Please Read the Instructions R,

Before Filling Out This Form. A &) Enrollment and Change Form
Please TYPE OR PRINT CLEARLY using blue * ) Please m:.lil to: P.O. Box 986001
or black ink to avoid coverage delay or type in information MASSACHUSETTS Boston, MA 02298 or fax 10 1-617-246-7531

1. To Be Filled Out by Your Employer

Company Current Medical Group #: Medical Group # “Iransfering 'To:
Name .
Current BCBS ID = [fany | Requested Effective Date Date of ire Current Dental Group #: Dental Group # “Transtferning 'To
MM DD YYYY MM D YYYY
“Iype of Transaction Remarks: (i.c., qualifying cvent for a new
' O CANCEI add, change o family or other instruction)
gé\ll)ll\)\l(l 'I“hrcc‘d‘i;_’:it I:I D I:\ 3 Open Enrollment Change to Family [ Loss of Coverage (HIPAA Continuation of Coverage 1etrer required)
. i Ll \
A TRANGET crrinarion code I New Hire 0O Add Spousc N
T T'RANSFER  termination code TCOBRA O Add Dependent A Other:
2. Yourself (Member 1) _ S
What O Access Blue 3 Blue Medicare Rx (Part D) (3 HMO Blue New England - 3 Newwork Blue z\]:;:Tj!)CIBhIP Ivpe i\ll)cmbul)r.\hlp vpe
. o [ . . AN4CC > for Seniors PO cdicd cntd
products? 3T Blue Choice T Dental Blue 3 Managed Blue for Seniors O l‘ cul _— al) _—
O Bluc Choice New England (3 HMO Blue O Medex (Group) 3 Saver Bluce O Individual 3 Family |3 Individual O Family
First M.L Last Sex Date of Birth
Name Name :
Street Address/ Apt. # City/ Suate Zip Code
PO. Box £ lown _
Home Cell Fmail
Phone  ( ) Phone ( ) —
Social Sceurity # Other Insurance? | Other Insurance Company Name Member Idenufication Number
(REQUIRED)! YO/NO . :
PCPID = Name of City / State Is this your current PCP?
(scc instructions) pCP - Y3 /'N 3 _
Are you covered [ Part A Effective Date Part B Effective Date Part D Eftective Date Medicare 65+ O Disabled OESRD
by Mcdicare?’ If Retired,
Y/ NO MM DD YYYY | MM DD YYYY [MM DD YYY [Actively Working? YO /N O Date
embe Please Check One: O Spouse O Domestic Partner O Divorced Spouse (court ordered) | Plan ‘Ivpe: O Medical 0 Dental
First M. lLast Sex Date of Birth
Name Name
Social Sceurity # Phone Other Insurance?' | Other Insurance Company Name | Member Identification Number
(REQUIRED) ( ) YO/NO
PCP 1D = Name of City / State Is this your current PCP?
(sce instructions) PCP YO/NO
Arc you covered [ Part A Effective Date Part B Effective Darte Pare D) Eftective Date Medicare # 3165+ O Disabled O ESRD
by Medicare?? If Retired,
YO/ NO A DD YYYY (MM DI YWY | MM DD yyyy | Actively Working? YO/N T [ Dace
4, Yo gible Depende emaoer 3, 4 and
Dependent’s First Name M.L Last Sex Date of Birth
3.) Name
Social Security £ PCPID # (sce Name of
(REQUIRED)! instructions) PP
Is this your currenc PCP? YO / NO) Full-time studentand aged 19 orolder (3 Disabled and aged 26 or older (3 ll’lan ‘Type: O Medical O Dencal
Dependent’s First Name M.I [Last Sex Date of Birth
4.) Name
Social Security = PCP ID = (sce Name of
(REQUIRED)! instructions) PCP
Is this vour current PCP? YO / NO Full-time student and aged 19 or older 3 Disabled and aged 26 orolder 3 Plan ‘Type: O Medical O Dencal
Dependent’s Firse Name M.L l.ast Sex Date of Birth
5.) Name
Social Security # PCP ID # (sce Name of
(REQUIRED) instructions) PCP

Is this vour currenc PCP? YO / NOJ Full-time studenc and aged 19 or older 3 Disabled and aged 26 or older 0 'l’lan ‘Type: O Medical O Dencal
Please check if you are using separate forms for additional dependent children [
9. Personal Savings Account

Total # of dependents:

D HSA: Health Savings Account Start Date Iond Date I'SA Goal Amount (Please
sce nstrucuons tor hmits.): $

_IFSA: Health Flexible Spending Account Start Date End Date Health: $

_JFSA: Dependent Care Reimbursement Account |Start Date End Dare Dependent Care: §

D. dlgnature ployer & ployee

I'he information here is complete and true. 1 understand that Blue Cross and Blue Shicld will rely on this information to enroll me and my dependents or to make changes to my
membership. [ understand that | should read the subscriber certificate or benefit booklet provided by my employer to understand my benctits and any restrictions thac apply to my
aealth care plan. | understand thae Blue Cross and Blue Shield may obtain personal and medical information about me to carry out its business, and that it may usc and Jiscl'()sc that
nformation in accordance with law. I acknowledge tha [ may obtain further information about the collection, use. and disclosure of my informacion in “Our Commitment to
Confidentiality.” Blue Cross and Blue Shicld’s notice of privacy practices.

Emplovee's Signature Date Employer's Signature Darte

- REQUIRED: Under the Affordable Care Act, we are required to colleet the Social Security number for you and any dependent enrolling in your plan,
ue Cross Biue Shield of Massachusetts is an Independent Licence of the Blue Cross and Blue Shield Association.



Instructions

To Be Filled Qut By Your Employer

Your employer will fill out this section.

Type of Transaction—Check the box(ces) that apply.

Subscriber Cancellation Codes. If the subscriber won't be continuing any Blue Cross Blue Shield coverage, carefully select one of the following and indicate the
three-digit code on the form.

Codc # Reason for Canceling Code # Reason for Canceling
041 * Changing to other health plan 061 ® |Left employment
* \oluntary termination * COBRA ¢nding
* COBRA cancellation (under 18 months or nonpayment) 063 o Iransfer
042 ® Over 63, changing to Group Medex® plan. (Requires Medicare A and B) (164 e Cancellation as of original cffective date
® Over 65, changing to direct-pay Medex plan. (Requires Medicare A and B) 070 e Deceased
® Over 65, changing to Medicare supplement other than Medex plans. o o Moved out of state (out of 1HIMO service arca)
043 * Medicare (age =< 63) 076 ® Military service

Note: If your subscribers are adding or dropping one benefit only (medical/dental), please indicate “add medical,” *add dental,” “cancel medical,” or “cancel dental™

in the “Remarks™ section.

I vour new hires are subject to a probationary period, please indicate the time frame in the “Remarks™ section, as well as the qualifying evenes for new enrollecs.

It a subscriber is being moved trom an active group to a retiree group (within the same account), this is a transfer and not a termination, Please include the Medical

or Denwal Group # uansferring to.

Cancellation date will be the first day of no coverage.

Qualifying Events—Remarks:

‘Lo assist in the enrollment process, please use check boxes or write in applicable information in the *Remarks™ section of the form.

* Open Enrollment—Check this box tor open enrollment.

® New Hire—Check this box for new hires to the company.

* COBRA—Check this box if person is continuing coverage under COBRA.

® Add Spousc—Check this box if spousc is being added. Ensure date of marriage is within approved retroactive period.

* Add Dependent—Check this box if adding any dependent.

* Loss of Coverage—Check this box if employee lost coverage through spouse or parent. Please include HIPAA Continuous of Coverage Letter from prior companv/insurer.
If you have questions, contact your account service representative,

* Other—Check this box if change o family requires additional explanation. Please write in the reason for change (e.g., court order, adoption, New Dependent Law under
HCR, legal guardianship, ete.). Include supporting documentation. If you have questions, contact YOUT dCCOUNT SCTVICE Fepresentative.

Yourself (Member 1)

Please fill in all information that applics to vou. (REQUIRED)*

PCP ID#—It your health plan requires you to choose a primary care physician (PCP), please fill in chis seetion. Write the PCP 1D number (rot the telephone number)

of the doctor you have chosen to coordinate your health care. You'll find the doctor’s PCP 1D number in the provider dircctory for your health plan. If you need help
chaosing a PCI, please call our Physician Selection Service at 1-800-821-1388. A representative will be happy to help you seleet a doctor, PGP 1D aumber can be found

at bluecrossma.com, sclect Find a Doctor.

Other Insurance—Do you have other health insurance or Medicare in addition to vour Blue Cross Blue Shicld plan? Please be sure t circle cither Y (for yes) or N (for #0) )
in the correet box. If you have other insurance, please write the name of the other insurance company and your member identification number.

To Add or Delete a Member—Are you adding or deleting a member under your existing membership? If ves, please fill in the areas in Sections 1 and 2. You may
nced help from your employer to fill in Section 1. 'Then, give us the details about the members you're adding or deleting in Section 3 and/or Section 4.

Member 2

If you choose a Family membership, please fill in chis section if you want Member 2t be covered. (REQUIREDY* (Note: Member 2 cannot be covered under
an Individual membership.)

Other Insurance—Iocs vour spouse have other health insurance or Medicare? Please be sure w cirele either Y (for yes) or N (for #6) in the correct box, 1f your SPOUSC or
partner has other insurance, please write the name of the other insurance company and your member identification number.

Your Eligible Dependents (Members 3, 4, and 5)

If you choose a Family membership, please fill in this section for all children or other chigible dependents you want to be covered. (REQUIRED)* (Note: dependents cannot
be covered under an Individual membership.)

If you have more than three dependents to be covered, please use additional Enrollment Forms as needed. Please indicate on the form that additional forms have been used
and write in the ol number of dependents you want to be enrolled.

Personal Savings Account

Your employer may have chosen to offer a personal savings account alongside your medical offering, Please consult your open enrollment materials and/or vour

HR department to determine if this applics o you.

For each option:

Start Date: Your start date will be considered established for tax purposces as of the start date of vour medical plan, provided that vou have signed, dated, and submitted
the completed application for these accounts on or before that date.

End Date: Your end date is the date vou choose to stop deposits into the selected tinancial account. If you have any questions, please see your employer.

Not'e: l‘f you are transferring from one medical/dental plan to another plan, please complete Section 5 of the Enrollment and Change Form to let us know that vou will be
continuing your personal savings account..

Signatures (Employer & Employee)

Employee: Please sign and date the application and rewrn it to your cmplover. Employer: Please sign and date the application and return w Blue Cross Blue Shicldof Massachuscus.
Please mail w:
P.O. Box 986001

Boston, MA (02298
or fax to 1-617-246-7531

* Under the Affordable Care Act, we are required to collect the Social Security number for you and any dependent enrolling in your plan.

® Registered Marks of the Blue Cross and Biue Shiekd Association,
© 207 Bue Cross and Blue Shieid of Massachusetts, inc.. and Biue Cross and Blue Sheeld of Massachusetts HMO Blug, Inc.



2020 Enroliment Form Official Use Only: Date Stamp

i Return completed applications to your Employer
Blue MedicareRx= (PDII))) P| Please refer fo the Blue MedicareRx (fF_’DP) Ev(ithqnce ?_f Q?\ltt_arage
i ription Dru dN | for a complete listing of all plan benefits, conditions, limitations,
Medlcare PI'ESC p g and exclusions of coverage.

Please contact Blue MedicareRx (PDP) if you need information in another format (Large Print)

STEP 1: Please provide information about you. (Please print clearly.)
Group Employer Name

Requested Effective Date of Coverage

Last Name First Name M
Permanent residence street address (P.0. Box is not allowed)
City State ZIP Code
Date of Birth [ I male [ Iremale :—Iome pho;Ie number
/ /
Mailing address (only if different from your permanent residence address)
Street/P.0. Box City State ZIP Code

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

Please take out your Medicare Card to complete this section.
* Please fill in the blanks at the right so they match your red,
white and blue Medicare card.
-— or -
* Attach a copy of your Medicare card or your letter from the

Social Security Administration or Railroad Retirement Board, |IS Entitled 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 information.
You may only enroll in this plan if

by the employer or union offering this plan.

Advantage plan.

employer or union health benefits. If you have health coverage from an employer or union, joining Blu

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 to qualify to enroll in the employer health plans offered to active employees

If you are a member of a Medicare Advantage Plan (like an HMO or PPQ), you may already have prescription drug
coverage as part of your Medicare Advantage plan. By joining Blue MedicareRx (PDP), your membership in your Medicare
Advantage plan may end. This will affect both 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

If you currently have health coverage from another employer or union, joining Blue MedicareRx (PDP) could affect your
e MedicareRx (PDP)

may change how your current coverage works. Read the communications your employer or union sends you.
If you have questions, visit their website, or contact the office listed in their communications. If there is no information on
whom to contact, your benefits administrator or the office that answers questions about your coverage can help.

Blue Cross Blue Shield of Massachusetts is an independent licensee
of the Blue Cross and Blue Shield Association.

52893 MAGRP 09/19




STEP 4: Please provide your Enroliment Period information.

Please read the following statements and check the box(es) that apply to you. We will contact you for additional information.

[_]1am enrolling during my former employer’s Open Enroliment Period. |[_] | am new to Medicare. (Initial Enrollment Period)

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

By completing this enroliment application, | agree to the following: Blue MedicareRx (PDP) is a Medicare Part D drug plan and
has a contract with the Federal government. | understand that this prescription drug coverage is in addition to my coverage
under Medicare; therefore, | 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. | can only be in one Medicare prescription drug plan at a
time. If | am currently in a Medicare prescription drug plan, my enroliment in Blue MedicareRx (PDP) will end my enroliment in
my current plan. Enroliment in this plan is generally for the entire year. Once | enroll, | may leave this plan only at certain times
of the year and under certain special circumstances by sending a request to my former employer.

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

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

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

I understand that if | leave this plan and do not have or obtain other Medicare prescription drug coverage or creditable coverage
(as good as Medicare’s), | may have to pay a late enroliment penalty in addition to my premium for Medicare prescription drug
coverage in the future.
STEP 6: Signature
I 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 understand the contents of this application. If signed by an

authorized individual (as described above), this signature certifies that 1) this person is authorized under State law to complete
this enroliment and 2) documentation of this authority is available upon request by Blue MedicareRx (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 enrollee
Street/P.0. Box City State ZIP Code

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

ATENCI_ON: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 1-800-200-4255 (TTY: 711
ATENGCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. 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 Island
and Blue Cross and Blue Shield of Vermont are the legal entities which have contracted as a joint enterprise with the Centers for

Med?care & Medicaid Services (CMS) and are the risk-bearing entities for Blue MedicareRx (PDP) plans. The joint enterprise is a
Medicare approved Part D Sponsor. Enroliment in Blue MedicareRx (PDP) depends on contract renewal.

® Registered Marks of the Blue Cross and Blue Shield Assaciation.
SM Service Mark of Anthem Blue Cross and Blue Shield.

© 2019 Blue Cross and Blue Shield of Massachusetts, Inc. .
199364M 55-0928-20 (09/19)
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