MEDICARE ADVANTAGE
GROUP ENROLLMENT APPLICATION ®

If you have any questions about our plans, need help filling out this application, or qlc;—l_l MARK

need information in another language or format (Braille), please call 1-855-215-9239 (TTY 711).
Monday - Friday, 8 a.m. to 4:30 p.m.

Mailing Address: PO. Box 15013, Albany, NY 12212 « Physical Address: 40 Century Hill Drive « Latham, NY 12110
PART 1 PLEASE CHECK WHICH PLAN YOU WANT TO ENROLL IN

Employer or Union Name _CASHIC - Schalmont CSD Medicare Location

Member plan selection:

] 1072 Forever Blue 799 (PPO) Plan CF12 U

L] L

L] L

L] U]

Effective Date Member bill level selection: 1 Group bill [ Member bill
Last Name First Name Middle Initial

Date of Birth (MM/DD/YYYY) Sex (LIM IF

Email Address

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.)

Street/Apartment #
City State County Zip Code
Home Phone Number ( ) Alternative Phone Number ( )

area code area code

MAILING ADDRESS (ONLY IF DIFFERENT FROM PERMANENT ADDRESS):

Street/Apartment #
City State____ County Zip Code
Please take out your red, white and blue Medicare Name (as it appears on your Medicare card):

card to complete this section.

« Fill out this information as it appears on your Medicare Number
Medicare card.
-0R-
Entitled to:
+ Attach a copy of your Medicare card or your letter from . ,
Social Security or the Railroad Retirement Board. Hospital (Part ) Hfective Date / /
Medical (Part B) Effective Date / /

You must have Medicare Part A and Part B to join a Medicare Advantage plan.
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PART 4 PLEASE LIST A PRIMARY CARE DOCTOR FROM THE PROVIDER DIRECTORY

Doctor’s Last Name First Name
Current Patient? [ Yes [ No

PART 5 PLEASE READ AND ANSWER THESE QUESTIONS

1. Areyoutheretiree? [IYes [1No
[f YES, retirement date (MM/DD/YYYY)

[fNO, name of retiree

N

Are you the spouse of the retiree? [1Yes [1No

w

Are you covering a spouse or dependents under this employer or union plan? [1Yes [1No

If YES, name of spouse

Name of dependents

4. Some individuals may have other drug coverage, including other private insurance, Workers’ Compensation, VA benefits or
State pharmaceutical assistance programs. Will you have other prescription drug coverage in addition to Highmark Blue
Shield HMO or PPO?  [1Yes [1No

If YES, please list your other coverage and your identification (ID) number(s) for this coverage:

Name of other coverage

ID# for this coverage Group# for this coverage
5. Areyouaresidentin a long-term care facility such as a nursing home? [1Yes [1No

If YES, please list the institution’s name, address, phone number, and date of admission.

Name Street Suite#
City State /IP Code
Phone ( ) County Date of Admission
area code (MM/DD/YYYY)

6. Areyou enrolled in your state Medicaid program? []Yes [INo

If YES, please provide your Medicaid number

7. Do you, on your own or through your spouse, have any health insurance other than Medicare, such as private insurance,
Workers’ Compensation, or VA benefits? [1Yes [1No

If YES, what kind of insurance do you have?

What is the name of your insurance?

8. Do you or does your spouse work? [Yes [1No




PART 6 PLEASE READ AND SIGN ON PAGE 4

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

Highmark Blue Shield HMO or PPO are Medicare Advantage Plans and have a contract with the Federal government. | will need to keep my Medicare Parts A and B. | can
be in only one Medicare Advantage plan at a time, and | understand that my enrollment in this plan will automatically end my enrollment in another Medicare health
plan. Itis my responsibility to inform you of any prescription drug coverage that I have or may get in the future. | understand that if | don't have Medicare prescription drug
coverage, or creditable prescription drug coverage (as good as Medicares), | may have to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage

in the future. Enrollment in this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes only at certain times of the year if an enrollment
period is available (example: annual enrollment period from October 15 — December 7), or under certain special circumstances.

Highmark Blue Shield HMO or PPQ serve a specific service area. If I move out of the area that Highmark Blue Shield HMO or PPO serves, | need to notify the plan so | can
disenroll and find a new plan in my new area. Once | am a member of Highmark Blue Shield HMO or PPO, I have the right to appeal plan decisions about payment or
services if | disagree. | will read the Evidence of Coverage document from Highmark Blue Shield HMO or PPO once | receive it to know which rules | must follow to get
coverage with this Medicare Advantage plan. | understand that people with Medicare aren't usually covered under Medicare while out of the country except for limited
coverage near the U.S. border.

| understand that, beginning on the date Highmark Blue Shield HMO or PPO coverage begins, I must get all of my health care from Highmark Blue Shield, except for
emergency or urgently needed services or out-of-area dialysis services. | understand that, beginning on the date Highmark Blue Shield HMO or PPO coverage begins,
using services in network can cost less than using services out of network, except for emergency or urgently needed services or out-of-area dialysis services. If medically
necessary, Highmark Blue Shield HMO or PPO provides refunds for all covered benefits, even if I get services out of network. Services authorized by Highmark Blue Shield
and other services contained in my Highmark Blue Shield HMO and PPO Evidence of Coverage document (also known as a member contract or subscriber agreement) will
be covered. Without authorization, NEITHER MEDICARE NOR HIGHMARK BLUE SHIELD WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with Highmark Blue Shield, the employee may be paid
based on my enrollment in Highmark Blue Shield HMO or PPO.

Release of Information:

By joining this Medicare health plan, | acknowledge that Highmark Blue Shield will release my information to Medicare and other plans s is necessary for treatment,
payment, and health care operations. | also acknowledge that Highmark Blue Shield will release my information, including my prescription drug event data, to Medicare,
who may release it for research and other purposes that follow all applicable Federal statutes and requlations. The information on this enrollment form is correct to the
best of my knowledge. | understand that if | intentionally provide false information on this form, I will be disenrolled from the plan. I 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.

PART6 ENROLLEE AUTHORIZATION — SIGNATURE

Enrollee Authorization

Signature Today’s Date

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

Last Name First Name Middle Initial
Street/Apartment#
City State County Zip Code
Home Phone Number ( ) Relationship to Enrollee
area code

Please include a copy of your Power of Attorney paperwork.




Answering these questions is your choice. You can’t be denied coverage because you don't fill them out.

I
Please check one of the boxes below if you want us fo contact you about receiving information in a language
other than English or in an accessible format:

] 1 would like to receive my materials in a language other than English
|:| | would like to receive my materials in an accessible format (Braille, Large Print, Data CD, Audio CD, etc.)

Please contact Highmark at 1-800-329-2792 if you need information in an accessible format or language other than English.
TTY users should call 711. Our office hours are:

October 1 - March 31 8 a.m. to 8 p.m., 7 days a week

April 1 - September 30 8 a.m. to 5 p.m., Monday - Friday

Highmark Blue Shield is a Medicare Advantage HMO, PPO, and/or Part D plan with a Medicare contract. Enroliment in these plans depends on contract renewal.
Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Shield is an independent licensee of the Blue Cross Blue Shield Association. All references to
“Highmark” in this document are references to the Highmark company that is providing the member’s health benefits or health benefit administration and/or to one or
more of its affiliated Blue companies.



Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex assigned
at birth, gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage to any
health service based on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender
is different from the one to which such health service is ordinarily available. The Plan will not deny or limit
coverage for a specific health service related to gender transition if such denial or limitation results in
discriminating against a transgender individual. The Plan:

o Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Quualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)

e 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, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these You can also file a civil rights complaint with the
services or discriminated in another way on the basis U.S. Department of Health and Human Services,
of race, color, national origin, age, disability, or sex, Office for Civil Rights electronically through the
including sex stereotypes and gender identity, you can Office of Civil Rights Complaint Portal, available
file a grievance with: at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by

Civil Rights Coordinator mail or phone at:

P.O. Box 22492 U.S. Department of Health and Human Services
Pittsburgh, PA 15222 200 Independence Avenue, SW

Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475 Room 509F, HHH Building

Email: CivilRightsCoordinator@highmarkhealth.org Washington, D.C. 20201

. . . . Phone: 1-800-368-1019, 800-537-7697 (TDD)
You can file a grievance in person or by mail, fax,

or email. If you need help filing a grievance, the Civil Complaint forms are available at
Rights Coordinator is available to help you. hhs.gov/ocr/office/file/index.html

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY:711)

ATTENTION: If you speak English, free language translation and interpretation services are available to you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in
accessible formats are also available free of charge.

ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de traduccién e interpretacién de
idiomas. También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y
Braille) para proporcionar informacién en formatos accesibles sin cargo.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Ubersetzungs- und Dolmetscherdienste zur
Verfligung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio
und Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhdltlich.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang
ou pale a. Ed ak sévis siplemanté apwopriye (t&lke gwo lét, odyo, Braille) pou bay enfomasyon nan foma
aksesib yo disponib gratis tou.
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BHUMAHMWE: Ecnn Bbl roBopute Ha pycckom sisbike, Bam goctynHbl 6ecnnaTtHble ycnyrm nepesofd HaO Apyrom
A3bIK. TaKXXe NpefocTaBAseTcs AONONHUTENbHAS 6eCnIATHAS MOMOLLb U YCIYTK OTOBpPaXKeHUa MHopMaAL MK B
JocTynHbIx popmaTax (Hanpumep, KpynHbiM WpndToMm, wprudtom bpanns nnm B BUuge aygmosanuci).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di fraduzione e interpretariato. Sono inoltre
disponibili gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille)
per fornire informazioni in formati accessibili.

ATTENTION : si vous parlez frangais, des services de traduction et d'interprétation gratuits sont a votre
disposition. Vous pouvez aussi bénéficier gratuitement de I'accés a des outils et services auxiliaires appropriés
(affichage en gros caractéres, audio et le braille) dans des formats accessibles.

AKIYESI: Ti 0 bd nso &dé Yorubd, awon ise itumo ati dgbufo &dé wa ni arowotd 16féé fun 0. Awon ise itéju ati
iranlowo t6 ye (bii titewé nla, gbigbo ohun, ati iwé afju) lati pésé iwifunni ni awon ona irddye si wa pelu
I6féé.
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CHU Y: Néu quy vi néi tiéng Viét, chiing t6i cé dich vu bién dich va phién dich ngén ngl® mién phi danh cho
quy vi. Chuing t6i cling cung cap mién phi cdc dich vu va hd tro bd sung thich hop (nhw chi in I&n, tép am
thanh va chi ndi) dé cung clp thong tin & cdc dinh dang dé tiép can.
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