Blue Cross’ Blue Shield” of Arizona P BlueCross
Plan Change Request Form N ) ® BlueShield

Arizona

ThIS Plan Change Form can Only be used for Change An Independent Licensee of the Blue Cross Blue Shield Association
from like plan to like plan: HMO to HMO

To make a change in the Medicare Advantage plan you have with Blue Cross Blue Shield of Arizona
(BCBSAZ) fill out the plan change form to make your choice. Enter the plan information you want below
and sign the form.

Changes to health plans can only occur at certain times during the year. From October 15 to December 7,
you can join, switch or drop a Medicare health or drug plan for the following year. In addition, from
January 1 to March 31, anyone enrolled in a Medicare Advantage Plan (except an MSA plan) can
switch plans or return to Original Medicare (and join a stand-alone Medicare Prescription Drug Plan).
Generally, you can’t make changes at other times except in certain situations, such as if you move out
of your plan’s service area, want to join a plan in your area with a b-star rating, or qualify for (or lose)
Extra Help paying for prescription drug coverage.

Name of Plan You are Applying For:

LAST Name: FIRST Name: Middle Initial: | ] Mr. [ Mrs. [ Ms.

Member Number: Home Phone Number:

Permanent Street Address (P.0. Box is not allowed):

City: State: ZIP Code: County:

Mailing Address (only if different from your Permanent Street Address):

City: State: ZIP Code:

Please fill out the following:

| am currently a member of the plan in BCBSAZ with a monthly premium
of § .
| would like to change to the plan in BCBSAZ. | understand that this plan

has different health benefits and a monthly premium of $

Name of chosen Primary Care Provider (PCP):

Please check one of the hoxes below if you would prefer us to send you information in a language other than
English or in an accessible format:

[ ]Spanish [ JLlarge Print [ Alternate Format

Please contact Member Services at 480-937-0409 (in Arizona) or toll-free 1-800-446-8331 if you need information in an
accessible format or language other than what is listed above. Our office hours are from 8 a.m. to 8 p.m., Monday through
Friday from April 1 to September 30; and seven days a week from October 1 to March 31. TTY users should call 711.




PAYING YOUR PLAN PREMIUM AND/OR LATE ENROLLMENT PENALTY

You can pay your monthly plan premium and/or any late enroliment penalty you have or may owe
by mail, Electronic Funds Transfer (EFT) or credit card. You can also choose to pay your premium by
automatic deduction from your Social Security or Railroad Retirement Board check each month.

If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be notified by
the Social Security Administration. You will be responsible for paying 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 the Railroad Retirement Board. Do NOT pay BCBSAZ the
Part D-IRMAA.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you
qualify, Medicare could pay for 75% or more of your drug costs including monthly prescription drug
premiums, 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
1-800-772-1213. TTY users should call 1-800-325-0778. You can also apply for Extra Help online at
ww.socialsecurity.gov/prescriptionhelp. If you qualify for Extra Help with your Medicare prescription drug
coverage costs, Medicare will pay all or part of your plan premium for this benefit. 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:

[ ] Keep my current premium payment option.

] Receive a paper bill. Do not send a premium payment with this application.

[ ] Electronic funds transfer (EFT) from your bank account each month. Please provide the following:

Account holder name:

Financial institution:

Bank routingnumber: [ [ [ [ T [ [ [ | |

Bankaccountnumber: [ | | | | [ [ [ [ [ [ 1 [ 11| 1]

Account type: [ |Checking [ ]Savings

The bank routing number is nine characters pEelD :
long and appears between the Ig symbols, I.‘]“‘J21DD1DBB|I=%D11222 "™ 1234 {
usually at the bottom left corner of your check. >

Your account number is 5 to 17 characters long and appears next to the ||"symbol at the bottom of
your check, usually to the right of your bank routing number.

[ ] Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit
check. | get monthly benefits from: [ ]Social Security [ ]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, we will send you an invoice until the deductions
from Social Security or RRB are approved, which can take 2-3 months. If Social Security or RRB does not approve your request for
automatic deduction, we will continue to send you an invoice for your monthly premiums.)


http://www.socialsecurity.gov/prescriptionhelp

PLEASE READ AND SIGN BELOW

BCBSAZ 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 BCBSAZ, he/she may be paid based on my enrollment in BCBSAZ.

Release of Information: By joining this Medicare health plan, | 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 BCBSAZ 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 BCBSAZ coverage begins, | must get all of my health care from
BCBSAZ, except for emergency or urgently needed services or out-of-area dialysis services. Services
authorized by BCBSAZ and other services contained in my BCBSAZ Evidence of Coverage document
(also known as a member contract or subscriber agreement) will be covered. Without authorization,
NEITHER MEDICARE NOR BCBSAZ WILL PAY FOR THE SERVICES.

| 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 Today's Date:

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

Phone Number: ) Relationship to Enrollee:

Office Use Only:

Member ID #: Plan Effective Date: ICEP/IEP: AEP: OEP:
SEP: __ /SEP Reason: Not Eligible: __ Enrollment Rep: Completed Date:
For Use by Agent/Broker:

Certified Agent Name (Print): Agent/Broker #:
Broker of Record*: Requested Effective Date:
Agent/Broker Signature:

Date Received: Phone Number:

*Enter the Name of the Entity contracted with BCBSAZ

BCBSAZ offers BlueJourney PPO Medicare Advantage plans. BCBSAZ Advantage, a separate but
wholly owned subsidiary of BCBSAZ, offers Blue Best Life Classic and Plus HMO plans.
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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-446-
8331. Someone who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-446-8331. Alguien que
hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A2 4L R BAVIIENRSS, #5 AR Z 5 T B s 29 (R BRI (T (T %2 (9],
N RAIETEE I RIRARSS, EEE 1-800-446-8331, HfIWH X LIEARBRERSIE, XiE
— IR &IRSS,

Chinese Cantonese: &% HAMAO MRS EEY IR [ vl sEF B &M, BHBUMERAE R B Ik
%o MEMEIRTY, FHE 1-800-446-8331, Mt ciy N BB AR, 2 &
—IHER IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-800-446-8331. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog.
Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-446-8331. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra I6i cdc cau hoi vé
chuadng suc khoe va chuadng trinh thuéc men. NEéu qui vi can théng dich vién xin
goi 1-800-446-8331 s& c6 nhan vién ndi ti€ng Viét giup dd qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-800-446-8331. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Korean: @At 95 By £ ofF W #3 A& &8 =gl 78
Agstal s 9 ARl EE o] &ateid 3 1-800-446-8331 W1 o ®
e}
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Russian: Ecnu y BaC BO3HMKHYT BONPOCblI OTHOCUTENbHO CTPaxoBoro uiu
MeAMKAMEHTHOrO MnJjaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawWmMMmM 6ecnnaTHbIMmU
ycnyramm nepeBoaumkoB. HYTobbl BOCNOAb30BaTbCS YC/yraMmn rnepeBoaymka,
Nno3BOHUTE HaM no TenedoHy 1-800-446-8331. Bam okaxkeT NOMOLLb COTPYAHUK,
KOTOPbIM FOBOPUT NO-pYCCKKU. [aHHasa ycnyra 6ecnnatHas.

Ll 4y a1 Jsan 5l daally (gl bl (6f e LU dulaal) (o) il aa ial) cilada 236 L) :Arabic
Gt le gadd o sie ,1-800-446-8331 e W Jbai¥l (5 clile Gl (5 )58 aa e e J paall
Auilae el oda cline Liay 3yl

Hindi: §HR WA 1 a1 &1 Ao &b SR § 31U fobit Hi U%l o wrare < ob forg sHR Uiy Jod
ST T8 U §. Teh GUITT UTed = & folE, 999 85 1-800-446-8331 TR I BN, DI
Hfad il f3=dl dlieidl 8 MUD! Hec B Yhdl 8. U8 U YU Udl 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-446-8331. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
gualquer questdo que tenha acerca do nosso plano de salde ou de medicagdo.
Para obter um intérprete, contacte-nos através do nimero 1-800-446-8331. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
rele nou nan 1-800-446-8331. Yon moun ki pale Kreyol kapab ede w. Sa a se yon
sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-446-8331. Ta ustuga jest bezptatna.

Japanese: 4jit D5 @R & R LTI T 7 2 ICBT 4 TEMICBEZ T 5720

2, EROFERY— 205N T8 nF T, BRE THmICE 51T,
1-800-446-8331 IC BHEHE 773 v, HAEZET A ZF 2 ZRZWwl L ¥, 2xEROY
— B 2T,

Navajo: T'ad hait’éego da ats’iis baa’dhayd doodago azee' aanidaa’niti
nihinaaltsoos bee hadadit’éhigii bagh na’idikid nee holoogo da nihi éi ata’ halne’i
bee dka’'anida’awo’i t'ad jik'eh nihee hdld. Ata’ halne’ita’ yinikeedg kohjj’
1-800-446-8331 nihich’j’ hodiilnih. T'ad hdida Bilagdana Bizaad yee yatti'igii ta’
nikd'iilyeed dooleet. Dii t'ad jik'eh bee nikd'iilyeed dooleet.
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Not a member yet?

Contact our Licensed Medicare Consultants:

1-888-274-0367,TTY: 711
Or contact your broker

Existing Members call:
480-937-0409 (in Arizona)
or toll-free at 1-800-446-8331,TTY: 711

October 1to March 31:
Seven days a week, 8 a.m. to 8 p.m.

April 1to September 30;
Monday through Friday, 8 a.m. to 8 p.m.

BlueCross
® o Arizona

An Independent Licensee of the Blue Cross Blue Shield Association
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