© Regenc

Regence BlueShield

e r— MedAdvantage (PPO) Enroliment Request Form

Independent L B C saﬂdB e Shield Association
PO Box 1827
Medford, OR 97501
1 (888) 319-8904
TTY 711

| ® PLEASE PRINT IN INK ®

Please provide the following information:

Employer or Trust Name: King County Retirees

Please check which plan you want to enroll in:

Regence MedAdvantage + Rx Classic (PPO) - $80.00

**Please note that this sponsored coverage is only available to King
County Medicare-eligible retirees and their Medicare-eligible spouses**

Requested Effective Date:

MM DD YYYY

LAST Name: FIRST Name:

Middle Initial| (JMr. COMrs. CIMs.

Birthdate: (mm/dd/yyyy) Sex: Home Phone Number:
LD L EMER = ] ]

Medicare Number (Required)

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

City:

State: ZIP Code:

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

Street Address:
PP PP PP PP

City: State: | ZIP Code:
L] I I L]

Emergency Contact: Phone Number: Relationship to You:

Your E-mail address:

Employer or Trust Name: King County Retirees
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|_Please read and answer these important questions —l

1. Do you have End Stage Renal Disease (ESRD)? []Yes []No

If you have had a successful kidney transplant and/or you don't need regular dialysis any more,
please attach a note or records from your doctor showing you have had a successful kidney
transplant or you don't need dialysis, otherwise we may need to contact you to obtain additional
information.

2. Some individuals may have other drug coverage, including other private insurance, TRICARE,
Federal employee health benefits coverage, VA benefits, or State pharmaceutical assistance
programs. Will you have other prescription drug coverage in addition to Regence
MedAdvantage? DYeS DNO

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

Name of other coverage

ID Number for this coverage

Group Number for this coverage

3. Do you or your spouse work? []Yes []No

4. Are you the retiree? []Yes []No
If yes, retirement date (month/date/year)

If no, name of retiree

Please contact Regence MedAdvantage at 1-888-319-8904 (TTY users should call 711) if you need
information in another format. Our telephone hours are from 8:00 a.m. to 8:00 p.m., Monday through

Friday. From October 1 through February 14, our office hours are 8:00 a.m. to 8:00 p.m., seven days a
week.

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 or by having it deducted from your bank account.

If you don't select a payment option, you will get a bill each month.

Please select one plan premium payment option below.

Would you like us to automatically deduct your premium from your bank account? []Yes [ ]No
(A completed Surepay form is required.)
OR

Would you like us to bill you monthly? [ ]Yes [ ]No

Please choose the name of a Primary Care Physician (PCP), clinic, or health center:
First and Last Name of PCP:

PCP Address:

PCP Phone Number:

Employer or Trust Name: King County Retirees
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I_Typically, you may enroll in a Medicare Advantage plan only during the annual enrollment period from—l
October 15 through December 7 of each year. This open enroliment period does not apply to King
County Medicare-eligible retirees and their Medicare-eligible spouses. You may enroll on this
plan outside of the annual enroliment period.

Please read the following statements carefully and 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 that this information is incorrect, you may be
disenrolled.

11 am new to Medicare.

[ 11 am switching from my current Medicare plan to the King County 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)

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

[ 11 have both Medicare and Medicaid or my state helps pay for my Medicare premiums.

[]1 get extra help paying for my Medicare prescription drug coverage.

[]1 no longer qualify for extra help paying for Medicare prescription drugs. | stopped receiving extra help
on (insert date)

Cl1am 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)

Please provide the following information:

Name of Institution

Address and Phone Number of Institution (number and street)

[ I recently left a PACE program on (insert date)

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

] I am leaving employer or union coverage on (insert date)

] I belong to a pharmacy assistance program provided by my state.

] My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.
[] ' was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification required
to be in that plan.

If none of these statements applies to you or you're not sure, please contact Regence MedAdvantage at
1-888-319-8904 (TTY users should call 711) to see if you are eligible to enroll. We are open from 8:00
a.m. to 8:00 p.m., Monday through Friday. From October 1 through February 14, our office hours are
8:00 a.m. to 8:00 p.m., seven days a week.

Employer or Trust Name: King County Retirees
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I_If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be notified by the—l
Social Security Administration. You will be responsible for paying this extra amount in addition to your
plan premium. You will be billed directly by Medicare or the Railroad Retirement Board. DO NOT pay
Regence MedAdvantage 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 are eligible for these savings and don't even know it. For
more information about this extra help, contact your Social Security office, or call Social Security at
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. If Medicare pays only a portion of this premium, we will bill you for the amount
that Medicare doesn't cover.

Please read and sign on page 5

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

Regence BlueShield MedAdvantage is a Medicare Advantage plan and has 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 enroliment in this plan will automatically end my enrollment in
another Medicare health plan or prescription drug plan. It is my responsibility to inform you of any
prescription drug coverage that | 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 Medicare's), | may
have to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage in the future.
Enroliment 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 when an enrollment period is available (Example: October 15 -
December 7 of every year), or under certain special circumstances.

Once | am a member of Regence MedAdvantage, | have the right to appeal plan decisions about
payment or services if | disagree. | will read the Evidence of Coverage document from Regence
MedAdvantage when | get it to know which rules | must follow in order to receive coverage with this
Medicare Advantage plan.

| understand that beginning on the date Regence MedAdvantage 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, Regence MedAdvantage provides
refunds for all covered benefits, even if | get services out-of-network. Services authorized by Regence
MedAdvantage and other services contained in my Regence MedAdvantage Evidence of Coverage
document will be covered. Without authorization, NEITHER MEDICARE NOR REGENCE
MEDADVANTAGE WILL PAY FOR THE SERVICES.

(Important: Signature required on page 5)

Employer or Trust Name: King County Retirees
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|_Please read and sign below —l

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or
contracted with Regence MedAdvantage, he/she may be paid based on my enroliment in Regence
MedAdvantage.

Counseling services may be available in my state to provide advice concerning Medicare supplement
insurance or other Medicare Advantage or Prescription Drug plan options and concerning medical
assistance through the state Medicaid program and the Medicare Savings Program.

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 Regence MedAdvantage 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. | also allow the plan's doctors and
clinics or anyone else with medical or other relevant information about me to give Medicare or their
agents the information needed to run the Medicare program. 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 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 by Regence MedAdvantage or by Medicare.

Your Signature* 4 Date / /
month/day/year

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

Name Relationship to enrollee

Address Phone Number ( )

Office Use Only

Name of staff member/agent/broker (if assisted in enrollment):

Plan ID#:

Effective Date of Coverage:

ICEP/IEP: ___ AEP:___ = SEP(type):____ NotEligible:

Regence MedAdvantage is a PPO with a Medicare contract. Enrollment in Regence MedAdvantage
depends on contract renewal.

Employer or Trust Name: King County Retirees
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NONDISCRIMINATION NOTICE

Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people

or treat them differently because of race, color, national origin, age, disability, or sex.

Regence:

Provides free aids and services to people with disabilities to communicate effectively

with us, such as:
e Qualified sign language interpreters

e Written information in other formats (large print, audio, and accessible electronic

formats, other formats)

Provides free language services to people whose primary language is not English,

such as:
e Qualified interpreters
e Information written in other languages

If you need these services listed above,
please contact:

Medicare Customer Service
1-800-541-8981 (TTY: 711)

Customer Service for all other plans
1-888-344-6347 (TTY: 711)

If you believe that Regence has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, or sex, you can
file a grievance with our civil rights coordinator
below:

Medicare Customer Service
Civil Rights Coordinator

MS: B32AG, PO Box 1827
Medford, OR 97501
1-866-749-0355, (TTY: 711)
Fax: 1-888-309-8784
medicareappeals@regence.com

Customer Service for all other plans
Civil Rights Coordinator

MS CS B32B, P.O. Box 1271

Portland, OR 97207-1271
1-888-344-6347, (TTY: 711)
CS@regence.com

01012017.04PF12LNoticeNDMARegence

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW,

Room 509F HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.



Language assistance

ATENCION: si habla espaiiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame al
1-888-344-6347 (TTY: 711).

51,3 ﬁﬂ%uﬁﬁﬁ%ﬁ"q:i u_.\_.ruﬁﬁzé'ﬁfg E
IEBNRTS, EEE 1-888-344-6347 (TTY: 711),

CHU Y: Néu ba~n noi Tiéng Viét, co cac diqh vu hd
tro ngoén nglr mien phi danh cho ban. Goi so 1-888-
344-6347 (TTY: 711).

T =] & AR sHA = A5, Aol Al
MU 2E FEE Olﬁokéer HB} 1-888
344-6347 (TTY: 711) H o &2 A}l =4 ]g

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-888-344-6347 (TTY:
711).

BHUMAHME: Ecnu Bbl TOBOPUTE HA PYCCKOM SA3BIKE,
TO BaM JIOCTYIHBI OeCIIaTHBIEC YCIYTU TIEpeBOa.
3Bonute 1-888-344-6347 (teneraiin: 711).

ATTENTION : Si vous parlez frangais, des services
d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-888-344-6347 (ATS : 711)

EEEHE  HASEZSE S N 5855 ~ RO SEE
Bre CHRBWEREITET - 1-888-344-6347
(TTY:711) T~ BERICTIHELE LS o

Dii baa akoé ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee aka’anida’awo’dé¢¢’, t’a4 jiik’eh, éi
na holo, koji” hodiilnih 1-888-344-6347 (TTY: 711.)

FAKATOKANGA’IL: Kapau ‘oku ke Lea-

Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.
ha’o telefonimai mai ki he fika 1-888-344-6347 (TTY:
711)

OBAVIESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomo¢i dostupne su vam besplatno.
Nazovite 1-888-344-6347 (TTY- Telefon za osobe sa
ostecenim govorom ili sluhom: 711)

e sl OBy @y ey (Sl y @Y

Uhs: 100SMERSUNW ManNis,

NN SWIRAMAN IS SAS NI
AHGENSNUUITHSY G SI801) 1-888-344-
6347 (TTY: 711)4

fimrs fe6: A At st See 9, 3t s &g
AJE3T AT 3973 BH He3 GusET J1 1-888-344-
6347 (TTY: 711) '3 IS &3]

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufnummer: 1-888-344-6347 (TTY: 711)

TOFOF:- 291615 L1 ATICT P FCTHIP WCA S
SCEPTE 112 ALLTHPT FHIEAPAL (LN THAD- ¢TC
LM 1-888-344-6347 (ot A+AGTFD-:- 711)::

VYBAT'A! SIkuio BU pO3MOBIISIETE YKPATHCHKOIO
MOBOIO, B MOXKETE€ 3BEpHYTHUCS 0 OE3KOIITOBHOT
ciry:x0n MOBHOI miaTpuMkn. Tenedonyiite 3a
HomepoM 1-888-344-6347 (teneraiin: 711)

T faferd; qUTEel AUTel! Sedg-® H quTgeR! ik SITST HerdT Hares
:31ee FoHT 39Tey B | i TR 1-888-344-6347 (fefears:
711

ATENTIE: Daca vorbiti limba romana, va stau la
dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-888-344-6347 (TTY: 711)

MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-344-6347
(TTY: 711)

Tsansu: Sguyenie lne guannsalfismsmemasmani 18w

Tns 1-888-344-6347 (TTY: 711)

tU0gaL: 1189 WIncdIwIzI 290,
MLO3NIWFoecTodILWIZ, LS N, ccivDuon i,

tus 1-888-344-6347 (TTY: 711)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. 1-888-344-6347 (TTY: 711) tiin
bilbilaa.

- 5 e Cumaa b (4 Rl Aa g
Ao (il 1-888-344-6347 (TTY: 711) L .28l e a8 58

1-888-344-6347 ad_n Joai) lanally Al il 555 3 gall) s Lusall ciladd (8 il K36 Caanti i€ 13) 1dda gale
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