Blue Cross

of Bhode Island

@

Blue Shield City of Providence Retirees

How to Choose Your Blue Cross Medical Coverage

You have three choices for coverage:

1. BlueCHIP for Medicare 2.
Group Plus (HMO)

Group Plan 65 medicat only 3. Group Plan 65 and

and an individuai Part D Group Blue MedicareRx
Prescription Drug Plan (PDP)

of your choice

You only need to fill out the application form(s) for the option you choose.

1. BlueCHiP for Medicare Group Plus (HMO)
Fill out anly the BlueCHIiP for Medicare application.

BlueCHiP

Fot Madicare

Please contact BlueCHiP for Medica}a il you need infermation in another language or lormat {large print}.

BlueCHiP for Medicare Blue Cross
2012 Employer Group '® @ E'é‘h?,di'["‘:’fg
Enroliment Request Form

To Enroil in a BlueCHiP for Medicare Emplayer Group Plan, Please Provide the Following Information:

Emsloyer or Union Name:

IGrcup #

Please check which plan you want to enraff in:
B3 BluaGHIP for Madicare Group Pius (HMD) E1BlieCHIP for Pedicare Group Preferred Untmited {HAG-POS)
3 BisCHIP for Medicare Group Prefened (HMO-POS)

LAST Name FiRST Name: Rbiddls Initial: I OMe D8is. OMs,
Birth Date: See Here Phane Number: Alternata Fane Numher:

{ I I i MOr

MM; DD /YYYY oM ary i UMV | SIS S

Permanent Residence Sireet Address:{P0. Box s not al'owed)

City:

TS(a{a; %Zlf’&de;

Mailing Address {only if dif ferent from your Permanent Besidenca Address

Streat Addeess:

City: 1 Statg; 1P Cods:

Primary Language Spoken:

E mali Addtess fp‘m dmgm's information is eplionall
R Pleasa Provide Your Medicare Ingurance Inf

ta camplete this section.,

Pfeasa take qut your Medseara Card

* Pleass Ml inthese blanks so they match your red, SAMPLE DNLY
vihite and blue Medicare sard | Name:
: [N
-0~ i
* Attach 3 copy of your Mediare card of your letter from l Medicare Ciaim Number, Sew
Social Secunity of Ra'read Ratirement Boatd. N T T
You must hava Medicate Part A and Part B to joina l ]5 Entitted To Effective Date
Medicars Advantage plan, , HD SPITAL |Part A)
: MEDECAL {Paﬂ Bi

. Piease Read and Answer These Impoztan: ﬂueslmns

It 50, name of réties:

L Are\ou zharemee" {3 Yes O No
H yes, retéement date{monsh/datefyear):

i yss, rame of spouse;

2. Are you covering o spous2 of dependeats undar this employer or uvon plan? O Yes [ No

Name of depandants:

3. Doyouoryour spausewerk? O Yes O No




City of Providence Retirees

2. Group Plan 65 medical only and an individual Part D

Prescription Drug Plan (PDP) of your choice

Fill out onfy the Plan 65 appiication. Apply separately for the PDP of your choice.

~ Plan6b’

Medicais Supplement

Application for Health
Insurance

Please be sure ALL information helow is complete to avoid delays in processing.

] Blease print clearly using blue or Black ink.

Section 1.

Group name

Section 2 - -Applicant Information 55
Last name } Sulfix

i

first name

Group Plan 65 Member

Emplayer Information,(To be completed by plan administrator) & i
Group number

o Blue Cross
Blue Shield
gl . N, ol Rivde land

Dept. number

| M1

Home address (street/apartinent numbar) Cityltown

State gzup code

: Mailing address (if different)(street/apartment number, City/town, state, ZEP coude)

Date of birth
. {mm/ddyyyy)

Gender
A OF

Social Security number
{XXX-xX-Xxxx}

Current BCBSAT 1D number
fif applicable}

I Home phone aumber

Cell phone number

What is your primary fanguage spoken?

Whatwas the name of your prior
health Insusance carrier?

‘What was the date of termination? (mmJddfyyyy)

Please attach a copy of certiticate of ereditable coverage showing coverage
end date. Application will net be processed untif recenved.

numhber and effective dates below.
Medicare Clalm Numbe

e,

Medicare Hospilal Insurance \“'m,_

Eﬂecﬁl'e_-_ﬁ_ale: Mmma-;-ﬂear‘

Medicare Medical Insurance T T
{Parl B)

Eifecive Gate: MonthvBay/Year

{Parl A) e

If you have Original Medicare, please provide your benefidary information, Medicare daim

/" Helln Insurance and Socled Securlty Act
' Namae of bensficiary:
! Medicare ctalm number:
s )
| Effective dates: |
Tk Part Adhospitall____f ;

i Part B (medical) f ! ]
L

GPLGSAPP {7-10)

continucd »




C

&

A,

v of Providence Retirees

3. Group Plan 65 medical and Group Blue MedicareRx
Fill out both the Plan 65 application and Blue MedicareRx applications.

Group Plan 65 Member o Blue Gross
Application for Health iR e
Insurance

Please be sure ALL information belaw is complete to avold delays in processing.
Please print clearly using blue or black ink.

Plangb’

Mediczre Supplamant

> Employer Information (Tube completed by plan'a
| Group number

Séction 1
Group name

| Dept. number i

“‘Applicant Information 05 20
Suffix

Section 2
Last name

VFirst name [IRA

i

[
5 Citytown State ZIP code

Mailing address (if different}{streetfapastuient number, cityftawn, state, ZIP coded

H
Home address {strect/apariment number)

Current BCBSRHID number
{if applicable)

Social Security number
{NEX-AN-NXAN)

Gender
Owm gr

Date of hirth
{movddiyyyy)

% Cell phone number
H— .

Heme phone number

[What is your primary language spoken?

What was the name of your prior | What was the date of termination? imnvdd/syyy)

health insurance carrier?

Please attach a copy of certificate of sreditable coverage showing coverage
et date. Application will not be processed untél received.

i you have O}iginal Maedicare, please provide your beneficiary information, Medicare daim
number and effective dates below.

l_.ledjqara cla]m }!uﬂ]be(

" Health Insurance and Soclal Securlty Act
Name of beneficiary: :

Medicare Hospital tnsuranca ™ ~--___ )

Parl A} Medicare claim number H
: tocthe Jale: H‘)_Psﬂ'l&{};}'!‘l’t‘ﬁf I S : B
Medicare Medical nsurance . | Effeciive dates:
{Pari B} "k Part Afhospital) ___/___/

tffoctive Data; MonthDayNear :

Part B (medicaly ____/ I ;

Ofdal Use Only; Dale Stamd

i Blue Cross

Al
VV Blue Shield
b ® @R of Bhode Island

- Blue MedicareRx™ (PDP)
Hedicare Prascription Drug Plan
2012 Enrollment Form

GPLESAPP (7-10)

rn completed applicallons to your Employer

continued >

Tl Pleate reler W the BmueémreRx {PDP)} Evidence of Coveraga for a complete dstag of all plan bereflits,

condiions, Bmitations, and exdlusions of coveraga.

8iue Ceoss & Blus Shield of Rhods Istand 15 an independent Sicenses of the Blue Cross and Blue Sh'eld
Assoclzlion.

Anthem Insurance Companles, fa¢ , Blue Ceoss and Blue Siield of Massachuselts, in¢., Blue Cross & Blue
Shiekd of Rhoda Isfand, and Blua Cross and Blue Shield of Verment 2cs the 'egal entities which have
contracted as a jo'nt enterprisa with the Cenlers for Med'care & Mecicad Services (CMS)and are the dsk.
bearing entlies for Blua MedicareRx plans. The jolnl enferprise Is a Medicara-approved Part D) Sponsor,

® The Bius Cross and Blua Shietd namas and symbols are registered marks of the Blus Cross and Blue
Shield Association.

$2893 1189 R1_0%2011_GRP
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