Enrollment Instructions

Who can use this form?
People with Medicare who want to join a Medicare
Advantage Plan
To join a plan, you must:
Be a United States citizen or be lawfully present
in the U.S.
Live in the plan’s service area
Important: To join a Medicare Advantage Plan, you
must also have both:
Medicare Part A (Hospital Insurance)
Medicare Part B (Medical Insurance)

When do | use this form?

You can join a plan:
Between October 15-December 7 each year (for
coverage starting January 1)
Within 3 months of first getting Medicare
In certain situations where you're allowed to join
or switch plans

Visit Medicare.gov to learn more about when you
can sign up for a plan.

What do | need to complete this form?

Your Medicare Number (the number on your
red, white, and blue Medicare card)

Your permanent address and phone number
Note: You must complete all items in Section 1.

The items in Section 2 are optional — you can't be
denied coverage because you don't fill them out.

Carehrst

Medicare Advantage

Reminders:
If you want to join a plan during fall open
enrollment (October 15-December 7), the plan
must get your completed form by December 7.

Your plan will send you a bill for the plan’s
premium. You can choose to sign up to have your
premium payments deducted from your bank
account or your monthly Social Security

(or Railroad Retirement Board) benefit.

What happens next?
Send your completed and signed form to:

CareFirst BlueCross BlueShield Medicare Advantage
Attn: Sales Department
P.O. Box 915, Owings Mills, MD 21117

Once they process your request to join, they'll
contact you.

How do | get help with this form?

Call CareFirst BlueCross BlueShield Medicare
Advantage at 844-331-6334. TTY users can call 711.

Or call Medicare at 1-800-MEDICARE (1-800-633-4227).
TTY users can call 1-877-486-2048.

En espafiol: Llame a CareFirst BlueCross BlueShield
Medicare Advantage al 844-331-6334 (TTY: 711) o

a Medicare gratis al 1-800-633-4227 y oprima el

8 para asistencia en espafiol y un representante
estara disponible para asistirle.

Individuals experiencing homelessness
If 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.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information
unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-
NEW. The time required to complete this information is estimated to average 20 minutes per response, including the
time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-

05, Baltimore, Maryland 21244-1850.

IMPORTANT. Do not send this form or any items with your personal information (such as claims, payments, medical
records, etc.) to thePRA Reports Clearance Office. Any items we get that aren’'t about how to improve this form or its
collection burden (outlined in OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or forwarded to the plan.
See “What happens next?” on this page to send your completed form to the plan.
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Carehrst

OMB No. 0938-1378 Expires: 12/31/2026 Medicare Advantage

SECTION 1—ALL FIELDS IN THIS SECTION ARE REQUIRED (UNLESS MARKED OPTIONAL)
Select the plan you want to join:

(O CareFirst BlueCross BlueShield Advantage DualPrime (HMO-SNP)

$0-%$40.30 per month (Based on your level of “Extra Help”)

First Name Last Name Middle Initial (optional)

Birth Date (MM/DD/YYYY) | Sex Home Phone Number Mobile Phone (optional)
O Male (O Female

Email Address (optional)

| authorize the health plan to text and email me helpful reminders, articles and tips on healthy living,
surveys, and general information about the plan. | understand that | may opt-out of receiving these
messages by contacting Member Services at 844-386-6762 (TTY: 711), 8 a.m.-8 p.m., ET, 7 days a week
from October 1-March 31 and 8 a.m.-8 p.m., ET, Monday-Friday from April 1-Sepember 30.

QO Yes, 1 would like to receive messages (O No, | do not want to receive messages

Permanent Residence street address (Don't enter a PO Box. Note: For individuals experiencing
homelessness, a PO Box may be considered your permanent residence address.):

Apt. Number City County (optional)

State Zip Code

Mailing Address, if different from your Permanent Address (PO Box allowed) | Apt. Number

City State Zip Code

YOUR MEDICARE INFORMATION
Medicare Number Part A Effective Date Part B Effective Date

ANSWER THESE IMPORTANT QUESTIONS

1. Will you have other prescription drug coverage (like VA, TRICARE) in addition to CareFirst BlueCross
BlueShield Medicare Advantage? O Yes O No

Name of other coverage Member number for this coverage Group number for this coverage
2. Are you enrolled in your State Medicaid program? If yes, provide 11-digit Medicaid number
O Yes O No

To be eligible for Dual Prime, you must have a Medicaid level of Qualified Medicare Beneficiary (QMB)
or Full Benefit Dual Eligible (FBDE).

White = Plan Copy Yellow = Member’s Copy
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SECTION 1—ALL FIELDS IN THIS SECTION ARE REQUIRED (UNLESS MARKED OPTIONAL)

3. Are you a resident of a long-term facility, such as a nursing home? O Yes O No

If “yes,” name of Facility Phone number of Facility

Address of Facility

INFORMATION TO DETERMINE YOUR ENROLLMENT PERIOD

Typically, you may enroll in a Medicare Advantage plan only during the annual enroliment 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
v check the box 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 this information is incorrect, you may be disenrolled.

| am new to Medicare.

I am making a change during the Annual Enrollment Period (AEP) from October 15 to December 7.

I am enrolled in a Medicare Advantage plan and want to make a change during the Medicare
Advantage Open Enrollment Period (MA OEP) from January 1 to March 31.

| am in a Medicare Advantage Plan and have had Medicare for less than 3 months. | want to make a
change between 4/1-12/31.

| had Medicare before, but I'm now turning 65.

| already have Hospital (Part A) and recently signed up for Medical (Part B). | want to join a Medicare
Advantage Plan.

| recently moved outside of the service area for my current plan or | recently moved and this plan is
a new option for me. | moved on (insert date)

| recently was released from incarceration. | was released on (insert date

| recently returned to the United States after living permanently outside of the U.S. | returned to the
U.S. on (insert date)

| recently obtained lawful presence status in the United States. | got this status on (insert date)

| recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid
assistance, or lost Medicaid) on (insert date) .
| recently 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)
I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing
home or long-term care facility). | moved/will move into/out of the facility on (insert date)

| recently left a PACE program on (insert date)

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

| am leaving employer or union coverage on (insert date)

| belong to a pharmacy assistance program provided by my state.
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INFORMATION TO DETERMINE YOUR ENROLLMENT PERIOD
My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

| 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) .
| was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification required
to be in that plan. | was disenrolled from the SNP on (insert date)
| 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 enroliment request because of the disaster.

I am enrolled in a plan that has been identified with the low performing icon (LPI).

| signed up for Part A (Hospital Insurance) or Part B (Medical Insurance) during a Special Enrollment
Period | qualified for because of an exceptional circumstance. | want to join a Medicare Advantage
Plan (with or without drug coverage).

| pay a premium for Part A and | signed up for Part B during the General Enrollment Period
(January 1-March 31 each year). | want to join a Medicare drug plan (Part D) or Medicare Advantage
Plan with drug coverage.

If none of these statements applies to you or you're not sure, please contact your broker or

CareFirst BlueCross BlueShield Medicare Advantage at 833-987-0765 to see if you are eligible to enroll.
We are open October 1 through March 31, seven days a week from 8 a.m.-8 p.m., and April 1 through
September 30, Monday through Friday from 8 a.m.-8 p.m.

SECTION 2—ALL FIELDS IN THIS SECTION ARE OPTIONAL
Answering these questions is your choice. You can't be denied coverage because you don't fill them out.

1. Please check one of the boxes below if you would prefer us to send you information in a language
other than English or in an accessible format
QO Spanish O Braille O Large print O Audio CD (O Data CD

Please contact CareFirst BlueCross BlueShield Medicare Advantage at 844-386-6762 if you need
information in an accessible format or language other than what is listed above. Our office hours are
8 a.m.-8 p.m ET, 7 days a week, October 1-March 31; 8 a.m.-8 p.m. ET, Monday-Friday,

April 1-September 30. TTY users should call 711.

2. Do you work? O Yes O No Does your spouse work? O Yes O No

3. Please choose the name of a Primary Care Physician (PCP). Refer to the plan website or Provider
Directory to choose.

PCP Name PCP Address

Are you now seeing or have you recently seen this doctor? O Yes (O No
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PAYING YOUR PLAN PREMIUM

You can pay your monthly plan premium (including any late enroliment penalty that you currently have or may
owe) by mail each month. You can also choose to pay your premium by having it automatically taken out of
your Social Security or Railroad Retirement Board (RRB) benefit each month.

If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be notified by the Social
Security Administration. If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part
D-IRMAA), you must pay this extra amount in addition to your plan premium. You will either have the amount
withheld from your Social Security benefit check or be billed directly by Medicare or RRB. Don't pay CareFirst
BlueCross BlueShield Medicare Advantage the Part D-IRMAA.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If
eligible, Medicare could pay for your drug costs including monthly prescription drug premiumes,
annual deductibles, and co-insurance. Additionally, those who qualify won't have a coverage gap or
a late enrollment penalty. Many people qualify for these savings and don't even know it. For more
information about this Extra Help, contact your local Social Security office, or call Social Security

at 800-772-1213. TTY users should call 800-325-0778. You can also apply for Extra Help online at
www.ssa.gov/medicare/part-d-extra-help.

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 doesn't cover.

If you don't select a payment option, you will get a bill each month.
Please select a premium payment option:
O Get a bill by mail

(O Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)
benefit check.

| get monthly benefits from: O Social Security O RRB

(The Social Security/RRB deduction may take two or more months to begin after Social Security

or RRB approves the deduction. In most cases, if Social Security or RRB accepts your request for
automatic deduction, the first deduction from your Social Security or RRB benefit check will include
all premiums due from your enroliment effective date up to the point withholding begins. If Social
Security or RRB does not approve your request for automatic deduction, we will send you a paper bill
for your monthly premiums.)
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IMPORTANT: READ AND SIGN BELOW

I must keep both Hospital (Part A) and Medical (Part B) to stay in CareFirst BlueCross BlueShield
Medicare Advantage.

By joining this Medicare Advantage Plan, | acknowledge that CareFirst BlueCross BlueShield Medicare
Advantage will share my information with Medicare, who may use it to track my enroliment, to

make payments, and for other purposes allowed by Federal law that authorize the collection of this
information (see Privacy Act Statement below). Your response to this form is voluntary. However, failure
to respond may affect enrollment in the plan.

| understand that | can be enrolled in only one MA or Part D plan at a time—and that enrollment in this
plan will automatically end my enrollment in another MA or Part D plan (exceptions apply for MA PFFS,
MA MSA plans).

| understand that when my CareFirst BlueCross BlueShield Medicare Advantage coverage begins, | must
get all of my medical and prescription drug benefits from CareFirst BlueCross BlueShield Medicare
Advantage. Benefits and services provided by CareFirst BlueCross BlueShield Medicare Advantage and
contained in my CareFirst BlueCross BlueShield Medicare Advantage “Evidence of Coverage” document
(also known as a member contract or subscriber agreement) will be covered. Neither Medicare nor
CareFirst BlueCross BlueShield Medicare Advantage will pay for benefits or services that are not covered.
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 are generally not covered under Medicare while out of the
country, except for limited coverage near the U.S. border.

| 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 enrollment, and

2) Documentation of this authority is available upon request by Medicare.

PRIVACY ACT STATEMENT: The Centers for Medicare & Medicaid Services (CMS) collects information from
Medicare plans to track beneficiary enroliment in Medicare Advantage (MA) Plans, improve care, and for the
payment of Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR 88 422.50
and 422.60 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 enrollment in the plan.

Signature Today's Date

If you're the authorized representative, sign above and fill out these fields
Name Address

Phone Number Relationship to Enrollee
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TO BE COMPLETED ONLY BY INDIVIDUALS ASSISTING THE ENROLLEE WITH THIS FORM

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.

Name Relationship to Enrollee

Signature National Producer Number (Agents/Brokers only)

Office/Agent Use Only

Agent Name (Print)

Agent NPN Agent Signature

Initial Receipt Date

Name of Field Marketing Organization (FMO)

Plan ID # Effective Date of Coverage

Election Period Choice

ICEP/IEP AEP SEP (type) Not Eligible
Plan Code / Plan Option

CarefFirst BlueCross BlueShield Medicare Advantage is an HMO-SNP Plan with a Medicare contract. Enrollment in
CarefFirst BlueCross BlueShield Medicare Advantage depends on contract renewal.

CareFirst BlueCross BlueShield Medicare Advantage is the business name of CareFirst Advantage DSNP Inc., an
independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and

Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent
Blue Cross and Blue Shield Plans.
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Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English
ATTENTION: If you speak English, 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 1-844-386-6762 (TTY: 711)
or speak to your provider.

Spanish
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linglistica. También estan disponibles de forma gratuita ayuday

servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-844-386-6762 (TTY: 711) o hable con su proveedor.

French

ATTENTION: Si vous parlez Francais, des services d'assistance linguistique
gratuits sont a votre disposition. Des aides et services auxiliaires appropriés
pour fournir des informations dans des formats accessibles sont également
disponibles gratuitement. Appelez le 1-844-386-6762 (TTY : 711) ou parlez a
votre fournisseur.

Simplified Chinese

VER: IRV, BRATE %2 IR ILHE ST EIIR S . FRATTIE S TR 1
PEE AR B T EARS, PLGREASH IR AE R . 2iH 1-844-386-6762
(CCARHTE: 711) BRE G AR S5 HEAL R -

CareFirst BlueCross BlueShield Medicare Advantage is the business name of CareFirst
Advantage DSNP, Inc., an independent licensee of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service
marks of the Blue Cross and Blue Shield Association, an association of independent

Blue Cross and Blue Shield Plans.
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Korean

Fol: [0] |8 AL8-ahAl =
AHUTE ol & 7Fs e P o
Al m Tz ATgy,

AR 2 AlFG A ol 2] 54 A

Yoruba

AKIYESI: Ti 6 ba jé pé o A so @dé Yoruba, awon isé itéju iranléowd edé wa ni
arowoto fun 0. Awon ohun elo iranldéwd ati is€ 1toju ti 6 ye |ati pese alayé ni
awon awose ti 6 se é 10 wa ni arowoto [6feé bakan naa. Pe 1-844-386-6762 (TTY:
711) tabi ki o ba olupese re soro.

Ambharic

MAANL+- ATICT PTRT74 T PRI &9 ATA9 T N19 LPCNAPFA:
@/ 87 N+L4A PCAT ATIPLAN +IN, PP HehTIE ATHPT AT ATAN AT
AT8.U NY9 £75 & NNAN €@MC 1-844-386-6762 (TTY: 711) L2m-A M LI
ATA1 et APLNPTY PTG

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 1-844-386-6762 (TTY: 711) o makipag-usap sa
iyong provider.

Hindi

e ¢ afe 3ma B dtera €, ar 3maeh faT f:gles aTeT @gradr dare
3Uels Il 81 FoIsT WRAl H SAThRT YTl el & [T 3ugFd Tgraeh
qrereT AR QaTC oY fo1:9feeh 3Ueletr 81 1-844-386-6762 (TTY: 711) W Hict
Y AT 39T FeTal & a1 H|

CareFirst BlueCross BlueShield Medicare Advantage is the business name of CareFirst
Advantage DSNP, Inc., an independent licensee of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service
marks of the Blue Cross and Blue Shield Association, an association of independent

Blue Cross and Blue Shield Plans.
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Arabic
daclie Jios 86 L Asilaall 4 galll sacliodll ciladd @l 8 giind iy jall Aall) hants i€ 1) 14
1-844-386-6762 &l e Juail Ulae L) J g sl S0y sty il slaall b gl dpnlic cladd
Aaxdll adha ) a3 41 (711)

Russian

BHUMAHWE: Ecnv Bbl rOBOpPUTE Ha PYCCKWM, BaM AOCTYMHbl 6ecniaTtHble yCnyriu
A3bIKOBOW NoAzepxku. COOTBETCTBYHOLLME BCMOMOraTe/ibHble CpesCTBa U
yCnyrun no npezoctaBneHnio MHGopMaLMn B JOCTYMHbIX dopmaTax Takxe
npesocTaBnAoTCa 6becnnaTHo. No3soHUTe No TenepoHy 1-844-386-6762 (TTY:
711) nnn obpatmuTechb K CBOEMY MOCTaBLUUKY YCYT.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfugung. Entsprechende Hilfsmittel und Dienste
zur Bereitstellung von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfugung. Rufen Sie 1-844-386-6762 (TTY: 711) an oder
sprechen Sie mit Ihrem Provider.

Farsi

iz I3 3 b peesd 3 OB QL) Blutiy Gleds (S 2 Cooo [0L) 038 1] S 14z g3
39790 OB ebods s B S )3 Sledbl dhl Sl o Bty Slods 5 LSS
S o 393 023l b b S eled (711 1q0bali) 1-844-386-6762 ojleis b .awisly s

Vietnamese

LUU Y: Néu ban ndi tiéng Viét, chdng téi cung cap mién phi cac dich vu hd trg
ngdn ngit. Cac hé trg dich vu phu hgp dé cung cap théng tin theo cac dinh dang
dé ti€p can cling dugc cung cap mién phi. Vui long goi theo s6 1-844-386-6762
(Ngudi khuyét tat: 711) hoac trao d6i véi ngudi cung cap dich vu cla ban.

CareFirst BlueCross BlueShield Medicare Advantage is the business name of CareFirst
Advantage DSNP, Inc., an independent licensee of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service
marks of the Blue Cross and Blue Shield Association, an association of independent

Blue Cross and Blue Shield Plans.
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Portuguese

ATENCAO: Se vocé fala [inserir idiomal], servicos gratuitos de assisténcia
linguistica estao disponiveis para vocé. Auxilios e servicos auxiliares apropriados
para fornecer informacdes em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-844-386-6762 (TTY: 711) ou fale com seu provedor.

Urdu

Al BB -Gy Cliws Glaas §ods e SOL) A S T 5 con Ao 93l %)Tﬁ\ 0 A g
1--om uw.) Cde (40 C)L/a_)c}-)j\ NINVY L)jl.u wL«A “& i &)5(“-’:’\_)9 uuﬁl;m uw u@ﬁ)lﬂ
LS S oS wylyd a1 b S JS ) 844-386-6762 (TTY: 711)

CareFirst BlueCross BlueShield Medicare Advantage is the business name of CareFirst
Advantage DSNP, Inc., an independent licensee of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service
marks of the Blue Cross and Blue Shield Association, an association of independent

Blue Cross and Blue Shield Plans.
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