination - 71=Deceased 88=Dissatisfied with Medical Service - Member
18=COBRA 18 Months Coverage 72=Member Non-Payment of Premium 94=Dissatisfied with Medical Service - Group
30=Renewal with Break in Coverage 80=Transfer to ANother Plan or Carrier 97=Dissatisfied with HIP Administrative Services - Member

98=Dissatisfied with HIP Administrative Services - Group
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