BlueCross BlueShield
o of North Carolina

PO Box 17168

Winston Salem, NC 27116-7168

BlueMedicare Rx*

2009 Individual Enrollment Form for
Medicare Prescription Drug Plan

For Plan Office Use Only

Member # J

Effective Date

Group #
AEP IEP Not Eligible
SEP (type)
A. Personal Information (Please PRINT your name exactly as it appears on your Medicare card.)
First Name Middle Initial Last Name Jr., Sr.
Birth Date Gender (Choose One) Phone

/ / Male
Residence Street Address (No PO Boxes)

City

County

City

Emergency Contact Name (Optional)

Relationship To You

Mailing Address (If different from residence, PO Box allowed)

Female

State Zip

Social Security Number (Optional)

State Zip

Phone

B. Select Your Plan Benefit Package

D. Select Your Payment Option

Blue Medicare Rx
Enhanced..................... $ 68.80 per month
Standard..........ccceee. $ 39.40 per month

C. Medicare Information

Please fill in your claim number and effective dates exactly
as they appear on your Medicare Card, or attach a copy of
your Medicare Card, or your confirmation letter of Medicare
eligibility. A

MEDICARE HEALTH INSURANCE

Medicare Claim Number

Is Entitled To: Effective Date
Hospital Part A: / /
| . / /
\Medlcal Part B: )

You must have Medicare Parts A and/or B to enroll.

You can pay your monthly plan premium by mail each month.
You can also choose to pay your premium by automatic
deduction from your Social Security Check each month. If
you qualify for extra help with your Medicare prescription
drug coverage costs, Medicare will pay all or part of your plan
premium. If Medicare pays only a portion of this premium,
we will bill you for the amount that Medicare does not cover.
Generally you must stay with the option you choose for the
rest of the year.

Send me a bill each month. (Additional payment options
are listed on the bill that you receive each month.)

Automatically deduct the premium from my monthly
SSA benefit check. (The SSA deduction may take two or
more months to begin. In most cases, the first deduction
from your SSA benefit check will include ALL premiums
due from your enrollment effective date up to the point
withholding begins.)

If you do not select a payment option, you will receive a bill

each month.

An independent licensee of the Blue Cross and Blue Shield Association. ®, SM Marks of the Blue Cross and

Blue Shield Association. D168, 10/08
S5540 0635, 11/12/08

White - Plan  Yellow - Plan  Pink - Member







Please Read This Important Information

If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already have a
prescription drug benefit from your Medicare Advantage plan that will meet your needs. By joining Blue
Medicare Rx, your membership in your Medicare Advantage plan may end. This will affect both your
doctor and hospital coverage as well as your prescription drug benefits. 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 an employer or union, joining Blue Medicare Rx could
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.

Statement of Understanding

1. Blue Medicare Rx is a Medicare 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. | can only be in one Medicare prescription drug
plan at a time - if | am currently in a Medicare prescription drug plan, my enrollment in Blue Medicare
Rx will end that enrollment.

2. Itis my responsibility to inform Blue Medicare Rx of any prescription drug coverage that | have or may
get in the future.

3. lunderstand that enrollment in this plan is generally for the entire year. Once | enroll, | may leave this
plan or make changes if an enrollment period is available, generally during the Annual Enrollment
Period (November 15 - December 31), unless | qualify for certain special circumstances.

4. lunderstand that Blue Medicare Rx serves North Carolina residents. If | move permanently to
another state, | need to notify the plan so | can disenroll and find a new plan in my new service
area. | understand that | must use network pharmacies to access Blue Medicare Rx benefits, except
under limited, non-routine circumstances when | cannot reasonably use Blue Medicare Rx network
pharmacies.

5. lunderstand that once | am a member of Blue Medicare Rx, | have the right to appeal plan decisions
about payment or services if | disagree.

6. | will read the Evidence of Coverage from Blue Medicare Rx when | receive it to know which rules |
must follow in order to receive coverage with this Medicare drug plan.

7. lunderstand 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 Enrollment Penalty
(LEP) in addition to my premium for Medicare prescription drug coverage in the future.

8. lunderstand that the person discussing plan options with me is either employed by or contracted with
Blue Medicare Rx. The person may be compensated based on my enrollment in a plan.

9. Counseling services may be available in my state to provide advice concerning Medicare supplement
insurance or other Medicare Advantage or Prescription Drug plan options and concerning medical
assistance through the state Medicaid program and the Medicare Savings Program.

Release of Information

1. By joining this Medicare prescription drug plan, | acknowledge that Blue Medicare Rx will release
my information to Medicare and other plans as is necessary for treatment, payment and health care
operations.

2. |l also acknowledge that Blue Medicare Rx 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.

3. The information on this enroliment 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.






