+ BlueCross BlueShield Blue Medicare Freedom+(pPo)
- & of NorthCarolina

P.O. Box 25190 | Durham, NC | 27702

2027 Individual Enrollment Form for
Medicare Advantage Blue Medicare Freedom+ (PPO) Plan

All fields on this form are required (unless marked optional).

Individuals experiencing homelessness:

« [f you want to join a plan but have no permanent residence, a Post Office Box, an address of a
shelter or clinic, or the address where you receive mail (e.g., Social Security checks) may be
considered your permanent residence address.

SECTION A Personal Information (exactly as it appears on your Medicare card)

First Name Middle Initial Last Name Suffix
Sex
[ |Male [ _]Female

Primary Phone Number

Alternate Phone Number (Optional) Date of Birth (Month, Day, Year)

Permanent Residence Street Address (P.O. Box is not allowed)

City State Zip Code County

Email Address (Optional)

Mailing Address (if different from your permanent address. P.O. Box allowed)

City State Zip Code
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SECTION B Communication Preferences

Please contact Blue Cross and Blue Shield of North Carolina (Blue Cross NC) if you need information in
an alternative language, such as Spanish at 1-800-665-8037 (TTY: 711). Our office hours are 7 days a week,
8 a.m.to 8 p.m.

Select one if you want us to send you information in an accessible format.
[ ] Braille [ ] Audio CD
[ ] Large print [ ] Data CD (Flash drive)

[ want to get Plan materials via email. | have provided my email address above in section A.

[lYes [ JNo

By sharing your phone number, you agree to calls or text messages from Blue Cross NC or its partners.
Blue Cross NC and its partners will not utilize your number for commercial or marketing purposes. Calls
could include prerecorded or robot voiced calls.

Once you become a member, please visit BlueConnectNC.com to create your Blue Connect member
portal account. With Blue Connect, you can sign-up to receive health plan notices, account updates, and
more via email and text.

To stop receiving text messages, reply STOP to the message you receive on your mobile phone or opt out
in Blue Connect.

SECTION C Please check which plan you want to enroll in

I understand by enrolling in a Blue Cross Medicare Advantage Plan, I will be automatically disenrolled
from my current Medicare Advantage Plan (MA/MAPD) or Part D Prescription Drug Plan (PDP) upon
the effective date selected.

[ | Blue Medicare Freedom+ (PPO) (H3404-004)

SECTION D Please choose the name of a Primary Care Provider (PCP)

Name of Primary Care Provider If you do not choose a PCP, one will be assigned to you.
Provider Address

City State Zip Code

PCP Code (National Provider Identifier #) PCP Phone

(To find a PCP code, go online to BlueCrossNC.com/members/medicare/find-care)

|:| Current patient |:| New patient
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SECTION E 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-
« Attach a copy of your Medicare card or your letter from Social Security or the Railroad Retirement Board.

Please note: You must have Medicare Part A and Part B to join a Medicare Advantage Plan.

Name (as it appears on your Medicare card) Hospital (Part A)

Medical (Part B)
Medicare
Number
Effective Date (Month, Day, Year)

SECTION F Please read and answer these important questions

[ ] Yes 1. Do you have End Stage Renal Disease (ESRD)?
[ No Note: Answering this question does not affect your eligibility to enroll.
[ | Yes 2. Do you work?

DNO

[ | Yes 3. Does your spouse work?

DNO

[ ] Yes Some individuals may have other drug coverage, including other private insurance,

[ No TRICARE, Federal Employee health benefits coverage, VA benefits or state pharmaceutical
assistance programs. Will you have other prescription drug coverage in addition to Blue
Medicare Freedom+ (PPO)? If “yes,” please list your other coverage and your identification
(ID) number(s) for this coverage.

Name of other coverage

ID Number for this coverage Group Number for this coverage
[ ] Yes 4. Areyou enrolled in your state
y y
Medicaid program? If yes, ..
[JNo please provide your Medicaid Medicaid Number
number.

Effective Date (Month, Day, Year)
30f10
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SECTION G Eligibility for an enrollment period

Typically, you may enroll in a Medicare Advantage plan only during the annual enrollment period from
October 15 through December 7 of each year. There are exceptions that may allow you to enroll in a
Medicare Advantage plan outside of this period.

Please read the following statements carefully and check the box on the left if the statement applies to
you. By checking any of the following boxes you are certifying that, to the best of your knowledge, you are
eligible for an Enrollment Period. If we later determine that this information is incorrect, you may

be disenrolled.

[ ] Annual Enrollment Period (AEP). Your plan effective date will be January 1.
|:| [ am new to Medicare.

[ ] Iam enrolled in a Medicare Advantage plan and want to make a change during the Medicare
Advantage Open Enrollment Period (MA OEP).

[ ] I recently moved outside of the service area for my
current plan or I recently moved and have new options

available to me. I moved on (insert date) (Month, Day, Year)

Where are you moving from? Choose your plan’s effective date
o 1
County State (Month, Day, Year)

[ recently was released from incarceration. [ was

released on (insert date) (Month, Day, Year)
onth, Day, Year

[ JIam moving into, live in, or recently moved out of a
Long-Term Care Facility (for example, a nursing home
or long term care facility). I moved/will move into/out
of the facility on (insert date)

(Month, Day, Year)

[ I'recently left a PACE program on (insert date)
(Month, Day, Year)

[ ] I recently involuntarily lost my creditable prescription drug coverage (coverage as good as
Medicare’s). I lost my drug coverage on (insert date)

Choose your plan’s effective date
o 1
(Month, Day, Year) (Month, Day, Year)
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[ ] Iam leaving employer or union coverage on (insert date)
Choose your plan’s effective date

0o 1
(Month, Day, Year) (Month, Day, Year)

[ ] I'min a qualified State Pharmaceutical Assistance Program, or I'm losing help from a State
Pharmaceutical Assistance Program.

[ ] Irecently returned to the United States after living permanently outside of the U.S. I returned

to the U.S. on (insert date)
Choose your plan’s effective date

o 1
(Month, Day, Year) (Month, Day, Year)

[ ] My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

My plan is ending on

(Month, Day, Year) My plan is with

[ ] I'was enrolled in a Special Needs Plan (SNP) but I have lost the special needs qualification required
to be in that plan. I was disenrolled from the SNP on (insert date)

Choose your plan’s effective date
o 1
(Month, Day, Year) (Month, Day, Year)

[ ] I'was affected by an emergency or major disaster (as declared by the Federal Emergency Management
Agency (FEMA) or by a Federal, state or local government entity). One of the other statements here
applied to me, but [ was unable to make my enrollment request because of the disaster.

[ ] I recently obtained lawful presence status in the

United States. I got this status on (insert date) (Month, Day, Year)

[ ] I'recently had a change in my Medicaid (newly got
Medicaid, had a change in level of Medicaid assistance,

or lost Medicaid) on (insert date) (Month, Day, Year)

[ ] Irecently had a change in my Extra Help paying for
Medicare prescription drug coverage (newly got Extra
Help, had a change in the level of Extra Help, or lost
Extra Help) on (insert date)

(Month, Day, Year)
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[ ] I have Medicare and get full Medicaid benefits. I want to join or switch to a plan that coordinates
coverage between my Medicare and Medicaid managed care plans (called an integrated Dual
Eligible Special Needs Plan (D-SNP)).

[ | I'was enrolled in a plan by Medicare (or my state)
and [ want to choose a different plan. My enrollment

in that plan started on (insert date) (Month, Day, Year)

[ ] None of these statements apply to me.*

Other Special Enrollment Period (SEP) reason

* If none of these statements applies to you or you’re not sure, please contact Blue Cross NC at
1-800-665-8037 (TTY: 711) to see if you are eligible to enroll. We are open 7 days a week, 8 a.m.
to 8 p.m.

SECTION H Statement of Understanding

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

1. Tunderstand that I can be enrolled in only one Medicare Advantage plan at a time and that
enrollment in this plan will automatically end my enrollment in another Medicare Advantage and/or
Prescription Drug plan. If I am enrolled in a Medicare Supplement Plan, I must disenroll in order to
not duplicate benefits.

2. I must keep both Hospital (Part A) and Medical (Part B) to stay in Blue Medicare Freedom+ (PPO).

3. Your response to this form is voluntary. However, failure to respond may affect enrollment in the
plan.

4. 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.

5. Tunderstand that when my Blue Medicare Freedom+ (PPO) coverage begins, I must get all of my
medical benefits from Blue Medicare Freedom+ (PPO). Benefits and services provided by Blue
Cross NC and contained in my Blue Medicare Freedom+ (PPO) “Evidence of Coverage” document
(also known as a member contract or subscriber agreement) will be covered. Neither Medicare nor
Blue Cross NC will pay for benefits or services that are not covered.

6. Blue Cross NC serves a specific service area. If I move out of the area that Blue Cross NC serves,
I need to notify the plan so I can disenroll and find a new plan in my new area.

7. Once I am a member of Blue Cross NC, I have the right to appeal plan decisions about payment
or services if I disagree.

8. T understand that if | am getting assistance from a sales agent, broker or other individual employed
by or contracted with Blue Cross NC, he/she may be paid based on my enrollment in Blue Cross NC.

9. Tunderstand that I am enrolling in a plan that does not include prescription drug coverage. If I have
other insurance that includes prescription drug coverage, [ must keep it to continue coverage.
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Release of Information

By joining this Medicare Advantage plan, I acknowledge that the Blue Cross NC will release my
information to Medicare and other plans as is necessary for treatment, payment and health care
operations. I also acknowledge that Blue Cross NC will release my information including my
prescription drug event data, if applicable, to Medicare, who may release it for research and other
purposes which follow all applicable Federal statutes and regulations.

Privacy Act Statement

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to
track beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment
of Medicare benefits. Sections 1860D-1 of the Social Security Act and 42 CFR §§ 423.30 and 423.32
authorize the collection of this information. CMS may use, disclose and exchange enrollment data
from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare
Advantage Prescription Drug (MARXx)”, System No. 09-70-0588. Your response to this form is
voluntary. However, failure to respond may affect enrollment in the plan.

SECTION I Applicant Agreement

I understand that my signature (or the signature of the person legally authorized to act on my behalf)
on this application means that I have read and understand the contents of this application. If signed by
an authorized representative (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 by Medicare.

X
Your Signature Today’s Date (Month, Day, Year)

If you are the authorized representative, you must sign above and provide the following information

Name

Address

City State Zip Code
Phone Number Relationship to Enrollee

7 of 10
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SECTION J For individuals helping enrollee with completing this form only

Complete this section if you're an individual (i.e. agents, brokers, SHIP counselors, family members, or
other third parties) helping an enrollee fill out this form.

First Name Last Name

Relationship to enrollee:

[ ] Agent [ ] Broker [ ] SHIP counselor [ ] Authorized Representative
[ ] Other [ ] Self
X
Signature National Producer Number (Agents/Brokers only)

Licensed Agent Use Only

Agents must submit a signed enrollment form within 24 hours of receipt.

X

Agent’s Signature Print Agent’s Name

Date Application Received (Month, Day, Year) NPN Number (Required)
Phone Number Agent Number

Blue Cross and Blue Shield of North Carolina is a PPO plan with a Medicare contract. Enrollment in Blue Cross and Blue Shield of
North Carolina depends on contract renewal.

®, SM are marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.
All other marks and names are property of their respective owners. Blue Cross and Blue Shield of North Carolina is an independent
licensee of the Blue Cross and Blue Shield Association.
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Blue Medicare PPO™

Notice of Availability of Language Assistance * BlueCross BlueShield
Services and Auxiliary Aids and Services 4 of North Carolina

English

ATTENTION: If you speak any of the following languages, 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 1-877-494-7647 (TTY: 711), or speak to your provider.

Spanish / Espafiol

ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. También estan
disponibles de forma gratuita ayudas y servicios auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-877-494-7647 (TTY: 711) o hable con su proveedor.

Chinese / X
FE MBEIEHY, HNEEEAEREESHEIRS. ﬁzﬂ‘]i_ﬁa%#,z{ EBYMHETENRS, UX
FEREIREEE . BE 1-877-494-7647 (TTY: 711) B8 E R R S12 1L

Vietnamese / Viét

LUU Y: Néu quy vi ndi tiéng Viét, cdc dich vu hé trg ngdn ngii dugc cdp mién phi. Cc hd trg dich vu phu hgp dé
cung cdp thong tin theo dinh dang dé tiép can cling dugc cung cidp mién phi. Vui long goi theo s6 1-877-494-7647
(Nguoi khuyét tat: 711) hodc trao d6i véi nha cung cdp dich vu cta quy vi.

Korean / St=04

& St E AIESHAI=E 4% F & 20| X2 MUH[AE 0|3l = ASFUHCH 0|8 7158 YAlez
MEE MEst= HMEst BEx 7|7 2 MH|AE 222 XMZE L C) 1-877-494-7647 (TTY: 711) HS
HMststALE ME|A MS A o 22l5HMAIL.

French / Francais

ATTENTION: Si vous parlez francais, vous pouvez bénéficier de services d’assistance gratuits. Vous avez
également a votre disposition des outils et services supplémentaires vous permettant de fournir des informations
dans un format accessible, sans frais. Appelez le 1-877-494-7647 (TTY: 711) ou parlez a votre fournisseur.

Arabic / 4 )

A pad) Aadl) ot i€ 1) rag i) Aulie A 8lia) CHladd g Bacluse 58 5% LS Ailae 4y gal Bacle cilaad ol 845
Al e Juai) a s Ulae Ll J e sl ey clipuaity <l slal)

1-877-494-7647 (TTY: 711) <l (alal) Lasdll 355 e uaas 4,

Hmong / Lus Hmoob

LUG CEEV TSHWJ XEEB: yog has tas koj has lug Hmoob muaj cov kev paab cuam txhais lug pub dlawb rua koj.
Cov kev paab hab cov kev paab cuam ntxiv kws tsim nyog txhawm rua muab lug gha paub ua cov hom ntaub
ntawv kws tuaj yeem nkaag cuag tau rua los kuj yeej tseem muaj paab dlawb tsis xaam tug nqe dlaab tsi tuab
yaam nkaus. Hu rua 1-877-494-7647 (TTY: 711) los yog thaam nrug koj tug kws muab kev saib xyuas khu mob.

Russian / PYCCKII

BHMMAHME: Ecnu Bel roBopuTe Ha pycckoMm, To BaM BOCTYIIHBI 6ecIIaTHBIE YCTYTHU SA3bIKOBOII IO PHKKIL.
CoOTBETCTBYyIOLINE NHCTPYMEHTBI M MHQOPMALIMOHHbBIE CePBYICHI TAKXKe IIPEOCTaBIIATCA 6ectyraTHO. [lo3BoHMTE
1o tenedony 1-877-494-7647 (TTY: 711) wnu o6patuTech K CBOEMY TIOCTABIINKY YCIIYT.

Y0079_13299_C PA 12272024
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Blue Medicare PPO™

Notice of Availability of Language Assistance * BlueCross BlueShield
Services and Auxiliary Aids and Services W of North Carolina

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit
din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-
access na format. Tumawag sa 1-877-494-7647 (TTY: 711) o makipag-usap sa iyong provider.

Gu;aratl / a5rR1dl

ALl UL 0] dAH A7l AUAAL G dl, Had HUMISPL AGPAAL QAL AHIZLHIZ GUL6A 19, 19 BHilsoet] Ut vied
wisefod szl sl wdl wiseil Wizl Al we Fiell WS GUasH . 1-877-494-7647 (TTY: 7H) 42 5id 53 2124
AHIZL UELAL 412 Al 52,

Mon- Khmer, Cambodian / mf\mm

ANNEGENMS {pmsmﬁﬁsuﬂwmﬁmes if\)‘&’]ﬁﬁlﬁ@wmﬁﬂﬁﬁﬁﬁiﬁﬁmggmﬁgﬁfmeﬁ"l NSEII Sﬁiﬁ)‘ﬂﬁﬁﬁ)‘ﬁmj
ﬁﬁmiﬁmmﬁmsmﬁgLﬁﬁiwmﬁ@ﬂﬁﬁjﬂiﬂf\TmSﬁH‘ISIﬁMNSV’Wmﬁﬁﬁﬁi@&’lﬁiuﬂ msimmsmme
1-877-494-7647 (TTY: 711) Sﬁﬂ&lﬂﬁ?@ﬁﬁlﬁﬂjiﬁﬁ’]ﬁfﬁﬁiﬁﬂ

German / Deutsch

WICHTIGER HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie 1-877-494-7647 (TTY: 711) oan oder sprechen Sie
mit lhrem Provider.

Hindi / &<t
&1 & Ff3 3T {al ared &, AT 3Teh forw 7:9[e 1T 9erar Har0 STeeel 2l &l Gas TTEdi § STl TaH

T o oTT ST AT ATe ST HaTU AT (7:900% T 8| 1-877-494-7647 (TTY: 711) T FHieT HL IT A
SETAT & &1

Laotian / 890
(BV290: INIVCDIWIFI 299, AL TORNIVZOOQIVWIFICVVATIONNHIN. THD9208 €y NIVHFNIVCVVIIONIH

@ 0w

cowrzBuciioldizynlugucvuiignIncaciinn. e 1-877-494-7647 (TTY: 711) § Buiio¢laddnanzegdmm.

Japanese / H 2G5

BHbE  HAGEAZ BREL D4, BEIOSHEIARYY - e A2 THRG 20 E3, 7 7w A hgie
TR AIRAET 5 70 O I fili B 7e A — bRy — © 2 B 4ERFC SR 27220 3, 1-877-494-7647
(TTY: 71) (S REFE 72 by 7RSS 2 — TR bE &y,

®, SM are marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans. All other
marks and names are property of their respective owners. Blue Cross and Blue Shield of North Carolina is an independent licensee of the
Blue Cross and Blue Shield Association. U46532bb, 2/25 10 of 10
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