
MEDICARE SUPPLEMENT 
ACKNOWLEDGEMENT  
AND ATTESTATION
for Non-Tobacco Use Affidavit

To qualify for a reduced premium rate on your AZ Blue Medicare Supplement plan, you must have not 
used tobacco products for 12 consecutive months prior to the date you complete this affidavit.

By signing this No Tobacco Use Affidavit, I certify that:
•  I am a non-smoker/non-tobacco user and have not smoked a cigarette, cigar, pipe, or used 		
	 tobacco products of any kind or form as of ___ /___ /____ (12 months prior to date of affidavit).
•  I understand that AZ Blue may require an attestation of my non-smoker/non-tobacco user status 	
	 in the future, but not more than once a year.
•  I understand that any dishonest or false representation of my non-smoking/non-tobacco user 	
	 status will result in the immediate forfeiting of my right to participate in the reduced premium. 
•  I understand that if I begin smoking or using tobacco products again, I must notify AZ Blue, 
	 which will forfeit my right to the reduced premium.
•  I attest to the best of my knowledge that I meet all eligibility requirements for the AZ Blue Medicare 	
	 Supplement non-tobacco use reduced premium. I understand and acknowledge that AZ Blue 		
	 may periodically audit for continued discount eligibility, and I agree to provide any additional 		
	 documentation requested by AZ Blue within the requested timeframe to verify eligibility.

Member Signature Date

First Name Last Name Middle Initial

Member ID Number

Mailing Address City State ZIP

Email Address

Phone Number Mobile Phone Number
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25

Mail this form to: 
Blue Cross Blue Shield of Arizona 
Attn: Enrollment
P.O. Box 13466 
Phoenix, AZ 85002-3466
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