Please Read the Instructions
Before Filling Out This Form.

Enrollment and Change Form

5

Please TYPE OR PRINT CLEARLY using blue e Please mail to: P.O. Box 986001
or black ink to avoid coverage delay or type in information MABBACHUSBETTS Boston, MA 02298 or fax to 1-617-246-7531

1. ToBe:Filled Qut by Your Employg
Company

Nme  SMWE - Towan of Mor—!-an

Current Med:cal Group #: Medical Group , Transferring To

Current BCBS ID #, If any | Requested Effective Date Date of Hire Current Dental Group #: Denal Group #, Transferring To
M DD YYVY MM DR YYYY
“Type of Transaction Remarks: {i.c., qualifying event for a new

add, change to family or other insiruction)

JADD O CANCEL -
O CHANGE Three digit l:] D EI (0 Open Enrolimene | Change @ Family |03 Loss of Coverage {(HIPAA Continuation of Coverage Letter Required)
O TRANSFER  termination code O New Hire 7 Add Spouse )

7 Och

C] COBRA 1 Add Dependent

2. Yourself (Vem
What 1 Access Blue

Membershi

0 Blue Medicare Rx (Parc 1) O HMO Blue New Engand I Newwork Blue clcrsﬁ 'YC D fpe

products? [T Blue Cheice 1 Dental Blue O Managed Blue for Seniors  (JPPO (Medical) (Dental)
3 Blue Choice New England (3 HMO Blue O Medex (Group) ) Saver Blue O Individuat O Family | Individual [T Family
Your First M.L Last Sex Tate of Birth
Narmne Name
Street Address/ Apt. # City/ State Zip Code
PO. Box # Town
Home Cell ) Ermail
Phone  ( ) Phone ( )
B Social Security # Other Insurance?® | Other Insurance City / State
(REQUIRED)! YO/ND Company Name
B PCP D # : Name of City / State Is this your current PCP?
W (sce instructions) PCP . YO/ NA
Are you covered | Part A Effective Date Part B Effective Date Part D Effective Date Medicare # 65+ I Disabled M ESRD
by Medicare? If Retired,
M Do YYYY | MM DD YYVY | MM DD yvvv | Actively Working? YOI/ N (7 | Date
3.:Membg ¥ Please Check One: 0 Spouse (0 Domestio Partner (7 Divorced Spouse (court ordered) ‘Plan Type: O Medical CJ Dental
First MLL Last ' Sex Date of Birth
Name Name
[k Social Security # Phone Other Tnsurance?' | Other [nsurance City / State
# (REQUIREDY ( ) YO/NO Company Name
N PCPID # Name of City / State Is this your eurrent PCP?
B (sce instructions) PCP YO/NO
Are you covered | Part A Effective Date Parc B Effective Date Part D Effective Date Medicare # {165+ CFDisabled CIESRD
by Medicare?* 1 If Retired,
DD MM oo oD Actively Working? YOI/ N O | Dare

Date of Birth

3)

Sacial Security # PCP ID # (see Name of

(REQUIRED)! instructions) PCP
Ts this your current PCP? YO / N Full-time student and aged 19 or older [ Disabled and aged 26 or older CJ Plan Type: O Medical 0 Dental
Dependent’s First Name MLL Last Sex Date of Birch
4.) Name

Social Security # PCP ID # (see Name of

(REQUIRED}! instructions) PCP

“1Is this your current PCP? YO / NO | Full-time student and aged 19 or older (3 Disabled and aged 26 or older O Plan Type: [ Medical [J Dental

Dependent’s First Name ML Last ' Sex Date of Birth
3. Name

Social Security # PCPID # (sce Name of

(REQUIRED)! instructions) PCP
Is this your current PCP? YO / NP Full-time student and aged 19 orolder 0 Disabled and aged 26 or older £J Plan Type: (O Medical O Dental

Please checl if you are using separate forms for additional dependent children 7]

Total # of dependents:
5. Personal Savings Accound St

{_IHSA: Health Savings Account Start Dare End Date Ee%f}rgﬁﬂcﬁ{%%‘f%i ﬁiﬁ;{ss% R
L1FSA: Health Flexible Spending Account Start Date End Date Health: §
LI FSA: Dependent Reimbursement Account Sm” Date End Date ‘ Dcpendcm Care: $

6. Signature :(Employer & Emiployee " .
The information here is complete and true. [ understand that Blue Cross and Blue Shield will rely on
mernbership. I understand thar I should read the subseriber certificate or benefit booklet provided by
health care plan. T understand chat Blue Cross and Blue Shield may cbtain persenal and medical information abeut me to carry out its business, and that it may use and disc
information in accordance with law. Tacknowledge that [ may obtain further information about the colleetion, use, and disclosure of my information in “Our Commitment e
Confidentiality,” Blue Cross and Blue Shield’s notice of privacy practices.

this information to enroll me and my dep or to make changes o my
my employer to understand my benefits and any restrictions that a ply to my
i ose that

Employee’s Signature Date Employer’s Signature Darte

1. REQUIRED: Under the Affordable Care Act, we are required to collect the Social Seeurity number for you and any dependent enrolling in your plan.
Z. If you have not indicated ¥ or N regarding your Medicare or other insurance status, you may receive a follow-up questionnaire.
Blue Cross Blue Shield of Massachusetts is an Independent Licencs of the Blue Cross and Blua Shisld Association,



2020 Enrofiment Form Official Use Only: Date Stamp

@ o]

MABSACHUBETYS

i S Return completed applications to your Employer
B|I.IB MedlcareRx (PDP) Pleassa refer o the Blue MedicareRx (PDP) Evidence of Coverage

Medicare Pl’ﬂSG!‘iptiUl‘l Drug Plan | fora complete listing of 2l plan benefits, conditions, limitations,
' and exclusions of coverage. )
Please contact Blue MedicareRx (PDP) if you need information in another format (Large Print)

Pr

Group Employer me T ‘ Requested Effective Dae of orage

Last Nama First Name Mi

Permanent residence strest address (P.0. Box is nct allowed)

City ' State ZIP Code
Date of Birth CImvate Llremale Home phone number
/ / | ( )

Malling address (only If different from your permanent residsnce address}

Street/R.0, Box City State ZIP Code

Retirement date of retires (month/date/year): / /

» Pleasa fill in the blanks at the right so they match your red,
white and blue Medicare card.
» Aftach a copy of your Medicare card or your letter from the | —1—
Social Security Administration or Railroad Retirement Board, |8 Entiled To
You must have Medicare Part A or Part B {or both) to join HOSPITAL (Part A)
a Medicare prescription drug plan. MEDICAL (Part B)
STEP 3: Please read this important infofma e S e
You may only enroll in this plan if you are a retiree or the spouse/dependent of a retiree who qualifies for this
Blue MedicareRx (PDP) plan based upon prior employment with the employer or union offering this plan. This plan is not
available to individuals who work enough hours %o qualify to enroll In the employer health plans offered to active employses
by the empleyer or union offering this pfan.
1f you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already have prescription drug
coverage as part of your Medicara Advantage plan, By Joining Blue MedicareRx (PDP), your membership in your Medicare
Advantage plan may end. This will affect hoth your doctor and hospital coverage, as well as your prescription drug coverage.
Read the information that your Medicare Advantage plan sends you and if you have questions, contact your Medicare
Advantage plan. _
If you currently have health coverage from another employer or union, joining Blue MedicareRx (PDP) could affact your
employer or union health benefits. If you have health coverage from an emplayer or union, joining Blue MedicareRx {PDP)
may change how your current coverage works. Read the communications your employer or union sends you.
If you have questions, visit their websits, or confact the office listed in their communicatians. If there is no information on
whom to contact, your benefits administrator or the office that answers questions about your coverags can help.

Blue Cross Blue Shield of Massachusetts is an independent licensee '
of the Blue Cross and Blue Shield Assaciation. 52893 MAGRP 09/19



‘ 4 Please provide your Enroliment Period information, 7. " 1 &
P[ease read the followmg statements and check the box(es) that apply o you We W|Il contact you for acidltlonal mformatlon

[ ]1am enrofling during my former employer's Opan Enrcllment Period. |[__] | am new to Medicare. (Initial Enrollment Period)

'STEP 5: Application Agreement Impartant Read this information before signing in Section 6'on left. ' -

By completing this enrcliment application, | agree to the following: Blue MedicareRx (PDP) is a Medicare Part D drug plan and
has a contract with the Fedaral govarnment. [ understand that this prescription dritg coverage is in addition to my coverage
under Medicare; therefors, | will need to keep my Medicare coverage. it is my responsibility to inform Blue MedicareRx (PDP)
of any prescription drug coverage that | have or may get in the future. 1 can only be in one Medicare prescription drug plan at a
time. if 1 am currently in a Medicare prascription drug plan, my enroliment in Blue MedicareRx (PDP) will end my enrollmant in
my current plan. Enroliment in this plan is generally for the entire year. Once | enroll, | may leave this plan only at certaln times
of the yaar and under certain spectal circumstances by sending a reguest to my former employer,

Blue MedicareRx (PDP) serves  specific service area. If { move out of the area that Blue MedicareRx {PDP) serves,

T need to notify the ptan so | can disenroll and find a new plan in my new area. | understand that | must use network pharmacies
except in an emergency when | cannot reascnably use Blue MedicareRx (PDP) network pharmacles. Once | am a member

of Blue MedicareRx (PDP), | have the right to appeal plan decisions about paymant or services if | disagree. | will read the
Evidenice of Coverage document from Blue MedicareRx (PDP) when | get it to know which rutes | must follow to get coverage.

Funderstand that if | leave this plan and do not have or obtain other Medicare prescription drug coverags or creditable coverage
{as good as Medicare's), | may have to pay a late enrollment penalty in addition to my premium for Medicare prescription drug
coverage in the future

| understand that my signature below {or the signature of the person authorized to act on my behalf under the laws of the
State where | reside) on this application means that | have read and undarstand the contents of this application. If signed by an
autherized individual (as described above}, this signature certifies that 1) this person is authorized under State law fo complets
this enroliment and 2) documentation of this authority is available upon request by Blue MadicareRx (PDP) or by Medicare.

Authorized signature® Today’s Date
/ /
If you are the authorized representative, you must sign above and provide the following information:
Name ' Phone number Relationship to enrollae
[Street/P.0. Box | City State ZIP Code

Blue Cross Biue Shield of Massachusstts complies with applicable federal civil rights laws and does not discriminate
on the hasis of race, color, national origin, age, disability, sex, sexual orientation or gender identity.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 1-800-200-4255 (TTY: 711).

ATENGAD: Se fala portuguds, encontram-se disponiveis servigos linguisticos, grétis. Ligue para 1-800-200-4255 (TTY: 711).

Anthem Insurance Companies, inc., Blue Cross and Blue Shield of Massachusetts, Inc., Blue Cross & Blue Shield of Rhode [sland,
and Blue Cross and Blue Shield of Vermont ars the legal entities which have coniracted as a joint entarprise with the Centars for
Medicare & Medicaid Services (CMS) and are the risk-baaring entities for Blue MedicaraRx (PDP} pians. The joini enterprise is a

Medicare approved Part D Sponsor. Enrollment in Blue MedicareRx (PDP) depends on contract renswal.

® Registared Marks of the Blue Cross and Blue Shigld Association.
SM Service Mark of Anthem Blue Cross and Blue Shield.
© 2019 Blue Cross and Blue Shield of Massachuseits, Inc. P -'

199364M : 55-0928-20 (09/19) ~B
$2893 MAGRP /19 MAGSACHUSETTS




