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Blue MedicareRx (PDP) Medicare Prescription Drug Plan

2023 ENROLLMENT FORM
Return completed applications to your employer.
Please refer to the Blue MedicareRx (PDP) Evidence of Coverage for 
a complete listing of all plan benefits, conditions, limitations, and 
exclusions of coverage.

Please contact Blue MedicareRx (PDP)  
if you need information in another format 
(large print)

Step 1: Please provide information about you. (Please print clearly.)

Group Employer Name Requested Effective Date of Coverage

LAST name: FIRST name: MI

Permanent residence street address (P.O. Box is not allowed)

City State Zip Code

Birth date: (MM/DD/YYYY) (__ __/__ __/__ __ __ __) Sex: q  Male   q  Female Home phone number:

Mailing address (only if different from your permanent residence address)

Street/P.O. Box City State ZIP Code

Retirement date of retiree (MM/DD/YYYY) (__ __/__ __/__ __ __ __)

STEP 2: YOUR MEDICARE INFORMATION

Medicare Number: ___   ___   ___   ___   ___   ___   ___   ___   ___   ___   ___ 

STEP 3: SIGNATURE 
PLEASE READ THE FRONT AND BACK OF THIS APPLICATION BEFORE PROVIDING SIGNATURES.

I understand that my signature below (or the signature of the person authorized to act on my behalf under the laws of the 
State where I reside) on this application means that I 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 Blue MedicareRx (PDP) or by Medicare.

Authorized signature* Today’s Date  _____ / _____ / _________

If you’re the authorized representative, you must sign above and provide the following information:

Name Phone number Relationship to enrollee

Street/P.O. Box City State ZIP Code

Employer/Broker Only: Receipt date

Connecticut | Massachusetts 
Rhode Island | Vermont



STEP 5: PLEASE READ THIS IMPORTANT INFORMATION.

You may only enroll in this plan if you’re a retiree or the spouse/dependent of a retiree who 
qualifies for this Blue MedicareRx (PDP) plan based upon prior employment with the employer 
or union offering this plan. This plan isn’t available to individuals who work enough hours to 
qualify to enroll in the employer health plans offered to active employees by the employer  
or union offering this plan. 

If you’re a member of a Medicare Advantage Plan (like an HMO or PPO), you may already 
have prescription drug coverage as part of your Medicare Advantage plan. By joining Blue 
MedicareRx (PDP), your membership in your Medicare Advantage plan may end. This will affect 
both your doctor and hospital coverage, as well as your prescription drug coverage. Read the 
information that your Medicare Advantage plan sends you and if you have questions, contact 
your Medicare Advantage plan. 

If you currently have health coverage from another employer or union, joining 
Blue MedicareRx (PDP) could affect your employer or union health benefits. Read the 
communications your employer or union sends you. If you have questions, visit their website, 
or contact the office listed in their communications. If there is no information on whom to 
contact, your benefits administrator or the office that answers questions about your coverage 
can help.

If you want to join a plan but have no permanent residence, a Post Office Box, an address  
of a shelter or clinic, or the address where you receive mail (e.g., social security checks)  
may be considered your permanent residence address.

 

STEP 4: PLEASE READ AND ANSWER THESE IMPORTANT QUESTIONS.  
ALL FIELDS IN THIS SECTION ARE OPTIONAL.

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

Are you of Hispanic, Latino/a, or Spanish origin?  
Select all that apply.

  No, not of Hispanic, Latino/a, or Spanish origin
  Yes, Puerto Rican
  Yes, another Hispanic, Latino/a, or Spanish origin
  Yes, Mexican, Mexican American, Chicano/a  
  Yes, Cuban  
  I choose not to answer.

What’s your race? Select all that apply.

  �American Indian  
or Alaska Native

  Asian Indian
  Black or African American
  Chinese
  Filipino
  Guamanian or Chamorro
  Japanese

  Korean

  Native Hawaiian
  Other Asian
  Other Pacific Islander
  Samoan
  Vietnamese
  White
  I choose not to answer.



STEP 7: APPLICATION AGREEMENT IMPORTANT: 
READ THIS INFORMATION BEFORE SIGNING IN SECTION 3 ON LEFT.

By completing this enrollment application, I agree to the following: Blue MedicareRx (PDP)  
is a Medicare Part D drug plan and has a contract with the Federal Government. I understand 
that this prescription drug coverage is in addition to my coverage under Medicare; therefore,  
I’ll need to keep my Medicare coverage. It’s my responsibility to inform Blue MedicareRx (PDP) 
of any prescription drug coverage that I have or may get in the future.

I can only be in one Medicare prescription drug plan at a time. If I am currently in a Medicare 
prescription drug plan, my enrollment in Blue MedicareRx (PDP) will end my enrollment in my 
current plan. Enrollment in this plan is generally for the entire year. Once I enroll, I may leave  
this plan only at certain times of the year and under certain special circumstances by sending 
a request to my former employer. 

Blue MedicareRx (PDP) serves a specific service area. If I move out of the area that Blue 
MedicareRx (PDP) serves, I need to notify the plan so I can disenroll and find a new plan in my 
new area. I understand that I must use network pharmacies except in an emergency when  
I cannot reasonably use Blue MedicareRx (PDP) network pharmacies. Once I’m a member  
of Blue MedicareRx (PDP), I have the right to appeal plan decisions about payment or services 
if I disagree. I’ll read the Evidence of Coverage document from Blue MedicareRx (PDP) when  
I get it to know which rules I must follow to get coverage. 

I understand that if I leave this plan and don’t have or obtain other Medicare prescription drug 
coverage or creditable coverage (as good as Medicare’s), I may have to pay a late enrollment 
penalty in addition to my premium for Medicare prescription drug coverage in the future.

STEP 6: PLEASE PROVIDE YOUR ENROLLMENT PERIOD INFORMATION.

Please read the following statements and check the box(es) that apply to you. We’ll contact you for additional information.

q  �I’m enrolling during my former employer’s Open Enrollment Period. q  �I’m new to Medicare. 
(Initial Enrollment Period)



Anthem Insurance Companies, Inc., Blue Cross and Blue Shield of Massachusetts, Inc., 
Blue Cross & Blue Shield of Rhode Island, and Blue Cross and Blue Shield of Vermont 
are the legal entities which have contracted as a joint enterprise with the Centers for 

Medicare & Medicaid Services (CMS) and are the risk-bearing entities for Blue MedicareRx 
(PDP) plans. The joint enterprise is a Medicare-approved Part D sponsor.

Enrollment in Blue MedicareRx (PDP) depends on contract renewal.

Blue MedicareRx complies with applicable federal civil rights laws and does not  
discriminate on the basis of race, color, national origin, age, disability,  

sex, sexual orientation, or gender identity.

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos  
de asistencia lingüística. Llame al 1-800-200-4255 (TTY: 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços  
linguísticos, grátis. Ligue para 1-800-200-4255 (TTY: 711).

Independent Licensees of the Blue Cross and Blue Shield Association. ® Registered Marks 
of the Blue Cross and Blue Shield Association. ®´, SM, TM Registered Marks and 

Trademarks are property of their respective owners. © 2022 All Rights Reserved.
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