
Notice to ApplicANt 
Regarding Replacement of Medicare 
Supplement Insurance or Medicare Advantage

Please sign this form and mail in a copy with your 
application. 
MBW-NA_2   MM-044 (R4-17)

SAVE THIS NOTICE!  IT MAY BE IMPORTANT TO YOU IN THE FUTURE.
According to information you have furnished, you intend to terminate existing Medicare supplement or Medicare 
Advantage and replace it with a policy to be issued by Highmark Blue Cross Blue Shield. Your new policy will 
provide thirty (30) days within which you may decide without cost whether you desire to keep the policy.

You should review this coverage carefully.  Compare it with all accident and sickness coverage you now have. 
If, after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision, you 
should terminate your present Medicare supplement or Medicare Advantage coverage. You should evaluate the 
need for other accident and sickness coverage you have that may duplicate this policy.

STATEMENT TO APPLICANT BY ISSUER, PRODUCER OR OTHER REPRESENTATIVE:
I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare 
supplement policy will not duplicate your existing Medicare supplement or, if applicable, Medicare Advantage 
coverage because you intend to terminate your existing Medicare supplement coverage or leave your Medicare 
Advantage plan.  

The replacement policy is being purchased for the following reason - check one:
  Additional benefits.   No change in benefits, but lower premium.   Fewer benefits and lower premiums.
  My plan has outpatient prescription drug coverage and I am enrolling in Medicare Part D.
  Disenrollment from a Medicare Advantage plan. Please explain reason for disenrollment.

 
  Other (please specify):

Applicant’s Signature _______________________________________________ Date  ________________________

120 Fifth Avenue l Pittsburgh, PA  15222-3099

Signature of Producer or other Representative, if applicable    Date

Name and Address of Producer or other Representative

1. Health conditions which you may presently have (pre-existing conditions) may not be immediately or fully  
    covered under the new policy.  This could result in denial or delay of a claim for benefits under the new policy,  
    whereas a similar claim might have been payable under your present policy.

2. State law provides that your replacement policy or certificate may not contain new pre-existing conditions,  
    waiting periods, elimination periods or probationary periods.  The insurer will waive any time periods applicable  
    to pre-existing conditions, waiting periods, elimination periods, or probationary periods in the new policy (or  
    coverage) for similar benefits to the extent such time was spent (depleted) under the original policy.

3.  If you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and  
    completely answer all questions on the application concerning your medical and health history.  Failure to  
    include all material medical information on an application may provide a basis for the company to deny any   
    future claims and to refund your premium as though your policy had never been in force.  After the application 
    has been completed and before you sign it, review it carefully to be certain that all information has been  
    properly recorded.

4. Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

FOR HIGHMARK BLUE CROSS BLUE SHIELD USE ONLY

Applicant’s Name

Medicare Number    Date Mailed



Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does 
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex 
assigned at birth, gender identity or recorded gender. Furthermore, the Plan will not deny or limit coverage 
to any health service based on the fact that an individual’s sex assigned at birth, gender identity, or recorded 
gender is different from the one to which such health service is ordinarily available. The Plan will not deny or 
limit coverage for a specific health service related to gender transition if such denial or limitation results in 
discriminating against a transgender individual. The Plan:

• Provides free aids and services to people with disabilities to communicate effectively with us, such as:

 – Qualified sign language interpreters

 – Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language services to people whose primary language is not English, such as:

 – Qualified interpreters

 – Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another way on the basis 
of race, color, national origin, age, disability, or sex, including sex stereotypes and gender identity, you can 
file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, 
TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in 
person or by mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is available to 
help you. 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, available 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, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD)

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

 

O65_BCBS_G_P_1Col_12pt_blk_4c_MEDIGAP



 

O65_BCBS_G_P_1Col_12pt_blk_4c_MEDIGAP


