| an AGENT & OFFICE USE ONLY
I I G H M/\RK VAV @ Date Received: Effective Date:
® ® ®

Agent Name: Agent NPN:

In which channel was this application received?
U Face to Face Consultation U Medicare Options Seminar

APPLICATION FOR HIGHMARK MEDICARE U Highmark Direct Store U Member Benefits Forum
SUPPLEMENT INSURANCE PLANS U Pre-set Home Visit U Other

THE SALE OF A MEDICARE SUPPLEMENT POLICY IS PROHIBITED WHERE AN INDIVIDUAL HAS A MEDICARE SUPPLEMENT POLICY IN FORCE AND
DOES NOT DESIRE TO REPLACE THE EXISTING POLICY OR WHERE THE MEDICARE SUPPLEMENT POLICY WOULD DUPLICATE BENEFITS TO WHICH
THE INDIVIDUAL IS ENTITLED UNDER A MEDICARE ADVANTAGE PLAN.

SECTION I: APPLICANT INFORMATION

First Name Middle Initial | Last Name Suffix
Permanent Address (PO Box is not allowed) Apt# City State Zip County of Residence
Mailing Address (if different) Apt# City State Zip
Birthdate MM/DD/YYYY Gender
(1 Male O Female
Preferred Telephone Number QHome | Email Address
3 Mobile

Please provide your Medicare information below as shown on your red, white and blue Medicare Health Insurance card.

Name (as it appears on your Medicare card):

Medicare Number Part A (Hospital) Effective Date Part B (Medical) Effective Date
/ / / /

SECTION Ii: PLAN SELECTION

Please indicate your plan choice below:

U Plan A U Plan F High Deductible*

U PlanB U PlanG

4 Plan C* UPlanN

4 Plan F* *Plans C, F, and High Deductible F are only available to beneficiaries who were first eligible for Medicare prior to January 1, 2020.
Effective Date: / /

CG1X3F0547_0425 ENR-397 (R10-25)



SECTION lll: MISCELLANEOUS ENROLLMENT INFORMATION

If you need help completing this application, please call our Sales department at 1-877-258-7453 (TTY 711). We're

available 8 a.m. to 8 p.m., 7 days a week from October 1 to March 31, and 8 a.m. to 8 p.m., Monday - Friday from April 1 to

September 30.
Please answer completely and to the best of your knowledge and belief.
Please mark Yes or No with an X.

1. a. Did you turn age 65 in the last six months?
b. Did you enroll in Medicare Part B in the last six months?
If yes, what is the effective date? (MM/DD/YYYY)

2. Are you covered for medical assistance through the state Medicaid program?

Note to applicant: If you are participating in a“spend-down program”and have not met your
“share of cost,” please answer No to this question.

If yes,
a. Will Medicaid pay your premiums for this Medicare Supplement policy?

b. Did you receive any benefits from Medicaid other than payments toward your Medicare
Part B premium?

3. Ifyou had coverage from any Medicare Advantage plan other than original Medicare within the
past 63 days (for example, a Medicare HMO, PPO, or PFFS), fill in your start and end dates below.
If you are still covered under the Medicare Advantage plan, leave end date blank.

Start date (MM/DD/YYYY) End date (MM/DD/YYYY)

a. If you are still covered under the Medicare Advantage plan, do you intend to replace
your current coverage with this new Medicare Supplement policy?

b. Was this your first time in this type of Medicare Advantage plan?

¢. Did you drop a Medicare Supplement policy to enroll in the Medicare Advantage plan?

4. Do you have another Medicare Supplement or Medicare Select policy or certificate in force?
a. If so, with what company, and what plan do you have?

Company Plan

b. Identification number
¢. If so, do you intend to replace your current Medicare Supplement or Medicare Select policy
or certificate with this policy or certificate?

5. Have you had coverage under any other health insurance policy or certificate within the past
63 days (for example, an employer, union, or individual plan)?

a. If so, with which company?

b. What type of policy?
c. ldentification number

d. What are your dates of coverage under the other policy?

Start date (MM/DD/YYYY) End date (MM/DD/YYYY)

If you are still covered under the other policy, leave end date blank.

U Yes
U Yes

U Yes

U Yes

O Yes

O Yes
U Yes
U Yes

U Yes

O Yes

U Yes

O No
O No

U No

U No

O No

O No
O No
Q No

U No

U No

U No
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SECTION IV. APPLICATION STATEMENTS FOR MEDICARE SUPPLEMENT PROGRAM
1. You do not need more than one Medicare Supplement policy or certificate.

2. If you purchase this policy (certificate), you may want to evaluate your existing health care coverage and decide if you
need multiple coverages.

3. You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy (certificate).

4. If, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare
supplement policy (certificate) may be suspended, if requested, during your entitlement to benefits under
Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for Medicaid. If you are
no longer entitled to Medicaid, your suspended Medicare Supplement policy (certificate) (or, if that is no longer
available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility.
If the Medicare Supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare
Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage,
but will otherwise be substantially equivalent to your coverage before the date of suspension.

5. Ifyou are eligible for, and have enrolled in a Medicare Supplement policy by reason of disability and you later
become covered by an employer or union-based group health plan, the benefits and premiums under your
Medicare Supplement policy can be suspended, if requested, while you are covered under the employer or
union-based group health plan. If you suspend your Medicare supplement policy under these circumstances, and
later lose your employer or union-based group health plan, your suspended Medicare Supplement policy (or, if
that is no longer available, a substantially equivalent policy) will be reinstituted if requested within 90 days of losing
your employer or union-based group health plan. If the Medicare Supplement policy provided coverage for outpatient
prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will
not have outpatient prescription drug coverage but will otherwise be substantially equivalent to your coverage before
the date of suspension.

6. Counseling services may be available in your state to provide advice concerning your purchase of Medicare
Supplement insurance and concerning medical assistance through the State Medicaid Program, including benefits
as a qualified Medicare beneficiary (QMB) and a specified low-income Medicare beneficiary (SLMB).

7. If you still wish to terminate your present policy or certificate and replace it with new coverage, review the application
carefully before you sign it to be certain all information has been properly recorded.

Do not cancel your present coverage until you have received your new policy (certificate) and are sure you want to
keep it.

8. By my signature below, | acknowledge that | have received the currently available Medicare Supplement Outline of
Coverage document.
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SIGNATURE

IMPORTANT NOTICE: Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a civil penalty
not to exceed five thousand dollars and the stated value of the claim for each such violation.

Signature Date

If you are an authorized representative, you must sign above and provide the following information:

Last Name First Name Middle Initial
Street/Apartment#
City State__ County Zip Code
Home Phone Number ( ) Relationship to Enrollee
area code

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

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

U No, not of Hispanic, Latino/a, or Spanish origin O  Yes, Mexican, Mexican American, Chicano/a
U Yes, Puerto Rican O Yes, Cuban

U Yes, another Hispanic, Latino/a or Spanish origin

O Ichoose not to answer.

What's your race? Select all that apply.

American Indian or Alaska Native O Asian Indian W Black or African American
U Chinese O Filipino U0 Guamanian or Chamorro
O Japanese U Korean U Native Hawaiian

Q Other Asian Q Other Pacific Islander O Samoan

O Viethamese O  White

O Ichoose not to answer
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THIS SECTION TO BE COMPLETED BY INSURANCE BROKER OR AGENT ONLY

A. List any other health insurance policies you have sold to this applicant which are still in force:

B. List any other health insurance policies you have sold to this applicant in the past five years which are no longer in force:

Signature of Agent or Broker Date

Agency Name and Number

Phone #: ( )

U I have reviewed the current health insurance coverage of the applicant and find that additional coverage of the type and amount
applied for is appropriate for the applicant’s needs.

FOR OFFICE USE:

INSTRUCTIONS FOR MAILING IN APPLICATION

Please review this checklist before you mail your application: Return your completed application to us.
O  Have you completed all required sections of the application form?

0  Areyour name and address written correctly on the Use the envelope provided or mail to:

icati ? . .
application form? . o Highmark Blue Cross Blue Shield
O  Have you attached your Certificate of Prior Creditable Coverage PO Box 4208
or your previous plan’s letter of termination? (if applicable) 0xX
O  Have you signed and dated your application? Buffalo, NY 14240-98006
O  Have you attached the applicant’s Power of Attorney or
documentation of Legal Guardianship? (if applicable) 1-866-456-8140 (TTY 711)

Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Cross Blue Shield serves Western NY and is an independent
licensee of the Blue Cross Blue Shield Association.

All references to “Highmark” in this document are references to the Highmark company that is providing the member’s health benefits
or health benefit administration and/or to one or more of its affiliated Blue companies. 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. ATENCION: si habla espafol,
tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-833-735-4515 (TTY 711). j¥ & WNREFRAEREGIZ, &
AL EES 5B & BEIRES . BEE 1-833-735-4515 (TTY 711),



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 tfransgender individual. The Plan:

o 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)

e 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 You can also file a civil rights complaint with the
services or discriminated in another way on the basis U.S. Department of Health and Human Services,
of race, color, national origin, age, disability, or sex, Office for Civil Rights electronically through the
including sex stereotypes and gender identity, you can Office of Civil Rights Complaint Portal, available
file a grievance with: at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by

Civil Rights Coordinator mail or phone at:

P.O. Box 22492 U.S. Department of Health and Human Services
Pittsburgh, PA 15222 200 Independence Avenue, SW

Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475 Room 509F, HHH Building

Email: CivilRightsCoordinator@highmarkhealth.org Washington, D.C. 20201

. . . . Phone: 1-800-368-1019, 800-537-7697 (TDD)
You can file a grievance in person or by mail, fax,

or email. If you need help filing a grievance, the Civil Complaint forms are available at
Rights Coordinator is available to help you. hhs.gov/ocr/office/file/index.html

Pennsylvania, Delaware, West Virginia, and New York: 1-844-679-6930 (TTY:711)

ATTENTION: If you speak English, free language franslation and interpretation services are available to you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in
accessible formats are also available free of charge.

ATENCION: Si habla espaiiol, tiene a su disposicién servicios gratuitos de traduccidn e interpretacién de
idiomas. También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y
Braille) para proporcionar informacién en formatos accesibles sin cargo.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Ubersetzungs- und Dolmetscherdienste zur
Verfugung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio
und Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhaltlich.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang
ou pale a. Ed ak sévis siplemanté apwopriye (telke gwo lét, odyo, Braille) pou bay enfomasyon nan foma
aksesib yo disponib gratis tou.

065_None_P_1Col_10pt_blk_1c_2025



BHUMAHMWE: Ecnun Bel roBopuTe Ha pycckom si3bike, Bam gocTynHel 6ecnnaTHbele ycnyrn nepeBofa Ha fpyrom
A3bIK. TAKXXe NPeAoCTABASETCS AOMONHUTENbHAS 6ECNIATHAS MOMOLLb U YCNYrn 0TOBpaKeHUs MHGOPMALMN B
[OCTYMNHbIX popmaTax (Hanpumep, KpynHbiM WwWpudTom, wpudtom bpanna nnm B Buge ayanosanmcu).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di fraduzione e interpretariato. Sono inoltre
disponibili gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille)
per fornire informazioni in formati accessibili.

ATTENTION : si vous parlez frangais, des services de traduction et d’interprétation gratuits sont a votre
disposition. Vous pouvez aussi bénéficier gratuitement de I'accés a des outils et services auxiliaires appropriés
(affichage en gros caractéres, audio et le braille) dans des formats accessibles.

AKIYESI: Ti 0 bd nso &deé Yorubd, awon ise itumo ati dgbufo &dé wa ni arowotd 16féé fin 0. Awon ise itéju ati
iranlowo 16 ye (bii titewé nla, gbigbo ohun, atiiwé afdju) lati pésé iwifunni ni awon ona irddye si wa pelu
I6féé.

YAMIYNYA IRXON (1D 19 OYO0'INYO AUYOYNTIRT [IX AAXYTIVIAR TRIOY [YNIFZRL IR VYR WA TR UTYY 'R QIR A10DK

T'IN [YIVT JOKNIRD YD'72IVAIX 'R Y'XNNIRDY'N [2VOWIX IX (7'Y12 [IX K'TIN 70T YO'INA 'IIMTR) OYO'IINYO [IX V700970
SIRYON [19 "D [YNnIPNA IX KT

sacLosal) Cladally il ol Wongl jhgi Ulae Gy sl Gam il 5 Ay yaill Gam il ciland &l gt ey yad) Zad)) Caoati Cui€ 1) g
A gl 32 o Leall Uy gl Sy izl shaall apsi) (Ul g i s i gl il sl 5 8l ALl (Jia) Apudial
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CHU Y: Néu quy vi néi ’riéng Viét, chung t6i cé dich vu bién dich va phién dich ngén nglr mién phi danh cho
quy vi. Chuing 18i cling cung cdp mién phi cdc dich vu va hé tro bb sung thich hop (nhw chi¥ in I&n, tép am
thanh va ch® nbi) dé cung cép théng tin & cdc dinh dang dé tiép can.
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%QWWWl
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