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Public Employees Benefits Board

2017 Retiree Coverage
Election/Change
(Open Enrollment)

* Type or print clearly in black ink. Inaccurate, incomplete, or illegible information may delay coverage.

e List eligible family members you wish to cover or remove from coverage. This form replaces all retiree coverage election
forms previously submitted.

e If deferring PEBB Program retiree coverage, complete required sections below and Sections 1 and 7.

e If enrolling a dependent with a disability age 26 or older, submit a completed Certification of Dependent with a Disability form
and return as instructed on the form. Attach an Extended Dependent Certification form if enrolling an extended dependent.

* If you are a retiree not enrolled in Medicare Part A and Part B and adding a family member, you must provide proof of eligibility
within PEBB’s enrollment timelines or the family member will not be enrolled. A list of documents we will accept to show proof of
eligibility is in the 2017 Retiree Enrollment Guide, available at www.hca.wa.gov/public-employee-benefits .

e If you are a surviving spouse, surviving state-registered domestic partner defined in WAC 182-12-260(2), or surviving dependent,
provide the Social Security number (SSN) of the deceased retiree or employee in the “Retiree or employee information only”
section below. Provide your SSN and fill out information in Section 1: Subscriber Information.

Retiree or employee name

Retiree or . ‘
employee Social Security number

information only

What change are you requesting? [ Name [ Address [ Medical plan [ Dental plan
Additions or
changes Change in coverage: Change in family status:
Check all that apply.
(1 Cancel enrollment (1 Remove a spouse or dependent.

() Defer enrollment

(J Add a spouse.
See Section 1 (page 2) and Section 7 (page 7) (O Add a state-registered domestic partner.
a

of this form. Attach a Declaration of Tax Status form.

Add family member(s).
Attach a Declaration of Tax Status form for
children of state-registered domestic partners.

Section 1: Subscriber Information

Social Security number | Last name First name Middle initial | Sex
M F
Street address Apt./unit number | City State | ZIP Code
Mailing address (if different than above) Apt./unit number | City State ZIP Code
County of residence Date of birth (mm/dd/yyyy) | Home phone number (including area code) | Alternate phone number (including area code)
( ) ( )
(continued)

HCA is committed to providing equal access to our services.
If you need an accommodation, or require documents in another format, please call 1-800-200-1004.
People who have hearing or speech disabilities please call 711 for relay services

HCA 51-403A-OE (10/16)



2017 Retiree Coverage Election/Change (Open Enrollment)

Subscriber’s last name First name Middle initial | Social Security number

Section 1: Enrollment Election/Change (continued from page 1). Check the boxes that apply to you.
U Enroll: () Medical only (1 Medical and dental

(] Cancel: I am enrolled in PEBB Program retiree coverage; | want to make the following change(s):

(L Cancel medical (if enrolled in only medical) and dental coverage (if enrolled in both).
Cancel date: | understand | am forfeiting all further rights to enroll again unless | regain eligibility.
Coverage is automatically canceled for any enrolled dependents.

() Cancel dental coverage for myself and any dependents.
Cancel date: | understand that | may only cancel this coverage if | have maintained enrollment in a PEBB
retiree dental plan for at least two years or if | am deferring or disenrolling from my PEBB Program coverage as allowed
under PEBB Program rules (see Section 5). If | cancel dental for myself, dental is automatically canceled for my enrolled
dependents.

1 Cancel retiree term life insurance.

(] Defer my coverage. Identify below the medical coverage U Enroll after deferring coverage. Identify below the

allowing you to defer PEBB Program retiree coverage. medical coverage you have been enrolled in since deferring
See also Section 7. Except as stated below, this defers enrollment in PEBB Program retiree coverage.

coverage for all family members.

Deferral date Date other coverage ended

If deferring or enrolling after deferring, check the box below that applies to you. When enrolling after deferring, you must

provide proof of continuous coverage since your date of deferral.

() Enrolled in a PEBB Program, Washington State school district, charter school, or educational service district-sponsored
health plan as a dependent.

(1 Enrolled in employer-based group medical as an employee or employee’s dependent, including COBRA coverage or
continuation coverage. This does not include an employer’s retiree coverage.

(1 Enrolled in Medicare Part A and Part B and a Medicaid program that provides creditable coverage. (You may continue to
cover eligible family members who are not eligible for creditable coverage under Medicaid.)

(1 Enrolled in medical coverage as a retiree or dependent in TRICARE or the Federal Employees Health Benefits Program.
You have a one-time opportunity to enroll in PEBB Program coverage.

(1 Non-Medicare retirees only: Enrolled in qualified health plan coverage through a health benefits exchange established under
the Affordable Care Act. This does not include Medicaid (called Apple Health in Washington State). You have a one-time
opportunity to enroll or reenroll in PEBB Program retiree coverage.

Enrolled in Part(s) A and/or B of Medicare? ; ;
If yes, proof is required. Attach a copy of your Part A (hospital) [ Yes ] No If yes, effective date

Medicare card to this election form if we don’t . .
already have a copy,. Part B (medical)  [] Yes [ No If yes, effective date

Enrolled in Part D (prescription-drug coverage)
of Medicare? If yes, you may only enroll in
Medicare Supplement Plan F, administered by
Premera Blue Cross.

Enrolled in Medicaid with Medicare Part D? [ Yes [J No If yes, effective date
Receiving Social Security Disability? [ Yes [_LI No If yes, effective date

Tobacco Use Premium Surcharge

The PEBB Program requires a monthly $25-per-account surcharge in addition to your premium if you are not enrolled in Medicare Part
A and Part B and you or a family member (age 13 or older) enrolled on your PEBB Program medical coverage uses a tobacco product.
Tobacco use is defined as any use of tobacco products within the past two months, except for religious or ceremonial use. If you check
YES below or leave this section blank, you will pay the surcharge. See the 2017 Premium Surcharge Help Sheet at
www.hca.wa.gov/public-employee-benefits for instructions on how to respond.

D

Yes [_]| No If yes, effective date

Does the tobacco use premium surcharge apply to you? Read each option carefully and check only one:

11 am enrolled in Medicare Part A and [CJ YES, I am subject to the $25 surcharge. | have used tobacco products in
Part B. The premium surcharge does the past two months.
not apply. [CJ NO, I am not subject to the $25 surcharge. | have not used tobacco

products in the past two months, or | have used the tobacco cessation
resources noted in the 2017 Premium Surcharge Help Sheet.

2 (continued)



2017 Retiree Coverage Election/Change (Open Enrollment)

Subscriber’s last name First name Middle initial | Social Security number

Section 2: Spouse or State-Registered Domestic Partner Information

List an eligible spouse or state-registered domestic partner (as defined in WAC 182-12-260(2)) you wish to cover or remove from coverage.
Family members cannot be enrolled in two PEBB Program medical or dental accounts at the same time. If you are not enrolled in Medicare
Part A and Part B, you must provide proof of eligibility within PEBB’s enrollment timelines to enroll a spouse or state-registered
domestic partner.

Relationship to subscriber. If adding a state-registered domestic partner, please attach a completed Declaration of Tax Status form
and proof of eligibility within PEBB’s enrollment timelines.

[T Spouse: date of marriage [ State-registered domestic partner: date registered
Social Security number Last name First name Middle initial | Sex

™M [F
Street address (only if different from subscriber)  Apt./unit number | City State | ZIP Code
Date of birth Coverage for spouse or state-registered domestic partner
(mm/dd/yyyy) () Cover [ Remove Effective date Reason

Attach a copy of divorce decree or dissolution of state-registered domestic partnership if removing
spouse or state-registered domestic partner for this reason.

Enrolled in Part(s) A and/or B of Medicare?
If yes, proof is required. Attach a copy of the ~ Part A (hospital) [] Yes ] No If yes, effective date
spouse or state-registered domestic partner’s
Medicare card to this form. Part B (medical) [ Yes [ No If yes, effective date

Enrolled in Part D (prescription-drug [Z1Yes ) No If yes, effective date
coverage) of Medicare? If yes, you may

only enroll in Medicare Supplement Plan F,

administered by Premera Blue Cross.

Enrolled in Medicaid with Medicare Part D? [C] Yes [ No If yes, effective date
Receiving Social Security Disability? [C1Yes [C]No If yes, effective date

Does the tobacco use premium surcharge apply to your spouse or state-registered domestic partner? Read each option
and check only one:

(] The subscriber listed in 1 YES, | am subject to the $25 surcharge. My spouse or state-registered domestic partner
Section 1 is enrolled in has used tobacco products in the past two months.
Medicare Part A and Part B.
The premium surcharge (1 NO, I am not subject to the $25 surcharge. My spouse or state-registered domestic
does not apply. partner has not used tobacco products in the past two months, or has used the tobacco

cessation resources noted in the 2017 Premium Surcharge Help Sheet.

Spouse or State-Registered Domestic Partner Coverage Premium Surcharge

The PEBB Program requires a monthly S50 surcharge in addition to your premium if you are not enrolled in Medicare Part A and
Part B and your spouse or state-registered domestic partner has chosen not to enroll in other employer-based group medical that is
comparable to Uniform Medical Plan Classic. See the 2017 Premium Surcharge Help Sheet in your enrollment packet or at
www.hca.wa.gov/public-employee-benefits for instructions.

If you check YES below or leave this section blank, you will pay the monthly surcharge.

Does the spouse or state-registered domestic partner coverage surcharge apply to you? Read each option carefully and
check only one:

[ The subscriber listed in Section 1 is enrolled in Medicare Part A and Part B. The premium surcharge does not apply.
] YES, | am subject to the $50 surcharge. | used the 2017 Premium Surcharge Help Sheet and completed the 2017 Spousal Plan
Calculator.

[ NO, I am not subject to the $50 surcharge. | used the 2017 Premium Surcharge Help Sheet (and, if needed, completed the
2017 Spousal Plan Calculator online.)

Which questions (if any) on the 2017 Premium Surcharge Help Sheet did you check NO? Check all that apply.

(Question 1 is not applicable.)
U Question2 [ Question 3 ) Question 4 ) Question 5 ) Question 6

[ PEBB Program to determine. | am completing and submitting the 2017 Spousal Plan Calculator found at
www.hca.wa.gov/public-employee-benefits.

(continued)



2017 Retiree Coverage Election/Change (Open Enrollment)

Subscriber’s last name First name Middle initial | Social Security number

Section 3: Family Member Information. Use additional forms for more members.

List eligible family members you wish to cover or remove from coverage. Family members cannot be enrolled in two PEBB Program
medical or dental accounts at the same time. If you are not enrolled in Medicare Part A and Part B, you must provide proof of
your family member’s eligibility within the PEBB Program’s enrollment timelines or your family member will not be enrolled. If
enrolling a state-registered domestic partner’s child, attach a completed Declaration of Tax Status form. If enrolling a dependent with
a disability age 26 or older, submit a completed Certification of Dependent with a Disability form and return as instructed on the
form. Attach an Extended Dependent Certification form if enrolling an extended dependent.

1 Relationship to subscriber Last name First name Middle initial
Social Security number Date of birth (mm/dd/yyyy) | Sex (Check only if age 26 or Extended dependent
[OM [F |older) Disabled? validated by court order?
OYes [ONo [dYes [1No
Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

Coverage for family member

U Cover [ Remove Effective Date Reason

Enrolled in Part(s) A and/or B of Medicare? Part A (hospital) [l Yes ] No If yes, effective date
If yes, proof is required. Attach a copy of

family member’s Medicare card to this form.  Part B (medical) [J Yes [JNo If yes, effective date
Enrolled in Part D (prescription-drug

coverage) of Medicare? If yes, you may

only enroll in Medicare Supplement Plan F, )
administered by Premera Blue Cross. [l Yes LI No Ifyes, effective date
Enrolled in Medicaid with Medicare Part D? [ Yes [J No If yes, effective date
Receiving Social Security Disability? [ Yes [_INo If yes, effective date

Does the tobacco use premium surcharge apply to this family member? Response required for family members ages 13 or older.
Read each option carefully and check only one:

[[] The subscriber listed in Section 1 1 YES, I am subject to the $25 surcharge. This family member has used tobacco

is enrolled in Medicare Part A and products in the past two months.
Part B. The premium surcharge
does not apply. I NO, I am not subject to the $25 surcharge. This family member has not used

tobacco products in the last two months, or has used the tobacco cessation
resources noted in the 2017 Premium Surcharge Help Sheet.

(continued)



2017 Retiree Coverage Election/Change (Open Enrollment)

Subscriber’s last name First name

Middle initial | Social Security number

Section 3 (cont.): Family Member Information. Use additional forms for more members.

2 Relationship to subscriber Last name First name Middle initial

Social Security number Date of birth (mm/dd/yyyy) | Sex (Check only if age 26 or Extended dependent
QoM [QF older) Disabled? validated by court

CYes [No order? ] Yes [_INo

Street address (only if different from subscriber)  Apt./unit number | City State ZIP Code

Coverage for family member

(1 Cover [] Remove Effective Date Reason

Enrolled in Part(s) A and/or B of Medicare? Part A .

If yes, proof is required. Attach a copy of (hospital) [ Yes LINo If'yes, effective date

{ﬁurffamlly member’s Medicare card to Part B ] Yes [ No If yes, effective date

Is form. (medical)

Enrolled in Part D (prescription-drug

coverage) of Medicare? If yes, you may .

only enroll in Medicare Supplement Plan F, [Yes [1No If yes, effective date

administered by Premera Blue Cross.

Enrolled in Medicaid with Medicare Part D? @ Yes Ej No If yes, effective date

Receiving Social Security Disability? [J Yes O] No If yes, effective date

Does the tobacco use premium surcharge apply to this family member? Response required for family members ages 13 or older.

Read each option carefully and check only one:

[C] The subscriber listed in Section 1
is enrolled in Medicare Part A
and Part B. The premium surcharge
does not apply.

[ YES, I am subject to the $25 surcharge. This family member has used tobacco
products in the past two months.

[_I NO, I am not subject to the $25 surcharge. This family member has not used
tobacco products in the last two months, or has used the tobacco cessation

resources noted in the 2017 Premium Surcharge Help Sheet.

Section 4: Medical Plan Selection Check appropriate box(es).

Contact plans for benefits information; their contact information is at the end of this form.

Group Health Cooperative
(1 Group Health Classic
(1 Group Health Medicare Plan1-2
O Group Health SoundChoice3
(1 Group Health Value

Group Health Options Inc.
[ Group Health Consumer-Directed Health Plan®

Kaiser Foundation Health Plan of the Northwest
1 Kaiser Permanente Classic
1 Kaiser Permanente Consumer-Directed Health Plan?
() Kaiser Permanente Senior Advontage1

(1 Medicare Supplement Plan F, administered by
Premera Blue Cross®

Uniform Medical Plan, administered by Regence BlueShield
1 UMP Classic
1 UMP Consumer-Directed Health Plan?

UMP Plus® (select one network below)
(1 UMP Plus-Puget Sound High Value Network®
] UMP Plus-UW Medicine Accountable Care Network®

' These Medicare Advantage plans are available in certain
counties to Medicare enrollees. Also complete and attach
form C if you live in a county where Medicare Advantage
is available.

2 If you cover family members not enrolled in Medicare
Part A and Part B, also select Group Health Classic,
SoundChoice, or Value for these family members.

* This plan is available only if at least one covered family
member is not enrolled in Medicare Part A and Part B.
Family members enrolled in Medicare Part A and Part B
will be enrolled in Group Health’s Medicare Plan.

* These plans are available only to retirees not enrolled in
Medicare. If you cover a dependent enrolled in Medicare,
you must cancel your dependent’s PEBB Program
coverage to enroll in this plan. Your dependent will not
be eligible for COBRA or other continuation of coverage
options.

* Also complete and return form B to enroll in Medicare
Supplement Plan F. The PEBB Program does not offer the
high-deductible Plan F.

® This plan is not available to Medicare Part A and Part B
retirees and their dependents.

(continued)
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2017 Retiree Coverage Election/Change (Open Enrollment)

Subscriber’s last name First name Middle initial | Social Security number

Section 5: Dental Plan Selection Check only one. You must enroll in medical coverage to enroll in dental.

If you select retiree dental coverage for yourself, you must keep dental coverage for yourself and any enrolled dependents
for at least two years. However, you may change retiree dental plans within those two years during the annual PEBB Program
open enrollment, or due to a special open enrollment event.

Before you select a dental plan, be sure your provider(s) participate with that plan. Contact the plans for benefits information;
their contact information is located at the end of this form.

Preferred Provider Organization
(1 Uniform Dental Plan, administered by Delta Dental of Washington (Group #3000)
You can choose any dental provider and change providers at anytime.
Managed-Care Plans
(] DeltaCare, administered by Delta Dental of Washington (Group #3100)
You will select and receive care from a primary care dental provider in the DeltaCare network. Before you enroll,
call DeltaCare at 1-800-650-1583 to verify your provider accepts the specific plan network and plan group.
(] Willamette Dental of Washington, Inc. (Group WA82)
You will select and receive care from a primary care dental provider in the Willamette Dental Group plan.

1 Cancel Dental
I understand that | may only cancel this coverage if | have maintained enrollment in a PEBB retiree dental plan for at least
two years or if | am deferring or disenrolling from my PEBB Program coverage as allowed under PEBB Program rules (see
also Section 7). If | cancel dental for myself, dental is automatically cancelled for my enrolled dependents.

Section 6: Payment Authorization

How would you like to pay your premiums and any applicable surcharges?

I 1 wish to continue my current payment method.
1 1 wish to change my payment method to:

(1 Pension deduction: | authorize the Department of Retirement Systems to deduct medical, dental, and retiree term
life insurance premiums (if currently enrolled) and any applicable surcharges | am required to pay from my retirement
pension. Deductions are taken at the end of the month that you receive coverage. For example, if your coverage starts
September 1, the deduction will be taken at the end of September.

(1 Invoicing: | want to receive a bill and will pay my medical and dental (if elected) premium and any applicable
surcharges monthly by check. If | am currently enrolled in retiree term life insurance, | understand | will receive a
separate bill from MetLife for my retiree term life insurance monthly premium.

(] Electronic Debit Service (EDS): | will pay my monthly medical and dental (if elected) premium and any applicable
surcharges by EDS. | will complete and submit the Electronic Debit Service Agreement available at www.hca.wa.gov/
public-employee-benefits. | understand | must pay as invoiced until | am notified of my EDS effective date.

If you are currently enrolled in retiree term life insurance: Unless you are paying by pension deduction, you will begin
receiving a separate bill/invoice from MetLife for your retiree term life insurance premiums. To pay by EDS, contact MetLife at
1-866-548-7139.

(continued)




2017 Retiree Coverage Election/Change (Open Enrollment)

Subscriber’s last name First name Middle initial | Social Security number

Section 7: Signature Required

By signing this form, | declare that the information | have provided is true, complete, and correct. If it isn’t, or if | do not update this
information within the timelines in PEBB Program rules, to the extent permitted by federal and state law, | must repay any claims
paid by my health plan(s) or premiums paid on my behalf. My family members and | may also lose PEBB Program benefits as of the
last day of the month we were eligible. To the extent permitted by law, the PEBB Program may retroactively terminate coverage for
me and my dependents if | intentionally misrepresent eligibility, or do not fully pay premiums when due. In addition, | understand
that knowingly providing false, incomplete, or misleading information to an insurance company for the purpose of defrauding the
company is a crime, and can result in imprisonment, fines, and denial of PEBB program benefits.

If | send payment, this does not mean | will be automatically enrolled in PEBB Program insurance coverage. The PEBB Program will
verify eligibility for me and my family members. If we do not qualify, | will receive a refund of premium payments.

| understand | am responsible for paying any applicable tobacco use premium surcharge, and spouse or state-registered domestic
partner coverage premium surcharge in addition to my monthly premium (if | am not enrolled in Medicare Part A and Part B).

| understand if | enroll in PEBB Program retiree dental, | must remain enrolled in retiree dental for at least two years unless | defer
coverage as described in Section 1, or enroll in employer-based group dental insurance or such coverage continued under COBRA as
an employee or dependent of an employee.

| understand if | or any enrolled family member is entitled to Medicare Part A and Part B, we must enroll and remain enrolled in
Medicare Part A and Part B.

If I choose to defer medical/dental, | understand | can enroll or reenroll no later than 60 days after losing other health coverage
or during the PEBB Program annual open enrollment period as long as there has been no gap in coverage and | provide proof of
continuous enrollment. If | defer enrollment for myself, | cannot enroll my eligible family members. | understand in most cases,
enrollment will be deferred effective the first of the month following the date this form is received by the PEBB Program.

If I am enrolling in a consumer-directed health plan with a health savings account (HSA), I must meet HSA eligibility conditions.
[ understand that the PEBB Program will direct a portion of my monthly premium to an HSA based on the information | have
provided, and that there are limits to these contributions and my HSA contributions, if any, under federal tax law.

If | die, my eligible surviving family members must complete the Retiree Coverage Election/Change form to enroll in or defer PEBB
Program retiree health insurance coverage. The PEBB Program must receive the form no later than 60 days after my death.

This form replaces all Retiree Coverage Election forms previously submitted to the PEBB Program. All changes noted on this form
become effective January 1, 2017.

If | am a retiree receiving benefits from the Department of Retirement Systems (DRS), the PEBB Program may share my information
with the DRS to better serve me.

HCA’s Privacy Notice: We will keep your information private as allowed by law. To see our Privacy Notice, go to
www.hca.wa.gov/public-employee-benefits.

Subscriber’s signature Date

Be sure to sign and date this form. Mail completed form and documentation to:
Washington State Health Care Authority, PEBB Program, P.O. Box 42684, Olympia, WA 98504-2684
or fax to: 360-725-0771

Questions? Visit our website at www.hca.wa.gov/public-employee-benefits or call us at 1-800-200-1004.

2017 PEBB Program Medical Contractors 2017 PEBB Program Dental Contractors
Group Health Cooperative DeltaCare, administered by Delta Dental of Washington
320 Westlake Ave. N., Suite 100, Seattle, WA 98109-5233 9706 Fourth Avenue NE, Seattle, WA 98115-2157
1-888-901-4636 or TTY 1-800-833-6388 1-800-650-1583
Group Health Options Inc. Uniform Dental Plan,
320 Westlake Ave. N, Suite 100, Seattle, WA 98109-5233 administered by Delta Dental of Washington
1-888-901-4636 or TTY 1-800-833-6388 9706 Fourth Avenue NE, Seattle, WA 98115-2157
Kaiser Foundation Health Plan of the Northwest 1-800-537-3406
500 NE Multnomabh St., Suite 100, Portland, OR 97232-2099 Willamette Dental of Washington, Inc.
1-800-813-2000 or TTY 711 6950 NE Campus Way, Hillsboro, OR 97124-5611
Premera Blue Cross, P.O. Box 327, Seattle, WA 98111-0327 1-855-433-6825

1-800-817-3049 or TTY 1-800-842-5357

Uniform Medical Plan, administered by Regence BlueShield
1800 Ninth Avenue, Suite 235, Seattle, WA 98101
1-888-849-3681 or TTY 711






Clear Form

PREMERA| 00, Box 61120, M5 205 B Group Medicare Supplement

Seatlle, WA 98111-9220 Enrollment Application

. -
Washington State Health Care Authority

You can become a Washington State Health Care Authority For Office Use Only

Medicare Supplement member if you: Group Number:

e Are eligible for the group’s Medicare supplement plan
e Currently have both Medicare Part A and Part B, and

e Don'’t receive Medicaid assistance other than payment of your
Medicare Part B premium.

Effective Date of Coverage:
/ /
Enrollee Class (if applicable):

Please PRINT, sign and date in blue or black ink. Applications that contain correction fluid or
tape will not be accepted. PLEASE RETURN ALL THE PAGES OF THE APPLICATION EVEN IF
THEY ARE BLANK.

@ Your Information

Applicant
| am eligible for Medicare Part A and B because: [ ] Age 65+ [ ] under Age 65
| have Medicare due to: [_] Kidney Dialysis or Kidney Transplant

Last Name First Name Middle Initial | Social Security Number (required)
Home Address (cannot be a P.O. Box) City County State | ZIP
Mailing Address (if different from above) City County State | ZIP
Daytime Phone Number Email Address
(Birthzjate Month | Day Year Gender

[ Tmale [ ]Female

Dependent
| am eligible for Medicare Part A and B because: || Age 65+ ] under Age 65
| have Medicare due to: [_] Kidney Dialysis or Kidney Transplant

Relationship to Applicant:

Last Name First Name Middle Initial| Social Security Number (required)
Home Address (cannot be a P.O. Box) City County State | ZIP
Mailing Address (if different from above) City County State | ZIP
Daytime Phone Number Email Address
(Birth)date Month | Day Year Gender

CImale [ Female

021586 (06-2011)
An Independent Licensee of the Blue Cross Blue Shield Association 1 021775 (08-2011)



@ What Plan Do You Want?

Which Medicare supplement plan do you want to enroll in? X Plan F
Did you receive a copy of the Premera Blue Cross “Outline of Coverage”? [JYes [INo
Did you receive a copy of Medicare’s “Choosing A Medigap Policy” guide? “Jyes [ No
@ Your Other Health Coverage
Please answer all the questions below as best you know how.

Applicant
Tell Us About Your Medicare Coverage (You have to have Medicare Parts A and B to Enroll)
1.a. Did you turn age 65 in the last 6 months? CJYes [INo

b. Did you enroll in Medicare Part B in the last 6 months? ['Yes [INo

c. If Yes, what is the effective date? (month and year) [/ 01 /

(See your Medicare card to find this date.)

Your Medicare Information Here

MEDICARE HEALTH INSURANCE

Please fill in your Medicare
number and effective dates in
the box to the right. You can
copy from your Medicare card.
Or, it's OK to include a copy of
your Medicare card instead.
We need these numbers to
enroll you.

|
1-800-MEDICARE (1-800-633-4227)

NAME OF BENEFICIARY
MEDICARE CLAIM NUMBER

IS ENTITLED TO EFFECTIVE DATE
Part A Hospital Insurance /01 /

Part B Medical Insurance /01 /

Tell Us About Your Medicare Advantage Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 2.a., b., ¢c. and d.

2.a. Have you had coverage from any Medicare plan other than original
Medicare within the last 63 days (for example, a Medicare Advantage

plan, or a Medicare HMO or PPQO)?

DYes ENO

If Yes, fill in your start and end dates below. (OK to put in just the month and year.)
If you are still covered under this plan, leave “End” blank.

Start: / /

End: / /

b. If you are still covered under the Medicare plan, do you intend
to replace your current coverage with this new Medicare

Supplement plan? (You can't keep both.)

[Iyes [No



C. Was this your first time in this type of Medicare plan? [ Yes [ INo

d. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? [ 'Yes [ No

Tell Us About Your Medicare Supplement Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 3.a. and c. Leave 3.b. blank.

3.a. Do you have another Medicare Supplement policy in force? (These plans
are called Plan A, B, C, D, F, G, K, L, M or N) [ 'Yes [ INo
b. If Yes, with what company, and what plan do you have? (If you know, put the
insurance company name and the plan name (such as Plan F) in the blanks.)
Company: Plan:

c. If Yes, do you intend to replace your current Medicare Supplement policy
with this plan? (You can't keep both.) [ Iyes [ INo

Tell Us About Any Other Individual Or Group Health Insurance Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 4.a., and leave b. and c. blank.

4.a. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or individual plan). [ Tyes [INo

b. If Yes, with what company and what kind of policy? (If you know, put in the insurance company
name and the type of policy, such as group coverage through your spouse or individual coverage.)

Company: Policy:

c. What are your dates of coverage under the other policy? If you are still covered under the same
policy, leave “End” blank. (It's OK to put just the month and year or just the year.)

Start; / / End: / /

Tell Us About Any Help With Your Medical Bills You Receive

From Your State's Medicaid Programs

This doesn't mean Social Security benefits or food stamps. It can include payment for
nursing home care. If you didn't have this kind of help from State Medicaid, just check
"No"to 5.a., b. and c.

5.a. Are you covered for any 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. [lyes [INo
b. If Yes, will Medicaid pay your premiums for this Medicare Supplement plan? [ 'Yes [ _No

c. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B Premium? [Tyes [INo



Dependent
Tell Us About Your Medicare Coverage
(You have to have Medicare Parts A and B to Enroll)

1.a. Did you turn age 65 in the last 6 months?

[ Iyes | INo
| Jyes [ INo

b. Did you enroll in Medicare Part B in the last 6 months?

c. If Yes, what is the effective date? (month and year) [/ 01 /

(See your Medicare card to find this date.)

Dependent’s Medicare Information Here

Please fill in your Medicare
number and effective dates in
the box to the right. You can
copy from your Medicare card.

MEDICARE HEALTH INSURANCE

|
1-800-MEDICARE (1-800-633-4227)

NAME OF BENEFICIARY
MEDICARE CLAIM NUMBER

Or, it's OK to include a copy of
your Medicare card instead.
We need these numbers to
enroll you.

EFFECTIVE DATE
/01 /
/01 /

IS ENTITLED TO
Part A Hospital Insurance

Part B Medical Insurance

Tell Us About Your Dependent’s Medicare Advantage Coverage, If Any

If you didn't have this kind of coverage, just check "No" to 2.a., b., ¢. and d.

2.a. Have you had coverage from any Medicare plan other than original
Medicare within the last 63 days (for example, a Medicare Advantage

plan, or a Medicare HMO or PPQO)? [ Tyes [ INo

If Yes, fill in your start and end dates below. (OK to put in just the month and year.)
If you are still covered under this plan, leave “End” blank.

Start: / / End: / /
b. If you are still covered under the Medicare plan, do you intend to replace your current

coverage with this new Medicare Supplement plan? (You can't keep both.) [ Iyes [INo
C. Was this your first time in this type of Medicare plan? [ 'Yes [ INo
d. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? [ 'Yes [ INo

Tell Us About Your Dependent’s Medicare Supplement Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 3.a. and c. Leave b. blank.
3.a. Do you have another Medicare Supplement policy in force? (These plans

are called Plan A, B, C,D, F, G, K, L, MorN) [ Iyes [INo



b. If Yes, with what company, and what plan do you have? (If you know, put the insurance company
name and the plan name (such as Plan F) in the blanks.)

Company: Plan:

c. If Yes, do you intend to replace your current Medicare Supplement
policy with this plan? (You can't keep both.) [Tyes [INo

Tell Us About Any Other Dependent Individual Or Group Health Insurance Coverage, If Any
If you didn't have this kind of coverage, just check "No" to 4.a., and leave b. and c. blank.

4.a. Have you had coverage under any other health insurance within the past 63 days?
(For example, an employer, union or individual plan). [ 'Yes [ No

b. If Yes, with what company and what kind of policy? (If you know, put in the
insurance company name and the type of policy, such as group coverage
through your spouse or individual coverage.)

Company: Policy:

c. What are your dates of coverage under the other policy? If you are still covered under the same
policy, leave “End” blank. (It's OK to put just the month and year or just the year.)

Start: / / End: / /

Tell Us About Any Help With Your Dependent’s Medical Bills You Receive

From Your State's Medicaid Programs

This doesn't mean Social Security benefits or food stamps. It can include payment for
nursing home care. If you didn't have this kind of help from State Medicaid, just check
"No"to 5.a., b. and c.

5.a. Are you covered for any 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. [Iyes [No
b. If Yes, will Medicaid pay your premiums for this Medicare Supplement plan? | 'Yes [ INo

c. Do you receive any benefits from Medicaid OTHER THAN payments toward
your Medicare Part B Premium? [ Iyes [INo

Proceed to section D
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Conditions of Enrollment/Signatures

©)

I, the undersigned, apply for enroliment with Premera Blue Cross (Premera). | represent that all
statements and answers on this application are complete and true.

1.
2.
3.

| am an eligible member of the group.
| have both Medicare Parts A and B in force today.

| understand that my coverage does not start until Premera accepts this application and assigns
an effective date.

| authorize Premera, at its option, to pay doctors and other providers directly for health care |
receive.

| understand that it is a crime to knowingly provide false, incomplete, or misleading information
to an insurance company for the purpose of defrauding the company. Penalties include
imprisonment, fines, and denial of insurance benefits.

| also understand and agree that Premera may cancel this coverage back to its start date as if |
never had coverage at all, if it is found that | have supplied false information, or any information
was omitted by me or for me, on this application, and that information is material enough to
affect my eligibility for coverage. (Please note: After coverage has been in force for two years,
coverage may no longer be canceled for this reason.)

| understand that Premera may collect, use, and disclose personal information about me as
required or permitted by law or to perform routine business functions. Examples are to
determine my eligibility for enrollment or to pay claims. If Premera discloses my personal
information for any other reason, Premera will first take out any data that can be used to easily
identify me, or will get my signed permission.

Be sure to sign and date this application, include all pages of the application and
provide any proof required for “yes” answers in section C, when submitting to Premera
for processing.

Signature of Applicant Today’s Date
X
Signature of Dependent Today’s Date
X

Please Note: If you have a Medicare supplement or Medicare Advantage policy today (including a
Medicare HMO or PPO), you cannot be enrolled unless you intend to replace your current coverage.
Please complete the “Notice to Applicant Regarding Replacement of Medicare Supplement or
Medicare Advantage Coverage” form.

If you have any questions, please contact your benefit department or Premera at 1-800-817-3049 or
TDD for the Deaf or Hard of Hearing at 1-800-842-5357.



Important Notes

1.

You do not need more than one Medicare Supplement policy. If you currently have a Medicare
Supplement policy or Medicare Advantage policy (including a Medicare HMO or PPO), you cannot
be enrolled unless you intend to replace your current coverage. Please complete a replacement
form. If you purchase this contract, you may want to evaluate your existing health coverage and
decide if you need multiple coverages.

You may be eligible for benefits under Medicaid and may not need a Medicare Supplement policy.
Medicaid is a public aid program for people with low income. It is not the same as Medicare.

If, after purchasing this plan, you become entitled to Medicaid, the benefits and subscription
charges under your Medicare Supplement contract can 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 plan (or, if that is no longer available, a substantially equivalent plan) will be
re-instituted if requested within 90 days of losing Medicaid eligibility.

Counseling services may be available in your state to provide advice concerning your purchase of
Medicare Supplement coverage and concerning medical assistance through the state Medicaid
program, including benefits as a “Qualified Medicare Beneficiary” (QMB) or a “Specified Low-
Income Medicare Beneficiary” (SLMB).

If you 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.



PREMERA| P.0. Box 91120, MS 295 GrOUp Medicare Supplement
Seate, WAS1129 Eligibility Attachment

Washington State Health Care Authority

Who Is Eligible For Coverage?

Public Employees Benefit Board (PEBB) and K-12 Retirees
To be eligible, you must be an eligible retiree and enroll during one of the periods listed below:

In the 30-day period before you become eligible for Part A and Part B of Medicare
Within six month of initial enrollment in Medicare Part B

Within six months of attaining age 65

Within 60 days of retirement.

During an open enrollment period, if any, established by HCA for PEBB and K-12 retirees, and only if
you are transferring from another health plan with no lapse in coverage. Note: Existing PEBB and K-
12 subscribers may change their coverage by applying for another plan offered by the HCA only at the
HCA's next open enrollment period for PEBB and K-12 retirees.

Within 63 days of losing coverage under a retiree group health plan, a Medicare Advantage plan, a
health care prepayment plan, a Program of All-Inclusive Care for the Elderly, a Medicare supplement
or Medicare SELECT plan, or a Medicare risk or cost plan for reasons that qualify under federal law.
Your answers in section C of the application will determine if you qualify.

Dependents of Public Employees Benefit Board (PEBB) and K-12 Retirees

To be eligible, you must be an otherwise eligible spouse or state-registered domestic partner of the group
retiree and enroll during one of the periods listed below:

In the 30-day period before you become eligible for Part A and Part B of Medicare
Within six month of initial enrollment in Medicare Part B

Within six months of attaining age 65

At the same time as the group retiree

During an open enrollment period, if any, established by HCA for PEBB and K-12 retirees, and only if
you are transferring from another health plan with no lapse in coverage.

Within 63 days of losing coverage as described for PEBB and K-12 retirees above. Your answers in
section C of the application will determine if you qualify.

State Residents
To be eligible, you must be a current Washington State resident and enroll during one of the periods listed

below:

In the 30-day period before you become eligible for Part A and Part B of Medicare
Within six month of initial enrollment in Medicare Part B
Within six months of attaining age 65

Within 60 days of retirement. Retirement date:

Within 60 days of establishing Washington State residency. Residency date:

Within 63 days of losing coverage as described for PEBB and K-12 retirees above. Your answers in
section C of the application will determine if you qualify.
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PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association

Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal
civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.
Premera does not exclude people or treat them
differently because of race, color, national origin, age,
disability or sex.

Premera:

¢ Provides free aids and services to people with
disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters

e \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
e Information written in other languages

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

If you believe that Premera has failed to provide these
services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can
file a grievance with:

Civil Rights Coordinator — Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592,

TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

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 Ave 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.

037397 (07-2016)

Getting Help in Other Languages

This Notice has Important Information. This notice may
have important information about your application or
coverage through Premera Blue Cross. There may be
key dates in this notice. You may need to take action by
certain deadlines to keep your health coverage or help
with costs. You have the right to get this information and
help in your language at no cost. Call 800-722-1471

(TTY: 800-842-5357).

A°14% (Amharic):

£V TN F 0L ANdAL 0028 SHA: BV 1030+ QA
Tjao\nFP oe9° ¢ Premera Blue Cross 1147 AO4.AL
avl 8 AL+ e AN (LY TN OEL O-OT BAG PTT
AG4 AN PMS? 114727 APmNPS NAnGL.A ACST
ATITTF (@0’ PLE 120F ACIPE av@-0L: 210PF
CUPGA: BUT 0P8 W19.0TT hG LAIPT° hef NL TP
ACAF A19.0TT av1t AdPF=00dh &7C 800-722-1471
(TTY: 800-842-5357) gL+

4.2 (Arabic):

Cila slae JladY) 138 (5 9ay 8 Aaly Cila gl Jlad¥) 138 (5 9o
ol 35 A Al 5 cllh e pady degs
Falsi s S5 8 Premera Blue Cross JoA (e Lle
Lna Fy )l 53 A ol ya) ATV Zliag 25 HladY) 1 A dage
Gl Bay il ady 8 sacluall §f Al elighaas e Lliall
A A A () 00 elialy sac Lusall 5 e glaall a3 e J gaall
800-722-1471 (TTY: 800-842-5357 )~ Jusi)

H13C (Chinese):

REMBEEMNAR ., KB ERANRGEESE
1@ Premera Blue Cross 123X B9 EE ﬁﬁ': SR EE
B, KEMATREAEEZEAE. GBAeEZE1H
1IF A EA Z RTERERATH), lalﬁ‘éé’ﬁiﬂ’lﬁ_)i{%ﬂ xNE
R, SE#FNREUEHBERIIAAR
EB, TSR 800-722-1471

(TTY: 800-842-5357).



Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa gaba.
Beeksisti kun sagantaa yookan karaa Premera Blue
Cross tiin tajaajila keessan ilaalchisee odeeffannoo
barbaachisaa qabaachuu danda’a. Guyyaawwan
murteessaa ta'an beeksisa kana keessatti ilaalaa. Tarii
kaffaltidhaan deeggaramuuf yookan tajaajila fayyaa
keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan
keessaniin odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni qabaattu. Lakkoofsa bilbilaa 800-722-1471
(TTY: 800-842-5357) tii bilbilaa.

Frangais (French):

Cet avis a d'importantes informations. Cet avis peut
avoir d'importantes informations sur votre demande ou la
couverture par l'intermédiaire de Premera Blue Cross. Le
présent avis peut contenir des dates clés. Vous devrez
peut-étre prendre des mesures par certains délais pour
maintenir votre couverture de santé ou d'aide avec les
colts. Vous avez le droit d'obtenir cette information et de
I'aide dans votre langue a aucun colt. Appelez le
800-722-1471 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpaotan ladann. Avi sila a
kapab genyen enfdmasyon enpotan konsénan aplikasyon
w lan oswa konsénan kouvéti asirans lan atravé Premera
Blue Cross. Kapab genyen dat ki enpotan nan avi sila a.
Ou ka gen pou pran kék aksyon avan séten dat limit pou
ka kenbe kouvéti asirans sante w la oswa pou yo ka ede
w avek depans yo. Se dwa w pou resevwa enfomasyon
sa a ak asistans nan lang ou pale a, san ou pa gen pou
peye pou sa. Rele nan 800-722-1471

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthalt wichtige
Informationen. Diese Benachrichtigung enthalt unter
Umstanden wichtige Informationen beztiglich Ihres
Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen
Terminen in dieser Benachrichtigung. Sie kdnnten bis zu
bestimmten Stichtagen handeln missen, um lhren
Krankenversicherungsschutz oder Hilfe mit den Kosten
zu behalten. Sie haben das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Rufen Sie an
unter 800-722-1471 (TTY: 800-842-5357).

Hmoob (Hmong): Tsab ntawv tshaj xo no muaj cov
ntshiab lus tseem ceeb. Tej zaum tsab ntawv tshaj xo
no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv
thov kev pab los yog koj ghov kev pab cuam los ntawm
Premera Blue Cross. Tej zaum muaj cov hnub tseem
ceeb uas sau rau hauv daim ntawv no. Tej zaum koj kuj
yuav tau ua gee yam uas peb kom koj ua tsis pub dhau
CoV caij nyoog uas teev tseg rau hauv daim ntawv no
mas koj thiaj yuav tau txais kev pab cuam kho mob los
yog kev pab them tej ngi kho mob ntawd. Koj muaj cai
kom lawv muab cov ntshiab lus no uas tau muab sau ua
koj hom lus pub dawb rau koj. Hu rau 800-722-1471
(TTY: 800-842-5357).

lloko (llocano): Daytoy a Pakdaar ket naglaon iti
Napateg nga Impormasion. Daytoy a pakdaar mabalin
nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti
Premera Blue Cross. Daytoy ket mabalin dagiti
importante a petsa iti daytoy a pakdaar. Mabalin nga
adda rumbeng nga aramidenyo nga addang sakbay dagiti
partikular a naituding nga aldaw tapno mapagtalinaedyo ti
coverage ti salun-atyo wenno tulong kadagiti gastos.
Adda karbenganyo a mangala iti daytoy nga impormasion
ken tulong iti bukodyo a pagsasao nga awan ti
bayadanyo. Tumawag iti numero nga

800-722-1471 (TTY: 800-842-5357).

Italiano (ltalian): Questo avviso contiene
informazioni importanti. Questo avviso pud contenere
informazioni importanti sulla tua domanda o copertura
attraverso Premera Blue Cross. Potrebbero esserci date
chiave in questo avviso. Potrebbe essere necessario un
tuo intervento entro una scadenza determinata per
consentirti di mantenere la tua copertura o sovvenzione.
Hai il diritto di ottenere queste informazioni e assistenza
nella tua lingua gratuitamente. Chiama 800-722-1471
(TTY: 800-842-5357).

HZAEE (Japanese): — D @ERICIZEELIHFRAA
BENTWET, COBEAIZ(E. PremeraBlue
Cross DEREF - (I ESFEICBET 2 EELIF
WMASENTWLRBENHY T3, ZOBEHIC
RESNTWAAREMEADIEEL A2 O
BELLEEEW, BRERCERYR— NZH#EFT
BIZIF. BEODHEHETICTEZR L GITAIE
BORWMEELHYET, CHEDSIEICLD
FHREHHR— PO ERTIRESINET, 800-
722-1471 (TTY: 800-842-5357)F THEE L =LY,
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220 (Lao):

CCHYNIVDH2HVFIHV. CF9)NIVVDINIEDH2
LVIIODNJONUVEISOITLLVVN B HOIVOL
©99UrNLIW209UI9V 39 Premera Blue Cross.
2909t I3VRFISVL IVCCFINIVY. VIVSIODE
9CTDCIDHOICDLNIVOIDLNIVOCOITLCWIE
(ROSNIFIN0IVEHVODIULNVI2:WIV B 09
ngoecPHacdogelgsIe209unls. IVIS0
\oSu2n) ot oIVFoucHECTLWITIZOY
vILoBLCIOE. Lonm9 800-722-1471

(TTY: 800-842-5357).

FManizd (Khmer):
iosAESSAiNISiSOdumSuthka S
IGANSSMMHISUTNUMENSASTS
UNHSHASBRIVUUS yrminuiikiue
HFMENYI: Premera Blue Cross 4 {UINIIUNNENS
MUUTIGSUSISISIoRusAYSSniNIS:
HAEUTNUMMEIIUINMIgamMmn S0
SunsSigmsonosis 1I8gjSrispsse
ISMUIRISMMIUNIHS YCNHS St )
igs geesadSsguridmsis: Sudgwist
SHMAMNIUNHMIENWESSHUUUIS]WY oy
S1836) 800-722-1471 (TTY: 800-842-5357)

UATER (Punjabi):

fen sfen feg yrA Freardt 3. for &fer feg
Premera Blue Cross @3 3J3T d@ar W3 WIdl §'9
HIZTYIS Areardt J Aaet J . for &fA Aeg
YA 37T J A I6. Add IA RIS gead
fust IR A A B3 Afcg Hee e fega I 3°
IS WZH I 3 UTS IS HTH STH gaE ©f
37 I AaTl 3 3T He3 Rg 3wt s 9
AEdTSt W3 Hee YU3 d96 T fiad I 3%
800-722-1471 (TTY: 800-842-5357).

=& (Farsi):
Gl (Saa 4.\4)«;\ QJ\ 2ilue age Cile Sal (s gla apadle | )
O e (o) A (i g0 by 5 Ll a s o )l 50 age e DUl (6 gla
O pge sla c,a.)b 4,234 Premera Blue Crossca b
b O dan G gy B (5] 0l (Saa L, el 4 5 4zale)
e W F Ay (8 Fle o sl 4 Gala 0 SaS
1 Ol B Ll 203l 4idls sl pald sla IS aladl )
OB sk asa A | Ses s cile Mal ¢l 4S 3yl
800-722-1471 » et L e Dal a5l 5 aplad iy 5o
D)8 (i (800-842-5357 o sty Lilad TTY () a)K)
Al
Polskie (Polish):
To ogtoszenie moze zawiera¢ wazne informacje. To
ogfoszenie moze zawieraC wazne informacje odno$nie
Panstwa wniosku lub zakresu $wiadczen poprzez
Premera Blue Cross. Prosimy zwrocic uwage na
kluczowe daty, ktére moga by¢ zawarte w tym ogtoszeniu
aby nie przekroczy¢ terminéw w przypadku utrzymania
polisy ubezpieczeniowej lub pomocy zwigzanej z
kosztami. Macie Panstwo prawo do bezptatnej informacii
we wtasnym jezyku. Zadzworicie pod 800-722-1471
(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informagoes importantes. Este
aviso podera conter informacdes importantes a respeito
de sua aplicagéo ou cobertura por meio do Premera Blue
Cross. Poderédo existir datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias
dentro de determinados prazos para manter sua
cobertura de saude ou ajuda de custos. Vocé tem o
direito de obter esta informagéo e ajuda em seu idioma e
sem custos. Ligue para 800-722-1471

(TTY: 800-842-5357).



Romana (Romanian):

Prezenta notificare contine informatii importante.
Aceasta notificare poate contine informatii importante
privind cererea sau acoperirea asigurarii dumneavoastre
de sanatate prin Premera Blue Cross. Pot exista date
cheie in aceasta notificare. Este posibil sa fie nevoie sa
actionati pana la anumite termene limita pentru a va
mentine acoperirea asigurarii de sanatate sau asistenta
privitoare la costuri. Aveti dreptul de a obtine gratuit
aceste informatii si ajutor in limba dumneavoastra. Sunati
la 800-722-1471 (TTY: 800-842-5357).

Pycckuit (Russian):

HacTosilee yBegomneHne coaepxuT BaxHyH
MHhOpMaLmMI0. ITO yBEJOMITIEHNE MOXET COAepXaThb
BaXXHY0 MH(HOPMALMIO O BaLIEM 3asiBNEHUN U1K
CTPaxoBOM MoKpbITUM Yepe3 Premera Blue Cross. B
HaCTOSILLEM YBEAOMIEHNN MOTYT BbITb yKa3aHbl
KntoyeBble AaTbl. Bam, BO3MOXHO, NOTpebyeTcs NpuHATL
Mepbl K OnpeaeneHHbIM npeaenbHbIM Cpokam s
COXPaHEHWs CTPaX0BOro NMOKPbITHS MW MOMOLLM C
pacxogamu. Bbl meeTe npaBo Ha BecnnatHoe
nosly4eHne aToi MHhopMaLy 1 NOMOLLb Ha BaLLEM
A3blke. 3BOHUTE no TenedoHy 800-722-1471

(TTY: 800-842-5357).

Fa’asamoa (Samoan):

Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili
ona taua e tatau ona e malamalama i ai. O lenei
tulaga o le polokalame, Premera Blue Cross, ua e tau fia
maua atu i ai. Fa’amolemole, ia e iloilo fa’alelei i aso
fa’apitoa olo’o iai i lenei fa’asilasilaga taua. Masalo o le’a
iai ni feau e tatau ona e faia ao le'i aulia le aso ua ta’uai
lenei fa’asilasilaga ina ia e iai pea ma maua fesoasoani
mai ai i le polokalame a le Malo olo’o e iai i ai. Olo’o iai
iate oe le aia tatau e maua atu i lenei fa’asilasilaga ma
lenei fa'matalaga i legagana e te malamalama i ai aunoa
ma se togiga tupe. Vili atu i le telefoni 800-722-1471
(TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacion importante. Es
posible que este aviso contenga informacion importante
acerca de su solicitud o cobertura a través de Premera
Blue Cross. Es posible que haya fechas clave en este
aviso. Es posible que deba tomar alguna medida antes
de determinadas fechas para mantener su cobertura
médica o ayuda con los costos. Usted tiene derecho a
recibir esta informacion y ayuda en su idioma sin costo
alguno. Llame al 800-722-1471 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay maaaring
naglalaman ng mahalagang impormasyon tungkol sa
iyong aplikasyon o pagsakop sa pamamagitan ng
Premera Blue Cross. Maaaring may mga mahalagang
petsa dito sa paunawa. Maaring mangailangan ka na
magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka
na makakuha ng ganitong impormasyon at tulong sa
iyong wika ng walang gastos. Tumawag sa 800-722-1471
(TTY: 800-842-5357).

e (Thai):

dsznatideyadAty dszniationadidayanddnynaaiu

<

nsnsaNAsTesaLanlsTiugunWaBsAKW Premera
Blue Cross uazanaiinuuanislutlszniail Anianaazsies
AntunIneluiuAszaza IkivewieazinEINIg
dsziuganinaasnuvizanisdaimaanilanldany Anlansn
Yo Y ] A dy =
azlffudeyauazandaaimaeiilunimnaesnmlng laid
Aldane s 800-722-1471 (TTY: 800-842-5357)

YkpaiHcbkui (Ukrainian):

Lle nosigomneHHA MicTUTL BaxnuBy iHcopmauito. Lle
MOBIJOMIEHHS MOXE MICTUTU BaxXnuBy iHopmMaLLito npo
Balue 3BepHEeHHS OO CTpaxyBasbHOro NOKPUTTS Yepes
Premera Blue Cross. 3BepHiTb yBary Ha Knio4oBi Aat,
AKi MOXyTb OYTW BKasaHi y LibOMY NOBIAOMMEHHI. ICHYe
IMOBIpHICTb TOrO, W0 Bam Tpeba 6yae 34incHUTH NeBHi
KPOKM Y KOHKPETHI KiHLIEBi CTPOKM 415t TOTO, W06
3bepertv Bawe mMegunyHe ctpaxyBaHHs abo oTpumaTi
(hiHaHcoBY fonomory. Y Bac € npaBo Ha OTpUMaHHS L€l
iHpopMaLii Ta Jonomorn 6e3koLTOBHO Ha Balwil pigHin
MOBi. [13BOHITb 3a HoMepom TenedoHy 800-722-1471
(TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Thong bao nay cung cap théng tin quan trong. Thong
béo nay co thong tin quan trong vé don xin tham gia
hodc hop ddng bao hiém clia quy vi qua chwong trinh
Premera Blue Cross. Xin xem ngay quan trong trong
thong b&o nay. Quy vi cd thé phai thue hién theo thong
béo dung trong theri han dé duy tri bao hiém strc khde
hodc dworc tror giup thém vé chi phi. Quy vi co quyén
dworc biét thong tin nay va dworc tro giap bang ngon
ngCr cGia minh mién phi. Xin goi s6 800-722-1471
(TTY: 800-842-5357).
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PEBB Medicare Advantage Plan

Disenrollment Form

This is a request to cancel enrollment in a PEBB Medicare Advantage plan.
(Please print in black ink.)

| wish to cancel enrollment in (check one):

Group Health Cooperative Effective date of change

(1 Group Health Medicare Advantage / /

Kaiser Foundation Health Plan of the Northwest
() Kaiser Permanente Senior Advantage

The Health Care Authority must process this form. Your enrollment in a Medicare Advantage plan will end
on the last day of the month after your medical plan receives this completed form.

If you are a retiree receiving benefits through the Department of Retirement Systems (DRS), the PEBB
Program may share your information with DRS to better serve you.

HCA'’s Privacy Notice: We will keep your information private as allowed by law. To see our Privacy Notice,
go to www.hca.wa.gov/public-employee-benefits.

Subscriber’s name Date / /
Subscriber’s signature

Medicare number

Spouse or state-registered domestic partner’s name Date / /

Spouse or state-registered domestic partner’s signature

Medicare number

2017 PEBB MEDICAL CONTRACTORS

Group Health Cooperative, 320 Westlake Ave. N., Suite 100, Seattle, WA 98109-5233
1-888-901-4636 or TTY 711 or 1-800-833-6388

Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St., Suite 100, Portland, OR 97232-2099
1-877-221-82210or TTY 711

Please return this form by mail to:

Washington State Health Care Authority
P.O. Box 42684
Olympia, WA 98504-2684

or fax to: 360-725-0771

HCA is committed to providing equal access to our services.
If you need accommodation, please call 1-800-200-1004 or 711 for relay services. services.

HCA 51-556 (10/16)
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