Medicare Supplement Enroliment Form

[ | (An) - New Application - (S) - Cancellation Date __/__/
D (AC) - Request Change l:l (SD) - Subscriber Deceased
[ (SR) - Subscriber Request

Excellus'a®

Excellus Health Plan, Inc.
Attn: Medicare Enrollment Processing,
PO Box 211316, Eagan, MN 55121-9931

Coverage Selection (check one type of coverage) Billing Cycle
Medicare Supplement A D Medicare Supplement B D Medicare Supplement C* (Direct Pay Only) check one
Medicare Supplement D l:l Medicare Supplement F* |:| Medicare Supplement F+* |:| Monthly |:|Quarter|y
Medicare Supplement G D Medicare Supplement G+ D Medicare Supplement N |E| Annually
* Available only to applicants first eligible for Medicare before January 1, 2020.

Employer Group Applicants Only Group Name:

Group Number:

General Information (one person per application)

Name (Last Name, First Name, Middle Initial) || Check if name change | Date of Birth OMaIe
L /L VLT T JO)Female
Day Phone Medicare Claim Number Part A Effective Date Part B Effective Date

HEREEECEEEE HN/ BN/

Mailing/Billing Address (street) |:|Check if address change = City, State, Zip

County

Permanent Residence street address (if different from mailing address - PO box not allowed) ~ City, State, Zip

Email Address (optional)

NOTICE TO APPLICANT: The sale of a Medicare supplement policy is prohibited where an individual has a Medicare
supplement policy in force and does not desire to replace the existing policy, or where the Medicare supplement policy
would duplicate benefits to which the individual is entitled under a Medicare Advantage plan.

Statements

*  You do not need more than one Medicare supplement policy or certificate.

e |f you purchase this policy (certificate), you may want to evaluate your existing health coverage and decide if you need multiple coverages.
* You may be eligible for benefits under Medicaid and may not need a Medicare supplement policy (certificate).

e If, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare supplement policy
(certificate) may be suspended, if requested, during your entitlement to benefits under Medicaid for 24 months. You must request this
suspension within 90 days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your suspended Medicare

supplement policy (certificate) (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if requested within 90
days of losing Medicaid eligibility. If the Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled
in Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage,

but will otherwise be substantially equivalent to your coverage before the date of suspension.

If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later become covered by an
employer or union-based group health plan, the benefits and premiums under your Medicare supplement policy can be suspended, if
requested, while you are covered under the employer or union-based group health plan. If you suspend your Medicare supplement
policy under these circumstances, and later lose your employer or union-based group health plan, your suspended Medicare supplement
policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing

your employer or union-based group health plan. If the Medicare supplement policy provided coverage for outpatient prescription drugs
and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug
coverage, but will otherwise be substantially equivalent to your coverage before the date of the suspension.

Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement insurance and
concerning medical assistance through the state Medicaid Program, including benefits as a qualified Medicare beneficiary (QMB) and a
specified low-income Medicare beneficiary (SLMB).
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Questions To the best of your knowledge and belief: Please mark Yes or No below with an “X"

1. Did you turn age 65 in the last 6 months?

2. Did you enroll in Medicare Part B in the last 6 months?
If yes, what is the effective date?

3. Are you covered for medical assistance through the state Medicaid program?
(NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and have not met your
“Share of Cost,” please answer NO to this question.) If YES, answer both questions below.

* Will Medicaid pay your premiums for this Medicare supplement policy?

* Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium?

4. If you had coverage from any Medicare Advantage plan other than original Medicare within the past 63 days
(for example, a Medicare HMO, PPO or PFFS), fill in your start and end dates to the right. If you are still covered
under the Medicare Advantage plan, leave END DATE blank.

Start Date / /
End Date [/ /

* If you are still covered under the Medicare Advantage plan, do you intend to replace your current coverage
with this new Medicare supplement policy?

* Was this your first time in this type of Medicare Advantage plan?

* Did you drop a Medicare supplement policy to enroll in the Medicare Advantage plan?

5. Do you have another Medicare supplement or Medicare Select policy or certificate in force?

* If so, with what company and what plan do you have?

* If s0, do you intend to replace your current Medicare supplement or Medicare Select policy or certificate with
this policy or certificate?

Yes No

6. Have you had coverage under any other health insurance policy or certificate within the past 63 days?
(For example, an employer, union, or individual plan)

OYes ONO

* If so, with what company and what kind of policy?

* What are your dates of coverage under the other policy?
(If you are still covered under the other policy, leave END DATE blank)

Start Date / /
EndDate / /

of this time period.

Note: A break in coverage of more than 63 days could result in enforcing waiting period for pre-existing conditions. Our Medicare
supplement plans are subject to a six (6)-month waiting period for pre-existing conditions unless prior coverage affords credit for some or all

| HAVE READ AND | UNDERSTAND THE QUESTIONS AND STATEMENTS ABOVE. ALL INFORMATION FURNISHED IS TRUE AND COMPLETE TO

THE BEST OF MY KNOWLEDGE.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN
APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR
CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, COMMITS A
FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED

$5,000 AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

Applicant’s Signature Date:

[

Sales Agent/Broker Name NPN# Agent ID #
To be completed by Agent: “/ have reviewed the current health insurance coverage of the applicant and find that additional coverage

of the type and amount applied for is appropriate for the applicant's needs. "

Group number Package number

Excellus BCBS Use Only

Effective Date (mm/dd/yy)

If you have any questions, please call: 1-800-659-1986




Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such
as:
o Qualified interpreters
o Information written in other languages

If you need these services, please refer to the enclosed document for ways to reach us.

If you believe that the Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone number: 1-800-614-6575
TTY number: 1-800-662-1220

Fax: 1-315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Attention: If you speak English free language help is available to you. Please refer to the
enclosed document for ways to reach us.

Atencidn: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted.
Consulte el documento adjunto para ver las formas en que puede comunicarse con nosotros.

EE: WREUA S, BATRON R B % 98 i = Bl
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BHuMaHue! Ecnu Baw poaHoii S3blK pyCCKUiA, BaM MOryT 6biTb NPeAoCTaBNeHbl 6ecniaTHble
nepeBoaveckue ycnyru. B npunoXxeHHoM AOKYMEHTE COAEPXKUTCS MHOPMaLMsi O TOM, Kak UMK
BOCMO/b30BaTLCS.

Atansyon: Si ou pale Kreyol Ayisyen gen éd gratis nan lang ki disponib pou ou. Tanpri gade
dokiman ki nan anvlop la pou jwenn fason pou kontakte nou.

25 FHL: BHR0IE ABSHAIE B, 2R o] XIHS HoM £ QgL ozt e
SEE EME AXSHAIZ| HFLICH,

Attenzione: Se la vostra lingua parlata € l'italiano, potete usufruire di assistenza linguistica
gratuita. Per sapere come ottenerla, consultate il documento allegato.

YO R XD DAYSWIK 92N XY YOOTNIX PR EATR UTYI R 2K DXTPIVADIX
JNIX U TTIIXD 18 T DMIDIX WY DIVRIPKT J0AMSYA™] DIY VIMYOYN

TG AT TV SISV JMMET ST FAT IS O S Gold Ao GHTon JEel  SNiei< Hel
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Uwaga: jesli moéwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Patrz
zatgczony dokument w celu uzyskania informacji na temat sposobdw kontaktu z nami.

asuyll Sl gozyd Szos 3 delup alzed 88l 858 Lwpd Wb cayedl dg¢dd Lszw woud 15 e
Josdl Jguogdl 853sd 88,0) 8380l

Remarque : si vous parlez frangais, une assistance linguistique gratuite vous est proposée.
Consultez le document ci-joint pour savoir comment nous joindre.

2SS 2UyS abuly 2w o0 0 Llsogws 330 w8 SS Ol 8 oS Ll g us iy 95, Ll S oy
LSS obedle 3Sglupws Sdpwie o oS UISSb

Paunawa: Kung nagsasalita ka ng Tagalog, may maaari kang kuning libreng tulong sa wika.
Mangyaring sumangguni sa nakalakip na dokumento para sa mga paraan ng pakikipag-ugnayan
sa amin.

Mpoooxn: Av JIAGTE EAANVIKG NOpOUKE va 0ag NpoopEPOUE BonBeia oTn YAWooa oag
dwpedv. AEITE TO £yypaAPo Nou E0WKAEIETAI yIa NANPOPOPIEC OXETIKA WE TOUC OIABETIOUG
TPONOUG enikoIvwviag padi pac.

Kujdes: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Drejtojuni dokumentit
bashkélidhur pér ményra se si té na kontaktoni.
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