MEDICARE ADVANTAGE

Employer Group

Abbreviated Enrollment
Appllcathn for Current Members

Senior Blue HMO 699 Forever Blue Medicare PPO 799
Forever Blue Medicare PPO 799 Low Option Senior Blue HMO 651
Forever Blue Medicare PPO 751 Forever Blue Medicare PPO Value

Bar Association of Erie County Retirees

you should use this form. This form may not be used to enroll in Senior Blue HMO
or Forever Blue Medicare PPO for the first time.

0 If you are changing plans within Senior Blue HMO or Forever Blue Medicare PPO,

If you have any questions, we're here to help!

1-855-215-9237
(TTY 71)

October 1-February 14 8 a.m. to 8 p.m., 7 days a week

February 15-September 30 8 a.m. to 8 p.m., Monday-Friday

Mailing Address: Physical Address: ZTD
PO. Box 80 257 West Genesee St.
Buffalo, NY 14240 Buffalo, NY 14202 VAv
A division of HealthNow New York Inc., an independent
licensee of the BlueCross BlueShield Association. ® ®

BlueCross BlueShield of Western New York is a Medicare BlueCross BlueShield
Advantage plan with a Medicare contract and enrollment of Western New York

depends on contract renewal.

2677 9 16



PART 1 Please tell us about yourself

Name of plan you are enrolling in:

Last Name First Name Initial

Member Number Home Phone Number

Permanent Street Address (PO Box is not allowed)
Street/Apartment # City

State County ZIP Code

Mailing Address (If different from permanent address):
Street/Apartment # City

State ZIP Code

PART 2 |am currently a member of (please check one):

|:| Senior Blue HMO 699 |:| Forever Blue Medicare PPO 799
|:| Forever Blue Medicare PPO 799 Low Option |:| Senior Blue HMO 651
D Forever Blue Medicare PPO 751 D Forever Blue Medicare PPO Value

PART 3 1 would like to change to (please check one):

[ ] Senior Blue HMO 699 [ ] Forever Blue Medicare PPO 799
[] Forever Blue Medicare PPO 799 Low Option [ senior Blue HMO 651
D Forever Blue Medicare PPO 751 |:| Forever Blue Medicare PPO Value

Effective Date:

For information concerning the actual premiums you will pay, please contact your employer group benefits
plan administrator.

PART 4 Name of chosen Primary Care Physician (PCP), clinic, or health center.

Name

Y0086_EG08]




Please check one of the boxes below if you would prefer that we send you information in a language other than
English or another format:

|:| Language (call for availability) |:| Alternate Formats (call for availability)

Please contact BlueCross BlueShield of Western New York at 1-855-215-9237 if you need information in another
format or language than what is listed above. TTY users should call 711. Our office hours are:

October 1-February 14 8 a.m. to 8 p.m., 7 days a week

February 15-September 30 8 a.m. to 8 p.m., Monday-Friday

Your Plan Premium

If you are assessed a Part D-Income Related Monthly Additionally, those who qualify won’'t have a coverage

Adjustment Amount, you will be notified by the gap or a late enrollment penalty. Many people qualify

Social Security Administration. You will be for these savings and don't even know it. For more

responsible for paying this extra amount in information about this extra help, contact your local

addition to your plan premium. You will either have Social Security office, or call Social Security at

the amount withheld from your Social Security 1-800-772-1213. TTY users should call 1-800-325-0778.

benefit check or be billed directly by Medicare You can also apply for extra help online at

or the Railroad Retirement Board. Do NOT pay www.socialsecurity.gov/prescriptionhelp.

BlueCross BlueShield of Western New York the

Part D-IRMAA. If you qualify for extra help with your Medicare
prescription drug coverage costs, Medicare will pay

People with limited incomes may qualify for all or part of your plan premium for this benefit. If

extra help to pay for their prescription drug costs. If Medicare pays only a portion of this premium, we will

you qualify, Medicare could pay for 75% or more of bill you for the amount that Medicare doesn’t cover.

your drug costs including monthly prescription drug
premiums, annual deductibles, and co-insurance.




\J
#Please Read and Sign the Next Page:

BlueCross BlueShield of Western New York is a plan that has a contract with the Federal government.

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

Release of Information

By joining this Medicare health plan, I 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 BlueCross BlueShield of Western New York 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. | understand that people
with Medicare aren’t covered under Medicare while out of the country except for limited coverage near the

U.S. border.

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




PART 5 Enrollee Authorization

| 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 X Date / /

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

Last Name First Name Initial
Street/Apartment #

City State . County ZIPCode
Telephone ( ) Relationship to Enrollee

Please include a copy of your Power of Attorney paperwork.

Office Use Only
Senior Blue HMO 699 Forever Blue Medicare PPO 799 Forever Blue Medicare PPO 799
Low Option
Group Number 00402745 Group Number 00403921 Group Number 00418167
Class ID 0120 Class ID 0120 Class ID 0180
Sub Group 0001 Sub Group 0001 Sub Group 0001
Senior Blue HMO 651 Forever Blue Medicare PPO 751 Forever Blue Medicare PPO
Value
Group Number 00402745 Group Number 00401524 Group Number 00401524
Class ID 0011 Class ID 0002 Class ID 0026
Sub Group 0001 Sub Group 0001 Sub Group 0001
Effective Date: Election Type: Employer Group:




Notice of nondiscrimination

BlueCross BlueShield of Western New York complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. BlueCross BlueShield of Western New
York does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

BlueCross BlueShield of Western New York:
« Provides free aids and services to people with disabilities to communicate effectively with us, such as:
© Qualified sign language interpreters
© Written information in other formats (large print, audio, accessible electronic formats, other formats)
« Provides free language services to people whose primary language is not English, such as:
© Qualified interpreters
© Information written in other languages

If you need these services, please call the customer service number on the back of your ID card or contact Carleen
Dunne, Director, Corporate Compliance & Privacy Officer.

If you believe that BlueCross BlueShield of Western New York 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:

Carleen Dunne, Director, Corporate Compliance & Privacy Officer, 257 W Genesee St., Buffalo, NY 14202,
716-887-8624, 716-887-6056, dunne.carleen@bcbswny.com. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Michele Salerno, Regulatory Compliance Manager 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, DC 20201, 1-800-868-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



ATTENTION: If you speak English, language assistance services, free of charge, are available to
you. Call 1-855-215-9237 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica.
Llame al 1-855-215-9237 (TTY: 711).

AR AR RERE TS R IR EESE S TRBIIRSS o 552 1-855-215-9237
(TTY : 711) -

BHUMAHMWE: Ecnu Bbl rOBOPUTE Ha PYCCKOM A3bIKe, TO Bam A0CTYMNHbI becniaTHble ycayrm
nepesoga. 3BoHuTe 1-855-215-9237 (tenetann: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. Rele
1-855-215-9237 (TTY: 711).

FO|: St=HE MEBotA=E B2, 2 XN& MBlA
1-855-215-9237 (TTY: 711) O 2 M 3}al =AAl 2.

i

fS 2 0/E8ota &= AsLICH
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-855-215-9237 (TTY: 711).

1- 1917 .HRYOR 1D 7D DYO MO 72°7 ITRIDYW TR INRD IRTIRD WIVT ,WITR VTV R 2K ORTPIVNDNINR
.855-215-9237 (TTY: 711)

TH TP IM AEN IRA] FAT FA0  AEGES, O [ NATHT O] T2Fe] 7T STTFH
AR | (BTl P S-855-215-9237 (TTY: 711) |

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac¢ z bezptatnej pomocy jezykowe]. Zadzwon
pod numer 1-855-215-9237 (TTY: 711).

855-215-9237-1 a8 » el laally el i) ¢35 4y all) Sac Lusall Ciladd (18 A5l SO Ganatti i€ 1) 24k sale
(711 (oS8l 5 aaall (il A8 )

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 855-215-9237 (ATS : 711).

1-855- S JIS - G i (e e ciladd (S oae (S ) S Gl gieam Sl sl G S0 la s
215-9237 (TTY: 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-855-215-9237 (TTY: 711).

MPOZOXH: Av pAdte eAAnviK@, otn dtaBeon cag Bplokovtal untnpeoieg YAWOOLKAG
umootnpLEng, oL omoieg mapexovratl Swpedv. KaAéote 1-855-215-9237 (TTY: 711).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagese.
Telefononi né 1-855-215-9237 (TTY: 711).

WNY — Group Sales






