
 MEDICARE PRESCRIPTION DRUG PLAN

 2010 Individual Enrollment Form
Follow these easy steps:
1.  Review the Summary of Benefi ts included in your 2010 Blue MedicareRx (PDP) Decision Guide.
2. Enroll:
 –  Complete and return this form in the enclosed postage-paid envelope. Keep the blue copy for 

your fi les. If you don’t have a postage-paid envelope (see last page), please mail your completed 
enrollment form to: 
Blue MedicareRx (PDP), P.O. Box 3897, Scranton, PA 18505-0897, or

 – Complete the online form at www.bcbsok.com/pdpenrollnow, or
 – Call a Product Specialist to enroll over the phone at the number below, or
 – Contact your authorized independent agent
For assistance with eligibility, enrollment, or for information in another format, call:
1-877-282-3792
TTY/TDD 1-888-844-3792
Hours of Operation: 8 a.m. – 8 p.m., Central time, 7 days a week. 

31340.1009

 Please Read This Important Information:

 If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already 
have prescription drug coverage from your Medicare Advantage Plan that will meet your needs. 

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 an employer or union, joining Blue MedicareRx (PDP) 
could affect your employer or union health benefi ts. You could lose your employer or union health 
coverage if you join Blue MedicareRx (PDP). Read the communications your employer or union sends you. If you 
have questions, visit their website, or contact the offi ce listed in their communications. If there isn’t information on 
whom to contact, your benefi ts administrator or the offi ce that answers questions about your coverage can help. 

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 local Social Security offi ce, 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.

STOP

Certifi ed Agent/Producer Information: (If Applicable)

As the producer signing this application, I attest that I have completed the CMS required 2010 annual 
Medicare prescription drug plan training and certifi cation provided by Blue Cross and Blue Shield of 
Oklahoma. I further attest that all information provided in this section is true. I understand that providing 
false information can lead to disciplinary action up to and including loss of commission payments and 
termination of the Blue MedicareRx (PDP) amendment.

This section MUST be completed by the certifi ed PRODUCER who assisted in this enrollment. The Certifi ed 
Producer/Agency “Assigned Number” indicated below will be used to validate certifi cation and provide 
compensation to the Certifi ed Producer OR Agency (if applicable).

Please print:

Name: BCBSOK Assigned Number: 

Agency Name (if applicable): Agency ID:

Producer Signature:  X
Date: 

/ /

Producer Phone Number: (             )

Scope of Appointment: Yes No

Did you meet with the enrollee in person?

If yes:

Did you retain a copy of the signed Scope of Appointment Form?

If no:

Did you use the Audio Audit recording service to set up the appointment?

List the date and time of the appointment.  Date: / / Time:

 Medicare Prescription Drug Plan Use Only: 

   Check here if this applicant was referred by a producer.    

  Effective Date of Coverage: Date: / /  IEP  AEP  SEP (type):

  Plan Representative Signature:   X
Assigned #: Date: 

/ /

 S5715_S5566_ENR_TMP_ ENRFRM10  CMS Approved 10/2009

SM Service Mark of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and 
Blue Shield Plans

® Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue 
Cross and Blue Shield Plans 

Blue Cross and Blue Shield of Oklahoma refers to HCSC Insurance Services Company, which is a wholly 
owned subsidiary of Health Care Service Corporation, a Mutual Legal Reserve Company. These companies are 
independent licensees of the Blue Cross and Blue Shield Association and offer or provide services for Medicare 
Part D products under contract number S5566 with the Centers for Medicare and Medicaid Services.

White copy - Blue Medicare Rx (PDP)           Blue Copy - Enrollee

Please check one of the boxes below if you would prefer that we send you information 
in a language other than English or in another format:

  Spanish  

  Braille

Please contact Blue MedicareRx (PDP) at 1-877-282-3792 if you need information in 
another format or language than what is listed to the left. TTY users should call
1-888-844-3792. Our offi ce hours are 8 a.m. – 8 p.m., Central time, 7 days a week.



 To enroll in Blue MedicareRx (PDP), please provide the following information:

 Please check which plan you want to enroll in: 

  Value Plan
 $34.00

 Standard Plan
 $44.20

 Plus Plan
 $72.50

 Last Name: LC:

First Name: Middle Initial:
 Mr.      Mrs.      Ms. 

Birth Date:

( M  M / D   D / Y   Y   Y   Y )

Sex:

   M          F

Home Phone Number:

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

Street Address:

City: State: ZIP Code:

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

Street Address:

City: State: ZIP Code:

  Optional Information:

 E-mail Address:

 Emergency contact:

 Phone Number:   Relationship to You:

   Please Provide Information to Determine Enrollment Periods.
Review the following statements carefully and check the box of the statement that, to the best of 
your knowledge, applies to you. If additional information is necessary, we will contact you.

To ensure timely processing of your enrollment and determine if your requested effective date can be met, 
we may need to know the date associated with the reason checked below (e.g. date of move).

  I am enrolling during the Annual Enrollment Period (November 15 - December 31). 

 I am new to Medicare. / /
 I have moved and this plan is a new option for me. / /
 I have Medicare and Medicaid or my state helps pay for my Medicare premiums.

 I get extra help paying for Medicare prescription drug coverage.

 I live in a long-term care facility. 

  I have moved out of a long-term care facility. / /
 I no longer qualify for extra help paying for my Medicare prescription drug coverage.  / /
 I involuntarily lost my creditable prescription drug coverage (as good as Medicare’s). / /
 I am either losing or leaving coverage from an employer/union. / /
 I belong to a pharmacy assistance program provided by my state.

  I am leaving a Medicare Advantage Part D (MAPD) plan during the Medicare Advantage Open 
Enrollment Period to enroll in Original Medicare and this Part D plan. (January 1 - March 31 only)

 None of these statements applies to me or I am unsure. 

Requested effective date: / /  (Please note that CMS enrollment guidelines may 
not allow us to accommodate your requested date. Your enrollment letter will include your actual date.)

 Please Answer the Following Questions:
 1.  Some individuals may have other drug coverage, including private insurance, TRICARE, Federal 

employee health benefi ts coverage, VA benefi ts, or pharmaceutical assistance programs. Will you have 
other prescription drug coverage in addition to Blue MedicareRx (PDP)?   Yes    No    
List your other coverage and your identifi cation (ID) number(s) for this coverage: 

 Name of other coverage:

 ID # for this coverage: Group # for this coverage:

2.    Are you a resident in a long-term care facility, such as a nursing home?   Yes    No 

 Name of Institution: 

 Street Address: City: State: ZIP Code:

   Please Provide Your Medicare Insurance Information. 

  Please take out your Medicare card 
to complete this section.

•  Please fi ll in these blanks so they match your red, 
white and blue Medicare card. 

– OR –

•  Attach a copy of your Medicare card or your letter 
from Social Security or the Railroad Retirement Board. 

You must have Medicare Part A or Part B (or both) to 
join a Medicare prescription drug plan. 

Name:

Medicare Claim Number    Sex

is Entitled To Effective Date

 HOSPITAL (Part A)

 MEDICAL (Part B)

MEDICARE               HEALTH INSURANCE

EEEEPLE
SAMPLE
SName:

Medicare Claim Number  

Effective Date

S
PLE

SA
E Paying Your Premium    If you don’t select a payment option, you will receive a monthly bill.

Premiums may be paid by mail, monthly Electronic Funds Transfer from your bank account or deduction 
from your Social Security benefi t check. 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.   

Select a payment option:   Receive a bill     Monthly Electronic Funds Transfer (EFT)     Deduct from SSA check

  Account holder name: 

  Bank routing number:      Bank account number:

Account type:    Checking (Enclose a voided check.)      Saving

    Please read carefully before signing below.

By completing this enrollment application, I agree to the following:  
Blue MedicareRx (PDP) is a Medicare 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 will need to keep my 
Medicare Part A or Part B coverage. It is 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 that 
enrollment. Enrollment in this plan is generally for the entire year. Once I enroll I may leave this plan or make 
changes if an enrollment period is available, generally during the Annual Enrollment Period (November 15 – 
December 31), unless I qualify for certain special circumstances. Blue MedicareRx (PDP) serves a specifi c 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 
fi nd 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 am a member of Blue MedicareRx 
(PDP), I have the right to appeal plan decisions about payment or services if I disagree. I will 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 get other Medicare prescription drug coverage or creditable 
prescription drug 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. 
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or 
contracted with Blue MedicareRx (PDP) he/she may be paid based on my enrollment in Blue MedicareRx (PDP).  
Counseling services may be available in my state to provide advice concerning Medicare Supplement Insurance 
or other Medicare Advantage or prescription drug plan options, medical assistance through the state Medicaid 
program, and the Medicare Savings Program.

Release of Information:
By joining this Medicare prescription drug plan, I acknowledge that Blue MedicareRx (PDP) will release my 
information to Medicare and other plans as is necessary for treatment, payment and health care operations. I also 
acknowledge that Blue MedicareRx (PDP)  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. 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 under State law 
where I live) 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 certifi es 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.

Enrollee Signature: Today’s Date: 

X / /

If you are the authorized representative (i.e. power of attorney), you must sign below and provide the 
following information:

Name: Phone #: (        )

Address:

City: State: ZIP:

Relationship to Enrollee: 

Authorized Representative Signature:

X
Please indicate who should receive all required notifi cations and plan materials:       

  Enrollee         Authorized Representative listed above      Both

——— - —— - ———— —

Subscriber acknowledges this agreement is a contract solely with Blue Cross and Blue Shield of Oklahoma 
(BCBSOK), an independent licensee of the Blue Cross Blue Shield Association, and that BCBSOK is not 
contracting as the agent of the Association. Subscriber acknowledges that it has not entered into this agreement 
based on representations by any other party than BCBSOK and that no person or entity, other than BCBSOK 
shall be held accountable or liable to Subscriber for any of BCBSOK’s obligations under this agreement.



 To enroll in Blue MedicareRx (PDP), please provide the following information:

 Please check which plan you want to enroll in: 

  Value Plan
 $34.00

 Standard Plan
 $44.20

 Plus Plan
 $72.50

 Last Name: LC:

First Name: Middle Initial:
 Mr.      Mrs.      Ms. 

Birth Date:

( M  M / D   D / Y   Y   Y   Y )

Sex:

   M          F

Home Phone Number:

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

Street Address:

City: State: ZIP Code:

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

Street Address:

City: State: ZIP Code:

  Optional Information:

 E-mail Address:

 Emergency contact:

 Phone Number:   Relationship to You:

   Please Provide Information to Determine Enrollment Periods.
Review the following statements carefully and check the box of the statement that, to the best of 
your knowledge, applies to you. If additional information is necessary, we will contact you.

To ensure timely processing of your enrollment and determine if your requested effective date can be met, 
we may need to know the date associated with the reason checked below (e.g. date of move).

  I am enrolling during the Annual Enrollment Period (November 15 - December 31). 

 I am new to Medicare. / /
 I have moved and this plan is a new option for me. / /
 I have Medicare and Medicaid or my state helps pay for my Medicare premiums.

 I get extra help paying for Medicare prescription drug coverage.

 I live in a long-term care facility. 

  I have moved out of a long-term care facility. / /
 I no longer qualify for extra help paying for my Medicare prescription drug coverage.  / /
 I involuntarily lost my creditable prescription drug coverage (as good as Medicare’s). / /
 I am either losing or leaving coverage from an employer/union. / /
 I belong to a pharmacy assistance program provided by my state.

  I am leaving a Medicare Advantage Part D (MAPD) plan during the Medicare Advantage Open 
Enrollment Period to enroll in Original Medicare and this Part D plan. (January 1 - March 31 only)

 None of these statements applies to me or I am unsure. 

Requested effective date: / /  (Please note that CMS enrollment guidelines may 
not allow us to accommodate your requested date. Your enrollment letter will include your actual date.)

 Please Answer the Following Questions:
 1.  Some individuals may have other drug coverage, including private insurance, TRICARE, Federal 

employee health benefi ts coverage, VA benefi ts, or pharmaceutical assistance programs. Will you have 
other prescription drug coverage in addition to Blue MedicareRx (PDP)?   Yes    No    
List your other coverage and your identifi cation (ID) number(s) for this coverage: 

 Name of other coverage:

 ID # for this coverage: Group # for this coverage:

2.    Are you a resident in a long-term care facility, such as a nursing home?   Yes    No 

 Name of Institution: 

 Street Address: City: State: ZIP Code:

   Please Provide Your Medicare Insurance Information. 

  Please take out your Medicare card 
to complete this section.

•  Please fi ll in these blanks so they match your red, 
white and blue Medicare card. 

– OR –

•  Attach a copy of your Medicare card or your letter 
from Social Security or the Railroad Retirement Board. 

You must have Medicare Part A or Part B (or both) to 
join a Medicare prescription drug plan. 

Name:

Medicare Claim Number    Sex

is Entitled To Effective Date

 HOSPITAL (Part A)

 MEDICAL (Part B)

MEDICARE               HEALTH INSURANCE

EEEEPLE
SAMPLE
SName:

Medicare Claim Number  

Effective Date

S
PLE

SA
E Paying Your Premium    If you don’t select a payment option, you will receive a monthly bill.

Premiums may be paid by mail, monthly Electronic Funds Transfer from your bank account or deduction 
from your Social Security benefi t check. 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.   

Select a payment option:   Receive a bill     Monthly Electronic Funds Transfer (EFT)     Deduct from SSA check

  Account holder name: 

  Bank routing number:      Bank account number:

Account type:    Checking (Enclose a voided check.)      Saving

    Please read carefully before signing below.

By completing this enrollment application, I agree to the following:  
Blue MedicareRx (PDP) is a Medicare 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 will need to keep my 
Medicare Part A or Part B coverage. It is 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 that 
enrollment. Enrollment in this plan is generally for the entire year. Once I enroll I may leave this plan or make 
changes if an enrollment period is available, generally during the Annual Enrollment Period (November 15 – 
December 31), unless I qualify for certain special circumstances. Blue MedicareRx (PDP) serves a specifi c 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 
fi nd 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 am a member of Blue MedicareRx 
(PDP), I have the right to appeal plan decisions about payment or services if I disagree. I will 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 get other Medicare prescription drug coverage or creditable 
prescription drug 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. 
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or 
contracted with Blue MedicareRx (PDP) he/she may be paid based on my enrollment in Blue MedicareRx (PDP).  
Counseling services may be available in my state to provide advice concerning Medicare Supplement Insurance 
or other Medicare Advantage or prescription drug plan options, medical assistance through the state Medicaid 
program, and the Medicare Savings Program.

Release of Information:
By joining this Medicare prescription drug plan, I acknowledge that Blue MedicareRx (PDP) will release my 
information to Medicare and other plans as is necessary for treatment, payment and health care operations. I also 
acknowledge that Blue MedicareRx (PDP)  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. 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 under State law 
where I live) 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 certifi es 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.

Enrollee Signature: Today’s Date: 

X / /

If you are the authorized representative (i.e. power of attorney), you must sign below and provide the 
following information:

Name: Phone #: (        )

Address:

City: State: ZIP:

Relationship to Enrollee: 

Authorized Representative Signature:

X
Please indicate who should receive all required notifi cations and plan materials:       

  Enrollee         Authorized Representative listed above      Both

——— - —— - ———— —

Subscriber acknowledges this agreement is a contract solely with Blue Cross and Blue Shield of Oklahoma 
(BCBSOK), an independent licensee of the Blue Cross Blue Shield Association, and that BCBSOK is not 
contracting as the agent of the Association. Subscriber acknowledges that it has not entered into this agreement 
based on representations by any other party than BCBSOK and that no person or entity, other than BCBSOK 
shall be held accountable or liable to Subscriber for any of BCBSOK’s obligations under this agreement.



 To enroll in Blue MedicareRx (PDP), please provide the following information:

 Please check which plan you want to enroll in: 

  Value Plan
 $34.00

 Standard Plan
 $44.20

 Plus Plan
 $72.50

 Last Name: LC:

First Name: Middle Initial:
 Mr.      Mrs.      Ms. 

Birth Date:

( M  M / D   D / Y   Y   Y   Y )

Sex:

   M          F

Home Phone Number:

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

Street Address:

City: State: ZIP Code:

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

Street Address:

City: State: ZIP Code:

  Optional Information:

 E-mail Address:

 Emergency contact:

 Phone Number:   Relationship to You:

   Please Provide Information to Determine Enrollment Periods.
Review the following statements carefully and check the box of the statement that, to the best of 
your knowledge, applies to you. If additional information is necessary, we will contact you.

To ensure timely processing of your enrollment and determine if your requested effective date can be met, 
we may need to know the date associated with the reason checked below (e.g. date of move).

  I am enrolling during the Annual Enrollment Period (November 15 - December 31). 

 I am new to Medicare. / /
 I have moved and this plan is a new option for me. / /
 I have Medicare and Medicaid or my state helps pay for my Medicare premiums.

 I get extra help paying for Medicare prescription drug coverage.

 I live in a long-term care facility. 

  I have moved out of a long-term care facility. / /
 I no longer qualify for extra help paying for my Medicare prescription drug coverage.  / /
 I involuntarily lost my creditable prescription drug coverage (as good as Medicare’s). / /
 I am either losing or leaving coverage from an employer/union. / /
 I belong to a pharmacy assistance program provided by my state.

  I am leaving a Medicare Advantage Part D (MAPD) plan during the Medicare Advantage Open 
Enrollment Period to enroll in Original Medicare and this Part D plan. (January 1 - March 31 only)

 None of these statements applies to me or I am unsure. 

Requested effective date: / /  (Please note that CMS enrollment guidelines may 
not allow us to accommodate your requested date. Your enrollment letter will include your actual date.)

 Please Answer the Following Questions:
 1.  Some individuals may have other drug coverage, including private insurance, TRICARE, Federal 

employee health benefi ts coverage, VA benefi ts, or pharmaceutical assistance programs. Will you have 
other prescription drug coverage in addition to Blue MedicareRx (PDP)?   Yes    No    
List your other coverage and your identifi cation (ID) number(s) for this coverage: 

 Name of other coverage:

 ID # for this coverage: Group # for this coverage:

2.    Are you a resident in a long-term care facility, such as a nursing home?   Yes    No 

 Name of Institution: 

 Street Address: City: State: ZIP Code:

   Please Provide Your Medicare Insurance Information. 

  Please take out your Medicare card 
to complete this section.

•  Please fi ll in these blanks so they match your red, 
white and blue Medicare card. 

– OR –

•  Attach a copy of your Medicare card or your letter 
from Social Security or the Railroad Retirement Board. 

You must have Medicare Part A or Part B (or both) to 
join a Medicare prescription drug plan. 

Name:

Medicare Claim Number    Sex

is Entitled To Effective Date

 HOSPITAL (Part A)

 MEDICAL (Part B)

MEDICARE               HEALTH INSURANCE

EEEEPLE
SAMPLE
SName:

Medicare Claim Number  

Effective Date

S
PLE

SA
E Paying Your Premium    If you don’t select a payment option, you will receive a monthly bill.

Premiums may be paid by mail, monthly Electronic Funds Transfer from your bank account or deduction 
from your Social Security benefi t check. 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.   

Select a payment option:   Receive a bill     Monthly Electronic Funds Transfer (EFT)     Deduct from SSA check

  Account holder name: 

  Bank routing number:      Bank account number:

Account type:    Checking (Enclose a voided check.)      Saving

    Please read carefully before signing below.

By completing this enrollment application, I agree to the following:  
Blue MedicareRx (PDP) is a Medicare 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 will need to keep my 
Medicare Part A or Part B coverage. It is 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 that 
enrollment. Enrollment in this plan is generally for the entire year. Once I enroll I may leave this plan or make 
changes if an enrollment period is available, generally during the Annual Enrollment Period (November 15 – 
December 31), unless I qualify for certain special circumstances. Blue MedicareRx (PDP) serves a specifi c 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 
fi nd 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 am a member of Blue MedicareRx 
(PDP), I have the right to appeal plan decisions about payment or services if I disagree. I will 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 get other Medicare prescription drug coverage or creditable 
prescription drug 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. 
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or 
contracted with Blue MedicareRx (PDP) he/she may be paid based on my enrollment in Blue MedicareRx (PDP).  
Counseling services may be available in my state to provide advice concerning Medicare Supplement Insurance 
or other Medicare Advantage or prescription drug plan options, medical assistance through the state Medicaid 
program, and the Medicare Savings Program.

Release of Information:
By joining this Medicare prescription drug plan, I acknowledge that Blue MedicareRx (PDP) will release my 
information to Medicare and other plans as is necessary for treatment, payment and health care operations. I also 
acknowledge that Blue MedicareRx (PDP)  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. 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 under State law 
where I live) 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 certifi es 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.

Enrollee Signature: Today’s Date: 

X / /

If you are the authorized representative (i.e. power of attorney), you must sign below and provide the 
following information:

Name: Phone #: (        )

Address:

City: State: ZIP:

Relationship to Enrollee: 

Authorized Representative Signature:

X
Please indicate who should receive all required notifi cations and plan materials:       

  Enrollee         Authorized Representative listed above      Both

——— - —— - ———— —

Subscriber acknowledges this agreement is a contract solely with Blue Cross and Blue Shield of Oklahoma 
(BCBSOK), an independent licensee of the Blue Cross Blue Shield Association, and that BCBSOK is not 
contracting as the agent of the Association. Subscriber acknowledges that it has not entered into this agreement 
based on representations by any other party than BCBSOK and that no person or entity, other than BCBSOK 
shall be held accountable or liable to Subscriber for any of BCBSOK’s obligations under this agreement.



 MEDICARE PRESCRIPTION DRUG PLAN

 2010 Individual Enrollment Form
Follow these easy steps:
1.  Review the Summary of Benefi ts included in your 2010 Blue MedicareRx (PDP) Decision Guide.
2. Enroll:
 –  Complete and return this form in the enclosed postage-paid envelope. Keep the blue copy for 

your fi les. If you don’t have a postage-paid envelope (see last page), please mail your completed 
enrollment form to: 
Blue MedicareRx (PDP), P.O. Box 3897, Scranton, PA 18505-0897, or

 – Complete the online form at www.bcbsok.com/pdpenrollnow, or
 – Call a Product Specialist to enroll over the phone at the number below, or
 – Contact your authorized independent agent
For assistance with eligibility, enrollment, or for information in another format, call:
1-877-282-3792
TTY/TDD 1-888-844-3792
Hours of Operation: 8 a.m. – 8 p.m., Central time, 7 days a week. 

31340.1009

 Please Read This Important Information:

 If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already 
have prescription drug coverage from your Medicare Advantage Plan that will meet your needs. 

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 an employer or union, joining Blue MedicareRx (PDP) 
could affect your employer or union health benefi ts. You could lose your employer or union health 
coverage if you join Blue MedicareRx (PDP). Read the communications your employer or union sends you. If you 
have questions, visit their website, or contact the offi ce listed in their communications. If there isn’t information on 
whom to contact, your benefi ts administrator or the offi ce that answers questions about your coverage can help. 

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 local Social Security offi ce, 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.

STOP

Certifi ed Agent/Producer Information: (If Applicable)

As the producer signing this application, I attest that I have completed the CMS required 2010 annual 
Medicare prescription drug plan training and certifi cation provided by Blue Cross and Blue Shield of 
Oklahoma. I further attest that all information provided in this section is true. I understand that providing 
false information can lead to disciplinary action up to and including loss of commission payments and 
termination of the Blue MedicareRx (PDP) amendment.

This section MUST be completed by the certifi ed PRODUCER who assisted in this enrollment. The Certifi ed 
Producer/Agency “Assigned Number” indicated below will be used to validate certifi cation and provide 
compensation to the Certifi ed Producer OR Agency (if applicable).

Please print:

Name: BCBSOK Assigned Number: 

Agency Name (if applicable): Agency ID:

Producer Signature:  X
Date: 

/ /

Producer Phone Number: (             )

Scope of Appointment: Yes No

Did you meet with the enrollee in person?

If yes:

Did you retain a copy of the signed Scope of Appointment Form?

If no:

Did you use the Audio Audit recording service to set up the appointment?

List the date and time of the appointment.  Date: / / Time:

 Medicare Prescription Drug Plan Use Only: 

   Check here if this applicant was referred by a producer.    

  Effective Date of Coverage: Date: / /  IEP  AEP  SEP (type):

  Plan Representative Signature:   X
Assigned #: Date: 

/ /

 S5715_S5566_ENR_TMP_ ENRFRM10  CMS Approved 10/2009

SM Service Mark of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and 
Blue Shield Plans

® Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue 
Cross and Blue Shield Plans 

Blue Cross and Blue Shield of Oklahoma refers to HCSC Insurance Services Company, which is a wholly 
owned subsidiary of Health Care Service Corporation, a Mutual Legal Reserve Company. These companies are 
independent licensees of the Blue Cross and Blue Shield Association and offer or provide services for Medicare 
Part D products under contract number S5566 with the Centers for Medicare and Medicaid Services.

White copy - Blue Medicare Rx (PDP)           Blue Copy - Enrollee

Please check one of the boxes below if you would prefer that we send you information 
in a language other than English or in another format:

  Spanish  

  Braille

Please contact Blue MedicareRx (PDP) at 1-877-282-3792 if you need information in 
another format or language than what is listed to the left. TTY users should call
1-888-844-3792. Our offi ce hours are 8 a.m. – 8 p.m., Central time, 7 days a week.



 MEDICARE PRESCRIPTION DRUG PLAN

 2010 Individual Enrollment Form
Follow these easy steps:
1.  Review the Summary of Benefi ts included in your 2010 Blue MedicareRx (PDP) Decision Guide.
2. Enroll:
 –  Complete and return this form in the enclosed postage-paid envelope. Keep the blue copy for 

your fi les. If you don’t have a postage-paid envelope (see last page), please mail your completed 
enrollment form to: 
Blue MedicareRx (PDP), P.O. Box 3897, Scranton, PA 18505-0897, or

 – Complete the online form at www.bcbsok.com/pdpenrollnow, or
 – Call a Product Specialist to enroll over the phone at the number below, or
 – Contact your authorized independent agent
For assistance with eligibility, enrollment, or for information in another format, call:
1-877-282-3792
TTY/TDD 1-888-844-3792
Hours of Operation: 8 a.m. – 8 p.m., Central time, 7 days a week. 
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STOP

Certifi ed Agent/Producer Information: (If Applicable)

As the producer signing this application, I attest that I have completed the CMS required 2010 annual 
Medicare prescription drug plan training and certifi cation provided by Blue Cross and Blue Shield of 
Oklahoma. I further attest that all information provided in this section is true. I understand that providing 
false information can lead to disciplinary action up to and including loss of commission payments and 
termination of the Blue MedicareRx (PDP) amendment.

This section MUST be completed by the certifi ed PRODUCER who assisted in this enrollment. The Certifi ed 
Producer/Agency “Assigned Number” indicated below will be used to validate certifi cation and provide 
compensation to the Certifi ed Producer OR Agency (if applicable).

Please print:

Name: BCBSOK Assigned Number: 

Agency Name (if applicable): Agency ID:

Producer Signature:  X
Date: 

/ /

Producer Phone Number: (             )

Scope of Appointment: Yes No

Did you meet with the enrollee in person?

If yes:

Did you retain a copy of the signed Scope of Appointment Form?

If no:

Did you use the Audio Audit recording service to set up the appointment?

List the date and time of the appointment.  Date: / / Time:

 Medicare Prescription Drug Plan Use Only: 

   Check here if this applicant was referred by a producer.    

  Effective Date of Coverage: Date: / /  IEP  AEP  SEP (type):

  Plan Representative Signature:   X
Assigned #: Date: 

/ /

 S5715_S5566_ENR_TMP_ ENRFRM10  CMS Approved 10/2009

SM Service Mark of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and 
Blue Shield Plans

® Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue 
Cross and Blue Shield Plans 

Blue Cross and Blue Shield of Oklahoma refers to HCSC Insurance Services Company, which is a wholly 
owned subsidiary of Health Care Service Corporation, a Mutual Legal Reserve Company. These companies are 
independent licensees of the Blue Cross and Blue Shield Association and offer or provide services for Medicare 
Part D products under contract number S5566 with the Centers for Medicare and Medicaid Services.
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Please check one of the boxes below if you would prefer that we send you information 
in a language other than English or in another format:

  Spanish  

  Braille

Please contact Blue MedicareRx (PDP) at 1-877-282-3792 if you need information in 
another format or language than what is listed to the left. TTY users should call
1-888-844-3792. Our offi ce hours are 8 a.m. – 8 p.m., Central time, 7 days a week.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [300 300]
  /PageSize [612.000 792.000]
>> setpagedevice


