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Please contact Excellus BlueCross BlueShield if you need information in another language or format (Braille).

To Enroll in Excellus BlueCross BlueShield, Please Provide the Following Information:

EMPLOYER OR UNION NAME:

GROUP #:

[m] ' [w]

g

For Internal Use

Genesee Area Healthcare Plan

00508537

SUBGROUP/CLASS/ENROLLMENT CODE:

EFFECTIVE DATE (MM/DD/YYYY):

0001 / M002

Please check which plan you want to enroll in:

Medicare Blue PPO Plan 5 (BYA)
Medicare Blue PPO w/o Dental (AEI)
Medicare Blue PPO with Dental (9])

LAST NAME: FIRST NAME: MIDDLE INITIAL:
BIRTH DATE (MM/DD/YYYY): SEX: HOME PHONE NUMBER:

® MALE

©® FEMALE ( )

PERMANENT RESIDENCE STREET ADDRESS (DON'T ENTER A PO BOX):

CITY:

COUNTY:

STATE: ZIP CODE:

STREET ADDRESS:

MAILING ADDRESS, IF DIFFERENT FROM YOUR PERMANENT ADDRESS (PO BOX ALLOWED):

CITY: STATE: ZIP CODE:

Please Provide Your Medicare Insurance Information

Please take out your red, white and blue Medicare
card to complete this section.

¢ Fill out this information as it appears on your
Medicare card. OR -

e Attach a copy of your Medicare card or your
letter from Social Security or the Railroad
Retirement Board.

Excellus BlueCross BlueShield is an HMO plan and
PPO plan with a Medicare contract. Enroliment in
Excellus BlueCross BlueShield depends on
contract renewal.

Name (as it appears on your Medicare card):

Medicare Number:

Is Entitled to: Effective Date:

HOSPITAL (Part A)

MEDICAL (Part B)

You must have Medicare Part A and Part B to join a
Medicare Advantage plan.
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Please read and answer these important questions:

1 Are you the retiree? [ ]YES [ ] NO

If yes, retirement date (month/date/year):

If no, name of retiree:

2 Do you or your spouse work? [ JYES [ ]NO

If yes, please provide name of employer:

3 Some individuals may have other drug coverage, including other private insurance,
Worker's Compensation, VA benefits or State pharmaceutical assistance programs.
Will you have other prescription drug coverage in addition to Excellus BlueCross BlueShield? [ ] YES [ ] NO
If “yes”, please list your other coverage and your identification (ID) number(s) for this coverage:
Name of other coverage: ID# for coverage:

4 Areyou aresidentin along-term care facility, such as a nursing home? [ ]YES [ ]NO
If “yes” please provide the following information:

Name of Institution:

Address & Phone Number of Institution (Number and Street):

IMPORTANT: Please read the following

By completing this enrollment application, | agree to the following:

Excellus BlueCross BlueShield is a Medicare Advantage plan and has a contract with the Federal Government.

e | will need to keep my Medicare Parts A and B. | can only be in one Medicare Advantage plan at a time and | understand
that my enrollment in this plan will automatically end my enrollment in another Medicare health plan.

o |tis my responsibility to inform you of any prescription drug coverage that | have or may get in the future.

e |understand that if | don't have Medicare prescription drug coverage, or creditable prescription drug coverage (as good as
Medicare’s), | may have to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage in the future.

e Enrollment in this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes only at certain
times of the year if an enrollment period is available (Example: Annual Enroliment Period from October 15 — December 7), or
under certain special circumstances.

o Excellus BlueCross BlueShield serves a specific service area. If | move out of the area that Excellus BlueCross BlueShield
serves, | need to notify the plan so | can disenroll and find a new plan in my new area.

e Once | am a member of Excellus BlueCross BlueShield, | have the right to appeal plan decisions about payment or services
if | disagree.

o | will read the Evidence of Coverage document from Excellus BlueCross BlueShield when | get it to know which rules | must
follow to get coverage with this Medicare Advantage plan.

¢ | understand that people with Medicare aren’t usually covered under Medicare while out of the country except for limited
coverage near the U.S. border.

IMPORTANT: Read and Sign on the Next Page:
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IMPORTANT: Read and Sign Below:

o | understand that beginning on the date Excellus BlueCross BlueShield coverage begins, | must get all of my health care from
Excellus BlueCross BlueShield, except for emergency or urgently needed services or out-of-area dialysis services. Services
authorized by Excellus BlueCross BlueShield and other services contained in my Excellus BlueCross BlueShield Evidence of
Coverage document (also known as a member contract or subscriber agreement) will be covered. Without authorization,
NEITHER MEDICARE NOR EXCELLUS BLUECROSS BLUESHIELD WILL PAY FOR THE SERVICES.

o | understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with
Excellus BlueCross BlueShield, he/she may be paid based on my enrollment in Excellus BlueCross BlueShield.

o Release of Information: By joining this Medicare health plan, | acknowledge that the Medicare health plan will release my
information to Medicare and other plans as is necessary for treatment, payment and health care operations. | also
acknowledge that Excellus BlueCross BlueShield will release my information including my prescription drug event data to
Medicare, who may release it for research and other purposes which follow all applicable Federal statutes and regulations.
The information on this enrollment form is correct to the best of my knowledge. | understand that if | intentionally provide
false information on this form, | will be disenrolled from the plan.

e | understand that my signature (or the signature of the person authorized to act on my behalf under the laws of the State
where | live) 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 enrollment and 2) documentation of this authority is available upon request from Medicare.

SIGNATURE: TODAY'S DATE:

If you're the authorized representative, sign above and fill out these fields:

NAME: ADDRESS:

PHONE NUMBER: RELATIONSHIP TO ENROLLEE:
( )

Send completed application to:

Excellus BlueCross BlueShield, Attn: Enrollment Operations, PO Box 31790, Rochester, NY 14603 1790

Office Use Only: Plan ID#:

Effective Date of Coverage:

ICEP / IEP: AEP / MA OEP: SEP (type):

Name of staff member/agent/broker (if assisted in enroliment): Not Eligible:
Agent/Broker Signature: NPN: # Date Received:
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All fields in this section are optional

Answering these questions is your choice. You can't be denied coverage because you don't fill them out.

Select one if you want us to send you information in an accessible format.

[ Braille [ Large Print O Audio CD 1 Data CD

Please contact us if you would prefer us to send you information in a language other than English, or if you need
information in an accessible format, other than what is listed above.

We can be reached at 1-877-883-9577 (TTY users call 1-800-662-1220). Our office hours are Monday - Friday, 8:00
a.m. to 8:00 p.m. From October 1 through March 31, 8:00 a.m. to 8:00 p.m., 7 days a week.

Doyouwork? OO Yes [ No Does your spouse work? O Yes 0O No

List your Primary Care Physician (PCP):

Please fill in your cell phone and/or email address.

Cell Phone Number: | | )

Email Address:

Electronic Communications
Please check the boxes for ALL forms of electronic communication you would like to receive:

O Iwould like to receive SMS notifications (text messages) from Excellus BlueCross BlueShield.
Message and data rates may apply.

O | would like Email notifications from Excellus BlueCross BlueShield.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English: If you speak English, free language assistance services are available to you. Appropriate
auxiliary aids and services to provide information in accessible formats are also available free of
charge. Call 1-877-883-9577 (TTY: 1-800-662-1220) or speak to your provider.

Spanish: Si habla inglés, hay servicios gratuitos de asistencia linguistica disponibles. También se
ofrecen de forma gratuita ayudas y servicios auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-877-883-9577 (TTY: 1-800-662-1220) o hable con su proveedor.

Chinese-Traditional: #1EGERTS > AT ] R ERRIEES ZIIRG - 4N > TR BRIt EE
BN T B S RS - DA B G S RS A & - 552 1-877-883-9577
(TTY : 1-800-662-1220) - B /A RAYEEARISHEHLE -

Russian: Ecnu Bbl roBOpuTE NO-aHIMNMNCKM, BaM LOCTYMHblI 6ecnnaTHbIe YCryrn S3bIKoBOW
nogaepxkun. Kpome Toro, 6ecnnatHoO NpeaocTaBnstoTCA COOTBETCTBYHOLME BCOMOraTesnbHble
yCrnyru n cepBuCbl AN npegocTtaBneHnsa nHgopmMaumm B 4OCTYNHbIX popmaTtax. Mo3soHuTe no
Homepy 1-877-883-9577 (Tenetann: 1-800-662-1220) nnn obpatutecb K CBOEMY NOCTaBLUUKY YCAYT.

Haitian Creole: Si w pale Anglé, gen sévis asistans lengwistik ki disponib gratis pou ou. Gen aparey
ak seévis oksilyé ki apwopriye pou bay enfomasyon nan foma ki aksesib ki disponib gratis tou. Rele
nan 1-877-883-9577 (TTY: 1-800-662-1220) oswa pale ak pwofesyonél swen sante w la.

Korean: Jo]& FAlsh= A5 5 o] A AH|2E o]&8 4 AdFUTH H 7Fsd
daow ARE ATy Y3 HHEI} BE = e Ak FER o8 sHedy
1-877-883-9577(TTY: 1-800-662-1220)% A 3}a} A} AH] 2 Al

Italian: Se parla inglese, potra usufruire di servizi di assistenza linguistica gratuiti. Sono inoltre
disponibili gratuitamente adeguati servizi sussidiari e di assistenza per fornire informazioni in formati
accessibili. Chiamare il numero 1-877-883-9577 (TTY: 1-800-662-1220) o consultare il proprio
fornitore.

[IN [V70'097'N Yi7'OXD .)''X IXD [VIXIXD OYO'IINYO §7'N TXI9YW Y9 [VayT w221y 0TV 'R 2'IX Yiddish
QNIYR .IRYOK |19 1M19 [VIRIND V'IN [VIVT JOXNIRD YIY70M0IX 'K YIXNIRDI'N [7VOWIX IX OVO'INYO
AYTHIRID WK 0 VTV WK (TTY: 1-800-662-1220) 1-877-883-9577

Bengali: S T 213Gy IATS AN, OI=(A [[INTYCEAT O ARITO] AFTIA WA G5 TN
OT STRGETO) [T AANNT G5 SAYS STRIAP TGN A8 ATGCIAN FRAMYCEAT 1830 [
1-877-883-9577 (TTY: 1-800-662-1220) NE( FeT e I SF AXNFIANF S AT I

Polish: Jesli moéwi Pan/Pani po angielsku, moze Pan/Pani skorzystac z bezptatnych ustug pomocy
jezykowej. W celu dostarczenia informacji w przystepnym formacie dostepne sg rowniez bezptatne
dodatkowe pomoce i ustugi. Prosimy zadzwonié¢ pod numer 1-877-883-9577 (TTY: 1-800-662-1220)
lub porozmawiac ze swoim Swiadczeniodawcs.
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il Sl ALy cleadll s clae Luuall a6 LS Ao 4 gad Bacline cladd &l a5 e laiy) st i€ ) 1 Arabic
TTY: 1-800- gand) lrucal il el o)) 1-877-883-9577 i 1z ducall Ul Laall J o 1 Jgpasy dhsnny il sladl
Ay Galall e ) axid ) Gt i (1220-662

French: Si vous parlez anglais, des services d'assistance linguistique vous sont proposés
gratuitement. Des aides et des services auxiliaires adaptés pour vous fournir des informations dans
des formats accessibles vous sont également proposés gratuitement. Appelez le 1-877-883-9577
(TTY : 1-800-662-1220) ou parlez-en a votre prestataire.

ol d e 1) iy QU8 58 e glae - i Cledd S i slas Gae b Cie ) Sl 55 gn W 50,0 f ) :Urdu
S J8 51-877-883-9577 -0 (ila (S al s i oo ladd 5l VT (yglae lia ) S 5 S
008 Ol o3 ol 3 4 L (TTY: 1-800-662-1220)

Tagalog: Kung nagsasalita ka ng English, available para sa iyo ang mga libreng serbisyo ng tulong
sa wika. Available din nang libre ang mga naaangkop na karagdagang tulong at serbisyo para
magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-877-883-9577

(TTY: 1-800-662-1220) o makipag-usap sa iyong provider.

Greek: Edav piAaTe AyyAikd, gival S1aB€01MES YIa €0GG dwpedv UTTNPETiEC YAwOOTIKNAG BoRBe<Iag.
Eriong, diatiBevral Xwpi¢ xpéwon KataAAnAa BondnTIKA HECA KAl UTTNPETIES YIa TNV TTAPOXN
TTANPOPOPIWV OE TTPOCRACIUEG HopPES. KaAéoTe oTo 1-877-883-9577 (TTY: 1-800-662-1220) n)
MIAOTE PE TOV TTAPOXO OOG.

Albanian: Nése flisni anglisht, ofrohen falas pér ju shérbime té asistencés gjuhésore. Gjithashtu
ofrohen falas mjete dhe shérbime ndihmése té pérshtatshme pér té ofruar informacionin né formate
té aksesueshme. Telefononi 1-877-883-9577 (TTY: 1-800-662-1220) ose flisni me ofruesin tuaj.
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