MEDICARE ADVANTAGE BlucShield
PLAN CHANGE REQUEST FORM o > Anone

This Plan Change Form can only be used for change
from like plan to like plan: HMO to HMO

An Independent Licensee of the Blue Cross Blue Shield Association

To make a change in the Medicare Advantage plan you have with Blue Cross Blue Shield of Arizona (AZ Blue) 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 5-star rating, or qualify for (or lose) Extra Help paying
for prescription drug coverage.

Name of Plan You are Enrolling In:

LAST Name: FIRST Name: Middle Initial: | L IMr. [ IMrs. [ 1Ms.

Member Number: Home Phone Number: | Cell Phone Number:" | Email Address:”

“Please know by providing your email address, you are agreeing to receive email notifications from us, and by
providing your cell phone number, you are agreeing to receive text message notifications from us, as applicable.
We will always give you the opportunity to opt-out of future communications.

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 AZ Blue with a monthly premium
of S
| would like to change to the plan in AZ Blue. | understand that this plan has

different health benefits and a monthly premium of S :
Name of chosen Primary Care Provider (PCP), clinic, or health center:

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 0938-1378. 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 the PRA 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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THE FIELDS IN THIS SECTION ARE OPTIONAL

Select one if you want us to send you information in a language other than English.

[_1Spanish

Select one if you want us to send you information in an accessible format.

[]Braille [ILarge print []Audio CD
Please contact AZ Blue at 1-800-446-8331 if you need information in an accessible format or language other than
what's listed above. Our office hours are 8 a.m. to 8 p.m., daily from October 1 to March 31, and Monday through

Friday from April 1 to September 30. TTY users can call 711.
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PAYING YOUR PLAN PREMIUM AND/OR LATE ENROLLMENT PENALTY

You can pay your monthly plan premium (including any late enroliment penalty you have or may owe) by
mail, Electronic Funds Transfer (EFT) or credit card each month. 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 AZ Blue 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 www.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 routing number:

Bank account number:

Account type: [ _]Checking [ ]Savings

@ The bank routing number is nine characters MEMO
long and appears between the 18 symbols, 1852100108812 %0011222)r 1234 {
usually at the bottom left corner of your check. >

Your account number is 5to 17 characters long and appears next to the 1I8ymbol 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 [ JRRB

(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 enrollment effective date up to the point withholding begins. 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.)
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http://www.socialsecurity.gov/prescriptionhelp

PLEASE READ AND SIGN BELOW

Blue Best Life (HMO) 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 AZ Blue, he/she may be paid based on my enrollment in Blue Best Life (HMO).

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 Blue Best Life (HMO) 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 Blue Best Life (HMO) coverage begins, | must get all of my health
care from Blue Best Life (HMO), except for emergency or urgently needed services or out-of-area dialysis
services. Services authorized by Blue Best Life (HMO) and other services contained in my Blue Best Life
(HMO) Evidence of Coverage document (also known as a member contract or subscriber agreement) will be
covered. Without authorization, NEITHER MEDICARE NOR BLUE BEST LIFE (HMO) 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 enroliment 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:

Certifled 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 AZ Blue
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

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 1-800-446-8331 (TTY: 711).

Spanish: Si habla espafiol, tiene a su disposicidon servicios gratuitos de asistencia linguistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-800-446-8331 (TTY: 711).

Navajo: Diné bee y1ni[ti'gogo, saad bee an1’awo’ bee 1ka’an7da’awo’7t’11 jiik’eh n1 hOl=. Bee ahi[ hane’go bee
nida’anish7 t'11 1kodaat’4h7g77 d00 bee 1ka’an7da’wo’7 1ko bee baa hane’7 bee hadadilyaa bich’8’ ahoot’i'7g77 47
t'11 jiik’eh hOl=. Kohj8’ 1-800-446-8331 (TTY: 711).

Chinese Traditional: #I5RZGR [ 50 » T o] DUG IR Bt R GBS B - el LA ie (it
Biflg s - DAmRRRERS R At &R - 55%EE 1-800-446-8331 (TTY: 711) -

Tagalog: 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 1-800-446-8331 (TTY: 711).

Bk

Ayl T 5

French: Si vous parlez Francgais, 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 1-800-446-8331 (TTY: 711).

Vietnamese: Néu ban néi tiéng Viét, chiing t6i cung cap mién phi cac dich vu hé tro' ngon ngl. Céc hé tro
dich vu ph,u hop dé cung cap théng tin the;o cac dinh dang dé tiép can cling dwoc cung cap mién phi. Vui long
goi theo so 1-800-446-8331 (Ngwoi khuyet tat: 711).

German: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfugung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-446-8331 (TTY: 711).

Korean: [et=0{]E AIESIA = 4 72 A0 X[ @ MH[AZS 0| E5HY = AEHCCL Ol 7tset dAlez
HEE M3sts MEet Ex 7|+ & Mu|AE F 22 Mz E U T 1-800-446-8331 (TTY: 711).

Russian: Ecnu Bbl roBOpUTE Ha PyCcCKMiA, Bam JOCTYMHbI 6ecnnaTtHble yCrnyrn A3bIkOBOM NOSLEPXKKN.
CooTBeTCTBYIOLWME BCNIOMOraTerbHble CpeacTBa U YCryrn no NnpeaocTaBneHno MHopMaumm B AOCTYMHbIX
dopmaTtax Takke npegocTtasnsatoTcs 6ecnnaTHo. MNMo3soHuTe no Tenedony 1-800-446-8331 (TTY: 711).

Arabic:
ity il glaall gl Asalia Ciladd g sac b Jiluy 8 o3 LS duilaall 4y galll sacbsal) chladd Ul 8 goind oA jal) Zall) Choats i€ 3] 14w
(TTY: 711) 1-800-446-8331 &i,ll e duail Ulas L) J g sl (S

Hindi: aﬁ@m%ﬁaﬁaﬁ%ﬁ%ﬁﬁ:&g&mw@aﬁmsﬁ?ﬁ% gAY UreUl § SHGRI UG
A & o UG Terad WY SR Famd 1 F:eh Suais 8 1 1-800-446-8331 (TTY: 711) |

Farsi (Persian):
g3 .l L3 lad ejiws o O8Ol BL) Bludin Gleds (S 2 Casue [0L) 03,5 Hls] LS| Al Sl canlio Bluitay Wloas 5 CSKS uen

Thai: nunowis: maaalsau lne idvsnsenushomdesiunv g uonanni
fafiinsosfionarusnmsthumasiie WdayaTusduuuiidhas ldles lilduen T93ns Tusalusdasio
1-800-446-8331 (TTY: 711).

Japanese: BAREBZEINDIGEE . BROEBXZBEY—EREIMAWEZTET . 7022 TIL
GELDFIATESLSBEE N B A TREBRERETH-HOBEULEHBITIE O —EXLER
TORIAWEEFET, 1-800-446-8331 (TTY: 711),

BlueCross
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NOTES:




NOTES:




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

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

BlueCross
BlueShield
® o Arizona

An Independent Licensee of the Blue Cross Blue Shield Association

Y0137_M42612PY26_C, CMS Approved 7/1/2025

238981025

1869358-25



	MEDICARE ADVANTAGE PLAN CHANGE REQUEST FORM 
	THE FIELDS IN THIS SECTION ARE OPTIONAL
	PAYING YOUR PLAN PREMIUM AND/OR LATE ENROLLMENT PENALTY 
	PLEASE READ AND SIGN BELOW
	Notice of Availability of Language Assistance Services and Auxiliary Aids and Services 
	NOTES
	Back Cover

	Name of Plan You are Enrolling In: 
	LAST Name: 
	FIRST Name: 
	Middle Initial: 
	Member Number: 
	Home Phone Number: 
	Cell Phone Number: 
	Email Address: 
	Permanent Street Address PO Box is not allowed: 
	City: 
	State: 
	ZIP Code: 
	County: 
	Mailing Address only if different from your Permanent Street Address: 
	City_2: 
	State_2: 
	ZIP Code_2: 
	I am currently a member of the: 
	of: 
	I would like to change to the: 
	different health benefits and a monthly premium of: 
	Name of chosen Primary Care Provider PCP clinic or health center: 
	Spanish: Off
	Braille: Off
	Account holder name: 
	Financial institution: 
	Bank routing number: 
	Bank account number: 
	Checking: Off
	Todays Date: 
	Name: 
	Address: 
	Phone Number: 
	undefined_6: 
	Relationship to Enrollee: 
	Member ID: 
	Plan Effective Date: 
	ICEPIEP: 
	AEP: 
	OEP: 
	Text1: 
	SEP Reason: 
	Not Eligible: 
	Enrollment Rep: 
	Completed Date: 
	Certified Agent Name Print: 
	AgentBroker: 
	Broker of Record: 
	Requested Effective Date: 
	Date Received: 
	Phone Number_2: 
	undefined: Off
	Keep: Off
	Social Security: Off
	TextA1: 
	TextA2: 
	TextA3: 
	TextA4: 
	TextA5: 
	TextA6: 
	TextA7: 
	TextA8: 
	TextA10: 
	TextA9: 
	TextA11: 
	TextA12: 
	TextA13: 
	TextA14: 
	TextA15: 
	TextA16: 
	TextA17: 
	TextA18: 
	TextA19: 
	TextA20: 
	TextA21: 
	TextA22: 
	TextA23: 
	TextA24: 
	TextA25: 
	TextA26: 
	TextA50: 
	TextA27: 
	TextA28: 
	TextA29: 
	TextA30: 
	TextA31: 
	TextA32: 
	TextA33: 
	TextA35: 
	TextA34: 
	TextA36: 
	TextA37: 
	TextA38: 
	TextA39: 
	TextA40: 
	TextA41: 
	TextA42: 
	TextA43: 
	TextA44: 
	TextA45: 
	TextA46: 
	TextA47: 
	TextA48: 
	TextA49: 


