
Enrollment Options

Please choose from the following plan types:

 True Blue HMO with Drug Coverage	 	  True Blue HMO without Drug Coverage 
 Secure Blue PPO with Drug Coverage	 	  Secure Blue PPO without Drug Coverage 
 True Blue Employer Group HMO	 	  Secure Blue Employer Group PPO 

     Name of Employer:_____________________           Name of Employer:_____________________    	

FOR TRUE BLUE ONLY: Please choose a primary care physician & eye care provider from the True Blue Network

Name of Primary Care Physician (PCP):_____________________ PCP ID #:______________________
Are you an existing patient with this physician?     Yes  	 No
Name of Eye Care Provider (ECP):_ ________________________ ECP ID #:______________________

Applicant Information

Your Name:_ ______________________________________________________________________________
	 Last	 First	 Middle

Date of Birth (month/day/year):_______________  Telephone Number:________________________________
								                	          Area Code	      Number

Permanent Residence Address:  (Note: P.O. Box is not acceptable for residence)

_________________________________________________________________________________________ 
Number, Street, Apartment #

_________________________________________________________________________________________ 
City	 County	 State	 Zip Code

Mailing Address:  (If different from permanent address)

_________________________________________________________________________________________ 
Number, Street, Apartment # or P.O. Box

_________________________________________________________________________________________ 
City	 County	 State	 Zip Code

Medicare Information

To be eligible for Medicare Advantage coverage,  
you must be enrolled in Medicare Parts A & B.

Please fill in the blanks so they match your  
Medicare card, or attach a copy of your  
Medicare card,
	 -or-
attach a copy of your Letter of Verification 
from the Social Security Administration,
	 -or-
attach a copy of your Letter of Verification 
from the Railroad Retirement Board.

Medicare Health Insurance Card

Name of Beneficiary:_________________________
Medicare Claim Number:	 Sex:

		__________________________ 	 _____________

Is Entitled To:	 Effective Date:

 Hospital Insurance (Part A)_________________

 Medical Insurance (Part B)__________________
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Please read and answer these important questions:

1.	 Do you have End Stage Renal Disease (ESRD)? If you answered yes to this question and  
you do not need regular dialysis any more, or have had a successful kidney transplant, please  
attach a note or records from your doctor showing you do not need dialysis or have had a  
successful kidney transplant.	 Yes	 No

Your answers to the following questions will not keep you from enrolling in this plan.
2.	 Are you a resident in a long-term care facility, such as a nursing home?	 Yes	 No 

If yes, please provide the following information:
	 Name of Institution:________________________________________________________ 

Address of Institution (number and street):_______________________________________
	 Phone Number of Institution:_________________________________________________
3.	 Are you enrolled in your State Medicaid program?	 Yes	 No
	 If yes, please provide your Medicaid Number_____________________________________ 	
4.	 Some individuals may have other drug coverage, including other private insurance,  

TRICARE, Federal employee health benefits coverage, VA benefits, or State Pharmaceutical  
assistance programs. Do you, on your own or though your spouse, have any health insurance  
other than Medicare, such as a private insurance, Workers' Compensation, or VA benefits?	 Yes      No

	 If yes, what kind of insurance do you have?______________________________________
	 What is the name of your insurance?___________________________________________
5.	 Will you have other prescription drug coverage as part of your other coverage?	 Yes	 No
6.	 Do you or your spouse work?	 Yes  	 No

Payment method/Premium Collected

You can have the monthly premium for the Medicare plan automatically deducted from your Social Security 
check. If you don't choose this option, we will send you a bill each month which you can pay by mail or by Funds 
Transfer (ACH). Generally you must stay with the option you choose for the rest of the year.If you qualify for 
extra help with your Medicare prescription drug coverage costs, Medicare may cover all or some portion of your 
plan premium. Please choose the payment method you would like used for the remaining premium, if there is any.

Please choose one of the following payment methods:

 Monthly Invoicing	  Funds Transfer via ACH (Premium Payment Option Form attached) 
 Employer Group	  Deduction from benefits check (Premium Payment Option Form attached) 

	  Deduction from PERSI benefits check (PERSI form attached)
 

Premium collected:  Amount: $__________      Cash      Check #__________      Money Order 
	                           Not applicable – Benefits check deduction 
                                                                       Not applicable – Employer group
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Please read each of the following statements and put your initials next to the statement:

By completing this enrollment application, I agree to the following:

1.	 I understand that while the effective date of coverage is when I should begin using the plan’s  
services, the plan will still be sending me final approval of my enrollment in the plan. I  
understand that I should not disenroll from any Medicare supplement plan or Medigap/ 
Medicare Select plan until I get that approval from the plan. 	 (Initials)

2.	 I understand that I must keep my Medicare Part A and Part B insurance by paying the  
Part B premiums and the Part A premiums, if applicable.	  (Initials)

3.	 I understand that I can be a member of only one Medicare Advantage plan at a time.  
By enrolling in this plan, I will automatically be disenrolled from any other Medicare  
Advantage plan of which I am currently a member.	  (Initials)

4.	 I understand that since I can be a member of only one Medicare Advantage plan at a time,  
I cannot enroll in more than one Medicare Advantage plan with the same effective date  
of coverage. If I do this, my enrollments will be canceled and I will have to fill out a new  
enrollment form to become a member of a Medicare Advantage plan.	  (Initials)

5.	 It is my responsibility to inform you of any prescription drug coverage that I have or may  
get in the future.	  (Initials)

6.	 Enrollment in this plan is generally for the entire year. I may disenroll from this plan 
only at certain times of the year, or under certain special circumstances, by sending 
a request to Blue Cross of Idaho or by calling 1-800-Medicare. TTY users should 
call 1-887-486-2048.	  (Initials)

7.	 Once I am a member of True Blue or Secure Blue, I have the right to appeal plan decisions 
about payment or services if I disagree. I will read the Evidence of Coverage from Blue Cross  
of Idaho when I receive it to know which rules I must follow in order to receive coverage  
with this Medicare Advantage plan.	  (Initials)

8.	 True Blue and Secure Blue serve specific areas. If I move out of the area that my Plan serves, 
I need to notify Blue Cross of Idaho so I can disenroll and find a new plan in my new area.	  (Initials)

9.	 I understand that beginning on the date of Medicare Advantage coverage begins, I must  
get all of my health care from my Medicare Advantage Plan, with the exception of emergency  
or urgently needed services or out-of-area dialysis services. Medicare beneficiaries are generally  
not covered under Medicare while out of the country except for limited coverage in Canada  
and Mexico. I will read my Evidence of Coverage to determine what services are available to  
me while out of the country. Services authorized by my Plan and other services contained in my  
Evidence of Coverage document will be covered. Without authorization, NEITHER MEDICARE  
NOR MY MEDICARE ADVANTAGE PLAN WILL PAY FOR THE SERVICES.	  (Initials)

Optional field: If you are visually challenged or English is not your primary language would  
you like us to contact you to provide information in alternative formats?  	  Yes   No
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Please Read This Important Information

If you currently have health coverage from an employer or union, joining a Medicare Advantage Plan could 
affect your employer or union health benefits. If you have health coverage from an employer or union, joining 
True Blue or Secure Blue may change how your current coverage works. 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.

Applicant signature & release of information

Release of Information: By joining this Medicare health plan, I 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. The information on this enrollment form is correct to the best of my knowledge. I understand that if I 
intentionally provide false information on this form, I will be disenrolled from the plan. 

I understand that my signature (or the signature of the person authorized to act on my behalf of the individual 
under the laws of the State of Idaho) on this application means that I have read and understand the contents of this 
application, provider directory, and summary of benefits. 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 Cross of Idaho or by Medicare. 

I understand that my signature on this application means that I have read and understand the contents of 
this application. Please read your Evidence of Coverage document to know what rules you must follow in order 
to receive coverage with this Medicare Advantage plan.

Your Signature*:____________________________________	 Date:_______________________________

If anyone helped to fill out this form, he/she must sign below:

*�If the individual cannot sign, a court-appointed Legal Guardian or person with Durable Power of Attorney for 
Health Care (DPAHC), if authorized by state law; or another person who is authorized by State law, must sign 
the following line. Attach a copy of proof of Legal Guardian, DPAHC, or proof of authorization by state law.

If you are the authorized representative, you must provide the following information:

Name (please print):__________________________________	 Relationship to Enrollee:__________________

Address:___________________________________________	 Phone Number:_________________________	

Signature:_ ________________________________________	 Date:_________________________________	

Sales Disclosure: The Sales Representative that is discussing plan options with you is either employed by or 
contracted with Blue Cross of Idaho. The person may be compensated based on your enrollment in a plan.

_________________________________________________________________________________________ 
Sales Representative Name (please print) and Signature	 Agent ID#	 Date
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