EXHIBIT B

I hereby acknowledge that Blue Cross and Blue Shield of Georgia/Blue Cross
Blue Shield Healthcare Plan of Georgia (BCBSGA/BCBSHP) (as applicable)
has informed me of the following prior to my enrollment in their health care
coverage plan:

a. number, mix and location of participating/network health care providers
b. limitations on choices of patticipating/network health care providers

c. disclosure of contractual relationship between participating/network
provider and BCBSGA/BCBSHP

Member Signature Date



