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BlueCross

BlueShield O New Enrollment
d of Montana U Change Benefit Plan (e.g., Plan F to Plan C)

Live S t Live Health O Transfer (Current ID number) from other carrier or state
ive smart Live Healiny®

An Independent Licensee of the Blue Cross and Blue Shield Association,
an association of independent Blue Cross and Blue Shield Flans.

Application For Senior Medicare Supplement Plans

+«»+» If you are not enrolled in Medicare Part A and B, you are not eligible for these plans. « <+
S Requested Effective Date | Senior Plan/Entry Age Senior Blue/Attained Age
= (subject to BCBSMT Complete entire Medical History section | Complete entire Medical History section if
° approval; specify 1st or 15th | if applying after your Medicare B open | applying after your Medicare B open enroliment
2 of month) enrollment period has ended. period has ended.
g U PlanA U PlanF U PlanA U PlanF
U PlanC U Other U PlanB U PlanG
(mo | day | yr) Q PlanC Q Other
Last Name First Name Mi Social Security Number (SSN)
_ Date of Birth Male/ _ _
Daytime Phone (mo | day | y7) Female Height Weight
s i ’
® : :
£ | Applicant/Subscriber Mailing Address City State ZIP Code
(o]
=
g Applicant/Subscriber Billing Address (if different from above) | City State ZIP Code
&
Medicare Number Enrolled in Medicare Enrolled in Medicare
(Reference your Medicare card and include Part A Effective Date Part B Effective Date
letters preceding or following the number.) (mo | day | yr) {mo | day | yr)
_ S |1. Areyoucurrently employed by a firm, which, for at least 50 percent of its working days during the preceding
°°>’. § calendar year, employed two or more employees? U Yes O No
E‘g 2. Will all or part of your premium be paid by your employer? O Yes* O No
O *If yes, you may not be eligible for this coverage through Blue Cross and Blue Shield of Montana (BCBSMT).
S | Ifyou lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible
S @ for guaranteed issue of a Medicare supplement policy, or that you had certain rights to buy such a policy, you may be
§ .| guaranteed acceptance in one or more of our Medicare supplement plans. Please include a copy of the notice from your prior
= & insurer with your application. Please answer all questions on the following page.
£
&

. Age Over Q Approved Date Stamps
g Group Number .
2 | Package Number Effective Date
g Medical Notes Q Declined
g 7 8 10 11 13
Effective Date Decision Date
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