2023
Group MedicareBlue®™ Rx (PDP)
Participant Enrollment Form

Group MedicareBlue®™ Rx (PDP) is a Medicare-approved Part D sponsor.
Enrollment in Group MedicareBlue Rx depends on renewal of the plan sponsor’s
contract with Medicare. Coverage is available to members of an employer or
union group and separately issued by one of the following plans: Wellmark Blue
Cross and Blue Shield of lowa*; Blue Cross and Blue Shield of Minnesota*;

Blue Cross and Blue Shield of Montana*, a division of Health Care Service
Corporation, a Mutual Legal Reserve Company; Blue Cross and Blue Shield of
Nebraska*; Blue Cross Blue Shield of North Dakota*; Wellmark Blue Cross and
Blue Shield of South Dakota*; and Blue Cross Blue Shield of Wyoming*.

*Independent licensees of the Blue Cross and Blue Shield Association

Group

. MedicareBlue”Rx (PDP
A Medicare Prescription Drug Plan ( )

®
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OMB No. 0938-1378
Expires: 7/31/2024

Group MedicareBlue Rx Participant Enrolilment Form

To enroll in Group MedicareBlue Rx, please provide the following information and this enrollment form to
your employer group or other designated contact.

A. Personal information (please print clearly)

Group name: Group number: Requested effective date:
State of lowa $5/$10/20%/45%/33% 38073
Last name: First name: Middle initial:

Email address (optional):

Birth date: d Male Home phone number: Alternate phone number
(optional):

U Female

MMDDYYYY

Permanent residence street address (P.O. Box not allowed):

City: State: ZIP code:

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

Street address:

City: State: ZIP code:

Billing address, if different from your permanent address (P.O. Box allowed):

Street address:

City: State: ZIP code:

B. Please provide your Medicare insurance information

Medicare number:

Is entitled to: Effective date (MMDDYYYY):

HOSPITAL (Part A)

MMDDYYYY

MEDICAL (Part B)

MMDDYYYY

You must have Medicare Part A or Part B (or both) to join a Medicare prescription drug plan.




_ OMB No. 0938-1378
Enrollee name: Expires: 7/31/2024

C. Please answer the following questions to help Medicare coordinate your benefits

Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benefits coverage, VA benefits or state pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Group MedicareBlue Rx (PDP)?
d Yes U No
If “yes,” please list your other coverage and your identification (ID) number(s) for this coverage.

Name of other coverage: Member number for this coverage: Group number for this coverage:

D. Enroliment authorization: By completing this enrolilment application, | agree to the following:

IMPORTANT: Read and sign below
* | must keep Hospital (Part A) or Medical (Part B) to stay in Group MedicareBlue Rx.

» By joining this Medicare prescription drug plan, | acknowledge that Group MedicareBlue Rx will share my
information with Medicare, who may use it to track my enrollment, to make payments and other purposes
allowed by federal law that authorize the collection of this information (see Privacy Act Statement on
page 4).

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

* lunderstand that | can be enrolled in only one Part D plan at a time — and that enroliment in this plan
will automatically end my enrollment in another Part D plan.

+ 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.

| understand that my signature (or the signature of the person legally authorized to act on my
behalf) on this application means that | 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 enroliment, and
2) Documentation of this authority is available upon request by Medicare.

Signature: Today’s date:

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

Name (Print): Phone number:
Address:
City: State: ZIP code:

Relationship to enrollee:
Q | want all mail for this member sent to me.




OMB No. 0938-1378

Enrollee name: Expires: 7/31/2024

All fields on this page 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.
Q Braile Q Largeprint Q1 AudioCD

Please contact Group MedicareBlue Rx at 1-877-838-3827 if you need information in an accessible
format other than what'’s listed above. Our office hours are 8 a.m. to 8 p.m., daily, Central and Mountain
times. TTY users can call 711.

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

d No, not of Hispanic, Latino/a, or Spanish origin 4 Yes, Mexican, Mexican American, Chicano/a
d  Yes, Puerto Rican 4 Yes, Cuban

A Yes, another Hispanic, Latino/a, or Spanish origin

Q I choose not to answer.

What'’s your race? Select all that apply.

Q American Indian or Alaska Native A Asian Indian Q Black or African American
d Chinese 4 Filipino 4 Guamanian or Chamorro
Q Japanese Q Korean O Native Hawaiian
A Other Asian A Other Pacific Islander d Samoan
d Vietnamese a  White
4 1 choose not to answer.

PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track
beneficiary enroliment in Medicare Advantage (MA) or Prescription Drug Plans (PDP), improve care, and
for the payment of Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR
§§ 422.50, 422.60, 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 (MARX)”, System No. 09-70-0588. Your response to this
form is voluntary. However, failure to respond may affect enroliment in the plan.

RAS1028R14 (08/22)



Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-877-838-
3827 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-877-838-3827 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: ZJIRH R BN ERS | HBHEREX TRREIZSMRAVEIEE O,
MREFBEENERS |, 153K 1-877-838-3827 (TTY: 711). EINWPNXITEARREE
;. XR—IMRFERS.

Chinese Cantonese: ¥ HMMNERIENRBIEFELRE , AURMARBRENIZE R
%, WEEERTY , FHE 1-877-838-3827 (TTY: 711), HMBEPXMAESLEEAEIR

HER, E 2—EHE2ERS.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
877-838-3827 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-877-838-3827 (TTY: 711). Un interlocuteur parlant Francgais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung téi cé dich vu thdng dich mién phi dé tra 16i cac ciu hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-877-838-3827 (TTY: 711) sé cd nhan vién ndi ti€ng Viét giup d& qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-838-3827 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.



Korean: YAt Ol EY E= FE HHO| 2ot ZHE0| Bl E2|10X 22 E9 MH|AE
M&std ASLICH Y MHAE O|25l8{H T3} 1-877-838-3827 (TTY: 711) He =
2Ol FMAL. =0 E St SHEAI 2o EE AHYLICE O] MH|AE REZ

e
=Lt

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTE/IbHO CTPaxoBOro uim
MeANKaMeHTHOro nnaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMK 6ecnaaTHbIMK
ycnyramm nepeBoaumkoB. HYTobbl BOCN0Ob30BaTbCS YC/yraMmn rnepesogymnka,
Nno3BOHUTE HaM no TenedoHy 1-877-838-3827 (TTY: 711). Bam okaxeT NOMOLLb
COTPYAHMK, KOTOPbIM rOBOPUT NO-pYCCKKU. [laHHasa ycnyra 6ecnnaTHas.

Arabic:

(s aa e e Jganll Lnal 450 Jgan sl dsaally (slaii Al (ol e DU Aol (558l ial) Ciledd anis L
o line Lusay A pall Baahy Lo add o 8us  1-877-838-3827 (TTY: 711) e b Juai¥l (5 5m clile

JAsilae desd

Hindi: BHR WA 1 a1 &1 A1 & IR F 310 fob it Hi 091 o Wit < o forg g9R Uy Jod
U ATt IUA §. Th GUTIAT U7 = & o, 999 g8 1-877-838-3827 (TTY: 711) W
B &, Dl Afad Sl i) Sear § 3! Heg o ol 8. I8 U JUd JdT ©.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-877-838-3827 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de salde ou de medicagao.
Para obter um intérprete, contacte-nos através do nimero 1-877-838-3827 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
rele nou nan 1-877-838-3827 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-877-838-3827 (TTY: 711). Ta ustuga jest bezptatna.
Japanese: HitDRFERFERIZELEZRLFET S D CEATAICERICHEZIT A0 I,
EROBIRY—E2NHNVFEFIIVET, BRREZCAHAWBILC %501, 1-877-838-3827
(TTY: 711) CHEBFELLE VW, BRBZFEIAEZENZBEOVLLET., ChEIEBOH—E
ATY,
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